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Objective

This document provides interim guidance for clinicians who Might pgovide
care for patients with confirmed novel influenza A (H1 S cted novel
influenza A (H1N1) virus infection (previously referre ne-origin

influenza virus).

Transmission

Transmission of novel influenza A (H1N
outbreak investigation, but limited da
transmitted in ways similar to other inflge

is being studied as part of the ongoing
le$nhdicate that this virus is
uses. Seasonal human influenza

or sneezes near a susceptible p n). Transmission via large-particle droplets
e and recipient persons because droplets

do not remain suspen
6 feet). Contact with c

a novel influenza A virus in humans, transmission from
0 close contacts might be common. All respiratory secretions

Incubation period

The estimated incubation period is unknown and could range from 1-7 days, and
more likely 1-4 days.

Case Definitions for Infection with Novel Influenza A (H1IN1) Virus

A confirmed case of novel influenza A (H1N1) virus infection is defined as a
person with an influenza-like illness with laboratory confirmed novel influenza
A (H1N1) virus infection by one or more of the following tests:
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2. viral culture

A probable case of novel influenza A (H1N1) virus infection is defined as
a person with an influenza-like-illness who is

e positive for influenza A, but negative for human H1 and H3 by
influenza RT_PCR

Optional

A suspected case of novel influenza A (H1N1) virus infection is defi
person who does not meet the confirmed or probable case definitios
not novel H1N1 test negative, and is/has:

« a previously healthy person < 65 years hospitalized f@r IL

e b as traveled to a state
\ dior probable cases

¢

e ILI and has an epidemiologic [ past 7 days to a confirmed case
or probable case

OR

e |LI and resides in a state without confirmeg
or country where there are one or more cg

OR

Clinical findings

Patients with uncomplicat
virus infection have e
symptoms (cough;
arthralgias, fatig
novel influen
(subjective fe

disegse due to confirmed novel influenza A (H1IN1)
iefced fever, chills, headache, upper respiratory tract
, rhinorrhea, shortness of breath), myalgias,

g, or diarrhea. In New York City, 95% of patients with
1N1) met the case definition for influenza-like iliness

cough and/or sore throat)

Com ns

Ther sufficient information to date about clinical complications of this novel
influenza A (H1N1) virus infection. Among persons infected with previous variants of
swine influenza viruses, clinical syndromes have ranged from mild respiratory
illness, to lower respiratory tract illness, dehydration, or pneumonia. Deaths caused
by previous variants of swine influenza viruses have occasionally occurred.
Although data on the spectrum of iliness is not yet available for this novel influenza
A (H1N1), clinicians should expect complications to be similar to seasonal influenza:
exacerbation of underlying chronic medical conditions, upper respiratory tract
disease (sinusitis, otitis media, croup) lower respiratory tract disease (pneumonia,
bronchiolitis, status asthmaticus), cardiac (myocarditis,



pericarditis), musculoskeletal (myositis, rhabdomyolysis), neurologic (acute and
post-infectious encephalopathy, encephalitis, febrile seizures, status epilepticus),
toxic shock syndrome, and secondary bacterial pneumonia with or without
sepsis.

Groups at high risk for complications

Currently, insufficient data are available to determine who is at higher risk for

complications of novel influenza A (H1N1) virus infection. Thus, at this time, the
same age and risk groups who are at higher risk for seasonal influenza
complications should also be considered at higher risk for swine-origi
complications.

Groups at higher risk for seasonal influenza complications inc

e Children less than 5 years old;

e Persons aged 65 years or older;

e Children and adolescents (less than 18 years) ceiving long-term
aspirin therapy and who might be at risk f erf@ncing Reye syndrome
after influenza virus infection;

e Pregnant women;

e Adults and children who have chrgnic pul ry, cardiovascular, hepatic,
hematological, neurologic, neuromuSeylar, @ metabolic disorders;

e Adults and children who hav ppression (including
immunosuppression cause ications or by HIV);

e Residents of nursing ho d otRer chronic-care facilities.

