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Influenza control is a multi-faceted challenge. Annual flu

outbreaks are large, "usual" or small. Whatever the size of the

outbreak, morbidity among cases can be "normal" or severe, and

hospital directors are well aware that a small outbreak can fill

more hospital beds than a large one. No more than a third to a

half of vaccine candidates will have received the updated
vaccine containing the specific influenza antigens selected a few

months ago by WHO experts for the current winter. Viruses

found to be circulating in any one winter will usually closely

resemble those isolated during the previous year or two, but

from time to time something new will appear, raising the

specter of large numbers of severe cases even among people

duly immunized with the latest vaccine combo. Once in a rare

while a bird or pig strain will be found to cause flu in a human
[1,2], causing much concern and frantic bird-flu or pig-flu

control measures in some faraway place [3], while anti-influenza

agents are stockpiled at home, the big vaccine moguls warm up

their incubators off season, and pandemic preparedness plans

are dusted off and reviewed.

The backbone of influenza control is good information, and

the article by Peled and her colleagues [4] in the current issue of

IMAJ describes a project designed to provide the kind of

information policy makers need to formulate appropriate

influenza control strategies. Sentinel community clinics are

designated, visits for influenza-like illness are recorded, age-

specific illness rates are calculated and compared to previous
winters. Specimens are collected, viral identification is carried

out meticulously in the national reference laboratory, and

timely feedback to participating clinicians is provided. The

accrued analyzed information is then shared with the public

health services, an ever-hungry press and responsible interna-

tional agencies. In the winter reported on by Peled et al., a drift

strain of the A(H3N2) virus originating in Sydney turned out to

be the predominant isolate, and since it was not included in
that winter's vaccine the morbidity was substantial, in Israel and

elsewhere, even among those immunized [5]. But the particular

findings of the study at hand are less important than the fact

that this surveillance project is ongoing and well-oiled and can

be expanded, refined or redirected as necessary.

Influenza outbreaks occur in Israel each winter, and depend-

ing on the novelty of the invading strain, 1±10% or more of the

population may become ill. Even a 1% outbreak means 60,000

cases within 2 months, and the economic impact, simply in

terms of absenteeism, is enormous.

Judicious use of vaccine in the autumn can ameliorate

influenza's damage. Traditionally, persons at highest risk for the

complications of influenza were the ones targeted for vaccina-

tion. These included persons of any age suffering from a chronic

disease ± such as heart disease, diabetes, renal failure ± as well

as all persons 65 and older, even without chronic illness. Since
last year, Israel has followed the lead of the Centers for Disease

Control and has lowered the blanket age criterion to 50, more

than doubling the number of annual influenza vaccine

candidates, to about 1,300,000. Another group newly targeted

for immunization by the CDC is pregnant women who will be in

the last half of their pregnancy during the flu season, as well as

women who have given birth in the months of September

through November as these pregnant and parturient women are
at increased risk for pneumonia following a bout of the flu [6].

Health Canada has demurred at recommending that pregnant

women be immunized routinely [7], and although Israel has

adopted the CDC's stand, vaccine uptake in pregnant women in

Israel is low.

Doctors and nurses should be vaccinated, since they are

notorious for continuing to work while sick and thereby may

spread influenza to their patients. Vaccine uptake is poorest in

this group [8,9]. All agencies recommend that "essential

personnel" of all ages be immunized against the flu each year,
leaving it up to society to decide who is "essential." Finally,

since flu vaccine is cheap, about $7 in Israel, almost anyone who

so desires can be immunized, even if he or she does not qualify

for free or subsidized vaccine by virtue of belonging to a specific

target group.

Those with the highest influenza incidence are school-

children, and they are also the main spreaders of influenza since

they are highly mobile, even when sick. This has been the case

at least since the great pandemic of 1918 [10], and Peled et al.
have shown it to be true in Israel in the late 1990s as well. We

don't usually suggest that schoolchildren be immunized

routinely against influenza, because flu in children is mild and

uncomplicated, and immunizing children each year would have

an unconvincing benefit-cost ratio. In the pandemic situation,
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however, when public health authorities are fighting to halt the

spread of a new virulent strain against which no one is

protected, immunizing schoolchildren ± if a vaccine is available

± could be a smart option [11,12]. And if sufficient vaccine is not
available for the immunization of schoolchildren, as will

probably be the case, closing the schools will also need to be

considered as an emergency means of halting pandemic

influenza spread.

"Influenza pandemic preparedness" is a banner held high by

the big international health agencies, and all countries are

urged to formulate their own unique pandemic preparedness

plans [13]. Committees and subcommittees will work months
developing the components of the plan, which will invariably

include morbidity surveillance, laboratory capability, increasing

the available hospital beds, stockpiling anti-influenza agents,

and vaccine delivery programs. But let us not fool ourselves:

vaccination is the name of the game in pandemic influenza

control. A country that can obtain enough vaccine containing

the pandemic strain to vaccinate half of its population (the

traditional high risk groups plus schoolchildren) is pandemic-
prepared. The country that can't is not, period. If a country does

not produce influenza vaccine, its essential "pandemic pre-

paredness" activity will be to do whatever is necessary to

procure sufficient vaccine to immunize ever-widening circles of

its population before massive influenza morbidity takes its

terrible toll. Israel does not produce its own influenza vaccine

and we will be scrambling with everyone else to get vaccine

should a pandemic develop.
When will the next pandemic occur? Your guess is as good as

ours. After the pandemics of 1918, 1957, 1968 and 1977, we were

taught to expect a new one every 10 years ± don't ask why.

Twenty-four years have elapsed since the last pandemic, and the

next one may still be years off or may be cooking up at this very

moment somewhere in the Far East. From the standpoint of

surveillance and laboratory capability, Israel is well prepared, as

is nicely demonstrated in the Peled article. Hospital beds are
always in short supply in winter, but could be expanded in an

emergency. Some of the anti-influenza medications are locally

produced, and production could be stepped up if necessary.

Vaccines are the sticking point: we will never have as many

doses as we need in a pandemic situation unless we decide to

take up vaccine production ourselves, and even that is no

guarantee the final product will be ready in time.

Meanwhile, in times of "normal" influenza activity, which is
bad enough, let's be sure that designated high risk groups are

immunized each year, recalling that there is no better

inducement to vaccine compliance than the encouragement of

the personal physician. Hundreds of lives can be saved every

year. And last but not least ± physician, immunize thyself.
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