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	CORE CASE RECORD FORM for Singapore Severe Acute Respiratory Infection study group (SARIs) (adapted from ISARIC) – 28th May 2013 v1.0


CASE RECORD FORM SARIs – (adapted from ISARIC) 28th May 2013 v1.0

Sections – RECRUITMENT AND OUTCOME; DAILY RECORD; SUPPLEMENTARY FORM
	1. Recruitment and Outcome (Demographics)                                       


Patient’s name: ______________________________                Patient’s IC:  __________________________

Study identification code:     ____________________________________ to discuss
Clinical centre: ____________________________       Form completed by:_______________________
Date of enrolment (dd/mm/yyyy): ______________ Date of admission to hospital (dd/mm/yyyy): _______

Date of admission to ICU (dd/mm/yyyy): ____________________
Date of birth (DD/MM/YYYY):  ___ /___ /____         Age _______ years 
Gender (circle appropriate): Male/Female               Ethnicity: Chinese/ Malay/ Indian/ Others

Ethnicity Others: ______________________________________________
Nationality: Singapore citizen/ Singapore Permanent Resident/ Work Permit/ Social Visit Pass/ Others

Nationality Others: ____________________________________________

Country of residence: Singapore/ Others              If others, free text: _________________________

Residential Address in Singapore (include postal code): ___________________________________

Living situation (majority of time in last 2 weeks): 

Home/ Military base/ Shelter/ Prison/ Boarding school or dormitory/ Nursing home or LTCF/ Others

If others, free text: _________________________________________________________________

Occupation (free text): ______________________________________________________________ 

Weight (at admission): ______kg/ lbs (circle)    Height: _______cm/ inches (circle)     
MUAC (if age<5yrs)________cm/ inches (circle)     
Transferred from another facility? (Yes  (No  (Unknown  


If YES: Date admitted to other facility (DD/MM/YYYY):__ /__ /______  
Name of transferring facility:________________________
History of confirmed infection (responsible for current symptoms): (Yes  (No  
Confirmed infection: (H7N9     (Other: _______________________________
History of close contact with a case of infection above?  (Yes, confirmed case    (Yes, suspected case    (No     (Unknown      

Has the patient travelled within 14 days of symptom onset?     (Yes   (No   (Unknown       

If YES, state location(s) below: (for more than below – tick box (Yes   - supplementary page)
Country:_________________________ City: __________________________   

Arrival Date(DD/MM/YYYY): ____ /____ /______ Deaprture Date (DD/MM/YYYY): ____ /____ /______                               

Country:_________________________ City: __________________________   

   Arrival Date(DD/MM/YYYY): ____ /____ /______ Departure Date (DD/MM/YYYY): ____ /____ /______                               In the previous 14 days, did the patient have contact with live animals? (Yes   (No   (Unknown   

If YES, specify Animal ______________________  Type of contact: ​​​________________________

(if multiple entries tick box (Yes   - supplementary page)
	2. Co-morbidities & Risk Factors (existing PRIOR TO ADMISSION)               


	Myocardial infarction (history)

Congestive heart failure

Peripheral vascular disease

Dementia


Chronic obstructive pulmonary disease (COPD)

(not asthma) 

Physician diagnosed asthma 

Other chronic lung diseases

Other chronic lung disease:

Peptic ulcer disease
Rheumatologic disease

Rheumatologic disease:

Chronic Liver disease 
Child-Pugh Staging

Aetiology Liver disease:

Free text for any other medical diagnosis (line list e.g. 1, 2, 3 …)
	(Yes   (No  (Unknown

(Yes   (No  (Unknown

(Yes  (No   (Unknown

(Yes   (No  (Unknown

(Yes   (No  (Unknown

(Yes   (No  (Unknown

(Yes   (No  (Unknown

________________

(Yes   (No  (Unknown

(Yes   (No  (Unknown

________________

(Yes   (No  (Unknown

(A   (B (C

_________________

_________________

__________________________________
	Diabetes – no chronic complications

Diabetes with chronic complications

Diabetes Chronic complications:

Stroke (with no residual deficit)

Stroke (with residual deficit)

Chronic Renal Disease

Aetiology CRD (If known)

Leukemia (acute or chronic) or

Lymphoma

Other hematologic malignancy:

Solid tumour (no metastases)

Metastatic solid tumour 

Histology, primary organ of tumour

If CA, tumour free for 5 years?

