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UCLA Stroke PROTECT Program Data Abstraction Form


History:

1)  Patient Name:
____________________________________
Contact Info: 




2)  ID Number:
____________________________________
_____________________________









Other Info: ___________________

_____________________________

3)  Room#/ Ward
 ____________________________________


4)  DOB:
____________________________________

age

5)  Sex:




[ ] Male


[ ] Female

6)  Height: 


Weight: 


 
BMI: 


Waist Circumference:
7)  Race:



[ ] Caucasian
[ ] African-American
[ ] Hispanic

 [ ] Asian

[ ] Native Indian

[ ] Other: __________

    Hispanic?



[ ] Yes

[ ]  No

8)  Admitted through


[ ] ER

[ ] Transfer

9)  Previous clinical stroke


[ ] Yes

[ ] No
If yes check all that apply


[ ] Cerebral infarct
[ ] ICH 

[ ]Unknown

10) Previous TIA(s)


[ ] Yes

[ ] No

11) Symptom pattern


[ ] Progressive symptoms
[ ] Maximal symptoms at onset

12) Symptom profile


[ ] Headache

[ ] Decreased consciousness/LOC






[ ] Nausea

[ ] Vomiting

13) Atherosclerosis risk factors




Diagnosed upon admission
· Htn



[ ] Yes

[ ] No
[ ]
· DM



[ ] Yes

[ ] No
[ ]
· CAD



[ ] Yes

[ ] No
[ ]

· Afib



[ ] Yes

[ ] No
[ ]
· Chol



[ ] Yes

[ ] No
[ ]

· Tob (current use)


[ ] Yes

[ ] No
___________cigs / packs each day

· Tob (previous use)

[ ] Yes

[ ] No
___________mths / yrs of non use

· Cervical carotid stenosis

[ ] Yes

[ ] No
[ ]

· Intracranial stenosis > 50%
[ ] Yes

[ ] No
[ ]
· Other: ____________________

14) Other History:

· Impaired kidney function: 
[ ] Yes

[ ] No

· Parkinsons


[ ] Yes

[ ] No

· Asthma



[ ] Yes

[ ] No

· Amyloid angiopathy

[ ] Yes

[ ] No

· Bleeding disorder

[ ] Yes

[ ] No

· Aneurysm


[ ] Yes

[ ] No

· Family history


[ ] Aneurysm
[ ] Vascular malformation

15) Medications prior to admission:

[ ] Antiplatelet (circle all : Aspirin, Plavix, Aggrenox, Dipiridimone, Diclopidine) _____ mg
[ ] Warfarin _____ 




[ ] Statin
 _____ mg


[ ] Diuretic _____ mg


[ ] Ace Inhibitor  _____ mg 

[ ] Angiotensin II receptor blocker _____ mg
[ ] Beta Blocker


[ ] Calcium channel blocker   


[ ] Other hypertensive: _________
[ ] None





[ ] Nasal decongestants/ sinus meds: _________

[ ] Antidepressants: _________

[ ] Diet pills/ appetite suppresants: _________

[ ] Asthma meds: _________

[ ] Antiparkinsons meds: _________

[ ] Other  _____________________________________

16) Behaviors prior to admission:



· Fruits and Vegetables daily

[ ] Yes

[ ] No

· > 5 servings of fruits/vegetables daily
[ ] Yes

[ ] No

· Alcohol use



[ ] Yes

[ ] No

· < 2 Acolohlic beverages daily

[ ] Yes

[ ] No

· ≥ 4 Acolohlic beverages daily

[ ] Yes

[ ] No

· Recreational drug abuse


[ ] Yes

[ ] No
:____________________

17) Premorbid Rankin Score: 






Discharge Rankin Score:

__   0    No symptoms at all 








__ 0

__    1    No significant disability, despite symptoms; able to carry out all usual duties and activities. 
__ 1

__     2   Slight disability; unable to carry out activities but able to look after own affairs without assistance.
__ 2

__     3   Moderate Disability; requiring some help, but able to walk without assistance


__ 3

__     4    Moderately severe disability; unable to walk without assistance and unable to attend to own
__ 4

                     bodily needs without assistance. 

