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Clinical Case Group Scenario 1
Clinical Case Study part 1 and part 2

Wednesday November 15, 2017 from 1-3pm

Clinical Management in Low Resource Settings 


Facilitator Guide


General Instructions for Facilitators: 

· In this session, there are 2 exercises to reinforce the clinical management of patients with novel influenza A virus infection. In Exercise 1, participants will be presented with a scenario and questions for discussion. In Exercise 2, participants will work in pairs and complete a role-playing exercise. 

· The total time to work on these case studies is 2 hours:
· 1 hour and 45 minutes for Clinical Case Study part 1, and
· 15 minutes for Clinical Case Study part 2

· Depending on the size of the overall group being trained, it may be appropriate to break into smaller groups to complete this case study. This training has been designed for training breakout groups consisting of <10 persons, with facilitators assigned to each group.  

· Facilitators should adapt these scenarios, as needed, to their local situation in order to improve the realism of the exercise and more effectively engage students.   



Clinical Case Study, Part 1

Objectives: 

After completing this session, the participant should be able to:

· Describe the clinical manifestations of patients with novel influenza A virus infection and the appropriate assessment and diagnosis of potentially infected individuals 
· Describe appropriate clinical management, including recommended antiviral treatment of patients with novel influenza A virus infections
· Describe appropriate medication management and monitoring of potentially exposed persons in healthcare settings


Instructions
For this exercise, participants will work within their group to complete a case study investigation.  Each segment of case study information will be followed by a series of questions.  You, as the facilitator, or one person in each group that the facilitator assigns, should read the information aloud to group members.  Then, participants will work as a group to generate one answer for each question asked.  

Time allotted: 1 hour and 45 minutes


Background
Imagine that you are working at a public health department.  It is March 9th.  You are in your office when you receive a phone call from a doctor named Sukon who you know at the university hospital. He wants to talk to you about a phone call he has just received from a doctor at a local hospital.  A 39-year-old otherwise healthy female with no underlying medical conditions named Sarai entered a local hospital on March 3rd. Her symptoms included a fever, cough, and myalgias (muscle aches), with diminished breath sounds bilaterally, particularly in her left lung base. Her white blood cell count was low (3,300 cells/mm3) as well as her lymphocyte count (640 cells/mm3, 19%).  Platelet count was normal (400,000 cells/mm3). No X-ray was done at this time, but levofloxacin was prescribed for community-acquired pneumonia. 





Question 1:  Based on this information, what illness would you suspect this patient has?

Facilitator Answer: The patient could have a number of illnesses, but a respiratory viral illness is likely. You might suspect seasonal influenza, another viral infection, a bacterial pathogen, or a viral and bacterial co-infection. Other diagnoses, such as TB or fungal infections, are also possible.


Additional Background

Sukon continues.  He tells you that on March 8th the patient had worsening cough and shortness of breath despite the antibiotic treatment. A chest x-ray was done. She had patchy infiltration in the lower region of both of her lungs.  Her doctors decided to transfer her to the university hospital.



Question 2:  Do you think that influenza (human seasonal influenza A or B virus infection or novel influenza A virus infection) is one of the possible diagnoses for Sarai? 

Facilitator Answer: Although she is now presenting with respiratory symptoms and other symptoms of influenza, at this point you would likely not suspect that Sarai has novel influenza A virus infection. The symptoms are not specific for influenza and may represent other more common respiratory illnesses. She has worsened while on antibiotic treatment, making bacterial community-acquired pneumonia less likely. 


Current Condition

When Sarai arrived at the university hospital, her new doctor checked her health again.  She had a fever of 39.4o C and a high respiratory rate, 44 per minute.  Her heart rate was also high, 140 beats per minute.  Her blood pressure was 110/80 mm Hg and she was laboring to breathe.  Her doctor decided to intubate her.  He could also hear a crackling noise when she breathed.  Laboratory tests on her blood found a drop in white blood cell count.  Lymphocyte count was low as well. Platelet count was normal.  The clinical profile indicated she was developing acute respiratory distress syndrome.  Sarai’s doctor gave her imipenem, azithromycin, and doxycycline.  






