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D.6
Hospital Abstraction Form: Stroke/TIA

D.6.1

Introduction

The MESA Hospital Abstraction: Stroke/TIA form captures the specific reasons for hospitalization and the use of various procedures, drugs and treatments. 

Please see manual section 5.1 (Introduction to Hospital Abstraction: Cardiac/PVD) for instructions clarifying when one or two abstraction forms should be filled out for events involving multiple locations (ER visits and transfers).  The same policy applies to abstraction for Stroke/TIA hospitalizations.

D.6.1.1

Instructions to Field Centers

Field Center (FC) staff does not complete the Hospital Abstraction: Stroke/TIA form. Central MESA Abstraction staff will complete this form in the EDC. See specific instructions in Section 7.1 on how to prepare records for scanning.
D.6.2
Central Abstraction 

Eligible events will be prepared for the Central Abstractor as follows:

· The Eligibility Form will be completed and entered into the MESA EDC by FC staff.
· Medical records received from the provider will be briefly reviewed for completeness and appropriateness. Inappropriate records (not found on the request guideline list) will be purged.

· Records found to be noted, but missing, will be requested from the record provider. It is helpful to review the Discharge Procedure codes, as well as the Discharge Summary, ER Notes, H and P, etc., to determine which procedures should be found in the record, such as ECGs, CXRs, Echos, etc.

· If the provided record is complete and appropriate, the documents are scanned into the EDC in the order they were received from the provider, with the exception that the ICD Code sheet should be scanned first.

· If there are records that are unobtainable even though mentioned in the record, enter an Investigative Note into the Event record and make a note to the Central Abstractor on the coversheet.

· The Central Abstractor will abstract the event and enter the data into the Stroke/TIA Hospital Abstraction form in the EDC. Documents not needed for Physician Review will be deleted.
· Upon completion of the abstraction, the Central Abstractor will provide an inventory list on the Coversheet of the records that were kept and the Field Center will be notified. FC staff then de-identifies the chart according to the Privacy Act guidelines using Adobe Acrobat Pro program tools.  FC staff completes the Final Notification.
· Specific details related to de-identification can be found in Section 3.3.

The instructions below describe for the Central Abstractor how the Stroke/TIA Hospital Abstraction form is to be completed using the records sent by the Field Center.  The purpose of these instructions is to ensure records are consistently abstracted in the same way.  The more specific information you have about each item on the form, and the more you know about where to find the “answers” and how to record them, the more uniform and useful the MESA data will be.  Although you may have ample experience in medical record abstraction and medical terminology, the instructions provide many definitions that will help ensure that everyone is using the same “tools” to describe an event.

For each item on the form, the instructions will tell you where in the medical record to look for the required information. When consulting several sections of the medical record, you may find they provide different or even contradictory information. It is, therefore, imperative to consult all sections of the medical record listed for an item on the form. If you are still confronted with conflicting information, use your good judgment and knowledge of priority sources to determine the most reliable source of information.  

Each question on the Abstraction form will point you towards suggested parts of the record.  Ideally, the information you need to complete an item on the form will be found in one of the medical record sections listed. However, you may have to search other parts of the medical record for an answer. If you are still unable to get the information you need, mark the “unknown” bubble on the form.

The several sections of this document define and describe symptoms of events that we are attempting to capture on the abstraction form. However, you are not expected, nor should you try, to formulate a diagnosis based on descriptions or lists of symptoms. For example, question 9 asks, “Was the patient diagnosed with a typical ‘lacunar syndrome’?” Answer “yes” only if the treating or consulting physician or radiologist states in a report or notes that the patient was diagnosed with “lacunar syndrome.” Search the patient’s record only for the specific terms (or known synonyms) that the abstraction form asks about.

If you are unable to complete an item on the form because of missing or contradictory information in the medical record, consult your local physician reviewer for advice.
Two or more events in one investigation packet:  If a single investigation packet (with single Investigation ID number) contains evidence of two separate events, the physician reviewers will follow the guidelines in the table below.  If the stroke abstractor identifies a single investigation with multiple events, the stroke reviewer can contact the Coordinating Center to discuss whether to have the field center split the single investigation into multiple investigations.  If the abstracted event is a series or flurry of TIA’s being abstracted as a single event, this should be noted by the abstractor on the coversheet, with a prompt for the field center to enter that information into the “Investigation Notes” in the EDC.
	Event types in single investigation
	Reviewer Action

	2 or more TIA’s
	Code review form for one TIA (the worst one)

	TIA(s) and 1 stroke
	Do not do any reviews.  Contact Coordinating Center using “Comment” box and request that the single investigation be reassigned as two investigations.

	TIA(s) and 2 strokes
	Do not do any reviews.  Contact Coordinating Center using “Comment” box and request that the single investigation be reassigned as three investigations.

	2 or more strokes
	Do not do any reviews.  Contact Coordinating Center using “Comment” box and request that the single investigation be reassigned as two or more investigations.


D.6.2.1
Sections and Content of the Medical Record Used for Abstraction

You will need to consult the medical record, as appropriate, in order to gather adequate information to complete the form. If the entire chart is available, the sections listed above should be reviewed first. In order to familiarize yourself with the course of events that occurred from admission to discharge, it is a good idea to read through these sections (and others, if possible), before you begin recording information on the form.
D.6.2.2  Definitions of Terms 

Terms you may encounter in the medical record that should be recorded on the form as “yes,” “no,” or “unknown”:

	Yes
	No
	Unknown

	Present
	Not present
	Rule out (R/O)

	Likely
	Low probability
	Suggestive

	Apparent
	Unlikely
	Equivocal

	Consistent with
	
	Suspicious

	Compatible with
	
	Questionable

	Definite
	
	Possible

	Probable
	
	Uncertain

	Highly suspicious
	
	Reportedly

	Presumed
	
	Perhaps

	Borderline
	
	Could be

	Thought to be
	
	Might be

	Minimal
	
	May be

	Representing
	
	May represent

	Seems to be
	
	

	Subtle
	
	

	Trace
	
	

	Slight
	
	

	Somewhat
	
	


The table below shows time-of-day and length-of-time terms you may encounter in the medical record and how they should be interpreted and/or recorded on the form:

	If the medical record says this…
	You record this…

	Early morning
	6:00 a.m.

	Morning
	8:00 a.m.

	Late morning
	10:00 a.m.

	Mid-day or noon
	12:00 p.m.

	Early afternoon
	2:00 p.m.

	Afternoon or mid-afternoon
	3:00 p.m.

	Late afternoon
	4:00 p.m.

	Early evening
	7:00 p.m. 

	Evening
	9:00 p.m.

	Last night or bedtime
	10:00 p.m.

	Late evening
	11:00 p.m.

	Midnight
	12:00 a.m.

	During the night or middle of the night
	1:00 a.m.

	Several days
	≥3 days

	A few days
	≥ 2 but < 3 days

	Several hours
	≥ 4 but < 6 hours

	A few hours
	≥ 2 but < 4 hours

	Several minutes
	= 3

	A couple minutes
	= 2


Other specific definitions are included in the instructions for each form item.

