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Influenza: The 2014-2015 Flu Season in South Dakota and the United States: 
South Dakota Influenza Epidemiology and Laboratory Surveillance 
 
     The South Dakota Department of Health (SD DOH) and SD Public Health Laboratory (SDPHL) conduct 
surveillance for influenza year-round, and intensifies activities October through May. Components of South 
Dakota’s influenza surveillance activities for the 2014-2015 season included: 

 63 laboratory sentinel sites;  
 24 Influenza Like Illness Network (ILINet) providers);  
 Confirmatory testing by viral culture, PCR testing and DFA; 
 Mandatory reporting of reporting aggregate rapid antigen results;  
 Mandatory reporting of influenza associated hospitalizations and deaths, and institutional out-

breaks.  
 
     The first confirmed case of influenza was reported the first week of October 2014 and the last case reported 
late August 2015.  The predominant virus in South Dakota was influenza A (H3N2). The peak of the season 
was the first week in January 2015 with A(H3N2) and Influenza B viruses circulating.  
 
     There were 1,703 confirmed influenza cases reported to SDDOH during the 2014-15 season, which includ-
ed A(H3N2) 760 cases (45%), A(H1N1) 1 case (<1%), A-not subtyped 490 cases (29%), and 452 cases (27%) 
of influenza B. Additionally, 68,588 rapid antigen influenza tests were reported with 13,744 positive (20%), 
stratified as 11,496 (17%) positive for influenza A, and 
2,248 (3%) positive for influenza B.  
 
     The 2014-2015 influenza viruses impacted all age 
groups. The median age of confirmed influenza cases 
was 47 years with an age range of 4 weeks to 103 years. 
 
     There were 793 individuals reported hospitalized 
during the 2014-2015 influenza season. The first hospi-
talization was identified early October 2014 and the last 
was reported late Aug 2015.  Hospitalizations peaked 
early January. For patients that were hospitalized with 
influenza, the age range was 1 week to 103 years with a 
median age of 54 years.   
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Ages of laboratory confirmed  influenza cases, influ-
enza associated hospitalizations and deaths, South 

Dakota 2014-2105 influenza season 

Lab Confirmed Influen-
za Cases (by DFA, PCR, 

or culture) 

Influenza As-
sociated Hos-

pitalizations 

Influenza 
Associated 

Deaths 

Age 
Group 

# Cases (%) 
# Hospitalized 

(%) 
# Deaths 

(%) 
0-4  242 (14%)  68 (9%)  2 (3%) 

5-18  317 (19%)  28 (4%)  0 
19-49  315 (18%)  80 (10%)  3 (5%) 
50-64  243 (14%)  108 (14%)  3 (5%) 
> 64  586 (34%)  509 (64%)  55 (87) 
Total  1703  793  63 
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     Sixty-three South Dakota residents died due to influenza and its complications during the 2014-2015 sea-
son. Gender breakdown was 59% female and 41% male. The median age was 85 years, with an age range of 2 
years to 97 years. 89% of the influenza associated deaths were White, 10% were Native American and 1% 
Asian. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

     Other viral respiratory pathogen reports included 113 adenovirus, 105 coronavirus OC43, 16 coron virus 
229E, 19 chlamydiophila pneumonia, 1,126 human Metapneumovirus, 21 parainfluenza-1, 82 parainfluenza-2, 
209 parainfluenza-3, 27 parainfluenza-4, 334 respiratory syncytial virus, and 627 rhino/enterovirus. 

     During the influenza season, weekly summary reports are posted on the SD DOH website at: 
www.doh.sd.gov/Flu/. 

National Influenza Surveillance* 
     During the 2014-2015 season influenza activity started early and had a relatively long duration. Influenza-
like-illness (ILI) went above baseline the week ending November 22 and remained elevated for 20 consecutive 
weeks, making this season slightly longer than average. For the past 13 seasons, influenza-like-illness has been 
at or above baseline for 13 weeks on average, with a range of 1 week to 19 weeks. The ILI time-curve for this 
season is most similar to the 2012-2013 season, which is the season during which ILI activity remained above 
baseline for 19 weeks. 
 
     This season was severe for people 65 and older especially. While hospitalization rates are almost always 
highest among people 65 and older, this season CDC recorded the highest hospitalization rates among this age 
group since this type of record-keeping began in 2005. People 65 and older accounted for more than 60% of 
all reported hospitalizations. The next highest recorded hospitalization rate in this age group occurred during 
the 2012-2013 season.  
 