Question 3:  To date, which symptoms might help you differentiate seasonal influenza A or B virus infection from novel influenza A virus infection? 

Facilitator Answer: 

· The correct answer is “none” as the clinician must be astute and elicit an exposure history to try an differentiate.
· Signs and symptoms that might suggest influenza A (seasonal or novel) or B virus infection):  fever, cough, myalgias (muscles aches). Respiratory symptoms of worsening cough and shortness of breath developed.  Her respiratory rate is high and a crackling sound can be heard when she inhales. These are all non-specific signs and symptoms that could apply to either seasonal influenza A or B virus infection or novel influenza A virus infection, or other respiratory infections, as discussed above. 
· Symptoms that might be suggestive of novel influenza A virus infection:  the same as for seasonal influenza. In addition, gastrointestinal symptoms such as nausea, vomiting and diarrhea can be present, but that is seen more in H5N1 than H7N9 virus infection.  
· The low lymphocyte count is non-specific, and can be observed with seasonal influenza A or B virus infection, novel influenza A virus infection, and also in other viral infections. 

Important facilitator note to reinforce: It is not possible to distinguish between novel influenza A virus infection and seasonal influenza A or B virus infections, or other respiratory infections which can cause pneumonia, based on clinical findings alone. A good exposure history is important. 

Question 4:  For pathogens other than novel influenza A viruses, is there other testing that should be performed or treatment that should be initiated at this time? What kind of diagnostic testing is available at your facilities?

Facilitator Answer: The clinicians should consider initiating empirical antiviral treatment with a neuraminidase inhibitor, with the first-line treatment for influenza being oseltamivir, for suspected possible seasonal influenza A or B virus infection, as well as testing for influenza and other respiratory pathogens (viral, bacterial, fungal, etc.) and appropriate empiric treatment for other infections. The participants can discuss what is usually done in their country, and what testing for respiratory pathogens is available (e.g. RT-PCR testing, rapid influenza tests). Note that if rapid influenza tests are mentioned, the participants should be reminded that rapid influenza tests can frequently yield false negative results and a negative test should not be used to rule out influenza. Other diagnostic testing for non-viral pathogens may also be mentioned but no need to discuss extensively (sputum and blood cultures, urinary antigen testing for strep pneumo or legionella, etc.). 

NOTE: Do not get side tracked by management of seasonal influenza virus infections here, but it is worth pointing out that if oseltamivir treatment is available, she may have benefited from it even if novel influenza A virus infection was not suspected but seasonal influenza virus infection was. We did not extensively discuss seasonal influenza A virus management during the clinical case slides. The WHO, in guidelines discussing influenza A(H1N1)pdm09 management, recommends that patients who have progressive clinical illness should be treated with oseltamivir. Treatment should be initiated as soon as possible.  Many countries also recommend early treatment for patients with any suspected seasonal influenza

References: http://www.who.int/csr/resources/publications/swineflu/clinical_management_h1n1.pdf?ua=1 

https://www.cdc.gov/flu/treatment/index.html 


Question 5:  Sukon asks you, “What do you think? Could this be a novel influenza A virus infection?”  Why or why not?  What other information would you like to know?

Facilitator Answer: Based on her signs and symptoms, you may suspect that Sarai has influenza (novel or seasonal). However, to strengthen your suspicion, it would be good to know if she had any exposures in the 7-14 days before her symptoms began (WHO has recommended 14 days http://www.who.int/influenza/human_animal_interface/influenza_h7n9/InterimSurveillanceRecH7N9_10May13.pdf).  

Other information you may want to know includes:
· Has she travelled recently? 
· Is there H7N9 or H5N1 activity (or other novel influenza A viruses) identified in humans in her area or any areas where she has travelled? Any concerning avian influenza identified in birds (poultry)?
· Is anyone else in her family sick? Are any other close contacts sick?
· Has she been in contact with anyone who was sick who also had poultry exposure? 
· Have there been any poultry die offs in the area?  
· Does she have contact with birds? 
·  What is her job? (Any occupational exposures?)
· Does she raise backyard poultry, or is there backyard poultry raised in her neighborhood?
· Has she visited any live bird markets?
· What kind of house and environment does she live in?

