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RESPIRATORY SERVICES – Pulmonary Function Testing & Bronchoscopy Suite

Research Study Request for Services Summary Form


	Principal Investigator:  Click here to enter text.		☐ Medical Staff     ☐ Non-Medical Staff

	Study Name:   Click here to enter text.

	REB #:  Click here to enter text.			Study Nickname:  Click here to enter text.

	Name & Contact for Research (e.g. Research Coordinator):  Click here to enter text.

Name & Contact for Invoicing, if different from above:Click here to enter text.


	Email:   Click here to enter text.

	Telephone or Pager:   Click here to enter text.

	Indicate the clinical area(s) where the study procedure(s) will be carried out:
☐SPH Pulmonary Diagnostics Lab 8D 		☐SPH Bronchoscopy Suite 8D
☐SPH Respiratory Education Centre 8B		☐SPH Cardiology Lab 2B (Cardiopulmonary Exercise Test)


	Summary of Research, point form (please do not exceed 250 words)
1. Purpose:
Click here to enter text.

2. Hypothesis: 
Click here to enter text.

3. Justification:
Click here to enter text.

4. Objectives:
Click here to enter text.

5. Research Method:
Click here to enter text.

6. Statistical Analysis:
Click here to enter text.
 



	Preferred start date: 

Click here to enter text.
	Anticipated completion date:

Click here to enter text.

	Number of expected participants:
Click here to enter text.

	Procedures/Services Requested:
Click here to enter text.


	Number of visits required 
Click here to enter text.





IMPACT ON PHC STAFFING RESOURCES:

1. Will study procedures be scheduled outside of normal operating hours (0800-1600 Monday-Friday)?    
☐No   ☐ Yes    If YES, please indicate the preferred days/times of the week and expected frequency: Click here to enter text.

2. [bookmark: Check8]Will PHC employees be required to collect any data and/or samples beyond what would normally be collected for routine clinical care? (I.e. calibration data, non-standard parameters, extra samples, etc.)
☐No   ☐ Yes    If YES, please indicate the type of data and/or samples required and an estimation of the total amount of time required: 
Click here to enter text.

3. [bookmark: Check10]Will PHC employees be required to enter data into study databases?  
☐No   ☐ Yes    If YES, please indicate estimated total amount of time required: 
Click here to enter text.

4. Please list any other tasks required of PHC employees for this study: 
Click here to enter text.

5. Does the research protocol require additional nursing care, respiratory therapy or other allied health services?  Please indicate all that apply.
	Type of Nursing Care, Respiratory Therapy or other Allied Health Services
	Estimated Frequency 
& Duration
	N/A

	Vital signs monitoring (i.e. increased blood glucose monitoring); test preparation (specify)
	Click here to enter text.	☐
	Specimen collection; administration of study medication

	Click here to enter text.	☐
	Prolonged length of stay; admission

	Click here to enter text.	☐
	Other unit/clinic resources impacted by the study

	Click here to enter text.	☐


6. Outline how you will provide information to respiratory therapy, nursing or other unit staff about their role in the study. Consultation with the clinical area operational leader is recommended for more complex protocols.
Click here to enter text.

IMPACT ON RESOURCES:

The program/department will determine if the required services necessitate recovery from the study budget to offset costs.  The program/department leader will provide study investigators with the cost of services.

1. Is the study funded?   
☐No   ☐ Yes   If YES, source of funds:  Click here to enter text.

2. Will the study result in any additional costs to the program/department (i.e. equipment, supplies)    
☐No   ☐ Yes   If YES, are those costs covered by the study funds? Click here to enter text.
☐No   ☐ Yes   If NO, please indicate who will cover the costs: Click here to enter text.

3. Will we need to purchase additional supplies?
☐No   ☐Yes   If YES, please list required supplies:
Click here to enter text.

If the time commitment or resources required is greater than initially anticipated, we reserve the right to review our continued involvement and the need for the study budget to provide resources to the program/department.

AGREEMENT

Operational and clinical issues have been reviewed and resolved to my satisfaction.  Therefore, the research study _________________________________________________________ may proceed in the clinical area known as ________________________________________, pending receipt of the Certificate of Ethical Approval AND the PHC Institutional Certificate of Final Approval.  The study investigator will be  responsible for providing the Professional Practice Leader with copies of both certificates of approval.


							_________________________________________
Approver (print name)						Signature
		
_________________________________________		_________________________________________
Title							Date

SERVICE RECOVERY COSTS:
	Service/Test
	Frequency
	Cost per Test
	

	
	
	
	

	
	
	
	

	
	
	
	




Patient tracking Information will be sent monthly to the research coordinator indicated for verification.  Invoices and funds are managed by HSSBC.

PFT Booking Information:
Contact Pulmonary Diagnostics Coordinator to arrange for study appointments.
[bookmark: _MailAutoSig]Maria Li,
Pulmonary Diagnostics Coordinator
604-682-2344  ext   62082
mli@providencehealth.bc.ca

The PF Lab requires a requisition (FORM PHC-RE001) for every patient that is tested.  The form needs to contain the following information:
· 3 patient identifiers (Name, Birthday, PHN)
· Physician signature
· Diagnosis
· Test required (marked in the check boxes)
· Study name
· Test date

[bookmark: _GoBack]The patient/coordinator will bring the Req to PF Lab on day of testing to ensure the therapist can perform the right test on the right patient.

