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Study number: Date of inclusion:  / /  

STUDY TREATMENT CRF 

  

Study Treatment 

Time of stent placement:  ___:___ 

Was immediate CAS performed:  ○  No ○ Yes  

(S)AE Check a�er study treatment 

Did any of the following events occur 

during the procedure:  

(mul.ple op.ons possible)  

○   Bradycardia 

○   Hypotension 

○   Caro.d stent thrombosis 

○  Emboliza.on in new vascular territories 

○   None of the above 

Was CAS performed prior to throm-

bectomy:   

○  No (retrograde)

 

○ Yes (antegrade) 

When did PTA take place? 

 

Balloon measurements: 

○  Before stent placement 

○  A7er stent placement 

Diameter:_______________mm 

○ Both before and a7er stent placement 

○ No PTA performed 

Length:________________mm 

What was the type of stent used? 

If other, please specify 

(Mul.ple op.ons possible) 

 

 

○  Roadsaver (Terumo) 

○  Casper (Microven.on) 

○  CGuard (Inspire MD) 

○   Wallstent (Boston Scien.fic 

○   Xact (Abbo?) 

○   Acculink (Abbo?) 

○   NexStent (EndoTex) 

○   Protégé RX (Medtronic) 

○   Precise Pro Rx (Cordis) 

○   Other: ________________________ 

Was a cerebral protec.on device used 

during EVT: 

○  No

 

○ Yes 

If yes, what type of cerebral perfusion 

protec.on was used: 

○  Proximal protec.on device

 

○ Distal protec.on device 

Did the pa.ent receive a loading dose 

of IV aspirin 500mg during or shortly 

a7er the CAS (within 1 hour of groin 

closure): 

○  No 

 

 

 

○ Yes 

  

If caro.d stent thrombosis, which an-

.platelet medica.on was administered: 

○  None 

○ Tirofiban (Aggrastat) 

○ Ep.fiba.de (Integrilin) 

○ Other, ________________________ 

If yes, please complete (S)AE form(s) in Castor and report to sponsor! 

If crossover; what was the reason: _________________________________________________________________________ 

        Report crossover to sponsor! 

Please specify:_________________________________ 

If no, please specify:_____________________________ 

Did the pa.ent experience one of more 

(serious) adverse events:  

○  No ○ Yes 

Total dose an.platelet medica.on: __________mcg 

 

Stent measurements: Length:_________________mm Diameter:_____________________mm 

Review all Data for this Visit 

Physician 

Date:  ___/___/___ 

Signature: _________________________________________ 

Study Nurse 

Date:  ___/___/___ 

Signature: _________________________________________ 

Other, comments:_______________________________________________________________________________________ 

______________________________________________________________________________________________________

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 


