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Epidemiology

Influenza A and B viruses are important human respi-
ratory pathogens transmitted mainly by droplets and
aerosols originating from the respiratory secretions
of infected people. Both A and B viruses cause sea-
sonal influenza epidemics and out of season sporadic
cases and outbreaks. Influenza occurs globally with
an annual attack rate estimated at 5%—10% in adults
and 20%-30% in children. In temperate climates,
seasonal epidemics are experienced mainly during
the winter while in tropical regions, influenza may
occur throughout the year.

Influenza A viruses may also cause worldwide pan-
demics characterized by rapid dissemination of new
influenza A subtypes having the capacity for human-
to-human transmission and are sufficiently different
antigenically from recently circulating influenza vi-
ruses. Recorded since the middle of the 18th cen-
tury, major pandemics have occurred at intervals of
10-40 years. Of these pandemics, the 1918 pan-
demic of the “Spanish flu” was the most severe,
causing an estimated 20-40 million or more deaths
worldwide. Less severe pandemics occurred in 1957
(“Asian flu”) and 1968 (“Hong Kong flu”).

Pathogen

Influenza viruses belong to the family Orthomyxoviri-
dae. The influenza viruses are classified into types A,
B and C based on their nucleoprotein, whereas the
subtypes of influenza A viruses are determined by
envelope glycoproteins possessing either haemag-
glutinin (HA) or neuraminidase (NA) activity. The
high mutation rates of these viruses contribute to
great variability of the HA and NA antigens. Type B
influenza viruses have not exhibited antigenic shifts
due to the absence of viral reservoirs in animals and
are not divided into subtypes. However, co-
circulation of two antigenically distinct lineages of
influenza B (Victoria and Yamagata) has been re-
ported.

Influenza A viruses infects a range of mammalian
and avian species, whereas type B and C infections
are largely restricted to humans. Influenza A and B
viruses circulate and cause outbreaks and epidemics.
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Influenza type C virus is detected much less fre-
quently and usually causes mild infections.

The incubation period of influenza ranges from one
to four days, with an average of two days. In infants
and young children, transmission through viral shed-
ding may start shortly before onset of symptoms and
last into the second week of clinical disease, whereas
in adults, viral shedding generally lasts for a few days
only.

The subtypes of influenza A viruses currently
circulating among humans are influenza A(H1N1)
and A(H3N2) subtypes. Only influenza type A
viruses are known to have caused pandemics.

Before the HIN1 pandemic in 2009, Sri Lanka has
experienced outbreaks of human influenza due to
following strains, 2004 - Influenza B, Hon-
Kong/330/2001, Shanghai/361/2002, 2003 - Influ-
enza A /H3N2 and 1998 - Influenza A /H3N2/Sydney
strain. In 2009 HIN1 pandemic, 642 laboratory con-
firmed cases and 48 deaths were reported from the
country while in its second wave in 2010 there were
580 laboratory confirmed cases and 29 deaths.

Signs and symptoms

Seasonal influenza is characterized by a sudden
onset of fever, cough, headache, mus-
cle and joint pain, severe malaise, sore
throat and a runny nose. The cough can
be severe and can last two or more
weeks. Most people recover from fever
and other symptoms within a week with-
out requiring medical attention. But influ-
enza can cause severe illness or death
especially in people at high risk.

Risk groups

Yearly influenza epidemics can affect all
populations, but the highest risk of com-
plications occurs among selected risk
groups. In Sri Lanka, pregnant women,
children especially aged less than two
years, the elderly especially above 65
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years, individuals with specific chronic medical condi-
tions such as asthma, chronic heart or lung diseases,
HIV/AIDS, and health-care workers are considered
as risk groups.

Transmission

Seasonal influenza spreads easily, with rapid trans-
mission in crowded areas including schools and
nursing homes. When an infected person coughs or
sneezes, droplets containing viruses are dispersed
into the air and are spread to persons near who
breathe these droplets in. The virus can also be
spread by hands contaminated with influenza vi-
ruses.

Seasonal epidemics and disease burden

llinesses range from mild to severe and even death.
Hospitalization and death occur mainly among high-
risk groups. Worldwide, these annual epidemics are
estimated to result in about 3 to 5 million cases of
severe illness, and about 250 000 to 500 000 deaths.

Epidemics can result in high levels of worker/school
absenteeism and productivity losses. Clinics and
hospitals can be overwhelmed during peak illness
periods.

The effects of seasonal influenza epidemics in devel-
oping countries are not fully known, but research es-
timates indicate that 99% of deaths in children under
5 years of age with influenza related lower respira-
tory tract infections are found in developing coun-
tries.

