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UPDATED CDC RECOMMENDATIONS FOR TESTING, TREATMENT 
AND CHEMOPROPHYLAXIS OF INFLUENZA FOR THE 2009-10 INFLUENZA SEASON 

The following provides a brief summary of information released September 8, 2009 from CDC. 
The complete document can be accessed at: http://www.cdc.gov/h1n1flu/recommendations.htm/. 

 

TESTING USING rRT-PCR 
 

At this time, testing for 2009 H1N1 (novel H1N1) influenza infection 

with real-time reverse transcriptase-polymerase chain reaction 
(rRT-PCR) should be limited to persons with suspected or 

confirmed influenza REQUIRING HOSPITALIZATION. 
 

RECOMMENDED ANTIVIRALS 
 

At this time, recommended antivirals for treatment or 
chemoprophylaxis of influenza during the 2009-10 influenza 

season include oseltamivir (trade name Tamiflu®) or zanamivir 
(trade name Relenza®). Recommendations for their use are 

included below. See Tables 1 and 2 (following page) for dosage 
recommendations. These recommendations may change if there 

is a change in the predominant circulating influenza strain(s) and 
will be updated in future editions of the Epi-News. 
 

ANTIVIRAL TREATMENT 
 

Recommendations: 
1) Treatment is recommended for all hospitalized patients with 

confirmed, probable or suspected 2009 H1N1 or seasonal 
influenza. 

2) Treatment generally is recommended for patients who are 
at higher risk for influenza-related complications: 

� Children younger than 5 years old. However, the risk for 
severe complications from seasonal influenza is highest 

among children younger than 2 years old. 
� Adults 65 years of age or older. 

� Pregnant women. 
� Persons with the following conditions: 

o Chronic pulmonary (including asthma), cardiovascular 
(except hypertension), 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 Persons younger than 19 years of age who are 

receiving long-term aspirin therapy, because of an 
increased risk for Reye syndrome. 

3) Treatment should be initiated empirically when the decision 

is made to treat patients who have illnesses that are 
clinically compatible with influenza. Treatment should not 

await laboratory confirmation because laboratory testing 
can sometimes delay treatment and because a negative 

rapid test does not rule out influenza. (For more information 
on the use of rapid influenza diagnostic tests go to: 

http://www.cdc.gov/h1n1flu/guidance/rapid_testing.htm). 
 

Notes on antiviral treatment: 
♦ Persons who are not at higher risk for complications or do not 

have severe influenza requiring hospitalization generally do 
not require antiviral medications for treatment or prophylaxis. 

However, any suspected influenza patient presenting with 

warning symptoms (e.g., dyspnea) or signs (e.g., tachypnea, 

unexplained oxygen desaturation) of lower respiratory tract 
illness should promptly receive empiric antiviral therapy. 

♦ Clinical judgment is an important factor in antiviral treatment 

decisions for all patients presenting for medical care who have 
illnesses consistent with influenza. 

♦ Treatment should be initiated as early as possible because 

studies show that treatment initiated early (i.e. within 48 hours 
of illness onset) is more likely to provide benefit. 

♦ Patients with obesity (body mass index 30 to 39) or morbid 

obesity (body mass index > 40) should be carefully evaluated 
for the presence of underlying medical conditions that are 

known to increase the risk for influenza complications, and 
receive empiric treatment when these conditions are present, or 

if signs of lower respiratory tract infection are present. 
 

ANTIVIRAL CHEMOPROPHYLAXIS 
 

Post-exposure antiviral chemoprophylaxis can be 
considered for the following: 

♦ Persons who are at higher risk for complications of influenza and 

are a close contact* of a person with confirmed, probable, or 
suspected 2009 H1N1 or seasonal influenza during that person’s 

infectious period. 
♦ Health care personnel, public health workers, or first responders 

who have had a recognized, unprotected close contact* 

exposure to a person with confirmed, probable, or suspected 
2009 H1N1 or seasonal influenza during that person’s infectious 

period. Information on appropriate personal protective 
equipment is available on CDC’s website at: 

http://www.cdc.gov/h1n1flu/guidelines_infection_control.htm. 
 

*Close contact is defined as having cared for or lived with a 
person who is a confirmed, probable or suspected case of 

influenza, or having been in a setting where there was a high 
likelihood of contact with respiratory droplets and/or body fluids of 

such a person. Examples of close contact include sharing eating or 
drinking utensils, physical examination, or any other contact 

between persons likely to result in exposure to respiratory droplets. 
Close contact typically does not include activities such as walking 

by an infected person or sitting across from a symptomatic patient 

in a waiting room or office. 
 

