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 Listeriosis Surveillance Questionnaire










In confidence

FORM B:
PREGNANCY RELATED AND/OR NEONATAL CASES

Please complete this form as soon as possible after microbiological confirmation of listerial infection

___________________________________________________________________________________

SECTION A: IDENTIFICATION
Please √ boxes as appropriate (N/K = Not known)

1. Name of mother:
________________________________________________________

2. Mother’s address:
________________________________________________________

3. Occupation during pregnancy:
_________________________________________________

4. [image: image3.jpg]
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Mother’s date of Birth
__/__/__
or age 

 years


5. Hospital of admission:
_______________________
6.    Hosp. No.  _________________

__________________________________________________________________________________

SECTION B: CLINICAL AND LABORATORY DETAILS
7.
Outcome of pregnancy?

Live birth
Still birth
Miscarriage
Still pregnant

8.
Date of delivery/miscarriage __/__/__

and 
gestational stage
weeks

9.
If live birth: illness in baby?


Yes

No

N/K


If Yes:  a) Age of baby at onset?



days
or
at birth



b) Nature of baby’s illness a) Meningitis

b) Septicaemia

c) Other



please specify other ____________________________________________________



c) Did the baby survive?

Yes

No

N/K

10.
During the pregnancy did mother have any acute illness? Yes

No

N/K


If Yes:
a)  Date of onset of illness __/__/__

gestational stage
     weeks

b) Nature of mother’s illness: _____________________________________________

11.
Does the mother have an underlying illness? 
Yes

No

N/K


If Yes, please specify: __________________________________________________________

12.
Source of strains:
Mother


Yes

No

N/K


If Yes, please specify site(s): ______________________________________________________

Source of strains:
Baby


Yes

No

N/K


If Yes, please specify site(s): ______________________________________________________

13.
Are sera available?

Yes

No

N/K

Name of Microbiologist (please print) ___________________________________
Date: __/__/__

Listeriosis Surveillance Questionnaire











In confidence

FORM B:
PREGNANCY RELATED AND/OR NEONATAL CASES

SECTION C: RISK FACTORS FOR LISTERIOSIS







(Time period = 4 weeks before onset)

Did the patient consume:



Yes def        Yes prob
   No    Can’t recall/NK
14.
Any soft unripened cheeses?









(e.g. Brie, Camembert)


If Yes, please list type(s) and/or brand name(s) of as many as the patient can remember.








Ate at any time

Ate 4/52 before birth/








during pregnancy

abortion

Type/name of cheese



Yes def
     Yes prob    Yes def      Yes prob



a) __________________________

b) __________________________

c) __________________________

15. Any milk other than pasteurised cow’s milk?
Yes def        Yes prob
   No    Can’t recall/NK
a) At any time during pregnancy

b) During the 4/52 before birth/abortion

If Yes to a) or b) please specify type of milk  ______________________________________

16.
Any ready prepared pre-packed chopped salads?
Yes def        Yes prob
   No    Can’t recall/NK
e.g. mixed salads or beansprouts (not in sauce) 

a)   At any time during pregnancy

b) During the 4/52 before birth/abortion

17.
Any cold cooked (delicatessen) meats?

e.g. ham, salami (but not paté)

a)   At any time during pregnancy

b)   During the 4/52 before birth/abortion

If Yes, specify type(s) of meat  _________________________________________________

18. Any paté?

a)   At any time during pregnancy

b)   During the 4/52 before birth/abortion

Specify type(s) of paté if known  _________________________________________________

19. Any ready to eat (eaten hot or cold) poultry dishes either cook-chill,

 cook-freeze or take-away variety?

Yes def        Yes prob
   No    Can’t recall/NK
a)   At any time during pregnancy

b)   During the 4/52 before birth/abortion

Specify type(s) of product if known ______________________________________________

20. Any cold shellfish i.e. crustaceans (e.g. crab, prawn)

or (e.g. oysters, mussel) including fresh, frozen, or smoked varieties?

a)   At any time during pregnancy

b)  During the 4/52 before birth/abortion

Specify type(s) of product if known ______________________________________________

21. Any other suspect vehicle of infection? (please give brief details)

___________________________________________________________________________

22.
Have any suspect foods been examined:

Yes

No

N/K


If Yes, type(s) of food  ________________________________________________________


L. monocytogenes present


Yes

Level/g

N/K

Name of person completing form ___________________________________
Date: __/__/__

(Please print)




�





�








�





�








If you have direct access to CIDR, please enter these enhanced data.

If you do not have direct access to CIDR, please forward this form to the HSE-## Dept. of Public Health (Fax: ############) who will enter the data on CIDR or if the regions is not on CIDR will forward the information to HPSC by sending this form to:
Director of the Health Protection Surveillance Centre; Fax: 01-8561299