D.6.2.3
Methods

The Field Center staff will scan all relevant medical records and coversheet into the EDC, as explained earlier. The abstractor will complete the abstraction form in the EDC, indicating on the coversheet which documents they believe should be included with the Final Notification.

The Central Abstractor will need to complete a separate Hospital Abstraction: Stroke/TIA form for each stroke- or TIA-related hospitalization. This includes hospitalizations for stroke or in which a stroke occurred, according to the discharge summary or diagnoses list.  For some situations, however, abstraction is not necessary (inquire if in doubt): 
· A silent infarction or bleed picked up by imaging alone, with no clinical symptoms or signs;

· Syncope or near syncope;

· A subdural hematoma (SDH) with or without trauma;

· An elective admission for carotid endarterectomy coded 433;

· Asymptomatic positive carotid bruit without TIA or other symptoms.

· An old stroke with no other cerebrovascular indications.

For each of those situations, the Central Abstractor does not need to begin an abstraction form (this is a decision for the Central Abstractor to make, not the staff at the originating Field Center). Instead, make a note on the coversheet notifying the Field Center that abstraction is not required, at which point the Field Center may mark the Final Notification to indicate the absence of a stroke/TIA event.  If, however, a past stroke is picked up by signs or symptoms and confirmed by imaging, you should complete the form as fully as possible. If a participant with a possible stroke or TIA is transferred to another hospital without first being discharged home, complete a separate form for each subsequent hospitalization. If a patient is discharged from the hospital but dies soon after, complete a separate event investigation. Do not assume that the events are linked.

If participant is hospitalized for a cerebrovascular event and, while hospitalized, is asked to join a medical study and undergo a test for that study, then the results should be abstracted for MESA, even if the reason for the test was unrelated to the original cerebrovascular admission.
Please follow these general guidelines when completing the form: 

· Record dates as MM/DD/YYYY (e.g., 01/27/2001). If you are reasonably confident of the entire date please fill in all the boxes. If you are unsure of the day of the month, record “15.”  If you are sure of the year but not month or day, mark “6” for month and “15” for day.  If you are unsure of year, mark “unknown.”  You may not enter partial dates into the boxes.

· Record times as HH:MM (e.g., 04:55) and specify a.m. or p.m.
Additional information for Field Centers can be found in Section 3.3.
D.6.3
Item-by-Item Instructions

The Central Abstractor will begin filling out the form at Question #1.

D.6.3.1
History, Hospital Record

1.
Was the participant hospitalized as an immediate consequence of this event?

· Sources: Face sheet, discharge or death summary, H&P.

· Answer “yes” if a stroke or TIA was a concern at admission.  If this was an asymptomatic condition, there is no “event.”

· If abstracting a series/flurry of potential TIA’s that resulted in hospitalization, answer “yes” even if only one of the spells resulted in hospitalization.
2.
Did the stroke/TIA occur during hospitalization for a different reason?

· Sources: Face sheet, discharge or death summary, physician notes, autopsy report.
· Answer “yes” if the stroke/TIA occurred after admission, if the stroke/TIA was an incidental finding, or if the timing of the stroke/TIA is unclear.

3. Please answer the following (date of admission and date of discharge or death) for the hospital admission (If a transfer, answer for the first admission and fill out separate abstraction form for each transfer): 

· Sources: Face sheet, discharge or death summary, H&P.

· A separate, additional Stroke/TIA Hospital Abstraction Form should be filled out for each individual hospitalization within an investigation—if the hospitalization included significant or new symptoms.  If, after an initial stroke/TIA hospitalization, the participant was transferred to a rehabilitation center where that patient experienced no new symptoms and where no new information was gathered concerning the initial incident, then the abstractor does not need to fill out an abstraction form for that second stay.  Similarly, if a participant was hospitalized for a cardiac problem and then transferred to a second facility for cardiac recovery and ended up having a stroke at the second facility, then the abstractor would need to assess whether the first hospitalization (cardiac) had relevance for the second hospitalization (stroke).  The cardiac hospitalization may well have relevance for the stroke situation, in which case two separate Stroke/TIA Hospital Abstraction Forms should be filled out.  If the cardiac hospitalization has no relevance for the stroke situation, however, only one abstraction would be necessary (for the stay at the second facility, where the stroke occurred).  The general rule is to do a separate abstraction if not doing one would omit any additional information that the MESA physician reviewers might need while reviewing the case.

· Record only the actual admission date, not the ER date (if any), which may be different (e.g., the preceding day).
· If the participant was transferred within the same institution for in-patient rehab, the discharge date is the date of transfer.
· If the participant was transferred to a second hospital, rehabilitation center, or chronic care facility, the discharge date is the date of transfer.
· Give best estimate of the date. If the date is not known, mark ‘unknown’. No partial dates.
4. Was the participant transferred to this hospital from another hospital, or from this hospital to another? 

· If there was a transfer, then both abstraction forms should say “yes.”

· Sources: Face sheet, discharge or death summary, physician notes.
·  “Hospital” means an acute-care facility to which the participant has been admitted.
· If the participant was transferred from a nursing home, skilled care facility, rehabilitation center, or another hospital’s ER or outpatient clinic, answer “no” to this question.  Transfers to facilities other than acute care (e.g., rehabilitation, extended care, etc.) should be answered “yes” only if the participant experienced a stroke or TIA while there, or if the records from that stay include significant information about the onset or diagnosis of stroke.
· If “yes,” continue with question 5 and complete this form. Additionally, obtain the hospital records for the other admission and complete the relevant abstraction form.
· If ‘no,’ continue with question 5.
5.
Is the time of the onset of symptoms known?

· Sources: EMT/ambulance report, ER record, discharge or death summary, H&P, physician notes.

· Mark ‘yes’ only if participant or informant noticed symptom onset as it occurred. Mark one of the ‘no’ responses for question 5 if the participant or informant noticed symptoms later and is unable to name hour of onset.  
· If times are unknown, leave the question blank.
6.
Has the participant ever had a TIA before this [i.e., the current] event?

· Sources: H&P, discharge or death summary, physician notes, ER report.

· TIA (transient ischemic attack) is a “threatened” stroke that lasts only a few minutes.  It occurs when the blood supply to part of the brain is briefly interrupted. TIA symptoms, which usually occur suddenly, are the same as those of ischemic stroke but do not last as long. Most symptoms of a TIA disappear within an hour, although they may persist for up to 24 hours. Symptoms can include: numbness or weakness in the face, arm, or leg, especially on one side of the body; confusion or difficulty in talking or understanding speech; visual disturbances in one or both eyes; and difficulty with walking, dizziness, or loss of balance and coordination.
· Synonyms or terms that describe TIA include:

· acute cerebrovascular insufficiency

· amaurosis fugax

· spasm of cerebral arteries

· insufficiency of basilar, carotid or vertebral arteries

· neurological deficit lasting less than 24 hours
· Patient must have a documented diagnosis by a physician, not just recorded symptoms.

