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South Dakota Influenza Epidemiology and Laboratory Surveillance, 2012-2013 Season

National Influenza Surveillance Data

Influenza-like-illness (ILI) in the United States typically begins to increase in late December or early
January and peaks in February most commonly. The 2012-13 influenza season peaked early and was a
moderately severe season, with influenza A (H3N2) viruses predominating. Nationally activity peaked in
late December, and influenza A (H3N2) viruses were most commonly reported through the week ending
February 16, 2013 (week 7). From the week ending February 23, 2013 (week 8), through the end of the
season, influenza B viruses were more commonly reported. The majority of all influenza viruses in
specimens sent to CDC for further antigenic characterization were similar to the components of the 2012-13
Northern Hemisphere vaccine.

The peak percentage of outpatient visits for ILI (6.1%) was one of the highest reported since the system
began in its current format in 1997. The number and rate of influenza-associated hospitalizations among
adults aged >65 years during the 2013-13 influenza season are the highest since systematic data collection
on laboratory-confirmed, influenza-associated hospitalization in adults began in the 2005-06 season.
Hospitalization rates for those aged >65 were 191 per 100,000 population, two and a half times the highest
rate previously reported for this age group. With the exception of the 2009 HIN1 pandemic, the number of
influenza-associated pediatric deaths reported to CDC for the 2012-23 season was the highest reported
since data collection began in 2004. Reported pneumonia and influenza mortality exceeded the epidemic
threshold for 13 consecutive weeks. Based on the percentage of specimens testing positive for influenza, the
peak of influenza activity for the 2012-13 season, occurring during the week ending December 29, 2012
(week 52), was similar to the 2003-04 season and was the earliest since the 2009 HIN1 pandemic, when
activity peaked during the week ending October 24, 2009 (week 42).

On March 31, 2013, Chinese health authorities reported a novel avian influenza A (H7N9) virus causing
human infection. As of June 7, 2013, 132 cases have been confirmed; many of the infected people are
reported to have had close contact with poultry. The virus has only been seen in mainland China and
Taiwan; no cases have been reported in the United States. Unlike the variant influenza A (H3N2)v virus
associated with swine exposure at agriculture fairs in the United States which generally caused mild illness,
the avian influenza A (H7N9) virus has caused severe illness in the majority of cases in humans, and
approximately 27% of identified cases have been fatal.



Testing for seasonal influenza viruses and monitoring for novel influenza A virus infections should
continue year-round, as should specimen submission to CDC for further antigenic and genetic analysis and
antiviral resistance monitoring. A total of 308 infections with variant influenza viruses (304 H3N2v viruses,
three HIN2v viruses, and one HIN1v virus) were reported from 10 states during the summer and fall of 2012,
before the start of the 2012-13 influenza season, and two cases of H3N2v were detected during the 2012-13
season. The H3N2v virus circulated in pigs in 2010 and was first detected in humans in 2012, when 12 cases
were identified. Most of these infections occurred in children with prolonged exposure to pigs at agricultural
fairs. Limited human-to-human spread of this virus was detected, but no sustained community spread of
H2N2v was identified.

However, this increase of H3N2v cases in 2012, and the recent emergence of the novel avian influenza A
(H7N9) virus in China, further emphasizes the importance of continuing to monitor for novel influenza A
viruses. Although summer influenza activity in the United States typically is low, cases of influenza and even
sporadic outbreaks are detected in the United States throughout the summer. Healthcare providers should
remain vigilant and consider influenza as a potential cause of summer respiratory illnesses. They also should
consider novel influenza viruses in persons with ILI and swine exposure, and those with severe acute
respiratory infection after travel to China. Public health laboratories should immediately send to CDC virus
specimens that they cannot type or subtype using standard methods and submit all specimens that are unusual,
including all summer specimens, as soon as possible after identification.

Since 2010, CDC has recommended annual influenza vaccination for all persons aged >6 months,
preferably in the fall before the U.S. influenza season begins. However, during other times of the year,
persons who have not received the vaccination for the current season should be vaccinated before traveling to
parts of the world where influenza activity is ongoing. This is particularly important for persons at high risk
for influenza-related complications. This recommendation also applies to persons traveling within the
temperate regions of the Southern Hemisphere or as part of large tourist groups (e.g., on cruise ships) that
might include persons from other parts of the world where influenza activity is ongoing. Persons should also
be aware that all Northern Hemisphere influenza vaccine manufactured for the 2012-13 season expires by
June 30, 2013, after which influenza vaccines will not be available in the United States until the 2013-14
vaccine is available in the fall.

