

                     EVENT FORM
APPENDIX 90 DEATH REPORT 
           UNIQUE ID

                       DATE



   TIME


1. Date of death

2. Site death declared        Hospital
Home
    Others (specify) ____________

3. Cause of death
a. Unknown

b. Non-vascular
i. Pneumonia



    Complete appendix 91
ii. Sepsis




    Complete appendix 92
iii. Renal failure



    Complete appendix 103
iv. Cancer

v. Others (specify) ____________
c. Cardiovascular
i. Myocardial Infarction


      Complete appendix 99
ii. Arrhythmia



      Complete appendix 101
iii. Congestive Heart Failure

      Complete appendix 100
iv. Stroke




      Complete appendix 102
v. Pulmonary embolism

vi. Bleeding

vii. Others (specify) _____________
Person completing    Last Name 
 First Initial 
Investigator’s Name 
Signature

form 
 _______________    ________ _____________ ___________      _____________

COHERE-OSA SUB-STUDY

EVENT FORM
APPENDIX 91 PNEUMONIA REPORT 
           UNIQUE ID

                       DATE



   TIME


1. Date of diagnosis of pneumonia

2. Did the patient present with any of the following? (Cross all that apply)  Yes   No
a. New onset of purulent sputum or change in character of sputum 

b. Fever

c. Crepitations or dullness on physical examination of chest

d. Isolation of organism from blood culture

e. Isolation of pathogen from trans-tracheal aspirate or 
broncho-alveolar lavage specimen ______________________ (specify)
3. Chest radiological findings? (Cross all that apply)

New or progressive infiltrate 

Cavitation

Consolidation



Pleural effusion
       fill Appendix 98







Yes
No

4. Did patient require Bi-PAP?



          If yes, fill Appendix 93
a. Start time


End time


5. Did the patient require intubation?


          If yes, fill Appendix 94
a. Date



   Time of intubation 


b. Extubation

               Time of extubation 


6. Was the patient ventilated? 




fill Appendix 93-94
7. Did the patient die? 





fill Appendix 90
8. Did Pneumonia resolve? 




If yes, date 

9. Was pneumonia associated with sepsis? 


fill Appendix 92
10. Antibiotics administered 
Piperacillin-Tazo
Cefepime
Cefoperazone-subactum
Meropenem
  Vancomycin

Linezolid
Teicoplanin
Others (specify) _____  
Duration 
 (days)

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

 _______________    ________ _____________ ___________      _____________

COHERE-OSA SUB-STUDY
EVENT FORM
APPENDIX 92 SEPSIS/INFECTION REPORT 
           UNIQUE ID

                       DATE



   TIME


1. Date of diagnosis of infection


2. Did the patient present with any of the following? 
        Yes
No
a) Core temperature > 380 C or <360C

b) Heart rate > 90 bpm

c) Respiratory rate > 20 breaths/min
d) White blood cells count > 12 x 109/L or < 4 x 109/L
3. Infection site (check all that apply)
Surgical site 


Anastomotic leakage
Pneumonia 


Peritonitis
Urinary tract infection

Central nervous system infection

Others (specify) ___________
4. Organism isolated 
Yes
No  If yes, organism ________ (Sample)____
5. Describe the type of treatment the patient received
a. Re-operation


Antibiotics

b. Antifungal agents

Incision and drainage 

c. Percutaneous drainage 
Others (specify)________
   Yes
No
6. Was the patient shifted to ICU due to sepsis?


Recheck CRF 7
7. Was sepsis associated with hypotension? 
If yes, Duration
  hrs.
 Rx code

(see CRF 6)
8. Did the patient develop respiratory failure?


Fill Appendix 93

9. Did sepsis recover?





Date

10. Did the patient die?





fill Appendix 90 
Person completing    Last Name 
 First Initial 
Investigator’s Name 
Signature

form 
 _______________    ________ _____________ ___________      _____________

COHERE-OSA SUB-STUDY
EVENT FORM 
APPENDIX 93 RESPIRATORY FAILURE REPORT 
           UNIQUE ID

                       DATE



   TIME


1. Date of diagnosis of respiratory failure

     Time 
2. Which clinical symptoms/signs were present (Cross all that apply)

Severe breathlessness

Tachypnea

Cyanosis


Diaphoresis

Prostration

3. Pulse oximetry finding at the time of diagnosis of respiratory failure

a. SpO2 

%
Heart rate 
     b/min
4. Arterial blood gas analysis at the time diagnosis of respiratory failure
pH

paO2

mm Hg
paCO2
mm Hg
HCO3

 mEq/L
SaO2
         %







Yes
No
5. Was the patient moved to ICU? 



