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

Clinical Follow-up Form






PATIENT NUMBER  FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 
/ FORMCHECKBOX 

Clinical Follow-up Form

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

Date of Assessment:


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
 (dd/mm/yy)

Time of Assessment:


3/12  FORMCHECKBOX 

6/12  FORMCHECKBOX 

12/12  FORMCHECKBOX 

Recruiting Consultant: _____________________________________________________________

Patient’s Date of Birth:  FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
  
Gender: 
MALE
 FORMCHECKBOX 
      FEMALE    FORMCHECKBOX 






(dd/mm/yy)


Trial Leg: 

LEFT
 FORMCHECKBOX 

 RIGHT   FORMCHECKBOX 

Date of Primary Intervention:

 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
 (dd/mm/yy)

Type of Primary Intervention:

PTA  FORMCHECKBOX 


SURGERY  FORMCHECKBOX 

Further Interventions:
NONE  FORMCHECKBOX 

PTA  FORMCHECKBOX 

SURGERY  FORMCHECKBOX 

AMPUTATION  FORMCHECKBOX 

Dates of Further Interventions:
 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 

Clinical status




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)

Patient Mobility

Independent  FORMCHECKBOX 
   Cane/Walker   FORMCHECKBOX 

   Prosthesis   FORMCHECKBOX 
   Wheelchair   FORMCHECKBOX 
   Bed-bound   FORMCHECKBOX 






PATIENT NUMBER  FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 
/ FORMCHECKBOX 

Pattern of tissue loss

Rest Pain:
ABSENT
 FORMCHECKBOX 
 
 IMPROVED 
 FORMCHECKBOX 
  
UNCHANGED 
 FORMCHECKBOX 
 



WORSE 
 FORMCHECKBOX 
 
NA 

 FORMCHECKBOX 
 
AMPUTATION 
 FORMCHECKBOX 

Ulceration:
HEALED 
 FORMCHECKBOX 
 
IMPROVED 
 FORMCHECKBOX 
 
NO CHANGE 

 FORMCHECKBOX 
 



WORSE 
 FORMCHECKBOX 
 
NA 

 FORMCHECKBOX 
 
AMPUTATION 
 FORMCHECKBOX 

Gangrene:
ABSENT 
 FORMCHECKBOX 
 
IMPROVED 
 FORMCHECKBOX 
 
NO CHANGE 

 FORMCHECKBOX 
 



WORSE 
 FORMCHECKBOX 
 
NA 

 FORMCHECKBOX 
 
AMPUTATION 
 FORMCHECKBOX 

(NA = Not Applicable)

Patient Health 
Since the last visit has the patient had:

Any in-patient hospital admissions?

NO   FORMCHECKBOX 
 
 YES   FORMCHECKBOX 
  
NUMBER   FORMCHECKBOX 


 FORMCHECKBOX 

Episode 1

Date of admission:
 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
 (dd/mm/yy)

Date of discharge:
 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
 (dd/mm/yy)

Principal/main diagnosis: ​​​​​​​​​​​​​​​​____________________________________________________

Secondary/other diagnosis: ___________________________________________________

Surgical operations/procedures: _______________________________________________

_________________________________________________________________________

Episode 2

Date of admission:
 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
 (dd/mm/yy)

Date of discharge:
 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
 (dd/mm/yy)

Principal/main diagnosis: ​​​​​​​​​​​​​​​​____________________________________________________

Secondary/other diagnosis: ___________________________________________________

Surgical operations/procedures: _______________________________________________

_________________________________________________________________________

PATIENT NUMBER  FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 
/ FORMCHECKBOX 

Episode 3

Date of admission:
 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
 (dd/mm/yy)

Date of discharge:
 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
 (dd/mm/yy)

Principal/main diagnosis: ​​​​​​​​​​​​​​​​____________________________________________________

Secondary/other diagnosis: ___________________________________________________

Surgical operations/procedures: _______________________________________________

_________________________________________________________________________

Any day case admissions?

NO   FORMCHECKBOX 
 
 YES   FORMCHECKBOX 
  
NUMBER   FORMCHECKBOX 


 FORMCHECKBOX 

Any outpatient attendances?

NO   FORMCHECKBOX 
 
 YES   FORMCHECKBOX 
  
NUMBER   FORMCHECKBOX 


 FORMCHECKBOX 

Any GP consultations?

NO   FORMCHECKBOX 
 
 YES   FORMCHECKBOX 
  
NUMBER   FORMCHECKBOX 


 FORMCHECKBOX 

Any practice nurse consultations?
NO   FORMCHECKBOX 
 
 YES   FORMCHECKBOX 
  
NUMBER   FORMCHECKBOX 


 FORMCHECKBOX 

Any community nurse visits?

NO   FORMCHECKBOX 
 
 YES   FORMCHECKBOX 
  
NUMBER   FORMCHECKBOX 


 FORMCHECKBOX 

Analgesia Requirement 
Please record the patients analgesia requirements over the previous 48 hours:

Drug
Total Dose













Additional information:

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


1