AIDS / HIV


	(Yes   (No  (Unknown

(Yes   (No  (Unknown

_________________

(Yes  (No   (Unknown

(Yes  (No   (Unknown

(Yes   (No  (Unknown

_________________

(Yes  (No   (Unknown

_________________

(Yes  (No   (Unknown

(Yes   (No  (Unknown

________________

(Yes   (No  (Unknown

(Yes   (No  (Unknown


	History of recurrent fever prior to admission? (Yes (No   (Unknown       

Proven Malaria? (Yes (No   (Unknown   
Receiving immunosuppressants (including inhaled/oral corticosteroids) prior to admission? 

(Yes   (No   (Unknown    

If YES: 

Name of immunosuppressant

Dose and frequency

Route of administration

Duration

                                   (unknown
(IV        (oral         (inhaled   

(other  (unknown
(days          __________

(weeks       __________

(years         __________

(unknown __________

Other chronic medications (more than 1 month):

(Yes   (No   (Unknown    

If YES: 

Name of medication

Dose and frequency

Route of administration

Duration

                                   (unknown
(IV        (oral         (inhaled   

(other  (unknown
(days          __________

(weeks       __________

(years         __________

(unknown __________

Pregnant? (Yes   (No (Unknown   (NA       Gestation at admission: ________weeks (round to nearest)
Post-partum (last 1 year)? (Yes   (No   (NA         Delivery date (DD/MM/YYYY) _____ /______/20_____          

Outcome: (Live birth   (Still birth

Baby tested for infection above? (Yes  (No  (Unknown  If YES: (Positive  (Negative    

Method: (PCR   (Other: _________ 

Infants (<1 year old): birth weight if known: ______kg/ lbs (circle)  ( Term-born (≥37wk GA)  (Preterm(<37wk GA)  (Unknown  
If age < 5 years:

Breastfed? (Yes    (No    (Unknown     If YES:   (Still breastfeeding   (Discontinued (at _______ weeks)

Development appropriate for age? (Yes (No (Unknown  

Vaccinations appropriate for age & country? (Yes (No (Unknown 
Smoking history? Never/ Current smoker or quit < 1 year/ Quit > 1 year

History of intravenous drug use?  Yes/  No

Any other risk factor(s) considered relevant: __________________________________________________


	3. Signs and Symptoms at Emergency department or first hospital contact (please complete every line) 
Date of onset of earliest symptom (for acute illness)  (DD/MM/YYYY):       /       /___________         

	Temperature:_________°C/°F (circle)                                             HR: _______beats per minute        RR:________ breaths per minute   

First Systolic BP:_______mmHg    First Diastolic BP: _______mmHg         

Highest Glasgow Coma Score at ED____________ (Range = 3-15) (Unknown

Sternal capillary refill time >2secs (children) only? (Yes  (No  (Unknown
First O2 saturation at ED before intervention: _____%      (Unknown 

Intubated & ventilated at ED? (Yes   (No   (Unknown      

If intubated & ventilated at ED: FiO2 ________ (Unknown; 

Not ventilated but receiving O2 at ED? (Yes (No  (Unknown   Supplemental FiO2 ________ (Unknown

On room air?   (Yes   (No   (Unknown      


	Admission signs and symptoms on inpatient records (associated with this episode of acute illness) 

	History of fever (>38°C)
Cough

Sputum production

Haemoptysis


Sore throat

Runny nose (rhinorrhoea)

Ear ache

Wheezing

Chest pain


Muscle aches (myalgia)

Joint pain (arthralgia)

Fatigue/malaise

Shortness of breath                          
	(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown
	Lower chest wall indrawing 

Headache

Altered consciousness/confusion 

Seizures


Abdominal pain 

Vomiting/nausea

Diarrhoea

Conjunctivitis

Skin rash

Skin ulcers

Lymphadenopathy

Bleeding

If bleeding, specify site:
	(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No  

(Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

_____________________


Glasgow Coma Scale:

Eye (1-4): Does not open; Opens to painful stimuli; Opens to voice; Opens spontaneously.

Verbal (1-5): No sound; Incomprehensible; Inappropriate words; Confused, disoriented; Oriented

Motor (1-6): No movements; Extension to pain (decerebrate); Flexion to pain (decorticate); Withdrawal to painful stimuli; Localizes painful stimuli; Obeys commands

OUTCOME RECORD:
	4. Outcome:    Date outcome section completed (DD/MM/YYYY): ____ /____ /20______

	Diagnoses for SARI episode:


Is aetiologic diagnosis established at end of admission? (Yes   (No   

Primary Pathologic syndrome/ organ (e.g. pneumonia).

