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 Patient name: ______________________________    ID: ___________
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PEDIATRIC INFLUENZA-ASSOCIATED DEATH





CONFIDENTIAL CASE


REPORT





LABORATORY INFORMATION








Patient’s occupation: 








Last Name:					First Name:				MI:





Was patient hospitalized?	Y	N	U	Hospital: 


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


						Medical record #:		


	





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








Address:						City:					State:





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








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








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








DEMOGRAPHIC INFORMATION








Ethnicity:		□ Hispanic	□ Not Hispanic		□ Other			□ Unknown

















Was PCR done?		Y	N	U


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


Sample collected:		□ NP swab	□ Other


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
































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








REPORTING








PRIOR MEDICAL CONDITIONS


Did the patient have any medical conditions prior to acute disease?	Y	N	U


If yes, which?


Asthma/reactive airway disease			Y	N	U	


Diabetes mellitus					Y	N	U


History of febrile seizures				Y	N	U	


Seizure disorder					Y	N	U


Cystic fibrosis					Y	N	U	


Skin or soft tissue infection			Y	N	U


Moderate to severe developmental delay		Y	N	U	


Hemaglobinopathy (sickle cell anemia)		Y	N	U				


Cardiac disease 					Y	N	U 	Specify: __________________________


Chronic pulmonary disease 			Y	N	U 	Specify: __________________________


Immunosuppressive condition 			Y	N	U 	Specify: __________________________


Metabolic disorder 				Y	N	U 	Specify: __________________________


Neuromuscular disorder (including cerebral palsy) 	Y	N	U 	Specify: __________________________


Pregnant 					Y	N	U 	Gestational age: ____________________


Other 						Y	N	U 	Specify: __________________________








LHD Reviewer:			





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








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:   _____/_____/_____














LHD Case classification: (Check one)


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


			























Influenza type


□ A		□ B		□ Both		□ Unspecified





If type A, then:		H type:				N type:


							











Parent/guardian name: 						Relationship: 





Was culture done?	Y	N	U


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


Sample collected:		□ NP swab	□ Other


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending



































Was a rapid done?	Y	N	U


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


Sample collected:		□ NP swab	□ Other


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
































COMPLICATIONS


Did complications occur during the acute illness?	Y	N	U


Pneumonia (chest x-ray confirmed)		Y	N	U


ARDS					Y	N	U


Croup 					Y	N	U


Seizures					Y	N	U


Encephalopathy/encephalitis		Y	N	U


Bronchiolitis				Y	N	U


Shock 					Y	N	U


Sepsis					Y	N	U


Reye Syndrome				Y	N	U


Another viral co-infection 			Y	N	U 	Specify: __________________________











Culture confirmation of bacterial pathogens 


Was a specimen collected for bacterial culture from a normally sterile site?	Y	N	U


	If yes, then was an organism cultured?				Y	N	U


Were other respiratory specimens collected for bacterial culture?		Y	N	U


	If yes, then was an organism cultured?				Y	N	U





Which organism(s) were identified?


Streptococcus pneumoniae		Y	N	U


If yes, then what site? (select all that apply)


□ Blood		□ Pleural fluid		□ CSF		□ Sputum	□ ET tube	


□ Other (specify) ___________________	□ Unknown





Haemophilus influenzae 		Y	N	U


If yes, then what site? (select all that apply)


□ Blood		□ Pleural fluid		□ CSF		□ Sputum	□ ET tube	


□ Other (specify) ___________________	□ Unknown





Staphylococcus aureus		Y	N	U


If yes, then what site? (select all that apply)


□ Blood		□ Pleural fluid		□ CSF		□ Sputum	□ ET tube	


□ Other (specify) ___________________	□ Unknown





Neisseria meningitidis		Y	N	U


If yes, then what site? (select all that apply)


□ Blood		□ Pleural fluid		□ CSF		□ Sputum	□ ET tube	


□ Other (specify) ___________________	□ Unknown





Group A streptococcus		Y	N	U


If yes, then what site? (select all that apply)


□ Blood		□ Pleural fluid		□ CSF		□ Sputum	□ ET tube	


□ Other (specify) ___________________	□ Unknown





Other 				Y	N	U


If yes, then what site? (select all that apply)


□ Blood		□ Pleural fluid		□ CSF		□ Sputum	□ ET tube	


□ Other (specify) ___________________	□ Unknown














Location of death:


	□ Outside the hospital	□ Emergency Department (ER)	□ Inpatient ward 		


□ ICU			□ Other


Was an autopsy performed? 				Y	N	U


Were pathology specimens sent to CDC?			Y	N	U


Did cardiac/respiratory distress occur outside the hospital?	Y	N	U


Did the patient require mechanical ventilation?		Y	N	U

















CLINICAL INFORMATION

















MEDICATIONS AND THERAPIES


In the 7 days prior to illness onset or after illness onset, did the patient recieve:


Aspirin or aspirin-containing products	Y	N	U


NSAID or NSAID-containing products	Y	N	U





Did the patient receive any of the following therapies prior to illness onset:


Antibiotic therapy			Y	N	U


Steroids taken by mouth or injection	Y	N	U


Chemotherapy or radiation therapy		Y	N	U


Antiviral therapy 				Y	N	U 	Specify: __________________________


Any other immunosuppresive therapy 	Y	N	U 	Specify: __________________________























UDOH Case classification:


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

















Did patient receive medical care for the illness?		Y	N	U


If yes, then where? (select all that apply)


□ Outpatient clinic	□ Emergency Department (ER)	□ Inpatient ward 		□ ICU	











Vaccination history


Did patient receive an influenza vaccine during the 2007-2008 season?		Y	N	U


	If yes, list number of doses and dates:


	What type of vaccine did the patient receive?	□ TIV		□ LAIV





Did patient receive any influenza vaccine in previous seasons? 		Y	N	U





Was DFA done?		Y	N	U


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


Sample collected:		□ NP swab	□ Other


Test results:	(Check one)


□ Positive	□ Inconclusive	□ Negative	□ Pending
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