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This example form supports national enhanced diphtheria case reporting and local public health investigation needs. Complete for probable and confirmed cases. Where fields in the form correspond to the national NNDSS core or enhanced datasets, these fields have been shaded light green.
References
CDNA Diphtheria SoNG
Diphtheria Surveillance Case Definition
[bookmark: _Toc235464867]1.	Administrative
	Public Health Unit (PHU):
	

	Notification ID number:
	

	Investigator 
	Name:
	

	
	Phone:
	
	Email:
	

	Interview date:
	___ / ___ / ____


[bookmark: _Toc235464868]2.	Notification details
	Date of notification:
	___ / ___ / ____

	Date notification received by PHU:
	___ / ___ / ____

	Notifier type:
	|_| Laboratory  |_| Clinician  |_| Other: ______

	Notifier details
	Name:
	

	
	Facility:
	

	
	Phone:
	
	Email:
	

	GP or treating health practitioner
	Name:
	

	
	Practice / facility:
	

	
	Phone:
	
	Email:
	

	How was the case identified?
	|_| Clinical presentation   
|_| Contact tracing / epidemiological investigation
|_| Screening (excluding antenatal)
|_| Clinical and epidemiology
|_| Unknown
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[bookmark: _Toc235464869]3.	Laboratory details
Antibiotic susceptibility testing and genomic testing details are captured in section 16: Laboratory – additional testing details.
	Organism:
	|_| C. diphtheriae      |_| C. ulcerans 

	Specimen site 
	Specimen date
	Specimen type
	Test method
	Toxin result

	Throat (oropharyngeal)
	___ / ___ / ____
	
	
	|_| Positive  
|_| Negative
|_| Unknown/not tested

	Nose (including nasopharyngeal)
	___ / ___ / ____
	
	
	|_| Positive  
|_| Negative
|_| Unknown/not tested

	Respiratory other
	___ / ___ / ____
	
	
	|_| Positive  
|_| Negative
|_| Unknown/not tested

	Skin – upper limb/digit
	___ / ___ / ____
	
	
	|_| Positive  
|_| Negative
|_| Unknown/not tested

	Skin – lower limb/digit
	___ / ___ / ____
	
	
	|_| Positive  
|_| Negative
|_| Unknown/not tested

	Skin – trunk
	___ / ___ / ____
	
	
	|_| Positive  
|_| Negative
|_| Unknown/not tested

	Skin – head/neck
	___ / ___ / ____
	
	
	|_| Positive  
|_| Negative
|_| Unknown/not tested

	Other site, specify
	___ / ___ / ____
	
	
	|_| Positive  
|_| Negative
|_| Unknown/not tested


[bookmark: _Toc235464870]4.	Case details and demographics
	Surname / family name:
	

	Given name(s):
	

	Date of birth and age:
	DOB: ___ / ___ / ____   
Age: ____ years / ____ months

	Sex at birth:
	|_| Male 
|_| Female  
|_| X/Other  
|_| Unknown / not stated

	Gender at diagnosis:
	|_| Man/male  
|_| Woman/female 
|_| Non-binary  
|_| Other: ______  
|_| Not stated

	Indigenous status:
	|_| Aboriginal 
|_| Torres Strait Islander 
|_| Both Aboriginal and Torres Strait Islander  
|_| Neither Aboriginal or Torres Strait Islander  
|_| Not stated

	Residential address
	Street:
	

	
	Suburb / town:
	

	
	State:
	
	Postcode
	

	Phone:
	

	Email:
	

	Parent / carer / alternate contact, if relevant
	Name:
	

	
	Relationship:
	

	
	Phone:
	

	Country of birth
	|_| Australia    |_| Other: __________________    |_| Unknown

	Primary language / interpreter required
	Language: |_| English   |_| Other: ________________   
Interpreter required? |_| Yes   |_| No   |_| Unknown

	Occupation / school / childcare / other regular setting
	Role:
	

	
	Setting type:
	

	
	Setting name:
	

	
	Address:
	

	
	Contact name:
	