· Question refers to past events only. Do not include the current event.
· If abstracting a series/flurry of possible TIA’s, Question 6 should not be marked “yes” unless the participant had a documented TIA prior to all spells in the series/flurry currently being abstracted.
· If a patient has a history of more than one TIA, the historical event closest in time to the event for which records are being abstracted should be coded when answering the subquestion “How long before the current event?”
· If “no” or “unknown,” skip to question 7. Answer “no” if absence of past TIA is specifically mentioned. Answer “unknown” if there is no reference to a history, or lack of history, of TIA.  If there is no specific reference to the lack of a TIA history, but there are clearly made statements about patient health such as “healthy,” “negative,” or “no medical problems,” you should still answer “no.”  If the history is missing or ambiguous, answer “unknown.”
·  If “yes,” continue with question 6 to provide information about temporal relationship to current event (i.e., previous TIA occurred within the last 30 days inclusive or more than 30 days ago).

· If “yes,” also indicate if the sign and symptoms of the previous TIA were in the same territory as those of the current event. Physician does not need to specifically state that symptoms are in same territory. Use your best judgment if the symptomology is similar; if unsure, put “unknown.”  For example, if the current event is a stroke that has caused paralysis on the left side, and the previous TIA had caused weakness on the left side, both could be said to have occurred in the same territory or arterial distribution. Be aware that, if there is vision loss associated with a neurologic event, it will be in the eye that is opposite the side of the body affected by weakness or paralysis.
7.
Has the participant ever had a stroke before this [i.e., the current] event?

· Sources: H&P, discharge or death summary, physician notes, ER report.

· A stroke (cerebrovascular accident, or CVA; cerebrovascular disease) occurs when the blood supply to a part of the brain is suddenly interrupted by a thrombus or embolus (ischemic stroke) or when a blood vessel in or on the surface of the brain bursts (hemorrhagic stroke). Hemorrhagic stroke is further divided into intracerebral hemorrhage, which is bleeding within the brain, and subarachnoid hemorrhage, which is bleeding between the brain and the skull. Once the brain’s blood oxygen supply is interrupted by blockage or hemorrhage, the cells in the affected area cease to function and die. 

· Synonyms or terms that describe stroke include:

· cortical infarction

· intracranial hemorrhage (not subdural or epidural hematoma)

· cerebral thrombosis

· cerebral artery occlusion

· cerebral infarction/apoplexy

· Patient must have a documented diagnosis by a physician, not just recorded symptoms.

· The symptoms of ischemic stroke are extremely variable and can include sudden onset of headache and seizures; loss of feeling on one side of the face or in an arm or leg, or blindness in one eye; difficulty swallowing; difficulty with speech, including inability to express thoughts verbally or to understand spoken words; dizziness, vomiting, loss of muscle tone. Stroke symptoms must last at least 24 hours.

· The symptoms of intracerebral hemorrhage typically begin very suddenly and evolve over several hours. They include headache, nausea and vomiting, and altered mental state.  Stroke symptoms must last at least 24 hours.

· The symptoms of subarachnoid hemorrhage include abrupt headache, nausea and vomiting, sensitivity to light, and various other neurological abnormalities and may occur a few days to a month before the vessel ruptures. Signs of rupture include severe headache, neck stiffness, vomiting, confusion, altered states of consciousness; loss of vision, stupor, and coma. Stroke symptoms must last at least 24 hours.
· Only include if the patient has an actual diagnosis, not just symptomology.

· Question refers to past events only. Do not include the current event. 

· If a patient has a history of more than one stroke, the historical event closest in time to the event for which records are being abstracted should be coded.

· If “no” or “unknown.” skip to Question 8. Answer “no” if absence of previous stroke is specifically mentioned, if symptoms lasted less than 24 hours, if stroke was “possible” or “questionable,” or if patient had TIA only, with no residual findings. Answer “no” if the only evidence of previous stroke was found incidentally on exam or on neuroimaging. Answer “unknown” if there is no reference to a history, or lack of history, of stroke. If there is no specific reference to the lack of a CVA history, but there are clearly made statements about patient health such as “healthy,” “negative,” or “no medical problems,” you should still answer “no.”  If the history is missing or ambiguous, answer “unknown.”
· If “yes,” continue with question 7 to provide information about the temporal relationship to the current event (≤30 days or >30 days) and give approximate date of previous stroke; record the type(s) of stroke that occurred; and indicate if the signs and symptoms were in the same location as the current event. If type of stroke is ‘hemorrhagic’ only, skip to question 8.  For approximate date of old stroke, if you are unsure of the day of the month, record “15.”  If you are sure of the year but not month or day, mark “6” for month and “15” for day.  If you are unsure of year, mark “unknown.”  Any source may be used to answer this question if you judge it to be reliable.
· If “yes,” also indicate if the signs and symptoms of the previous stroke were in the same territory as those of the current event. Physician does not need to specifically state that the stroke is in same territory.  Use your best judgment if the symptomology is similar; if unsure, put “unknown.”  For example, if the current event is a stroke that has caused paralysis on the left side, and the previous stroke had caused paralysis on the left side, both could be said to have occurred in the same territory or arterial distribution. Be aware that, if there is vision loss associated with a neurologic event, it will be in the eye that is opposite the side of the body affected by weakness or paralysis.
· If past history of stroke is reported, but there is no additional info, select “unknown” for timing, date, and stroke type.

· For “unknown” stroke type, do not select “Yes” for the subsequent question regarding stroke territory.
D.6.3.2
  Stroke/TIA symptoms related to this event 


(Symptoms according to patient self-report or family witnessed, though patient takes priority.)

8.
Is the duration of event known to be:

· Sources: EMT/ambulance report, ER report, H&P, discharge or death summary.

· If any symptom or sign elicited by an examiner lasted longer than 24 hours, choose “More than 24 hours.”
· If symptom(s) or sign elicited by an examiner lasted longer than 24 hours (regardless of whether the patient died or not), choose “More than 24 hours.”

· If symptoms or sign elicited by an examiner lasted less than 24 hours, choose either “Until death within 24 hours” or “Resolved within 24 hours (specify below).”

· For the option “Until death within 24 hours”, a distinction should not be made between ‘brain death’ and time of expiration. Since hospitals may define death differently, the time of death (brain or otherwise) should be defined as whatever is specified by the physician.
· If all symptoms or sign elicited by an examiner resolved within 24 hours and the participant died more than 24 hours after the disappearance of the last symptom, then choose “Resolved within 24 hours (specify below).”

· Choose “Resolved within 24 hours (please specify)” for physician comments such as “symptoms were gone by the next day” or “symptoms gone by next morning.”
· If “Resolved within 24 hours” is chosen, specify the hours and minutes in the boxes provided for hours and minutes.  If “Resolved within 24 hours” is chosen, never leave the hours and minutes boxes blank.  If either hours or minutes are unknown, mark 99 in the appropriate box.  If records show time only in minutes (e.g., 90 minutes), translate to hours and minutes (e.g., 1 hr, 30 min).  If less than one hour, use 00 in the hours box.  Zero-fill hours and 
minutes.  Use the “D.6.1.3 Definitions of Terms” time table in this manual to estimate lengths of time if necessary.   Examples:



“Unknown time” < 24 hrs


  9    9  hours
  9    9  min


“Next day/morning”



  9    9  hours
  9    9  min


“Less than an hour”



  0    0  hours
  9    9  min


“1-2 hours”





  0    1  hours
  9    9  min


“1 hour and 12 min.”