Notes on antiviral chemoprophylaxis: 

♦ Chemoprophylaxis generally is not recommended if more than 

48 hours have elapsed since the last contact with an infectious 
person. 

♦ Chemoprophylaxis is not indicated when contact occurred before 

or after, but not during, the ill person’s infectious period. 
Although infected persons may shed influenza virus beginning 

one day before they develop symptoms to up to 7 days after 
they become ill, for this guidance, the infectious period for 
influenza is defined as one day before until 24 hours 
after fever ends. 

♦ Antiviral agents should not be used for post-exposure 

chemoprophylaxis in healthy children or adults based on 
potential exposures in the community, school, camp or other 

setting. 
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Table 1. Antiviral medication dosing recommendations 
for treatment or chemoprophylaxis of 2009 h1n1 infection 

(reprinted from: http://www.cdc.gov/h1n1flu/recommendations.htm#table1)  
 

Agent, group 
Treatment 

(5 days) 

Chemoprophylaxis 

(10 days) 

Oseltamivir (Tamiflu®) 

Adults 75-mg capsule twice per day 75-mg capsule once per day 

15 kg or less 60 mg per day divided into 2 doses 30 mg once per day 

16-23 kg 90 mg per day divided into 2 doses 45 mg once per day 

24-40 kg 120 mg per day divided into 2 doses 60 mg once per day 
Children > 12 months 

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

Zanamivir (Relenza®) 

Adults 
Two 5-mg inhalations (10 mg total) 

twice per day 

Two 5-mg inhalations (10 mg 

total) once per day 

Children 
Two 5-mg inhalations (10 mg total) 

twice per day (age, 7 years or older) 

Two 5-mg inhalations (10 mg 

total) once per day (age, 5 

years or older) 

Notes: 

♦ Pregnant women are known to be at higher risk for complications from infection with seasonal influenza viruses, and severe disease among pregnant 
women was reported during past pandemics. 

♦ Hospitalizations and deaths have been reported among pregnant women with 2009 H1N1 influenza virus infection, and one study estimated that the 
risk for hospitalization for 2009 H1N1 influenza was four times higher for pregnant women than for the general population. 

♦ While oseltamivir and zanamivir are "Pregnancy Category C" medications, indicating that no clinical studies have been conducted to assess the 
safety of these medications for pregnant women, the available risk-benefit data indicate pregnant women with suspected or confirmed influenza 
should receive prompt antiviral therapy. 

♦ 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 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. 
 

Table 2. Dosing recommendations for antiviral treatment or chemoprophylaxis 
of children younger than 1 year using oseltamivir* 

(reprinted from: http://www.cdc.gov/h1n1flu/recommendations.htm#table2)  
 

Age 
Recommended treatment dose for 

5 days 

Recommended prophylaxis dose for 

10 days 

Younger than 
3 months 

12 mg twice daily 
Not recommended unless situation judged critical due 

to limited data on use in this age group 

3-5 months 20 mg twice daily 20 mg once daily 

6-11 months 25 mg twice daily 25 mg once daily 

*Oseltamivir is authorized for emergency use in children < 1 year of age under an Emergency Use Authorization (EUA) issued by FDA, subject to the 
terms and conditions of the EUA. Additional information is at: http://www.cdc.gov/h1n1flu/eua/tamiflu.htm). 
Notes: 

♦ Some experts prefer weight-based dosing for children aged younger than 1 year, particularly for very young or premature infants based on preliminary 
data from a National Institutes of Health funded Collaborative Antiviral Study Group (CASG). When using weight-based dosing for infants aged younger 
than 1 year for treatment, those 9 months or older should receive 3.5 mg/kg/dose BID, and those aged younger than 9 months should receive 3.0 
mg/kg/dose BID. When using weight-based dosing for infants aged younger than 1 year for chemoprophylaxis, those 9 months or older should receive 
3.5 mg/kg/dose QD, and those aged younger than 9 months should receive 3.0 mg/kg/dose QD (Source: D Kimberlin et al. Oseltamivir (OST) and OST 
Carboxylate (CBX) Pharmacokinetics (PK) in Infants: Interim Results from a Multicenter Trial. Abstract accepted to Infectious Diseases Society of 
America meeting, October 2009). 

♦ Health care providers should be aware of the lack of data on safety and dosing when considering oseltamivir use in a seriously ill young infant with 
confirmed 2009 H1N1 influenza virus infection or who has been exposed to a confirmed 2009 H1N1 influenza case, and carefully monitor infants for 
adverse events when oseltamivir is used. Additional information on oseltamivir for this age group can be found at: 
http://www.fda.gov/downloads/Drugs/DrugSafety/InformationbyDrugClass/UCM153547.pdf.  


