A DNA Resource for Lacunar Stroke Data Collection Form    Version 4 21/08/2007

A DNA Resource for Lacunar (small vessel disease) Stroke

DATA COLLECTION FORM

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Patient Identification Number
	U

	K


	
	
	_
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Date of consent (dd-mm-yyyy)


	
	
	_
	
	
	_
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Date form completed

	
	
	_
	
	
	_
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Form completed by (please print name)
	


	DEMOGRAPHICS
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Date of Birth
	
	
	_
	
	
	_
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Sex
	Male
	
	
	Female
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Occupation. Please state job title. 
(If unemployed state spouse’s occupation. 
If retired state previous job)
	


	STROKE INFORMATION
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Date of Stroke
	
	
	_
	
	
	_
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Date of admission to hospital
	
	
	_
	
	
	_
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	CARDIOVASCULAR RISK FACTORS PRIOR TO THE STROKE

	Hypertension
	Y
	
	N
	
	Treated
	
	Untreated*
	
	

	Hyperlipidaemia 
	Y
	
	N
	
	Treated
	
	Untreated*
	
	

	Diabetes Mellitus 
	Y
	
	N
	
	Treated
	
	Untreated*
	
	

	Angina 
	Y
	
	N
	
	
	
	
	
	

	Myocardial Infarction/ CABG/

Coronary angioplasty 
	Y
	
	N
	
	
	
	
	
	

	Peripheral Vascular Disease 
	Y
	
	N
	
	
	
	
	
	

	History of depression
	Y
	
	N
	
	Treated
	
	Untreated
	
	

	History of migraine
	Y
	
	N
	
	With Aura
	
	Without Aura
	
	


* Untreated hypertension = hypertensive (BP>140/90) 7 days post stroke but not on AHTs prior to the stroke.
*Untreated hyperlipidaemia = cholesterol >5.2mmol post stroke but not on a statin prior to the stroke.

*Untreated diabetes = fasting glucose > 7.0mmol or random glucose >11.1mmol + clinical diagnosis post-stroke, and not on any diabetes meds prior to the stroke.
Presenting stroke (Index stroke)
	Was this the first stroke the patient has had?
	Yes
	No

	Has the anonymised discharge summary or clinic letter (if available) been sent?
	Yes
	No


	Clinical features at presentation
	Left
	Right

	Hemiparesis                                                                                        Face

                                                                                                            Arm

                                                                                                            Leg
	
	

	
	
	

	
	
	

	Hemisensory Loss                                                                               Face

                                                                                                            Arm

                                                                                                            Leg
	
	

	
	
	

	
	
	

	Dysarthia
	

	Ataxia
	
	

	Other? Please specify in CLINICAL PRESENTATION below.


	     Clinical lacunar syndrome (please tick applicable syndrome)
	      Left
	      Right

	         Pure motor stroke
	
	

	         Hemisensory Deficit -  Pure sensory stroke
	
	

	         Sensorimotor Deficit – Sensorymotor stroke
	
	

	         Or Ataxic Hemiparesis
	
	

	         Or Clumsy Hand Dysarthria
	
	

	         Or  Partial Lacunar Syndrome - Pure motor stroke affecting                 Face & Arm

               
     Arm & Leg
	
	

	
	
	

	         Or TIA (please tick which syndrome above) AND appropriate

         Lacunar infarct on MRI scan
	

	CLINICAL PRESENTATION (Please specify the clinical details)




Previous Strokes
	Has the patient had previous strokes? (Do not include TIA with no new infarct)
	Yes
	No

	Stroke number
	Date (month/year)
	Clinical details and results of scan

	
	
	

	
	
	

	
	
	

	
	
	


	BEHAVIOURAL RISK FACTORS PRIOR TO STROKE

	Smoker
	Yes
	
	No
	
	
	
	

	Ex-Smoker
	Yes
	
	No
	
	
	
	

	If smoker/ex-smoker, how many a day
	
	
	
	
	
	

	If smoker/ex-smoker, age started smoking
	
	
	
	
	
	

	If ex-smoker, age stopped smoking
	
	
	
	
	
	

	Number of units of alcohol per week
	
	
	
	
	
	

	No. days a week >5 units of alcohol are consumed?
	
	
	
	
	
	

	Weight (kg)
	
	
	
	
	
	

	Height (m)
	
	
	
	
	
	


	MEDICATIONS PRIOR TO STROKE

	Aspirin
	Yes
	
	No
	
	
	
	

	Clopidogrel
	Yes
	
	No
	
	
	
	

	Dypridamole
	Yes
	
	No
	
	
	
	

	Warfarin
	Yes
	
	No
	
	
	
	

	Statin
	Yes
	
	No
	
	
	
	

	ACE Inhibitor
	Yes
	
	No
	
	
	
	

	Alpha Blocker
	Yes
	
	No
	
	
	
	

	Angiotensin II Receptor Antagonists
	Yes
	
	No
	
	
	
	

	Beta Blocker
	Yes
	
	No
	
	
	
	

	Calcium Channel Blocker
	Yes
	
	No
	
	
	
	

	Diuretic
	Yes
	
	No
	
	
	
	

	Other anti-hypertensive 
	Yes
	
	No
	
	
	
	

	If Yes, please name drug: 


	ESSENTIAL INVESTIGATIONS
	
	
	Date Completed
	Copy Sent

	ECG Done
	Yes
	
	No
	
	
	