	
	Contact phone:
	


[bookmark: _Toc235464871]5.	Existing health related risk factors
	Health related risk factor
	Response
	Comment

	Pregnancy status:
	|_| Yes   |_| No   |_| Not applicable   |_| Unknown
If yes, gestation: ______ weeks
	

	Immunocompromised:
	|_| Yes   |_|  No   |_| Unknown             
If Yes, provide details: 	 
	

	Chronic cardiac (heart) disease:
	|_| Yes   |_|  No   |_| Unknown 
	

	Chronic renal (kidney) disease:
	|_| Yes   |_|  No   |_| Unknown
	

	Chronic respiratory disease:
	|_| Yes   |_|  No   |_| Unknown
	

	Chronic skin condition or disease:
	|_| Yes   |_|  No   |_| Unknown
	

	Recurrent acute skin infections:
	|_| Yes   |_|  No   |_| Unknown
	

	Diabetes:
	|_| Yes   |_|  No   |_| Unknown
	

	Obesity:
	|_| Yes   |_|  No   |_| Unknown
	

	Drug/alcohol dependency:
	|_| Yes   |_|  No   |_| Unknown
	

	Other comorbidity:
	|_| Yes   |_|  No   |_| Unknown 
If Yes, provide details: 	
	

	No underlying or chronic conditions
	|_| Yes   |_|  No   |_| Unknown
	


[bookmark: _Toc235464872]6.	Clinical information
	Clinical presentation category:
	|_| Respiratory – severe (classic)  
|_| Respiratory – not severe (mild)  
|_| Cutaneous  
|_| Other: 	

	Symptom
	Response
	Onset date

	Fever, sweats or chills
	|_| Yes   |_| No   |_| Unknown
	___ / ___ / ____

	Sore throat (including pharyngitis and tonsillitis)
	|_| Yes   |_| No   |_| Unknown
	___ / ___ / ____

	Pseudomembrane
	|_| Yes   |_| No   |_| Unknown
	___ / ___ / ____

	Exudate
	|_| Yes   |_| No   |_| Unknown
	___ / ___ / ____

	Dyspnoea (difficulty breathing)
	|_| Yes   |_| No   |_| Unknown
	___ / ___ / ____

	Stridor (inspiratory wheeze)
	|_| Yes   |_| No   |_| Unknown
	___ / ___ / ____

	Dysphonia (hoarseness)
	|_| Yes   |_| No   |_| Unknown
	___ / ___ / ____

	Dysphagia (difficulty swallowing)
	|_| Yes   |_| No   |_| Unknown
	___ / ___ / ____

	Cervical lymphadenopathy / neck swelling / bull neck
	|_| Yes   |_| No   |_| Unknown
	___ / ___ / ____

	Sepsis
	|_| Yes   |_| No   |_| Unknown
	___ / ___ / ____

	Cutaneous – severe lesions 
(necrotic lesions, extensive ulceration, membranous lesions, cellulitis)
	|_| Yes   |_| No   |_| Unknown
	___ / ___ / ____

	Cutaneous – mild/moderate lesions 
(superficial lesions, localised/non-healing ulcers, blisters, scaling rash)
	|_| Yes   |_| No   |_| Unknown
	___ / ___ / ____

	Loss of appetite / anorexia
	|_| Yes   |_| No   |_| Unknown
	___ / ___ / ____

	Circulatory symptoms, including cyanosis
	|_| Yes   |_| No   |_| Unknown
	___ / ___ / ____

	Malaise / feeling unwell
	|_| Yes   |_| No   |_| Unknown
	___ / ___ / ____

	Other symptoms
	|_| Yes   |_| No   |_| Unknown
If yes, specify below
	___ / ___ / ____

	Symptom comments (including history of illness):

	




[bookmark: _Toc235464873]7.	Clinical management and treatment
	Hospitalisation
	Hospitalised?
	|_| Yes   |_|  No   |_| Unknown
If yes, was the hospitalisation related to diphtheria? |_| Yes  |_| No  |_| Unknown