As a supplement to vaccination, influenza antiviral drugs are an important adjunct to reduce the impact of
influenza. Based on recommendations of the Advisory Committee on Immunization Practices, antiviral
treatment is recommended as soon as possible for patients with confirmed or suspected influenza who have
severe, complicated, or progressive illness; who require hospitalization; or who are at higher risk for
influenza-related complications. Antiviral treatment also may be considered for outpatients with confirmed or
suspected influenza who do not have known risk factors for severe illness if treatment can be initiated within
48 hours of illness onset. In addition, if a clinician does suspect that a patient might have an infection caused
by a novel influenza virus; prompt empiric antiviral therapy is recommended. Recommended antiviral
medications include oseltamivir and zanamivir. Recent viral surveillance and resistance data indicate that the
majority of currently circulating influenza viruses are sensitive to these medications. Amantadine and
rimantadine should not be used because of sustained high levels of resistance to these drugs among
circulating influenza A viruses.

South Dakota Influenza Epidemiology and Laboratory Surveillance

The South Dakota Department of Health (SD DOH) and South Dakota Public Health Laboratory (SDPHL)
conduct surveillance for influenza year-round, and intensifies activities October through May. The com-
ponents of South Dakota’s influenza surveillance program for the 2012-2013 season included 66 laboratory
sentinel sites; 21 Influenza Like Illness Network (ILINet) providers); viral culture and PCR testing (SDPHL);
DFA testing (Pine Ridge, Rapid City Regional, and Sanford Laboratories); reporting of aggregate rapid anti-
gen results; confirmed influenza, influenza associated hospitalizations and deaths, and institutional outbreaks.
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During the influenza season, weekly summary reports are
posted on the SD DOH website at: flu.sd.gov

Table 1 shows a total of 994 confirmed influenza cases, A
(H3N2) 384 (39%), A(HIN1) 7 (1%), A-not subtyped 354
(36%) and 249 (25%) influenza B, were reported to SD DOH.
Additionally, 46,172 rapid antigen influenza tests were accom-
plished with 8,371 positive (18%), 5,786 (69%) positive for
influenza A and 2,585 (31%) positive for influenza B.

The 2011-2012 influenza viruses had a substantial impact on
all age groups. The median age of confirmed influenza cases

was 26 years with an age range of 9 months to 101 years.

As indicated in Table 2, the first confirmed case of influenza

Table 1 Age distribution of laboratory confirmed
cases of influenza and influenza associated
hospitalizations and deaths, South Dakota,

2012-2013 season

Lab Confirmed
Influenza As- Influenza
Influenza Cases sociated Hos- | Associated
(by DFA, PCR, or cul- AN
pitalizations Deaths
ture)
Age # Cases # Hosp #
Group (%) (%) Deaths
0-4 230 | (23%) 64 | (18%) 1 (3%)
5-24 211 | (21%) 15 (4%) 2 (5%)
25-49 208 | (21%) 41 (11%) 0
50-64 123 | (12%) 56 (15%) 1 (3%)
> 64 221 | (22%) 189 (52%) 34 (89)
Total 993 365 38

was reported the second week of September 2012 and the last case reported late May 2013. The predominant
virus in South Dakota was influenza A (H3N2); however, the season started and ended with influenza B being

Table 82 Seasonal distribution of influenza by MMWR week

2012-2013 Influenza SeasonLab Confirmed Influenza cases®,
% Rapid Antigen Positive, & % School Absentesism S0
' Confirmed by Culture, PCR, ar DFA

—— e ] | rPuensa A A s AN
—rferca B —r—"% Fiapa] Antigen Pandive =% SrfRoal §nevs abseniee s

the predominant virus. The peak of the
season was the second week in

January 2013 with AHIN1, AH3N2, and
Influenza B viruses circulating.

There were 365 individuals reported
hospitalized during the 2012-2013 influen-
za season. The first hospitalization was
identified mid-September 2012 and the last
was reported early June 2013. Hospitaliza-
tions peaked mid-January. For patients that
were hospitalized with influenza, the age
range was 2 weeks to 102 years with a me-
dian age of 66 years

Thirty-eight individuals died due to
influenza and its complications during the
2012-2013 season. Gender breakdown was

50% male and 50% female. The median age was 88 years, with an age range of 3 weeks to 100 years. 89% of
the influenza associated deaths were White and 11% were Native American.

Other viral respiratory pathogen reports included 86 adenovirus, 164 hMPV, 11 parainfluenza-1, 27 parainflu-
enza-2, 173 parainfluenza-3, 5 parainfluenza-4, and 471 respiratory syncytial virus.