Medical care for patiegis with Wovel influenza A (H1N1) virus

d n®vel influenza (H1N1) infection need to be seen
. ients with severe illness and those at high risk for
za (see list above) should contact their medical

Not all patients with s
by a health care provi
complications fr
provider or seek

Which uld be tested for novel influenza A (H1N1) virus
Clinicians st persons for the novel influenza (H1N1) virus if they have an
acute il&respiratory illness or sepsis-like syndrome. Certain groups may have

reSentations including infants, elderly and persons with compromised
stems. Priority for testing includes persons who 1) require hospitalization
or 2) are at high-risk for severe disease (as listed above). To test for novel HIN1
influenza virus, upper respiratory specimens, such as a nasopharyngeal swab or
aspirate, nasal swab plus a throat swab or nasal wash, or tracheal aspirate should
be collected. Persons who perform nasal and tracheal _aspirate collections on ill
persons require_appropriate personal protective_equipment. Specimens should be
sent to the state public health laboratory. Not all people with suspected novel
influenza (H1N1) infection need to have the diagnosis confirmed, especially if the
person resides in an affected area or if the illness is mild. Recommendations on who
to test may differ by state or
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community. Clinicians should be aware of local guidance on testing and
should use their clinical judgment in addition to this guidance for deciding
when to test for novel influenza A (HIN1).

Reporting suspect novel influenza A (HIN1) virus infection

Clinicians should contact their state public health department if they test a person
for novel influenza A (H1N1) infection to obtain information on what clinical and
epidemiological data to collect and specimen shipment protocols in their state.

Treatment of novel influenza A (H1N1)

The novel influenza (H1N1) virus is susceptible to both oseltamivir
and zanamivir. It is resistant to amantadine and rimantadine.

Additional Therapy

discretion of the clinicians given the patients clinical pregs . For

For hospitalized patients with severe community-aegufffed pneumonia (CAP)
requiring intensive care unit admission, thicillin-resistent Staphylococcus
aureus (MRSA) infection should be and treated empirically in
addition to other causes of CAP if they®gav necrotizing or cavitary infiltrates
or 2) empyema.

Infectious period

The duration of shedding
Therefore, until data a

ith nagel influenza A (h1N1) virus is unknown.

able, the estimated duration of viral shedding is
virus infection.. Infected persons are assumed to
day prior to illness onset until resolution of

[, persons with novel influenza A (H1N1) virus infection
potentially infectious from one day before to 7 days

Background

To date, human cases of novel influenza A (H1N1) virus infection have been
confirmed in residents of several U.S. states and Mexico (for the most up-to-date list
please see the H1N1 Flu website).Investigations of these cases suggest that on-
going human-to-human novel H1IN1 virus is occurring. lliness signs and symptoms
have consisted of fever and respiratory tract illness (cough, sore throat, runny
nose), headache, muscle aches, Some cases have had vomiting
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and diarrhea. Cases of severe respiratory disease, including fatal
outcomes, have been reported.

The novel HIN1 virus that has infected humans in the U.S. and Mexico is a novel
influenza A virus that has not previously been identified in North America. This
virus is resistant to the antiviral medications amantadine and rimantadine but is
sensitive to oseltamivir and zanamivir.

Implementation of Respiratory Hygiene/Cough Etiquette

To prevent the transmission of all respiratory infections in healthcare s
including novel H1IN1, respiratory hygiene/cough etiquette infection
measures (see Respiratory Hygiene/Cough Etiquette in Healthcare
should be implemented at the first point of contact with a potengially
person. They should be incorporated into infection control pra€tice
component of Standard Precautions.

Healthcare facilities should establish mechanisms to
and symptoms of febrile respiratory illness at any poin
Provisions should be made to allow for prompt i
symptomatic patients.

) patients for signs
Pro the facility.
d assessment of

Implementation of Facility Contingency Pla

quickly. Staff in healthcare settings
state and local health departmenig

include making plans for

staffing limitations. ¢

Interim Infection ecommendations

If the patient is pr INY’in a community where novel HIN1 transmission is
occurring (ba n information provided by state and local health
departm fection control recommendations should apply to all
patients Wi e respiratory illness (defined as fever [greater than 37.8°
C] pl or more of the following: rhinorrhea or nasal congestion; sore

t ).

