The Central Connecticut Cystic Fibrosis Center is dedicated to improving the physical and emotional health of our patients.  To help us understand how we can best meet your needs, please complete this confidential survey regarding your experiences.  Please return the completed survey in the postage-paid envelope provided or drop it in the survey box located in the CF Center.  Thank you for helping us to continually improve our services for our patients.  If you have any questions about the survey, please feel free to contact the CCMC Quality Improvement Department at 860-545-8556.


	Please circle the number that best describes your experience.  If you or your child did not receive a service, skip to the next question. Your comments and suggestions are welcomed.

	A.  Before your visits
	Very Poor
	Poor
	Fair
	Good
	Very Good

	1. Length of time between calling for an appointment for routine care and the actual appointment…………………………………………………………………………………… 
	1
	2
	3
	4
	5

	2.  Length of time to be seen by your CF Team member when you arrive for a scheduled visit (including from the time of arrival at the reception room and the time in the exam room)…………………………………………………………………………….. 
	1
	2
	3
	4
	5

	3.  Informed about delays when waiting to see your CF provider for a scheduled appointment……………………………………………………………………………………
	1
	2
	3
	4
	5

	4.  Length of time to get an appointment for sick care…………………………………….
	1
	2
	3
	4
	5

	5.  Quality of facility for comfort, safety, and cleanliness………………………………….
	1
	2
	3
	4
	5

	Comments:



	
	
	
	
	
	

	B.  Outside your visits
	Very Poor
	Poor
	Fair
	Good
	Very Good

	1.  Convenience of the hours at the location where you receive care…………………..
	1
	2
	3
	4
	5

	2.  Timeliness of getting prescriptions refilled……………………………………………...
	1
	2
	3
	4
	5

	3.  Timeliness of response of CF team members by phone when you have a problem
	1
	2
	3
	4
	5

	4.  Ease of consulting with medical staff in an emergency……………………………….
	1
	2
	3
	4
	5

	5.  CF provider’s communication with Primary Care Physician…………………………..
	1
	2
	3
	4
	5

	6.  Communication among the CF providers who treat you………………………………
	1
	2
	3
	4
	5

	7.  Services provided are tailored to your needs…………………………………………..
	1
	2
	3
	4
	5

	8.  Accessibility of the CF team members outside of regular and/or sick visits………...
	1
	2
	3
	4
	5

	9.  Ease of getting a referral to:
	
	
	
	
	

	Endocrine (i.e., Diabetes)…………………………………………………………………….
	1
	2
	3
	4
	5

	ENT (Ear, Nose and Throat)…………………………………………………………………
	1
	2
	3
	4
	5

	GI (Gastroenterology)…………………………………………………………………………
	1
	2
	3
	4
	5

	Mental Health………………………………………………………………………………….
	1
	2
	3
	4
	5

	Surgery…………………………………………………………………………………………
	1
	2
	3
	4
	5

	Other (please describe)______________________………………………………………
	1
	2
	3
	4
	5

	10. Assistance and/or advocacy available when you have problems with your insurance plan…………………………………………………………………………………
	1
	2
	3
	4
	5

	11. Availability of support services to ease financial burden of care……………………
	1
	2
	3
	4
	5

	Comments:



	
	
	
	
	
	

	C.  During your visits
	Very Poor
	Poor
	Fair
	Good
	Very Good

	1.  Sensitivity of staff for privacy, courtesy, respect, attitude and empathy……………..
	1
	2
	3
	4
	5

	2.  Your involvement in decisions regarding your care……………………………………
	1
	2
	3
	4
	5

	3.  Upon a new diagnosis how fully and clearly did the team inform you about CF……
	1
	2
	3
	4
	5

	4.  How well informed you feel about the emotional and social challenges presented by CF and its prescribed daily care………………………………………………………….
	1
	2
	3
	4
	5

	5.  How well the CF Team recognizes the social and emotional aspects of CF and its daily care…….……………………………………………………………………………….
	1
	2
	3
	4
	5

	6.  Explanations about changes in your medications and/or care plan (including medical procedures and test results)………………………………………………………..
	1
	2
	3
	4
	5

