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 Invasive Group A Streptococcal Disease Case Investigation Form
Date of Report: ________/____/____ (yyyy/mm/dd)  
Obtain the following information to determine if client meets criteria of severe disease*. If client meets criteria follow-up as per MHSAL IGAS protocol.

_________________________________________________________________________________________________
DEMOGRAPHIC INFORMATION
PHIN: __________________________________ Sex: ( Male  ( Female  ( Unknown ________
Last name: ________________________________  
First name: _____________________________ 
Residential Address: ________________​​​​__________________________ City: __________________ Prov: ________ 
Postal Code: __________________                                Birthdate (yyyy/mm/dd):  ______/____/____ 


 
 FORMCHECKBOX 
Health care worker        FORMCHECKBOX 
Attends family daycare        FORMCHECKBOX 
Lives in PCH/LTCF        FORMCHECKBOX 
Unknown
CLIENT  OUTCOMES
Date of onset of symptoms (yyyy/mm/dd): _______/____/____          
Admitted to hospital?     ( Yes   ( No     ( Unknown  

                                          ( if yes,     Admission date (yyyy/mm/dd): _______/____/____



     
         Discharge date (yyyy/mm/dd): _______/____/____   or     ( Not discharged

Admitted to ICU?     ( Yes    ( No     ( Unknown  

Outcome (at time of reporting):  ( Sick   ( Recovered  ( Survived with long-term sequelae, specify: ______________________
                                                       ( Died  ( if yes, Date of death (yyyy/mm/dd): ______/____/____ 
SYNDROME/CLINICAL PRESENTATION
*Criteria for severe disease
Necrotizing fasciitis/Myositis (check all that apply)
   FORMCHECKBOX 
Fever     FORMCHECKBOX 
Severe pain    FORMCHECKBOX 
Rapid spread swelling “up to 3 cm an hour”    FORMCHECKBOX 
Blisters    FORMCHECKBOX 
Destruction of fascia and fat

   FORMCHECKBOX 
Surgical debridement       FORMCHECKBOX 
Penetrate to muscles     FORMCHECKBOX 
Pathology report
Toxic Shock Syndrome which is characterized by  FORMCHECKBOX 
 Hypotension (systolic blood pressure ≤ 90 mmHg in adults or < 5th percentile for age in children) and at least two of the following signs: 
    FORMCHECKBOX 
 Renal impairment (creatinine ≥ 177μmol/L         FORMCHECKBOX 
 Platelet count ≤ 100 X 109       
    FORMCHECKBOX 
 Adult respiratory distress syndrome (ARDS)      FORMCHECKBOX 
 Generalized erythematous macular rash that may desquamate 
    FORMCHECKBOX 
 Liver function abnormality (LT, AST or total bilirubin levels ≥ 2X the upper limit of normal)
 FORMCHECKBOX 
Meningitis     FORMCHECKBOX 
Pneumonia       FORMCHECKBOX 
Other life threatening Illness       Specify: ____________________    
CURRENT UNDERLYING CONDITIONS AND/OR RISK FACTORS: (check all that apply)
 FORMCHECKBOX 
  No risk factor identified                           FORMCHECKBOX 
 Unknown                                       FORMCHECKBOX 
 Heart Disease
 FORMCHECKBOX 
Alcohol abuse                                           FORMCHECKBOX 
Injection drug use                           FORMCHECKBOX 
Diabetes               
 FORMCHECKBOX 
Burns,                                                       FORMCHECKBOX 
Pregnancy related risk factors        FORMCHECKBOX 
Trauma or fall                    
 FORMCHECKBOX 
Skin infection or other condition               FORMCHECKBOX 
Chronic lung disease                      FORMCHECKBOX 
Immunodeficiency disease (e.g., HIV, cancer)          
 FORMCHECKBOX 
Immunosuppressive therapy                    FORMCHECKBOX 
 Wounds                                         FORMCHECKBOX 
Recent Varicella 

 FORMCHECKBOX 
Contact with person with invasive GAS    FORMCHECKBOX 
 Infants (< 1 yo) or elderly( >65 yo)  
 FORMCHECKBOX 
Homelessness* (see “Homelessness, places frequented” section on back)      FORMCHECKBOX 
 Household crowding
 
For CD Coordinator/MOH use only:
Based on above, this client:     FORMCHECKBOX 
Meets the case definition of Severe iGAS    OR      FORMCHECKBOX 
Does not meet the case definition of Severe iGAS
If the client meets the case definition, this Severe iGAS manifested as:       

       FORMCHECKBOX 
Soft Tissue Necrosis      FORMCHECKBOX 
Meningitis       FORMCHECKBOX 
STSS          FORMCHECKBOX 
GAS Pnuemonia         FORMCHECKBOX 
 Other

Number of Close Contacts*: _____________  

*CLOSE CONTACTS:  In order to be considered a close contact, there must have been exposure to the case during the period from 7 days prior to onset of symptoms in the case to 24 hours after the case’s initiation of antimicrobial therapy.
	Category
	Type of Contact with the Case

	Household Contacts
	· Who have spent at least 4 hours/day on average in the previous 7 days or 20 hours/week with the case

	Non-household persons
	· Who share the same bed with the case or had sexual relations with the case

	Direct Mucous Membrane Contact
	· With the oral or nasal secretions of a case (e.g., mouth-to-mouth resuscitation, open mouth kissing) or unprotected direct contact with an open skin lesion of the case

	Injection Drug Users
	· Who have shared needles with the case

	Child Care Facility Contacts
	· Only considered a close contact if they meet one or more of the contact descriptions for the categories listed above.  Chemoprophylaxis is generally not recommended in institutional child care facilities and preschools.


	Name
	DOB
(yyyy/mm/dd)
	Address
	City
	Prov
	Postal Code
	Contact Risk1
	Seen by 
Doctor (Y/N)
	Prophylaxis
	Treatment

	
	
	
	
	
	
	
	
	Yes
	No
	Yes
	No

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	


1Contact Risk: (1) High Risk (Over 65 yrs, < 1 y/o, HIV infection, Diabetes, Varicella, Cancer, Heart disease, injection drug use, steroid use, skin breakdown, pregnancy related risk factors (2) Low risk    (3) Unknown

Homelessness, places frequented
	Place name
	Place Address
	Dates frequented 

	
	
	

	
	
	


PHN (print name): ___________________________________ Contact #___________________________  Date: ________/______/______ (yyyy/mm/dd)
August 2018