If the nt is presenting in a community without novel HIN1 transmission,

these infection control recommendations should apply to those patients with
febrile respiratory illness AND:

e close contact with a person who is a confirmed, probable, or suspected
case of novel HIN1 virus infection, within the past 7 days OR

o travel to a community either within the United States or internationally
where there are one or more confirmed novel HLN1 cases within 7 days
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As the situation evolves, the ability to use epidemiologic links to identify
potentially infectious patients may be lost and these recommendations may need
to be applied to all patients with febrile respiratory illness. This situation will be
monitored, and these guidelines will be updated as needed.

Infection Control of Ill Persons in a Healthcare Setting

Screening of patients presenting to medical facility should be done in a location
with negative pressure air handling whenever feasible.

Patient placement and transport

Any patients who have a confirmed, probable, or suspected case o 1
and present for care at a healthcare facilities should be placed dj

individual rooms and the door should be kept closed. Health who
interact with the patients should follow the infection control this
document. For the purposes of this guidance, healthcargger re defined
as persons, including employees, students, contractq nding clinicians, and
volunteers, whose activities involve contact with patiertg ealthcare or

laboratory setting.

For procedures that are likely to generate aero
intubation, suctioning, administering nebylized me@#€ations), an airborne
infection isolation room (AlIR) with negati reggure air handling with 6 to 12
air changes per hour can be used. At xhausted directly outside or be
recirculated after filtration by a high efff@iency particulate air (HEPA) filter.
Facilities should monitor and d nt the proper negative-pressure function of
AlIRs, including those in opera , intensive care units, emergency
departments, and procedyre roo

ofpatiefts in isolation precautions should be followed.
at plans are in place to communicate information
at are transferred to other departments in the facility
and other facilities. The ill person should wear a

ain secretions when outside of the patient room and

Procedures for trans
Facilities should also €
about suspecte
(e.g., radiolo
surgical mas

limited t0 those performing direct patient care.

Isolation precautions

All healthcare personnel who enter the patient’'s room should take standard and
contact precautions plus eye protection should be used for all patient care
activities for patients being evaluated or in isolation for novel HIN1 . Maintain
adherence to hand hygiene by washing with soap and water or using alcohol-
based hand sanitizer immediately after removing gloves and other equipment
and after any contact with respiratory secretions. Nonsterile gloves and gowns
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along with eye protection should be donned when entering a patient’s room.

(See
Personal Protective Equipment (PPE) in Healthcare Settings)

Respiratory protection: All healthcare personnel who enter the rooms of
patients in isolation with confirmed, suspected, or probable novel HIN1 influenza
should wear a fit-tested disposable N95 respirator or better. Respiratory
protection should be donned when entering a patient’s room.

Note that this recommendation differs from current infection control guidance
for seasonal influenza, which recommends that healthcare personne

recommendation is also
http://www.pandemicflu.gov/plan/healthcare/maskguidancehc.h
October 2006 — Interim Guidance on Planning for t
and Respirators in Healthcare Settings during an Influ

urq_ical Masks
demic | .

Management of visitors
Limit visitors for patients in isolation for novel H ction to persons who

source of novel HIN1. Therefore, sc
appropriate screening for acute pgSpi
and appropriate instruction on €§

illness before entering the hospital
nal protective equipment and other

Visitors may be offere n, gloves, eye protection, and respiratory protection
(i.e., N95 respirat d be instructed by healthcare personnel on their

use before ente atient’s room.

ons should be continued for 7 days from symptom onset or
of symptoms, whichever is longer.

novel HIN1 virus infection should be considered potentially
s from one day before to 7 days following illness onset. Persons
who continue to be ill longer than 7 days after illness onset should be
considered potentially contagious until symptoms have resolved. Children,
especially younger children, might be contagious for longer periods.

Surveillance of healthcare personnel

In communities where novel HLN1 virus transmission is occurring, healthcare
personnel should be monitored daily for signs and symptoms of febrile
respiratory illness. Healthcare personnel who develop these symptoms should
be instructed not to report to work, or if at work, should cease patient care
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activities and notify their supervisor and infection control personnel.