         Recheck CRF 7

6. Did patient require Bi-PAP?

Date


       See Appendix 94

a. Start time



  End time

b. Outcome
Successful
  Failed
         No change

7. Did the patient require intubation?



        Fill Appendix 94
8. Was the patient ventilated? 




        Fill Appendix 94
9. Was resp. failure associated with sepsis?


        Fill Appendix 92
        
10. Did the patient die? 





        Fill Appendix 90
Person completing    Last Name 
 First Initial 
Investigator’s Name 
Signature

form 
_______________    ________ _____________ ___________      _____________

COHERE-OSA SUB-STUDY
APPENDIX 94  RE-INTUBATION/ VENTILATION REPORT 
           UNIQUE ID

                       DATE



   TIME







Yes
No
1. Did the patient require intubation?




Date




Time of intubation 
2. Indication for re-intubation listed as
Respiratory failure
   Hemodynamic instability
   Distress with accessory muscle recruitment and paradoxical motion
    GCS< 9
Cardiac or respiratory arrest

Ventricular arrhythmia
Sedation for major agitation
     others (specify) _____

3. Was the patient ventilated?



    
If resp failure, Appendix 95
Date started 




Time of onset 



Date discontinued



Time discontinued 


4. Did the patient develop ARDS?

5. Did the patient receive BiPAP prior to ventilation?

Yes
  No
Date started 




Time of onset 



Date discontinued



Time discontinued

6. Mode of ventilation (Mark all that apply)
	Ventilatory mode
	Initiation date
	Initiation Time
	Discontinuation date
	Discontinuation time

	CMV
	
	
	
	

	SIMV
	
	
	
	

	SIMV+PS
	
	
	
	

	PSV
	
	
	
	

	Others (specify)
	
	
	
	



7. Did the patient die? 





If yes, fill Appendix 90
8. Was the patient extubated successfully?

Extubation date 



Time of extubation 
      9.   Complications after extubation

Hypoxemia 
   Atelectasis 
     Re-intubation      Death
   Others (specify) ________

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

 _______________    ________ _____________ ___________      _____________
COHERE-OSA SUB-STUDY
EVENT FORM
APPENDIX 96 EXACERBATION OF LUNG DISEASE 
           UNIQUE ID

                        DATE



   TIME

1. Underlying lung disease
Bronchial asthma
  COPD
ILD
    Others (specify) _____
2. Date when exacerbation noted 

3. Day post-surgery
4. Symptoms at the time of exacerbation (cross all that apply)
Increased cough

Increased expectoration

Fever



wheezing

Breathlessness


Tachypnea
5. Signs at the time of exacerbation (cross all that apply)
Wheeze


New crepitations



Chest X-ray abn.

Tachycardia
Hypoxemia spO2 
      %
6. Medications given

Yes     No


         Yes     No
Salbutamol




Oxygen
Inhaled steroids



Theophylline
Parenteral steroids



others
Antibiotics
7. Outcome of exacerbation


No
Yes
a. Exacerbation resolved

Date


Time

b. Hypoxemic respiratory failure
 

fill Appendix 93
c. Hypercapnic respiratory failure


fill Appendix 93
d. BiPAP given





fill Appendix 94
e. Intubation/ Mechanical Ventilation   


fill Appendix 94
f. Died






fill Appendix 90
Person completing form     Last Name      Initial        Investigator’s Name 
Signature

_______
   _______
   _______

_______
_______
COHERE-OSA SUB-STUDY
APPENDIX 97 PLEURAL DISEASE 
           UNIQUE ID

                       DATE



   TIME


1. Did the patient have pleural effusion?
Yes
  No

2. Date diagnosed


      Date resolved
 


3. Chest radiograph finding

a. Side
    Right
Left
     Bilateral 




b. Opacification of entire hemithorax

c. More than half but less than entire hemithorax

d. More than third but less than half of hemithorax
e. Less than one-third

                                                                                Yes   No

4. Was pleural effusion associated with pneumonia?
        
If yes, fill Appendix 92
5. Was pleural effusion associated with hypoxemia?