Author: Vickie Horan, Influenza Surveillance Coordinator, South Dakota Department of Health

Prevention and Control of Influenza ACIP 2013-2014

The Prevention and Control of Influenza with Vaccines: Recommendations of the Advisory Committee on
Immunization Practices (ACIP) - United States, 2013-2014 Influenza Season is reprinted on the following
pages. It can also be viewed online at http://www.cdc.gov/flu/professionals/acip/2013-summary-

recommendations.htm.
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Summary* Recommendations: Prevention and Control of Influenza with
Vaccines: Recommendations of the Advisory Committee on Immuniza-
tion Practices—(ACIP)—United States, 2013-14

Influenza Prevention and Control Recommendations

This document is a summary of the recommendations of the Advisory Committee on Immunization Practices
for the 2013-2014 season in the United States. The full recommendations will be published in Morbidity and
Mortality Weekly Report (MMWR).

Note on abbreviations: This document includes revised abbreviations to refer to currently available
influenza vaccines. Specifically:

The former abbreviation TIV (Trivalent Inactivated Influenza Vaccine, previously used for inactivated
influenza vaccines) has been replaced with the new abbreviation II'V (Inactivated Influenza Vaccine). For
2013-14, IIVs as a class will include:

e egg-based and cell culture-based trivalent inactivated influenza vaccines (IIV3), and

e egg-based quadrivalent inactivated influenza vaccine (11V4).
RIV refers to recombinant hemagglutinin influenza vaccine, available as a trivalent formulation (RIV3)
for 2013-14;
LAIV refers to live-attenuated influenza vaccine, available as a quadrivalent formulation (LAIV4) for
2013-14.
LAIV, IV, and RIV denote vaccine categories; numeric suffix specifies the number of antigens in the
vaccine.
Where necessary to refer specifically to cell culture-based vaccine, the prefix “cc” is used (e.g.,
“ccllV3”).

Primary Changes and Updates in the Recommendations

Routine annual influenza vaccination of all persons aged 6 months and older continues to be recommend-
ed.

2013-14 U.S. trivalent influenza vaccines will contain an A/California/7/2009 (H1N1)-like virus, an
H3N2 virus antigenically like the cell-propagated prototype virus A/Victoria/361/2011, and a B/
Massachusetts/2/2012-like virus. Quadrivalent vaccines will include an additional vaccine virus, a B/
Brisbane/60/2008-like virus.

Several new, recently-licensed vaccines will be available for the 2013-14 season, and are acceptable alter-
natives to other licensed vaccines indicated for their respective age groups when otherwise appropriate:

e A quadrivalent live attenuated influenza vaccine (LAIV4; Flumist® Quadrivalent [MedImmune])
is expected to replace the trivalent (LAIV3) formulation. FluMist® Quadrivalent is indicated for
healthy, nonpregnant persons aged 2 through 49 years;

e A quadrivalent inactivated influenza vaccine (IIV4; Fluarix® Quadrivalent [GlaxoSmithKline])
will be available, in addition to the previous trivalent formulation. Fluarix® Quadrivalent is indi-
cated for persons aged 3 years and older;

e A quadrivalent inactivated influenza vaccine (IIV4; Fluzone® Quadrivalent [Sanofi Pasteur]) will
be available in addition to the previous trivalent formulation. Fluzone® Quadrivalent is indicated
for persons aged 6 months and older;

e A trivalent cell culture-based inactivated influenza vaccine (cclIV3; Flucelvax® [Novartis]),
which is indicated for persons aged 18 years and older; and

e A recombinant hemagglutinin (HA) vaccine (RIV3; FluBlok® [Protein Sciences]), which is indi-
cated for persons aged 18 through 49 years.
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e Within approved indications and recommendations, no preferential recommendation is made for any type
or brand of licensed influenza vaccine over another.

Timing of Vaccination

e In general, health-care providers should begin offering vaccination soon after vaccine becomes available,
and if possible, by October.

e All children aged 6 months--8 years who are recommended for 2 doses (Figure 1) should receive their first
dose as soon as possible after vaccine becomes available; these children should receive the second dose >4
weeks later.

FIGURE 1. Influenza vaccine dosing algorithm for children aged 6 months through 8 years —
Advisory Committee on Immunization Practices, United States, 2013-14 influenza season

Has the child ever received | No/Don't know
influenza vaccine?

l‘r’es

Did the child receive a
total of 2 or more doses of | No/Don't know
seasonal influenza vaccine
since July 1, 20107

l‘r’es

1 dose

»| 2 doses*

= 7 dosas*t

* Doses should be administered at least 4 weeks apart.