In communities without novel H1N1 virus transmission, healthcare personnel
working in areas of a facility where there are patients being assessed or isolated
for novel H1N1 infection should be monitored daily for signs and symptoms of
febrile respiratory infection. This would include healthcare personnel exposed to
patients in an outpatient setting or the emergency department. Healthcare
personnel who develop these symptoms should be instructed not to report to
work, or if at work, should cease patient care activities and notify their
supervisor and infection control personnel.

to novel HIN1 also may continue to work if they are started on antivira
( See Interim Guidance on Antiviral Recommendations for Patien it
Influenza A (H1N1) Virus Infection and Their Close Contacts).

Management of ill healthcare personnel

brile respiratory
occurring, healthcare
excluded from work

Healthcare personnel should not report to work if th

illness. In communities where novel HIN1 transmissi
personnel who develop a febrile respiratory illng
for 7 days or until symptoms have resolved, wh

In communities without novel HIN1 tran
develop a febrile respiratory illness and h
hospital where swine influenza patie
from work for 7 days or until sym

ission, N€althcare personnel who
bedm working in areas of the
ent, should be excluded

ve resolved, whichever is longer.

In communities where novel H ission is not occurring, healthcare
personnel who develop febrile respikatory illness and have not been in areas
of the facility where swine fluerza atients are present should follow facility
guidelines on returnin rk.

Stewardship of
Facilities should infRlement plans to ensure appropriate allocation of personal

Environfgen fection control

Rout ning and disinfection strategies used during influenza seasons can
b i the environmental management of swine influenza. Management
of la , utensils and medical waste should also be performed in accordance

with procCedures followed for seasonal influenza. (See Guideline for _
Environmental Infection Control in Health-Care Facilities, 2003.

Facility access control

Facilities should have signage at entry points instructing patients and visitors
about hospital policies, including the need to notify staff immediately if they have
signs and symptoms of febrile respiratory illness. Facilities in communities where
swine influenza transmission is occurring should limit points of entry to the
facility.
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Administration of the current 2008-09 seasonal influenza vaccine

It is not anticipated that the seasonal influenza vaccine will provide protection
against the novel HIN1 viruses. However, in some parts of the country, seasonal
influenza viruses are still circulating. Influenza vaccination is effective against these
seasonal viruses and should continue to be given to unvaccinated patients in areas
where seasonal influenza cases are still occurring.

*Respirator use should be in the context of a complete respiratory protection
program in accordance with Occupational Safety and Health Administration
(OSHA) regulations. Staff should be medically cleared, fit-tested, and jrefmed for
respirator use, including: proper fit-testing and use of respirators, sa B
and disposal, and medical contraindications to respirator use

View the guidance on infection control during care of patien it
or suspected novel influenza A (H1N1) virus infection.

0 ed

Objective: To provide updated interim guidance on th
treatment and chemoprophylaxis of novel influenza (
assist clinicians in prioritizing use of antivirals forg
of patients at higher risk for influenza-related cq
to these recommendations for antiviral treatme
epidemiology and clinical presentation of hovel infi8
is better understood. This guidance can b
epidemiologic data and antiviral sup

iral agents for
infection, and
or chemoprophylaxis
ons. Additional revisions
be expected as the
za A (H1N1) virus infection
dapgd according to local

rations.

High-risk groups: A person whoj higM&gisk for complications of novel influenza
(HA1NZ1) virus infection is define me for seasonal influenza at this time.
As more epidemiologic and clinica§data become available, these risk groups
might be revised. .

years old. The risk for severe complications from
is highest among children younger than 2 years old.

e Adults 65 rs of'ége and older.

i e following conditions:

pulmonary (including asthma), cardiovascular (except

rtension), renal, hepatic, hematological (including sickle
cell disease), neurologic, neuromuscular, or metabolic disorders
(including diabetes mellitus);

o Immunosuppression, including that caused by medications or
by HIV;

o Pregnant women;

o Persons younger than 19 years of age who are receiving long-
term aspirin therapy;

o Residents of nursing homes and other chronic-care facilities.

