bp oo

MANAGEMENT
PLAN (CMF] Hospital NO........ccooecimnniiannian Name. Gestational age ... (- T days
CURRENT SYMPTOMS EXAMINATION
Headache — Visual Blood Pressure (Highest resding) ) mmig
Yes O HaO
peneralised Yer[1 ol disturbances = “ MHone O Trace O
Urine dipstick
Headsche — Iocalised Yes [0 Mall Epigestric pain Yes 0 Mol 1+0 O 30 =440
Mausea Yes 0 Mol Vemiting ¥es O Neld Exaggerated tendon reflexes Yes NeO
Chest pain ¥es 0 Mol Breathlessness  Yes O Mol Clanus 1+0 220 230 Hared
Fetal mavements FeltOd Other symptoms Yes 0 Mol Papillosdema Yes OO Ne O Mot done O
Mot Fet 0 [f pes, please specify: Pulse Dhimetry [Sa0jon air et seestoeand %
Beduced [
TREATMENT / MANASEMENT: Decision o re B m’;:‘ e "] INDICATION eade
Administration of steroids Yes O NeDO 1. Severe hypertension
Startfincreade dosefnumber of oral
antih ey Yes O NoD 1. Abnormal blood results
Sart parenteral anti-hypertensives Yes O NoDO 3. Pathological fsuspicious CTG
Admission to HDU ves O NeDO 4. Likely to be a preterm birth
Srart Magnesium Sulphate Yes O NoDO 5. Fetal compromise on scan
Plan for delivery ves O NeD E. Sympboms
Manage as outpatient Yes O NoDl 7. Significant proteinuria
Manage as inpatient/in utero Transfer  Yes O No O B. Exaggerated reflexes/ clonus
9. Other, pleasespedify ... ...
Date Lo A VY YY Sigrature . i
Tima PRINT MAME: Your designation / grode Bleep No.
PRIP cinicisny maragesmest pies [CMP]VILD_ 117608701
PREP CLINICIANS
bnt.' MANAGEMENT
PLAN {CMF) Hospital Mo ... oo esiannea Hame Gestational age ... wis...........days
CURRENT SYMPTOMS EXAMINATION
Headache — Visual Blood Pressure (Highest readin
) L YesO MO Yes O NaOl e | Bl — / mmbg
pgeneralised disturbances Ui ok Mone O Trace O
n t
Headache — localised  Yes O Noll  Epigastric pain Yes O NeoO e dips +O 0 0 =440
Mausea Yes O Hol Vemiting Yes O el Exaggerated tendon reflexes. ves NoO
Chest pain Yes O No[l Breathlessness  Yes O Noll Clonus 1+0 240 230  MNomed
Fetal mavements FeitOd Other symptoms  Yes 0 Nall Papilloedema Yes 1 HaO  Metdone O
NotFeit 01 f pes, please specify: Pulse Dximetry [Sa0hon it e %
Reduced O]
[ reasons) - pleace list all
TREATMENT / MANAGEMENT: Decision i ""._ (oo RECOCATION see} INDICATION code
Administration of steroids Yes O NoDO 1. Severe hypertension
Fart/increass doserumber of oral YesO NoD 2. Abnarenal blood results
anti-hypertensives
Sart parenteral anti-hypertensives Yes O NoO 3. Pathological fsuspicious CTG
Admissian to HDU vYes O NeDO 4. Likely to be preterm a birth
Srart Magnesium Sulphate Yes O NoO 5. Fetal comprarnise on scan
Plan for delivery ves O NeO E. Symptoms
Manage as sutpatient Yes O NeDO 7. Significant proteinuria
Manage as inpatient/in utero Transfer  Yes O No O 8. Exaggerated reflexes clonus
O, Other, pleasedpeaify ... ..
Dote S 0 f Sigrature L
Time PRINT MAME: Your designation // grode Bleep Mo

FREP cliskciune munspemant phn (W] VILG_1/WAT 3002
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Development and validation of a
Prediction model for Risk of complications
in Early onset Pre-eclampsia