Prevention

Standard Precautions
* Hand hygiene

* Respiratory hygiene and cough etiquette

* Use of appropriate personal protective equipment
(PPE)

* Prevention of needle sticks/sharps injuries

* Cleaning and disinfection of the environment and
equipment

Hand hygiene

* To be applied before and after any direct contact
with a patient or inanimate objects in the immedi-
ate vicinity of the patient,after applying PPE, be-
fore handling an invasive device, after touching
blood or body secretions or contaminated items

* Wash hands with soap and water

* Wash hands with soap and running water when
hands are visibly dirty

* Use alcohol-based hand rubs if available and if

hands are not visibly dirty

Respiratory hygiene and cough etiquette

* Covering mouth and nose when coughing or
sneezing with tissue or handkerchief
* Or covering mouth and nose when coughing or

sneezing by lifting arm up and covering the nose
and mouth with the inner surface of the arm or

forearm

* Disposal of the tissues and masks in no-touch
receptacles

* Hand hygiene after contact with respiratory secre-
tions

Droplet Precautions
In addition to Standard Precautions

* Encourage patient to wear a face mask

* Use a face mask during examination and direct
patient care (when within <1m distance)

* Place patient in isolation or cohort with similar pa-
tients

The most effective way to prevent the disease is vac-
cination. Safe and effective vaccines are available
and have been used for more than 60 years. Vacci-
nation is especially important for people at higher risk
of serious influenza complications, and for people
who live with, or care for, high risk individuals.

Treatment

Antiviral drugs for influenza are available which re-
duce severe complications and deaths. Ideally they
need to be administered early in the disease. There
are 2 classes of such medicines:

1. inhibitors of the influenza neuraminidase protein
(oseltamivir and zanamivir; as well as peramivir
and laninamivir which are licensed in several
countries).

2. M2 proton channel blockers adamantanes
(amantadine and rimantadine).

WHO monitors antiviral susceptibility among circulat-
ing influenza viruses to provide timely guidance for
antiviral use in clinical management and potential
chemoprophylaxis.

References

WHO, (2012). Vaccines against influenza, WHO position paper,
Weekly epidemiological record, No. 47, 23 November 2012

WHO, (2014). Influenza virus infections in humans (February 2014)
available at, http://www.who.int/influenza/
human_animal_interface/virology_laboratories_and_vaccines/
influenza_virus_infections_humans_feb14.pdf?ua=1

Revised Summery Guidelines for Clinical Management and Labora-
tory Investigation of Patients with Seasonal Influenza Virus Infection

Complied by : Dr. Manjula Kariyawasam, Senior Registrar in Com-
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Table 2: VacciAdereventable Diseases & AFP 20h 326 May 2017 (2WVeek)

Number off Number o .
Total Difference
No. of Cases by Province CEREs cases | . mher of Lo NUM-| o ieen the
: during during ber of case
Disease current same cases to to date in number of
. : date in cases to date
w il ¢ s N E Il nwl nel U | sa ergl‘;” ergl‘é” 2017 2016 | 2017 & 2016
AFP* 01 00 01 00 00 00 00 00 00 02 01 35 21 66.6%
Diphtheria 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
Mumps 00 00 00 00 01 01 00 00 01 03 05 135 169 -20.11%
Measles 01 00 01 01 00 01 01 00 00 05 03 162 257 - 36.9%
Rubella 00 00 00 00 00 00 00 00 00 00 00 06 06 0%
CRS** 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
Tetanus 00 00 00 00 00 00 00 00 00 00 00 08 03 166.6%
?uesonata' T8 50| 00 | 0o | 0o | 00 | 00| 00 | 0o | oo 00 00 00 00 0%
Japanese En-
cephalitis 00 00 00 00 00 00 00 00 00 00 00 21 00 0%
\(’;Vh°°'°'”g 00| 0o | oo | 00 | 00 |o01| 00| 00| 00 01 01 08 29 - 72.4%
ough

Tuberculosis 13 06 09 02 19 09 05 04 00 67 184 3206 3785 -15.3%

Key to Table 1 & 2
Provinces: : WesterrG: Centrals: SouthermN: NorthE: EastNC North Centr&dlW North Westetd,UvaSab Sabaragamuwa.
RDHS Divisions: €8olomb&M Gampah&L: Kalutar&D: KandyML MataleNE Nuwara EliyaL: GalleHB Hambantot®|T. MataraJF. Jaffna,
KN Killinochct¥JN Mannai/A VavuniydU Mullaitiv@8T: Batticalo®A\M AmparalR TrincomaleKM KalmunakR KurunegalRU Puttalam,
AP. AnuradhapuiQ PolonnaruwD BadullaMQ MoneragalRP. Ratnapur&G Kegalle.
Data Sources:
Weekly Return of Communicable Dised3ighitheria, Measles, Tetanus, Neonatal Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps., Rubella, CRS,
Special Surveillance: AFRt\(te Flaccid Paralysis ), Japanese Encephalitis
CRS** €ongenital Rubella Syndrome

Number of Malaria Cases Up to End of May 2017,
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