If Sarai has an exposure such as those listed above, and in case it is later determined that she does have novel influenza A virus infection, you may want to know who she has had close contact with from one day before her symptom onset until the current day.




H7N9 Activity

You tell Sukon you would like to get a little more information and ask him to contact Sarai’s husband. At the same time, you begin to do a little investigation to learn more about the H7N9 activity in your country.  You learn that as of January 23rd of this year, your country had reports of two laboratory confirmed cases of human infection with novel influenza A(H7N9) virus. Both infected persons had visited a local market with live, well-appearing chickens approximately 20 km from the patient’s village. All chickens from the market had been slaughtered and disposed of before they could be tested for avian influenza A viruses, but a public health investigation of the market led to RT-PCR detection of H7N9 virus from environmental samples from the market.



Question 6:  How is this information helpful for you?

Facilitator Answer: Since novel influenza A(H7N9) virus infection was identified recently in humans and avian influenza identified in a market in your country, you should have a high index of suspicion that a patient with a severe respiratory illness such as pneumonia may have novel influenza A(H7N9) virus infection. 



Exposure

As you finish reading about H7N9 virus in your country, Sukon calls you.  He has just spoken to Sarai’s husband Niran.  Sukon has learned that Sarai lives in a rural area in the central part of the country.  A total of five people live at home but no one else in the family is sick.  Their household raises chickens. Both Niran and Sarai had gone to a live poultry market and bought new chickens one week prior to her illness onset, but not from the same market linked to the two cases of H7N9 identified in the country recently. Niran told Sukon that the chickens from their backyard and neighborhood would often come to the house, and that she cared for them, feeding them daily. All of the household and neighborhood chickens appeared healthy.  




Question 7: Do you think Sarai likely has novel influenza A(H7N9) virus infection?  If yes, why? 

Facilitator Answer: Yes, it is reasonable to think that Sarai could have novel influenza A(H7N9) virus infection.  Sarai had visited a live poultry market in the week before her illness onset, and had daily interaction with her own chickens and with neighborhood chickens. Even though none of the chickens appeared ill, A(H7N9) virus, unlike A(H5N1) virus, does not usually cause illness symptoms in chickens, so the absence of contact with sick or dead birds does not mean that she is not at risk for novel influenza A(H7N9) virus infection.  


Question 8: What evidence do you have that Sarai has novel influenza A(H7N9) virus infection?

Facilitator Answer: Sarai has a number of signs and symptoms that could indicate novel influenza A(H7N9) virus infection:  fever, cough, shortness of breath, myalgias, high respiratory rate, and a crackling sound during inhalation, as well as chest x-ray findings of bilateral infiltrates.   However, you know that this is not enough evidence to confirm A(H7N9) virus infection because the symptoms can also be caused by other illnesses.  You know that Sarai was exposed to poultry in the 7 days before her symptoms began.  She also touched the chickens (direct contact) when caring for them and visited a live poultry market recently, both of which are risk factors for A(H7N9) virus infection.  (Note that transmission from direct contact with chickens is not through skin exposure, but likely through mucosal exposure or inhalation of aerosolized material containing the viable virus.) 

Given all of this information, you should strongly consider A(H7N9) virus infection in your differential diagnosis.



Testing

Sukon and you agree that Sarai may have novel influenza A(H7N9) virus infection.  You advise Sukon to have specimens be collected for testing. You also suggest that Sukon speak with Sarai’s doctor. It is important to limit the number of people going into Sarai’s room. Sarai’s doctors and nurses should follow proper droplet and contact precautions and wear proper PPE to protect themselves when they are in Sarai’s room. You or other public health officials should contact Sarai’s family members and neighbors and investigate them for signs and symptoms of illness since they also had contact with chickens.