Bronchoscopy Booking Information:
Bookings are done per clinical procedure processes.
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 PULMONARY DIAGNOSTICS REQUISITION 


 To book an appointment, fax completed requisition to 604-806-8544. 


Requisition date:  


Patient name:   DOB:   


Address:   PHN:   


Phone(s):   Gender:   


Please confirm the appointment details with your patient. 


 Date:      Time:      Location:   


Requesting physician:   


SIGNATURE:   


Phone:    Fax:   


Additional copies to:   


STAMP 


 


 Requisitions without a diagnosis or physician signature will NOT be processed. 


DIAGNOSIS:  


URGENCY: 


 High Priority/Diagnostic (Withhold respiratory medications)  


 Routine/Monitoring of Therapy (Continue respiratory medications) 


PREFERRED 


LOCATION: 


 St. Paul’s Hospital  1081 Burrard St., Vancouver, BC     Phone: 604-806-8333 


 Mount Saint Joseph Hospital  3080 Prince Edward St., Vancouver, BC     Phone: 604-806-8333 


ALLERGIES:  


PRECAUTIONS:  MRSA     VRE     CPO     TB    Other:   


TESTS: 


Spirometry:  


 Pre Bronchodilator Spirometry 


 Pre and Post Bronchodilator Spirometry 


DROP-IN SPIROMETRY  
St. Paul’s Hospital only - No appointment required 


TUESDAY, WEDNESDAY, THURSDAY 
Morning – 8:00 to 11:30 am   Afternoon – 1:00 to 3:30 pm 


Detailed Tests: 


 Complete Pulmonary Function Test - Includes Pre & Post Bronchodilator Spirometry, Diffusion Capacity, and Lung Volumes 


 Diffusion Capacity (DLCO) Only 


 Methacholine Challenge Test - Pre & Post Bronchodilator Spirometry must be completed within the past 6 months. 


Oxygenation & Gas Exchange: 


 Arterial Blood Gas 


 Overnight Oximetry 


 Resting Oximetry 


 Walking Oximetry Home Oxygen Assessment 


Specify Oxygen Level: 


 On Room Air 


 With Oxygen at _________ L/min O2 


 On CPAP level of _________ cm H2O 


Patient Education: 


 Respiratory Education Centre (located at St. Paul’s Hospital) - Includes a pre & post bronchodilator Spirometry and  


   consult with a Respiratory Patient Educator 
 


Only SPECIALISTS may request the following tests: 


 6 Minute Walk Test – specify:   On Room Air      With Oxygen at ________ L/min 


 Ventilatory Muscle Strength (MIP & MEP) 


 Shunt Calculation 


 Altitude Simulation Test 
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Pulmonary Diagnostics PATIENT INSTRUCTIONS 


PREPARING FOR YOUR TEST 


THINGS TO DO THINGS TO AVOID 


 Arrive 15 minutes before your 
scheduled appointment  


 Tests usually take between  
30 and 60 minutes 


 Wear comfortable clothing 


 Bring your BC Services Card or other 
government-issued photo ID 


 Bring a list of all your breathing 
medications 


 Continue to take all your  
non-respiratory medications that have 
been prescribed by your doctor 


 


 DO NOT use perfume, aftershave or other 
scented products 


 DO NOT do any physical exercise  
immediately before your test 


 DO NOT smoke within 1 hour of your test 


 DO NOT eat a large meal within 2 hours of  
your test (a light meal or snack is okay) 


 DO NOT consume any alcohol within 4 hours  
of your test 


 DO NOT use your inhalers unless you start to 
have significant respiratory symptoms.  


 If you need to, take your medications as 
normally prescribed then before starting the 
test, tell the respiratory therapist that you have 
taken your medications 


ADDITIONAL INSTRUCTION FOR METHACHOLINE CHALLENGE TEST ONLY 


DO NOT eat or drink any products that contain caffeine  


such as coffee, tea, colas, energy drinks or chocolate, on the day of your test. 


 


RELIEVER MEDICATIONS 


Salbutamol (Airomir, Apo-Salvent, Ventolin) 
Terbutaline (Bricanyl) 


DO NOT use in the 8 hours before your test 


Ipratropium (Atrovent) DO NOT use in the 24 hours before your test 


 


CONTROLLER / MAINTENANCE MEDICATIONS 


Fluticasone (Flovent), Budesonide (Pulmicort)  
Ciclesonide (Alvesco), Belcomethasone 
(QVAR) Mometasone (Asmanex) 


Continue to take as prescribed by your doctor 


Formoterol (Oxeze), Salmeterol (Serevent) 


Formeterol (Foradil), Combivent 
For Pulmonary Function Test:  


DO NOT use any of these medications in the 24 hours before your test 
 
For Methacholine Challenge Test:  


DO NOT use any of these medications in the 48 hours (2 days)  
before your test  


Tiotropium (Spiriva, Respimat), Aclidinium 
(Tudorza), Glycopyrronium (Seebri) 


Advair, Symbicort, Breo, Zenhale 


Anoro, Ultibro, Indacaterol (Onbrez) 
Singulair, Xolair, Theophylline 


DO NOT use in the 48 hours (2 days) before your test  


Oral Corticosteroid (Prednisone), Daxas Continue to take as prescribed by your doctor 


For Methacholine Challenge Test ONLY: 


Oral Antihistamine: 
Allegra, Aerius, Claritin, Reactine, Benadryl, Chlor-Tripolon 


DO NOT use in the 72 hours (3 days) before your test  
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