	
	Date admitted:
	___ / ___ / ____       (first date of admission if multiple admissions)

	
	Date discharged:
	___ / ___ / ____

	
	Facility name:
	

	
	Infection control notified:
	|_| Yes   |_|  No   |_| Unknown

	ICU admission
	ICU?
	|_| Yes   |_|  No   |_| Unknown

	
	Date admitted:
	___ / ___ / ____       (first date of admission if multiple admissions)

	
	Date discharged:
	___ / ___ / ____

	Airway management and respiratory support
	Intubation:
	|_| Yes   |_|  No   |_| Unknown

	
	Mechanical ventilation:
	|_| Yes   |_|  No   |_| Unknown

	
	ECMO: 
	|_| Yes   |_|  No   |_| Unknown
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	Diphtheria antitoxin (DAT)
	DAT administered?
	|_| Yes – clinically indicated  
|_| Yes – not clinically indicated  
|_| No  
|_| Unknown

	
	If yes, details:
	Product name:
	

	
	
	Date first administered   
	___ / ___ / ____

	
	
	Number of vials:
	

	
	Adverse events
	Adverse event(s) reported?
	|_| Yes   |_|  No   |_| Unknown

	
	
	If yes:
	|_|  Anaphylaxis
|_|  Hypersensitivity reaction
|_|  Serum sickness
|_|  Other, specify:  	
|_|  Unknown

	Antibiotics
	Antibiotic therapy?
	|_|  Yes  |_|  No  |_|  Unknown
If yes, complete details below:

	
	Azithromycin
	|_|  Yes  |_|  No  |_|  Unknown
	Dose/frequency: ____________   
Route: ____________________   
Commenced: ___ / ___ / ____  
Ceased: ___ / ___ / ____   

	
	Benzylpenicillin
	|_|  Yes  |_|  No  |_|  Unknown
	Dose/frequency: ____________   
Route: ____________________   
Commenced: ___ / ___ / ____  
Ceased: ___ / ___ / ____   

	
	Phenoxymethylpenicillin
	|_|  Yes  |_|  No  |_|  Unknown
	Dose/frequency: ____________   
Route: ____________________   
Commenced: ___ / ___ / ____  
Ceased: ___ / ___ / ____   

	
	Amoxicillin
	|_|  Yes  |_|  No  |_|  Unknown
	Dose/frequency: ____________   
Route: ____________________   
Commenced: ___ / ___ / ____  
Ceased: ___ / ___ / ____   

	
	Erythromycin
	|_|  Yes  |_|  No  |_|  Unknown
	Dose/frequency: ____________   
Route: ____________________   
Commenced: ___ / ___ / ____  
Ceased: ___ / ___ / ____   

	
	Doxycycline
	|_|  Yes  |_|  No  |_|  Unknown
	Dose/frequency: ____________   
Route: ____________________   
Commenced: ___ / ___ / ____  
Ceased: ___ / ___ / ____   

	
	Other
	|_|  Yes  |_|  No  |_|  Unknown
	Dose/frequency: ____________   
Route: ____________________   
Commenced: ___ / ___ / ____  
Ceased: ___ / ___ / ____   


[bookmark: _Toc235464875]9.	Complications
Up to when public health follow-up ceases.
	Complication
	Response
	Comments

	Cardiac complications (e.g. myocarditis)
	|_| Yes   |_| No   |_| Unknown
	

	Neuropathy (e.g. motor paralysis)
	|_| Yes   |_| No   |_| Unknown
	

	Renal impairment
	|_| Yes   |_| No   |_| Unknown
	

	Other complications
	|_| Yes   |_| No   |_| Unknown
	

	No complications
	|_| Yes   |_| No   |_| Unknown
	

	Death
	Deceased?
	|_| Yes   |_| No   |_| Unknown
	

	
	Did diphtheria contribute to death?
	|_| Yes   |_| No   |_| Unknown
	

	
	Date died:
	___ / ___ / ____
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	Previous vaccination against diphtheria?
	|_| Yes  (Provide details below)
|_| No vaccine given  
|_| Followed up – information not available 
|_| Not followed up – information not sought  
|_| Unknown/pending

