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National Cleft Surgical Service for Scotland
Adult Clinic- Assessment Pack
	Name: ………………………………………………………………….

	Date of Birth: …………………………………………………….…..

	Today’s Date: ………………………………………………………..


This question pack asks about your cleft, how you feel about it, and how you feel in general. Please fill this out so we can understand any concerns you have.
Some questions may feel quite sensitive, and / or irrelevant to you. However, each question is asked because it is something people have mentioned before, and is helpful for our understanding.
If you have any questions or problems about filling in the questionnaire, or find anything difficult to answer, please tell your clinician.

Thank you

_____________________________________________________________________
What type of cleft were you born with? Please tick:
(
Unilateral cleft lip [cleft of one side of the lip but not palate]     



(
Bilateral cleft lip [cleft of both sides of lip but not palate]

(
Cleft palate only- if so, do you know if this was: 


(
Cleft of soft palate [muscles at back of the palate]



(
Cleft of the hard and soft palate [including bony part of the palate]

(
Unilateral cleft lip and palate [one side of lip and some/all of palate]


(
Bilateral cleft lip and palate [both sides of lip and some/all of palate] 


(
Submucous cleft palate

(
Lateral cleft/macrostomia [cleft from the corner(s) of the mouth]


(
Not sure









(
Other (please specify) ________________________________________________
Do you have any other syndrome or health problems? If so, please specify:
__________________________________________________________________________
__________________________________________________________________________

A. Please read the following statements carefully. 
Circle N/A or 1, 2, 3, 4, where:

	N/A
	Means the issue either does not apply to you or it does not bother you at all

	1
	Means the issue covered in the statement bothers you a little

	4
	Means the issue covered in the statement bothers you a lot

	2 + 3
	Lie between “a little” and “a lot”









                      Bothers
                   Bothers 









            you a little                you a lot
	1.
	I am self-conscious about the appearance of my teeth
	1
	2
	3
	4
	N/A

	2.
	I have problems biting
	1
	2
	3
	4
	N/A

	3.
	I have problems chewing
	1
	2
	3
	4
	N/A

	4.
	There are some foods I avoid eating because the way my teeth meet makes it difficult
	1
	2
	3
	4
	N/A

	5.
	I don’t like eating in public places
	1
	2
	3
	4
	N/A

	6.
	I get pains in my face or jaw
	1
	2
	3
	4
	N/A

	7.
	I don’t like seeing a side view of my face (profile)
	1
	2
	3
	4
	N/A

	8.
	I spend a lot of time studying my face in the mirror
	1
	2
	3
	4
	N/A

	9.
	I spend a lot of time studying my teeth in the mirror
	1
	2
	3
	4
	N/A

	10.
	I dislike having my photograph taken
	1
	2
	3
	4
	N/A

	11.
	I dislike being seen on video
	1
	2
	3
	4
	N/A

	12.
	I often stare at other people’s teeth
	1
	2
	3
	4
	N/A

	13.
	I often stare at other people’s faces
	1
	2
	3
	4
	N/A

	14.
	I am self-conscious about my facial appearance
	1
	2
	3
	4
	N/A

	15.
	I try to cover my mouth when I meet people for the first time
	1
	2
	3
	4
	N/A

	16.
	I worry about meeting people for the first time
	1
	2
	3
	4
	N/A

	17.
	I worry that people will make hurtful comments about my appearance
	1
	2
	3
	4
	N/A

	18.
	I lack confidence when I am out socially
	1
	2
	3
	4
	N/A

	19.
	I do not like smiling when I meet people
	1
	2
	3
	4
	N/A

	20.
	I sometimes get depressed about my appearance
	1
	2
	3
	4
	N/A

	21.
	I sometimes think that people are staring at me
	1
	2
	3
	4
	N/A

	22.
	Comments about my appearance really upset me, even when I know people are only joking
	1
	2
	3
	4
	N/A


      A. OQOL

B. Other functional issues
1. Do you experience any pain or discomfort related to your cleft?   ( No  ( Yes
If yes, please specify: _______________________________________________________
__________________________________________________________________________
2. Do you experience food or fluids coming down your nose?          ( No    ( Yes
If yes, please specify: _______________________________________________________
__________________________________________________________________________

3. Do you have any difficulty breathing (including when sleeping)?  ( No   ( Yes
If yes, please specify: _______________________________________________________
__________________________________________________________________________

C. Some people tell us that they are happy with their hearing, appearance and speech, while others sometimes feel less happy. How do you feel about your hearing, appearance and speech? 

