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Patient seqnr.         
|__|__|__|__|__|-|__|__|__|        Hospital: ………………       Physician:…………………….… 
 

Date:………………….. ...................................................... Investigator’s signature:……………………………. 
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DATE OF VISIT 

Exact date of visit ...................................................................................................... |__|__||__|__||__|__|__|__| 

Number of months after surgery ..................................................................................................................... |__| 

 

COMPLICATIONS 

Posteroperative complications (0-90 days)(0=No, 1=Yes) ............................................................................. |__| 

Anastomotic leak/ (pre)sacral abscess(0=No, 1=Yes) ................................................................................... |__| 

Date of anastomotic leak .............................................................................. |__|__||__|__||__|__|__|__| 

Grade of anastomotic leakage ........................................................................................................... |__| 

1= Requiring no active therapeutic intervention 
2= Requiring active therapeutic intervention but manageable without relaparotomy 
3= Requiring re-laparotomy 

 

Diagnosis by (1= CT scan, 2= Endoscopy, 3=MRI) .......................................................................... |__| 

Treated by (0=None, 1= Percutaneous drainage, 2=Trans anastomotic drainage, 3=Endovac,  

4= Colostomy (Takedown of anastomosis)(0=No, 1=Yes) ................................................................ |__|  

Clavien Dindo (1-2-3a-3b-4a-4b-5) .................................................................................................... |__| 

 

Complication 0=No, 1=Yes Clavien-Dindo Date complication 

   (1-2-3a-3b-4a-4b-5) 

Intra-abdominal abscess |__| |__|__| |__|__||__|__||__|__|__|__| 

Bleeding |__| |__|__| |__|__||__|__||__|__|__|__| 

Perforation |__| |__|__| |__|__||__|__||__|__|__|__| 

Ileus  |__| |__|__| |__|__||__|__||__|__|__|__| 

Wound infection (superficial) |__| |__|__| |__|__||__|__||__|__|__|__| 

Fascial dehiscence  |__| |__|__| |__|__||__|__||__|__|__|__| 

0=No, 1=pulm embolism, 2= venous thrombosis 

Thromboembolic event  |__| |__|__| |__|__||__|__||__|__|__|__| 

  0=No, 1=Myocardial infarction2= Decompensation 

Cardiac complications |__| |__|__| |__|__||__|__||__|__|__|__| 

  0=No, 1=Pneumonia, 2=other  

Respiratory complications |__| |__|__| |__|__||__|__||__|__|__|__| 

   

Intensive care unit stay (0=No, 1=Yes) .......................................................................................................... |__| 

If yes, how many days .......................................................................................................................... |__|__|__| 

Transfusion (0=No, 1=Yes) ....................................................................................................................... |__|__| 

If yes, how many units ............................................................................................................................... |__|__| 

Date of discharge primary surgery ............................................................................ |__|__||__|__||__|__|__|__| 
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RE-ADMISSIONS 

Re-admissions (0=No, 1=Yes) ....................................................................................................................... |__| 

If yes please complete serious adverse event form 

 
RE-INTERVENTIONS (incl. ileostomy reversal) 

Re-interventions(0=No, 1=Yes) ...................................................................................................................... |__| 

If yes please complete serious adverse event form 

 

Has ileostomy been reversed (0=No, 1=Yes) ................................................................................................ |__| 

If yes, date ................................................................................................................. |__|__||__|__||__|__|__|__| 

Complications  of ileostomy reversal (0=No, 1=yes) ...................................................................................... |__| 

Ileus (0=No, 1=Yes) ........................................................................................................................................ |__| 

Diagnosis by (1= CT scan, 2= Endoscopy, 3=MRI, 4=Other ............................................................ |__| 

   If other, specify .....................................................................................................................................  

Treated by  ...............................................................................................................................................  

 ClavienDindo (1-2-3a-3b-4a-4b-5) ................................................................................................ |__|__| 

Anastomotic leak(0=No, 1=Yes) ..................................................................................................................... |__| 

Grade of anastomotic leakage ........................................................................................................... |__| 

1= Requiring no active therapeutic intervention 

2= Requiring active therapeutic intervention but manageable without relaparotomy 

3= Requiring re-laparotomy 

Diagnosis by (1= CT scan, 2= Endoscopy, 3=MRI, 4=Other ....................................................... |__|__| 

  If other, specify ......................................................................................................................................  

Treated by (0=None, 1= Percutaneous drainage, 2=Trans anastomotic drainage, 3=Endovac,  

4= Colostomy (Takedown of anastomosis)(0=No, 1=Yes) ................................................................ |__|  

Clavien Dindo (1-2-3a-3b-4a-4b-5) ............................................................................................... |__|__| 

Abdominal abscess(0=No, 1=Yes) ................................................................................................................. |__| 

Treated by  ...............................................................................................................................................  

 ClavienDindo (1-2-3a-3b-4a-4b-5) ................................................................................................ |__|__| 

Wound infection(0=No, 1=Yes) ...................................................................................................................... |__| 

Treated by  ...............................................................................................................................................  

 ClavienDindo (1-2-3a-3b-4a-4b-5) ................................................................................................ |__|__| 

Other(0=No, 1=Yes) ....................................................................................................................................... |__|  

Specify .....................................................................................................................................................  

Treated by  ...............................................................................................................................................  

 ClavienDindo (1-2-3a-3b-4a-4b-5) ................................................................................................ |__|__| 

 

ADJUVANT TREATMENT 

Adjuvant therapy (0=None, 1= Chemotherapy, 2= Radiotherapy, 3= Chemo + RT)  .................................... |__| 
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Specify ..................................................................................................................................................................  

 

EXAMINATIONS 

CEA level ....................................................................................................................................... |__|__|__|.|__| 

 

DEATH 

Death (0=No, 1=Yes) ...................................................................................................................................... |__| 

Date of death ............................................................................................................. |__|__||__|__||__|__|__|__| 

Cause of death (1= Not cancer related, 2=Rectal cancer related, 3= Other cancer) ..................................... |__| 

Specify cause of death …………………………………………………………………………….   

 

COMMENTS 

 ..............................................................................................................................................................................  

 

 