1 For simplicity, this algorithm takes into consideration only doses of seasonal influenza vaccine received
since July 1, 2010. As an alternative approach in settings where vaccination history from before July 1, 2010,
is available, if a child aged 6 months through 8 years is known to have received at least 2 seasonal influenza
vaccines during any previous season, and at least 1 dose of a 2009(HIN1)-containing vaccine (i.e., 201011,
2011-12, or 2012-13 seasonal vaccine or the monovalent 2009[H1N 1] vaccine), then the child needs only 1
dose for 2013—14. Using this approach, children aged 6 months through 8 years need only 1 dose of vaccine
in 2013-14 if they have received any of the following: 1) 2 or more doses of seasonal influenza vaccine since
July 1, 2010; 2) 2 or more doses of seasonal influenza vaccine before July 1, 2010, and 1 or more doses of
monovalent 2009(HINT1) vaccine; or 3) 1 or more doses of seasonal influenza vaccine before July 1, 2010,
and 1 or more doses of seasonal influenza vaccine since July 1, 2010. Children in this age group for whom
one of these conditions is not met require 2 doses in 2013-2014.

Available Vaccine Products and Indications

A variety of influenza vaccine products are available (Table 1, page 9), including (as of July 2013) five
newly approved vaccines. For many vaccine recipients, more than one type or brand of vaccine may be
appropriate within indications and ACIP recommendations. Where more than one type of vaccine is
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appropriate and available, no preferential recommendation is made for use of any influenza vaccine product
over another.

Persons at Risk for Medical Complications Due to Influenza

Vaccination to prevent influenza is particularly important for persons who are at increased risk for severe com-
plications from influenza, or at higher risk for influenza-related outpatient, emergency department, or hospital
visits. When vaccine supply is limited, vaccination efforts should focus on delivering vaccination to the follow-
ing persons (no hierarchy is implied by order of listing):

e All children aged 6 through 59 months;

e All persons aged >50 years;

e Adults and children who have chronic pulmonary (including asthma) or cardiovascular (except isolated hy-
pertension), renal, hepatic, neurological, hematologic, or metabolic disorders (including diabetes mellitus);

e Persons who have immunosuppression (including immunosuppression caused by medications or by HIV
infection);

e Women who are or will be pregnant during the influenza season;

e Children and adolescents (aged 6 months--18 years) who are receiving long-term aspirin therapy and who
might be at risk for experiencing Reye’s syndrome after influenza virus infection;

e Residents of nursing homes and other long-term care facilities;

¢ American Indians/Alaska Natives;

e Persons who are morbidly obese (BMI >40).

Persons at Risk for Medical Complications Due to Influenza

Vaccination to prevent influenza is particularly important for persons who are at increased risk for severe com-
plications from influenza, or at higher risk for influenza-related outpatient, emergency department, or hospital
visits. When vaccine supply is limited, vaccination efforts should focus on delivering vaccination to the follow-
ing persons (no hierarchy is implied by order of listing):

e All children aged 6 through 59 months;

e All persons aged >50 years;

e Adults and children who have chronic pulmonary (including asthma) or cardiovascular (except isolated hy-
pertension), renal, hepatic, neurological, hematologic, or metabolic disorders (including diabetes mellitus);

e Persons who have immunosuppression (including immunosuppression caused by medications or by HIV
infection);

e  Women who are or will be pregnant during the influenza season;

e Children and adolescents (aged 6 months--18 years) who are receiving long-term aspirin therapy and who
might be at risk for experiencing Reye’s syndrome after influenza virus infection;

e Residents of nursing homes and other long-term care facilities;

e American Indians/Alaska Natives;

e Persons who are morbidly obese (BMI >40).

Persons Who Live With or Care for Persons at Higher Risk for Influenza-Related Complications

All persons aged >6 months should be vaccinated annually. Continued emphasis should be placed on vaccina-
tion of persons who live with or care for persons at higher risk for influenza-related complications. When vac-
cine supply is limited, vaccination efforts should focus on delivering vaccination to persons at higher risk for
influenza-related complications listed above, as well as these persons:

e Healthcare personnel (HCP);
e Household contacts (including children) and caregivers of children aged <59 months (i.e., aged <5 years)
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and adults aged >50 years, with particular emphasis on vaccinating contacts of children aged <6 months;
and

o Household contacts (including children) and caregivers of persons with medical conditions that put them at
higher risk for severe complications from influenza.

HCP and persons who are contacts of persons in these groups and who are not contacts of severely immuno-
compromised persons (those living in a protective environment) may receive any influenza vaccine which is
otherwise indicated. Individuals who care for the severely immunocompromised should receive either IIV or
RIV3.

Vaccine Dose Considerations for Children 6 Months through 8 Years of Age

Children aged 6 months through 8 years who are receiving influenza vaccine for the first time, and some in
this age group who have previously been vaccinated, require two doses of vaccine administered >4 weeks
apart. Two approaches for determining the number of doses are recommended, both of which are acceptable:

1. The first approach, outlined in the flowchart (Figure 1, page 5), takes into consideration only doses of
seasonal influenza vaccine received since July 1, 2010. This approach has the advantage of simplicity, par-
ticularly in settings in which it is difficult to ascertain vaccination history prior to the 2010-11 season. Us-
ing this approach, children 6 months through 8 years of age need only 1 dose of vaccine in 2013-14 if they
received a total of 2 or more doses of seasonal vaccine since July 1, 2010. Children who did not receive a
total of 2 or more doses of seasonal vaccine since July 1, 2010 require 2 doses in 2013-14.

