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vian Influenza: preparation not panic
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n the past, the world has endured recurrent
pisodes of epidemic diseases that have killed
andomly and which have frequently not been
menable to medical intervention. These outbreaks
ad the potential to sweep away economic and
ocial structures whilst political and administrative
unctions collapsed, resulting in disorder of a
egree not far from anarchy [1]. The last of these
as the global disaster wrought by the influenza
andemic of 1918—1919 in which up to 50 million
eople died [2]. Since then, the late 20th and
he 21st centuries have been characterized by

feeling of invulnerability induced by advances
n medical science. The rapid identification of
esponsible organisms, increased availability of
hemotherapy, more evidence-based therapeutic
ractice, and improvements in critical care, have
ngendered a feeling of profound complacency
hich unfortunately is entirely misplaced.
The current and most likely candidate for a

uture pandemic is the highly pathogenic H5N1
vian influenza virus, which has an in-hospital
ortality of 56%. Confirmed cases now total 216,
ith 122 deaths in 10 countries, despite what
ppears in many cases to have been excellent care
3,4].

The global impact of a full-blown pandemic
ould be catastrophic. A US Congressional Budget
ffice report estimates that in the USA alone 200
illion would be infected, 90 million would be

linically ill (including 30% of the workforce), 18—45
illion would require outpatient care, and two
illion are likely to die. From a purely economic
oint of view, there would be a decrease in Gross
omestic Product of 5% and a total cost of $675
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Medical services would rapidly be overwhelmed

ven in countries with the most advanced
ealthcare systems. Intensive care units (ICU’s)
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n particular would be unable to cope with
he demand; there are approximately 100,000
entilators available in the USA relative to
he expected requirement of 742,500. This is
naffordable—even for the richest economy in the
orld—and excludes consideration of the setting

equired, and the numbers of sufficiently trained
taff needed, to manage these critically ill patients
5]. In South Africa, an example of a developing
ountry, there are approximately 2,560 ventilators
n total, and an expectation that 99,000 would
e required: this does not take into account the
urrent HIV/AIDS epidemic, that these patients are
ikely to be sicker and will shed virus for longer,
nd the fact that ICU’s presently run at capacity
nd frequently turn patients away.

Whereas widespread vaccination should be the
reventative measure of choice, global vaccine
roduction capacity is only about 900 million 15mcg
oses annually [6]. Unfortunately, a newly tested
5N1vaccine only elicited an adequate immune
esponse following two 90 mcg doses [7]. This
eans that if newer adjuvant technologies are

nsuccessful or unavailable, production capacity
an be divided by 12. This, together with delays in
haracterization of the antigenic structure of the
irus at the onset of a pandemic, means that an
dequate supply of specific vaccine is only likely to
e available within 3—6 months of the onset of a
andemic.

In the final analysis, hospitals cannot be relied
pon to provide care in the event of a pandemic.
rimary care practitioners will be the backbone
f preparedness planning. In this issue of the
rimary Care Respiratory Journal, Lee Gan Goh

ctice Airways Group

n prohibited
nd Pak Yean Cheong make a timely contribution
hat will assist practitioners to manage patients
ppropriately and to evaluate their own levels
f preparedness [8]. As detailed in their paper,

eral Practice Airways Group.
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education of the public with regard to respiratory
hygiene, and isolation and treatment of cases at
home, will be critically important. To this end,
primary healthcare practitioners must ensure:

1. That they have an adequate supply of masks
both for themselves and their patients. Although
masks do not have proven benefit, the incidence
of influenza may have decreased in affected
countries during the Severe Acute Respiratory
Syndrome (SARS) epidemic, possibly due to the
widespread wearing of masks [9].

2. That they have familiarized themselves with the
diagnosis and management of influenza.

3. That they have a secure source of antivirals for
early administration and that there is a system
available for rapid distribution.

4. That they develop a simple treatment plan
that can be easily distributed to facilitate
home treatment. This should detail simple
interventions such as oral hydration (including
oral rehydration solutions) and nutrition, and
control of pyrexia and pain with paracetamol
and non-steroidal anti-inflammatory drugs
(NSAIDs).

5. That their patients know when someone should
be hospitalized.

6. That they know the contact numbers of public
health authorities and mortuary services.  Pr

These relatively simple measures, rather than

hi-tech hospital-based therapy, have the potential
to make the difference between survival and
catastrophe.
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