
Appendix 2.20a 

ARBC TIABTROKE 
SUMMARY FORM 

O.M.B. 0925-08: 
exp. 7/92 

A-177 

NuMBm: CONTACT YEAR: I 1 FORM CODE: 
UII 
TSR VERSION: B OL 

rN4ME: I I I I I I I I I I I1 INITIALS: I I 

Public reporting burden for this collection of information is estimated to average.2 minutes per response, 
including time for reviewing instructions, searching existing data sources, gathering and maintaining the data 
needed, and completing and reviewing the collection of information. Send comments regarding the burden estimat 
or any other aspect of this collection of information including suggestions,for reducing this burden to 
Reports Clearance Officer, PHS, 721-H Hubert H. Humphrey Bldg., 200 Independence Ave. SW, Washington, D.C. 
20201, Attn. PRA; and to the Office of Management and Budget, Paperwork Reduction Project (OMB 0925-0281), 

1 Washington, D.C. 20503. 

INSTRUCTIONS: This form is completed during the Medical Data Review after all clinical exams are completed. Fo 
every positive symptom checked in column (a), check either Yes, No or Unsure in columns (b) and/ 
(c). In addition, indicate in column (b) and/or (c) your opinion whether the event(s) correspond 
to a TIA/Stroke. If one or more events were a TIA/STROKE, the medical data reviewer records the 
date of most recent event in item 7b. 

.., 
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TIA/STROKE SUMMARY FORM 
(4 (b) 

Symptoms from TIA/Stroke Form 

Questions from TIA/Strok& Form 

B. 

C. 

D. 

E. 

F. 

G. 

Sudden loss of speech. 
Question 3 is Yes. 

Sudden loss of vision. 
Question 10 is Yes. 

Sudden double vision. 
Question 17a is Yes or 
Don't Know. 

Sudden numbness; tingling 
or loss of feeling. 
Question 24 is No or 
Don't Know. 

Sudden paralysis or 
weakness. 
Question 32 is Yes. 

Sudden dizziness, 
loss of balance or 
sensation of spinning. 
Question 41 is No or 
Don't Know. 

WAS INIS A TIA/STROKE? 

DATEOFMOSTRKENT 

TIA/STROKE 

B. CODE NIJHWR 

DATEOFMEDICALDATAREVIEW 
WIM PARTICIPAICT 

POSITIVE SYMPTOM 
{Check Yes or No} 

Yes 

I 

cl 

I 

cl 

cl 

cl 

No 

cl 

q 
I 

I 

cl 

1 

I I I 1 

MEDICAL DATA REVIEWER 
{Check Yes, No or Unsure} 

IS THERE A NON-CM CAUSE? 

Yes No Unsure 

lclun 

2clncl 

4cKKl 

5clclcl 

6dzlclcl 

7a* cl El III 
7b. II 

Month YW 

8a* I 
(Reviewer) 

ARIC PHYSICIAN 
{Check Yes, No or Unsure} 

IS THERE A NON-0 CAUSE? 

Yes No Unsure 

lo* cl El I 
11* 1 III cl 

12- I cl cl 

13- cl cl cl 

14: cl cl III 

15* cl III I 

16. II 

(Reviewer) 

1 I 

IFONEORMORE POSITIVE SYMPTOMS, FILE ORIGINAL IN PARTICIPANT'S FOLDER. 
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ARIC ID LABEL: 
LASTNAME 

Tu/sTRoKE SYWTOHSHEDICALDATAREVIEUWORKS~: 

SPEECH VISION DOUBLE VISION -S WEAKNESS DIZZINESS (Circle one> 

1. Please describe this event: 

2. Did you see a physician for your problem? ElII If NO, skip to question 2b. 
Yes No 

a. What was the diagnosis7 ICI II 
TIA Stroke Unk Other: Specify 

b. What is your explanation for this event? 

1. 

2: 

SPREXX VISION DOUBLE VISION -S WEAKNESS DIZZINESS (Circle one) 

Please describe this event: 

Did you see a physician for your problem? ElII If NO, skip to question 2b. 
Yes No 

a. What was the diagnosis? I-cl do 
TIA Stroke Unk Other: Specify 

b. What is your explanation for this event? 

1. 

2. 

SPEECH VISION DOuBl.xvIs1ON NUKENESS UBAKNESS DIZZINESS (Circle one) 

Please describe this event: 

Did you see a physician for your problem? ICI 
Yes No 

a. What was the diagnosis? IZIEI II 
TIA Stroke Unk Other: 

b. What is your explanation for this event? 

If NO, skip to question 2b. 

Specify 

(turn over) 



. 