2. In settings where adequate vaccination history from prior to the 2010-11 season is available, the second
approach may be used. By this approach (Figure 1, page 5; footnote), if a child 6 months through 8 years
of age is known to have received at least 2 doses of seasonal influenza vaccine during any prior season,
and at least 1 dose of a 2009(H1N1)-containing vaccine--i.e., 2010-11, 2011-12, or 2012-13 seasonal vac-
cine or the monovalent 2009(HIN1) vaccine--then the child needs only 1 dose for 2013-14. Using this ap-
proach, children 6 months through 8 years of age need only 1 dose of vaccine in 2013-14 if they have re-
ceived any of the following:

e 2 or more doses of seasonal influenza vaccine since July 1, 2010 or;
e 2 or more doses of seasonal influenza vaccine before July 1, 1010 and 1 or more doses of monova-
lent 2009(H1NT1) vaccine or;
e 1 or more doses of seasonal influenza vaccine before July 1, 2010 and 1 or more doses of seasonal
influenza vaccine since July 1, 2010
Children 6 months through 8 years of age for whom one of these conditions is not met require 2 doses in

2013-14.

Influenza Vaccination for Pregnant Women

e Women who are or will be pregnant during influenza season should receive II'V. Live attenuated influenza
vaccine (LAIV) is not recommended for use during pregnancy.

e Postpartum women can receive either LAIV or IIV.

e Pregnant and postpartum women do not need to avoid contact with persons recently vaccinated with

LAIV.
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Influenza Vaccination of Persons with a History of Egg Allergy

1.

Persons with a history of egg allergy who have experienced only hives after exposure to egg should re-
ceive influenza vaccine. Because relatively little data are available for use of LAIV in this setting, IIV or
RIV should be used. RIV is egg-free and may be used for persons aged 18-49 years who have no other
contraindications. However, IIV (egg- or cell-culture based) may also be used, with the following addi-
tional safety measures (Figure 2, page 13):

e Vaccine should be administered by a healthcare provider who is familiar with the potential mani-
festations of egg allergy; and

e Vaccine recipients should be observed for at least 30 minutes for signs of a reaction after admin-
istration of each vaccine dose (1).

Persons who report having had reactions to egg involving such symptoms as angioedema, respiratory
distress, lightheadedness, or recurrent emesis; or who required epinephrine or another emergency medical
intervention may receive RIV3, if aged 18 through 49 years and there are no other contraindications. If
RIV3 is not available or the the receipient is not within the indicated age range, such persons should be
referred to a physician with expertise in the management of allergic conditions for further risk assessment
before receipt of vaccine (Figure 2).

All vaccines should be administered in settings in which personnel and equipment for rapid recognition
and treatment of anaphylaxis are available.

Some persons who report allergy to egg might not be egg-allergic. Those who are able to eat lightly
cooked egg (e.g., scrambled egg) without reaction are unlikely to be allergic. Egg-allergic persons might
tolerate egg in baked products (e.g., bread or cake). Tolerance to egg-containing foods does not exclude
the possibility of egg allergy (2, page 13). Egg allergy can be confirmed by a consistent medical history of
adverse reactions to eggs and egg-containing foods, plus skin and/or blood testing for immunoglobulin E
antibodies to egg proteins.

For individuals who have no known history of exposure to egg, but who are suspected of being egg-
allergic on the basis of previously performed allergy testing, consultation with a physician with expertise
in the management of allergic conditions should be obtained prior to vaccination (Figure 2). Alternatively,
RIV3 may be administered if the recipient is aged 18 through 49 years.

A previous severe allergic reaction to influenza vaccine, regardless of the component suspected to be r
esponsible for the reaction, is a contraindication to future receipt of the vaccine.

Influenza Vaccines and Use of Influenza Antiviral Medications

Administration of IV to persons receiving influenza antiviral drugs for treatment or chemoprophylaxis is
acceptable.

LAIV should not be administered until 48 hours after cessation of influenza antiviral therapy.

If influenza antiviral medications are administered within 2 weeks after receipt of LAIV, the vaccine dose
should be repeated 48 or more hours after the last dose of antiviral medication.

Persons receiving antiviral drugs within the period 2 days before to 14 days after vaccination with LAIV
should be revaccinated at a later date with any approved vaccine formulation (3).

Concurrent Administration of Influenza Vaccine With Other Vaccines

Inactivated vaccines do not interfere with the immune response to other inactivated vaccines or to live
vaccines.

