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D.8
Physician Questionnaire: Stroke/TIA

D.8.1
Introduction

The purpose of the Physician Questionnaire: Stroke/TIA form (which will be called “the physician questionnaire” for the remainder of these instructions) is to confirm a diagnosis of stroke or TIA.  The physician questionnaire is an “if needed” form intended to be used primarily with non-hospitalized events (i.e., cases of outpatient diagnosis and treatment only) when the requested physician records and progress notes are insufficient.  Field center events staff, in consultation with a MESA physician reviewer, may also decide to send a physician questionnaire in cases of a hospitalized event if they feel the hospital records are incomplete or inconsistent and the investigation/classification process would benefit from the additional information a physician questionnaire might provide.

NOTE: It is preferred that, when investigating an out-of-hospital event, the Field Center request records (progress notes and test/procedure results) first. If the Abstractor determines that there is not enough information, then the Physician Questionnaire should be sent to obtain more information.  If you collect records rather than a PQ, you do not need to submit an override for the PQ.   It is requested that you comment in the ‘Investigation Notes’ tab in the software if you try to obtain it and cannot. This information will go to the Reviewers.

In order to simplify the instructions, the pronoun “she” will be used to refer to the physician, “he” to the participant.

The physician questionnaire is a self-administered form. It is mailed to the participant’s primary care physician or neurologist or other specialist who treated the participant for his cerebrovascular condition. In most cases, sending one physician questionnaire will be sufficient. However, there may be more than one physician who can supply vital information about the event under investigation. In that case, you may send a physician questionnaire to more than one physician.

The physician questionnaire should be sent with a cover letter that explains what MESA is and why you are seeking the physician’s input. (See Appendix E for sample letters.) Enter the participant’s name and date of birth in the spaces provided so he can be easily identified by the physician. Include a stamped, self-addressed envelope in which the physician can return the questionnaire.  Also include a copy of a release of information that the participant has signed.

Review returned forms carefully to make sure they are “scannable.” Ensure, for example, there are no stray marks that cover items essential for the form to be scanned (such as the ID number in the lower left corner). Also, a form that has been mailed out and back may have extraneous folds, creases, tears, etc., that would make it difficult or impossible to be scanned properly. In these cases, it is acceptable to transcribe the physician responses to a clean form for scanning. Be sure to (a) document that the scanned form is a copy of the original and (b) retain a copy of the original form.

In most cases, the questionnaire will be completed by the physician and returned by mail. However, the physician may complete the form over the phone (or in person), with an MESA abstractor or physician reviewer. When the questionnaire is administered by phone, use the following guidelines to complete the questions.

D.8.2
Item-by-Item Instructions

Question One

If the physician indicates she is not familiar with the participant’s medical history or the circumstances surrounding this potential event, ask her if she knows of another physician who might be able to supply this information. If she says “no,” thank the her for her time and conclude the interview. If the physician knows of another physician who might be better able to supply pertinent information about the event under discussion, ask for and document that second physician’s name and contact information. Thank the physician for her time and conclude the interview.  If the physician is familiar the participant, proceed to Question Two.

Question Two

Ask the physician the date she last saw the participant. Document response.
Question Three

If the physician indicated in Question One that she is aware of the participant’s medical history,  ask if the participant has ever “had, or been suspected of having, a cerebrovascular event such as a stroke, TIA, or amaurosis fugax.”  If the physician indicates no knowledge of the participant’s having been diagnosed with, or suspected of having, any of these conditions, thank the physician for her time and conclude the interview.

Question Four

Ask the physician the date of the most recent event of this type (i.e., any major neurologic event).  Document response.

· Read all listed diagnosis responses. Mark the diagnosis the physician feels most closely defines the participant’s most recent neurologic event. If the physician indicates the participant’s most recent neurologic event was not a stroke or TIA, indicate the type of event in the space provided.  Please write response in all capital letters.

· Ask the physician if the certainty of this diagnosis was “definite,” “probable,” or “possible.”  Record response.

· Ask if the participant was hospitalized for this event. If yes, the name and city of the hospital is needed in order to collect the respective records. If no, skip to Question Five.  

Question Five

Ask the physician, “The symptoms were in the distribution of which vessel?” and read choices.  Record response.

Question Six

Ask the physician if the participant had any of the diagnostic tests listed in Question Six. Specifically ask about each listed test, and then ask if the participant had any cerebrovascular diagnostic test not listed in Question Six. If so, indicate which test (please write in all capital letters). For all reports that you do not already have at the FC, ask the physician to send copies of all reports for tests for which she gave a “yes” response.

Question Seven

Ask the physician if the participant had any of the symptoms listed in Question Seven. Specifically ask about each listed symptom and mark “yes,” “no,” or “unknown,” as appropriate, for each. Ask if there were any other symptoms, and, if so, specify what type.  Please write in all capital letters.

Question Eight

Ask the physician if the neurological findings lasted longer than 24 hours from onset. If so, specify the length of time the symptoms lasted (please write in all capital letters—“FIFTY HOURS,” for example).

Question Nine

Ask the physician if the participant has/had been prescribed any of the medications listed in Question Nine. Specifically ask about each listed medication. Ask if the participant has/had been prescribed any medication not listed in Question Nine. If yes, specify which generic or brand name medication(s)—please write in all capital letters.  

Ask the physician if the participant has had more than one event of the type described in the preceding questions.  If there was, then continue to Question Ten; if there was not, then thank the physician for her time and conclude the interview.

Question Ten

If there was a previous event, ask for the date of the first event.  Record the answer.

· Read all listed diagnosis responses. Select the diagnosis the physician feels most closely defines the participant’s neurologic event. If the physician indicates the event was not a stroke or TIA, indicate the typed of event in the space provided (write response in all capital letters).

