
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Seasonal influenza activity peaked in Seminole County during February 2009, and the first case of novel 
H1N1 influenza A in Seminole County was identified by the Florida Department 
of Health laboratory in Jacksonville from a specimen collected on April 29 
(Week 18).  The above graph represents the mean percentage of visits for in-
fluenza-like illness (ILI) reported by sentinel physicians in Seminole County up 
to October 31 (Week 43).  For the purposes of surveillance, ILI is defined as 
fever>100°F, AND sore throat and/or cough in the absence of another known 
cause. 
 
For the most current information, please see the statewide Novel H1N1 Influ-
enza Weekly Surveillance Update, available at http://www.doh.state.fl.us/
disease_ctrl/epi/swineflu/Reports/reports.htm 
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Florida Department of Health Algorithm for Clinicians to Assist in Testing, Treatment, and  
Reporting of Patients with 2009 H1N1 Influenza  

START: Patient presents with Fever > 37.8°C (100°F) AND cough and/
or sore throat, in the absence of another known etiology  

No  No influenza testing 
recommended  

MILD Symptoms 
Conduct telephone triage as appropriate. Do not send to ED.  

If outpatient evaluation needed, ask patient to put on surgical 
mask and place patient in separate room with door closed if pos-
sible.1 

SEVERE or Worsening Symptoms 
Respiratory distress, hypoxia, pneumonia, tachypnea, 
Acute Respiratory Distress Syndrome, neurologic symp-
toms OR atypical symptoms (e.g. afebrile acute respira-
tory illness) in severely immunocompromised patient 
(transplant, severe immunodeficiency), without known 
etiology.  

Yes  

Refer for direct hospital admission or ED admission. 
  
Notify transporting EMS and receiving hospital of sus-
pected influenza and need for appropriate PPE. 1 

Patient NOT at high risk for 
Complications  
TESTING: Not necessary; 
Rapid Influenza Diagnostic Test 
(RIDT) 3 if helps clinical judg-
ment (e.g. exclusion of alter-
nate diagnosis).4 
TREATMENT: Antivirals typi-
cally not required, but use clini-
cal judgment.6, 7  

Patient at HIGH RISK for Com-
plications  
TESTING: RIDT is usually not 
necessary. If test not done or 
negative, should not influence 
decision to treat.  
TREATMENT: Consider initiating 
empiric treatment with osel-
tamivir or zanamivir, as soon as 
possible, ideally within 48 hours 
of onset.6, 7 

No  Yes  

Does patient have underlying conditions that increase risk 
forcomplications of influenza? Age < 2 yrs or ≥ 65 yrs; preg-
nancy; immunosuppression; chronic pulmonary (including asthma), 
cardiovascular (except hypertension), metabolic (including diabe-
tes), hepatic or hematologic disorders; compromised respiratory 
function or increased aspiration risk due to cognitive, neuromuscu-
lar or neurologic (including seizure) disorders; children on long-term 
aspirin therapy. 2 

TESTING: Respiratory influenza PCR by referral lab 
should be prioritized for seriously ill hospitalized patients 
with suspected influenza regardless of initial RIDT re-
sults.5 Testing remains at the discretion of the provider.  
TREATMENT:  
• Initiate empiric treatment with oseltamivir or zanamivir 
as soon as possible. Do not delay treatment pending 
laboratory confirmation of influenza. Consider antivirals 
even if onset of symptoms has been >48 hours 6 
• If bacterial coinfection suspected, also consider anti-
bacterial therapy.  

Report to County Health Department: patients who died, those with life-threatening illness, and hospitalized pregnant women. No-
tify CHD of outbreaks/clusters you recognize in sensitive settings such as a long-term care facility, healthcare facility, correctional 
facility, shelter, or school setting involving high-risk children. Participants in ILI-Net should follow that program’s procedures.  

Home Care / Discharge Guidance and Emergency Precautions: http://www.cdc.gov/h1n1flu/guidance_homecare_directions.htm 
Reinforce hand hygiene & respiratory etiquette to prevent spread. Instruct patient not to return to work/school until at least 24 hours after 
fever resolved (7 days minimum for healthcare workers). Educate patients on signs requiring immediate medical attention.  

References 1-8 on page 2 of algorithm  

Algorithm adapted/modified with permission of Texas Department of State Health Services Version 1 10-5-09                 1 

• CONSIDER POST-EXPOSURE ANTIVIRAL PROPHYLAXIS: with either oseltamivir or zanamivir 6 
• OR “WATCHFUL WAITING”: Use clinical judgment regarding situations where early recognition of 
illness and early treatment may be an appropriate alternative to chemoprophylaxis 6  

No  Yes  

PROPHYLAXIS CONSIDERATIONS: Did the patient have household or other close contacts with high risk conditions, during the 
patient's infectious period (beginning one day before illness onset until 24 hours after fever has resolved) AND less than 48 hours 
have elapsed since last contact with infectious person? 6, 8 

No Prophylaxis 
recommended  
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Algorithm to Assist in the Interpretation of Rapid Influenza Diagnostic Test (RIDT) Results during 
Periods When influenza Viruses are Circulating in the Community*  

RIDT (+) for Flu B  RIDT (+) for Flu A RIDT (-) for Flu A and B 

Interpretation: 
Influenza B 

infection likely.  

Interpretation:  
Influenza A infection 
likely. Likely 2009 pan-
demic H1N1; but sea-
sonal H1N1 or H3N2 or 

rarely, influenza A virus of 
animal origin are possible.  

Interpretation: 
Cannot rule out 
influenza virus 

infection  

• Treat with antiviral medications, 
if appropriate6 
(See page 1 of algorithm)  
• Consider whether additional 
diagnostic testing and/or empiric 
antibiotic therapy for co-
infections is indicated.  