Facilitator Note: Although we do mention PPE and precautions here, please do not get bogged down in a discussion of PPE and hospital infection control. If participants start to discuss this, remind them that there are two modules on this tomorrow as well as a separate case study.  

Question 9: What kind of testing should be performed? What kind of specimens should be collected? 

Where should the testing be performed? In your local area, where would this testing be performed and what barriers might you face in having testing done in a timely manner?

Facilitator Answer: Multiple specimens for RT-PCR testing should be collected. Given that the patient is intubated, lower respiratory tract specimens that are low risk to collect (e.g. endotracheal (ET) aspirates) should be sent. Note that an ET tube aspirate is the optimal specimen choice only if the patient is already intubated, as this patient is.  If a diagnosis cannot be established based on upper respiratory and available lower respiratory tract samples, and an alternative diagnosis is not found through testing for other pathogens, a bronchoalveolar lavage (BAL) or mini-BAL can be considered to collect further lower respiratory tract specimens.  

Upper respiratory specimen collection options include nasopharyngeal swabs, throat swabs, and nasal swabs.  The WHO has not issued guidance on optimal specimens for detection of novel influenza A(H7N9) viruses in humans, but guidance for specimen collection confirmation of A(H5N1) virus infection emphasized collection of an oropharyngeal swab.  

Collecting combined specimens that include a nasopharyngeal swab or nasal swab plus a throat swab may increase the chance of detection of viruses with tropisms for the upper or lower respiratory tract in humans.  Emphasize that we would still want a paired specimen in this scenario for this intubated patient (ET tube aspirate plus NP swab). As already noted, if low-risk lower respiratory specimens are possible, as they are in this case, they should be collected. 

Facilitator Note: There may be some difference in the lower respiratory tract v. upper respiratory tract tropism for low pathogenic novel influenza (LPAI) A(H7N9) v. highly pathogenic novel influenza (HPAI) A(H7N9). There is not much definitive evidence for this, but the chance of detecting virus increases if multiple samples are taken from different sites. 

RT-PCR testing for novel influenza A viruses should be done at a reference laboratory. Samples should also be tested for seasonal influenza viruses and other non-influenza respiratory viruses (testing for other viruses can be done at a local hospital if they have the capacity). 

Facilitator Note: Have participants discuss the realistic challenges of testing being performed in their local areas, and identify solutions for how it would be achieved. 


Question 10: What suggestions do you offer for Sarai’s care?

Facilitator Answer: As soon as influenza infection is suspected, Sarai should immediately begin treatment with antiviral medications (this should actually have been started if seasonal influenza A or B virus infection was suspected earlier).  A neuraminidase inhibitor, should be used, with first-line treatment being oseltamivir.  The physicians should NOT wait for confirmatory testing to be performed or the results to come back before starting antiviral treatment. 

While neuraminidase inhibitors work best if given within two days of symptom onset (evidence that comes largely from seasonal influenza studies), the patient still may benefit from treatment even if they are outside of that window.  It may still benefit the patient, and it also theoretically may decrease viral shedding and thus the chances of transmitting the virus to others who come in contact with her, although there is no strong evidence for that in novel influenza virus A infections. 

Not recommended is another class of influenza antivirals, adamantanes, which include amantadine and rimantadine.  

Broad-spectrum antibiotics were (appropriately) started on this critically ill patient with bilateral pneumonia. Antibiotics can be de-escalated or discontinued if bacterial co-infection is not suspected.

Good supportive care (e.g. invasive or non-invasive mechanical ventilation, intravenous fluids, vasopressors, renal replacement therapy for acute renal failure) is important in this critically ill patient. 

Note that corticosteroids will be discussed in the next step. 

Clinical course

The doctor performs a rapid influenza diagnostic test on the respiratory specimens, which was negative for influenza A and B.  Testing at the public health lab is pending. There is a limited supply of oseltamivir at the hospital, and she is started on antivirals on March 9. The doctor also started her on high dose IV methylprednisolone for ARDS.  Unfortunately, she began to have organ failure and died the next day.  