Inactivated or live vaccines can be administered simultaneously with LAIV.

However, after administration of a live vaccine, at least 4 weeks should pass before another live vaccine is
administered.
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TABLE 1. Influenza Vaccines — United States, 2013—14 Influenza Season*

Vaccine Trade name | Manufacturer | Presentation | Mercury Ovalbulmin Age Route
content content indications
(ug Hg/0.5 (ng/0.5 mL)
mL)
Inactivated | Afluria® CSL Limited | 0.5 mL single- |0.0 <1 >9 yrs. M
Influenza dose prefilled
Vaccine, syringe
Trivalent 5.0 mL multi- [24.5 <1
(1v3), Stand- dose vial
ard Dose 3 .
Fluarix® Glax- 0.5 mL single- {0.0 <0.05 >3 yrs. M
oSmithKline dose prefilled
syringe
Flucelvax® Novartis Vac- 0.5 mL single- |0.0 §§§ >18 yrs. M
cines dose prefilled
syringe
FluLaval® ID Biomedical |5.0 mL multi- [<25.0 <03 >3 yrs M
Corporation of | dose vial
Quebec
(distributed by
Glaxo-
SmithKline)
Fluvirin® Novartis Vac- [ 0.5 mL single- |<1 <1 >4 yrs. M7
cines dose prefilled
syringe
5.0 mL multi- |25.0 <l
dose vial
Fluzone® Sanofi Pasteur |0.25 mL single- | 0.0 ook 6-35 mos. M’
dose prefilled
syringe
0.5 mL single- | 0.0 ok >36 mos. M
dose prefilled
syringe
0.5 mL single- | 0.0 ok >36 mos. M
dose vial
5.0 mL multi- |25.0 sk >6 mos. '
dose vial
Fluzone® Sanofi Pasteur [ 0.1 mL pre- 0.0 oAk 18-64 yrs. D
Intradermal '’ filled mi-
croinjection
system

Continued next page.
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TABLE 1. Influenza Vaccines — United States, 2013—14 Influenza Season* - Continued

Vaccine Trade name | Manufacturer | Presentation | Mercury Ovalbulmin Age Route
content content indications
(ng Hg/0.5 (ng/0.5 mL)
mL)
Inactivated Fluzone® High | Sanofi Pasteur |0.5 mL single- |0.0 HkAE >65 yrs. M"
Influenza -Dose dose prefilled
Vaccine, syringe
Trivalent
(I1V3), High
Dose
Inactivated | Fluarix® Quad- | Glaxo- 0.5 mL single- {0.0 <0.05 >3 yrs. m*
Influenza rivalent SmithKline dose prefilled
Vaccine, syringe
Quadrivalent
(I1v4),
Standard
Dose
FluLaval® ID Biomedical |5.0 mL multi- |<25.0 <0.03 >3 yrs. M"
Quadrivalent Corporation of | dose vial
Quebec
(distributed by
Glaxo-
SmithKline)
Fluzone® Sanofi Pasteur |0.25 mL single- | 0.0 okkok 6-35 mos. M"
Quadrivalent dose prefilled
syringe
0.5 mL single- [0.0 hoAkok >36 mos. M'
dose prefilled
syringe
0.5 mL single- [0.0 hoAkok >36 mos. M'
dose vial
Recombinant | FluBlok® Protein 0.5 mL single- (0.0 0.0 18-49 yrs. m*
Influenza Sciences dose vial
Vaccine,
Trivalent
(RIV3)
Live- FluMist® MedImmune | 0.2 mL pre- 0.0 (per 0.2 <0.24 (per 0.2 [2-49 yrs.”™ IN
attenuated Quadrivalent™ filled intranasal | mL) mL)
Influenza sprayer
Vaccine,
Quadrivalent
(LAIV4)

IIV=Inactivated Influenza Vaccine; IIV3=Inactivated Influenza Vaccine, Trivalent; IIV4=Inactivated Influenza Vaccine,
Quadrivalent; RIV=Recombinant Influenza Vaccine LAIV=Live-Attenuated Influenza Vaccine; IM=intramuscular;
ID=intradermal; IN=intranasal.

Continued next page
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TABLE 1. Influenza Vaccines — United States, 2013—14 Influenza Season* - Continued

* Immunization providers should check Food and Drug Administration--approved prescribing information for 2013--14
influenza vaccines for the most complete and updated information, including (but not limited to) indications, contrain-
dications, and precautions. Package inserts for US-licensed vaccines are available at http://www.fda.gov/
BiologicsBloodVaccines/Vaccines/ApprovedProducts/ucm093833.htm.

1 For adults and older children, the recommended site of vaccination is the deltoid muscle. The preferred site for infants
and young children is the anterolateral aspect of the thigh. Specific guidance regarding site and needle length for intra-
muscular administration may be found in the ACIP General Recommendations on Immunization [4].