Transmission: Transmission of novel influenza A (H1N1) is being studied as part of
the ongoing outbreak investigation, but limited data available indicate that this virus
is likely transmitted in ways similar to other influenza viruses. Seasonal
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human influenza viruses are thought to be transmitted between persons primarily
through large-particle respiratory droplet transmission (e.g., when an infected
person coughs or sneezes near a susceptible person). Transmission via these
large-particle droplets requires close contact between source and recipient
persons because droplets do not remain suspended in the air and generally
travel only a short distance (< 6 feet). Contact with contaminated surfaces is
another possible source of transmission and transmission via small-droplet nuclei
(also called —airborne || transmission) might also occur, but the contribution
of these modes of transmission to influenza epidemiology is uncertain. Because
data on the transmission of novel HIN1 viruses are limited, the potenj
ocular, conjunctival, or gastrointestinal infection is unknown. Since thi

potentially infectious.

Close contact, for the purposes of this document, is aving cared for
or lived with a person who is a confirmed, probablesgg s8§pected case of novel

person. Examples of close contact include kissing bracing, sharing eating
or drinking utensils, physical examinatiornNgr any‘other contact between persons
likely to result in exposure to respira ts” Close contact typically does
not include activities such as walking cted person or sitting across from
a symptomatic patient in a waiti m @ office.

Special Considerations for ChNgfen

Aspirin or aspirin-containi@g product® (e.g. bismuth subsalicylate — Pepto
Bismol) should not be admigister®d to any confirmed or suspected ill case of
novel influenza HIN1 ection aged 18 years old and younger due to the
risk of Reye syn r relief of fever, other anti-pyretic medications such as
roidal anti-inflammatory drugs are recommended.

Children ygung 4 years of age should not be given over-the-counter cold

Thi I (HIN1) influenza virus is sensitive (susceptible) to the neuraminidase
inhibitor<antiviral medications, zanamivir and oseltamivir. It is resistant to the
adamantane antiviral medications, amantadine and rimantadine.

Antiviral Treatment for Novel (H1N1) Influenza

For antiviral treatment of novel influenza (H1N1) virus infection, either
oseltamivir or zanamivir are recommended Table 1. Recommendations for use
of antivirals may change as data on antiviral effectiveness, clinical spectrum of
illness, adverse events from antiviral use, and antiviral susceptibility data
become available.


http://www.cdc.gov/h1n1flu/recommendations.htm#table1

Clinical judgment is an important factor in treatment decisions. Persons with
suspected novel HIN1 influenza who present with an uncomplicated febrile
illness typically do not require treatment unless they are at higher risk for
influenza complications, and in areas with limited antiviral mediation availability,
local public health authorities might provide additional guidance about
prioritizing treatment within groups at higher risk for infection.

Treatment is recommended for:

1. All hospitalized patients with confirmed, probable or suspe
novel influenza (H1N1).

2. Patients who are at higher risk for seasonal influenza cd
(see above).

If a patient is not in a high-risk group or is not hospitalized, h@althc
providers should use clinical judgment to guide treatm
evaluating children should be aware that the risk for
seasonal influenza among children younger than Segga
children younger than 2 years old. Many patien av@had novel influenza
(H1IN1) virus infection, but who are not in a hig up have had a self-

limited respiratory illness similar to typical seasorg uenza. For most of
these patients, the benefits of using antivitgls may be modest. Therefore,
testing, treatment and chemoprophy|ges
persons who are hospitalized or at hi

, and when
gRaplications from

reductions in mortality or duration of hospitalization even
for patients whoseWeat t was started more than 48 hours after illness onset.

1 influenza virus infection in adults or children 1 year of age
e as those recommended for seasonal influenza ( Table 1).

se for children <1 year old was recently approved by the U.S. Food and
tration (FDA) under an Emergency Use Authorization (EUA), and

or older
Osel i

Authorizdtion of Tamiflu (oseltamivir)).