SPEECH VISION DOUBLE VISION NUMBNESS WEAKNES DIZZINE!% (Circle one) 

, Please describe this event: 

Did you see a physician for your problem? ICI 
l If NO, skip to question 2b. 

Yes No 

a. What was the diagnosis? ICI ICI 
TIA Stroke Unk Other: Specify 

b. What is your explanation for this event? 

SPEECH VISION DOuEuzvIs1ON NIJmNEs uEAKNBss DIZZINESS (Circle one) 

Please describe this event: 

Did you see a physician for your problem? ElII If NO, skip to question 2b. 
Yes No ' 

a. What was the diagnosis7 ICICII 
TIA Stroke Unk Other: Specify 

b. What is your explanation for this event? 

SPEBCE VISION DOuBLEvIsION NllmNESs -s DIZZINESS (Circle one) 

Please describe this event: 

Did you see a physician for your problem? III If NO, skip to question 2b. 
Yes No 

a. What was the diagnosis? ICI 1111 
TIA Stroke Unk Other: Specify 

b. What is your explanation for this event? 

_----- 

late of data collection: III 
month day year 

Zode of person completing this worksheet: I I I1 
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INSTRUCTIONS FOR TIA/STROKE SUMMARY FORM 
TSR, VERSION B, 01/22/90 

PREPARED 05/09/90 

The TIA/STROKR SUMMARY FORM is completed during the Medical Data Review for 
all participants. The form has two sections: the header and the review of 
symptoms. The header consists of the participant's ID number, contact year, 
name (last and initials) and the date of the TIA/Stroke interview. 

The remainder of the form is divided into four columns. The first column 
lists the three elements which are recorded in columns (a), (b) and (c). 
These include (1) the symptoms from the TIA/STROKR questionnaire which could 
be attributable to a non-V/D cause, (2) the verification of a stroke/TIA and 
(3) the reviewer's administrative ID numbers. 

The second column (a) is a check list to use as an aid in preparing the 
TIA/STROKR medical data review worksheet(s). The Yes/No responses correspond 
to the categories B-G in the first column. The three blank boxes corresponding 
to line H in the first column are to record the reviewer's ID number. 

The third column (b) is completed by the individual conducting the Medical 
Data Review. Questions (l-6) document the Reviewer's clinical impression as 
to whether the positive symptom(s) checked in the second column (a) was 
attributable to a non-cerebrovascular (non-CM) cause. Question (7a) records 
whether the reviewer felt the positive symptom(s) constituted a stroke/TIA. 
If Question 7a was answered Yesi the date. of the most recent TIA/Stroke is 
recorded in Question 7b. If the participant is unable to give precise 
information, record approximate date. Question (8a) records the Medical Data 
Reviewer's ARIC identification code; (8b) documents the date of the interview. 

The fourth column (c) is completed by the ARIC physician, if different from 
'b 

the person who performed the Medical Data Review and completed the third 
column. Questions (9-14) document the physician's clinical impression as to 
whether the positive symptom(s) checked in the second column (a) was 
attributable to a non-CVD cause. Question (15) records whether the physician 
thought the positive event(s) was a TIA/Stroke. Question 16 records the 
physician's ARIC ID. 
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POSITIVE SYMPTOM CHECKLIST 

After the participant has completed the TIA/stroke interview and before 
beginning the medical data review, the header section of the TIA/STROKE 
SUMMARY FORM is completed. A patient ID label can be substituted for hand 
coded information. Information not printed on the label must be entered by 
hand. 

EXAHPLE OF HEADKR OF TIA/sT.RoKE !i3lmmY FORH 

CONTACT YEAR: [ols1 mi VERSION: B Ol-23-9( FORM CODE: 

Public reporting burden for #is collection of information is estimated to average.2 minutes per response, 
including time for reviewing instructions, searching existing data sources, gather- and maintaining the data 
needed, and completing and reviewing the collection of information. Send comnents regarding the burden estimate 
or any other aspect of this collection of information including suggestions for reducing this burden to 
Reports Clearance Officer, PHS, 721-H Hubert H. Humphrey Bldg., 200 Independence Ave. SW, Washington, D.C. 
20201, Attn. PRA; and to the Office of Management and Budget, Paperwork Reduction Project (OMB 0925-0281), 
Washington, D.C. 20503. 

INSTRUCTIONS: This form is completed during the Medical Data Review after all clinical exams are completed. For 
wery positive symptom checked in column (a), check either Yes, No or Unsure in columns (b) and/o 
(c). In addition, indicate in column (b) and/or (c) your opinion whether the event(s) corresponds 
to a TIA/Stroke. If one or more events were a TIA/STROEE, the medical data revJewer records the 
date of most recent event in item 7b. 