	Dose
	Date
	Vaccine type
	Validation

	1
	___ / ___ / ____
	
	|_| Validated  |_| Recall only  |_| Not collected

	2
	___ / ___ / ____
	
	|_| Validated  |_| Recall only  |_| Not collected

	3
	___ / ___ / ____
	
	|_| Validated  |_| Recall only  |_| Not collected

	4
	___ / ___ / ____
	
	|_| Validated  |_| Recall only  |_| Not collected

	5
	___ / ___ / ____
	
	|_| Validated  |_| Recall only  |_| Not collected

	6
	___ / ___ / ____
	
	|_| Validated  |_| Recall only  |_| Not collected

	7
	___ / ___ / ____
	
	|_| Validated  |_| Recall only  |_| Not collected

	8
	___ / ___ / ____
	
	|_| Validated  |_| Recall only  |_| Not collected

	9
	___ / ___ / ____
	
	|_| Validated  |_| Recall only  |_| Not collected

	10
	___ / ___ / ____
	
	|_| Validated  |_| Recall only  |_| Not collected

	11
	___ / ___ / ____
	
	|_| Validated  |_| Recall only  |_| Not collected

	12
	___ / ___ / ____
	
	|_| Validated  |_| Recall only  |_| Not collected

	13
	___ / ___ / ____
	
	|_| Validated  |_| Recall only  |_| Not collected

	14
	___ / ___ / ____
	
	|_| Validated  |_| Recall only  |_| Not collected

	15
	___ / ___ / ____
	
	|_| Validated  |_| Recall only  |_| Not collected


11.	Previous diphtheria infection history
	Diphtheria infection or notification history for the case
	Has the case previously been diagnosed with diphtheria?
	|_| Yes   |_| No   |_| Unknown

	
	If yes:
	Date / year:  _______________________________________
Clinical presentation category: _________________________
Residential state at the time: _________________________
Notification ID (if known):  _____________________________
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[bookmark: _Toc235464877]12.	Exposure history
	Incubation/exposure period
	From date:
	___ / ___ / ____  (10 days before symptom onset)

	
	To date:
	___ / ___ / ____  (initial symptom onset)

	Exposed to someone with similar illness?
	|_| Yes  |_| No  |_| Unknown
	If yes, details:
	Name: 
	

	
	
	
	Relationship:
	

	
	
	
	Symptom location:
	|_|  Respiratory |_|  Cutaneous |_|  Both  |_|  Other

	
	
	
	Date of last contact:
	___ / ___ / ____

	Contact of a known diphtheria case?
(confirmed, probable or suspected)
	|_| Yes  |_| No  |_| Unknown
	If yes, known infectious case details
	Name: 
	

	
	
	
	Notification ID:
	

	
	
	
	Relationship:
	

	
	
	
	Form of diphtheria:
	|_|  Respiratory |_|  Cutaneous |_|  Both  |_|  Other

	
	
	
	Date of last contact:
	___ / ___ / ____

	Outbreak reference ID:
	

	Location(s) where infection was likely acquired:
	|_| Australia
	State: 			
	Suburb or community: 	
	Postcode: 	________________

	
	|_| Overseas
	Country: 					

	
	|_| Unknown

	Most likely exposure setting
	Response
	Case role / exposure characteristic
	Response
	Details of likely exposure:

	What was the most likely exposure setting?
(select one option)
	|_| Household setting
|_| Healthcare setting
|_| Residential care facility setting
|_| Other residential accommodation setting
|_| Travel-related setting
|_| Community-related event or setting
|_| Educational facility setting
|_| Correctional facility setting
|_| Homelessness setting
|_| Animal contact setting (for C. ulcerans)
|_| Other: ______________
|_| Unknown
	What was the case’s role or exposure characteristic?
(select one option)
	|_|  Household member
|_|  Healthcare worker  
|_|  Patient
|_|  Visitor
|_|  Staff / volunteer 
(not health care worker)
|_|  Resident  
|_| Student / child  
|_|  Traveller / passenger  
|_|  Person experiencing homelessness  
|_|  Person in custody  
|_| Other: ___________
|_| Unknown
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[bookmark: _Toc235464878]13.	Infectious period and sites attended
	Indicative infectious period
	Respiratory:
7 days before initial symptom onset, until clearance criteria or completion of antibiotics as locally determined.
	Cutaneous
Initial onset of skin infection/sore or skin swab collection if onset unknown, until ≥72 hours of appropriate antibiotics and wound coverage/scabbing criteria are met.

	
	7 days before onset:	___ / ___ / ____ 
Initial symptom onset:	___ / ___ / ____
As determined above: 	___ / ___ / ____
	Initial symptom onset:	___ / ___ / ____ 
72 hours of appropriate antibiotics:	 ___ / ___ / ____

	High-risk setting(s) during infectious period?
	High-risk setting type
	Response
	Date(s) attended
	Setting details

	
	Healthcare setting
	|_|  Yes  |_|  No  |_|  Unknown
	___ / ___ / ____
	

	
	Residential care facility setting
	|_|  Yes  |_|  No  |_|  Unknown
	___ / ___ / ____
	

	
	Other residential accommodation setting
	|_|  Yes  |_|  No  |_|  Unknown
	___ / ___ / ____
	

	
	Community related event or setting
	|_|  Yes  |_|  No  |_|  Unknown
	___ / ___ / ____
	

	
	Educational facility setting
	|_|  Yes  |_|  No  |_|  Unknown
	___ / ___ / ____
	

	
	Correctional facility setting
	|_|  Yes  |_|  No  |_|  Unknown
	___ / ___ / ____
	

	
	Homelessness setting
	|_|  Yes  |_|  No  |_|  Unknown
	___ / ___ / ____
	

	Social history during infectious period: (Adjust time points to align with the applicable infectious period. Provide details on contacts in section 13.)

	Time point
	Date
	Setting attended
	Duration
	Level of contact with others
	Comments

	Day +3: 
	___ / ___ / ____
	
	
	
	

	Day +2: 
	___ / ___ / ____
	
	
	
	

	Day +1: 
	___ / ___ / ____
	
	
	
	

	Day 0: initial symptom onset
	___ / ___ / ____
	
	
	
	

	Day -1
	___ / ___ / ____
	
	
	
	

	Day -2
	___ / ___ / ____
	
	
	
	

	Day -3
	___ / ___ / ____
	
	
	
	

	Day -4
	___ / ___ / ____
	
	
	
	

	Day -5
	___ / ___ / ____
	
	
	
	

	Day -6
	___ / ___ / ____
	
	
	
	

	Day -7
	___ / ___ / ____
	
	
	
	


[bookmark: _Toc235464879]14.	Contacts and local public health management
Risk classification and management should be aligned to the current CDNA Diphtheria SoNG and jurisdictional procedures. High-risk contacts may require testing, antibiotic prophylaxis, vaccination history review and exclusion from high-risk settings as locally directed.
	Contact details
	Contact type/setting
	Symptoms?
	Risk level
	Location (suburb)
	Management notes

	Name:
	|_| Household 
|_| Community / social gathering  
|_| Shared residential / hospital ward
|_| Healthcare worker  
|_| Education / childcare  
|_| Other
	|_| Yes  
|_| No  
|_| Unknown
	|_| High  
|_| Low  
|_| Unknown
	
	

	Phone:
	
	
	
	
	

	Email:
	
	
	
	
	

	Name:
	|_| Household 
|_| Community / social gathering  
|_| Shared residential / hospital ward
|_| Healthcare worker  
|_| Education / childcare  
|_| Other
	|_| Yes  
|_| No  
|_| Unknown
	|_| High  
|_| Low  
|_| Unknown
	
	

	Phone:
	
	
	
	
	

	Email:
	
	
	
	
	

