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Site Name   

Pa�ent ID   
 

PANTHER Eligibility form 
Complete this form as part of the screening process for the PANTHER trial – to be completed by a 
clinician on the delega�on log and filed in the medical records and eISF once complete. 

Here, clinician is defined as any role who has prescribing rights i.e. nurses, prac��oners. 

Pla�orm Inclusion Criteria Please circle which apply 
Cri�cally ill pa�ents in hospital with at least one of the following: -  

a) Acute respiratory distress syndrome (ARDS)*  
b) A pandemic associated syndrome (this will be triggered if a 

new pandemic is declared) 
 *ARDS as defined by:-  
 

Yes No 

(i) a known acute clinical insult or new or worsening respiratory 
dysfunc�on, and  
 

Yes No 

(ii) receiving respiratory support via invasive mechanical 
ven�la�on or non-invasive ven�la�on including con�nuous 
posi�ve airway pressure, or high-flow nasal oxygen ≥30L/min and 
 

Yes No 

(iii) Within the same 24-hour �me period:  
• bilateral opaci�es on chest imaging not fully explained by 
effusions, lobar/lung collapse/atelectasis, or nodules, and 

 

Yes No 

• respiratory failure not fully explained by cardiac failure, fluid 
overload, pulmonary embolism, acute airways disease, or 
inters��al lung disease and 

Yes No 

• PaO2/FiO2 ra�o <40 kPa from arterial blood gases, or SpO2/FiO2 
<315 from pulse oximetry where SpO2 <97. 

Yes No 

 

 

Is the subject eligible to par�cipate in the Pla�orm of the study? YES / NO 

 

To complete eligibility for the Interven�ons please complete page 2 and 3 of this form. 

 

Pla�orm Exclusion Criteria Please circle which apply 
>48 hours from diagnosis of ARDS Yes No 

Planned withdrawal of life-sustaining treatment within the next 24 
hours 

Yes No 

Previous enrolment in the PANTHER trial in the last 12 months Yes No 

Declined consent Yes No 
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Site Name   

Pa�ent ID   
  

PANTHER – Eligibility for Simvasta�n 
Complete this form as part of the screening process for the simvasta�n interven�on only. Answering 
yes to any of the ques�ons below will exclude the pa�ent from this interven�on. 

 

Is the subject eligible to par�cipate in the Simvasta�n Interven�on?             YES    /    NO 

I confirm that pa�ent (name) ___________________________________________________  

has been screened for the PANTHER study and is suitable to be enrolled. 

 

Exclusion Criteria Please circle which apply 

Age < 18 years Yes No 

Pa�ent is known to be pregnant (pregnancy test must have been 
completed for all female pa�ents) 

Yes No 

Crea�ne kinase >10 �mes the upper limit of the  
normal range (please enter value below): 

Yes No* 

 
CK = Please enter value____________________ 
 
Liver transaminases >8 �mes the upper limit of the normal range 
(please enter values below) 
 

Yes No* 

ALT = Please enter value____________________ 
 
AST =  Please enter value____________________ 
Currently receiving ongoing treatment with any of the following: 
itraconazole, ketoconazole, HIV protease inhibitors, nefazodone, 
cyclosporine, amiodarone, verapamil, or dil�azem 

Yes No 

Severe renal impairment (eGFR < 30mL/min and not receiving renal 
replacement therapy). 

Yes No 

Current or recent treatment (within 2 weeks) with sta�ns Yes No 

Physician decision that a sta�n is required for proven indica�on Yes No 
Contraindica�on to enteral drug administra�on, e.g., pa�ents with 
mechanical bowel obstruc�on. Pa�ents with high gastric aspirates 
due to an ileus are not excluded. 

Yes No 

Known hypersensi�vity to simvasta�n Yes No 
Breast Feeding Yes No 

Any other medical condi�on or treatment that, at the clinical 
discre�on of the inves�gator, is considered not in the par�cipants 
best interest to start treatment with the IMP based on the 
approved version of the IMP SmPC. 

 
Yes 

 
No 

Fagbodun, Elizabeth O
Does Egfr also need to be entered?

Best-Lane, Janis A
No
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Site Name   

Pa�ent ID   
Form completed by (MUST BE A CLINCIAN)   
_______________________________ on ____/____/____ (date) 

 

 

PANTHER – Eligibility for Barici�nib 
Complete this form as part of the screening process for the Barici�nib interven�on only. Answering 
yes to any of the ques�ons below will exclude the pa�ent from this interven�on. 

 

Is the subject eligible to par�cipate in the Barici�nib Interven�on?             YES    /    NO 

I confirm that pa�ent (name) ___________________________________________________  

Exclusion Criteria Please circle which apply 

Age < 18 years Yes No 

Pa�ent is known to be pregnant (pregnancy test must have been 
completed for all female pa�ents) 

Yes No 

Absolute neutrophil count less than 0.5x109/L (please enter value 
below): 

Yes No* 

 
*NEUT = Please enter value____________________ 
Liver transaminases >8 �mes the upper limit of the normal range 
(please enter values below) 
 

Yes No* 

 
*ALT = Please enter value____________________ 
 
*AST =  Please enter value____________________ 
Currently receiving ongoing immunosuppressants (high-dose 
cor�costeroids, T-cell-targeted or B-cell targeted therapies, 
interferon, or JAK inhibitors) 

Yes No 

Severe renal impairment (eGFR < 15mL/min or receiving renal 
replacement therapy). 

Yes No 

Known ac�ve tuberculosis infec�on or, if known, latent TB treated 
for less than 4 weeks with appropriate an�-tuberculosis therapy 
per local guidelines 

Yes No 

Known hypersensi�vity to barici�nib Yes No 

Breast feeding Yes No 
Known herpes zoster virus, hepa��s B virus, hepa��s C virus or 
human immunodeficiency virus (HIV) 

Yes No 

Any other medical condi�on or treatment that, at the clinical 
discre�on of the inves�gator, is considered not in the par�cipants 
best interest to start treatment with the IMP based on the 
approved version of the IMP SmPC.  

 
Yes 

 
No 



 

PANTHER Eligibility Form v1.0 21.08.2025  Page 4 of 4 
 

Site Name   

Pa�ent ID   
has been screened for the PANTHER study and is suitable 
to be enrolled. 

 

Form completed by (MUST BE A CLINCIAN)  _______________________________ on 
____/____/____ (date) 

 