• Treat with antiviral medica-
tions, if appropriate6 
(See page 1 of algorithm)  
• Consider whether additional 
PCR testing to determine sub-
type and/or empiric antibiotic 
therapy for co-infections is 
indicated. 

• Use clinical symptoms, severity 
and underlying disease to decide 
if antiviral treatment is appropri-
ate. 6 (See page 1 of algorithm)  
• Do NOT use a negative test to 
send a symptomatic child back to 
school, to rule out an institutional 
outbreak, or to dictate infection 
control measures.  
• Consider whether further PCR 
testing for influenza and/or em-
piric antibiotic therapy for co-
infections is indicated.  

* Adapted from “CDC Interim Guidance for the Detection of Novel Influ-
enza A Virus Using Rapid Influenza Diagnostic Tests”  
http://www.cdc.gov/h1n1flu/guidance/rapid_testing.htm#ftn4UH  
For additional information, see also CDC “Interim Recommendations for 
Clinical Use of Influenza Diagnostic Tests During the 2009-10 Influenza 
Season”  
http://www.cdc.gov/h1n1flu/guidance/diagnostic_tests.htm  

References 1-8 on page 2 of algorithm  

Algorithm adapted/modified with permission of Texas Department of State Health Services Version 1 10-5-09                2 

References:  
1. Refer to institution-specific Personal Protective Equipment (PPE) guidelines; CDC HICPAC (7/23/09):  
http://www.cdc.gov/ncidod/dhqp/hicpac_h1n1.html  
2. CDC. Prevention and Control of Influenza, 2009 MMWR 2009; 58(RR08);1-52.  
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5808a1.htm; and CDC Interim Recommendations for the Use of Antiviral 
Medications in the Treatment and Prevention of Influenza for the 2009-2010 Season,  
http://www.cdc.gov/h1n1flu/recommendations.htm  
3. CDC. Interim Guidance for Using Rapid Influenza Diagnostic Tests (RIDTs).  
http://www.cdc.gov/h1n1flu/guidance/rapid_testing.htm  
4. Harper SA, Bradley JS, et al. IDSA Guidelines for Seasonal Influenza in Adults and Children. Clinical Infectious Diseases 
2009; 48:1003-32  
5. Referral of such specimens to commercial laboratory for PCR testing is encouraged. DOH Bureau of Laboratory Services 
is currently accepting specimens from hospitalized patients and County Health Departments for influenza PCR testing, but 
submission criteria may change as season progresses. Check website for updates.  
6. CDC. Updated Interim Recommendations for Use of Antiviral Medications for 2009-10.  
http://www.cdc.gov/h1n1flu/recommendations.htm  
7. American Academy of Pediatrics Policy Statement: Prevention and Treatment of Influenza 2009-2010. Pediatrics Sept 7, 
2009; 124(4)  
8. Refer to institution-specific guidelines for post-exposure management of Health Care Workers with influenza.  
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Thank You For Your Participation! 
The Epidemiology Program would like to thank the following healthcare practitioners for agreeing to participate in the 

2008-2009 Influenza Sentinel Program, and especially for their enhanced surveillance for H1N1: 
     

  Debra Campbell—Florida Hospital Centra Care, Sanford 

  Miles Landis, MD—Lake Mary Pediatrics 

  Mehdi Nabipour, MD—Seminole County Health Department 

  Lane Phillips, MD—Heathrow Urgent Care 

  Sue Taff— Florida Hospital Centra Care, Longwood 
    

For more information about Florida’s List of Reportable Diseases/Conditions, please contact Gregory Danyluk, PhD at 407-665-3266. 
 

Selected Diseases/Conditions 
Reported to the Seminole County  

Health Department 
 

 

2009 through 
Week 39 

 

 

2008 through 
Week 39 

 

 

2007 through 
Week 39 

 

 

2007–2009  
Average 

AIDS* 44 32 32 36 

Animal Bite to Humans** 23 12 34 23 

Animal Rabies 6 4 7 6 

Campylobacteriosis 10 6 11 9 

Chlamydia  916 783 743 814 

Cryptosporidiosis 5 6 13 8 

Cyclosporiasis 3 0 1 1 

E. coli O157:H7 0 1 2 1 

Giardiasis 16 24 18 19 

Gonorrhea 293 255 295 281 

Haemophilus influenzae—Pneumonia 0 0 1 0 

Hepatitis A 5 1 3 3 

Hepatitis B 42 47 44 44 

Hepatitis C 168 217 204 196 

Hepatitis B in Pregnant Woman 3 11 8 7 

HIV* 56 73 63 64 

Lead poisoning 2 3 3 3 

Legionnaire’s disease 8 6 1 5 

Lyme Disease 4 0 0 1 

Meningococcal Disease 1 0 2 1 

Pertussis 4 0 0 1 

Salmonellosis 87 61 45 64 

Shigellosis 2 9 16 9 

S. pneumoniae – drug resistant 5 11 6 7 

Syphilis 34 30 24 29 

Tuberculosis 6 6 10 7 

Varicella 17 17 11 15 

Dengue 0 0 2 1 

* HIV data includes those cases that have converted to AIDS.  These HIV cases cannot be added with AIDS cases to get combined totals  

 since the categories are not mutually exclusive.  Current AIDS/HIV data are provisional at the county level. 
 

** Animal bite to humans by a potentially rabid animal resulting in a county health department or state health office recommendation for 

 post-exposure prophylaxis (PEP), or a bite by a non-human primate. 
 

 

 Reported cases of diseases/conditions in Bold are >10% higher than the current three year average for the same time period. 


