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PREFACE
Summarized in  th is  report is  in fo rm ation  rece ived  from State H ea lth  D epartm ents, u n iv e rs ity  

in v e s tig a to rs , v iro lo g y  labo ra to rie s  and o ther p e rtin e n t sources, dom estic  and fo re ig n . Much o f  

th e  in fo rm a tio n  is  p re lim in a ry . I t  is  in tended p rim a rily  fo r th e  use o f th o se  w ith  re s p o n s ib il ity  

fo r d is e a s e  contro l a c t iv it ie s .  Anyone d e s ir in g  to quote th is  repo rt shou ld  c o n ta c t the  o r ig in a l 

in v e s t ig a to r  fo r co n firm a tio n  and in te rp re ta tio n .

C o n tr ib u tio n s  to the  S u rve illance  Report are m ost welcom e. P le a se  address to :

C h ie f, In fluenza  S u rve illa n ce  U n it, C om m unicable D isease  C en te r, A tla n ta  22, G eorg ia .

Com m unicable D isease C enter C la rence  A. Smith, M .D ., C h ie f

E pidem io logy Branch A lexander D. Langm uir, M .D -, C h ie f

S ta t is t ic s  Section Robert E. S erfling , P h .D ., C h ie f

S u rve illance  Section D onald A. Henderson, M .D ., C h ie f

In fluenza  S u rve illa n ce  U n it George C. D enn is to n , J r . , M.D.



SUMMARY

There have been no reports of significant outbreaks of 
Influenza B in the United States since the last Surveillance 
Report on March 22, 1$62. Four additional States - Louisiana,
N w  Hampshire, Rhode Island, and South Dakota - have recently 
coafinned Influenza B . The total number of States confirming 
Influenza, B this season is 3̂*

A concise summary of the Influenza B epidemic in the 
United States is included« A laboratory report describes the 
relationship of the current B strains to previous strains of virus.

Asian influejaza has not been prevalent in the United States 
during the past season, A single recent outbreak in Bellingham, 
Washington is reported.

International reporting of Influenza A and B during the cur­
rent season is summarized in tables and maps.

Pnê imonia and influenza deaths exceeded the expected number 
in a bi-modal distribution during the early months of 1962. They 
have remained within normal ranges since the second week in April.

Attached as a supplement are the recommendations of the 
Surgeon General's Advisory Committee on Influenza. Of particular 
note is the committee1 a concurrence in the belief that widespread 
outbreaks of Influenza l\0 (Asian) may be «mtici.pafced in the United 
States during the MAfi -l'y-j wirst-m- nenson.
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II. SUMMARY - INFLUENZA, UNITED STATES - WINTER 196I-I962 

INFLUENZA B

Tht epidemic began simultaneously in mid-November in Arizona 
sod Florida. The $^p?svr of Xadian H»*iltt| of the Piiblic Health Ser­
vice first aiwagKs among tbs Sopi Indians
of northeaster^'Arizona. clinical Picture wee typical of in­
fluenza, with tevef, fapadaehe* sore throat, cough, end muscle aching 
as the predominant symptoms, The highest attack rates were in school 
age children, reflected && elevated school absentee rates. At the 
same time, a report was received by the Communicable Disease Center 
of the presence of Influpnaa B among children who rode a school bus ' 
into South Miami. Spread from these foci occurred, and by the end 
of December (see 6 acqaitpanying maps), outbreaks had been reported 
from Colorado, Missouri, and northward along the West Coast. ^

In mid-January the disease tod spread in an arc from California 
to Florida. A focus in Hew England began at that time and by the end 
of the month outbreaks were spreading along the Eastern Seaboard as 
well as into the North Central States.

The month of February brought increasing numbers of outbreaks 
in the Eastern and Northern States with decrees log numbers .among- 
the Western 0tate©* The epidemic subsided 4$ Wsrrfi in several North 
Central and View England States * All States except Louisiana have 
reported at- least $cm eplftewic activity this season. Forty-two of 
the 50 States were able to Identify Influenza B, either by virus 
isolation or serologic.titer rise.