· Ask the physician if the certainty of this diagnosis was “definite,” “probable,” or “possible.” Record response.
· Ask if the participant was hospitalized for this event. If yes, the name and city of the hospital is needed in order to collect the records of this hospitalization.

D.8.3
Other Form Information

In the “Sequence ID” field on the upper right corner of page 1, enter the sequence number appropriate to this form. The “Sequence ID” is determined by number of a particular form completed for a given event. If this is the first physician questionnaire sent for this investigation, the Sequence ID is “01”; the second (if any) physician questionnaire sent for this investigation is Sequence ID “02,” etc. The Sequence ID is necessary to distinguish each physician questionnaire sent as a unique form within the MESA database.

Review the form carefully and enter your Reviewer ID in the space at the bottom of pg. 3.

If a telephone interview, record the physician’s name in the “Form Completed By” field and enter the date the interview was completed. Submit the form for data entry.

D.8.4
Action Required After Form is Complete

Determine if any additional follow-up is needed. For example, if the physician identified a previously unknown physician who treated the participant, it may be appropriate to send her a physician questionnaire. If the physician indicated the participant was hospitalized and these records have not yet been obtained, you will need to commence the records collection procedure.

Send additional forms or collect additional data as needed.
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Public reporting burden for this collection of information is estimated to average 10 minutes per

response, including the time for reviewing instructions, searching existing data sources,

gathering and maintaining the data needed, and completing and reviewing the collection of

information.  An agency may not conduct or sponsor, and a person is not required to respond to,

a collection of information unless it displays a currently valid OMB control number.  Send

comments regarding this burden estimate or any other aspect of this collection of information ,

including suggestions for reducing this burden, to: NIH, Project Clearance Branch, 6705

Rockledge Drive, MSC 7974, Bethesda, MD, 20892-7974, ATTN: PRA 0925- 0493 .  Do not

return the completed form to this address.
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Participant ID:

Sequence Num:

OMB #0925-0493  Exp: 10/31/07

(For MESA Field

Center use only)

Participant Name:  _______________________________________           Date-of-Birth: _____/_____/_____

Please complete only this page if you are not

familiar with this participant's medical history.

Please fill in the appropriate bubbles and write responses in the blanks provided.

1.    Are you familiar with the participant's medical

 history?

Are you aware of another physician who could provide

information regarding this participant?

Please fill in the physician's name and address,  sign and

date the form at the bottom of page 3 and return form .

Please continue to

Question 2 on page 2

Please sign and date the form at the

bottom of page 3 and return form.

Yes No

Yes No

8000028  12

0361600062
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3.    In your opinion, has the patient ever had a

cerebrovascular event such as a stroke, TIA or

amaurosis fugax?

Yes No Unsure

If "No," skip to the end of the form,

sign and date at the bottom of

page 3 and return form..

Month  Day Year

/ /

4.     When was the  most recent  event of this type?

4a.     This most recent event was a(n):

If not a stroke or TIA, what was the diagnosis?

4b.     The certainty of the diagnosis is:

Definite

Probable

Possible

4c.     Was the patient hospitalized?

Name of Hospital:

City/State:

Not a stroke or TIA

Stroke, uncertain type

TIA

Brain infarction

Intraparenchymal hemorrhage

Subarachnoid hemorrhage

Physician Questionnaire:  Stroke/TIA  (Page 2)

If "No," skip to

Question 5.

Yes

No

page 2 of 3

5.     The symptoms were in the distribution of which vessel?

Right carotid

Left carotid

Vertebral/Basilar

Unknown

6.     Which (if any) of the following diagnostic tests did the

       patient have?

CT of the head

MRI of the brain

Carotid ultrasound

Electrocardiogram

Echocardiogram

Other

Yes No Unknown

If other,

Please

specify:

Hypercoagulation work-up

7.     Which (if any) of the following symptoms or physical

       findings were present in the most recent event?

Yes No Unknown

Severe headache

Diminished level of

    conciousness

Loss of conciousness

Language deficit/aphasia

Hemineglect

Dysarthria

Visual field deficit

Weakness or drift

Hemiplegia

Ataxia

Sensory deficit

Asymmetry of reflexes

Babinski

Abnormal gait

Other

If other,

please

specify:

2.     When did you last see the patient?

/ /

Month  Day Year

8000028  12
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8.    Did any neurological findings persist longer than

24 hours from onset?

9.    Which (if any) of the following medications were

        prescribed as therapy?

Thank you very much for your contribution to MESA.  Please sign and date this

questionnaire and return it to us in the self-addressed, stamped envelope.  If you

do not have the envelope, the address is:

Form completed by: Date:

Aspirin

Dipyridamole

Anti-coagulants

Ticlopidine or

Clopidogrel

Extended Release

Dipyridamole

Other

Yes No

Unknown
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If other,

please

specify:

Physician Questionnaire:  Stroke/TIA  (Page 3)

For MESA Field Center Use Only:

Yes No

Reviewer ID:

/ /

Data Entry ID:

10a.     This first event was a(n):

10b.     The certainty of the diagnosis

is:

If not a stroke or TIA, what was the diagnosis?

Definite

Probable

Possible

10c.     Was the patient hospitalized?

Name of hospital:

City/State:

If "No," skip to Question 5.

10.     When was the  first  event of this type?

/ /

Month  Day Year

Not a stroke or TIA

Stroke, uncertain type

TIA

Brain infarction

Intraparenchymal hemorrhage

Subarachnoid hemorrhage

Please specify:

If there has been more than one event of this type,

please continue to Question 10.

If not,  please  skip to the end of the form, sign and

date, and return the form to the MESA clinic.

Yes

No

8000028  12
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