__     5    Severe disability; bedridden, incontinent and requiring constant nursing care and attention. 
__ 5

__    6    Death 










__ 6

Admission:
18) Date of Admission:


________________________________


19) NIHSS Score:


________________________________

__________





On Admission
transfer
At Discharge




20) Blood Pressure (systolic/diastolic)
________________________________


 °C






On Admission (ER)
transfer
At Discharge


Earliest Temp

21) Blood Glucose Level






       mg/dL

22) Potassium Level                                      




       mmol/L

23) Magnesium Level                                     



       mEq/L

24) Calcium Level                                           



        mg/dL

25) Prothrombin time (PT):

________________________________mg/dL
26) APTT:                                                                                       


mg/dL
27) Hypercoagulable work up done

[ ] Yes 

 [ ] No

28) Abnormal Hypercoagulable work up 
[ ] Yes  

[ ] No   Specify: __________________________
29) Creatinine:                                                                                       


mg/dL
30) Homocysteine level:                                 ________________________________mcmol/L
31) Hemoglobin A1c                                      ________________________________%
32) high sensitivity C-Reactive Protein (hsCRP)________________________________ mg/dL


33) White Blood Cell Count 
x10E3/uL
Hemoglobin 
    g/dL

Hematocrit 
   %



Platelets 




34) Urinalysis: 
Specific Gravity_____
Glu, Dipstick: 
[] negative , [] trace , [] 1+ , [] 2+ , [] 3+ , ___




Protein, Dipstick: [] negative , [] trace , [] 1+ , [] 2+ , [] 3+ , ___

35) Urine toxic screen done 

[ ] Yes
[ ] No

36) Abnormal urine toxic screen

[ ] Yes
[ ] No
specify:__________________

37) Goals met at time of discharge:




· Antihypertensive agent

[ ] Yes
[ ] No [ ] If not indicated specify: ________________

· > 1 Antihypertensive agent
[ ] Yes
[ ] No 

· Calcium channel blocker

[ ] Yes
[ ] No 

name if given: _______________

mg
· Ace Inhibitor


[ ] Yes
[ ] No 

name if given: ________________
· ARB



[ ] Yes
[ ] No 

name if given_________________


mg
· Diuretic



[ ] Yes
[ ] No 

name if given: _______________
· Beta-blocker


[ ] Yes
[ ] No 

name if given: _______________
· Other antihypertensive                     [ ] Yes    [ ] No                   name if given: _______________




· Smoking cessation counseling
[ ] Yes
[ ] No [ ] If not indicated specify: ________________
· Recreational drug counseling
[ ] Yes
[ ] No [ ] If not indicated specify: ________________

· Alcohol counseling

[ ] Yes
[ ] No [ ] If not indicated specify: ________________
· Fruit/ Vegetable daily diet 

[ ] Yes
[ ] No [ ] If not indicated specify: ________________
· Stroke Education
 

[ ] Yes
[ ] No [ ] If not indicated specify: ________________
· Med risk factor for hemorrhage        [ ] Yes   [ ] No                    name: ________________
· Med risk factor continued

[ ] Yes     [ ] No     If yes indicated specify: ________________
Other Meds:

38) Change in prehospital dose of a medication:

· Ca blocker
[ ] N/A 

[ ] Initiated 
[ ] Same

[ ] Increase
[ ] Decrease

· Ace Inhibitor/ARB
[ ] N/A 

[ ] Initiated 
[ ] Same
 
[ ] Increase
[ ] Decrease

· ARB

[ ] N/A 

[ ] Initiated 
[ ] Same
 
[ ] Increase
[ ] Decrease

· Beta-blocker
[ ] N/A 

[ ] Initiated 
[ ] Same 
[ ] Increase
[ ] Decrease

· Diuretic

[ ] N/A 

[ ] Initiated 
[ ] Same

[ ] Increase
[ ] Decrease

· Other anti-HTN
[ ] N/A 

[ ] Initiated 
[ ] Same
 
[ ] Increase
[ ] Decrease

39) Final Diagnosis:



[ ] Primary Hemorrhage


40) Localization of Stroke/ TIA – Anatomical:

[ ] R Cortical
[ ] L Cortical
[ ] R Pure basal ganglia
[ ] L Pure basal ganglia

[ ] R Brainstem 
[ ] L Brainstem 
[ ] R Pure Int capsule
[ ] L Pure Int capsule

[ ] R Pure thalamus
[ ] L Pure thalamus
[ ] R cerebellum

[ ] L Cerebellum

[ ] R Centrum Semiovale


[ ] L Centrum Semiovale   [ ] Other: ___________

41) Mechanism of Hemorrhage:
[ ] Hypertension
[ ] Amyloid angiopathy
[ ] Trauma 

[ ] Excessive anticoagulation

[ ] Bleeding disorder


[ ] Recreational drug use:_________________


[ ] Medication:_____________

[ ] Aneurysm

[ ] Vascular malformation


[ ] Other:_________________________
[ ] Unknown





42) Recurrent CVA while inpatient? 
[ ] Yes:_____________________________ 
[ ] No


41)  Date of Discharge:  _____________

42) Discharge Destination:  [  ] Home

[  ] Hospice 

[  ] Skilled Nursing Facility  

  [  ] Service Transfer 
[  ] Hospital Transfer 

  [  ] Rehab (Acute or Subacute)

Contact Person: ___________ 
Approx. D/C Date: _________
Phone #: _________________
Fax #: ___________________
Phone Follow up (at 1 week):
 




( Received PROTECT Packet





Date


contact person 
     
( Send PROTECT Packet
43) Adherence to Program goals:

· Antihypertensive agent

[ ] Yes
[ ] No [ ] If not indicated specify: ________________

· > 1 Antihypertensive agent
[ ] Yes
[ ] No 

· Calcium channel blocker

[ ] Yes
[ ] No 

name if given: _______________

mg
· Ace Inhibitor


[ ] Yes
[ ] No 

name if given: ________________
· ARB



[ ] Yes
[ ] No 

name if given_________________


mg
· Diuretic



[ ] Yes
[ ] No 

name if given: _______________
· Beta-blocker


[ ] Yes
[ ] No 

name if given: _______________
· Other antihypertensive                     [ ] Yes    [ ] No                   name if given: _______________




· Smoking cessation

[ ] Yes
[ ] No [ ] If not indicated specify: ________________
· Recreational drug cessation
[ ] Yes
[ ] No [ ] If not indicated specify: ________________

· Alcohol moderation aware

[ ] Yes
[ ] No [ ] If not indicated specify: ________________
· Fruit/ Vegetable diet aware
[ ] Yes
[ ] No [ ] If not indicated specify: ________________
· Med risk factor cessation
               [ ] Yes   [ ] No                    name: ________________
· Med risk factor continued

[ ] Yes     [ ] No     If yes indicated specify: ________________
· New medication since interval
[ ] Yes     [ ] No     If yes indicated specify: ________________
· Stroke Management 

Need to call 911 & Symptoms
Awareness        [ ] Yes
[ ] No [ ] If not specify reason: ________________
Stroke Risk Factors   Awareness        [ ] Yes
[ ] No [ ] If not specify reason: ________________

44) Treatment complications:
[ ] Yes


[ ] No

If yes check all that apply
[ ] Hypotension
[ ] Other Hemorrhage
[ ] Cough

[ ] Hypokalemia
[ ] Other: _____________________

Follow up (at 3 months):






 





