[image: ]          IN STRICT MEDICAL CONFIDENCE
Clostridium botulinum
Infant Botulism Questionnaire


Please return completed questionnaire by email to botulism@ukhsa.gov.uk 

			
For queries regarding the Botulism		Gauri.Godbole@ukhsa.gov.uk       Tel: 02083 276606 questionnaire please contact:			Vanessa.Wong@ukhsa.gov.uk	    Tel: 02071 233512	

						        	










PERSON COMPLETING THE QUESTIONNAIRE

	No.
	Questions
	Answers

	Q.1 
	Name of person completing the questionnaire


	

	Q.2 
	Organisation and job role of person completing the questionnaire


	

	Q.3 
	Email address 


	

	Q.4 
	Phone number


	



 	SECTION 1: DEMOGRAPHIC INFORMATION
	No.
	Questions 	
	Answers         Please circle answers where appropriate

	Q.5 
	Patient name	

	
Surname……………………………………………

First name …………………………………………


	Q.6 

	Sex
	 Male          Female	 

	Q.7  
	Date of birth
	………/………/…………. dd/mm/yyyy

	Q.8 
	Age (months)
	                               

	Q.9 
	
Address





	………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

	Q.10 
	Postcode


	




SECTION 1: DEMOGRAPHIC INFORMATION (continued)

	No.
	Questions 	
	Answers         Please circle answers where appropriate

	Q.11 
	Ethnic group 	

	☐White British                    
☐White Irish                       
☐White other                     
☐Other
☐Not known

	☐Black-Caribbean     ☐Black-African     
☐Black-Other   

	☐Pakistani 
☐Bangladeshi
☐Indian 
☐Chinese                  
☐Asian other

	Q.12 
	Parent/Guardian occupation, please describe
	Parent/Guardian 1 Occupation
……………………………………………………………….

……………………………………………………………….

Parent/Guardian 2 Occupation

……………………………………………………………….

……………………………………………………………….






NURSERY/CHILDMINDER
(Please list all attended during the week before the onset of symptoms)

	Establishment
	Address/Postcode
	Manager/ Person-in-charge
	Contact number
	E-mail

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	






DO YOU KNOW OF ANY OTHER PERSON(S) WITH SIMILAR ILLNESS?     YES ☐        NO ☐

If YES, please provide details of person(s)
	NAME
	ADDRESS
	TELEPHONE NUMBER

	
	
	

	
	
	

	
	
	

	
	
	




SECTION 2: CLINICAL DETAILS

	No.
	Questions 	
	Answers         Please circle answers where appropriate

	Q.13 
	Hospital name
	

	Q.14 
	Clinician in charge         Name

                                      Tel No.
	

	Q.15 
	GP	 Name
                                       Address 


                                      Tel No.
	
……………………………………………………………

…………………………………………………………….


	Q.16 
	Preliminary History: 
		
A. Onset date of symptoms


B. Date first seen by doctor


C. Was patient hospitalised?
	
                      If yes: date hospitalised

D.   Has the patient been   
            admitted to intensive care?

                      If yes: date admitted	

       
     E.   Has the patient been placed on
            a ventilator?

            If yes: date intubated
                              
	   Day          Month             Year









 		       













 Yes		    No		     DK	 (don’t know)












  Yes 	    No		     DK











  
  Yes 	    No		     DK














	Q.17 
	Was the patient on any of the following medications in the month prior to onset?


	a. Phenothiazine  
b. Aminoglycoside
c. Anticholinergic

	Yes
Yes
Yes

	No
No 
No

	DK
DK
DK







SECTION 2: CLINICAL DETAILS (continued)

	No.
	Questions 	
	Answers         Please circle answers where appropriate

	Q.18 
	Clinical History:
Briefly describe history and general symptom progression:


















	Q.19 
	Specific symptom history:
Abdominal pain
Drooping eyelid (ptosis)
Poor feeding (poor suck)
Diarrhoea
Constipation
Floppy head
Failure to thrive
Weak cry
Drooling saliva
Difficulty swallowing
Shortness of breath
Subjective weakness
Fatigue

	
Yes	No	DK
Yes	No	DK
Yes	No	DK
Yes	No	DK
Yes	No	DK
Yes	No	DK
Yes	No	DK
Yes	No	DK
Yes	No	DK
Yes	No	DK
Yes	No	DK
Yes	No	DK
Yes	No	DK


	Q.20 
	Vital signs on admission:
	
Temperature (°C) ………….. Blood Pressure  ………/…….. Heart Rate   …………………..
Respiratory Rate	…………..



