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PARTNERS FOR HEALTH PARTENAIRES POUR LA SANTE




Acute Flaccid Paralyis case reporting form
October 10, 2014
	TO:
	Ontario Public Health Units
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	Immunization and Vaccine Preventable Diseases
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Acute Flaccid Paralysis (AFP) is a clinical syndrome consisting of a set of symptoms and is not a final diagnosis. AFP has many infectious and non-infectious causes. Surveillance is conducted in an attempt to identify cases of AFP, and to investigate these cases in order to rule out poliomyelitis (polio), which is essential for documenting global polio elimination. As a result since December 2013, AFP has been a reportable condition in Ontario among children under the age of 15 years. In order to assist health units to collect information on AFP cases, Public Health Ontario has developed a specific AFP case report form.  This form has been adapted from the Canadian Paediatric Society and the Public Health Agency of Canada, and is similar to the form that is in use by the Canadian Pediatric Surveillance Program for AFP Surveillance.
Since August 2014 there has been an increase in the number of children presenting with severe respiratory illness, both in the United States and Canada, which has been attributed to Enterovirus D68 (EV-D68). Subsequently, cases of AFP were recognized in the US and then Canada. Some of the children with AFP were found to have EV-D68 virus present in testing of specimens from their respiratory tract. The relationship between EV-D68 infection and AFP is not known and is currently under investigation, however other forms of enterovirus, including poliovirus, are known to cause AFP.  In order to further investigate the possible relationship between EV-D68 and AFP, we request that you complete the AFP case report form on any person meeting the case definition regardless of age, however testing for poliovirus is only required for cases less than 15 years of age.
Thank you in advance for your assistance with this enhanced surveillance initiative. 
Please send the completed form to your local public health unit.  Do not send the form to PHO.

If you have any questions or require further information, please contact ivpd@oahpp.ca. 






ACUTE FLACCID PARALYSIS
This form has been adapted with permission from the Canadian Paediatric Society and the Public Health Agency of Canada and is similar to the form that is in use by the Canadian Pediatric Surveillance Program for AFP Surveillance.  Please send the completed form to your local public health unit. Do not send the form to PHO.
	CASE DEFINITION FOR ACUTE FLACCID PARALYSIS
Acute onset of focal weakness or paralysis characterized as flaccid (reduced tone) without other obvious cause (e.g., trauma) in children less than 15 years of age. Transient weakness (e.g., post-ictal weakness) should not be reported.




	Last name: _______________  First name: _______________  Date of Birth:  (dd/mm/yyyy)
Gender:  □ Male  □ Female  □ Unk  □ Other (sp): ______

Usual residential address: _______________________

____________________________________________

City: ________________ 

Province/Territory: ___________

Postal code: _________  
Phone number(s): 
(_____) ______ - ____________home 

                              




(_____) ______ - ____________cellular 








(_____) ______ - ____________work  

	(2) Administrative Information 

	□ Initial Report                          □ Updated Report
	Report Date: _______________


        (dd/mm/yyyy)   


	iPHIS ID #:________

Diagnosing Health Unit: _____________ 
Responsible Health Unit: _____________







Branch office: _____________

Name of public health unit person reporting: ______________________________________

Telephone #: (        ) ____-_______

Email: _______________________________________


SECTION 2 – RELEVANT MEDICAL HISTORY

2.1
Is the patient immunocompromised?
Yes ___ No ___ Unknown ___ADVANCE \u 2

ADVANCE \d 2

ADVANCE \u 2   If yes, briefly state condition(s): _______________________________________________________________________

2.2
Does patient have any abnormal neurological history?
Yes ___ No ___ Unknown ___


If yes, briefly state condition(s): _________________________________________________________

SECTION 3 – IMMUNIZATION AND TRAVEL HISTORY (Approximate dates only if exact dates are unknown.)
3.1 Has patient received oral polio vaccine (OPV) within 30 days prior to onset of the current illness?

Yes ___ No ___ Unknown ___

3.2 Has patient received any other immunization(s), including inactivated poliomyelitis vaccine (IPV), within 30 days prior to onset of the current illness?            Yes ___ No ___ Unknown ___

 If yes, provide details of vaccination:

	Vaccine
	
	Dose number

in series
	
	Date of vaccination

(DD/MM/YYYY)

	______________________________________
	
	______________________
	
	______ /______ /_______

	______________________________________
	
	______________________
	
	______ /______ /_______

	______________________________________
	
	______________________
	
	______ /______ /_______


3.3
Has any household member or other close contact received oral polio vaccine (OPV) within 90 days prior to onset of this patient’s illness?
Yes ___ No ___ Unknown ___

If yes, indicate below the relationship of each vaccinated individual to this patient, the address of the vaccinee and the date of vaccination:

	Relationship to patient
	
	Address

(city, province)
	
	Date of vaccination

(DD/MM/YYYY)

	__________________________
	
	_________________________________________________
	
	 ______ /______ /_______

	__________________________
	
	_________________________________________________
	
	 ______ /______ /_______

	__________________________
	
	_________________________________________________
	
	 ______ /______ /_______


3.4 Record below all polio immunizations received by this patient (code vaccine as OPV or IPV):

	Vaccine
	
	Dose number in series
	
	Date of vaccination
(DD/MM/YYYY)
	
	Vaccine
	
	Dose number in series
	
	Date of vaccination
(DD/MM/YYYY)