Age specific attack rates (see Table l) of the current In­
fluenza B epidemic were found to be remarkably similar in different 
parts of the country* A series of teleghos® n#8Ti8& out
in k areas shortly after outbreak® off . $ had occurred in ■
the respective communities. In general, the 6-l8 year group had an 
attack rate higher than 50$, while ths older graves approximated 25#. 
This finding'1 la consistent with 'widespread increased school absenteeism, 
little industrial absenteeism, m &  relatively low excess mortality 
despite the widespread outbreaks of the disease „

INFLUENZA A

Influenza A was quiescent in the United States during the 
winter of 1961-6 2. By the end of February, a total of 6 cases, not 
associated with epidemics, had..been identified by serologic titer
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rises. These canes appeared in Californio, Oregon, and Missouri.
The first, and to date the only, Isolate of Influenza was ob­
tained from a case in Oakland, California.

In March, a sharp outbreak .of Influenza A oeourred In a 
nursing home in Bellingham, Washington. Twenty-three of 52 patients 
and 17 of 29 staff members were affected between March lU-19. Dis­
tribution by date of onset may be seen in the following table:

Distribution by Date of Onset

Date of Number of
Onset Patients

March I k 2
15 10
16 3
17 3
18 2
19 3

Tup illmsB lasted 1-3 days and was characterized by headache, fever 
of 102-10U0, cough, chill, and myalgia. There was one death in a 
95“year old cardiac patient on the fourth day of illness, Paired 
sera were collected on three patients» Two of the patients had 
fourfold or greater rises to Influenza Ap, The patients in the 
home were unvaccinated.

(Reported by, E. A, Ager, M,D,, MPH, Head, Section of Communicable 
Disease Control, Washington State Department of Health)

111• internat ional SUMMARY
(See Tables 8 and 3 with accompanying maps)

Reported epidemics of Influenza B during the winter of 1961-62 
were confined to the continents of Europe and North America. Report
of an isolation of Influenza B in Sao Paulo, Brnail, had been received 
last month. It is not known whether the case la associated with an 
outbreak.

Countries in Europe and Asia have reported outbreaks of Influenza 
Â2 - The disease apparently began In the center of Eurasia and spread
both eastward and westward.

Outbreaks of both Influenza A and B occurred In several reporting 
countries . They ere Cv.nnhoctlo'vakl n , the Netherlands, France, and 
Denmnrk,
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It is likely that countries other than those noted in the 
accompanying tables experienced outbreaks of influenza this winter,
Taut no report of them has been received.

England end Wales experienced an extensive epidemic of In­
fluenza B during the winter of 1961-62, with a high excess mortality. 
The three graphs depict influenza, pneumonia and bronchitis deaths 
in England and Wales for three successive winters (1959-62). Dur­
ing the winter of 1959-60, there was little Influenza in England and 
Wales. A widespread epidemic of Influenza Ag occurred during the 
winter of I960-6I.

The 1960-61, epidemic of Influenza Ag peaked in early February, 
following a gradual increase in deaths over the preceding 8 weeks. 
Influenza, pneumonia and bronchitis deaths contributed equally to 
the mortality.

On the other hand, the epidemic of Influenza B in 1961-62 peaked 
in early January after a relatively rapid weeks) rise. Influenza 
deaths contributed less to the total mortality than did pneumonia and 
bronchitis deaths.

IV, LABORATORY REPORT Roslyn Q. Robinson, Ph. D.
, Chief, Respirovirus Unit

Virus and Rickettsia Section 
Laboratory Branch, CDC

Serving as
WHO International Influenza Center for the Americas

1961-1962 TYPE B INFLUENZA VIRUSES

Type B Influenza viruses, isolated from varying geographic 
areas during the 1961-62 epidemics, appear to comprise an homogeneous 
group with a significant antigenic change from viruses isolated prior 
to 1955• The following table illustrates typical reactions
which have been obtained with the current strains, and, while it is 
evident that similar strains were isolated from outbreaks in 1959# 
there is additional information that these strains were prevalent 
as early as 1956.

