H‘ Influenza Enhanced Surveillance Critical Care - Neonatal & Paediatric 0-14 years
Part 1 — Admission Form J
Cl,l% Intensive Care Society of Ireland ~

Feidhmeannacht na Seirbhise Sliinte
Health Service Executive

Patient Details

CIDR Event ID (official use only):|

MRN‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Forename| |Surname| |

DOB ‘ Lo ‘ Age \_u Gestational age at time of birth (Weeks) uJ Sex: Female |:| Male |:|
HSE area of Residence | | County of Residence I:I Country of Residence | |
Country of birth Nationality | |

GP Name GP

GP Telephone Address

All information completed on this form should relate to the patient’s admission to THIS hospital, not referring hospital

Name hospital Date of hospital admission ‘ | \ | \ | ‘

Date of critical care admission

Source of ICU admission:  From within this hospital

D4> Ward or |:|

——> Emergency department |:|

. > .
From another hospital - non-ICU Name of other hospital
From another hospital - ICU - Name of other hospital

Reason for PICU/NICU admission

Clinical Details

Confirmed influenza (please select organisms that apply)

Influenza A (H1) pdm2009 H Influenza A (not subtyped) H

Influenza A (H3) Influenza B
Date of onset of symptoms ‘ \ \ \ ‘ | ‘ Date of diagnosis ‘ | \ | \ ‘ ‘

Was influenza infection determined to be hospital acquired?  Yes |:| No |:| Unknown |:|

Does the patient have acute respiratory syndrome? Yes |:| No |:| Unknown |:|

Antiviral treatment

Antivirals commenced Yes |:| Nol:' Unknown |:| Date antiviral treatment commenced ‘ L] ‘
Influenza vaccine status

Vaccinated during current influenza season: Yes |:| No |:| Unknown |:| Date of vaccination: ‘ ‘ \ ‘ \ ‘ ‘
PIM/PIM2 - Physiology State first measurements recorded during the first hour after
Blood gas in first hour? Yes |:| No |:| admission to your unit:

: 2 .
Arterial PaO kPa OR |:|:|:| mmHg Systolic blood pressure I:I:D mmHg

FiO2* "
Yes No Base excess (arterial/capillary) |:| D:I , |:|
Intubation*

Headbox* N T Pupil reaction [] Both fixed and dilated
|:| Other reaction

Did the child receive any of the following during the first hour
after admission to your unit?

* As recorded at the time of the above PaO2 sample

Non-invasive mechanical

Comments: ventilation (CPAP or BiPAP)? Yes |:| No |:| N/K D
Invasive mechanical
ventilation? ves [ no [ wik [

Does the patient require

ECMQO? Yes I:' No I:' N/K I:'

Signature

Date
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Part 1 - Admission Form
C/?D Intensive Care Society of Ireland

Influenza Enhanced Surveillance Critical Care- Neonatal & Paediatric 0-14 years

Men L] iitals | | | | DOB

Underlying Medical Conditions in Children

Please tick all that apply

Does the case have any underlying medical conditions? Yes |:| No |:| If YES, please specify below

Respiratory disease
Bronchiectasis

Cystic fibrosis

Asthma

BPD

Other

Cardiovascular condition/treatment for CHD
Congenital heart disease
Cardiomyopathy/Myocarditis
Dysrhythmia

Pulmonary hypertension
Hypoplastic Left Heart Disease
Other

Renal disease

Nephrotic syndrome

Renal transplant

Congenital renal disease

Other

Metabolic condition

Centile measurement (for height and weight) < third centile
Centile measurement (for height and weight) > 90th centile
Diabetes Mellitus

Hypothyroidism

Other

Immunosuppressive disorder

Malignancy (cancer, leukemia, lymphoma after 1st induction)
Severe combined immune deficiency

HIV/AIDS

Bone marrow transplant

Haemoglobinopathy

Chemotherapy (including high dose X-ray therapy and high dose systemic corticotherapy
Asplenia/Splenic dysfunction (including sickle cell anaemia)
Other

Liver condition

Liver transplant

Congenital liver disease

Other

Long term asprin therapy
Neurological and neuromuscular condition

Seizure disorder

Spontaneous Cerebral Haemorrhage
Neurodegenerative Disorder
Cerebral palsy

Spina Bifida

Myotonic and muscular dystrophy
Encephalopathy

Developmental delay

Other

[T TTTTTT ]I

Other underlying medical conditions, please specify:

Please fax Part 1 - Admission form to HPSC (01-8561299) when patient is first admitted to ICU
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H Influenza Enhanced Surveillance Critical Care - Neonatal & Paediatric 0-14 years

Part 2 - Discharge Form J
Feidhmeannacht na Seirbhise Sliinte \
Healh Serice Esecute C”Q; Intensive Care Society of Ireland
Patient Details All information completed on this form should relate to the patient’s current admission
MRN ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Forename | | Surname | |
DOB ‘ ‘ ‘ ‘ ‘ ‘ ‘ For HPSC use only, CIDR Event ID:‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Name hospital
Date of discharge from ICU ‘ Lo ‘ Length of stay in ICU

Disease course

Please tick all that apply Yes No
Primary influenza viral pneumonia Myocarditis
Secondary bacterial pneumonia Encephalitis

Acute respiratory distress syndrome

Yes No

Sepsis or multi-organ failure

Meningitis
Yes No
Pressor dependence at any time during ICU stay |:| |:|

Yes No

Acute kidney injury |:| |:|
CRRT/IHD |:| |:|

If other complication, please specify:

Tracheostomy Yes |:| No |:|

Mechanical ventilation (in current PICU/NICU i.e. data should not include mechanical ventilation in other hospitals)
Non-invasive mechanical ventilation

Yes No
CPAP ventilation H H Duration CPAP ventilation (days)

BiPAP ventilation Duration BiPAP ventilation (days)

Invasive mechanical ventilation Yes No

Conventional (including lung protective) mechanical ventilation Duration conventional MV (days)
HFOV ventilation Duration HFOV ventilation (days)
ECMO Duration ECMO (days)

ves  No Duration of O, (days)
Hemofiltration/Plasmapheresis |:| |:| H o2 2 Yes N |:|
ome on o

Discharge information

Transferred from ICU to: Ward |:| HDU |:| Other ICU |:| ECMO abroad |:| Died |:|

If transferred to other ICU, please state name

If patient transferred abroad for ECMO, please state country

Deaths

If died, date of death: | | | | | | |
Is influenza a likely cause of death? Yes |:| No |:| Unknown |:| Not applicable |:|

Will influenza be listed as a cause of death on the death certificate? Yes |:| No |:| Unknown |:| Not applicable |:|

Coroner’s case Yes|:| No |:| Unknown |:| Not applicable |:|

Comments:

Signature: Date ‘ Lo ‘

Please fax Part 2 - Discharge form to HPSC (01-8561299) as soon as patient is discharged from ICU
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