If yes, Lowest SPO2 
       %
6. Pleural effusion characteristics

	Parameter
	Value

	Sugar
	          mg/dL

	Protein
	          g/dL

	TLC
	          /µL

	                        DLC                     N
	

	LDH
	          IU/mL

	Gram’s stain and C/S
	

	Amylase
	


7. Treatment given for pleural effusion? 

Yes
   No
None

Therapeutic thoracocentesis

Pigtail insertion/ Intercostal tube drainage

VATS

Others (specify)
Person completing form    Last Name      Initial        Investigator’s Name 
Signature

_______
   _______
   _______

_______
_______

COHERE-OSA SUB-STUDY 
EVENT FORM
APPENDIX 98 SPIROMETRY 
           UNIQUE ID

                       DATE



   TIME

Fill if prior diagnosed COPD, Asthma or tuberculosis

1. Spirometry performed pre-operatively? 
Yes
   No
If Yes, Was the maneuver acceptable and reproducible?
Yes
  No
If No, Code (see CRF Manual, CRF 4)
	Parameter
	Value
	Predicted
	% Predicted
	BDR %
	BDR mL

	FEV1
	
	
	
	
	

	FVC
	
	
	
	
	

	FEV1/FVC
	
	
	
	
	


3. Current medications (mark all appropriate)





Yes
No

Duration (months)

Salbutamol inhaler

ICS-Fluticasone/ Budesonide

Salmetrol/Formoterol+ ICS

Theophylline

Monteleukast
4. Symptom control in the last four weeks (select only one; CRF 4 Manual)
Well controlled

Partially controlled

Poorly controlled
5. Chest radiograph 

Normal
Abnormal
Specify _____________
Person completing    Last Name 
 First Initial 
Investigator’s Name 
Signature

form 
 _______________    ________ _____________ ___________      _____________ 

COHERE-OSA SUB-STUDY
EVENT FORM 
APPENDIX 99 MYOCARDIAL INFARCTION

           UNIQUE ID

      
           DATE



   TIME









Yes
   No

1. Did the patient develop myocardial infarction?



Date


     Time of infarction 


2. Did the patient experience any of the following?
a. Chest discomfort?
b. Jaw, neck, arm discomfort, or shortness of breath?
c. Pulmonary edema?
3. Where there pathological Q waves on ECG?




4. Where there ECG changes suggestive of ischemia



5. If yes, location of the above

a. Anterior (V1- V4)

b. Lateral (I, AVL, V5, V6)

c. Inferior (II, III, AVF)

d. Other (please specify)_________________
6. Where troponin levels obtained?





a. If yes, were they elevated?






b. If elevated, Value




_________ ng/mL


7. Was the patient moved to the ICU/CCU due to MI?

 
8. Was the patient intubated because of pulmonary edema?

            Appendix 94
9. Did the patient die?







Appendix 90
Person completing    Last Name 
 First Initial 
Investigator’s Name 
Signature

form 
 _______________    ________ _____________ ___________      _____________

COHERE-OSA SUB-STUDY

EVENT REPORT NO
APPENDIX 100 CONGESTIVE CARDIAC FAILURE

           UNIQUE ID

      
           DATE



   TIME


1. Date of diagnosis of congestive cardiac failure

2. Did the patient have any of the below signs? (cross all that apply)

 Yes
  No

a. Raised JVP





b. Respiratory crepitations

c. Presence of S3



3. Did the patient present with any of the following radiological findings? (cross all that apply)





a. Vascular re-distribution
b. Interstitial pulmonary edema
c. Frank pulmonary edema
4. Did the patient have ejection fraction

       If yes, value
    %
measured?


5. Did the patient have BNP measured?

      If yes, value

pg/mL
6. Received CPAP/BiPAP for CCF?

             Appendix 94
7. Intubated/Ventilated because of CCF?

8. Was the patient shifted to ICU because

of CCF?


9. Did the patient die because of the CCF?


Appendix 90
Person completing    Last Name 
 First Initial 
Investigator’s Name 
Signature

form 
 _______________    ________ _____________ ___________      _____________

COHERE-OSA SUB-STUDY

EVENT REPORT NO
APPENDIX 101 NEW CLINICALLY IMPORTANT ARRHYTHMIA

           UNIQUE ID

      
           DATE



   TIME


10. Date of diagnosis of arrhythmia
11. Type of new onset arrhythmia

a. Atrial Fibrillation



Ventricular tachycardia

b. Supraventricular Tachycardia

Ventricular fibrillation

12. Did the patient develop a new arrhythmia that resulted in any of the following? (cross all that apply)



Yes
No

a. Angina
b. Congestive cardiac failure

c. Symptomatic hypotension

13. Did the patient require any of the following treatments? (cross all that apply) 
a. Rate controlling drugs

b. Anti-arrhythmic drugs

c. Electrical cardioversion
14. Was anti-thrombotic therapy initiated?
15. Was the patient shifted to ICU because

of the new-onset arrhythmia?