Question 11: What do think of the use of the rapid influenza diagnostic test? What about the clinical management? Is there anything that could have improved her care? 

Facilitator Answer: The negative result of the rapid influenza diagnostic test does NOT rule out novel influenza A virus infection. These tests have low to moderate sensitivity to detect influenza viruses and false negative results are common.  There may be a role for rapid influenza tests for the diagnosis of seasonal influenza, but a positive test for influenza A in this setting could indicate either seasonal influenza A or novel influenza A virus infection, and cannot distinguish between these infections. These tests can have poor sensitivity for seasonal influenza A and B viruses as well as novel influenza A viruses, and a negative test does NOT rule out either seasonal influenza A or B viruses or novel influenza A virus infections. 

The patient was given high dose corticosteroids. Per WHO guidelines, there is not sufficient evidence to recommend their use in treatment of A(H7N9) virus infection, and there is emerging data (not in WHO guidelines) that the use of corticosteroids, particularly high-dose corticosteroids, has led to worse outcomes among A(H7N9) patients, including increasing the risk of hospital-acquired bacterial or fungal pneumonia, prolonged duration of A(H7N9) virus shedding in the respiratory tract, and increased mortality. Except in the case of refractory septic shock, in which low doses of hydrocortisone may be appropriate, routine use of corticosteroids in A(H7N9) patients is not recommended.  

The participants can have a general discussion of management of A(H7N9) here. One teaching point is that she was given oseltamivir for the first time 6 days after symptom onset. These drugs work best in seasonal influenza if given within the first 48 hours of symptom onset, and have greater clinical benefit for treatment of A(H7N9) virus infection the sooner they are given. If influenza A(H7N9) virus infection had been considered as a diagnosis and antiviral treatment started earlier, she may have done better. Also refer to points in section above regarding supportive care. Indeed guidelines for the US and other countries suggest starting antivirals empirically on any hospitalized patient with suspected or confirmed influenza (regardless of seasonal or novel suspicions). 


Hospital Exposures

Based on clinical features and information about Sarai’s exposure to birds, you were able to appropriately suspect that she had novel influenza A(H7N9) virus infection.  Laboratory testing would later confirm your suspicions.  A nasopharyngeal swab was negative for H7N9, but the throat swab and endotracheal aspirate specimens that were collected were positive by reverse transcription-polymerase chain reaction (RT-PCR) for H7N9 virus.  You also learned that the well-appearing chickens at Sarai’s home tested positive for H7N9 virus.

The head of the university hospital is concerned for the safety of his hospital staff, and asks if he should use the rest of his oseltamivir supply to give certain staff members post-exposure antiviral medication. He asks specifically about two nurses, one a healthy 30-year-old male nurse and a 25-year-old female nurse who is 32 weeks pregnant. Both cared for the patient wearing gloves but no mask or other respiratory protection for the course of her illness (you have a conversation with the infection control chief about this later). The healthy 52-year-old female doctor who intubated the patient is also concerned about the potential for infection. She wore an ill-fitting face mask for the procedure. None of these staff members have developed symptoms. 


Facilitator Note: Note that the results of this case illustrate the importance of collecting multiple swabs from different sites (and ideally at different time points), as some specimens may give false negatives. This was noted above, but could be pointed out again here. Also, given that she was intubated, lower respiratory tract specimens might have higher yield than upper respiratory tract specimens, and throat swabs may be more sensitive than NP swabs.   

Question 12:  Should any of these persons receive post-exposure treatment?  If so, what medication and dose should they receive? 

Facilitator Note: Infection control procedures at the hospital will be discussed in detail the following day, so do not dwell on the PPE aspects for too long. 

Facilitator Answer: Administration of post-exposure antiviral medication AT TREATMENT DOSING (oseltamivir 75 mg by mouth twice daily for 5 days) CAN BE CONSIDERED in this setting, as these asymptomatic nurses had prolonged unprotected contact with the patient and the asymptomatic doctor was involved in a high-risk aerosol-generating procedure without adequate PPE. The two nurses did not have adequate PPE when caring for the patient. In addition, the one nurse is pregnant, and thus at higher risk for influenza-associated complications should she be infected.   Empiric therapy can be considered for asymptomatic exposed persons with high-risk conditions, including pregnant women.