Data Collection Form

FORM A

Baseline




i) H FORM B1 DATE FORM FILLED Participant UTIN
RE Clinical & Laboratory
Symploms asceseed  Yes O Mo O Ifyes please specify below
Dateandiimewhepsvmplomsassessed [/ 000
1.1. Current symptoms 1.2. Examination
Headache - ¥es Mo o Vieual Yer Mo .o IFmukislereadings e —mie
generalised o O disturbances o o use the highest Diastolic BE mmg
reading
Headache -
bt 5§ %0 s S Y 00 mptedems '3 ¥ '™
Wes He Tes Ho Pulse Dximeiry
Kauses NKO W NEO NEDI
o o omiting u] o w“* "
Chest pain e N MKD  Breathlessness & v nxo | Doaeerated s B ko
::" \ Fet D  MotFe ml fes Mo NKkD  Clomus fes to WEO
If ves to Other 1 2 =3
MED  Reduced O mu':uym Wyes, please sefect pear  beats beats
specii o O o
2.1. Urine tests
Urine test done  Yes O MNoO  Ifyes pleate specify below
Urine _ . Date test
dipstick Moned Traced 1+0 2+:0 3+ 0 =40 e bof /
Z4h urine protein /24 hrs M“'"I'I" DD/ /
Protein Date sample
Creatinine Ratio{PCR) /ol taken DD MMM fYYYY
Albumin Date sample
Creatinine Ratia{ACR) el taken DD f MMM fYY
Blood testsdone  YesT NoOl  Ifyes pleasespecify ~ Dotcsumele /
Haemoglobin Serum bilirubin _ pmai/l
Alanine
White: cell commt ___x1vfl Transaminase o
Aspartate
Platelet commt ___x1071 Transaminase oy
Prothrombin tbme o Serum albumin
Activated Plasma Serum uric acid
Thramboplastin Time _— fUrate
Sornm Lactate
— T g dehydrogenase ]
Na . mmalfl SErum urea
K _ mmal /1 Serum creatinine _ pumsai 1
o e mmelil Ca __ __ mmaol /1
After completing the form please sign below
Iniitials Signature

FREP

DCF Version 6.0 Date: 01/0CT,/2013



b b FORM B2 DATE FORM FILLED
HE Ultrasound & cardiotocography
findings DD /.

1. ULTRASOUND & CARDIOTOCOGRAPHY FINDINGS
Estimated delivery date by scan f /

Participant UTIN

S S

If more than [wy fetuses, please copy this form and fill flelds as required.
In case of singleton pregnancy, please cross out irrelevant section.

1.1. Details
Fetus No. ::ll , Exrcess O Normal O Reduced 0 NWKDO
Umbilical artery Doppler
End di lic flow Present O Absent O Reversedd NEKDO
Any other abnormal Doppler?
) YesO MoO [ lense speci|
(eg MCA, DV) Ifyes. p ify
Fetal weight on G tamal
ultrasound
Date of cardiotocography ! / 5 m“
1.2. Details
Fetus No. Liguor  pyoccl  Normald  Reduced 0 NKOI
volume
Umbilical artery Doppler
End di lic flow Present O Absent O Reversedd NEKDO
Any other abnormal Doppler?
) Yes[0 NoO Ij lease
{eg MCA, DV) Ifyes, p specify
Fetal weight on Gestational
= e g Age whs days
Date of cardiotocography f_; ﬂnmdinﬁ
After completing the form please sign below
Initials Signature
FREP DCF Version 6.0 Date: 01 /0CT,/2013

Date
of scan L [
Date
of scan L L
Date
of scan i /
Normal O Suspicious O
Fathological O NKO
Date
of scan L [
Date
of scan L [
Date
of scan i /
Normal OO Suspicious O
Fathological O NKO




FORM B3 DATE FORM FILLED Participant UTIN
RE CLINICAL MANAGEMENT PLAN / / J

CLINICIAN'S MANAGEMENT PLAN AT DIAGNOSIS (from PREP CMP Sticker)

For use when a previously suspected diagnosis of pre-eclampsia is confirmed for a patient before 34/40
Decision

