Date:......................    Initials: _  _  _   ID: SCOB_ _ _

Bacterial colonisation in homozygous sickle cell disease (SCD+)
ID:..................................................................................................
Name:...........................................................................................
Date of Inclusion:........................................................................

Phone N°:.....................................................................................

Address:......................................................................................
Hospital dossier N°:....................................................................
Sickle Cell State:..........................................if SS:  
o control included

(confirmed by electrophoresis)





___________________________________________________________________
Demographic Assessment

Date of birth:_ _ / _ _ / _ _ _ _               Or:                          Age:.....................[years]
Gender: male / female 
Weight:....................[kg]       Height: ............  [cm]       Body Temperature:.............[°C]
___________________________________________________________________
Medical History
Vaccinations

	Vaccination
	Doses/ year
	 Assumed protection

	BCG, P
	
	o yes

	DTC, P
	o 1st o 2nd 3rd o rappel
	o yes

	Hib
	o 1st o 2nd 3rd 
	o yes

	Pneumo 23
	Total doses:

Date of last vaccination.
	o yes




Medication history - ANTIBIOTICS
Total (last year):......................................... Total (last 4 weeks)........................
	Name
	Duration/date
	ongoing
	indication

	
	
	o yes
	

	
	
	o yes
	

	
	
	o yes
	

	
	
	o yes
	


Total of hospitalisation last year:.....................................
Total of assumed infections last year:.............................
	Diseases /Diagnosis
	Year of dignosis
	Hospitali-sation
	On-going
	Transfusion, hb before/after

	
	2009/10
	o yes
	o yes
	

	
	2009/10
	o yes
	o yes
	

	
	2009/10
	o yes
	o yes
	

	
	2009/10
	o yes
	o yes
	

	
	
	o yes
	o yes
	

	
	
	o yes
	o yes
	

	
	
	o yes
	o yes
	


	Other Medication
(last 4 weeks)
	Duration/date
	ongoing
	indication

	
	
	o yes
	

	
	
	o yes
	

	
	
	o yes
	

	
	
	o yes
	


Physical Examination:                                                         
o no findings

o pathologic findings: 

⁬ hepatomegalie

⁬ splenomegalie

⁬ lymphadenopathie (o cervical, o axillaire, o inguinal)

⁬ ENT(ear, nose, throat), specify :


⁬ others, to specify:


__________________________________________________________________
___________________________________________________________________
For SCD+, Steady State, last control visits
	Date control
	Hemoglobine/Hct
	Further remarks

	
	
	                                                                

	
	
	

	
	
	


Laboratory Assessment on inclusion
Thick blood smear: o neg. / o pos: ......................./l

Electrophoresis: o AA  / o AS  / o SS /  o others:.............

Hemoglobin:.........................g/dl

Hemogramme: o Yes / o No
___________________________________________________________________
Environmental risk factor evaluation
Housecrowding and Sanitation
· ........< 5 years,.......5 -10 years........> 10 years old persons living in the same house

· ........< 5 years,.......5 -10 years........> 10 years old persons sleeping in the same room 

· ....................times/ day washing hands with soap
· ....................times/ day washing with soap
· ....................times/ day brushing teeth
Socio-Economic-State

· profession of the parents/ responsable persons:.............................................. and his/her educational level:..................................................

· attending school/kindergarden:    o yes / o no
other risk factors

· passive smoking of ..................cigarettes at home/ day

· approx. ...................times last year visiting hospital (no hospitalisation)
· chronic wounds, specify.....................................................................................
__________________________________________________________________
Microbiological Assessment
Comments:

	
	S. aureus
	S. pneumoniae
	H. influenzae
	others

	Nasal
	
	
	
	

	Pharygeal
	
	
	
	

	
	
	
	
	


Performed by:                                                    

⁬ susceptibility test attached
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......................................

(investigator)