     During most of the season influenza A(H3N2) viruses predominated; however, the country experienced a 
second wave of influenza B flu activity in early March.  Second waves of influenza B activity are common.  
Seasons during which influenza A(H3N2) viruses predominate typically have higher rates of hospitalizations  
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and more deaths, particularly among older people and children. The last season when H3N2 viruses predomi-
nated was 2012-2013.  
 
     Flu-related deaths this season were within expected boundaries for an H3N2 dominant season.  CDC moni-
tors flu-related deaths through the 122 Cities Mortality Reporting System, which reports the total number of 
death certificates processed and the number of those for which pneumonia or influenza is listed as the underly-
ing or contributing cause of death in 122 U.S. cities.  
 
     A notable characteristic of the 2014-15 influenza season is that antigenic and genetic characterization of 
influenza-positive respiratory specimens submitted to CDC indicated that most of the circulating influenza A
(H3N2) viruses were different or “drifted” from the H3N2 vaccine virus component. The predominance of 
drifted influenza A(H3N2) viruses likely resulted in reduced vaccine effectiveness (VE) observed against 
H3N2 viruses this season. 
 
     Interim estimates showed the 2014-15 flu vaccine reduced the risk of flu-associated medical visits from 
influenza A(H3N2) viruses by 18%. However, VE against influenza B viruses-which were mostly well-
matched to the vaccine viruses-was 45% overall. The 18% VE observed against H3N2 viruses is relatively 
low while the 45% VE observed against influenza B viruses is similar to VE observed when vaccine viruses 
and circulating viruses are well-matched. When VE against all influenza viruses was combined, the overall 
VE estimate was 19%. This means the flu vaccine reduced a person’s risk of having to seek medical care at a 
doctor’s office for flu illness by 19%. VE results this season underscore the importance of having flu vaccines 
that are well-matched to circulating flu viruses, as well as how challenging this can be to achieve with a virus 
that is always changing. This season’s disappointing VE underscores the importance of ongoing efforts to im-
prove influenza vaccine technology. Because of reduced VE this season, CDC placed additional emphasis on 
the other weapons available in the arsenal against influenza: everyday preventive actions and the appropriate 
use of influenza antiviral agents. 
 
     Three FDA approved influenza antiviral agents were recommended for use in the United States during the 
2014-2015 influenza season:  oseltamivir, zanamivir and peramivir.  
 
*Excerpt from CDC update.   
 
Author: Vickie Horan, Influenza Surveillance Coordinator, South Dakota Department of Health 

 

Prevention and Control of Influenza ACIP 2015-2016 

     The Prevention and Control of Influenza with Vaccines: Recommendations of the Advisory Committee on 
Immunization Practices, United States, 2015-2016 Influenza Season is reprinted on the following pages. It can 
also be viewed online at http://www.cdc.gov/MMWr/preview/mmwrhtml/mm6430a3.htm.  The complete list 
of references can be found at that site. 
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For a complete list of references see http://www.cdc.gov/MMWr/
preview/mmwrhtml/mm6430a3.htm/ 
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Incidence and Pattern of Lethal Congenital Anomalies in South Dakota, 2006-2013 
By Wei Bai, Ph.D., Bonny Specker, Ph.D. 
EA Martin Program, South Dakota State University  
 
     In 2012, South Dakota ranked 50th in the US in infant mortality and reducing infant mortality is a pub-
lic health priority in South Dakota.  Congenital anomalies are the most common cause of infant death and 
represent about one fourth of the total infant deaths between 2006 and 2013 in South Dakota (Table 1).  

     We used information from vital records (birth and death certificates) to describe the incidence and pat-
tern of major congenital anomalies in South Dakota among infant deaths.  Congenital anomalies are de-
fined as congenital malformations, deformations and chromosomal abnormalities and are coded as Q00 --�   
Q99 according to ICD--�10--�CM Coding System.  
 
