Tool I: patient history and present health status:
· Demographics data:
1) Patient name: …………………………..
2) Age: …………………………………....
3) Sex: male (   )                                                                 Female (   )
4) Level of education: illiterate (    )                                       read and write (   )           
            Secondary (   )                                                           High education (    )
5) Marital status: Single (   )                                                         Married (   )
          Widow (   )                                                                    Divorced (   )
6) Telephone: …………………...………………
7) Living status: Alone (  )                                         Live with The family (   )
8) Occupation: work (   )                                                   not work (   )
9) Income according to patient's opinion: enough (   )              Not enough (  )
· Life style:
10) Smoker: 
Yes (     )                                                                 No (     )
11) Overdoing it on salt, more than one teaspoon per day (more than 3 grams per day):  
Yes (   )                                                                      No (     )
12) Excessive intake of fast food: 
Yes (    )                                                                    No (     )
13) Physical inactivity (sitting all day): 
           Yes (     )                                                                No (     )
· Patient history:
A- Past medical history :
14) Do you suffer from any chronic diseases?
Yes (      )                                                                     No (     )
If yes, what diseases do you suffer from?
Diabetes mellitus: Yes (     )                                             No (                )
Hypertension: Yes (     )                                                   No (                )
Coronary Artery Disease: Yes (     )                                 No (                ) 
Kidney disease: Yes (     )                                                  No (                )
Rheumatic disorder: Yes (     )                                           No (                )
Other (mention it): ………………………………………… 
B- Past surgical history:
15) Have you had any surgery?
Yes (     )                                                                          No (                )
If yes what is it and its duration: - ………………………………..
C- Family history: 
16) Does anyone in the family suffer from chronic diseases?
Yes (      )                                                                     No (     )
If yes, which of the following?
Diabetes mellitus: Yes (     )                                         No (                ) Hypertension: Yes (     )                                                        No (                )
Coronary Artery Disease: Yes (     )                                      No (                )
Kidney disease: Yes (     )                                                      No (                )
Rheumatic disorder: Yes (     )                                               No (                )
 Other (mention it): ………………………………..
· Present medical status :
17) Duration of implantation: ……………………………………….
18) Electromagnetic interference equipment use such as (television broadcasting places, mobile phone, hairdryers, microwave ovens)
         Yes (     )                                                                                 No (     )
19) A Chief complaints of patients on admission: 
   Chest pain:  Yes (       )                                                          No (                )
  Bradycardia: Yes (       )                                                          No (                )
   Dyspnea:  Yes (      )                                                              No (                )
   Dizziness: Yes (        )                                                            No (                )
  Palpitations: Yes (       )                                                         No (                )
  Syncope: Yes (      )                                                                No (                ) 
  Other (mention it): ……………………………………………………..
20) The patient implanted any type of permanent pacemaker :
Single chamber pacemaker: Yes (      )                                             No (       ) 
Dual chamber pacemaker: Yes (      )                                               No (       )
Bi- ventricular pacemaker: Yes (      )                                              No (       )  
21) Suffering from Altered Mobility: 
                     Yes (   )                                                                   No (       )
  If yes, when? 
 Prior to hospitalization: Yes (      )                                                  No (       ) 
During hospitalization: Yes (      )                                                   No (       ) 
 After hospitalization: Yes (      )                                                     No (       ) 











Tool II- Self-care management of permanent pacemaker sheet:
Part 1: patients' knowledge assessment about permanent pacemaker:
Put true or false:
1. The heart is located in the middle of the chest. (     ) 
2. The heart is divided into two atria only. (     )
3. Basic function of the heart is pumps blood through the body with the help of structures such as ventricles, atria, and valves. (     )
4. Normal rate of the pulse is 40-60 b/m. (     )
5. Some Sites of measuring pulse is Radial side of wrist. (     )
6. A pacemaker is a small device that's placed (implanted) in the abdomen to help control the heartbeat. (     )
7. Hemothorax is Indication for permanent pacemaker. (     )
8. Types of pacemaker are Temporary pacemakers only. (     )
9. The pacemaker works through sends electrical impulses to the heart in order to set the heart rhythm. (     ) 
10.  Battery of permanent pacemaker should last for 3 to 6 months only. (     )
11.  Infection near the site of implemented pacemaker in the heart is expected complication. (     )
12.  Sitting position is cause pressure on the site of implemented permanent pacemaker. (     )
13. Wearing tight clothes is one of the preventive measures of expected complications. (     )
14.  Manifestations of pacemaker malfunction are Constipation and Hypoglycemia (decrease glucose level). (     )
15.  It is necessary to maintain regular follow-up with the doctor to prevent expected complication. (     )


















Part II: assess Self -management behaviors for patient of permanent pacemaker:-
	
Principles of maintaining the efficiency of PPM
	
All the time


	
Sometimes
	
Never

	1. 
	take your pulse daily
	
	
	

	2. 
	Record the pulse on the pulse map
	
	
	

	3. 
	always carry my ID with me everywhere
	
	
	

	4. 
	Avoid being in an electromagnetic field, such as radio and television broadcasting places, radar stations, or high voltage electricity towers.
	