Date


Time

45) Blood Pressure







       ( Other __________
Blood Pressure Unobtainable:  ( BP not recorded;  ( no PCP visits;  ( PCP/Nurse Refusal;  ( Pt Refusal;  ( Pt lost to follow-up 
46) Adherence to Program goals:

· Antihypertensive agent

[ ] Yes
[ ] No [ ] If not indicated specify: ________________

· > 1 Antihypertensive agent
[ ] Yes
[ ] No 

· Calcium channel blocker

[ ] Yes
[ ] No 

name if given: _______________

mg
· Ace Inhibitor


[ ] Yes
[ ] No 

name if given: ________________
· ARB



[ ] Yes
[ ] No 

name if given_________________


mg
· Diuretic



[ ] Yes
[ ] No 

name if given: _______________
· Beta-blocker


[ ] Yes
[ ] No 

name if given: _______________
· Other antihypertensive                     [ ] Yes    [ ] No                   name if given: _______________




· Smoking cessation

[ ] Yes
[ ] No [ ] If not indicated specify: ________________
· Recreational drug cessation
[ ] Yes
[ ] No [ ] If not indicated specify: ________________

· Alcohol moderation aware

[ ] Yes
[ ] No [ ] If not indicated specify: ________________
· Fruit/ Vegetable diet aware
[ ] Yes
[ ] No [ ] If not indicated specify: ________________
· Med risk factor cessation
               [ ] Yes   [ ] No                    name: ________________
· Med risk factor continued

[ ] Yes     [ ] No     If yes indicated specify: ________________
· New medications since interval
[ ] Yes     [ ] No     If yes indicated specify: ________________
· Stroke Management 

Need to call 911 & Symptoms
Awareness        [ ] Yes
[ ] No [ ] If not specify reason: ________________
Stroke Risk Factors   Awareness        [ ] Yes
[ ] No [ ] If not specify reason: ________________

47) Treatment complications:
[ ] Yes


[ ] No

If yes check all that apply
[ ] Hypotension
[ ] Other Hemorrhage
[ ] Cough

[ ] Hypokalemia
[ ] Other: _____________________

48) Clinical events:

 [ ] Yes 

[ ] No

	· TIA 


 [ ] 1
[ ] 2
[ ] >3

· Ischemic Stroke  

 [ ] 1
[ ] 2
[ ] >3

· ICH 


 [ ] 1
[ ] 2
[ ] >3


· Angina


 [ ] 1
[ ] 2
[ ] >3

· MI


 [ ] 1
[ ] 2
[ ] >3

· Peripheral artery occlusion
 [ ] 1
[ ] 2
[ ] >3

In event of Stroke/TIA, was 911 called? 
[ ] Yes 

[ ] No

[ ] N/A

Date of Recurrent [] Stroke/ [] TIA Event 



 

Treating Attending/Hospital 






Localization of Stroke/ TIA – Anatomical: 









Localization of Stroke/ TIA – Vascular: 









Mechanism of Stroke/ TIA:










Official Confirmation obtained: 

[ ] Verbal confirmation from treating physician
[ ] Discharge Summary
[ ] MRI/CT Scan

[ ] Other: 






____
[ ] Not verifiable
49) Did patient bring in the PROECT Packet?
[ ] Yes

[ ] No
         [ ] Phone Follow-Up (Ph)

50) Morbid Rankin Score

__   0    No symptoms at all.

__   1    No significant disability, despite symptoms; able to carry out all usual duties and activities.

__   2    Slight disability; unable to carry out activities but able to look after own affairs without assistance.

__   3    Moderate Disability; requiring some help, but able to walk without assistance.

__   4    Moderately severe disability; unable to walk without assistance and unable to attend to own bodily needs without assistance. 

__   5    Severe disability; bedridden, incontinent and requiring constant nursing care and attention. 

__   6    Death.
50) Mortality: 



[ ] Yes

[ ] No

If yes check all that apply
[ ] Sudden death  [ ] Stroke Mortality  [ ] Non stroke mortality: _________________
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