Note: Areas that continue to have seasonal influenza activity, especially those
with circulation of oseltamivir-resistant seasonal human influenza A (H1N1)
viruses, might prefer to use either zanamivir or a combination of oseltamivir
and rimantadine or amantadine to provide adequate empiric treatment or
chemoprophylaxis for patients who might have seasonal human influenza A
(HA1N1) virus infection.

Antiviral Chemoprophylaxis for Novel (H1N1) Influenza
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For antiviral chemoprophylaxis of novel (H1N1) influenza virus infection, either
oseltamivir or zanamivir are recommended ( Table 1). Duration of antiviral
chemoprophylaxis post-exposure is 10 days after the last known exposure to
novel (H1N1) influenza. The indication for post-exposure chemoprophylaxis is
based upon close contact with a person who is a confirmed, probable or
suspected case of novel influenza A (HLN1) virus infection during the infectious
period of the case. The infectious period for persons infected with the novel
influenza A (H1N1) virus is assumed to be similar to that observed in studies of
seasonal influenza. With seasonal influenza, studies have shown that people
may be able to transmit infection beginning one day before they devejép

symptoms to up to 7 days after they get sick. Children, especially yqQ ﬁ.
forghis

the case’s onset of iliness. If the contact occurred with a casg w lIness
started more than 7 days before contact with the person und eration for
antivirals, then chemoprophylaxis is not necessary. F ex re
chemoprophylaxis, antiviral medications should be gi the potential

wn exposure to a
the cases infectious

children less than 1 year of age (see Children Under1 Year of Age).

Post exposure antiviral chemoprophygdeag e%er oseltamivir or zanamivir
can be considered for the following:

1. Close contacts of case d, probable, or suspected) who are
at high-risk for complicationg§of influenza

2. Health care personngl, put#c health workers, or first responders who have
had a recogniz nRkotected close contact exposure to a person with novel
(HAN1) infl ' fection (confirmed, probable, or suspected) during

us period. Information on appropriate personal

ipment is available at: Interim Guidance for Infection Control _

jents with Confirmed or Suspected Swine Influenza A (H1N1)

sure antiviral chemoprophylaxis should only be used in limited

circu nces, and in consultation with local medical or public health authorities.
Certain persons at ongoing occupational risk for exposure who are also at
higher risk for complications of influenza (e.g., health care personnel, public
health workers, or first responders who are working in communities with
influenza A H1N1 outbreaks) should carefully follow guidelines for appropriate
personal protective equipment or consider temporary reassignment.

Antiviral Use for Control of Novel H1IN1 Influenza Outbreaks

Use of antiviral drugs for treatment and chemoprophylaxis of influenza has been
a cornerstone for the control of seasonal influenza outbreaks in nursing homes
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and other long term care facilities. (see MMWR: Prevention and Control of _
Influenza: Recommendations of the Advisory Committee on Immunization
Practices (ACIP), 2008). At this time, no outbreaks of novel influenza A (H1IN1)_
have been reported in such settings. However, if such outbreaks were to occur, it
is recommended that ill patients be treated with oseltamivir or zanamivir and that
chemoprophylaxis with either oseltamivir or zanamivir be started as early as
possible to reduce the spread of the virus as is recommended for seasonal
influenza outbreaks in such settings. Chemoprophylaxis should be administered
to all non-ill residents and should continue for a minimum of 2 weeks. If
surveillance indicates that new cases continue to occur, chemoprop
should be continued until approximately 7 days after illness onset i
patient. In addition to antiviral medications, other outbreak-control
include appropriate infection control, establishing cohorts of nt
confirmed or suspected influenza, restricting staff movementibet wards or
buildings, and restricting contact between ill staff or visitors pati€nts, and
active surveillance for new cases. Medical directors o ter re facilities
should review their plans for outbreak control of influe ftional guidance
for infection control measures in long-term care i n be found at: Using _
Antiviral Medications to Control Influenza Outbr, stitutions .

ophylaxis also can be

s in gther closed or semiclosed
ttings in which persons live in
luenza outbreaks in facilities see:
mendations of the Advisory

IP), 2008 or

ildren—Diagnosis, Treatment,
titutiopal Outbreak Management: Clinical
fectious Diseases Society of America.

considered for controlling influenza outbr
settings (e.g., correctional facilities,

Prevention and Control of Influ
Committee on Immunization P
Seasonal Influenza in Adults an

Chemoprophylaxis, and |
Practice Guidelines

Table 1. Antiviral medication dosing recommendations for treatment or chemoprophylaxis of novel influenza A (H1N1) infection.
(Table extracted from IDSA guidelines for seasonal influenza.)