Another approach would be to observe the staff closely for any respiratory symptom for 7 days after exposure, regardless of how mild, and promptly start empiric antiviral therapy if any symptoms develop and then isolate them, and test them for H7N9 virus.  Given the limited supply of antiviral therapy, have the participants discuss the merits of both approaches. 

WHO Guidance: “Antiviral chemoprophylaxis following exposure to H7N9 virus is generally not recommended. However, for some asymptomatic persons in which a substantial unprotected or prolonged exposure to an ill patient with H7N9 virus infection has occurred, initiation of empiric post-exposure antiviral treatment (e.g. oseltamivir 75 mg orally twice daily for 5 days), on the presumption that influenza virus infection may have occurred, may be considered. This is likely to be limited to healthcare or other settings involving substantial exposure of those at higher risk for complications from influenza virus infection, including, but not limited to, patients with severe immunosuppression, neonates and infants, pregnant and early post-partum women, elderly adults, persons with chronic co-morbidities and, other highly vulnerable patients; or, unprotected healthcare workers, especially those involved in aerosol-generating procedures.” 


Question 13: What other procedures should occur for staff who had close contact with the deceased patient? What should happen if any of the staff develop respiratory symptoms? 

Facilitator Answer: Per WHO guidelines, persons who have had unprotected close contact with a patient with confirmed H7N9 virus infection should be monitored for at least 7 days after the last known exposure. The monitoring can go for longer but should be at least 7 days.

If fever or any respiratory symptom develops, even if symptoms are mild, empiric antiviral treatment should be started immediately, and respiratory specimens should be collected for A(H7N9) virus testing.  Empiric early antiviral treatment with a neuraminidase inhibitor for 5 days is recommended, without waiting for laboratory confirmation. A clinical decision should be made about whether to extend the duration of the antiviral treatment.

Clinical Case Study, Part 2

Case Management of a Patient with Suspected Novel Influenza A Virus Infection: Advising on Case Management

Role Playing Exercise

Instructions. The purpose of this exercise is to help participants learn how to collect the pieces of data that are important for an outbreak investigation yet may be missing from medical charts.  Participants will work in pairs and choose one of two roles to play in an outbreak investigation:  one student will be the patient, and the other will be the investigator working on a rapid responder team for the Ministry of Health.  

Time allotted: 15 minutes

Facilitator Instructions

1. Ask participants to work in pairs.

2. Ask participants to choose which of the two roles they will play within their pair.

3. Ask each participant to only turn to either the patient role information sheet or the investigator information sheet, based on each participant’s chosen role.

4. Ask participants to begin with the investigator introducing him or herself, explaining his / her position and duties, and proceeding to try to obtain the important information from the patient.  

5. Tell the participants that they will have 15 minutes to complete the exercise.  


Patient Role Play Information Sheet

You are to play an ill patient in a local hospital being interviewed by someone from the Ministry of Health.  Acting the role can make this fun- you should appear ill, perhaps annoyed by the questioning, coughing and having trouble breathing, or you may not be interested in the questioning.  If you are asked questions for which you do not have information, feel free to improvise an answer.  

Demographic information
Country specific: Please adapt demographic information to your country
Name: 		made up gender neutral name in native language
Age: 		17 years
Gender: 	based on gender of role player
Occupation: 	student
Address:  	made up location

History of illness:

You began to feel ill 8 days ago with the sudden onset of headache, stomach upset, fever and cough.  Your health began to get worse over the next 72 hours with profuse diarrhea, worsening cough and shortness of breath, and fevers to 39° C.  Your concerned parents brought you to the local hospital for evaluation and treatment on day 4 of the illness.  

