ID#:___________

Southwest Ohio Shigella sonnei  Case Questionnaire

Interviewer: ________________________ Interview date:___/___/____

Health Jurisdiction: ___________________ County: _________________________________________

Name of Patient: ____________________________________

Date of first positive culture for Shigella sonnei: ___/___/____

Testing laboratory name: __________________ Laboratory address: ____________________________

Good morning/ afternoon, my name is ________________and I’m calling from _______________Health Department. May I speak with ___________ or parent of _________________. Is this a good time to ask you a few questions that should take about ten minutes,or is there a more convenient time that I can call back?

During this past summer, southwest Ohio has experienced an increasing number of cases of a diarrheal disease called shigellosis. This illness is spread from person to person through direct contact with unwashed hands or through eating food that was contaminated by unwashed hands. We have some questions about your/ your family’s experiences with this disease that will take about ten minutes to ask. It will be very helpful to us if you can be as specific as possible about your answers to the following questions. It may be easier to remember dates if you have a calendar available. All of the answers to your questions will be kept confidential and will not be associated with your name or any identification.

How are you/ is your child currently feeling?

How did you know that you/ your child had shigellosis?


The patient experienced diarrhea

Y
N
DK
(circle one)


The patient was tested after being in contact with someone else (screened)?
Y
N
DK











(circle one)

Part I. Demographic Information: We now have a few questions that we are asking everyone to make sure that the information in our records is correct:

Patient name:  ___________________________________________


DOB:  ____ / ____ / ______
Age:  ________ years

Sex:  M
   F (circle one) 

Race: 
Black
White
Asian/Pacific Islander 
(circle one)


Ethnicity: Hispanic 
Non-Hispanic 
Other
(circle one)

Address:  ____________________________City:  ___________________________ Zip:  ___________

Home telephone number:___________________ Work telephone number: ________________________

Parent's Name (if child): _________________________________

Occupation of Patient (indicate grade if a student):________________________________________________

Is anyone in the home a:
Daycare Worker

Food Handler
Healthcare worker with patient contact




None of the above
(Circle all that apply)


Who was interviewed?
Patient

Parent/Guardian

Other person: who?_____________
(circle one)

Part II.  Clinical information: We now have a few questions about your/ your child’s illness:

Did the patient experience diarrhea (3 or more loose stools/24 hours) during the month before stool specimen was obtained?
Y
N
DK



If yes:
Date of onset of diarrhea: 


____/____/____ (mm/dd/yyyy)

Maximum number of stools in a 24-hour period: ___________________



Is the patient still ill?
Y
N 
DK
(circle one)






If no, date of last episode of diarrhea: ____/____/____ 

Did the patient experience (ask each symptom, circle response):  

Bloody diarrhea

Y
N
DK



Abdominal cramps
Y
N
DK



Fever 


Y
N
DK

Chills


Y
N
DK



Headache

Y
N
DK



Body aches

Y
N
DK











ID#:___________
Did the patient see a healthcare provider, such as a doctor or a nurse, in a private, hospital, or health department setting?



Y
N
DK
(circle one) 



If yes, name of healthcare provider: _________________ 
When?
____ /____/ ____





How much did you pay for the visit? _____________ (total $)

Was the patient hospitalized overnight?




Y
N
DK
(circle one)





If yes, where?__________________________




Did you have to pay for the hospital services? Y
N 
DK 
 







If yes, how much was paid? __________________ (total $)

Did the patient take any medications for this illness? 



Y
N
DK
(circle one)



  

If yes, what medications? ____________    Date treatment initiated? ___/___/____ (mm/dd/yyyy)




What was the cost of the medication(s)? ___________________________(total $)

How many persons live in the home of the patient (including the patient)? _________

How many children less than 13 years of age live in the home of the patient (including the patient)? ___________

How many persons in the home of the patient attend daycare (by daycare, we mean any place where more than 2 unrelated children are cared for, including the patient)? ______________

Number of individuals in household with a similar illness: _____________________________________________ 

Do you know of anyone else with a diarrheal illness during the past week?



Y
N
DK
(circle one)



If yes, name?  ____________________ Relationship of contact: __________________.

Part III. Exposure Information

Is the patient a daycare attendee, (by daycare, we mean any place where more than 2 unrelated children are cared for)?
Y
N
DK
(circle one)

If yes:


Daycare name:________________________ 


Daycare address: __________________________________________________


Daycare class size:________________________________


Average number of hours/week in daycare: ________


Was the patient excluded from daycare? 
Y
N
DK
(circle one)







If yes, dates excluded: ____/____/____ to  ____/____/____

Who cared for the patient while excluded from his/ her regular daycare arrangement? _____________________________________________________________________

Did you have to pay someone to care for the patient while not in daycare? 
Y
N
DK


If yes, how much (total $) ______________________



If no, how many days of work were missed while caring for the patient? _________________




How much did this cost you (total $) ________________________

Is the patient a school attendee:
Y
N
DK
(circle one)





If yes:
School name:_________________________





School address: __________________________________________________





School class size:________________________________

Who cared for the patient while excluded from his/ her regular school arrangement? _____________________________________________________________________

Did you have to pay someone to care for the patient while not in school? 
Y
N
DK


If yes, how much (total $) ______________________



If no, how many days of work were missed while caring for the patient? _________________




How much did this cost you (total $) ________________________











ID#:___________

We now have a few questions about some of the places that you/ your child may have visited.

If infection associated with diarrhea ask: During the 7 days before illness onset did the patient:

If infection not associated with diarrhea ask: During the 30 days before stool collection did the patient:


Visit a zoo 

Y
N
DK
(circle one)





If yes, where: _____________________________ When: ___/___/________


Attend special events such as fairs or picnics





Y
N
DK
(circle one)





If yes, specify event: ________________________When:___/___/__________


Swim in a swimming pool or wading pool






Y
N
DK
(circle one)





If yes, where: _____________________________ When: ___/___/_________


Visit a water park









Y
N
DK
(circle one)





If yes, where: _____________________________ When: ___/___/_____


Does the patient:



Drink from a bottle with a nipple or sippy cup?
Y
N
DK
(circle one)

Wear diapers or disposable training pants?

Y
N
DK
(circle one)

If applicable, ask: Do you care for a child who wears diapers or training pants?

Y
N
DK
(circle one)
Part IV. Contact Information

We now have a few questions about the people with who you/ your child may have had close contact:

	Name
	Date of Birth
	Relationship to Case
	Household Member
	Symptom
	Stool Culture Result

(indicate if treated w/o culture)


	
	
	
	
	
	        Date
	 Result

	
	
	Same
	Yes / No
	Yes / No
	Initial:

F/U 1: 

F/U 2:
	

	
	
	
	Yes / No
	Yes / No
	Initial:

F/U 1: 

F/U 2:
	

	
	
	
	Yes / No
	Yes / No
	Initial:

F/U 1: 

F/U 2:
	

	
	
	
	Yes / No
	Yes / No
	Initial:

F/U 1: 

F/U 2:
	


Thank you very much for your time and assistance. If you have further questions, we may be contacted at the _______________________ Health Department at _____________________
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