	
	

	5. 
	Avoid passing through metal detector gates such as airports or malls
	
	
	

	6. 
	Avoid getting close to magnetic resonance imaging (MRI) machines.
	
	
	

	7. 
	Avoid placing a mobile phone in a pocket directly above the pacemaker
	
	
	

	8. 
	Avoid using a hand-held mobile phone with a pacemaker nearby.
	
	
	

	9. 
	Place the mobile phone on the ear opposite the pacemaker location
	
	
	

	10. 
	Taking into account that the distance between the mobile phone and the pacemaker is at least 15 cm
	
	
	

	11. 
	Avoid getting the electric shaver (men) near the regulator
	
	
	

	12. 
	Make sure to go to the doctor when:
· Constant feeling of tiredness and fatigue
· Pain and difficulty in breath
· Arrhythmia
· Feeling tired and fainting
	
	
	

	13. 
	Make sure to inform any physician about the presence of a pacemaker.
	
	
	

	14. 
	Make sure to avoid sexual activity for 6 weeks after the pacemaker implantation. 
	
	
	

	
Medications
	
All the time

	
Sometimes
	
Never

	1. 
	Take the prescribed medication regularly.
	
	
	

	2. 
	Stick to take the medication as directed by the doctor.
	
	
	

	3. 
	Take the medicine if forgot whenever I remember it.
	
	
	

	4. 
	Keep a record of the types of medicines always taken.
	
	
	

	5. 
	Stop taking the medicine when feeling an improvement in my health
	
	
	

	6. 
	Reduce/stop taking this medication without telling your doctor if you feel Side effects from any medication 
	
	
	

	
Incision site care
	
All the time


	
Sometimes
	
Never

	1. 
	Avoid things that could pressure on the pacemaker insertion site such as bra, purse or backpacks trap.
	
	
	

	2. 
	do not apply creams, lotions or powders on or near the incision
	
	
	

	3. 
	Put a round part of the sponge over the pacemaker insertion when wearing the bra (women).
	
	
	

	4. 
	Avoid wearing tight clothes
	
	
	

	5. 
	Inform the doctor when there is:
· Signs of infection, such as fever, drainage from the incision, redness, swelling, or warmth at the incision site 
· Pain around the site that gets worse 
· Bleeding from the incision site 
· Swelling in the arm on the side of the incision site 
· Severe swelling of the incision site 
· Chest pain or shortness of breath
	
	
	

	
Physical exercise
	
All the time


	
Sometimes
	
Never

	1. 
	do light exercise, such as walking (about five-ten minutes the first time and each time try to add one or two minutes as able), at least twice a week
	
	
	

	2. 
	 Perform the range-of-motion exercises daily (2-3 times).
	
	
	

	3. 
	Commit to increasing exercise gradually.
	
	
	

	4. 
	stop activity immediately when feel the following signs:
· Palpitations (feeling have a fast-beating or fluttering)
· Vertigo (feel as the room or surrounding environment is spinning).
	
	
	

	5. 
	Refrain from playing sports such as driving wheels
Sports, tennis, golf, handball, boxing, bowling.
	
	
	

	6. 
	Do breathing exercises at least once a day.
	
	
	

	7. 
	Make sure to breathe deeply and regularly while doing exercise.
	
	
	

	8.
	Be sure to note the heartbeat before and after any physical activity 
	
	
	

	[bookmark: _GoBack]Activity of daily living
	All the time

	Sometimes
	Never

	1.
	Avoid Carrying items weighing more than 5 kg. 
	
	
	

	2.       
	Avoid work that requires lifting the arm that near to Pacemaker implantation is like washing windows/painting the house
	
	
	

	3.
	Avoid using the arm near the pacemaker to push objects.
	
	
	

	4.
	Take a get dressed without help
	
	
	

	5. 
	Carrying heavy objects
	
	
	

	6.
	Take a shower without help
	
	
	

	
Nutrition
	
All the time


	
Sometimes
	
Never

	1. 
	Make sure to eat three main meals a day.
	
	
	

	2. 
	Make sure to eat a healthy diet that contains:
· Vegetables as: garlic, cucumber, carrot, sweet potato.
· Proteins as: grilled chicken, meat
· fruit as: apple, orange, pear, banana, kiwi
· Carbohydrates as: bread, potato, and pasta
	
	
	

	3. 
	Avoid gaining weight.
	
	
	

	4. 
	Make sure to reduce the percentage of fat (vegetable oil, fat milk, butter and dairy desserts) in the food that eats.
	