OS-09-I 



The receptionist, interviewer, or designated staff completes the checklist in the seco 
m (a). Symptom categories which are positive, (see the definitions for positive symptom 
>w) are recorded in the boxes under the YES column. Those which do not meet the definitio 
recorded in the boxes under the NO column. 

lIPLE OF FIRST ANTI SECOND COLUMNS OF TIA/STROKE SUMMARY FORM 

Symptoms fromTIA/StrokeFonn 

Questions from TIA/Stroke Form 

B. 

C. 

D. 

E. 

F. 

G. 

Sudden loss of speech. 
Question 3 is Yes. 

Sudden loss of vision. 
Question 10 is Yes. 

Sudden double vision. 
Question 17a is Yes or 
Don't Know. 

Suddennumbness,tingling 
or loss of feeling. 
Question 24 is No or 
Don't Know. 

Sudden paralysis or 
weakness. 
Question 32 is Yes. 

Sudden dizziness, 
loss of balance or 
sensation of spinning. 
@&iz;l is No or 

. 

I 
WASTRISATIA/STROKE? 

DATEOFMOSTRECERT , 

TIA/sTRoxE 

H. CODE NIJlmRR 

DATEOFREVIEW 

POSITIVE mMpToM 
{Check Yes or No} 

Yes 

cl \/ 

cl 

cl 

El 

cl 

I 

No 

cl 

cl J 

cl 

IFOREORMOREWSTTIVE SYMPlWS, F'ILE ORIGINAL IN PARTICIPANT’S FOLDER. 

OS-09, 
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MEDICAL DATA REVIEW 

The medical Data Reviewer reviews the positive symptom checklist on the TIA/STROKE 
SUMMARY FORM. If there are any positive symptoms, each positive symptom requires the 
completion of a positive symptom module on the TIA/STROKE SYMPTOMS MEDICAL DATA REVIEW 
WORKSEKRT and the corresponding Yes/No/Unsure box in Column (b) of the SUMMARY FORM. 

The TIA/STROKE SYMPTOMS MEDICAL DATA REVIEW WORKSHEET provides space to record the 
participant's impression as to why he/she reported a positive symptom. To complete the 
WORKSHEET, the Reviewer identifies the category which the participant reported as 
positive by circling the appropriate symptom at the top of the module. The written set 
of questions are read to the participant and the answers recorded. If the participant 
reported more than one positive symptom, a second, third, etc., module is completed. 

ARIC ID LABEL: FOo/;2 3 c7/ 
LASTNAME 

TU/STROKE SYNPTONS HEDEAL DATA REVIEW UORKSEEEI: 

0. 
SPEE VISION DOUBLE VISION NUNUNFSS UFAKNOSS DIZZINPSS (Circle one) 

1. Please describe this event: /w#.'-.UL--- L -- 

--- 

2. Did you see a physician for your'problem? ml If NO, skip to question 2b. 

a. What was the diagnosis?= M de'; 
TIA Stroke Unk Other: Specify 

b. What is your explanation for this event7 m 

~-~-I==I=-Po-=----~~=-----~===~~=~---=---=-=--~-* 

SPEEQI VISION DOUBLE VISION @ WEAKNESS DIZZINESS (Circle one) 

1. Please describe this event: w---t--- 

2. Did you see a physician for your problem7 mIl If NO, skip to question 2b. 
Yes No 

a. What was the diagnosis70 w 0 0 
TIA Stroke Unk Other: Specify 

b. What is your explanation for this event7 w 

--- 
ppIpp~~PIIpP~-I~~-~~~ -s-I-P* 

SPEECB VISION IXXJBLE VISION NUHBNPSS wEAI[NESS DI-S (Circle one) 

1. Please describe this event: 

2. Did you see a physician for your problem7 If NO, skip to question 2b. 
Yes No 

a. What was the diagnosis70 0 0 0 
TIA Stroke Unk Other: Specify 

b. What is your explanation for this event7 

(turn over) 
05-09-90 
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After the WORKSHEET is completed, it is stapled to the TSR. Then the Reviewer 
proceeds to complete the third column (b) of the TIA/STROKE SUMMARY FORM. For 
each positive symptom category checked as positive in the second column, the 
Reviewer checks Yes/No/Unsure in column (b) to indicate whether, in his/her 
opinion, the sympom could be attributable to a non-CVD cause. The Reviewerymust 
also check Yes/No/Unsure in Question 7a to document his/her clinical impression of 
the occurrence of a TIA/stroke. If the answer to 7a is YES, the date of the most 
recent TIA/STROKE is recorded in Question 7b. Item 7b is not keyed into the data 
entry system. The date of the most recent event is asked to provide additional 
information for the clinician to use in deciding whether the reported symptom(s) 
require(s) referral. The Reviewer completes the column by recording his/her ID 
code in Question 8a and the date of the interview in Question 8b. 

