TOXIC SHOCK SYNDROME

 Patient name: ______________________________    ID: ___________
Due to Strep, Staph, or other causes
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TOXIC SHOCK SYNDROME


Due to Strep, Staph, or other causes





CONFIDENTIAL CASE


REPORT





DEMOGRAPHIC INFORMATION





CLINICAL INFORMATION





Last Name:						First Name:			MI:





Was patient hospitalized?	Y	N	U	Hospital: 


						Date of admission: _____/_____/_____ to _____/_____/_____


						Medical record #:		


	





Onset Date: _____/_____/_____	Clinician Name:				Clinician Phone #:








Phone #1:				Phone #2:			Phone #3:





County:					Zip:		Date of birth: _____/_____/_____	Age:





Address:							City:				State:





Gender:	(Circle one)	Race: (Check all that apply)			


M	F		□ White		□ Black/Af. Am		□ American Indian	□ Unknown


			□ Asian		□ Alaskan Native		□ Native Hawaiian or Pacific Islander





Case classification: (Check one)


□ Confirmed	□ Probable	□ Suspect	□ Pending	□ Out of state	□ Not a case


			























Ethnicity:		□ Hispanic	□ Not Hispanic		□ Other			□ Unknown

















Was bacterial culture done (other than urine culture – see below)?	Y	N	U


Name of laboratory: _____________________________	Date collected: _____/_____/_____


Sample(s) collected:	□ Blood		□ CSF 		□ Tissue/muscle/bone	□ Throat


			□ Fluid		□ Placenta	□ Nose			□ Vagina	□ Other


			If other, list:________________________


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending





If positive, list organism identified and site collected from:





_________________________________________________________________________________





	_________________________________________________________________________________





























Did patient die?		Y	N	U		Date of death: _____/_____/_____








LABORATORY INFORMATION





REPORTING





LHD Reviewer:	





LHD Investigator:			   Phone:			Date submitted to UDOH: _____/_____/_____











Was urinalysis done (note: urinalysis is a microscopic and chemical analysis, it is not a urine culture.  That information is requested above in the culture section)?		Y	N	U





	Were at least 5 leukocytes seen per high powered field?	Y	N	U


	





























Signs and symptoms:


Conjunctival hyperemia*		Y	N	U		Vomiting	Y	N	U


Oropharyngeal hyperemia*	Y	N	U		Diarrhea		Y	N	U


Vaginal hyperemia*		Y	N	U		Myalgia		Y	N	U


Disseminated intravascular coagulation (DIC)	Y	N	U


*hyperemia and injected mean bloodshot or bright red	





Did patient have disorientation or alteration of consciousness without focal neurologic signs (in the absence of fever and hypotension)?			Y	N	U	








LHD Case classification: (Check one)


□ Confirmed	□ Probable	□ Suspect	□ Pending	□ Out of state	□ Not a case


			























Was urine culture done?				Y	N	U


Name of laboratory: _____________________________	Date collected: _____/_____/_____


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending





If positive, list organism identified: _____________________________________________





List quantity (i.e. 100,000 cfu/ml, TNTC, etc.) ____________________________________






































Patient’s occupation: 











Was serology (MAID – anti TSS antibody) done?	Y	N	U


Name of laboratory: _____________________________	Date collected: _____/_____/_____


Serology value: __________________


Test results:	(Check one)


□ Positive - Confirmed	□ Inconclusive	□ Negative	□ Pending


	


Message: A positive serology for anti TSS antibody means that the patient DOES NOT have TSS and is not a case





























UDOH Case classification: 


□ Confirmed	□ Probable	□ Suspect	□ Pending	□ Out of state	□ Not a case














Is case wound-associated?		Y	N	U


Is patient post-surgery?		Y	N	U


	If yes, list date of surgery and hospital:





	___________________________________________________	_____/_____/_____


Is patient post-partum?		Y	N	U


	If yes, list date of child’s birth and hospital:


			


___________________________________________________	_____/_____/_____


Was patient menstruating?		Y	N	U


Does patient use:


	Tampons?		Y	N	U


	Minipads?		Y	N	U


	Napkins?		Y	N	U


	If yes - 	List types and brands used:





					








Note: all of the information in the Clinical Information area is needed in order to determine the case status of the patient.  In most cases, it will be necessary to obtain much of the information through the patient’s medical charts during the hospitalization.  If you are unable to interpret the information on the chart, please forward the information to UDOH and this area will be filled out for you.


The following clinical manifestations should be taken from the first 48 hours of hospitalization (or illness) ONLY!














What is the highest recorded temperature (in C or F)? _______________





What is the lowest recorded blood pressure (systolic/diastolyic): ___________________


Did patient have acute respiratory distress syndrome (ARDS)?			Y	N	U


Did patient have soft-tissue necrosis (gangrene, myositis, necrotizing fasciitis)?	Y	N	U


Did patient have a rash (macular)?						Y	N	U


Did rash desquamate (peel – especially on palms or soles)?			Y	N	U


	Note: presence of rash and desquamation are important to establish a case status.


Was patient on antibiotics when cultures were collected?			Y	N	U


		





	
































Parent/guardian name: 						Relationship: 





Reported by: (Check all that apply)	


□ Hospital/ICP	□ Clinic/doctor’s office	□ Lab	□ General public	□ Other _____________





What is the date the lab reported to the clinician?	_____/_____/_____		





Reporter’s name: _______________________________	Phone number: _______________________________


Reporter’s agency: ______________________________	Date reported to public health:   _____/_____/_____


					





Were blood chemistries done?	Y	N	U


List the most abnormal values for the parameters listed below.  Without this information, we cannot establish a case status.





Lowest platelet count/ mm3?				AST (SGOT) in IU/L?				





ALT (SGPT) in IU/L?					ALP (alkaline phosphatase) in IU/L?		





Bilirubin in mg/dl?					BUN in mg/dl?					





CPK (creatine phosphokinase) in IU/L?			Creatinine in mg/dl?





aPTT?							PT?





ACT?





	



































RISK FACTORS
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