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EBAR - Patient Registration Form


Patient`s date of birth:      
Diagnosis:



 FORMCHECKBOX 
 Extrahepatic Biliary Atresia







 FORMCHECKBOX 
 Choledochal Cyst







 FORMCHECKBOX 
 Intrahepatic Biliary Atresia (Allagille Syndrome)







 FORMCHECKBOX 
other (please specify)







     
Birth weight:



     g

Gestational age:


     
weeks

Sex:




 FORMCHECKBOX 
 male


 FORMCHECKBOX 
 female

Newborn period:

Nutrition:



 FORMCHECKBOX 
 breast fed

 FORMCHECKBOX 
formula

Jaundice, onset:


     

week of life

Acholic/clay colored stool, onset:
     

week of life

Physical exam, liver size, spleen size, associated anomalies, other features:

     
Patient`s date of birth:     
Objective:  

Liver biopsy
 FORMCHECKBOX 
 yes (please attach original report) 
 FORMCHECKBOX 
no


Hepatobiliary sequence scintigraphy
 FORMCHECKBOX 
 yes (please attach original report)
 FORMCHECKBOX 
 no


Ultrasound
 FORMCHECKBOX 
 yes (please attach original report)
 FORMCHECKBOX 
 no


ERCP
 FORMCHECKBOX 
 yes (please attach original report)
 FORMCHECKBOX 
 no


MR-cholangiogram
 FORMCHECKBOX 
 yes (please attach original report)
 FORMCHECKBOX 
 no


Laboratory parameters, preoperative findings:
Bilirubin

total



      (mol/l

other unit:      



conjugated

      (mol/l

other unit:      





unconjugated

      (mol/l

other unit:      
AST (SGOT)




      U/l

other unit:      


ALT (SGPT)




      U/l

other unit:      



Gamma-glutamyltransferase ((-GT)

      U/l

other unit:      


Alkaline phospatase



      U/l

other unit:      


Protein





      g/l

other unit:      





Prothrombin time (Quick)


      seconds
other unit:      
Partial thromboplastin time (PTT)

      seconds





Factor II




      AU

other unit:      
Factor V




      AU

other unit:      
Factor VII




      AU

other unit:      
Positive serological findings?

 FORMCHECKBOX 
 yes


 FORMCHECKBOX 
 no

Please specify




     
Patient`s date of birth:      
Portoenterostomy(Kasai):

Date





     




Technique




m. Kasai






(please attach original operation report)

Intraoperative cholangiogram

 FORMCHECKBOX 
 yes


 FORMCHECKBOX 
 no


Histology of the liver and of the porta hepatis (please attach original findings).

Postoperative follow-up:

Steroids postop



 FORMCHECKBOX 
 yes


 FORMCHECKBOX 
 no








Dosage:  redused doseas mg/Kg/bodyweight







Duration:           days

Nutrition postop



 FORMCHECKBOX 
 breast fed

 FORMCHECKBOX 
 formula


Medication postop



Vitamins A or/and E


 FORMCHECKBOX 
 yes


 FORMCHECKBOX 
 no

Vitamin K



 FORMCHECKBOX 
 yes


 FORMCHECKBOX 
 no

Vitamin D



 FORMCHECKBOX 
 yes


 FORMCHECKBOX 
 no

Ursodesoxycholic acid

 FORMCHECKBOX 
 yes


 FORMCHECKBOX 
 no

Antibiotics perioperatively

 FORMCHECKBOX 
 yes


 FORMCHECKBOX 
 no


Substance      
Duration      

Antibiotics prophylactic

 FORMCHECKBOX 
 yes


 FORMCHECKBOX 
 no







Substance she is still in hospital after the operation
Others




 FORMCHECKBOX 
 yes


 FORMCHECKBOX 
 no







Please specify      
Institution Code


(provided by EBAR)


PL-01
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