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

In-patient Information Form 







PATIENT NUMBER  FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 
/ FORMCHECKBOX 

In-patient Information 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 Admission:

 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
 (dd/mm/yy)

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 

SECTION 1: 
Admission and Discharge Details 

Date of hospital admission:


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
 

Date of Baseline Assessment:


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 

Date of angiogram:



 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
 

Date of randomisation:


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 

Date of primary intervention:


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 

Date of further intervention:


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 

Date discharged from hospital:

 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
 

Date of death:




 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 

Total number of days* in hospital:
 FORMCHECKBOX 


 FORMCHECKBOX 
. FORMCHECKBOX 

Total number of days* in ITU:
 FORMCHECKBOX 


 FORMCHECKBOX 
. FORMCHECKBOX 

Total number of days* in HDU:
 FORMCHECKBOX 


 FORMCHECKBOX 
. FORMCHECKBOX 

(* - to nearest half day)

Status on discharge:

Alive  FORMCHECKBOX 


Dead   FORMCHECKBOX 

Patient discharged to:
Own home


 FORMCHECKBOX 




Other acute hospital

 FORMCHECKBOX 




Convalescent hospital

 FORMCHECKBOX 




Nursing home


 FORMCHECKBOX 




Other (specify)

 FORMCHECKBOX 
 _______________________________






PATIENT NUMBER  FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 
/ FORMCHECKBOX 

SECTION 2: 
Medication
a) Analgesia requirement 48 hours prior to intervention

Analgesia
Total Dose













b) Analgesia requirement 48 hours prior to discharge

Analgesia
Total Dose













c) Medication on discharge (only changes from admission drugs) 

Drug name
Dose/unit
Frequency





































SECTION 3:
Other Tests

Date of Test
Type of Test
No. of Tests
Comments



















































PATIENT NUMBER  FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 
/ FORMCHECKBOX 

SECTION 3:
Complications 
(occurring during hospitalisation)

Complication


New onset or worsening of angina


NO  FORMCHECKBOX 

YES  FORMCHECKBOX 

Myocardial infarction




NO  FORMCHECKBOX 

YES  FORMCHECKBOX 

TIA / amaurosis fugax



NO  FORMCHECKBOX 

YES  FORMCHECKBOX 

Stroke






NO  FORMCHECKBOX 

YES  FORMCHECKBOX 

Haematoma (no surgical drainage required)

NO  FORMCHECKBOX 

YES  FORMCHECKBOX 

Haematoma (surgical drainage required)

NO  FORMCHECKBOX 

YES  FORMCHECKBOX 

Wound infection (requiring antibiotics)

NO  FORMCHECKBOX 

YES  FORMCHECKBOX 

Chest infection (requiring antibiotics)

NO  FORMCHECKBOX 

YES  FORMCHECKBOX 

Urine infection (requiring antibiotics)

NO  FORMCHECKBOX 

YES  FORMCHECKBOX 

False aneurysm (not requiring surgical repair)
NO  FORMCHECKBOX 

YES  FORMCHECKBOX 

False aneurysm (requiring surgical repair)

NO  FORMCHECKBOX 

YES  FORMCHECKBOX 

Surgical intervention for other complication

NO  FORMCHECKBOX 

YES  FORMCHECKBOX 

Other (please specify):

Additional information:





PATIENT NUMBER  FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 
/ FORMCHECKBOX 

SECTION 4:
Post-procedure clinical status
(to be completed at discharge or prior to secondary intervention, which ever is sooner).
 

Date of Assessment:

 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
 (dd/mm/yy)

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)

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)

Further intervention
Was there further intervention during this hospital admission

NO  FORMCHECKBOX 
 
YES  FORMCHECKBOX 

If YES:

Date of Further Intervention: 

 FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
 (dd/mm/yy)

Type:

PTA  FORMCHECKBOX 
 
SURGERY  FORMCHECKBOX 
 

AMPUTATION  FORMCHECKBOX 

Reason: 
COMPLICATION OF INTERVENTION 
 FORMCHECKBOX 
 

FAILURE OF INTERVENTION 
 FORMCHECKBOX 
 

OTHER 
 FORMCHECKBOX 

Timing:
ELECTIVE  FORMCHECKBOX 
 
EMERGENCY  FORMCHECKBOX 

Please complete relevant Further Intervention Form
---------------------------------------------------------------------------------------------------------------------------------


3

