

1. SCREENING FORM  ELIGIBILITY FORM 

    Screen Number

  Patient Initials      
         Date form completed




2. SCREENING-CONTACT FORM
1. Patient Initials __________ (Name) __________   (Surname) 
2. Hospital No


   MRD No

4. Address _________ (House Number) _________ (Road Number) __________ (Nagar)      

__________ (Area) _____________ (City) __________ (State)

              (PIN)

5. Phone number (Residence) 



 Mobile
6. Contact 2 (Next of Kin) Name ____________ (Surname) __________ (Name) 

7. Phone number (Residence) 



 Mobile
Person completing    Last Name 
 First Initial 
Investigator’s Name 
Signature

form 

_______________    ________  _____________   ___________      _____________
3. SCREENING FORM   PRE-OPERATIVE ASSESSMENT 


1. Age
         years
2. Gender 
Male
   Female

3.   Use of tobacco?       No      Yes

Type (cross all that apply)


Cigarettes      Bidis
 Paan      chewing tobacco



Cigars

Pipes
     Snuff       Hookah/water pipe

Average per day 
   Year started



Date last used 
5. History of using alcohol       No        Yes

  grams per week

6. Co-morbidities





7. Type of surgery







8. Surgery and anesthesia details



9. Post-operative analgesia








Person completing form   Last Name    First Initial 
Investigator’s Name 
Signature

 _______________    
      _________     ________   ______________      _________

4. SCREENING FORM
 CLINICAL EVENTS DURING HOSPITALIZATION CRF 7 PAGE 1/1

SCREENING ID

                     DATE



   TIME

If patient is discharged after 30-day follow-up, do not include events / interventions already reported on 30 Day Follow-up CRF8. See CRF Manual for event definitions. Complete the required event CRF (number indicated by the side)


1. Death







     If yes, fill appendix 90

2. Pneumonia






     If yes, fill appendix 91

3. Sepsis/infection





     If yes, fill appendix 92

4. Respiratory failure





     If yes, fill appendix 93

5. Re-intubation/
Ventilation




     If yes, fill appendix 94

6. Exacerbation of lung disease




     If yes, fill appendix 96

7. Pleural effusion





     If yes, fill appendix 97

8. Severe peri-operative desaturation



     

9.  Myocardial infarction




     
     If yes, fill appendix 99

10. Congestive cardiac failure




    If yes, fill appendix 100

11. New onset arrhythmias




    If yes, fill appendix 101

12. Stroke







    If yes, fill appendix 102

13. Peri-operative delirium




    If yes, fill appendix 103

14.  New Onset Renal failure




    If yes, fill appendix 104

15. Intensive care Unit (ICU) 



a. Stay in ICU


b. Start time


               Transfer out time

16. Duration of hospital stay

       days

a. Date of admission

               Date of discharge

Person completing    Last Name 
 First Initial 
Investigator’s Name 
Signature

form 

 _______________    ________ _____________ ___________      _____________
5. SCREENING FORM
 30-DAY FOLLOW-UP CRF 8 PAGE 1/1

           UNIQUE ID

      DATE




   TIME








Yes
No




1. Follow-up completed?



                     Specify reason _______

2. 30 Day Post-Randomization Follow-up Date

3. Has the patient been re-hospitalized since discharge? (select only one)

a. Never discharged

b. No

c. Yes





      Date

If yes, was admission for pulmonary complication?

Yes
  No

4. Clinical events up to 30 days after surgery (Report events / interventions up to 30 days post-study entry (do not include events / interventions already reported on CRF 7. See CRF Manual for event definitions. Complete the required event CRF)

          Yes
   No

a. Pneumonia 

b. Sepsis/infection

c. Respiratory failure

d. Re-intubation/ventilation

e. Exacerbation of Lung disease

f. Myocardial Infarction

g. Did the patient die?






Person completing    Last Name 
 First Initial 
Investigator’s Name 
Signature

form 

_______________    ________ _____________ ___________      _____________
INCLUSION-‘YES’ to BOTH 1 & 2 Yes  No


Age >18 years


Elective non-cardiac surgery 


under general anesthesia





EXCLUSION ‘NO’ to BOTH 3 & 4       Yes No


known case of obstructive sleep apnea


Pre-operative pneumonia OR acute exacerbation of COPD or Asthma OR respiratory failure at study entry





        SCREEN FOR ATLEAST TWO OF THE BELOW    Yes     No


History of snoring


History of feeling tired or sleepy during daytime


History of witnessed apnoeas during sleep


History of diagnosed or treated hypertension


Measured Body Mass Index > 28 Kg/m2


Measured Neck Circumference >40 centimetres





Screen failure; complete screening ‘Q’ only





Proceed to STUDY





3. Date of admission


    Date of discharge





4. MEASURMENTS


Height				    meters


Weight				   Kg


BMI


Neck circumference		cm


Waist circumference		   cm


Hip circumference		   cm





History of COPD		    Yes	     No		History of diabetes


History of tuberculosis				History of hypertension


History of asthma					ASA class


History of coronary artery disease


History of diagnosed ‘active’ cancer





General Sx	Partial/Total colostomy     Visceral reduction      Gastric Sx	    Others ______


Orthopedic Sx	     Major hip/pelvic Sx      Internal fixation	       Spine Sx	   Others ______


Gynecologic Sx     Gyn Oncologic Sx       Hysterectomy	        Others ______


Urologic Sx	      Uro Oncologic Sx	       Radical Prostatectomy	TURP 	    Others ______


        Other surgery ____________





Epidural analgesia & anesthesia


Onset		   End		   Time


Oral or Injectable opioids	  Dose


Morphine	Tramadol	Others


Oral or injectable NSAID’s	  Dose


Paracetamol		Dose








Duration of anesthesia


Onset		   End		   Time


Duration of Surgery


Onset		   End		   Time


Was the patient transfused?


If yes, 		WB	PC	Plts	FFP


If yes, number of units





Yes	         		No








