MI Dimensional Assessment Scale
(MIDAS-35)

Please read before completing this questionnaire

The following questionhairesasks for your views about your health and
how you feel about life after your heart attack. If you have had more
than one heart attack, please report on your health after your most
recent. If yousare unsure about how to answer any questions, try to
think about yourshealth after your heart attack and how it has been
affected. If you are unsure about how to report your symptoms, please
record any.that'you may have.

DO not spend too much time thinking about your answers, your
immediate response is likely to be the most accurate.
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Following your heart attack,
How often during the last week have you...
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2.
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Thought twice before you undertook physical
activity (e.g. housework or going to the shops)?
Had angina symptoms (e.g. chest pain or
tightness)?

Had angina (chest pain or tightness) that affected
your life?

Felt slowed down?
Had no energy?

Been breathless?

Had chest pain or tightness when undertaking
physical activity?

Felt frustrated at your limitations?

Needed to rest more?

Felt you have a reduced social life?

Felt you cannot perform your domestic duties?
Found the weather made your pain worse?
Felt frightened you will have another heart attack?
Felt isolated?

Felt lonely?

Felt anxious about travelling?

Felt vulnerable?

Felt insecure?

Felt your confidence has been affected?

Felt anxious about dying?

Worried or felt anxious about the future?

Felt irritable?

Felt down or depressed?

Felt bad tempered?

Felt stressed?

Felt your family or friends are over protective?
Felt you have lost your independence?

Felt you have to rely on others?

Felt concerned about your diet?

Felt concerned about your cholesterol level?
Worried about your weight?

Worried about taking tablets?

Worried about side effects from your tablets?

Felt the cold more?

Please tick only one circle for each question

Never

OO0OO0O0OOOOOOOOOOOOOOOOOOOLOLOOOO OOOLOLO OO

Occasionally

OOOO0OOOOOOOLOLOOOOOLOLOOOOLOOLOLOOOOLOLOOO OO

Sometime

OOO0OO0OOOOLOOLOOLOOOOLOLLOLOOOLOLOLOOOOLOLOO OO,

Please check you have ticked only one circle for each question

Often

OO0O0OOO0OOOOOOOLOOOLOLOLOLOLOOLOOLOOLOOLOOLOO OO

Alway

OOO0OOO0OOOOOOOLOOOOOLOLOOOOOLOLOOOOOOOO OO«



35.

Experienced side effects (e.g. cold hands or feet/ O O O
going to the toilet at night) from your medication?

Please check you have ticked only one circle for each question



