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INITIAL FORM

	Pediatric and Adult Intercontinental Registry of 
Chronic ITP
(for study protocol see www.itpbasel.ch,
online patient registration at www.parc-itp.net)
	PARC-ITP, ICIS Central Data Office, University Children’s Hospital UKBB, CH-4031 Basel 
Fax +41 61 704 12 13, 
info@parc-itp.net

	1.
Investigator 
First Name

	
	Last Name

	2.
Institution Name


	3.
Inst. ID (assigned by Central Data Office)
	

	4.1
Patient Identification.(e.g. UPN) ____________ (please make sure to identify your patient 
for future follow-up, see suggested log sheet 11.7)
4.2
Has informed consent been obtained?
 FORMCHECKBOX 
 yes 
 FORMCHECKBOX 
 no

	5.
Date of birth 
____/_____/____



(day/month/year)

	6.
Sex

 FORMCHECKBOX 
 male

 FORMCHECKBOX 
 female

	7.
Ethnic status

 FORMCHECKBOX 
 Caucasian

 FORMCHECKBOX 
 African origin

 FORMCHECKBOX 
 Asian/Indian


 FORMCHECKBOX 
 Hispanic/Spanish/Latino


	8.1
Family history of thrombocytopenia? 

 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no (go to 9.1)
8.2
if yes please mark one of the following:

 FORMCHECKBOX 
 biologic parents

 FORMCHECKBOX 
 siblings
 FORMCHECKBOX 
 second degree relatives

8.3
Family history of thrombo-embolic events (acute myocardial infarction, deep venous 
thrombosis, pulmonary embolism etc.)

 FORMCHECKBOX 
 yes









 FORMCHECKBOX 
 no

8.4
Family history of thrombophilia?

 FORMCHECKBOX 
 yes, acquired
 FORMCHECKBOX 
 yes, hereditary



 FORMCHECKBOX 
 no 

8.5
Family history of thrombophilia diagnosed with laboratory tests?

 FORMCHECKBOX 
 yes









 FORMCHECKBOX 
 no


	9.1
Co-morbidity

Please mark all conditions at presentation

 FORMCHECKBOX 
 none

 FORMCHECKBOX 
 hypertension
 FORMCHECKBOX 
 diabetes

 FORMCHECKBOX 
 gastrointestinal disease

 FORMCHECKBOX 
 thyroid disease

 FORMCHECKBOX 
 cancer


 FORMCHECKBOX 
 alcohol abuse
 FORMCHECKBOX 
 cardiovascular disease

 FORMCHECKBOX 
 splenomegaly

 FORMCHECKBOX 
 rheumatoid arthritis



 FORMCHECKBOX 
 psoriasis


 FORMCHECKBOX 
 lupus erythematosus



 FORMCHECKBOX 
 recent major general surgery



 FORMCHECKBOX 
 acute respiratory failure


 FORMCHECKBOX 
 chronic obstructive pulmonary disease

 FORMCHECKBOX 
 infectious disease 



 FORMCHECKBOX 
 obesity


 FORMCHECKBOX 
 recent knee or hip replacement surgery (< 1 year)

9.2
Personal history of thrombo-embolic events (acute myocardial infarction, deep venous 
thrombosis, pulmonary 
embolism etc.)

 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

9.3
Personal history of thrombophilia?

 FORMCHECKBOX 
 yes, acquired
 FORMCHECKBOX 
 yes, hereditary



 FORMCHECKBOX 
 no 

9.4
Personal history of thrombophilia diagnosed with laboratory tests?

 FORMCHECKBOX 
 yes

 FORMCHECKBOX 
 no

	9.5
Drug therapy other than for ITP

 FORMCHECKBOX 
 none

 FORMCHECKBOX 
 platelet antagonists

 FORMCHECKBOX 
 vitamin K antagonists

 FORMCHECKBOX 
 other anticoagulants 

 FORMCHECKBOX 
 anti-inflammatory drugs

 FORMCHECKBOX 
 Non-steroidal anti-inflammatory drugs

 FORMCHECKBOX 
 antimicrobials
 FORMCHECKBOX 
 heparin
 FORMCHECKBOX 
 diuretics
 FORMCHECKBOX 
 anticonvulsants