Please tick one box for each question. There are no right or wrong answers.
How happy are you with:

1. How your face looks:

Very
  (








    (
Very

happy










unhappy 


          10






               0

2. The whole of your appearance:

Very
  (








    (
Very

happy










unhappy 


         10






            0                       

3. Side view / profile:
Very
  (








    (
Very

happy










unhappy 


         10






            0

4. How good-looking do you think you are?

Very
  (








    (
Not at all

good-










good-
looking
         10






            0
looking
How do you feel about these parts of your face?

5. Nose:

Very
  (








    (
Very

happy










unhappy 


         10






            0

6. Lips:

Very
  (








    (
Very

happy










unhappy 


         10






            0

7. Chin:

Very
  (








    (
Very

happy










unhappy 


         10






            0

C. CHAS-Q
8. Teeth:

Very
  (








    (
Very

happy










unhappy 


         10






            0

9. Cheeks:

Very
  (








    (
Very

happy










unhappy 


         10






            0

10. Hair:

Very
  (








    (
Very

happy










unhappy 


         10






            0

11. Ears:

Very
  (








    (
Very

happy










unhappy 


         10






            0

12. Eyes:

Very
  (








    (
Very

happy










unhappy 


         10






            0

13. How happy are you with your speech?

Very
  (








    (
Very

happy










unhappy
          10




                                    0
14. How happy are you with your hearing?
Very
  (








    (
Very

happy










unhappy 


         10






            0

15. Overall how noticeable do you feel your cleft is to other people?

Not at all 








             Very

noticeable









noticeable 


         10






            0

C. CHAS-Q
D. Do you have any other concerns about your cleft? If so, please specify:
__________________________________________________________________________
__________________________________________________________________________

The next questions ask about feelings and mood, first related to your cleft and then more generally. This helps us be sure any potential treatment is sensitive to how you feel, and that you are supported with any difficulties.
E. Has your cleft ever caused you difficulty in the following areas:
1. Anxiety about medical procedures
( Yes- currently
( Yes- previously
( No
2. Making friends/meeting people
( Yes- currently
( Yes- previously
( No

3. Bullying/teasing



( Yes- currently
( Yes- previously
( No
4. Romantic relationships

( Yes- currently
( Yes- previously
( No
5. Confidence



( Yes- currently
( Yes- previously
( No
6. Education / Work


( Yes- currently
( Yes- previously
( No
7. Have you ever asked for / received support for mental health difficulties?
( Yes- currently
( Yes- previously

( No

( Not sure
F. Below is a list of statements about your general feelings about yourself. Please indicate how strongly you agree or disagree with each statement.
	
	Strongly

agree
	Agree
	Disagree
	Strongly

disagree

	1. On the whole, I am satisfied with myself 
	3
	2
	1
	0

	2. At times I think I am no good at all 
	0
	1
	2
	3

	3. I feel that I have a number of good qualities 
	3
	2
	1
	0

	4. I am able to do things as well as most other      people 
	3
	2
	1
	0

	5. I feel I do not have much to be proud of 
	0
	1
	2
	3

	6. I certainly feel useless at times 
	0
	1
	2
	3

	7. I feel that I'm a person of worth, at least on an       equal plane with others 
	3
	2
	1
	0

	8. I wish I could have more respect for myself
	0
	1
	2
	3

	9. All in all, I am inclined to feel that I am a failure 
	0
	1
	2
	3

	10. I take a positive attitude toward myself
	3
	2
	1
	0


F. RSE
G. These questions are designed to help us know how you feel. Read each item and circle the reply which comes closest to how you have been feeling in the past week. Don’t take too long over your replies: your immediate reaction to each item will probably be more accurate than a long thought out response. 