Action Yes No Reason(s) INDICATION code
A. Administration of steroids O O 1. Severe hypertension
B. mﬂm::mnmmﬁfﬁrﬂ I:‘ l:l 2. Abnormal blood results
C. Start parenteral anti-hypertensives O O 3. Pathological/suspicious CTG
. Admission to HDU O | 4. Likely to be a preterm birth
E. Start Magnesium Sulphate O O 5. Fetal compromise on scan
F. Plan for delivery O | 6. Symptoms
G. Manage as oulpatient O Il 7. Significant proteinuria
H. Manage as inpatient,/In utero transh O | 8. Exaggerated reflexes (or) clonus
9. Other - please specify reason
After completing the form please sign below
Initials Signature Date of assessment DD MMM F YV

PREP DCF Version 6.0 Date: 01 /0CT,/2013



FORM C DATE FORM FILLED Participant UTIN
RE Management Frovided in Pregnancy ,|"' f _/

and Delivery Outcomes
1. MANAGEMENT PROVIDED IN PREGNANCY SINCE DIAGNOSIS UNTIL DISCHARGE
Please specify only once

Start date
Sorokds ves 1 Nod and time DD S MMM VY HEMM
Start date
Magnesium Sulphate (MgS04)  ves[1 mol1 .. o DD /MMM fYYYY HHMM
Transferred out for care ves L1 wNold Date DD MMM Y

Ifyes. please complete forms B1, B2 and D with data from the unit transferred

In case of multiple data please fill more than one form

Parenteral antihypertensive vy..[ | ng[] [fres specifi below

Start dote and time End date and time On-going
Labetwalol [] __/, /. 3 DD /MMM fYYYY HHMM O
Hydralazine [] DD MMM Y HHEMM DD f MM FYYYY HHMM O
Date and time
::f:sian uf;nﬁ}rvt:ird parenteral vesL 1 Nall _, I'r R
Oral antihypertensive Yes (1 mo[d Iaes specily below
Max daily dose Start date End date On-going D[:"m” 'm;d
Labetalol [] mg DD MMM /YYYY DD/MMM SYYYY O ves (1 Nod
Nifedipine [] mg DD //MMMJ/YYYY DD /AMMM OYY O  vesd wed
Methyldopa [ ] mg DD /MMM /YYYY DD /MMM /YYYVY O ves 0 wod
Total days spent
Admission to HDU ves L] NoLJ Date and time of / / .
1= admission —_—l—_—f—_—— —t—

PREP DCF Version &0 Date: 01/0CT /2013



b t] FORM D DATE FORM FILLED Participant UTIN
RE|

Maternal and
Meonatal Outcomes _l,"_f_ ___.I'r___
1. MATERNAL OUTCOMES Presence o e
1.1. Mortality
Maternaldesth YesO NoDO i i

1.2. Central nervous system
Eclamptic seizures YesO NoO

GCS [Glasgow Coma Scale) score<13  YesO NoO

Stroke or RIND
[Reversible [schemic Neurological Deficit)

Cortical blindness YesO NoO

YesO HNoO

Retinal detachment YesO NoO

Posterior reversible encephalopathy YesO NoO

P P~ T~ I~ I~ I~ T~

Ball's palsy YesO NoO

1.3. Hepatic
Hepatic dysfunction YesTl HNoO / :
Subcapsular haematoma YesO HNoO Vi i H
Hepatic capsule rupture Yes O NoO L Fi .

1.4. Cardiorespiratory
Need for positive inotrope support  YesO NoO

Myocardial ischaemia or infarction YesO NoO

At least 50% FI02 for greater than 1 hour YesO NoO

Intubation YesO NoO

M I~ I~ [~ T~
M~ =~ I~ T~

Pulmonary oedema YesO NoO

1.5. Renal
Acute renal insufficiency (creatinine =200uM) YesO NoO Vi i i
Dialysis YesO MNoO Vi S r
1.6. Haematological
Transfusion of any blood product  YesO  No O L Fi
Abruption YesO NoO Vi i
Postpartum haemorrhage (PPH) YesO NoOl / f

If yes to PPH occurrence, please select: Type Traumatic O Atonic O

Blood loss L0-15L0 »1.5L0

Date and time of mother's discharge i 0l 0] ,f_ FAONY  HHaMM

PREP DCF Version 6.0 Date: 01/0CT,2013