	7.  Age-appropriate education about CF disease and transition to adult care………….
	1
	2
	3
	4
	5

	8.  Encouragement to use preventive measures (airway clearance, enzymes, and medications)……………………………………………………………………………………
	1
	2
	3
	4
	5

	9.  Support in the use of alternative therapies (herbals, chiropractic, etc.)……………
	1
	2
	3
	4
	5

	10. Reassurance and support offered to you by your:
	
	
	
	
	

	Physician……………………………………………………………………………………….
	1
	2
	3
	4
	5

	Nurse……………………………………………………………………………………………
	1
	2
	3
	4
	5

	Social Worker………………………………………………………………………………….
	1
	2
	3
	4
	5

	Nutritionist……………………………………………………………………………………...
	1
	2
	3
	4
	5

	Physical Therapist…………………………………………………………………………….
	1
	2
	3
	4
	5

	Respiratory Therapist…………………………………………………………………………
	1
	2
	3
	4
	5

	Office Staff……………………………………………………………………………………..
	1
	2
	3
	4
	5

	11. Amount of time you have with your Doctors during your visits………………………
	1
	2
	3
	4
	5

	12. Amount of time you have with your Nurse during your visits………………………...
	1
	2
	3
	4
	5

	13. Amount of time you have with your Nutritionist during your visits…………………..
	1
	2
	3
	4
	5

	14. Amount of time you have with your Social Worker during your visits……………….
	1
	2
	3
	4
	5

	15. Training, skill, and experience of CF team members…………………………………
	1
	2
	3
	4
	5

	16. CF team members’ concern for your emotional well being…………………………..
	1
	2
	3
	4
	5

	17. Comfort with transition from pediatric to adult care…………………………………...
	1
	2
	3
	4
	5

	Comments:



	
	
	
	
	
	

	D.  Health and Daily Activities (Consider your experiences over the past 6 months)
	Very Poor
	Poor
	Fair
	Good
	Very Good

	1.  In general, how would you rate your overall health……………………………………
	1
	2
	3
	4
	5

	2.  In general, how would you rate your pulmonary health…………………………….…
	1
	2
	3
	4
	5

	3.  In general, how would you rate your overall adherence to your prescribed care…..
	1
	2
	3
	4
	5

	4.  How would you rate your adherence to the following components of your prescribed care:

	Airway clearance………………………………………………………………………………
	1
	2
	3
	4
	5

	Medications ……………………………………………………………………………………
	1
	2
	3
	4
	5

	Exercise………………………………………………………………………………………...
	1
	2
	3
	4
	5

	Glucose Monitoring……………………………………………………………………………
	1
	2
	3
	4
	5

	Diet:  tube feeds, shakes……………………………………………………………………..
	1
	2
	3
	4
	5

	5.  Rate your physical ability to maintain your regular daily activities (school, work, sports, leisure, etc.)……………………………………………………………………………………………………………..
	1
	2
	3
	4
	5

	6.  Rate your interest in regular daily activities…………………………………………….
	1
	2
	3
	4
	5

	7. Compared to one year ago my health is………………………………………………. 

8. Number of scheduled visits missed with your CF provider over the past year…….
	1
	2
	3
	4
	5

	 
	      0         1-2         3-4         5+

	Comments:



	
	
	
	
	
	

	E. Discharge from the hospital 
	Very Poor
	Poor
	Fair
	Good
	Very Good

	1.  I feel adequately prepared and informed………………………………………………..
	1
	2
	3
	4
	5

	2.  I feel home care services are adequate…………………………………………………
	1
	2
	3
	4
	5

	Comments:



	
	
	
	
	
	