Exposure history:

You are a student, and your parents are farmers in a rural area outside a large village.  You do not smoke.  Your neighbors raise chickens, and you play on their property regularly. The chickens appeared healthy. You have not traveled recently, and you do not know of any ill contacts at school or anywhere else that have symptoms similar to yours.

Medical history:

You were previously healthy, and standard immunizations are up to date, which does not include seasonal influenza vaccination in your country for your age group.

Family history:

You have 4 siblings, and all have recently been healthy.  Neither your mother and father nor your siblings have chronic medical problems.


Investigator / Rapid Responder Role Play Information Sheet

You are a clinician at a tertiary care hospital, and you have been asked to interview an ill teenager who has been admitted to your hospital. The local public health department has alerted you to the fact that two cases of human infection with novel influenza A(H7N9) virus were confirmed in the patient’s hometown one week prior. Both recent cases reported poultry exposure at the live bird market near the current patient’s home, as well as exposure to local backyard poultry flocks. Testing of the market and local poultry and environmental samples is pending.  

Local public health officials have asked that you evaluate patients who may have novel influenza and assist them in identifying other possible cases. Your objective is to obtain pertinent data for a possible outbreak investigation related to human infections with novel influenza A(H7N9) viruses and to optimally manage this patient. 

It might be helpful to review your lecture notes to review the kind of data that may be most helpful in an outbreak investigation like this.  A sample questionnaire is provided on the next page to help prompt you for missing pieces of data.  However, you may think of additional questions to ask of the patient.  


Known facts from medical chart review:
Country specific: Please adapt demographic information to your country

Name: 		made up gender neutral name in native language
Age: 		17 years
Gender: 	based on gender of role player
Occupation: 	Student
Address:  	made up location

History of Illness
Patient is a 17-year-old with a recent history of fever, respiratory symptoms, and diarrhea.  Patient was admitted 4 days ago.

Medical history: previously healthy, standard immunizations up to date (does not include seasonal influenza)

Family history: mother, father, siblings have no chronic medical problems

Physical Examination Findings: 

Temp: 38.5° C; Respiratory rate: 42; Pulse: 130; Blood Pressure: 90/60
General: somewhat uncomfortable appearing with rapid respirations
Heart: tachycardic
Lungs: fine crackles in most of lung fields
Labs: 	Blood count: 	Total Leukocytes: 3000/ mm3
Lymphocytes: 800/mm3
Hemoglobin: 12.4 g/dl
Platelets: 124,000/mm3
AST		237 u/l
ALT		385 u/l
Chest x-ray: 		patchy bilateral infiltrates
Current medications:  oxygen, paracetamol, ceftriaxone

Date  _____
SAMPLE PATIENT QUESTIONNAIRE


Demographic Information	     
Name ___________________________   	Age ____    
Gender ___ 	 	Occupation_______
Address______________________________________________________

History of Illness
Chief complaint_____________________
Date of illness onset _________________
Date of hospital admission _______________
Other symptoms and symptom onset date:
_______________________________________________________
_______________________________________________________

Did the patient seek care prior to current presentation at hospital?  If so, provide the date and location of any prior medical care visit(s), and any treatments given.
 _______________________________________________________

Physical Exam Findings
_______________________________________________________
_______________________________________________________

Lab findings
_______________________________________________________
_______________________________________________________

Hospital treatment 
Influenza antiviral treatment administered?          ____________________________
If yes, date first administered __________________
Name of drug and dose_____________
Other treatment given (antibiotics) with dates_______________________________

Exposure History

Contact with ill people? (If yes, date and name, relationship to patient)
_______________________________________________________
_______________________________________________________

Contact with poultry (live or dead)? (If yes, date and location. If yes, were chickens well-appearing or sick/dead?)
 _______________________________________________________
_______________________________________________________

 Recent travel? (If yes, date and location)
_______________________________________________________
_______________________________________________________

 Other close patient contacts (Household members, close coworkers)
 _______________________________________________________
_______________________________________________________



The findings and conclusions in this case study are those of the authors and do not necessarily represent the official position of the Centers for Disease Control and Prevention.
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