BCCDC Invasive Pneumococcal Disease
BC Centre for Disease Control  Enhanced Surveillance Case Report Form

INSTRUCTIONS

In order to evaluate the dose schedule change of the conjugate pneumococcal vaccine in British Columbia, Health Authorities are
requested to complete this enhanced reporting form for all confirmed cases of IPD_ AGED 0-16 YEARS

This is in addition to the standard reporting procedures involving submission and updating of information on all probable and/or confirmed
cases in iPHIS. Cases reported in this form must meet the following case definition:

Case definition:
Invasive disease with laboratory confirmation of infection:
. isolation of Streptococcus pneumoniae from a normally sterile site (excluding the middle ear)
-OR-
e demonstration of S. pneumoniae antigen in cerebrospinal fluid

Invasive disease manifests itself mainly as pneumonia with bacteremia, bacteremia without a known site of
infection, and meningitis.

Pneumonia without bacteremia is not reportable

Please complete all anorooriate sections. and fax this form to (604)-707-2516 to the attention of Dr. Monika Naus

A. PERSON REPORTING

Health Authority: [ 1 FHA [JIHA [ VIHA [NHA [JVCH Date of report: / /
YYYY MM DD
Name of PHN/HCW reporting: Phone number: ( )
First name Last name
E-mail: Fax: ( )

B. CASE INFORMATION

Personal Health #: Name: Sex: [ Male []Female
First name Last name
Date of birth: / /
YYYY MM DD
Street address: City:
Postal code: Province: Phone numbers (home/office/cell):

Case’s Physician:

Is the case Aboriginal?' [ Yes [ No [ Unknown If yes, does he/she live on-reserve? []Yes [ ] No [] Unknown

C. CLINICAL INFORMATION

Approximate date of symptom onset (YYYY/MM/DD)?: / /
Clinical presentation (check all that apply) :
[ Meningits [ Pneumoniawith [ Bacteremia without a known [ Other (please specify):
bacteremia site of infection

Was the case hospitalized (>24 hrs) [] Yes [ No [ Unknown
If yes, was he/she admitted to an Intensive Care Unit: [] Yes [] No [ Unknown
Name of Hospital/Institution:
Reason for hospitalization (e.g., dehydration support, respiratory support, basic nursing care)

Outcome at the time of reporting: [] Recovered [] Sick [] Died [] Unknown

if died, date of death / / (yyyy/mm/dd)

' Any individual who self identifies as Aboriginal
% The earliest date the patient reported a clinically relevant symptom
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D. CASE IMMUNIZATION HISTORY ‘

Vaccine name:

Did the case receive conjugate pneumococcal vaccine? [] Yes [ No [J Unknown
If YES, please complete the following:
] Prevnar7® 1 Prevnar® 13 [1 Synflorix O Unknown

Number of Doses:

[ No
: [ <1 vyearago

Did the case receive polysaccharide pneumococcal vaccine? 1] Yes

If YES, indicate when the last dose was received (approximatel
E. RISK FACTORS AND EXPOSURES

Does the case have any underlying medical conditions or prior illnesses? [ Yes

If YES, check all that apply:

[0 cCardiovascular disease [J Congenital or acquired asplenia O
[ Chronic CSF leak [ Cystic fibrosis
[J Chronic liver disease (including  [] Diabetes mellitus
cirrhosis, chronic hepatitis B, O
chronic hepatitis C)
[ Immunosuppression related to disease
(e.g. multiple myeloma, HIV, lymphoma,

OO

specify: Hodgkin’s) or congenital conditions,
specify:
[0 Chronic renal disease [0 Immunosuppression related to therapy

) o (e.g. high dose systemic steroids),
m Cochlear implant recipient or

candidate specify:

Did the case/ guardian recall that appropriate doses for the conjugate vaccine were given? [] Yes [ No [ Unknown
Dose #1 Date (YYYY/MM/DD): /1 Dose #2 Date (YYYY/MM/DD): [
Dose #3 Date (YYYY/MM/DD): [ Dose #4 Date (YYYY/MM/DD): [

[ Unknown [ Not Eligible

[ 2to5yearsago []=>5 years ago

O No O Unknown

Pulmonary disease

Receipt of hematopoietic stem cell
transplant; solid organ transplant; or islet
cell transplant

Sickle cell disease

Other (specify):

c) Did patient have contact with another confirmed IPD case? [] Yes [

If YES, please describe:

No [ Unknown

If case is < 1 year old:

e) Is patient being breastfed?
F. LABORATORY INFORMATION

Specimen collection date (YYYY/MM/DD): / / Serotype:

Source: [ Blood [ CSF [ other sterile site, excluding the middle ear (specify):

d) Low birth weight or premature (<2500 grams or born <36 weeks gestation)? [] Yes

O No [ Unknown

O Yes [ No [ Unknown

G. NOTES ‘
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