
ANNEXE 1 VA : QUESTIONNAIRE D’INVESTIGATION D’UN CAS DE LEGIONELLOSE

Cas N°|_______________|

Code d’anonymat  |_|_|_|_|_|_|_|_|_|_|_|_|_|_|_|_|
1 SIGNALEMENT :
Réception du signalement à l’ARS  Date : |____|____|______| 
Heure : |____|
 Moyen : __________
Personne(s) en charge du signal : _______________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
Coordonnées du déclarant et/ou médecin ayant pris en charge le patient :
(Nom, fonction, hôpital, service, adresse, téléphone, email........)______________________________________________
___________________________________________________________________________________

___________________________________________________________________________________

Coordonnées du laboratoire:____________________________________________________________

___________________________________________________________________________________

DO reçue :
oui  
non  
Date de réception: |____|____|______|
Patient Detail 

Surname: _______________________________ Name: ____________________________________
Date of birth: |____|____|______|
Age |____|
years

 Gender: 
 M

 F
Home address: ______________________________________________________________________
Post code: |__|__|__|__|__|

Town: ___________________________________________
Contact person: _____________________________________________________________________

___________________________________________________________________________________

Telephone: |___|___|___|___|___| or |___|___|___|___|___| ___________________________________

___________________________________________________________________________________

Si patient domicilié dans une autre région: précisez la région : ___________________ N° du départ : |___|

Date de contact avec cette ARS  |____|____|______|

Coordonnées de la personne contactée: _________________________________________________

___________________________________________________________________________________

Nom de la (les) personne(s) ARS en charge de l’investigation du cas si différente de la personne contactée
___________________________________________________________________________________
Cette 1ère page qui contient des données directement nominatives devra être détruite après finalisation des investigations.

2 DESCRIPTION 
Cas N°|_________|
Code d’anonymat |_|_|_|_|_|_|_|_|_|_|_|_|_|_|_|_|
Information clinique et biologique 
Clinical diagnosis : 

Date of onset:
|____|____|_______|
Date of hospitalization:
|____|_____|_________|
Pneumonia RX




 Yes

 No

If no pneumonia clinical features  

 Yes

 No

Please specify: ________________________________________________________________________
___________________________________________________________________________________
Microbiological diagnosis : 

Urinary antigen 

 Positive
 Negative

 None 

Serology 
Titre 1 : date |___|___|___|
Results |_______|
CNR Validation  Yes
 No



Titre 2 : date |___|___|___|
Results |_______|
CNR Validation  Yes
 No

Comments: ______________________________________________________________________

Respiratory specimen: 
Performed
 Yes
   No

Prescribed
 Yes   No



Directly sent to the CNR 
 Yes
   No

Isolate

 Yes     No  


Sent to the CNR

 Yes  No


PCR 



 Positive

 Negative
 Not performed

Species/serogroupe : 
Lp1


Other : specify : _______________

Genotype CNR : PFGE : ____________    Mabs’ :___________________ ST : _____

Facteurs Favorisants 

 Hemopathy or cancer 


 Corticotherapy 
 other immunosuppress

 Tobacco 



 Diabetes


 Chronic pulmonary disease _________________________________________________________________________
 Heart disease

 Renal disease


 Dialysis

 Organ transplant
 Others: specify : __________________________________________________________________

Curent status: 


 Recovered

 Discharged 
 Date:|___|___|___|
 Still hospitalized date:|___|___|___| 

 Dead
 Date of death :|___|___|___|


Ward: _______________________________________________________________
Clincal statut: ___________________________________________________________________
Comments:______________________________________________________________________

___________________________________________________________________________________

3 EXPOSE  Cas N° |_________| Code d’anonymat |_|_|_|_|_|_|_|_|_|_|_|_|_|_|_|_|
Date of onset |____|____|_______|
Diary period (14 days before date of onset) from |____|____|_____|  to  |____|____|_____|
Patient’s day history: The incubation period for legionnaire’s disease normally ranges from 2-10 days, however there is evidence that the range can be more than 10 days. To accommodate the uncertainty around the length of the incubation period and the exact date of onset, a 14day history prior to onset of symptoms is requested.
Possible sources of contamination: water networks (showers, tap) Cooling towers ,thermal spa, whirlpool spa, ornamental fountains, water features ,water mists,  respiratory therapy (oxygen, sleep apnea monitor ), dental practice, potting soil etc....)