  0    1  hours
  1    2  min


“90 minutes”





  0    1  hours
  3    0  min


“24 hours”






  2    4  hours
  0    0  min 


“One day”






  2    4  hours
  0    0  min


“Afternoon till Bedtime”


  0    7  hours
  0    0  min


  (see D.6.1.3 time table)
9.
Was the patient diagnosed with a typical "lacunar syndrome"?

· Sources: EMT/ambulance report, ER report, H&P, discharge or death summary.

· Only mark “yes” for a new diagnosis.  A previous diagnosis (existing prior to the current event) is not of interest.
· Lacunar syndrome (or lacunar stroke) is a type of ischemic stroke that is caused by blockage in small blood vessels within the brain. Typical lacunar syndromes, depending on the location of the blockage, include pure motor hemiparesis, pure sensory stroke, sensorimotor stroke, and ataxic hemiparesis.

· Pure motor hemiparesis is weakness on one side of the body (face, arm, and/or leg), without any other sensory, mental, or speech symptoms.

· Pure sensory stroke results in numbness and/or tingling on one side of the body (face, arm, and/or leg), without any other motor, mental, or speech symptoms.

· Sensorimotor stroke is a combination of the above types of lacunar strokes.

· Ataxic hemiparesis is weakness or paralysis on one side of the body (face, arm, and or leg), with ataxia (impairment of coordination) on the same side.

· Mention of “ataxic hemiparesis” qualifies as indication of Lacunar syndrome.
· Clumsy hand-dysarthria is weakness in the hand accompanied by speech impairment. The dysarthria is often severe, but the hand weakness may be subtle. Patient must have documented diagnosis of a lacunar syndrome, not just symptomology.

· This syndrome must be diagnosed by a physician.  Do not try to formulate a diagnosis based on descriptions or lists of symptoms. Answer “yes” only if the treating or consulting physician or radiologist states in a report or notes that the patient was diagnosed with “lacunar syndrome.”

D.6.3.3
Neurological Examination

10.
What was the patient's degree of alertness during the exam?

· Sources: ER report, H&P, consult, discharge or death summary.

D.6.3.4

Diagnostic Procedures

11.
Were any of the following diagnostic procedures done during this hospitalization?

· Sources: Radiology reports, ER report, H&P, consult, physicians’ notes, discharge or death summary, operative reports. Radiology reports or neurologists’ interpretations of the reports take priority over other sources of information.  If there is a disagreement between a radiology report and a neurologist interpretation, record the neurologist interpretation. The following examples can be used as general guidelines when assessing whether additional records are needed in order to determine diagnosis:

· Example:  CT indicates stroke and MRI report exists, but MRI report was not sent to Field Center or to Central Abstractor. Action:  If CT indicates stroke and its location, then no need to request MRI.  But if CT does not indicate stroke or location, then the MRI should be requested. Please note: the stroke reviewers find the MRI more informative than the CT report.
· Example:  MRI done but no report included; CT was unremarkable; patient discharged while MRI report was pending. Action:  The MRI should be requested (to help localize the stroke).

· Example:  Discharge summary summarizes results (e.g., "MRA positive for infarct"), but the report itself is missing.  This might also be the case for CT, MRI, MRA, Carotid Doppler, Cardiac Echo.  Action:  The report(s) should be requested.  If none are supplied after six weeks, then the abstractor should proceed, using available records.  A revised abstraction form may be submitted at a later date if new records are later supplied.
11A.
Did the patient undergo CT (of the head)?

· Sources: CT reports, discharge or death summary.  All parts of Question 11A deal only with CT scans (MRI scans are addressed in Question 11B).

· It is permissible to mark “yes” for both “within 48 hours” and “after 48 hours” when CT scans were done both before and after the 48-hour mark.  

· If more than one CT scan was done, choose the single CT scan that is most representative of the event to answer all information requested in Question 11A.  (Choose only one CT scan regardless of whether you did or did not mark “yes” for both “before 48 hours” and “after 48 hours” above.)
· If “yes,” record temporal relationship to the current event and record findings.

· If ‘no’ or ‘unknown’ skip to question 11B.

· If ‘yes’ to infarct, continue to categorize the type of infarct. If ‘no’ or ‘unknown’ skip to 11B.

· “No” or “unknown” should never be marked in combination with any “yes” answer of the same type.
· Subarachnoid hemorrhage is bleeding between the brain and the skull, seen in Fissure of Sylvius, between the frontal lobes, in basal cistern or within a ventricle, with no associated intraparenchymal hematoma.
· Intra-parenchymal hemorrhage (cerebral hemorrhage) is bleeding within the brain.

· Accepted terms for dating:  “chronic” = “old”; “acute”=”new”; “subacute”=“new”; “recent”=“new.” 

· If scans indicate that an ischemic infarct converted to a hemorrhagic, mark “yes” for both types (even though you have chosen a specific single scan as the source of your responses to all subquestions for 11A and 11B).

· Infarct (infarction) is an area of dead tissue within the brain caused by decreased or absent bloody supply.  If infarct is present, further define using the terms below.
· If records indicate unknown (uncertainty) for infarct or infarct age but a location is specified for the uncertainty, then mark “Infarct” as “unknown” and also mark relevant infarct location subtype as “unknown” (mark irrelevant ones as “no”).

· Hemorrhagic infarction (or hemorrhagic conversion) is bleeding caused by ruptured blood vessels that were damaged or destroyed by inadequate or absent blood supply.
· Cerebral cortical infarct is the formation of an infarct within the cerebral cortex, the convoluted layer of gray matter covering each cerebral hemisphere.  If the location is described as “lobe,” mark location as “cerebral cortical infarct.”
· Small deep infarct (lacunar infarct or lacune) is usually <2 cm at its greatest diameter and affects only deeper structures of the brain (i.e., subcortical white matter; centrum semiovale [the white matter above the ventricles]; corona radiata [white matter tracts beside the ventricles]; internal, external, and extreme capsules; basal ganglion, including caudate, putamen, globus pallidus, thalamus, subthalamus, and hypothalamus.

· Brain stem infarct is an ischemic stroke in the brain stem—the area of the brain that controls certain involuntary functions (e.g., respiration, blood pressure, heartbeat) and voluntary functions (eye movement, hearing, speech, swallowing). The brain stem (also called encephalic trunk) connects the cerebral hemispheres with the spinal cord and comprises the pons, medulla oblongata, and mesencephalon.

· Cerebellar infarct is an ischemic stroke that occurs in the cerebellum—the part of the brain that controls balance, coordination, and reflexes of the head and torso.
11B.
Did the patient undergo MRI (of the head)?

· Sources: MRI reports, discharge or death summary.  All parts of Question 11B deal only with MRI scans (CT scans are addressed in Question 11A).

· Note:  For MRI scans, it is not necessary for the abstraction form to record whether the MRI scan was done within 48 hours and after 48 hours. 

· If more than one MRI scan was done, choose the single MRI scan that is most representative of the event to answer all information requested in Question 11B. 