§ The preferred site is over the deltoid muscle. Fluzone® Intradermal is administered using the delivery system includ-
ed with the vaccine.

** Inactivated influenza vaccine, high-dose: A 0.5-mL dose contains 60 pg of each vaccine antigen (180 pg total).
11 Inactivated influenza vaccine, intradermal: A 0.1-mL dose contains 9 ug of each vaccine antigen (27 ug total).

§§ It is anticipated that the quadrivalent formulation of FluMist® will replace the trivalent formulation for the 2013-14
season. FluMist® is shipped refrigerated and stored in the refrigerator at 35°F--46°F (2°C--8°C) after arrival in the vac-
cination clinic. The dose is 0.2 mL divided equally between each nostril. Health-care providers should consult the med-
ical record, when available, to identify children aged 2--4 years with asthma or recurrent wheezing that might indicate
asthma. In addition, to identify children who might be at greater risk for asthma and possibly at increased risk for
wheezing after receiving LAIV, parents or caregivers of children aged 2--4 years should be asked: "In the past 12
months, has a health-care provider ever told you that your child had wheezing or asthma?" Children whose parents or
caregivers answer "yes" to this question and children who have asthma or who had a wheezing episode noted in the
medical record within the past 12 months should not receive FluMist®.

*** Flumist® is indicated for healthy, non-pregnant persons aged 2-49 years. Individuals who care for severely immu-
nosuppressed persons who require a protective environment should not receive FluMist given the theoretical risk of
transmission of the live attenuated vaccine virus.

T11 Age indication per package insert is >5 years; however, the ACIP recommends Afluria® not be used in children
aged 6 months through 8 years because of increased risk of febrile reactions noted in this age group with CSL’s 2010
Southern Hemisphere 1IV3. If no other age-appropriate, licensed inactivated seasonal influenza vaccine is available for
a child aged 5--8 years who has a medical condition that increases the child's risk for influenza complications, Afluria®
can be used; however, providers should discuss with the parents or caregivers the benefits and risks of influenza vac-
cination with Afluria® before administering this vaccine. Afluria® may be used in persons aged >9 years (5).

§8§§ Information not included in package insert. The total egg protein is estimated to be less than 50 femtograms (5x10-
14 grams) total egg protein, of which a fraction is ovalbumin, per 0.5 mL dose of Flucelvax®.

*#*% Available upon request from upon request from Sanofi Pasteur, by telephone, 1-800-822-2463, or e-mail,
MIS.Emails@sanofipasteur.com.
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TABLE 2. Contraindications and Precautions to the Use of Influenza Vaccines, 2013-14.%

Vaccine

Contraindications

Precautions

IV (includes IT1V3, 114,
and ccIlV)

History of severe allergic reaction to any component of
the vaccine, including egg protein, or after previous
dose of any influenza vaccine.

Moderate to severe illness with or without
fever. History of Guillain-Barré syndrome
within 6 weeks of receipt of influenza
vaccine.

RIV

History of severe allergic reaction to any component of
the vaccine.

Moderate to severe illness with or without
fever. History of Guillain-Barré syndrome
within 6 weeks of receipt of influenza
vaccine.

LAIV

History of severe allergic reaction to any component of
the vaccine, including egg protein, gentamicin, gelatin,
and arginine, or after a previous dose of any influenza
vaccine; Concomitant Aspirin therapy in children and
adolescents. In addition, ACIP recommends against use
in the following:

®  Children aged 2--4 years whose parents or caregiv-
ers report that a health-care provider (HCP) has told
them during the preceding 12 months that their child
had wheezing or asthma or whose medical record indi-
cates a wheezing episode has occurred during the pre-
ceding 12 months (see screening guidance, footnote in
Table 1);

®  Persons with asthma;

®  Children and adults who have chronic pulmonary,
cardiovascular (except isolated hypertension), renal,
hepatic, neurologic/neuromuscular, hematologic, or
metabolic disorders;

®  Children and adults who have immunosuppression
(including immunosuppression caused by medications
or by HIV);

® Persons with egg allergy;

® (Close contacts and caregivers of severely immuno-
suppressed persons who require a protected environ-
ment;

® Pregnant women

Moderate to severe illness with or without
fever. History of Guillain-Barré syndrome
within 6 weeks of receipt of influenza
vaccine.

IIV=Inactivated Influenza Vaccine; IIV3=Inactivated Influenza Vaccine, Trivalent; IIV4=Inactivated Influenza Vaccine, Quadri-
valent; RIV=Recombinant Influenza Vaccine LAIV=Live-Attenuated Influenza Vaccine; IM=intramuscular; ID=intradermal;

IN=intranasal.

