NC Electronic Disease Surveillance System NC EDSS EVENT ID#

(" North Carolina Department of Health and Human Services ATTENTION HEALTH CARE PROVIDERS:
Division of Public Health « Epidemiology Section Please report relevant clinical findings about this
Communicable Disease Branch disease event to the local health department.

North Carolina
Public Health

INFLUENZA, PEDIATRIC DEATH (< 18 YEARS OF AGE)

Confidential Communicable Disease Report—Part 2
NC DISEASE CODE: 73

REMINDER to Local Health Department staff: If sending this form to the Health Care Provider, remember
to attach a cover letter from your agency indicating the part(s) of the form the provider should complete.

Patient’s Last Name First Middle Suffix Maiden/Other Alias Birthdate (mm/dd/yyyy)
/ /
SSN
NC EDSS Verify if lab results for this event are in NC EDSS. If not present, enter results.
LAB RESULTS

Specimen Specimen # | Specimen Type of Test Test Description (comments) Result Date Lab Name—City/State
Date Source Result(s)
/A /A
/A I
/A /)

NC EDSS PART 2 WIZARD

COMMUNICABLE DISEASE

Is/was patient symptomatic for Were other respiratory specimens collected Was the patient receiving any of the following

this disease?...........ccccoocvieicnnnn Oy O~ Ou for bacterial culture (e.g., sputum, ET tube therapies in the 7 days prior to illness onset or
If yes, symptom onset date (mm/dd/yyyy): _ / /| aspirate)? ... Oy O~ Ovu after iliness onset? (check all that apply)
CHECK ALL THAT APPLY: If yes, please enter all positive results in the laboratory DAspirin or aspirin-containing products
Fever.......iiis Oy O~ Ovu package. CINSAID or NSAID-containing products

Highest measured temperature : Moderate to severe developmental . o .

Temperature taken: delay ..o Oy On Ou  Was the patient receiving any of the following

Orally [JRectally [Jother [JUnknown DIAbEteS........ovvvveeeeeeeeeeeeeeeeeeeseeeeenes Oy O~ Ovu ‘2::':('27' Ft’;::';;p'l';';ess onset?
Fever onset date (mm/dd/yyyy): / / Cardlovasctlllarlheart disease........... Oy O~ Ovu |-(__|Antiviral therapy
- If yes, spemfy:. specify, )

Encephalitis ... Oy O~ Ovu Chronic lung disease Chemotherapy or radiation therapy
Encephalopathy..... Oy ON Qu (including asthma)......................... Oy O~ Ou O steroids by mouth or injection
Seizures / convulsions...................... Oy O~ Ou If yes, specify: [ other immunosuppressive therapy

E New onset . . . Metabolic diSOrder ..............ccco........ Oy O~ Ovu (specify )

0 g::::rbanon of underlying seizure disorder If yes, specify: . - - N

Pregnant ............ccccoceevniiiiniecnin. Oy ON Oy  Did the patient receive an antiviral for

[J unknown , , this i1NESS? ..oooooooooooooocecceeececceec Oy O~ Ou
Bronchiolitis. If yes, specify gestationalage: _ weeks Specify antiviral name:
Croup Hematologic disorder ...................... Oy OnOvu Amantadine (Symmetrel)
Acute Respiratory Distress Syndrome History of febrile seizures................. Oy O~ Ovu [ oseltamivir (Tamiflu)

(ARDS)..... e Oy On Ou Seizure disorder .............cccoccoooennn.. Oy O~ Ovu L Rimantadine (Flumadine)
Pneumonia... LY ONDOU  Kidney disease ... Oy O~ Ou L] zanamivir (Relenza)

Confirmed by X-ray or CT scan? .........JYy N Ju o [Jother
Bacteremia............cocooooeeevceeennn. Oy O~ Ou If yes, specify: - [J unknown

Any immunosuppressive

Date of positive blood culture_ /  / CONAIIONS oo Oy ON Ou Date antiviral treatmentbegan: /|
Septicemia/ sepsis ..............cccceee Oy O~ Ovu If yes, specify: Number of days taken:
Reye Syndrome Ly On Hu Neuromuscular disorder ................. Oy O~ Ovu
Another viral co-infection.................. Oy O~ Ovu If yes, specify: Did the patient receive medical care

Please specify; Skin O;’ soft tissue infection ............ DY D N D U for thisillness?..........cccooevevveeeneen. D Y D N D U
Was a specimen collected for bacterial culture ) Specify level(s) of care (check all that apply):

from a normally sterile site (e.g., blood, If yes, speC|fy_: - Outpatient Cicu

cerebrospinal fluid [CSF], tissue, or Other underlying iliness ................. Oy O~ Ou [J Emergency department [ Other

pleural fluid)?.........cccooeiiiiie Oy O~ Ovu If yes, specify: O Inpatient [ unknown