Identification of places, activity at risk, and geographic place where the patient was exposed: 
Home place : 

Hot water system: 


Individual: 


 instant heating (ex :by boiler)


stockage or cumulus

___________________________________________________________________________________

Collective 
name of the syndic: ___________________________________________________________

___________________________________________________________________________________

Activities at risk: (specify for each expose)

Professional (activity linked to water network (shower or process) : _______________________
__________________________________________________________________________________

Name and address of the work physician ____________________________________
________________________________________________________________________

Interest     Attendance at sports club with shower: _____________________________________

Pool, spa, jacuzzi, hammam, balneotherapy: :___________________________________
Amusement park with water games __________________________________________

Do it yourself (DIY) manipulation tools at risk: hydraulic saw, karcher ___________________
Plumbing repair : ________________________________________________________
_______________________________________________________________________

Gardening 
Watering spray (conditions and place of storage of water): _______________
Manipulation de terreau (présence d'un composteur) ___________________________

Health Dentist / therapist (balneotherapy): ________________________________________
Medical device (oxygen, sleep apnea aerosol ....) __________________________
__________________________________________________________________________

Practice
Car /Jet wash __________________________________________________
Hairdresser: __________________________________________________________________
Attendance supermarket (s), trade (s) sidewalk cafe, restaurant 
_________________________________________________________________

Places visited:= for place(s) visited : specify name(s), address(es), period and report in the table below
Etablissement de santé 
____________________________________________________________

Thermal spa  

    _____________________________________________________________

EHPA - EHPAD

____________________________________________________________
Hotel(s) 

____________________________________________________________

(resort )
 _____________________________________________________________________________
Campsite(s) 

    
____________________________________________________________

Bed and breakfast 

____________________________________________________________

Tempory residence 

(cottage, family, friends...) ____________________________________________

___________________________________________________________________________________

Cruise ship 


____________________________________________________________

Other 



____________________________________________________________

Diary of places visited 

	
	Date
	Places visited 

	J -14
	
	

	J -13
	
	

	J -12
	
	

	J -11
	
	

	J -10
	
	

	J - 9
	
	

	J - 8
	
	

	J - 7
	
	

	J - 6
	
	

	J - 5
	
	

	J - 4
	
	

	J - 3
	
	

	J - 2
	
	

	J - 1
	
	

	J - 0
	
	


4 SUIVI DU DOSSIER 

Personne en charge du dossier : ______________________________________________________
Date du signalement à l’ARS :

|____|____|_____|  
Date de transmission à L’InVS : 
|____|____|_____|

Date de transmission de la fiche définitive de DO à l’InVS (évolution du patient complétée) |____|____|_____|

Date de clôture du dossier |____|____|_____|

Investigations réalisées : 

 Investigation épidémiologique : _____________________________________________________

_________________________________________________________________________________

 Investigation environnementale : ____________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Structures contactées pour suivi des actions à mener
 
EOHH:
Hôpital de |_________________________| date de contact |____|____|_____|

Signalement d’infection nosocomiale effectué

oui    non  
Coordonnées de la personne contactée : ____________________________________________

_____________________________________________________________________________

 
SCHS:
Ville de |____________________________| date de contact |____|____|_____|

Coordonnées de la personne contactée : ____________________________________________

____________________________________________________________________________

 
Médecin du travail _____________________________ date de contact |____|____|_____|

Coordonnées de la personne contactée : ____________________________________________

____________________________________________________________________________

Si séjour dans autre(s) région(s) :  

Contact avec ARS |_________________|: le   |____|____|_____|

Coordonnées de la personne contactée __________________________________________________

Contact avec ARS |_________________|: le   |____|____|_____|

Coordonnées de la personne contactée __________________________________________________

Synthèse ou commentaires : 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

___________________________________________________________________________________
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