November 27, 2006

Use of Rapid Flu Tests in the Diagnosis of Avian/Novel Influenza 

Dear Colleagues:

Although rapid antigen influenza kits are widely used to aid in the diagnosis of seasonal influenza, the use of rapid antigen tests for the detection of human infections of avian influenza H5N1 should in general not be recommended. The clinical accuracy of rapid tests for the detection of avian influenza infections in humans is unknown. When the test is positive, differentiation between influenza A subtypes is not possible and confirmatory testing for avian influenza H5N1 must be done by PCR performed at MDCH. Moreover, a negative rapid test result does not exclude human infection with avian influenza viruses; very limited data exist about the shedding of avian influenza virus in infected humans and therefore the optimal specimen type and collection timing are still unknown.  Findings published this week in the New England Journal of Medicine [NEJM 2006;355(21):2179-2185] underscore this lack of utility of rapid antigen tests in diagnosing H5 inflection. 

Some rapid influenza test kitmanufacturers state, in their package inserts, specificity information indicating theiry rapid influenza test kits are capable of detecting avian influenza A, H5N1. However, these statements are largely based on results obtained with viral culture concentrates of H5; there is insufficient data to determine performance rapid antigen testing has been performed oon patient specimens from cases.
Because of these limitations, the use of rapid tests for the diagnosis of avian influenza infection is not recommended. Specific testing for avian/novel influenza will be undertaken after consultation with local health authorities, and the MDCH Bureau of Epidemiology (BOE). Need will be determined in consultation with the attending physician and review of clinical findings and exposure history.

The current recommendation is to consider infection in a patient who has an illness that:

· Requires hospitalization or is fatal; AND 

· has or had a documented temperature of 38°C (100.4° F); AND 

· has radiographically confirmed pneumonia, acute respiratory distress syndrome (ARDS), or other severe respiratory illness for which an alternate diagnosis has not been established; AND
               has at least one of the following potential exposures within 10 days of symptom onset:

1) 
History of travel to a country with influenza H5N1 documented in poultry, wild birds, and/or humans, AND had at least one of the following potential exposures during travel:

· Direct contact with (e.g., touching) sick or dead domestic poultry;

· Direct contact with surfaces contaminated with poultry feces; 

· Consumption of raw or incompletely cooked poultry or poultry products;

· Direct contact with sick or dead wild birds suspected or confirmed to have influenza H5N1;

· Close contact (approach within 1 meter [approx. 3 feet]) of a person who was hospitalized or died due to a severe unexplained respiratory illness; 

2)
Close contact (approach within 1 meter [approx. 3 feet]) of an ill patient who was confirmed or suspected to have H5N1;

3)            Worked with live influenza H5N1 virus in a laboratory.

The algorithms that the BOL has developed (   MACROBUTTON HtmlResAnchor www.michigan.gov/mdchflu
) specifically indicate that testing for H5 in a patient approved by BOE for this testing should proceed regardless of the results of rapid influenza tests.  The limitations of rapid tests should be emphasized to physicians in your medical community.  Until there is more experience testing patient specimens with rapid influenza tests, their results cannot be used to rule-in or rule-out H5.
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