	F.  Information Sharing
	Very Poor
	Poor
	Fair
	Good
	Very Good

	1.  Feel well informed regarding reproductive issues……………………………………..
	1
	2
	3
	4
	5

	2.  Feel well supported by the CF team in discussing reproductive issues…………….
	1
	2
	3
	4
	5

	3.  Information provided to you regarding issues related to sexuality…………………...
	1
	2
	3
	4
	5

	4.  Your comfort level in asking questions regarding sexuality…………………………..
	1
	2
	3
	4
	5

	5.  Issues related to transplantation have been discussed with you…………………….
	1
	2
	3
	4
	5

	6.  Helpfulness of the CF Spirit Newsletter…………………………………………………
	1
	2
	3
	4
	5

	7.  Helpfulness of the Annual Family Education Night…………………………………….
	1
	2
	3
	4
	5

	8.  Rate your overall knowledge and understanding of the following:
	
	
	
	
	

	Pulmonary Function Tests (PFT’s)………………………………………………………….
	1
	2
	3
	4
	5

	Medication……………………………………………………………………………………...
	1
	2
	3
	4
	5

	Nutrition………………………………………………………………………………………...
	1
	2
	3
	4
	5

	Airway clearance………………………………………………………………………………
	1
	2
	3
	4
	5

	Exercise………………………………………………………………………………………...
	1
	2
	3
	4
	5

	Comments:




	G.  Your Feelings (Consider your feelings over the past 6 months)

Please rate how much you agree with the following statements:
	Strong No
	No
	Somewhat
	Yes
	Strong Yes

	1.  I feel as healthy as those around me…………………………………………….
	1
	2
	3
	4
	5

	2.  I feel calm and peaceful……………………………………………………………
	1
	2
	3
	4
	5

	3.  My health is excellent………………………………………………………………
	1
	2
	3
	4
	5

	4.  I have energy……………………………………………………………………….
	1
	2
	3
	4
	5

	5.  I am happy………………………………………………………………………….
	1
	2
	3
	4
	5

	6.  I am a nervous person…………………………………………………………….
	1
	2
	3
	4
	5

	7.  I feel sick more often than others…………………………………………………
	1
	2
	3
	4
	5

	8.  Visits with CF providers are generally positive…………………………………
	1
	2
	3
	4
	5

	9.  Extent to which CF team members help me consider the risks and benefits of sharing my CF with friends, extended family, co-workers, classmates, etc…..
	1
	2
	3
	4
	5

	10. Extent to which I feel supported by family and friends……………………..
	1
	2
	3
	4
	5

	11. For support and coping, I rely on:
	
	
	
	
	

	Family…………………………………………………………………………………..
	1
	2
	3
	4
	5

	Friends………………………………………………………………………………….
	1
	2
	3
	4
	5

	Faith…………………………………………………………………………………….
	1
	2
	3
	4
	5

	Counselor/Social Worker…………………………………………………………….
	1
	2
	3
	4
	5

	Other (please describe):______________________……………………………..
	1
	2
	3
	4
	5

	12. I feel comfortable with how I look………………………………………………..
	1
	2
	3
	4
	5

	13. Ports/tubes interfere with how I feel about my body…………………………
	1
	2
	3
	4
	5

	14. Physical and or emotional problems have interfered with regular daily activities…………………………………………………………………………………
	1
	2
	3
	4
	5

	Comments:




	H. About you
	
	
	
	
	

	1.  During the past year, indicate the number of times you have been seen:
	_____CF Center Clinic at CCMC

_____Adult MD Office

	2.  I am a:             patient                 parent or guardian
	
	
	
	
	

	3.  Patient’s age:     infant-3years         4-7years          8-12 years          13-18 years         19-30years         31+ years

	
	
	
	
	
	

	I.  Final Thoughts
	Very Poor
	Poor
	Fair
	Good
	Very Good

	1.  Willingness to refer family or a friend to your CF provider and CF team……………
	1
	2
	3
	4
	5

	2. Overall satisfaction with the care you receive…………………………………………..
	1
	2
	3
	4
	5

	3. Overall quality of care and services provided by your doctor and CF team members……………………………………………………………………………………….
	1
	2
	3
	4
	5

	4.  Generally, do your medical provider and other CF team members meet your expectations?          Yes           No

	5.  What suggestions do you have that might help up serve you better?




(Optional)  Patient Name:
   
           Parent/Guardian Name:


     Telephone Number: 

 


Check here if you would like us to contact you.

Central Connecticut Cystic Fibrosis Center


Patient Survey


















