· If ‘no’ or ‘unknown’ skip to question 11C. 
· If ‘yes’ to infarct, continue to categorize the type of infarct. If ‘no’ or ‘unknown’ skip to 11C.
· “No” or “unknown” should never be marked in combination with any “yes” answer of the same type.
· Subarachnoid hemorrhage is bleeding between the brain and the skull, seen in Fissure of Sylvius, between the frontal lobes, in basal cistern or within a ventricle, with no associated intraparenchymal hematoma.

· Intra-parenchymal hemorrhage (cerebral hemorrhage) is bleeding within the brain.
· Accepted terms for dating:  “chronic” = “old”; “acute”=”new”; “subacute”=“new”; “recent”=“new.” 

· If scans indicate that an ischemic infarct converted to a hemorrhagic, mark “yes” for both types (even though you have chosen a specific single scan as the source of your responses to all subquestions for 11A and 11B).
· Infarct (infarction) is an area of dead tissue within the brain caused by decreased or absent bloody supply.  If infarct is present, further define using the terms below.

· If records indicate unknown (uncertainty) for infarct or infarct age but a location is specified for the uncertainty, then mark “Infarct” as “unknown” and also mark relevant infarct location subtype as “unknown” (mark irrelevant ones as “no”).
· Hemorrhagic infarction (or hemorrhagic conversion) is bleeding caused by ruptured blood vessels that were damaged or destroyed by inadequate or absent blood supply.

· Cerebral cortical infarct is the formation of an infarct within the cerebral cortex, the convoluted layer of gray matter covering each cerebral hemisphere.  If the location is described as “lobe,” mark location as “cerebral cortical infarct.”
· Small deep infarct (lacunar infarct or lacune) is usually <2 cm at its greatest diameter and affects only deeper structures of the brain (i.e., subcortical white matter; centrum semiovale [the white matter above the ventricles]; corona radiata [white matter tracts beside the ventricles]; internal, external, and extreme capsules; basal ganglion, including caudate, putamen, globus pallidus, thalamus, subthalamus, and hypothalamus.

· Brain stem infarct is an ischemic stroke in the brain stem—the area of the brain that controls certain involuntary functions (e.g., respiration, blood pressure, heartbeat) and voluntary functions (eye movement, hearing, speech, swallowing). The brain stem (also called encephalic trunk) connects the cerebral hemispheres with the spinal cord and comprises the pons, medulla oblongata, and mesencephalon
· Cerebellar infarct is an ischemic stroke that occurs in the cerebellum—the part of the brain that controls balance, coordination, and reflexes of the head and torso.

11C.
Did the patient have a lumbar puncture (LP)?

· Sources: Lab report or, if not available, discharge summary, death summary, physician notes.

· Lumbar puncture (“spinal tap”) is the introduction of a hollow needle into the subarachnoid space of the spinal canal, usually between the fourth and fifth lumbar vertebrae. A lumbar puncture is done for diagnostic purposes to determine the pressure within the cerebrospinal cavities, to determine the presence of an obstruction to the flow of cerebrospinal fluid (CSF), to remove a specimen of CSF for laboratory examination.
· If “yes,” indicate if there was evidence of hemorrhage (i.e., the presence of red blood cells [RBCs] that is not the result of trauma caused by the LP procedure.  To answer “yes evidence of hemorrhage,” xanthochromia of the spun CSF must be present, or the LP must have been done less than 4 to 6 hours after the onset of symptoms (the ictus).  If the blood is caused by trauma during the LP, no matter how much blood, xanthochromia in the spun CSF will be absent and “no evidence of hemorrhage should be marked” (six or more hours are needed for the blood to break down, release pigment, and result in the yellow discoloration of the spun CSF--xanthochromia).  Mark “no evidence of hemorrhage” if hemorrhage was caused by the LP (i.e., traumatic tap) or if fluid was clear of RBCs.  If there are a few RBC’s, answer “yes” only if xanthochromia is present. If no mention is made of xanthochromia, the Central Abstractor may rely on the clinician's impression of whether or not the LP was traumatic.  If traumatic, mark no evidence for hemorrhage.
· If ‘no’ or ‘unknown’, skip to 11D.
11D.
Did patient undergo non-invasive vascular imaging (carotid or transcranial Doppler)?

· Sources: Imaging report, discharge or death summary.

· Carotid Doppler (carotid duplex) is an ultrasound procedure used to assess blood flow in the carotid artery. 

· Transcranial Doppler (TCD, brain ultrasound or sonogram) is an ultrasound procedure used to assess blood flow in the six intracranial arteries (see list of the six intracranial arteries below in instructions for 11E). 
·  If “Yes” for “Carotid Doppler Done” or “Transcranial Doppler Done”, provide information about findings.  If ‘no’ or ‘unknown,’ for both, skip to 11E
· Carotid Doppler must indicate both sides as normal or less than 50% stenosis to mark “yes” for “Carotid Doppler indicating normal or less than 50% stenosis.”  If “yes,” skip to next portion of question (vertebral artery abnormality).
· The two questions referring to stenosis pertain only to internal carotid stenosis. Exclude external common carotids in neck

· For stenosis/occlusion percentages, use highest percentage provided.  For example, a range of 30-69% would be understood as 69% and the correct response marked accordingly.  An indication of “mild” or “mild to moderate” stenosis/occlusion should be marked as less than 50%, but “moderate,” “significant,” or “moderate-severe” would be marked as greater than 50%. 
· If report indicates “normal” or “unremarkable” for intracranial arteries without specifying particular arteries, mark “no” to all listed intracranial problems.

· If report indicates “normal” or “unremarkable” for extracranial arteries without specifying particular arteries, mark “no” to all listed extracranial problems.

· Vertebral artery abnormality pertains only to carotid or transcranial doppler.  

· Stenosis is narrowing of an artery due to the buildup of plaque on the inside wall of the artery; occlusion is the blockage of an artery.
· If there is no mention of vertebral or intracranial arteries, or if one vertebral or intracranial artery is “normal” and other is “not seen,” then record “unknown” (rather than “no”).  Besides stenosis and occlusion, indications of “high resistance” or “reversed flow” should be considered abnormalities.  (Vessel tortuosity is not relevant.)
11E.
Did the patient have an angiogram (MR, CT, or conventional)? 

· Sources: Imaging report, operative report, discharge or death summary.

· Angiogram (angiography, arteriography; cerebral, vertebral, or carotid angiogram; angiogram of the head or brain) is a series of specialized x- rays of the head and neck arteries following the injection of a contrast medium through a catheter. AVM (arteriovenous malformation) is congenital disorder of the blood vessels in the brain resulting in a tangle of arteries and veins.

· If multiple tests were done, choose the most informative one and use it for all information requested.  A conventional cerebral angiogram is preferred, followed by either a CT or MR.  If both a CT and MR are present, choose the one that the diagnosing clinician used.

· For stenosis/occlusion percentages, use highest percentage provided.  For example, a range of 30-69% would be understood as 69% and the correct response marked accordingly.  An indication of “mild” stenosis/occlusion should be marked as less than 50%, but “moderate,” “significant,” or “moderate-severe” would be marked as greater than 50%.