* Immunization providers should check Food and Drug Administration--approved prescribing information for 2013--14 influenza
vaccines for the most complete and updated information, including (but not limited to) indications, contraindications, and precau-
tions. Immunization providers should check Food and Drug Administration--approved prescribing information for 2013--14 influ-
enza vaccines for the most updated, manufacturer-specific information, including (but not limited to) indications, contraindica-

tions, and precautions.

Package inserts for US-licensed vaccines are available at http://www.fda.gov/BiologicsBloodVaccines/Vaccines/
ApprovedProducts/ucm093833.htm.
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FIGURE 2. Recommendations regarding influenza vaccination of persons who report allergy to eggs:
Advisory Committee on Immunization Practices, United States, 2013-14 Influenza season.

Can the personeat lightly cooked Administer vaccine per usual

epg (e.g., scramhbled egg) without Yes protocol

reaction?* T

Administer RIV3, if patient
aged 18 through 49 yrs.:
After eating eggs or egg-containing
foods, doesthe personexperience » OR
. es
ONLY hives? Administer IV
Obs=serve for reaction for at
least 30 minutes following
vaccination
After eating eges or egg-containing
foods, doesthe individual experience . i |
Administer RW3, if patient
other symptoms such as:
aged 18 through 49 yrs.:
¢ Cardiovascular changes(e.g., oR
hypote nsion)
* Respiratory distress (e g, ves Referto a physician with
wheezing) expertise in management of
*  Gastrointestinal (e.g., allergic conditions for
nausea/vomiting) further evaluation
* Reaction requiring e pinephrine
¢ Reaction requiring emergency
medical attention

[IV=Inactivated Influenza Vaccine; RIV3=Recombinant Influenza Vaccine, Trivalent

*Individuals with egg allergy may tolerate egg in baked products (e.g. bread, cake). Tolerance to egg-
containing foods does not exclude the possibility of egg allergy (2).

1 For individuals who have no known history of exposure to egg, but who are suspected of being egg-allergic
on the basis of previously performed allergy testing, consultation with a physician with expertise in the man-

agement of allergic conditions should be obtained prior to vaccination. Alternatively, RIV3 may be adminis-

tered if the recipient is aged 18 through 49 years.
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South Dakota Department of Health — Infectious Disease Surveillance

Selected Morbidity Report, 1 January — 31 July 2013

(provisional numbers) see http://doh.sd.gov/statistics/disease-surveillance/

Disease

2013 year-to-
date

5-year median

Percent change

Vaccine-Preventable

Diseases

Diphtheria

0

0

n/a

Tetanus

0

0

n/a

Pertussis

17

17

0%

Poliomyelitis

n/a

Measles

n/a

Mumps

n/a

Rubella

n/a

Haemophilus influenza type b

n/a

Sexually Transmitted
Infections
and
Blood-borne Diseases

HIV infection

+20%

Hepatitis B, acute

n/a

Chlamydia

+28%

Gonorrhea

+85%

Syphilis, early

+400%

Tuberculosis

Tuberculosis

-56%

Invasive Bacterial Diseases

Meningococcal, invasive

+300%

Invasive Group A Streptococcus

n/a

Enteric

Diseases

E. coli, Shiga toxin-producing

-36%

Campylobacteriosis

-5%

Salmonellosis

+7%

Shigellosis

+25%

Giardiasis

-11%

Cryptosporidiosis

-17%

Hepatitis A

+100%

Vector-borne

Diseases

Animal Rabies

-13%

Tularemia

+40%

Rocky Mountain Spotted Fever

+200%

Malaria (imported)

+100%

Hantavirus Pulmonary Syndrome

+100%

Lyme disease

+50%

West Nile Virus disease

21

10

+110%

Other Diseases

Legionellosis

4

2

+100%

Streptococcus pneumonia, invasive

50

40

+25%

Additionally, the following were reported: Babesiosis (1); Chicken Pox (16); CRE (5); Dengue Fever
(2); Ehrlichiosis (1) Haemophilus influenzae (1); Hepatitis B Chronic (32); MRSA, invasive (556);

Typhoid (3); Q Fever (2)..

Communicable diseases are obligatorily reportable by physicians, hospitals, laboratories, and institutions. The Reportable Diseases List is found at
http://doh.sd.gov/diseases/infectious/reporting-communicable-diseases.aspx or upon request. Diseases are reportable by telephone, fax, mail, website, or

courier.

Secure website: www.state.sd.us/doh/diseasereport

Telephones: 24 hour answering device 1-800-592-1804; for a live person at any time call 1-800-592-1861; after hours emergency 605-280-4810.

Fax 605-773-5509.

Mail in a sealed envelope addressed to the DOH, Office of Disease Prevention, 615 E. 4th Street, Pierre, SD 57501, marked "Confidential Medical

Report".
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