	
	

	5. 
	Consume an egg once in a week.
	
	
	

	6. 
	 Drink about 3:4 liter of water daily.
	
	
	

	7. 
	Avoid adding salt to food.
	
	
	

	8. 
	Use alternatives salt such as (Ginger, lemon Juice, Garlic)
	
	
	

	9. 
	Avoid eating pickles with food.
	
	
	

	10. 
	 Avoid drinking caffeinated drinks such as tea, coffee, etc.......
	
	
	

	11. 
	Avoid very cold or hot liquids
	
	
	

	12. 
	 Avoid heavy meals before bed. 
	
	
	

	                                        
Follow up
	
All the time
	
Sometimes
	
Never

	1. 
	Make sure to follow up my condition with the doctor in the scheduled appointments regularly.
	
	
	

	2. 
	The doctor should check the pacemaker every 3 to 6 months.
	
	
	

	3. 
	Bring your :
· identification card
· Pulse mapping
· Follow chart 
	
	
	



















Part III: checklist of patient practices for permanent pacemaker:-
1. Breathing exercise:
	
Steps
	
Done correctly 
	
Done incorrectly
	
Not done

	1. Sit with your back in a straight position, take a normal breath in.
	
	
	

	2. Breathe out and attempt to exhale all of the air in your lungs.
	
	
	

	3. Breathe in through your nose while counting to 4.
	
	
	

	4. Hold your breath for another 4 second count.
	
	
	

	5. Exhale slowly through your mouth and again attempt to exhale all of the air in your lungs.
	
	
	

	6. Repeat steps 3 through 6.
	
	
	


2. Pulse measurements:
	
Steps
	
Done correctly 
	
Done incorrectly
	
Not done

	1. Place the pointer and middle fingers on the inside of the opposite wrist just below the thumb.
	
	
	

	2. Don’t use thumb to check the pulse, as the artery in your thumb can make it harder to count accurately.
	
	
	

	3. Once can feel the pulse, count how many beats that feel in 60 seconds.
	
	
	




3. Physical exercises (range of motion for arm):-
	
Steps
	
Done correctly 
	
Done incorrectly
	
Not done

	1.Shoulder Flexion (arm overhead): 
• Hold wrist with opposite hand
	
	
	

	• Lift arm overhead with thumb pointing up and elbow straight.
	
	
	

	• Hold for 3 counts.
	
	
	

	• Repeat 10 times.
	
	
	

	• If you feel pain, slightly back off and hold the stretch.
	
	
	


4. Relaxation technique (Deep breathing, Pursed lip breathing) :-
	
Steps
	
Done correctly 
	
Done incorrectly
	
Not done

	I-Deep breathing:-
	
	
	

	1. Sit or lie flat in a comfortable position.
	
	
	

	2. Put one hand on your belly just below your ribs and the other hand on your chest.
	
	
	

	3. Take a deep breath in through your nose, and let your belly push your hand out. Your chest should not move.
	
	
	

	4. Breathe out through pursed lips as if you were whistling. Feel the hand on your belly go in, and use it to push all the air out.
	
	
	

	5. Do this breathing 3 to 10 times. Take your time with each breath.
	
	
	

	6. Notice how you feel at the end of the exercise
	
	
	

	II-Pursed lip breathing:-
	
	
	

	1. Relax your neck and shoulder muscles.
	
	
	

	2. Breathe in (inhale) slowly through your nose for two counts, keeping your mouth closed. Don't take a deep breath; a normal breath will do. It may help to count to yourself: inhale, one, two.
	
	
	

	3. Purse your lips as if you were going to whistle or gently flicker the flame of a candle.
	
	
	

	4. Breathe out (exhale) slowly and gently through your pursed lips while counting to four. It may help to count to yourself: exhale, one, two, three, four.
	
	
	



                  











Tool III: Barthel Index of Activities of Daily Living (ADL) sheet:
· Choose the scoring point for the statement that most closely corresponds to the patient's current level of ability for each of the following 10 items:-
1- Bowels
 0 = incontinent (or needs to be given enemata)                  
 1 = occasional accident (once/week)
 2 = continent 
2- Bladder
 0 = incontinent, or catheterized and unable to manage 
 1 = occasional accident (max. once per 24 hours) 
 2 = continent (for over 7 days)
3- Grooming 
 0 = needs help with personal care
 1 = independent face/hair/teeth/shaving (implements provided)
4- Toilet use
 0 = dependent 
1 = needs some help, but can do something alone 
2 = independent (on and off, dressing, wiping)
5- Feeding
 0 = unable 
1 = needs help cutting, spreading butter, etc. 
2 = independent (food provided within reach)
6- Transfer
0= unable – no sitting balance 
1= major help (one or two people, physical), can sit 
2= minor help (verbal or physical) 
3 = independent
7- Mobility
0 = immobile 
1 = wheelchair independent, including corners, etc. 
2= walks with help of one person (verbal or physical) 
3= independent (but may use any aid, e.g., stick)
8- Dressing
 0 = dependent 
1 = needs help, but can do about half unaided 
2 = independent (including buttons, zips, laces, etc.)
9- Stairs 
 0 = unable 
 1 = needs help (verbal, physical, carrying aid) 
 2 = independent up and down 
10- Bathing
 0 = dependent 
	Sum the patient's scores for each item. Total possible scores range from 0 – 20, with lower scores indicating increased disability.


 1 = independent (or in shower)
10

