Bypass versus Angioplasty in Severe Ischaemia of the Leg (BASIL) Trial

Baseline Assessment Form

Case Reference No: _______________________

Baseline Assessment Form

(To be completed by Research Nurse prior to randomisation.  Please complete text in BLOCK CAPITALS, tick the appropriate box or enter numbers into the boxes provided.)

Date of Admission: 

 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
 (dd/mm/yy).

Date of Assessment: 

 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
 (dd/mm/yy).

Centre Name: _____________________________________
Centre Number:  FORMCHECKBOX 


 FORMCHECKBOX 

Recruiting Consultant: _____________________________________________________________

Full Name of Patient: ______________________________________________________________

Patient’s Address: ​​​​​​​​​​​​​​​​​​________________________________________________________________

_____________________________________________ Telephone No.: _____________________

Patient’s Full Post Code:  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Patient’s Date of Birth:  FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 



Gender: 
MALE
   FORMCHECKBOX 

FEMALE    FORMCHECKBOX 

GP Name: _____________________________________


GP Address: _____________________________________________________________________

_____________________________________________ Telephone No.: _____________________

Trial Leg: 

RIGHT   FORMCHECKBOX 


LEFT   FORMCHECKBOX 

Risk Factors
Smoking:
NEVER SMOKED 
 FORMCHECKBOX 

CURRENT 

 FORMCHECKBOX 
 

No. of years smoked: 

 FORMCHECKBOX 


 FORMCHECKBOX 




No. of cigarettes per day: 
 FORMCHECKBOX 


 FORMCHECKBOX 



EX-SMOKER 
 FORMCHECKBOX 
 

No. of years smoked: 

 FORMCHECKBOX 


 FORMCHECKBOX 








Years since last cigarette: 
 FORMCHECKBOX 


 FORMCHECKBOX 

Diabetes:
NO  FORMCHECKBOX 

INSULIN DEPENDENT  FORMCHECKBOX 
     NON-INSULIN DEPENDENT  FORMCHECKBOX 

Hypercholesterolaemia:
NO  FORMCHECKBOX 
 
YES - UNTREATED  FORMCHECKBOX 
 
YES - TREATED  FORMCHECKBOX 

Hypertension:


NO  FORMCHECKBOX 
 
YES - UNTREATED  FORMCHECKBOX 
 
YES - TREATED  FORMCHECKBOX 

Patient Mobility

Independent  FORMCHECKBOX 
   Cane/Walker   FORMCHECKBOX 

   Prosthesis   FORMCHECKBOX 
   Wheelchair   FORMCHECKBOX 
   Bed-bound   FORMCHECKBOX 

Past Medical History
Previous MI:


NO  FORMCHECKBOX 
  
YES  FORMCHECKBOX 

Angina:


NO  FORMCHECKBOX 

YES - ON EXERCISE  FORMCHECKBOX 
 
YES - AT REST  FORMCHECKBOX 
TIA:



NO  FORMCHECKBOX 
  
YES  FORMCHECKBOX 

Stroke:



NO  FORMCHECKBOX 
  
YES  FORMCHECKBOX 

Other:

_______________________________________________________________

Previous intervention to trial leg:
NO  FORMCHECKBOX 
  
YES  FORMCHECKBOX 

If YES:
PTA  FORMCHECKBOX 

Stent  FORMCHECKBOX 

Surgery  FORMCHECKBOX 

Digital/Forefoot Amputation  FORMCHECKBOX 



Supra-inguinal
 FORMCHECKBOX 


Infra-inguinal   FORMCHECKBOX 

Is the other leg symptomatic?

NO  FORMCHECKBOX 
  
YES  FORMCHECKBOX 

If YES:
Intermittent Claudication  FORMCHECKBOX 


Severe Limb Ischaemia  FORMCHECKBOX 







Category:  A FORMCHECKBOX 
    B  FORMCHECKBOX 
   C  FORMCHECKBOX 
    D  FORMCHECKBOX 

Previous intervention to other leg:
NO  FORMCHECKBOX 
  
YES  FORMCHECKBOX 

If YES:
PTA  FORMCHECKBOX 

Stent  FORMCHECKBOX 

Surgery  FORMCHECKBOX 



Amputation  FORMCHECKBOX 
:
Digits  FORMCHECKBOX 
 Forefoot  FORMCHECKBOX 
 Trans-tibial  FORMCHECKBOX 
 Trans femoral  FORMCHECKBOX 

Clinical Status

Patient’s height (cm):  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Patient’s weight (kg):  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Pulse:  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Brachial blood pressure:
Right:  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Left:  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Ankle pressures in trial leg: (insert not found [NF] if no signal insonated)

for patients with compressible vessels record cuff pressure: for patients with incompressible ankle vessels record toe pressure or height (cm) above bed where Doppler signal lost (pole test) 

Cuff pressure
or
Height (cm) above bed


Dorsalis pedis
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
 mmHg

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
 (
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
 mmHg


Posterior tibial
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
 mmHg

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
 (
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
 mmHg


Perforating peroneal
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
 mmHg

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
 (
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
 mmHg


Toe pressure
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
 mmHg

Ankle:brachial pressure index in trial leg =     FORMCHECKBOX 
. FORMCHECKBOX 


 FORMCHECKBOX 

(highest ankle pressure/highest brachial pressure)

Is femoral pulse detectable?

NO  FORMCHECKBOX 
  
YES  FORMCHECKBOX 

Pattern of tissue loss

(* - circle appropriate category)

Rest/night pain 

NO  FORMCHECKBOX 
  
YES  FORMCHECKBOX 

Ulcer



NO  FORMCHECKBOX 
  
YES  FORMCHECKBOX 
 - Toes / Forefoot / Hindfoot / Ankle*








    - Size of ulcer   FORMCHECKBOX 


 FORMCHECKBOX 
 cm2
Gangrene


NO  FORMCHECKBOX 
  
YES  FORMCHECKBOX 
 - Toes / Forefoot / Hindfoot / Ankle*

Medication on admission

	Drug name
	Dose/unit
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Blood sample taken
NO  FORMCHECKBOX 
  
YES  FORMCHECKBOX 
 - Date  FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 

Randomisation

Did patient give consent for randomisation

NO  FORMCHECKBOX 
  
YES  FORMCHECKBOX 

If YES, was patient randomised


NO  FORMCHECKBOX 
  
YES  FORMCHECKBOX 

PATIENT NUMBER

 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 
/ FORMCHECKBOX 

If NO, why was patient not randomised?

Blood test results on admission

(* delete as necessary. Please enter ND if analysis is not done)

Test Result (Please include units)

Date of Tests


Haemoglobin:



__________________

 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 

White cell count:


__________________



Platelet count:



__________________



Creatinine:



__________________



Fasting/Random* glucose: 

__________________



Fasting/Random* triglyceride:
__________________



Total cholesterol: 


__________________



Other Tests (please specify):






__________________

 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 






__________________

 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 






__________________

 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 

---------------------------------------------------------------------------------------------------------------------------------


4