 FORMCHECKBOX 
 oral contraceptives


	10.
Blood count defining diagnosis of ITP: date: ____/_____/____
10.1
Platelet count

___________ x 109/L
10.2
Hemoglobin

___________ x g/dL
10.3
Leukocyte count
___________ x 109/L


	11.1
Platelet transfusion before or at diagnosis

 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no 
11.2
If Anemia present:

 FORMCHECKBOX 
 hereditary, or

 FORMCHECKBOX 
 acquired

11.3
Treatment of anemia

 FORMCHECKBOX 
 no treatment 

 FORMCHECKBOX 
 blood transfusion (within past 14 days)


 FORMCHECKBOX 
 Iron treatment

	12.

Blood products administered after diagnosis
12.1

Platelet transfusion(s) 

 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
12.2

Red blood cell transfusion(s)
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

	13.
Pregnancy




 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no 


	14.
	Laboratory Tests
Please mark all tests that were performed at the time of initial diagnosis of ITP.

	14.1
	Bone marrow aspiration
	 FORMCHECKBOX 
 done

	 FORMCHECKBOX 
 not done

	14.2
	Antiphospholipid antibodies
	 FORMCHECKBOX 
 pos
 FORMCHECKBOX 
 neg
	 FORMCHECKBOX 
 not done

	14.3
	Antinuclear antibodies
	 FORMCHECKBOX 
 pos
 FORMCHECKBOX 
 neg
	 FORMCHECKBOX 
 not done

	14.4
	Platelet associated antibodies
	 FORMCHECKBOX 
 pos
 FORMCHECKBOX 
 neg
	 FORMCHECKBOX 
 not done

	14.5
	HIV
	 FORMCHECKBOX 
 pos
 FORMCHECKBOX 
 neg
	 FORMCHECKBOX 
 not done

	14.6
	Hepatitis C
	 FORMCHECKBOX 
 pos
 FORMCHECKBOX 
 neg
	 FORMCHECKBOX 
 not done

	14.7
	Helicobacter pylori
	 FORMCHECKBOX 
 pos
 FORMCHECKBOX 
 neg
	 FORMCHECKBOX 
 not done

	14.8
	Renal function
	 FORMCHECKBOX 
 pos
 FORMCHECKBOX 
 neg
	 FORMCHECKBOX 
 not done

	14.9
	Hepatic function
	 FORMCHECKBOX 
 pos
 FORMCHECKBOX 
 neg
	 FORMCHECKBOX 
 not done


	
	Bleeding and management
Please mark all the relevant boxes to indicate a bleeding episode and the corresponding 
management.

	15.
	Did the patient have symptoms?
 FORMCHECKBOX 
 yes (mark the relevant box/boxes of 15.2-15.10)







 FORMCHECKBOX 
 no (-> fill in only line 15.1)

	
	
	no treatment
	Immuno​globulins
	Cortico-
steroids
	Anti-D
	Anti-
CD20
	Thrombopoietin Receptor Agonist
	other



	15.1
	no symptoms
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15.2
	Cutaneous bleeding
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15.3
	Bleeding from oral cavity
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15.4
	Epistaxis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15.5
	Menorrhagia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15.6
	Gastrointestinal bleeding
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15.7
	Hematuria
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15.8
	Intracranial hemorrhage
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15.9
	Muscle
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15.10
	Joint
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



We recommend that you submit all data to the PARC-ITP study online at www.parc-itp.net, thank you for your cooperation. If you prefer you may fax this completed form instead (FAX +41 61 704 12 13).







(day/month/year)
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