16. Did the patient die because of the 

arrhythmia?

Person completing    Last Name 
 First Initial 
Investigator’s Name 
Signature

form 
 _______________    ________ _____________ ___________      _____________

COHERE-OSA SUB-STUDY

EVENT REPORT NO
APPENDIX 102 STROKE

           UNIQUE ID

      
           DATE



   TIME

1. Did the patient develop myocardial infarction?
    Yes
        No


Date


     Time of infarction 


2. At the time of stroke, were any of the below recorded?
a. Level of consciousness       Alert
Drowsy     Unconscious      Unable to determine
b. Orientation

Oriented
Disoriented
 Unable to determine
c. Side of symptoms
Left

Right

 Unable to determine
d. Weakness (cross all)

Face
  Arm
    Leg
e. Speech

None
   Dysarthria
  Aphasia
Unable to determine
3. Type of stroke

a.     Ischemic



If ischemic, cross all that apply

b.    Hemorrhagic



   No      Possible  Probable   Definite


c.    SAH



Large vessel


d.    Unable to determine

Small vessel

Cardio-embolic

Watershed

Others (specify)

4. Investigations



     Yes   No



   Yes   No
a. Evidence of stroke on CT/MRI

Atrial fibrillation

b. Carotid stenosis (>50%)


Left ventricle thrombus

5. Was the patient moved to the ICU/CCU due to Stroke?

 
6. Was the patient intubated because of stroke?



            Appendix 94
7. Did the patient die?







Appendix 90
Person completing    Last Name 
 First Initial 
Investigator’s Name 
Signature

form 
 _______________    ________ _____________ ___________      _____________

COHERE-OSA SUB-STUDY

EVENT REPORT NO
APPENDIX 103 POST-OPERATIVE DELIRIUM

           UNIQUE ID

      
           DATE



   TIME

1. Did the patient develop delirium?
    Yes
        No


Date


     Time of infarction 


2. At the time of delirium, were any of the below recorded?

Yes
No
a. Acute onset or fluctuating course

i. Is there evidence of an acute change in mental status 
from the baseline?
ii. Did the (abnormal) behavior fluctuate?

b. Inattention
i. Did the patient have difficulty focusing attention?

c. Disorganized thinking
d. Altered level of consciousness

Person completing    Last Name 
 First Initial 
Investigator’s Name 
Signature

form 
 _______________    ________ _____________ ___________      _____________

COHERE-OSA SUB-STUDY
APPENDIX 103 NEW ONSET RENAL FAILURE 
           UNIQUE ID

                      DATE



   TIME


1. Date of new acute renal failure
2. Date of institution of dialysis

3. Type of dialysis used (record all that apply)

a) Hemodialysis
b) Peritoneal dialysis
c) Hemofiltration
4. Highest serum creatinine level measured


   mg/dL
a. Highest pre-op value


mg/dL

Date
b. Highest post-op value


mg/dL

Date

5. What was the etiology of acute renal failure?

a) Infection (Pulmonary)

b) Infection (extra-pulmonary)

c) Drug-induced

d) Hypotension or shock

e) Others (specify) _________



Yes
No
6. Was the patient moved to the ICU due to renal failure?
7. Did the patient die because of renal failure? 


If yes, fill Appendix 90

8. Duration of renal failure



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

form 
 _______________    ________ _____________ ___________      _____________
COHERE-OSA SUB-STUDY
WEEKLY SCREENING LOG      CRF 201 PAGE 1/1


      DATE




   TIME


Week





through



    D D
       M M
Y Y Y Y

        D D
 M M
     Y Y Y Y

Week Number
A. SCREENING SUMMARY
1. Total number of patients eligible for recruitment

2. Total number of patients enrolled

3. Total number of patients eligible but NOT enrolled

4. Total number of eligible but not enrolled patients

B. REASON FOR MISSED PATIENTS

For patients eligible but not enrolled, please record number of patients not enrolled in study for each reason.

1. Patient not identified pre-operatively
2. Screener not available/not working
3. Known case of OSA
4. Patient or family did not consent to participate

5. Physician declined to have patient participate

6. Other, please provide reasons _____________
Screening week - refers to week starting 0700 hrs Monday to 0659 hrs Monday the following week
Person completing    Last Name 
 First Initial 
Investigator’s Name 
Signature

form 
 _______________    ________ _____________ ___________      _____________
5