Incidence and Trends over Time  
     Between 2006 and 2013 South Dakota had higher mortality rates due to congenital anomalies than 
what was observed nationally (p=0.004) (Figure 1).  There was no significant trend between 2006 and 
2013.  The mortality rate from congenital anomalies among American Indian infants was not significantly 
different than the mortality rate among White infants (Figure 2; p=0.09).  
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Main Classes of Lethal Congenital Anomalies 
     The incidence rates for the top five classes of congenital anomalies are shown in Figure 3.  Congenital 
anomalies of the circulatory system accounted for 21.2% of all anomaly--�related deaths, chromosomal ab-
normalities accounted for 20.1%, and anomalies of the nervous system accounted for 19.0%.  The two 
most common anomalies were congenital malformations of the heart (12.8% of all anomalies) and anen-
cephaly (9.5%) (Figure 4). 
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     Among American Indians, the top classes of lethal congenital anomalies were circulatory system and 
nervous system, while among Whites the top classes of congenital anomalies were circulatory system and 
chromosomal abnormalities (Figure 3).  For both races, the most common anomaly was congenital mal-
formations of the heart (Figure 4) 

 

Risk Factors Associated with the Occurrence of a Lethal Congenital Anomaly 
     Although more than half of all congenital anomalies do not have a specific cause, certain factors can 
increase the chances of having a baby with congenital anomalies.  We determined whether there were var-
iables recorded on the birth certificate records that were associated with an increased risk of having an 
infant with a lethal congenital anomaly. 
 
     Pre--pregnancy diabetes, having inadequate prenatal care, and young maternal age (<20 years) were as-
sociated with increased risk of a lethal congenital anomaly with relative risks (95% CI) of 7.18 (3.54--�
14.6), 7.99 (3.97--�16.1), and 1.65 (1.01--�2.69) respectively (Table 2).  Smoking during or 3 months prior 
to pregnancy, race, and infant sex were not associated with the risk of a lethal congenital anomaly.  Mater-
nal conditions not associated with the risk of a lethal congenital anomaly included maternal obesity or un-
derweight prior to pregnancy, gestational diabetes, and hypertension (both pre--�pregnancy and gestational) 
(Table 2). 
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1   Based on Kotelchuck’s INDEXSUM, which combines when prenatal care was started and the % of expected visits attended. 
2 Relative risks were calculated using the absence of the condition as the reference population. Confidence intervals that do not contain 

1.0 are significant (bolded) 
 

Recommendations 
     Receiving early and adequate prenatal care, keeping blood glucose in the target range both before and 
during the pregnancy for a woman with pre--�pregnancy diabetes, and avoiding teen pregnancy are three 
things that may reduce the risk of a lethal congenital malformation. 
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South Dakota Department of Health – Infectious Disease Surveillance 

  

Selected Morbidity Report, 1 January – 31 July 2015 

(provisional numbers) see hƩp://doh.sd.gov/staƟsƟcs/surveillance/ 

  
Disease 

2015 year‐to‐

date 

5‐year median  Percent change 

Vaccine‐Preventable  

Diseases 

Diphtheria  0  0  n/a 

Tetanus  1  0  +100% 

Pertussis  4  28  ‐86% 

PoliomyeliƟs  0  0  n/a 

Measles  2  0  +200% 

Mumps  0  0  n/a 

Rubella  0  0  n/a 

Haemophilus influenza type b  0  0  n/a 

Sexually TransmiƩed  

InfecƟons  

and  

Blood‐borne Diseases 

HIV infecƟon  13  20  ‐35% 

HepaƟƟs B, acute  0  0  0% 

Chlamydia  2251  2237  +1% 

Gonorrhea  587  362  +62% 

Syphilis, early  20  10  +100% 

Tuberculosis  Tuberculosis  12  7  +71% 

Invasive Bacterial Disease  Meningococcal, invasive  0  2  ‐200% 

Enteric  

Diseases 

E. coli, Shiga toxin‐producing  30  19  +58% 

Campylobacteriosis  205  201  +2% 

Salmonellosis  144  100  +44% 

Shigellosis  202  5  >1000% 

Giardiasis  48  57  ‐16% 

Cryptosporidiosis  76  71  +7% 

HepaƟƟs A  1  0  +100% 

Vector‐borne  

Diseases 

Animal Rabies  22  22  0% 

Tularemia  10  5  +100% 

Rocky Mountain SpoƩed Fever  1  1  0% 

Malaria (imported)                   2  2  0% 

Hantavirus Pulmonary Syndrome  0  0  0% 

Lyme disease  4  2  +100% 

West Nile Virus disease  9  19  ‐53% 

Other Diseases 

Legionellosis  5  4  +25% 

AddiƟonally, the following were reported: Chicken Pox (17); CRE (16); Hep B, acute (2); Hep B, 

chronic (117); Hep C (319); MRSA, invasive (88); Q Fever (3) 

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".      


