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Treated Fairly





Prudent Perspective & Clinical Clarity: Influenza Mainstays

Mortality reports collected by the Centers for Disease Control and Prevention (CDC) from April 26 to October 31, 2009, cite 1,148 reported deaths related to the novel subtype H1N1 Type A influenza strain. The table below provides a comparison of the current pneumonia and influenza mortality data reported to the CDC with previous flu seasons.

Opinions differ on the potential virulence of this novel H1N1 strain and projected outcomes. Lessons learned from previous pandemics and influenza seasons indicate that practical clinical response, along with the precision with which care is rendered, has the greatest impact on reducing pneumonia and influenza mortality.

Perspective
Three professional journals have published separate articles documenting a supported hypothesis that infections associated with pandemic flu strains are usually self-limiting, but may enable colonizing strains of bacteria to produce potentially-fatal pneumonias. The Journal of Infectious Diseases article1 documents the examination of postmortem lung tissue from individuals who died of influenza during the 1918 pandemic. The examinations consistently showed changes associated with bacterial pneumonia. The authors also reviewed the published 1918 pathology and bacteriological data obtained during autopsies on individuals who died of influenza. The data led the authors to conclude secondary pneumonias caused by common upper respiratory tract bacteria were responsible for most of the influenza fatalities.

Articles in Emerging Infectious Diseases2 and The Lancet Infectious Diseases3 identify epidemiologic and clinical characteristics of the 1918 pandemic which did not clearly associate the H1N1 virus as the cause of most deaths; rather, the characteristics were more indicative of deaths due to bacterial pneumonia.

Certainly, the desired clinical outcomes during any flu season include early identification of circulating viral strains, minimized spread of infection, protection of high risk populations, and readily available and effective treatment options. Although past data suggests interventions to produce these outcomes are important, current information suggests important influenza antidotes may be overlooked. Influenza antidotes not typically considered include increased vaccination against pneumococcal disease, targeted use of broad spectrum
antibiotics effective against bacterial pathogens, and heightened clinical suspicion of the presence of secondary bacterial infections—not only in high-risk populations—but also in otherwise healthy individuals.

 

	Flu Season 
	Predominant Viral Strains
	Pediatric Deaths < 18 Years of Age 
	Peak Proportion of Deaths Related to Pneumonia & Influenza

	2009-2010
	Type A 2009 novel H1N1 subtype
	144 to date
129 due to 2009 novel H1N1 subtype
	7.1%; above epidemic threshold

	2008-2009
	Type A 2009 novel H1N1 subtype
	147
76 due to 2009 novel H1N1 subtype
	6.5%; at epidemic threshold

	2007-2008
	Type A H3N2 predominated overall; H1N1 was more common early in the season; Type B became predominant at season’s decline
	83
	9.1%; above epidemic threshold

	2006-2007
	Type A H1N1; Type A H3N2 was more common late in the season; few cases of Type B
	68
	7.7%; at or below seasonal baselines and epidemic thresholds

	2005-2006
	Type A H3N2 early, but Type B late season
	41
	7.8%; at or below seasonal baselines and epidemic thresholds

	
	
	
	


Clarity
The following practices promote improved patient outcomes and reduce influenza-related morbidity and mortality:

· Consistently practice infection control measures;hand washing is a priority. 

· Strategically post alerts and reminders addressing the spread of infection. 

· Routinely educate patients and staff on the signs and symptoms of influenza infection to avoid complacency. 

· Provide information to patients regarding the stayat-home period (typically 3-5 days) and symptoms warranting physician notification or an emergency room visit. All staff should be familiar with this information. 

· Establish a mechanism to readily identify high-risk patients and monitor its effectiveness. 

· Place conspicuous prompts in medical records, patient history forms, and written protocols to promote early identification and treatment of secondary bacterial infections. 

· Establish physician-approved written protocols for triaging telephone calls. These protocols should include a list of urgent/emergent complaints and high-risk patients who require immediate medical attention. 

· Review your patient tracking system to determine how ordered diagnostic tests are recorded, who is responsible for logging tests, and who monitors receipt of results. Does your system document physician review and prompt patient follow-up? Who is responsible for the tracking system? 

· Review missed and cancelled appointments to determine if follow-up is needed. 

For more information on the H1N1 Type A influenza strain, go to the CDC’s web site at www.cdc.gov/flu/. For triage protocols, a webcast, and a checklist for physicians’ offices, go to the American Academy of Family Physicians’ web site at www.aafp.org (click on “H1N1 Flu” under “Clinical Care and Research” on the home page).
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