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State ID:    __________________
       
☐  sporadic case

☐  outbreak case

Outbreak ref: ________________



Suspected Infant Botulism
Case Questionnaire


	

	Incubation
	Duration
	Prognosis
	Period of communicability
	Reservoir

	Infant botulism: uncertain 
Foodborne botulism: 18-36 hrs (range 2 hrs - 12 days)
Wound botulism: 10 days (4-15 days)
	Variable
	Infant botulism ranges from mild illness with gradual onset (not requiring hospitalisation) to sudden infant death. With timely treatment, case fatality <5%. Disease is highly lethal without treatment and supportive care.
	n/a
	Infants are more susceptible to spores, which may be found in soil, agricultural products, marine sediments and intestinal tracts of animals (incl. fish). After ingestion of spores, organisms colonise inside the gut and produce toxins. 
Infant botulism has been associated with the consumption of honey and environmental exposure. In other foods, toxin is most commonly found in improperly processed canned, low acid or alkaline foods where anaerobic conditions have occurred at some stage.

	PRIVACY MESSAGE The information you provide in this questionnaire is for the purpose of investigating the cause of your 
illness and preventing further cases. All information is confidential and protected by legislation; it is only shared where necessary 
with authorised relevant parties. Further information on the departments privacy policy is available should you require it.
 ☐ Information read





	CASE DETAILS
	
	
	Interviewer: 
	

	First Name:      
	Last Name:      
	Parent’s/guardian’s Name: 
     
	
		   Date & time     Interviewed?

	1
	
	☐

	2
	
	☐

	3
	
	☐

	4
	
	☐

	5
	☐

	6
	☐

	Person interviewed (if not case): 

Call back notes:

Interpreter used  ☐
Case lost to follow up  ☐




	DOB: ​____/____/____         Age:        
	Sex at birth:  ☐M     ☐F     ☐Other ☐Not stated  
	
	
	

	Address:      


	Home Phone:      
		
	

	
	Mobile Phone (parent’s/guardian’s):      
	
	

	
	Email (parent’s/guardian’s):      
	
	

	Born in Australia     	☐Y     ☐N       If no, specify where: 
	
	

	☐Aboriginal   ☐Torres Strait Islander   ☐ Aboriginal & Torres Strait Islander     
☐ Non-Indigenous   ☐ Unknown              
	
	

	Does the baby attend childcare:
	
	

	  
	   ☐Y     ☐N                                     
	If yes, specify where:
	
	

	
	
	
	
	

	
	
	
	
	



	HOSPITALISATION AND CLINICAL DETAILS (from treating doctor, medical records)

	Emerg. Dept. visit for illness?	 
	☐Y    ☐N       
	Date of visit(s): ​____/____/____         
	Hospital Name:

	Admitted for illness?           	 
	☐Y    ☐N       
	Date Admitted: ​____/____/____         
	Date Discharged: ​____/____/____         

	Treatment:
	

	Admitted to intensive care?
	☐Y    ☐N    
	

	Intubated/ventilated?
	☐Y    ☐N    
	

	Antimicrobial treatment?
	☐Y    ☐N    
	List agents:      

	Surgical treatment?
	☐Y    ☐N    
	Specify:      

	Botulism antitoxin/ immunoglobulin given?
	☐Y    ☐N    
	Product:
Dosage:
	     

	
	
	Date(s) given: ____/____/____
	


	Clinical examination:
Altered mental status
Impaired gag reflex 
Facial paralysis
Ptosis (drooping eyelid):
	
☐Y   ☐N   ☐DK   

☐Y   ☐N   ☐DK   

☐Y   ☐N   ☐DK     ☐Bilateral                        

☐Y   ☐N   ☐DK     ☐Bilateral                    
	Comments:

	
Pupils 


Weakness/paralysis:

Upper distal
Upper proximal
Lower distal
Lower proximal

Progression of the weakness


Other symptoms, specify:
	☐Dilated    ☐Constricted   ☐Non-reactive ☐Bilateral  


☐Y   ☐N   ☐DK     ☐Bilateral                       
☐Y   ☐N   ☐DK     ☐Bilateral                       
☐Y   ☐N   ☐DK     ☐Bilateral                       
☐Y   ☐N   ☐DK     ☐Bilateral  

☐Ascending  ☐Descending  ☐Unknown                                               

                      

	

	
	

	Other examinations:
	
	 …if yes to any, describe abnormal findings and attach report:     
	

	Lumbar puncture?
	☐Y    ☐N    
	

	CT scan?
	☐Y    ☐N    
	

	MRI?
	☐Y    ☐N    
	

	Electromyography (EMG)?
	☐Y    ☐N    
	

	     Tensilon test?
	☐Y    ☐N    
	

	Underlying co-morbidities

	☐Y    ☐N
    

	… if yes, describe:


	Differential diagnosis by clinician? (Eg. Guillain-Barre syndrome, myasthenia gravis, brainstem stroke, tick paralysis etc)
     



	Case deceased? 	 
	☐Y    ☐N       
	If yes:   Date of death:    ​____/____/____

	TREATING DOCTOR’S DETAILS

	Name: 

	Specialty:

	 ☐ Infectious diseases             
	☐ Neurologist         
	☐  Other (specify):   

	Hospital / Medical practice:  

	Postcode: 
	Contact telephone: 




	LABORATORY INFORMATION  

	CLINICAL SPECIMENS – BOTULINUM TOXIN/TOXIN GENE TESTING                            

	Specimen type
	Specimen collection date
	Botulinum toxin gene detected (PCR)?
	Botulinum toxin detected (mouse bioassay)?
	Toxin Type

	☐Stool
	     
	☐Y   ☐N     ☐Not tested                                                    
	☐Y   ☐N  ☐Not tested                                          
	     

	☐Blood
	     
	☐Y   ☐N     ☐Not tested                                                    
	☐Y   ☐N  ☐Not tested                                          
	     

	☐Other, specify: 
	     
	☐Y   ☐N  ☐Not tested                                                       
	☐Y   ☐N  ☐Not tested                                          
	     

	CLINICAL SPECIMENS – CULTURE                        

	Specimen type
	Specimen collection date
	C. Botulinum isolated?    

	☐Stool
	
	☐Y   ☐N               

	☐Other, specify: 
	
	☐Y   ☐N               
     



	SYMPTOMS   (Please ask NOK and review medical records)

	I'm now going to ask you about some symptoms that are associated with your baby’s illness. 

	Date of onset of first symptoms:         /        /      
	  Time of onset:             ☐am  ☐pm    
		 
	

	
	Did the baby experience any:
	Response 
	Onset Date 
	History of illness 

	
	Constipation:  
	☐Y   ☐N   ☐DK      
	​____/____/____         
	

	
	Poor sucking and feeding:
	☐Y   ☐N   ☐DK               
	​____/____/____         
	

	
	Choking and gagging:
	☐Y   ☐N   ☐DK             
	​____/____/____         
	

	
	Breathing difficulties: 
	☐Y   ☐N   ☐DK      
	​____/____/____         
	

	
	Poor head control:                                             
	☐Y   ☐N   ☐DK               
	​____/____/____         
	

	
	Weak, feeble cry:
	☐Y   ☐N   ☐DK             
	​____/____/____         
	

	
	Weakness/floppiness:
	☐Y   ☐N   ☐DK             
	​____/____/____         
	

	
	Other symptoms (specify):   

   
	  ☐Y   ☐N   ☐DK             
	​    ___/____/____         
	


	POSSIBLE EXPOSURES 			              

	I’m going to ask some questions about what you/the baby did before the baby got sick, including some questions that are specifically about the 4 weeks before the start of the baby’s illness. 

	For the baby, the first day of illness was (day & date):
	     
	Four weeks before this was (day & date):
	     

	It is often helpful to have a calendar or diary in front of you to help you remember what you did during this time.


	
	
	
	
	



	TRAVEL EXPOSURES   

	 In the 4 weeks before onset of illness, did the baby travel?

	Overseas?
	☐Y   ☐N    ☐DK 
	… if yes, provide travel details: 
Destination(s):      


Date departure:            	Date of return:      

Mode of travel: ☐air   ☐car   ☐train   ☐ bus   ☐ other, specify:      

Name of airline / tour company / travel numbers (if applicable):      


	Interstate?
	☐Y   ☐N    ☐DK 
	

	Within State?
	☐Y   ☐N    ☐DK 
	



	FOOD EXPOSURES 

	In the 4 weeks before illness, did the baby eat any of the following? 