SECTION 2: CLINICAL DETAILS (continued)

	No.
	Questions 	
	Answers         Please circle answers where appropriate

	Q.21 
	Physical Examination Findings:

Extraocular palsy

Ptosis

Pupils Dilated

Pupils constricted

Pupils fixed

Pupils reactive

Facial paralysis

Impaired gag reflex

Sensory deficit(s)

If Yes, please describe deficit:

	

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

……………...

	

Bilateral

Bilateral

Bilateral

Bilateral

Bilateral

Bilateral

Bilateral

Bilateral

Bilateral



	

No

No

No

No

No

No

No

No

No



	

DK

DK

DK

DK

DK

DK

DK

DK

DK




	Q.22 
	Deep tendon reflexes:

Abnormal deep tendon reflexes

     Biceps/Triceps

     Brachial

     Patellar

     Ankle
	

	Brisk	Normal	Reduced	 Absent	 DK

 	Brisk	Normal	Reduced	 Absent	 DK

	Brisk	Normal	Reduced	 Absent	 DK

	Brisk	Normal	Reduced	 Absent	 DK

	Brisk	Normal	Reduced	 Absent	 DK


	Q.23 
	Please indicate if weakness or paralysis was noted in the patient:

a. Upper extremities
		
If Yes:	Distal weakness/paralysis

				Proximal weakness/paralysis

b. Lower extremities

If Yes:  Distal weakness/paralysis

				Proximal weakness/paralysis

If Yes to any of the above please describe weakness/paralysis:

	i. Ascending (beginning in the lower extremities, moving to upper extremities and then cranial nerves)

	ii. Descending (beginning with cranial nerves, moving to upper then lower extremities)

	


		Yes			No

		Yes 	Bilateral	No		DK

		Yes 	Bilateral	No		DK

		Yes 			No

		Yes 	Bilateral	No		DK

		Yes 	Bilateral	No		DK




		Yes 	Bilateral	No		DK


		
		Yes 	Bilateral	No		DK








SECTION 2: CLINICAL DETAILS (continued)
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	No.
	Questions 	
	Answers         Please circle answers where appropriate

	Q.24 
	Laboratory Results:  

a. Was a lumbar puncture done? 

		If Yes:
i.    Date done:
ii.   RBC
iii.  WBC
iv.  Protein
v.  Glucose

b. Was a tensilon test (Edrophonium  
    chloride) done?
 			
                 If Yes:       i. Date done:

ii. Results:
     



c. Was electromyography (EMG) 
    done?

 If Yes:  i.    Date done:

ii. Muscle group

iii.   Nerve conduction   
      results

iv.   Was rapid repetitive stimulation conducted?

				If yes: Hertz:

Result:


d. Was brain imaging done?
	
         If Yes:    Was a CT done?

			If Yes:   i. Date done:

 ii. Findings:


		
		
Was an MRI done?

			If Yes:  i. Date done:

                            ii. Findings
	

Yes		No			DK


………/………/…………. dd/mm/yyyy
......................
.......................
.......................
.......................

Yes		No			DK


………/………/………….dd/mm/yyyy

..................................................................……

..................................................................……


Yes		No			DK


………/………/………….dd/mm/yyyy

...................................................................……

..................................................................……

...................................................................……

Yes		No			DK

.......................

...................................................................……


Yes		No			DK

Yes		No			DK


………/………/………….dd/mm/yyyy

...................................................................……

...................................................................……


Yes		No			DK

………/………/………….dd/mm/yyyy

...................................................................………

...................................................................………
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SECTION 2: CLINICAL DETAILS (continued)

	No.
	Questions 	
	Answers         Please circle answers where appropriate

	Q.25 
	Treatment
Was the patient treated with antimicrobial agents?
	
Yes           No               DK

If Yes, please state which agents were used

……………………………………………………………


	Q.26 
	What samples have been sent to test for botulinum toxin?
                                                    
			
Serum ☐           Faeces ☐        Rectal washout ☐             
Gastric aspirates ☐              
Other ☐ (please state) ………………………………..
……………………………………………………………

	Q.27 
	Botulinum antitoxin:

Was the patient given Antitoxin?
		
If Yes, how many doses were given?

Dates given?