	Name:
	|_| Household 
|_| Community / social gathering  
|_| Shared residential / hospital ward
|_| Healthcare worker  
|_| Education / childcare  
|_| Other
	|_| Yes  
|_| No  
|_| Unknown
	|_| High  
|_| Low  
|_| Unknown
	
	

	Phone:
	
	
	
	
	

	Email:
	
	
	
	
	

	Name:
	|_| Household 
|_| Community / social gathering  
|_| Shared residential / hospital ward
|_| Healthcare worker  
|_| Education / childcare  
|_| Other
	|_| Yes  
|_| No  
|_| Unknown
	|_| High  
|_| Low  
|_| Unknown
	
	

	Phone:
	
	
	
	
	

	Email:
	
	
	
	
	

	Contact summary
	Count
	Management notes

	Total high-risk contacts identified
	
	

	Total low-risk contacts identified
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[bookmark: _Toc235464880]15.	Response and actions summary
	Action
	Person responsible
	Status
	Comments

	Fact sheet and letter provided
	
	
	

	Hospital – infection control notification
	
	
	

	Confirm case against case definition
	
	
	

	Interpreter support service
	
	
	

	Immunisation service 
	
	
	

	Labs – toxin testing and antimicrobial susceptibility
	
	
	

	Labs – WGS/MLST request
	
	
	

	Other public health team areas
	
	
	

	Media release 
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Antibiotic susceptibility testing
	Was antibiotic susceptibility conducted?
	|_| Yes   |_|  No   |_|  Unknown / not supplied

	Antibiotic
	MIC value
	AST interpretation
	Method
	Comment

	Azithromycin
	
	|_|  Susceptible 
|_|  Sensitive increased exposure  
|_|  Intermediate  
|_|  Resistant  
|_|  Not applicable or not available
	|_|  EUCAST  
|_|  CLSI  
|_|  Other  
|_|  Unknown
	

	Penicillin
	
	|_|  Susceptible 
|_|  Sensitive increased exposure  
|_|  Intermediate  
|_|  Resistant  
|_|  Not applicable or not available
	|_|  EUCAST  
|_|  CLSI  
|_|  Other  
|_|  Unknown
	

	Amoxicillin
	
	|_|  Susceptible 
|_|  Sensitive increased exposure  
|_|  Intermediate  
|_|  Resistant  
|_|  Not applicable or not available
	|_|  EUCAST  
|_|  CLSI  
|_|  Other  
|_|  Unknown
	

	Erythromycin
	
	|_|  Susceptible 
|_|  Sensitive increased exposure  
|_|  Intermediate  
|_|  Resistant  
|_|  Not applicable or not available
	|_|  EUCAST  
|_|  CLSI  
|_|  Other  
|_|  Unknown
	

	Doxycycline
	
	|_|  Susceptible 
|_|  Sensitive increased exposure  
|_|  Intermediate  
|_|  Resistant  
|_|  Not applicable or not available
	|_|  EUCAST  
|_|  CLSI  
|_|  Other  
|_|  Unknown
	

	Other, specify
	
	|_|  Susceptible 
|_|  Sensitive increased exposure  
|_|  Intermediate  
|_|  Resistant  
|_|  Not applicable or not available
	|_|  EUCAST  
|_|  CLSI  
|_|  Other  
|_|  Unknown
	


Genomic testing
	Field
	Response

	Whole genome sequencing performed?
	|_| Yes  |_| No  |_| Unknown

	Multilocus sequence type (MLST):
	MLST: ________________   |_|  MLST not conducted   |_|  Unknown

	Reference laboratory notes
	


17.	Case outcome and administration
	Field
	Response

	Final case confirmation status:
	|_| Confirmed 	|_| Probable 	|_| Suspected  
|_| Asymptomatic carrier
|_| Not a case	|_| Unknown

	Date of last public health follow-up:
	___ / ___ / ____

	Completed by
	Name:
	

	
	Role:
	

	
	PHU:
	

	Date finalised
	___ / ___ / ____

	Outstanding information / caveats
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