	
	Type, brand & description 
(incl. condition of packaging, storage, etc.)
	Place purchased (indicate if homemade)

	Breast milk (including expressed breast milk [EBM])
	☐Y   ☐N    ☐DK
	     
	     

	Infant formula
	☐Y   ☐N    ☐DK
	     
	     

	Other milk (incl. cow, almond, etc.) 
	☐Y   ☐N    ☐DK
	(indicate if pasteurised)      
	     

	Dry infant cereal
	☐Y   ☐N    ☐DK
	     
	     

	Honey (incl. on dummies)
	☐Y   ☐N    ☐DK
	     
	     

	Syrup (incl. golden/maple/corn syrup)
	☐Y   ☐N    ☐DK
	     
	     

	Commercial baby food 
	☐Y   ☐N    ☐DK
	(indicate if in cans/jars/pouches/other)            
	     

	Home-prepared baby food
	☐Y   ☐N    ☐DK
	(indicate if home bottled/canned)
	     

	Peanut butter 
	☐Y   ☐N    ☐DK

	
	

	Other nut butters/spreads/purees/pastes
	☐Y   ☐N    ☐DK
	
	

	Cookies/biscuits
	☐Y   ☐N    ☐DK
	     
	     

	Vegemite broth
	☐Y   ☐N    ☐DK
	     
	     

	Preserved vegetables
	☐Y   ☐N    ☐DK
	     
	     

	Raw vegetables
	☐Y   ☐N    ☐DK
	     
	     

	Preserved fruit
	☐Y   ☐N    ☐DK
	     
	     

	Cordials or fruit juice
	☐Y   ☐N    ☐DK
	     
	     

	Chamomile tea
	☐Y   ☐N    ☐DK
	
	

	Fish 
	☐Y   ☐N    ☐DK
	
	

	Other foods/solids (specify)





	☐Y   ☐N    ☐DK
	     
	     

	ENVIRONMENTAL EXPOSURES

	In the 4 weeks before illness, did the baby have any exposure to:

	
	if yes to any, please give details:      

	Home renovations or construction?
	☐Y   ☐N    ☐DK
	
     

	Internal dust sources 
	☐Y   ☐N    ☐DK
	

	External dust sources (eg dust storms)
	☐Y   ☐N    ☐DK
	

	Farms where soil is being disturbed?
	☐Y   ☐N    ☐DK
	

	Soil (incl. playing in or exposed to soil for example in garden beds, soil mounds, or consuming any dirt or plant materials, or used dummies that may have been soiled/dirty)
	☐Y   ☐N    ☐DK
	

	Farm or zoo animals (petting zoo, farms, shows)
	☐Y   ☐N    ☐DK
	

	Reptiles (e.g. turtles, etc.)?
	☐Y   ☐N    ☐DK
	

	Native animals 
	☐Y   ☐N    ☐DK
	

	Household pets, pet foods or treats?
	☐Y   ☐N    ☐DK
	

	Homeopathic remedies?
	☐Y   ☐N    ☐DK
	

	Drank from a public mains water supply

·  If yes was water boiled before consumption              
	☐Y   ☐N    ☐DK


☐Y   ☐N    ☐DK     
	

	Drank from a private water supply (tank/bore/dam water)

· If yes was water boiled before consumption              
	☐Y   ☐N    ☐DK


☐Y   ☐N    ☐DK     
	

	Drank bottled water

·  If yes was water boiled before consumption              
	☐Y   ☐N    ☐DK

☐Y   ☐N    ☐DK     
	

	Uses dummies 
	☐Y   ☐N    ☐DK
	




	CONTACTS

	Any other infant family members/close contacts that have may have eaten the suspected source food or any person experiencing a similar illness?    ☐Y   ☐N    ☐DK         if yes complete below table

	Name
	Age
	Sex
	Relationship
	Illness onset
	Illness description
	Phone contact

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     





	Were food samples obtained for botulinum toxin analysis?  	☐Y   ☐N    ☐DK         if yes complete below table

	Type of food
	Sample collection date 
	Botulinum toxin gene detected (PCR)?
	Botulinum toxin detected (lateral flow assay)?
	Botulinum toxin detected (mouse bioassay)?
	Toxin Type

	     
	     
	☐Y   ☐N     ☐Not tested               
	☐Y   ☐N     ☐Not tested               
	☐Y   ☐N     ☐Not tested               
	

	     
	     
	☐Y   ☐N  ☐Not tested                                                       
	☐Y   ☐N     ☐Not tested               
	☐Y   ☐N     ☐Not tested               
	

	Were food samples obtained for culture?  	☐Y   ☐N    ☐DK         if yes complete below table

	Type of food
	Sample collection date 
	C. Botulinum isolated?   

	     
	     
	​☐​Y   ​☐​N   

	     
	     
	​☐​Y   ​☐​N   




	INTERVIEW COMPLETED BY 
	

	Name of Interviewer:                                                                                                          Signature: 
	

	How well did the case/NOK recall the information requested?     ​☐​ very well       ​☐​ well      ​☐​ not well      ​☐​ not at all 
	

	Would you like us to send you a fact sheet with information about Botulism? 


	 ​​☐​Y    ​☐​N
	

	Are you willing to be contacted again if required?
	​​ ☐​Y    ​☐​N
	

	OTHER COMMENTS   
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