· If report indicates “normal” or “unremarkable” for intracranial arteries without specifying particular arteries, mark “no” to all listed intracranial problems.
· If report indicates “normal” or “unremarkable” for extracranial arteries without specifying particular arteries, mark “no” to all listed extracranial problems.

· AVM must be present to mark “yes.”  Otherwise mark “no.”

· If ‘no’ or ‘unknown’ skip to question 11F. If ‘yes’ describe.
· Extracranial arteries include:
· Right internal carotid artery
· left internal carotid artery
· (Exclude extracranial external carotid)
· Vertebral artery
· Intracranial arteries include:

· major cerebral stem arteries (MCA, ICA [internal carotid artery], ACA, PCA)

· vertebral artery

· basilar artery

· Dissection is a condition in which there is bleeding into and along the wall of an artery from the heart; may also be associated with an aneurysm (dissecting aneurysm).
· Arteritis is inflammation of an artery that can cause the vessel to weaken, stretch, increase in size, or narrow; vasculitis is a general term that refers to inflammation of blood vessels. 
· MRA of the neck or head can be coded here.  If an MRA of the neck is completed, the questions regarding the extracranial carotids and vertebrals can be answered.  If an MRA of the head, then the MCA, Basilar and other intracranial arteries can be answered.  If only and MRA of the neck is done, select “unknown” for questions about intracranial arteries.  If “unknown” is not available, leave it blank and make and Investigation Note.
11F.
Did the patient have echocardiography (transthoracic or transesophageal)? 

· Sources: Imaging report, discharge or death summary.

· Echocardiography (cardiac ultrasound, echocardiography) is a method of studying the heart's structure and function by analyzing sound waves bounced off the heart and recorded by an electronic sensor placed on the chest. A computer processes the information to produce a one-, two-, or three-dimensional picture that shows how the heart and heart valves are functioning. Types of echocardiography include M-mode, two-dimensional (2-D), spectral Doppler, color Doppler, contrast, and stress. Transesophageal echocardiography (TEE) may be done to obtain views of the heart that cannot be obtained with conventional echocardiography.
· If both transthoracic and transesophageal echos were done, combine results from both to answer questions here.

· Mark “yes” for Aortic arch atheroma only if specifically mentioned. 

· If “yes,” provide information about the findings.
· If ‘no’ or ‘unknown’, skip to 11G.

· Embolism of cardiac source is the sudden blocking of an artery by a clot of foreign material (embolus) that has been brought to its site of lodgment by the 
blood current from the heart. The obstructing material is most often a blood clot, but may be a fat globule, air bubble, piece of tissue, or clump of bacteria.

· Intracardiac thrombus or clot (intraventricular thrombus or clot, ventricular aneurysm with clot, atrial myxoma) is a type of blood clot that has formed within the heart.

· Valve vegetations should not be included under Valvular heart disease.

· Spontaneous echo contrast is sometimes referred to as “smoke” or “Rouleaux formation.”

· Mitral annular calcification and valve sclerosis are not of interest.  

· Valvular heart disease, which does not include mitral valve prolapse, is the improper functioning of the heart valves. Valvular stenosis is the narrowing of a valve opening that limits the forward flow of blood. Valvular insufficiency (regurgitation, incompetence or "leaky valve") occurs when a valve does not close tightly, allowing blood to leak backwards across the valve.  Only indications more severe than “mild” or more than 1+ should be marked “yes.”

· Dilated ventricle or poor ventricular function (dilated cardiomyopathy) is the enlargement and weakening of the ventricle(s) of the heart. Answer “yes” if his condition is specifically mentioned in a physician report or note or if the left ventricular ejection fraction (LVEF or EF) is <30%. “Left ventricular hypertrophy” (LVH) alone does not meet the criteria for dilated cardiomyopathy.

· Aortic arch atheroma is a mass of plaque composed of lipids, cholesterol, and the degenerated, thickened inner layer of the aorta at its arch.  Moderate atherosclerosis of arch is “yes”.

· Atrioseptal aneurysm (ASA) is a localized saccular deformity of the atrial septum that bulges into the right or left atrium.  Diagnosis can be established using transthoracic (TTE) and transesophageal echocardiography.

· Patent foramen ovale (PFO) is a hole between the left and right atria of the heart that fails to close naturally soon after a baby is born.  If the PFO is not easily seen on an echo, a cardiologist may perform a "bubble test."
· If “yes” is marked for “Artificial valve,” use the “Specify” box to note condition or relevant information regarding the artificial valve.
11G.
Was an ECG (electrocardiogram, “EKG”) done?
· Sources: ECG (EKG) report (signed by MD), discharge or death summary.

· Answer “yes” only if atrial fibrillation/myocardial infarction were believed to be present at event onset.
· If “yes,” describe the finding of the initial post-event ECG.
· If ‘no’ or ‘unknown’, skip to 11H.
· Atrial fibrillation or flutter (AF or A-fib) is a condition of rapid, uncoordinated contractions (350–600/minute) of the muscles in the atria.  This information may be taken directly from ECG—physician notation elsewhere is not necessary.
· Acute myocardial infarction occurs when an area of the heart is deprived of necessary oxygen-supplying blood, which causes injury or death to that part of the heart.

Synonyms or terms that describe myocardial infarction (MI) include:

· acute myocardial infarction

· cardiac infarction

· coronary artery embolism, occlusion, or rupture

· sub-endocardial infarction

· coronary occlusion

· infarction of any wall segment of the heart

· microinfarct of the heart

11H.
Was there surgical or autopsy (post mortem) evidence of stroke? 
· Sources: Operative report, discharge or death summary

· More than one item may be marked for each subquestion (e.g., an ischemic stroke that converted to a hemorrhagic).
· If yes, record type; if ischemic, record subtype.
· If ‘no’ or ‘unknown’, skip to 12.
· Embolic stroke is caused by an embolus (clot) that has traveled from an artery in another part of the body, lodged in a smaller artery in the brain, and decreased or stopped blood flow in that artery.

· Atherosclerotic stroke is caused by the occlusion (by plaque) of an artery that supplies blood to the brain.

· A ventriculostomy procedure should not be considered as surgical or autopsy evidence of a stroke.

D.6.3.5
  Outcome
12.
Did the participant receive thrombolytic treatment for stroke?

· Sources: H&P, physician notes, discharge or death summary.

· Thrombolytic treatment is the use of a thrombolytic agent (tissue plasminogen activator, TPA, t-PA) to break up or “dissolve” a clot in an artery, thereby restoring blood flow. This type of therapy is typically administered emergently 
(within three hours of the stroke) to a patient who has a confirmed ischemic stroke.

· Answer “no” if treatment was given for myocardial infarction (MI). 
13.  Are any of the following conditions documented as having been present within four weeks prior to or during this hospitalization? 

· MESA Central Stroke Abstractor may determine validity of diagnosis according to her/his judgment of available records but may consult MESA physician as needed.

· Sources: ER report, H&P, consult, physician notes, discharge or death summary.

· Myocardial infarction (see Question 11G).
· Atrial fibrillation (see Question 11G); atrial flutter (AF) is a condition of organized, rapid contractions (200–400/minutes) of the atria.