1.












Secondary Pathologic syndrome/ organ (e.g encephalitis, myocarditis) (list all)

2.












3.












4.











5.












Is the primary process microbiologically-confirmed infection?  (Yes   (No   (Unknown    

If Yes, Microbiologic organism (if polymicrobial, list all organisms): 

__________________________________________________________________

Is the above diagnosis in agreement with diagnosis of managing team/ discharge diagnosis:

(Yes   (No   

Does the above diagnosis fulfil known diagnostic criteria (especially for syndromic diagnosis):

(Yes   (No   (Unknown    

If yes or no to above, which diagnostic criteria is referenced:

​​​​​​​​​__________________________________________________________________
Was the above information reviewed and agreed upon by a study team physician?

(Yes   (No   

Name of study team physician: ​________________________________________

Resolution of acute illness?  (Yes   (No   (Unknown    

If YES, date of resolution (DD/MM/YYYY): ____ /____ /20____ (Unknown 
Date discharged from current hospital (dd/mmm/yyyy): ______________________________________

Transferred to another facility? (Yes  (No  (Unknown          

If transferred, date of transfer (DD/MM/YYYY): ____ /____ /20______   

Name of facility transferred to: _________________(Unknown      
GCS at discharge (3-15): _________________________

Ability to self-care at discharge versus prior to illness:  

(Same as prior to illness  (Decreased   (Increased   (Unknown

Post-discharge treatment (if alive, check all that apply):           
Respiratory support/treatment?  (Yes   (No   (Unknown

Renal Treatment?   (Yes   (No   (Unknown              
Other Treatment? (Yes   (No   (Unknown     
If YES, specify other treatment (multiple permitted):








Died in hospital or palliative discharge? (Yes   (No   (Unknown   

If YES, date of death (DD/MM/YYYY): ____ /____ /20______        
Cause(s) of death: 




__________________________________________
Was an autopsy performed?     (Yes    (No    (Unknown
Key autopsy results:










______


Resolution of acute illness is defined as: 
Clearance of pathogen from appropriate samples (if re-sampled), return of systemic inflammatory response to considered 'normal' values and one of: 
1) recovery from organ failure(s)/need for organ support, 
2) resolution of the presenting complaint(s), 
3) return to life-style prior to illness.

	5. Complications: At any time during hospitalisation did the patient experience (please complete every line):

	Nosocomial complication

Nature of above:

Acute lung injury / ARDS

Pneumothorax

Pleural effusion

Bronchiolitis

Meningitis/ Encephalitis

Seizure(s)


Stroke

Congestive heart failure

Endocarditis

Myocarditis

Pericarditis

Cardiac arrhythmia                        


Cardiac ischaemia
	(Yes   (No   (Unknown

_________________

(Yes   (No   (Unknown 
(Yes   (No   (Unknown
(Yes   (No   (Unknown 
(Yes   (No   (Unknown
(Yes   (No   (Unknown 

(Yes   (No   (Unknown
(Yes   (No   (Unknown 

(Yes   (No   (Unknown
(Yes   (No   (Unknown

(Yes   (No   (Unknown 

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

	Cardiac arrest

Bacteraemia


Coagulopathy or DIC

Anaemia


Rhabdomyolysis or myositis

Acute renal injury/failure


Gastrointestinal bleeding

Pancreatitis


Hepatic dysfunction

Hyperglycemia


Hypoglycemia 

Other


If Other, specify:


	(Yes   (No   (Unknown

(Yes   (No   (Unknown 
(Yes   (No   (Unknown

(Yes   (No   (Unknown 
(Yes   (No   (Unknown

(Yes   (No   (Unknown 
(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown

(Yes   (No   (Unknown



	Definitions:

ARDS (Berlin definition Intensive Care Med. 2012 Oct; 38(10):1573):

1. Respiratory symptoms within one week of a known insult, or symptoms worsen in past week.

2. Bilateral opacities consistent with pulmonary oedema, not explained by pleural effusions, lobar collapse, lung collapse, or pulmonary nodules.

3. Above not explained by cardiac failure or fluid overload. Objective assessment (e.g. echo) is required if no risk factors for ARDS present.

4. PaO2/FiO2 <=300 mmHg on ventilator settings that had PEEP or CPAP >5cm H20.

All other conditions:
Diagnosed by managing team.