	

Yes		  No	     BabyBIG    		DK

…………………….………

…………………………….

	Q.28 
	Differential diagnosis by Clinician:
	

	Q.29 
	Patient outcome/status:

	
Still ventilated	         Still in hospital

Discharged		Died

Date of outcome ……………………..


























SECTION 3: FOOD EXPOSURES

	FOOD HISTORY

	Q.30 
	Did the infant eat/drink any of the following in the 7 DAYS before he/she became ill?

	Food/Liquid
	Yes
	No
	Brand/Description/Where purchased

	Breast milk
	☐	☐	


	Bottle feeds/infant formula
	☐	☐	


	Home prepared baby food
	☐	☐	


	Home jarred baby food
	☐	☐	


	Commercially jarred baby food
	☐	☐	


	Commercially tinned baby food
	☐	☐	


	Baby cereal
	☐	☐	


	Home preserved vegetables
	☐	☐	


	Commercially preserved vegetables
	☐	☐	

	Raw vegetables
	☐	☐	


	Home preserved fruits
	☐	☐	


	Commercially preserved fruits
	☐	☐	

	Raw fruits
	☐	☐	


	Smooth peanut butter
	☐	☐	


	Peanut powder
	☐	☐	


	Peanut puffs
	☐	☐	


	Other peanut containing food
	☐	☐	


	Honey
	☐	☐	


	Corn syrup
	☐	☐	


	Other commercial syrups
	☐	☐	


	Raw/brown sugar
	☐	☐	


	Home prepared herbal tea/infusion
	☐	☐	


	Commercially produced herbal tea/infusion
	☐	☐	


	Gripe water
	☐	☐	


	Medications
	☐	☐	


	Other
	☐	☐	







SECTION 4: OTHER EXPOSURES

	ENVIRONMENTAL EXPOSURES

	No.
	Questions 	
	Answers         Please circle answers where appropriate

	Q.31 
	In the month before the infant showed symptoms, were they exposed to pets (e.g. terrapins) or other animals at home, or when visiting parks, farms, etc?






In the month before the infant showed symptoms, were they exposed to large amounts of dust or dirt in the air (e.g. household dust, from home renovations, any other location, etc)?





In the month before the infant showed symptoms, were they in contact with soil (e.g. in the home garden, visiting parks or farms, etc)?






In the month before the infant showed symptoms, did any of the following occur within one block of your home?





















In the month before the infant showed symptoms, were there any weather-related disturbances, such as strong winds, storms, etc?







	 Yes    ☐            No    ☐     

If Yes, please specify with dates…………………………….

…………………………………………………………………

…………………………………………………………………


Yes    ☐            No    ☐     

If Yes, please specify with dates…………………………….

…………………………………………………………………

…………………………………………………………………



Yes    ☐            No    ☐     

If Yes, please specify with dates…………………………….

…………………………………………………………………

…………………………………………………………………



Construction of new homes or any new other buildings?
              Yes    ☐            No    ☐     

Demolition of old homes or any other old buildings?
              Yes    ☐            No    ☐     

Large scale excavating or digging of the earth?
              Yes    ☐            No    ☐     

Road works?
              Yes    ☐            No    ☐     

Ploughing of fields?
              Yes    ☐            No    ☐     
Excessive dust in your neighbourhood?
              Yes    ☐            No    ☐     

Major landscaping in your area?
              Yes    ☐            No    ☐     


Yes    ☐            No    ☐     

If Yes, please specify with dates…………………………….

…………………………………………………………………

…………………………………………………………………





	TRAVEL HISTORY

	No.
	Questions 	
	Answers         Please circle answers where appropriate

	Q.32 
	In the month before the infant showed symptoms, did they travel away from home?

Within the UK?






Overseas?


	             



Yes    ☐            No    ☐     

If yes, specify place: …………………………………………

Specify dates: From……...…..…..…To……………….

Yes    ☐            No    ☐     

If yes, specify place: …………………………………………

Specify dates: From……...…..…..…To……………….





Is there anything else that you think it is important for us to know?

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..









THANK YOU FOR COMPLETING THE QUESTIONNAIRE
Please email to botulism@ukhsa.gov.uk



Would it be all right for us to contact you again for additional information?	     Yes ☐	No  ☐


If you have any specific questions about this investigation either now or in the future please email botulism@ukhsa.gov.uk


Investigating Officers Comments

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………..
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