	____________
	
	____________
	
	______ /______ /_______
	
	___________
	
	____________
	
	______ /______ /_______

	____________
	
	____________
	
	______ /______ /_______
	
	___________
	
	____________
	
	______ /______ /_______

	____________
	
	____________
	
	______ /______ /_______
	
	___________
	
	____________
	
	______ /______ /_______


3.5 Has patient travelled to, or resided in, another country within 30 days prior to the onset of this illness?
ADVANCE \d2Yes___ No ___ Unknown ___ 
if yes, specify country or countries: _______________________ 

3.6 Has any household member or other close contact travelled to, or resided in, another country within 30 days prior to onset of this patient’s illness?
Yes ___  No ___  Unknown ___ADVANCE \d2
If yes, specify country or countries: ______________________________________
SECTION 4 – CLINICAL FEATURES

4.1
Date of onset of paralysis (weakness): _____ /_____ /_______

 DD      MM       YYYY

4.2 Fever present at onset of paralysis?
Yes ___  No ___  Unknown __

4.3 History of acute respiratory illness within 30 days prior to onset of current illness?


Yes ___ No ___ Unknown ___

If yes, was a viral etiology identified for the respiratory illness?
Yes ___ No ___ Unknown ___

If yes, viral agent: ______________________________Method of diagnosis: _____________________________

4.4
Time from onset (of paralysis) to full extent:   _____ days _____ weeks

4.5
Grade weakness in affected areas using the following numeric codes:

1 = reduced active strength but able to move against gravity

2 = able to move but not against gravity

3 = flicker of movement only

4 = total paralysis

9 = not applicable

Right leg _____ Left leg _____ Right arm _____ Left arm _____ Respiratory muscles _____

Cranial nerves _____ Indicate affected cranial nerve(s): ______________________________________________

SECTION 5 – INVESTIGATIONS (NOTE: IN ALL CASES OF ACUTE FLACCID PARALYSIS, two STOOL SPECIMENs SHOULD BE COLLECTED WITHIN TWO WEEKS OF THE ONSET OF PARALYSIS AND EXAMINED FOR POLIOVIRUS). 
Further guidance on laboratory testing for AFP and EV-D68 is available in Table: Public Health Surveillance and Laboratory Testing for AFP and EV-D68.
5.1

	
Status:
1 = done
2 = not done
9 = unknown


Results:
1 = isolated
2 = not isolated
9 = unknown

	
	
	Status

	
	Date collected
(DD/MM/YYYY)
	
	Results

	
	
	
	
	
	
	Poliovirus
	
	Nonpolio
enterovirus



Viral identification from:

	Stool
	
	____________________
	
	______ /______ /_______
	
	_______________
	
	_______________

	Throat swab
	
	____________________
	
	______ /______ /_______
	
	_______________
	
	_______________

	CSF
	
	____________________
	
	______ /______ /_______
	
	_______________
	
	_______________

	Other (specify)
	
	____________________
	
	______ /______ /_______
	
	_______________
	
	_______________


If poliovirus isolated:
Type(s):
P1 _____   P2 _____   P3 _____


Strain:
Wild ___ Vaccine ___

Name of reporting laboratory:  __________________________________

City: _____________________________ Province: _________________

Bacterial culture for Campylobacter in:

	Stool
	
	____________________
	
	______ /______ /_______
	
	Specify results: ______________________


If positive, specify species: _____________________________________

5.2
Was CSF examination done?
Yes ___ No ___ Unknown ___

If yes, date sample collected:
_____ /_____ /_______

DD       MM       YYYY

Results (if abnormal, indicate exact value with units):

	
	
	Normal
	
	Abnormal
	
	If abnormal, specify value

	
	
	
	
	
	
	

	Protein
	
	_____
	
	_____
	
	____________________________________________________

	Glucose
	
	_____
	
	_____
	
	____________________________________________________

	WBC
	
	_____
	
	_____
	
	____________________________________________________

	Neutrophils
	
	_____
	
	_____
	
	____________________________________________________

	Lymphocytes
	
	_____
	
	_____
	
	____________________________________________________

	RBC
	
	_____
	
	_____
	
	____________________________________________________


5.3
Was another viral etiology identified?   Yes ___ No ___ Unknown ___

If yes, viral agent: ____________________________ Method of diagnosis: _____________________________________

5.4
Electromyography and/or nerve conduction studies done?   Yes ___ No ___ Unknown ___

If yes, results:  Normal ___ Abnormal ___ (describe): ______________________________________________________

5.5
MRI or CT Scan done?   Yes ___ No ___ Unknown ___

If yes, results:   Normal ___ Abnormal ___ (describe): _____________________________________________________

SECTION 6 – DIAGNOSIS AND OUTCOME

6.1 Final neurological diagnosis (e.g., GBS, transverse myelitis, polio): ______________________________________

Indicate as:   Probable ___ Definite ___
6.2 Was patient hospitalized?   Yes ___  No ___  Unknown ___

If yes, duration of hospitalization:  _____ days   _____ weeks   _____ months

6.3 Indicate outcome, using appropriate numeric code:

1 = Fully recovered

2 = Partial recovery with residual paralysis or weakness

3 = Outcome pending (not recovered, condition progressive)

4 = Fatal

9 = Unknown

Outcome at time of initial report:
______

Outcome 60 days after onset of paralysis:
______

SECTION 7 – REPORTING PHYSICIAN

First name



 Surname









Address














City





 Province



 Postal code



Telephone number





 Fax number






E-mail






 Date completed
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