	
	
	
	


DAILY RECORD – DIVIDED INTO CLINICAL, INVASIVE INTERVENTIONS, INVESTIGATIONS, TREATMENT (12 midnight to 12 midnight)
Please complete this page daily during hospital admission.  Any additional information can be added on paper to the SUPPLEMENTARY DATA FORM, Section 7 –Any other additional information or directly to the electronic CRF on the CliRes database, Section 11-Additional Information.

Date (DD/MM/YYYY): ____/____/20____
Study Day: [____][____][____]  or  (3 months  (6 months
Study identification code:                                                      Date of birth (DD/MM/YYYY):  ___ /___ /____ 
	1. CLINICAL: (please complete every line daily during admission):

	Max temp: _______(C                             Min temp: _______(C

Max systolic BP: ____                              Min systolic BP:
HR Max: _________                                 HR Min: _________

RR Max: _________                                 RR Min: _________

Maximum SpO2:                                       Minimum SpO2:

Urine output in last 24 hours: ______________ mls  (Not measured
 


Fill this form only if patient had invasive interventions

Date (DD/MM/YYYY): ____/____/20____
Study Day: [____][____][____]  or  (3 months  (6 months
	2. INVASIVE INTERVENTIONS: 

	Is the patient currently receiving, or has s/he received in the past 24 hours (since the last report from was completed):

Care on ICU/ITU/IMC/HDU?  (Yes  (No    Supplemental oxygen?  (Yes (No   

Non-invasive mechanical ventilation? (eg. BIPAP, CPAP) (Yes (No   
Invasive mechanical ventilation?  (Yes   (No   

Oscillatory Ventilation? (Yes   (No  

If on supplemental oxygen, what is the maximum Fi02? __________________%
Extracorporeal membrane oxygenation (ECMO) or interventional lung-assist therapy (iLA)?  (ECMO   (iLA   (None  

Renal replacement therapy (RRT) or dialysis?   (Yes   (No   

Plasmapheresis? 
(Yes   (No   
   Inotropes/vasopressors? (Yes   (No   
Oral rehydration only? (Yes   (No          Intravenous Immunoglobulin?  (Yes   (No   
Blood transfusion or products? (Yes   (No   


Surgical procedures (Yes   (No   

Name of procedure as in operative notes: _____________________________________________

Other intervention (please specify): 








 


3. INVESTIGATIONS: BLOOD-BASED (excluding microbiology; include serology)

FILL THIS ONLY IF NEW INVESTIGATIONS FOR THE DAY (if pending state Pending).

Date (DD/MM/YYYY): ____/____/20____
Study Day: [____][____][____]  or  (3 months  (6 months
	Test name
	Date (dd/mm/yyyy)
	Time (hh:mm)
	Value (including units)
	Units

	Hemoglobin
	
	
	                                     
	g/dl

	Hematocrit
	
	
	                                    
	%

	WBC 
	
	
	                                
	X109/L

	Platelets
	
	
	                                
	X109/L

	APTT
	
	
	                                     
	s

	PT
	
	
	                                     
	s

	INR
	
	
	
	

	ESR
	
	
	
	mm/h

	Urea

	
	
	
	mmol/L

	Creatinine
	
	
	
	umol/L

	Sodium
	
	
	
	mmol/L

	Bilirubin
	
	
	
	umol/L

	Albumin
	
	
	
	g/dL

	ALT
	
	
	
	U/L

	AST
	
	
	
	U/L

	C-reactive protein
	
	
	
	mg/L

	Procalcitonin
	
	
	
	ug/L

	Glucose
	
	
	
	mmol/L

	LDH
	
	
	
	U/L

	Creatinine Kinase
	
	
	
	U/L

	Lactate
	
	
	
	mmol/L

	ABG (Fi02)
	
	
	
	%

	PH (ABG)
	
	
	
	

	PO2 (ABG)
	
	
	
	mmHg

	PCO2 (ABG)
	
	
	
	mmHg

	HCO3 (ABG)
	
	
	
	mmol/L

	BASE EXCESS (ABG)
	
	
	
	mmol/L

	O2 Sat (ABG)
	
	
	
	%


3. ADDITIONAL SHEET FOR BLOOD-BASED TESTS

Date (DD/MM/YYYY): ____/____/20____
Study Day: [____][____][____]  or  •3 months  •6 months
	Test name
	Date (dd/mm/yyyy)
	Time (hh:mm)
	Value (including units)
	Units