EXAMF'LR OF FIRST THRER COLUMNS OF TIA/STROKR SUMMARY FORM 

(4 (b) 

Symptoms fromTIA/StrokeFonn 

Questions from TU/Stroke Form 

B. 

C. 

'D. 

E. 

F. 

G. 

Sudden loss of meech. 
Question 3 is YeS. 

Sudden loss of vision. 
Question 10 is Yes. 

Sudden double vision. 
gyiEA7a is Yes or 

. 

Suddennumbness, tingling 
or loss of feeling. 
Qut&io~o is No or 

. 

8udde.n paralysis or 
weakness. 
Question 32 is Yes. 

Sudden dizziness, 
loss of balance or 
selnsationofep~. 
Qges~g;li.s No or 

. 

WAS THIS A TImTROKE? 

DATEOPMSTRECENT 

m/mKE 

H. CODE NUMBER 

DATICOF REVIEW 

POSITIVE SYHPTOH 
{Check Yes or No} 

Yes 

lzl 

cl 

I 

lzl 

No 

I 

El 

El 

II 

lzl 

MEDICALDATAREVIEWER 
{Check Yes, No or Unsure} 

ISTUEXEA~N-CVD CAUSE? 

1. 

2. 

3. 

6. 

Yes No Unsure 

cl I I 

clclu 
I I cl 

uclcl 

8a- pqT7-q 
(Reviewer) 

IFONRORMOREF'OSITIVE SmproMs, FILE ORIGINAL ICI PARTIcIPm’s FOLDER. 



PHYSICIANREVIEW 
A-186 

The ARIC physician completes the fourth column of the TIA/STROKE SUMMARY FORM as part of 
the medical review. If there are no positive symptoms checked in column (a), Questions 
9-15 are left blank and the Physician records his/her ID code in Question 16. 

If there are positive symptoms checked in the second column, the physician reviews the 
MEDREVU printout and the TIA/STROKE SYMPTOMS MEDICAL DATA REVIEW WORKSHEET. The 
physician then completes the fourth column (c) of the TIA/STROKE SUMMARY FORM. For each 
positive symptom category checked as positive in the second column, the Reviewer checks 
Yes/No/Unsure for Questions 9-14 in column (c) to indicate whether, in his/her opinion, 
the symptom could be attributable to a non-0 cause. The Physician also checks 
Yes/No/Unsure is Question 15 to document his/her clinical impression of the occurrence 
of a TIAjstroke. The physician completes column (c) by recording his/her ID code in 
Question 16. In cases where the Medical Data Review and the subsequent medical review 
are performed by the same ARIC physician, that physician must complete both column.(b) 
and (c). 

05-09-90 
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MFI.EOFFIRSTlWUR COLUMNSOFTIA/STROKE SUMMARYFORM 

Symptoms from TIAJStroke Form 

Questions from TIAJStroke Form 

B. 

C. 

D. 

E. 

F. 

G. 

Sudden loss of speech. 
Qhestion 3 is Yes. 

Sudden loss of vision. 
Question 10 is Yes. 

Sudden double vision. 
Question 17a is Yes or 
Don't Know. 

Suddennumbness, tingling 
or 10:s of feeling. 
Qu&moo~4 is No or 

. 

Sudden paralysis or 
weakness. 
Question 32 is Yes. 

Sudden dizziness, 
loss of balance or 
sensation of spinning. 
Question 41 is No or 
Don't Know. 

WAS THIS A TIA/STROKE? 

DATEOFl4OSTRECENT 

TIA/sTRoKE 

B. CODE NUMBER 

DATE OF REVIEW 

(4 

POSITIVE SYMFTW 
{Check Yes or No) 

Yes 

I 

q 
cl 

lzl 

I 

cl 

No 

I 

m. 

El 

I 

Lzl 

19191ql 

lb) 

MEDICALDATAREVIEWER 
(Check Yes, No or Unsure} 

IS TMERE A NON-CVD CAUSE? 

Yes No Unsure 

l-ullJllcl 

441mKI 

5dIlclu 

6-clclcl 

7a- m cl cl 

8a- ~~~ 
(Review&) 

(cl 

AR3c PHYSICIAN 
{Check Yes, No or Unsure: 

IS THERE A NON-CVD CAUSE: 

Yes No Unsure 

lo* cl cl El 
11- El I I 

12* cl Ia cl 

13- I I cl 

14* cl cl cl 

15* El cl cl 

16* 
(Reviewer) 

IFONEORmlrzEPOSITIVE SYWIUMS,FILEORIGINALINPARTICIPANT'SFOlDER. 

05-09. 