A ¥
Agent, group‘\_k o Treatment Chemoprophylaxis

Oseltamivir
Adults ‘%-mg capsule twice per day for 5 days 75-mg capsule once per day

| 15 kg orfess |60 mg per day divided into 2 doses 30 mg once per day
Children ! 6-23 kg 90 mg per day divided into 2 doses 45 mg once per day
m 1 4-40 kg 120 mg per day divided into 2 doses 60 mg once per day

>40 kg 150 mg per day divided into 2 doses 75 mg once per day

Zanamivir
Adults Two 5-mg inhalations (10 mg total) twice perday | Two 5-mg inhalations (10 mg total) once per day
Children Two 5-mg inhalations (10 mg total) twice per day | Two 5-mg inhalations (10 mg total) once per day

(age, 7 years or older) (age, 5 years or older)

Children Under 1 Year of Age

Children under one year of age are at high risk for complications from seasonal
human influenza virus infection. The characteristics of human infection novel
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(HAN1) influenza virus are still being studied, and it is not known whether infants
are at higher risk for complications associated with novel (H1N1) influenza virus
infection compared to older children and adults. Oseltamivir is not licensed for
use in children less than 1 year of age. However, limited safety data on
oseltamivir treatment for seasonal influenza in children less than one year of age
suggest that severe adverse events are rare.

Because infants experience high rates of morbidity and mortality from influenza,
infants with novel (H1N1) influenza virus infections may benefit from treatment
using oseltamivir. (Tables 2 and 3, Emergency Use Authorization of Tasmaiflu

(oseltamivir) ). A-'

Table 2. Dosing recommendations for antiviral treatment of children younger than 1 year using oseltamivir. ‘b
> -

A

<3 months 12 mg twice daily

3-5 months 20 mg twice daily - u
. . -
6-11 months 25 mg twice daily ‘ !

Table 3. Dosing recommendations for antiviral chemoprophylaxis of children younger than 1 year using oseltamivir.

Age Recommended treatment dose for 5 days_

=

Age Recommended prophylaxis dosg for 10_days
<3 months Not recommended unless situation judged
critical due to limited data on use in this age'\ghQup
3-5 months 20 mg once daily
6-11 months 25 mg once daily

e ofpe lack of data on safety and dosing
iously ill young infant with confirmed
novel (HIN1) influenza virus infe or who has been exposed to a confirmed
novel (HIN1) influenza cage, an*c refully monitor infants for adverse events
when oseltamivir is u ditional information on oseltamivir for this age group
can be found at: ' mergency Use Authorization (EUA) of Medical _

Healthcare providers should b
when considering oseltamivir u

al influenza viruses, and severe disease among pregnant women
during past pandemics. Cases of confirmed novel (H1N1) influenza
ction in pregnant women resulting in severe disease have been
reporte® and a pregnant woman died in 1988 after being infected with another
type of swine influenza virus. Oseltamivir and zanamivir are "Preghancy
Category " medications, indicating that no clinical studies have been conducted
to assess the safety of these medications for pregnant women. Although a few
adverse effects have been reported in pregnant women who took these
medications, no relation between the use of these medications and those
adverse events has been established. Pregnancy should not be considered a
contraindication to oseltamivir or zanamivir use. Because of its systemic activity,
oseltamivir is preferred for treatment of pregnant women. The drug of choice for
chemoprophylaxis is less clear. Zanamivir may be preferable because of its
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http://www.cdc.gov/h1n1flu/eua/
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limited systemic absorption; however, respiratory complications that may be
associated with zanamivir because of its inhaled route of administration need
to be considered, especially in women at risk for respiratory problems.
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