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Date (DD/MM/YYYY): ____/____/20____
Study Day: [____][____][____]  or  •3 months  •6 months
3. MICROBIOLOGIC INVESTIGATIONS (USE TERMS DIRECTLY AS IN LAB MANAGER)

	Test name
	Sample origin
	Time (hh:mm)
	Result

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Date (DD/MM/YYYY): ____/____/20____
Study Day: [____][____][____]  or  •3 months  •6 months

3. RADIOLOGIC INVESTIGATIONS 

Chest radiograph 

Time (mm/hr):

Report:

(Normal       

(Single lobar infiltrate          (Right   (Left   (Bilateral

(Multiple lobar infiltrate      (Right   (Left   (Bilateral
(Pleural effusion                    (Right   (Left   (Bilateral
(Pneumothorax                     (Right   (Left   (Bilateral
(Abscess                                  (Right   (Left   (Bilateral
(Bronchiolitis
(Cardiomegaly 
(Lympadenopathy 
Date (DD/MM/YYYY): ____/____/20____
Study Day: [____][____][____]  or  •3 months  •6 months

3. RADIOLOGIC INVESTIGATIONS 

Other (non-CXR) investigations

Test name:

Test site:
Time (mm/hr):

Report (Copy adverbatim from summary):

Date (DD/MM/YYYY): ____/____/20____
Study Day: [____][____][____]  or  •3 months  •6 months

3. HISTOPATHOLOGIC INVESTIGATIONS 

Test name:

Test site:
Time (mm/hr):

Report (Copy adverbatim from summary):

4. MEDICATION (USE AS MANY PAGES AS NEEDED)

If medication is discontinued on the same day as start, then check medications dispensed tab. (Abx: antibiotic/ ImmMod: Immune Modulator)

	Abx/ ImmMod
	Name
	Route
	Dose (number/ unit/ fq)
	Start date (dd/mm/yyyy)
	End date (dd/mm/yyyy)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


SAMPLE COLLECTION FORM

(Mei Ting to discuss with Joy and lab folks)

SUPPLEMENTARY FORM

Use this form to record information that does not fit the space provided in the CASE REPORT FORM.  

	1. Case Tracking Information



Demographics should match those entered in the CRF


Study identification code: ________________________         Date of birth (DD/MM/YYYY):  ___ /___ /____

	2. Has the patient travelled within 14 days of symptom onset – Additional Travel Locations


This refers to Section 1-Demographics of the CRF. If more than two locations were visited, enter the details of additional locations below:
Country:_________________________ City: __________________________   

Arrival Date(DD/MM/YYYY): ____ /____ /______ Deaprture Date (DD/MM/YYYY): ____ /____ /______                               

Country:_________________________ City: __________________________   

Arrival Date(DD/MM/YYYY): ____ /____ /______ Departure Date (DD/MM/YYYY): ____ /____ /______  

	3. In the previous 14 days, did the patient have contact with live animals – Additional Animal Contacts 


This refers to Section 1-Demographics of the CRF. If there was more than one animal contact, enter the details of additional contacts below:

Animal ______________________  Type of contact:






Animal ______________________  Type of contact:



______

Animal ______________________  Type of contact:



______

Animal ______________________  Type of contact:






Study identification code: __________________         Date of birth (DD/MM/YYYY):  ___ /___ /_______
4. Receiving immunosuppressants prior to admission – Additional Immunosuppressants

This refers to Section 2-Co-morbidities & Risk Factors of the CRF. If more than one immunosuppressant was being taken by the patient prior to admission, please enter the details of additional immunosuppresants below: 
Receiving immunosuppressants (including inhaled/oral corticosteroids) prior to admission? 
(Yes   (No   (Unknown    

If YES: 

	Name of immunosuppressant
	Dose and frequency
	Route of administration
	Duration

	
	                                   (unknown
	(IV        (oral         (inhaled   

(other  (unknown
	(days          __________

(weeks       __________

(years         __________

(unknown __________


Other chronic medications (more than 1 month):

(Yes   (No   (Unknown    

If YES: 

	Name of medication
	Dose and frequency
	Route of administration
	Duration

	
	                                   (unknown
	(IV        (oral         (inhaled   

(other  (unknown
	(days          __________

(weeks       __________

(years         __________

(unknown __________

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


1
Study identification code:  
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