If yes, please enter all positive results in the laboratory Did the patient require mechanical

package. Ventilation? .............o...cooovvoervveeeenennne. Oy O~ Ovu

(CONTINUED NEXT PAGE)
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{ Patient’s Last Name First

NC EDSS PART 2 WIZARD

(CONTINUED

Middle

Suffix Maiden/Other

Alias Birthdate (mm/dd/yyyy)
/ /

SSN

COMMUNICABLE DISEASE
Discharge/Final diagnosis:
SUIVIVEA? ..o Oy O~ Ou
[5T8RNSO Oy O~ Ou

Died from this illness?.... Oy O~ Ou

Date of death (mm/dd/yyyy)._ /[
Location of death:
[J Home
O Emergency Department
] Hospital ICU
Hospital inpatient
En route to hospital
Long-term care facility
Other, specify:

County of autopsy:
DAutop5|ed outside NC,
specify where:
Source of death information (select all that apply):
Death certificate
Autopsy report final conclusions
O Hospital/physician discharge summary
other
Pathology specimens sent
LY o1 1o O Oy O~ Ovu
Did cardiac or respiratory arrest occur outside
the hospital? .... y O~ Ou

during the current season (before illness)?
........ y O~ Ou
If yes, vaccine type:
Inactivated influenza vaccine [injected]
[ Live-attenuated influenza vaccine (LAIV) [nasal spray]
O other, specify
[J Unknown vaccine type
How many doses did the patient receive and what
was the timing of each dose?
1 dose ONLY
<14 days prior to iliness onset
214 days prior to illness onset
Date dose given (mm/dd/yyyy):_ [/ [
[J2 doses
[J2nd dose given <14 days prior to iliness onset
[J2nd dose given 214 days prior to illness onset
Date of 1st dose (mm/dd/yyyy): / /

Date of 2nd dose (mm/dd/yyyy): / /

vaccine during the current season (before iliness)?
........ Oy O~ Ou
If yes, vaccine type:
[ inactivated influenza vaccine [injected]
[ Live-attenuated influenza vaccine (LAIV) [nasal spray]

O Other, specify
Unknown vaccine type
How many doses did the patient receive and what
was the timing of each dose?
71 dose ONLY
<14 days prior to illness onset
O>14 days prior to illness onset
Date dose given (mm/dd/yyyy):_ /[
2 doses
[J2nd dose given <14 days prior to illness onset
[J2nd dose given 214 days prior to illness onset

Date of 1st dose (mm/dd/yyyy): / /

Date of 2nd dose (mm/dd/yyyy): / /

Did the patient receive any influenza vaccine in

Unknown
Patient died in North Carolina?.......... Oy O~ Ou
County of death:
Died outside NC?.........coorvvvvvoccoo. Ly OON Ou
Specify where:
Autopsy performed?..........cccceevineenne Oy O~ Ou
Patient autopsied in NC? Oy O~ Ou

Did the patient receive any seasonal influenza vaccing

Did the patient receive any pandemic H1N1 influenza

previous seasons?...........cccccceeeveennnn. Y N CJu

CLINICAL FINDINGS TRAVEL & IMMIGRATION

Fatigue or malaise or weakness ......
Chills orrigors...........c.ccccocene
Dehydration...........

Altered mental status ..

Meningitis
Muscle aches / pains (myalgias)

Myositis .........ccoeiviiiii
Sore Throat ............cccoeviiiiiiiis

OOO0000000od
zzzzzzzzzz

00 0 OOoododood

cC

<<<<<<<<=<=<
cccccccccc

- IZIIZIEIiZIiZIiZIiZIiZIiZIIZI

Onset date (mm/dd/yyyy):__ |
APRNea.......cciiiii Oy ON
Shortness of breath/difficulty breathing/

respiratory distress......................... Oy
Did the patient have a chest x-ray? .... Oy O
If yes, describe (check all that apply)
Normal Pleural effusion
[ infiltrate [ other
Diffuse infiltrates/findings suggestive of ARDS
Cardiac arrhythmias or cardiac arrestL_| Y N Cu

[

N
N

Vomiting ........ccccoovvveiiiiicceeee
Abdominal pain or cramps .
Diarrhea..........c.coooeiiiiiii,
Elevated liver enzymes .....................
Leukopenia
Other symptoms, signs, clinical findings, or

complications consistent with

this ilNESS.........oovveovveeeceereean Oy O~ Ovu

Please specify:

TREATMENT

Was antiviral prophylaxis given prior

toillness onset?..........ccccoooveiiiinnne Oy O~ Ovu
If yes, specify:
Did the patient require supplemental
OXYGENT ..o Oy O~ Ou

Date started (mm/dd/yyyy): / /

Did the patient require high frequency oscillatory
ventilation? .................ccoorvvverrrereennnn. Oy O~ Ovu

Date started (mm/dd/yyyy): / /

Did the patient require extracorporeal membrane
oxygenation (ECMO)? vy O~ Ou

Date started (mm/dd/yyyy): / /

HOSPITALIZATION INFORMATION

Was patient hospitalized for
this illness >24 hours? .................. Oy O~ Ou

1. Hospital name:
City, State:
Hospital contact name:

Telephone: ( )
Admit date / /
Discharge date / /

If applicable:
2. Hospital name:

City, State:
Hospital contact name:

Telephone: ( )
Admit date / /
Discharge date / /

The patient is:
Resident of NC
Resident of another state or US territory
Foreign Visitor
Refugee
Recent Immigrant

| Foreign Adoptee
[ None of the above

Did patient have a travel history during
the 10 days prior to onset of

SYMPLOMS? ..o Oy O~ Ou
List travel dates and destinations:
From / / to / /

Does patient know anyone else with similar
symptom(s) who had the same or similar
travel history? ... Oy O~ Ou

List persons and contact information:

Additional travel information:

OTHER EXPOSURE INFORMATION

Does the patient (or family) know anyone else with

similar symptoms? ......................... Oy O~ Ou
If yes, specify:

CASE INTERVIEWS/INVESTIGATIONS

ere interviews conducted
With Others?.........ccc..cccoovvvevvvrenennn. Oy O~ Ovu
Who was interviewed?

Were health care providers
consulted?............cocoeiiiiiiiienn, Oy O~ Ou
Who was consulted?

[Medical records reviewed (including telephone review
with provider/office staff)? ............... Oy O~ Ovu

Specify reason if medical records were not reviewed:

Notes on medical record verification:

GEOGRAPHICAL SITE OF EXPOSURE

In what geographic location was the patient
MOST LIKELY exposed?

Specify location:
OinNe
City
County.
[ outside NC, but within US
City
State
County
[ outside US
City
Country

[J Unknown
Is the patient part of an outbreak of
this disease? ............cccceevvveenennn.

Oy ON
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Influenza, pediatric death
20 CDLC Case Defmition
Cimical descripbon:

An nveoes-ssncaied desth s definel for suvsilaes puposes &s 2 death esulling fom a
cinically compalible dine== that s confemesd o be mhuees by an sppropiais Bineiony or mpd
degneiin: o=l Thems shoukd be o perind of compleie ecovery bebwesn the limess and death
Imhes-pesocisivd deaths in 81 persons aged <18 years should be reporied.

A dagth should ot be epoaried i

There = na Bhomkry conlrmaikon of mhuernes vins nleckon.

The muveea iess s olosad by ull Eonsy D beseline health sSahus i o desth.
The desth pcous inE parson 1H pears or plider.

Aller review anil corsullanion there s an slismaines sgem] upon case of death.

Laboratory criteria for (iagnosis
Laboraiory fesling &k inflvenes vinus infection may be done an pre- or posk-moriem clinicsl

specamens, and nchde identiicstaon of nlunes A or B vines niecions by a posiive result by at
e=] pne of The Dliowing:

ol

»  Inhusem vis isalsinn n e cell culhue fom esprainny specaners;
SR TS,

= Immunaiuarescen] anlikaly sisning [diect or ndiec) of resprshyy specamaes

= FRapd nfluenzs dagnosis: esling of mspimkony specimens;

= Immunohsinchemcal |HCY slaning for infloenzs yirsl enlipens in mespieiony tect e
rom sulnpsy specimens;

=  Four-fold ise in inflenes hemegpiulineion mhibikon {H] entibody Ter in paimsd scule
and comvalerant sera™

Casze classihcation
Comimasd - A daah mesting the dinical case defindinn that is leborabhory cominme:d.

Leboraiony or repal dagnosic sl confarmaion s requied es part of the coss definiion; therefore, sl
meprbel desths wil e dessiberd] as cornfamed.

Comment

*Seralogic lesling ky influenrs = valabie i 8 imied rumber of lBbomiones, and should only be
covrsdered s avidence of et mlachkon §a ook e n nheeos (H) enldxady e s
demunshaisd in ppisd ssm_ Singls serum samples ae nol inlerpetebls
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