	I feel tense or ‘wound up’: 
	A 
	
	I feel as if I am slowed down: 
	D 

	Most of the time 
	3 
	
	Nearly all of the time 
	3 

	A lot of the time 
	2 
	
	Very often 
	2 

	Time to time, occasionally 
	1 
	
	Sometimes 
	1 

	Not at all 
	0 
	
	Not at all 
	0 

	I still enjoy the things I used to enjoy: 
	D 
	 
	I get a sort of frightened feeling like ‘butterflies in the stomach’: 
	A 

	Definitely as much 
	0 
	 
	Not at all 
	0 

	Not quite so much 
	1 
	 
	Occasionally 
	1 

	Only a little 
	2 
	 
	Quite often 
	2 

	Not at all 
	3 
	 
	Very often 
	3 

	I get a sort of frightened feeling like something awful is about to happen: 
	A 
	
	I have lost interest in my appearance: 
	D 

	Very definitely and quite badly 
	3 
	
	Definitely 
	3 

	Yes, but not too badly 
	2 
	
	I don’t take as much care as I should 
	2 

	A little, but it doesn’t worry me 
	1 
	
	I may not take quite as much care 
	1 

	Not at all 
	0 
	
	I take just as much care as ever 
	0 

	I can laugh and see the funny side of things: 
	D 
	 
	I feel restless as if I have to be on the move: 
	A 

	As much as I always could 
	0 
	 
	Very much indeed 
	3 

	Not quite so much now 
	1 
	 
	Quite a lot 
	2 

	Definitely not so much now 
	2 
	 
	Not very much 
	1 

	Not at all 
	3 
	 
	Not at all 
	0 

	Worrying thoughts go through my mind: 
	A 
	
	I look forward with enjoyment to things: 
	D 

	A great deal of the time 
	3 
	
	A much as I ever did 
	0 

	A lot of the time 
	2 
	
	Rather less than I used to 
	1 

	From time to time but not too often 
	1 
	
	Definitely less than I used to 
	3 

	Only occasionally 
	0 
	
	Hardly at all 
	2 

	I feel cheerful: 
	D 
	 
	I get sudden feelings of panic: 
	A 

	Not at all 
	3 
	 
	Very often indeed 
	3 

	Not often 
	2 
	 
	Quite often 
	2 

	Sometimes 
	1 
	 
	Not very often 
	1 

	Most of the time 
	0 
	 
	Not at all 
	0 

	I can sit at ease and feel relaxed: 
	A 
	
	I can enjoy a good book or radio or TV programme: 
	D 

	Definitely 
	0 
	
	Often 
	0 

	Usually 
	1 
	
	Sometimes 
	1 

	Not often 
	2 
	
	Not often 
	2 

	Not at all 
	3 
	
	Very seldom 
	3 


FOR OFFICE USE ONLY
_________________________________________________________________________________
_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
First (T1)
 Pre-surgery (T2)
Post- surgery (T3)    Location:....................................

A) OQOL: 
C1:............ C2:............ C3:............ C4:............ T:............
B) Function:
( Discomfort  
( Nasal reg.
      ( Breathing

C) CHAS-Q:
TF1: ........./90   TF2: ........./60   
D) Other: 
……………………………………………  E) ( Cleft related / Other MH (
E) RSE: 
........./30         F) HADS: A: ........./21  D ........./21                     TIM: .........
Refs: (A) ( Nose / ( Lip / ( Jaw / ( Teeth; (PS) ( Psy. / ( Gen.; (Ext) ( ..................
(F) ( Fist. / ( Nose / ( Lip / ( Jaw / ( Teeth / ( SLT / ( Hear / ( Breathe / ( Regurg.
Thank you for completing this questionnaire. 		G. HADS
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