· Rheumatic heart disease (RHD) is damage to the heart valves caused by rheumatic fever; valvular heart disease (see Question 11F). Answer “yes” to any history of valve disease, unless it is described as mild.

· A known history of an artificial valve should be marked as “Rheumatic heart disease or any valvular heart disease.”

· Intracardiac thrombus (see Question 11F).
· Systemic or pulmonary embolus is an embolus in any part of the body other than the brain.

· Hematologic abnormality: hypercoagulable state is a condition of being prone to developing blood clots. Look for any of the following: promyelocytic leukemia (PML), protein S deficiency, protein C deficiency, antithrombin III deficiency, Factor V Leiden, resistance to activated protein C, prothrombin gene mutation, polycythemia vera, dysproteinemias, or other blood condition specifically termed hypercoagulable or described as causing hyperviscosity by a physician; include disseminated intravascular coagulability (DIC), if it resulted in hypercoagulable state.

· Other evidence of cause of stroke: [write on form in capital letters]

· Tumor includes brain neoplasm, glioma, meningioma, astrocytoma, oligodendroglioma, pituitary adenoma, brain metastasis, neuroma or subarachnoid cyst; conditions that are “probable” or “consistent with brain tumor.”

· Trauma (blunt trauma to the head, with loss of consciousness [LOC]) includes basilar skill fracture (with or without CSF leak or rhinorrhea), subdural hematoma (subdural hemorrhage, or SDH), epidural hematoma.  If trauma due to a fall at onset of neuro symptoms, then record “no.” SDH with or without known trauma and no other evidence of stroke/TIA (e.g., SDH coded 432._) should be marked by the Central Abstractor as “no event” if it indeed has no cerebrovascular relevance.  The Central Abstractor should then inform the Field Center to indicate “no event” on the Final Notification form as well.  
· Infection may include subacute bacterial endocarditis (infective endocarditis), which can predispose to emboli.

· Hemorrhagic states may include blood diseases that lead to defects in clotting, such as thrombocytopenia (TCP), leukemia, aplastic anemia, liver disease, vitamin K deficiency; anticoagulation therapy such as Coumadin, warfarin, or heparin; side effects from anti-cancer drugs.
· If the records indicate a history of Patent Foramen Ovale (PFO) but no echocardiography was performed, PFO should be written as an ‘other’ cause of stroke.
· If ‘other’ cause, write in name in capital letters.

· If any of the above (tumor, trauma, infection, or hemorrhagic state) were present but did not cause the stroke, they should instead be recorded in the next category (“Other non-stroke disease process that likely caused a focal neurological deficit”).  Look at information from attending physician (e.g., discharge summary) to determine whether the above did or did not cause the stroke.

· Other non-stroke disease process that likely caused a focal neurological deficit.
· Use the clinical opinion of the attending physician to determine “likely caused”?  [write on form in capital letters] include: multiple sclerosis (MS), hyper- or hypoglycemia, vasculitis, systemic lupus erythematosis (SLE), giant cell Arteritis, tertiary syphilis, CNS abscess, radiation to the head, peripheral neuropathy, diabetic neuropathy, myopathy/muscular dystrophies, Guillain-Barre syndrome, polyneuropathy, entrapment neuropathy (i.e., carpal tunnel syndrome), radicular problems (i.e., cervical or lumbar radiculopathy), subclavian steal, shock, severe hypotension, or other likely cause identified by physician.
14.
Did the participant die during this hospitalization?

· Sources: ER report, H&P, consult, physician notes, discharge or death summary.

· If ‘yes’, skip last two questions.

15.
At the time of discharge, had the participant made a complete recovery from this neurologic event?

· Sources: Consult, physician notes, discharge summary.

· The presence of any residual deficits or any weakness is an indication of an incomplete recovery.
16.
At the time of discharge, did the participant require more help from another person for everyday activities (e.g., dressing, bathing, eating) compared to state prior to event? 

· This question concerns change from pre-event status.

· “Unknown” may be marked if records do not provide adequate information to know whether help was needed.

· Sources: Consult, physician notes, discharge summary. (PT, OT, or Nsg notes may be used if available) 
D.6.4
Action Required When Abstraction Form is Complete
After the Hospital Abstraction form is complete, the Central Abstractor will tell the site to blind the remaining pages in the PDF on the secure server and complete the Final Notice.  See more instruction on the managing of medical records in Section 7.1.
Multi-Ethnic S tudy of A therosclerosis  Hospital Abstraction / Stroke Form

Participant ID:
____________

Hospital Code: 
____________
History and Hospital Record

1. Was the participant hospitalized as an immediate consequence of this event?

· Yes 
· No 
· Unknown

2. Did the stroke/TIA occur during a hospitalization for a different reason?

· Yes 
· No 
· Unknown

3. Please answer the following for the hospital admission abstracted on this form:

· Date of admission: 
· Unknown 
· Month / Day / Year:
__/__/____
· Date of discharge or death: 
· Unknown 
· Month / Day / Year
__/__/____
4. Was the participant transferred to this hospital from another hospital, or from this hospital to another?
· Yes Obtain hospital records from other hospital and complete relevant abstraction form(s).  Continue to Question 5
· No (If "No" or "Unknown," continue to Question 5.)
· Unknown

5. Is the time of onset of symptoms known?
· Yes
· No, patient awoke from sleep with deficits 
· No, patient found with deficits
6. Has the participant ever had a TIA before this event?
· Yes 
· No (If "No" or "Unknown," skip to Question 7.)

· Unknown
· How long before the current event?  

· Within the last 30 days (inclusive)

· More than 30 days prior
· Unknown

· Prior TIA in same territory as present neurologic signs and symptoms?

· Yes 

· No 

· Unknown

7. Has the participant ever had a stroke before this event?

· Yes 

· No (If "No" or "Unknown," skip to Question 8.)

· Unknown

· How long before the current event?

· Within the last 30 days (inclusive)

· More than 30 days prior

· Unknown

· Approximate date of old stroke, if known:

· Unknown 
· Month / Day / Year
__/__/____
· Types of stroke (check any that apply): 

· Ischemic 

· Yes 
· No 
· Unknown
· Intracerebral hemorrhage

· Yes 
· No 

· Unknown

· Subarachnoid hemorrhage

· Yes 

· No 

· Unknown 

· Unknown type

· Yes 

· No 

· Unknown

· Prior stroke(s) in same territory as the present neurologic signs and symptoms?

· Yes 

· No 

· Unknown

8. Is duration of this event known to be:
· Unknown
· More than 24 hours
· Until death within 24 hours
· Resolved within 24 hours (specify below):
· __ Hours
__ Minutes
9. Was the patient diagnosed with a typical "lacunar syndrome" (i.e., pure motor, pure sensory, ataxic hemiparesis, clumsy hand dysarthria, sensori motor)?

· Yes 

· No 

· Unknown

Answers to questions 10 should be based on the neurologic exam done at or around the time of admission or, for strokes occurring during the hospitalization, after the stroke.
Neurologic Examination

10. Degree of alertness during exam

· Alert

· Lethargic, drowsy or stupor

· Coma

· Unknown

Diagnostic Procedures

11. Were any of the following diagnostic procedures done during this hospitalization? If Yes, please indicate specific result.