	
	-
	
	
	-
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	ECG shows sinus rhythm
	Yes
	
	No
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	MRI Done
	Yes
	
	No
	
	
	
	
	-
	
	
	-
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	MRI shows lacunar infarct
	Yes
	
	No
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Ultrasound/MRA/CTA done
	Yes
	
	No
	
	
	
	
	-
	
	
	-
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Stenosis/Occlusion <50%
	Yes
	
	No
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Echo Done (if possible)
	Yes
	
	No
	
	
	
	
	-
	
	
	-
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Echo Normal?
	Yes
	
	No
	
	
	
	
	
	
	
	
	
	
	
	
	


	BLOOD RESULTS AT/AFTER STROKE ONSET                                                  
	Date Taken
	Fasting

	Blood Glucose 
	
	
	(
	
	
	
	
	
	
	
	-
	
	
	-
	
	
	
	
	Y
	
	N
	

	

	HbAc1 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Y
	
	N
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	LDL
	
	
	(
	
	
	
	
	
	-
	
	
	
	
	Y
	
	N
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	HDL
	
	
	(
	
	
	
	
	
	
	
	
	
	
	Y
	
	N
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Triglycerides
	
	
	(
	
	
	
	
	
	
	
	
	
	
	Y
	
	N
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Total Cholesterol 
	
	
	(
	
	
	
	
	
	
	
	-
	
	
	-
	
	
	
	
	Y
	
	N
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Hb
	
	
	(
	
	
	
	
	
	
	
	-
	
	
	-
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	WBC
	
	
	(
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Platelet count
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Urea
	
	
	(
	
	
	
	
	
	
	
	-
	
	
	-
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Creatinine
	
	
	(
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Blood Pressure (+ 7 days stroke)*


	
	
	
	
	
	
	
	
	
	
	-
	
	
	-
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	AHTs prescribed post-stroke**
	Yes
	
	No
	
	
	
	
	-
	
	
	-
	
	
	
	
	
	


* BP measurement should be taken in the non-acute phase. If a Day 7 reading is not possible the last reading before the patient is discharged or the first reading at an outpatient clinic should be used.

**If the patient is prescribed AHTs before the BP reading is taken please enter the date that the drugs were started.

FAMILY HISTORY 

*This history must be taken from the time the patient had their stroke* i.e. Mothers age is age at time of patient’s stroke etc.
	1. MOTHER (GENETIC)
	Age

	Is mother alive? (if No, please put age of death)
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did mother have a stroke?
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did mother have an MI/CABG/PTA
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did mother have treated hypertension 
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did mother have treated diabetes
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Country of birth
	


	2. FATHER (GENETIC)
	Age

	Is father alive? (if No, please put age of death)
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did father have a stroke?
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did father have an MI/CABG/PTA
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did father have treated hypertension 
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did father have treated diabetes
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Country of birth
	


	3. OFFSPRING (GENETIC)
	

	How many children does the patient have?
	

	Please fill in for each child - if needed more forms can be found in the study file

	
	CHILD 1
	CHILD 2
	CHILD 3
	CHILD 4
	CHILD 5

	Age
	
	
	
	
	

	Sex
	
	
	
	
	

	Alive? (If N, age of death)
	
	
	
	
	

	Stroke? (if Y, age)
	
	
	
	
	

	MI/CABG/PTA? (if Y, age)
	
	
	
	
	

	Treated Hypertension?
	
	
	
	
	

	Treated Diabetes?
	
	
	
	
	


 FAMILY HISTORY - Cont.
*This history must be taken from the time the patient had their stroke* i.e. Siblings age is age at time of patient’s stroke etc.
	4. SIBLINGS (GENETIC)
	

	How many siblings does the patient have?
	

	Please fill in one table for each sibling - if needed more forms can be found in the study file

	SIBLING 1
	Age

	Is sibling alive? (if No, please put age of death)
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did sibling have a stroke?
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did sibling have an MI/CABG/PTA
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did sibling have treated hypertension 
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did sibling have treated diabetes 
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Is sibling a twin? (if Y, please state type)
	Monozygotic
	
	Dyzygotic
	
	


	SIBLING 2
	Age

	Is sibling alive? (if No, please put age of death)
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did sibling have a stroke?
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did sibling have an MI/CABG/PTA
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did sibling have treated hypertension 
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did sibling have treated diabetes 
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Is sibling a twin? (if Y, please state type)
	Monozygotic
	
	Dyzygotic
	
	


	SIBLING 3

	Age

	Is sibling alive? (if No, please put age of death)
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did sibling have a stroke?
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did sibling have an MI/CABG/PTA
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did sibling have treated hypertension 
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Did sibling have treated diabetes 
	Yes
	
	No
	
	Unknown
	
	
	
	
	

	Is sibling a twin? (if Y, please state type)
	Monozygotic
	
	Dyzygotic
	
	



	BLOOD COLLECTION CHECK:

	1 x 8.5ml CPDA labelled and sent to ECACC 
	Yes
	

	3 x 2.7ml EDTA labelled and frozen -70C
	Yes
	

	2 x 5ml plasma labelled, spun and frozen -70C
	Yes
	

	2 x 4.5ml serum labelled, spun and frozen -70C
	Yes
	


FORM COMPLETED BY: 


 SIGNATURE:


 DATE: 


FORM CONFIRMED BY:


 SIGNATURE:


  DATE: 
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