11A. CT scan of head

· Yes 

· No 

· Unknown

· Done within 48 hours of event onset

· Yes 

· No 

· Unknown

· Done after 48 hours of event onset

· Yes 

· No 

· Unknown
If yes: (otherwise go to 11B)

· Subarachnoid hemorrhage

· Yes, new

· Yes, old

· Yes, both old and new 

· No 

· Unknown

· Intraparenchymal hemorrhage

· Yes, new

· Yes, old

· Yes, both old and new 

· No 

· Unknown

· Infarct
· Yes, new

· Yes, old

· Yes, both old and new 

· No 

· Unknown
If yes: (otherwise go to 11B)

· Hemorrhagic infarction
· Yes, new

· Yes, old

· Yes, both old and new 

· No 

· Unknown

· Cerebral cortical infarct
· Yes, new

· Yes, old

· Yes, both old and new 

· No 

· Unknown
· Small deep infarct
· Yes, new

· Yes, old

· Yes, both old and new 

· No 

· Unknown

· Brain stem infarct
· Yes, new

· Yes, old

· Yes, both old and new 

· No 

· Unknown

· Cerebellar infarct
· Yes, new

· Yes, old

· Yes, both old and new 

· No 

· Unknown

11B. MRI scan of head

· Yes 

· No 

· Unknown

If yes: (otherwise go to 11C)

· Subarachnoid hemorrhage

· Yes, new

· Yes, old

· Yes, both old and new 

· No 

· Unknown

· Intraparenchymal hemorrhage

· Yes, new

· Yes, old

· Yes, both old and new 

· No 

· Unknown

· Infarct
· Yes, new

· Yes, old

· Yes, both old and new 

· No 

· Unknown
If yes: (otherwise go to 11C)
· Hemorrhagic infarction
· Yes, new

· Yes, old

· Yes, both old and new 

· No 

· Unknown

· Cerebral cortical infarct
· Yes, new

· Yes, old

· Yes, both old and new 

· No 

· Unknown

· Small deep infarct
· Yes, new

· Yes, old

· Yes, both old and new 

· No 

· Unknown

· Brain stem infarct
· Yes, new

· Yes, old

· Yes, both old and new 

· No 

· Unknown

· Cerebellar infarct
· Yes, new

· Yes, old

· Yes, both old and new 

· No 

· Unknown

11C. Lumbar Puncture

· Yes 

· No 

· Unknown
If yes: (otherwise go to 11D)

· Evidence of hemorrhage

· Yes 

· No 

· Unknown

11D. Carotid Doppler done

· Yes 

· No 

· Unknown
If yes: (otherwise go to : transcranial Doppler question below)

· Carotid Doppler indicating normal or less than 50% stenosis

· Yes 

· No 

· Unknown

· Carotid Doppler indicating normal or less than 50% stenosis Carotid Doppler indicating greater than or equal to 50% stenosis or occlusion on the
· Right side:

· Yes 

· No 

· Unknown

· Left side:

· Yes 

· No 

· Unknown

· Carotid Doppler indicating normal or less than 50% stenosis Carotid Doppler indicating vertebral artery abnormality

· Yes 

· No 

· Unknown

· Transcranial Doppler done

· Yes 

· No 

· Unknown

If yes: (otherwise go to 11E)

· Transcranial Doppler done Transcranial Doppler indicating intracranial artery abnormality

· Yes 

· No 

· Unknown

· Transcranial Doppler indicating extracranial artery abnormality

· Yes 

· No 

· Unknown

11E. Angiogram done (magnetic resonance angiogram, CT angram, or conventional angiogram)
· Yes 

· No 

· Unknown

If yes: (otherwise go to 11F)

Greater than or equal to 50% stenosis or occlusion of:

- Extracranial arteries

· Right carotid artery

· Yes 

· No 

· Unknown

· Left  carotid artery

· Yes 

· No 

· Unknown

· Vertebral artery

· Yes 
· No 
· Unknown
- Intracranial arteries

· Major cerebral stem artery (MCA, ICA, ACA, PCA)

· Yes 

· No 

· Unknown

· Vertebral artery

· Yes 

· No 

· Unknown

· Basilar artery

· Yes 

· No 

· Unknown

· AVM

· Yes 

· No 

· Intracranial aneurysm

· Yes 

· No 

· Dissection

· Yes 

· No 

· Arteritis or vasculitis

· Yes 

· No 

11F. Echocardiography (transthoracic or transesophageal) 

· Yes 

· No 

· Unknown

If yes: (otherwise go to 11G)

· Intracardiac thrombus

· Yes 
· No 
· Valvular heart disease

· Yes 
· No 
· Dilated ventricle or poor ventricular function

· Yes 
· No 
· Aortic arch atheroma

· Yes 
· No 
· Atrioseptal aneurysm

· Yes 
· No 
· Patent foramen ovale (PFO)

· Yes 

· No 

· Valve vegetations

· Yes 

· No 

· Spontaneous echo contrast

· Yes 

· No 

· Artificial valve (if yes, specify)

· Yes.
Specify __________________

· No 

11G. Initial EKG 

· Yes 

· No 

· Unknown

If yes: (otherwise go to 11B)

· Atrial fibrillation or flutter

· Yes 

· No 

· Acute myocardial infarction

· Yes 

· No 

11H. Surgical or autopsy evidence of stroke
· Yes 

· No 

· Unknown

If yes: (otherwise go to 12)

· Subarachnoid hemorrhage

· Yes 

· No 

· Unknown

· Intraparenchymal hemorrhage

· Yes 

· No 

· Unknown

· Ischemic stroke

· Yes 

· No 

· Unknown
If yes:
· Lacunae

· Yes 

· No 

· Unknown

· Embolic

· Yes 

· No 

· Unknown

· Atherosclerotic

· Yes 

· No 

· Unknown

12. Did the patient receive thrombolytic treatment for stroke?

· Yes 

· No 

· Unknown

13. Are any of the following conditions documented as having been present within four weeks prior to or during this hospitalization?

· Myocardial infarction
· Yes 

· No 

· Unknown

· Atrial fibrillation or flutter
· Yes 

· No 

· Unknown

· Rheumatic heart disease or any valvular heart disease

· Yes 

· No 

· Unknown

· Intracardiac thrombus
· Yes 

· No 

· Unknown

· Systemic or pulmonary embolus

· Yes 

· No 

· Unknown

· Hematologic abnormality: hypercoagulable state

· Yes 

· No 

· Unknown

· Other evidence of cause of stroke (e.g., tumor, trauma, infection, or hemorrhagic state)

· Yes 
Specify: ________________

· No 

· Unknown

· Another non-stroke disease process which likely caused a focal neurological deficit

· Yes 
Specify: ________________

· No 

· Unknown

14. Did the patient die during this hospitalization?

· Yes 

· No 

· Unknown
15. At the time of discharge, had the patient made a complete recovery from this event?

· Yes 

· No 

· Unknown

16. At the time of discharge, did the patient require more help from another person for everyday activities compared to state prior to event?

· Yes 

· No 

· Unknown

Abstractor ID:
___

Data Entry ID:
____

Date:

__/__/____
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