Current strains may be shown to be antigenically different 
from earlier viruses when the B/Great Lakes/1739/5̂ - strains and a 
current strain are used in t.Vi#* n*. 1 rmM on 1 nh 1 >>l t. i <•»1 he oh Cor
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measurement of antibody increases following natural infection.
In many cases, mainly in children below 10 years of age, it was 
found that an increase in antibody titer was not measurable with 
the B/Great Lakes/l739/5*i- antigen, while a significant rise in titer 
could be demonstrated using the B/Arizona/l/6l antigen. This Is 
presumably due to the fact that the younger children had had no 
prior experience with type B Influenza virus, and the antibody rise 
was against the infecting virus only, which differed significantly 
in antigenic constitution from earlier strains. Antibody responses 
in older individuals were measurable by both the B/Great Lakee/l739/ 
5^ and the B/Arizona/l/6l antigens.

The monkey kidney tissue culture system, using a serum-free 
maintenance medium, was found superior to embryonated eggs for virus 
isolation and subsequent culture. However, reduction in egg in­
cubation temperature from 35 - 37°C to 31 ~ 33°C increased the 
isolation rate in eggs, although the monkey kidney tissue culture 
system remained superior. Little difficulty was encountered in 
transfer of monkey kidney isolates to embryonated eggs at a reduced 
temper attire.



Table k

Ferret Actiserum 

'B/uee/kO 

B/Allen/U5 

B/Great Lakes/5̂ - 

B/Ari2ona/6l

R e sp iro v iru s  G a it

Viras and Hickettsia Section 

Laboratory BraBCb 

Ccmmmiaahle Disease Center 

Atlanta 22, Georgia

AETIGENIC SSUTKM SEIFS AKCKG TITS  B IH P U m iZA  VIRUSES 

MEASURED BY THE EEl̂ ACGLUTJNATJDN IKSIBIÍFIGS TEST

JffiTlGMS

B/Lee/kO B/AHen/^5 B/Great I s k e s f ^ h B/Euertig/ 55

>3 20 0 0 0

30 2k0 20 20

20 80 80 80

30 20 l60 80



WEEKLY PNEUMONIA AND INFLUENZA DEATHS

Pneumonia-influenza deaths reported by the 108 United States 
cities have remained within normal ranges for four successive weeks. 
Prior to thia period pneumonia-influenza deaths had been above nor­
mal levels for lU weeka, 'beginning with the first week of 1962. The 
rise in mortality closely paralleled that observed in the Influenza 
Aq epidemic of i960 during which a lU-week period of excess mortality 
Was also observed. Total excess pneumoniaripfluenza mortality was 
much lass in the current Influenza B epidemic, amounting to 17.0 
percent in comparison with an, excess of 62 *<5 percent In the i960 
epidemic.

Two phases were observed» in the recentt epidemic. The f irst 
phase was marked by an elevation in mortality? during the first week 
of 1962 and continuing for a period of five weeks. This period re­
flected the impact of the epidemic in the Central portion of the 
country, particularly the West North Central end West South Central 
States. During this period all geographic divisions except the New 
England and Middle Atlantic States reported excess mortality. In 
early February the number of pneumonia-Influenza deaths decreased 
but did not drop below the epidemic threshold.

In the latter port of February, the Middle Atlantic States, 
and the East North Central Stntea, reported an excess number of 
pneumonia-Jrifluenza deaths, giving rise to the second phase of the 
epidemic curve of the current season. In succeeding weeks, figures 
from all peogrnphlc divisions declined, although weekly fluctuations 
denied the curve a smooth steady descent.
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table: i -  10

INFLUMM B 
UNITED STAKES - OTTER 1961-62

AGE SPECIFIC' ATTACK RATES:
BY TELEPHONE SURVEY

Potosí, Hazleton, Pembroke „ Vernon, ,
Age Missouri1 lomr N,Carolina3 . NewJersey^
Group Percent,.,,, Percent Percent. Percent

0- 5 38 37 63 25

6-12 56 59 50 70
13-18 50 50 60 33
19-35 27 17 33 21

36-50 27 21 22 18

50 / V 10 9 11 8

All ages 32 30 39 21
Number

surveyed 209 297 120 138

BY HOUSE TO HOUSE MORBIDITY SURVEY
Age Iiopi Reservation, Arizonay
Group Percent

0- 4 45

5- 9 55
10 -14 38
15-24 35
25-44 22
45-64 19

65 / 28

All ages 36

Number surveyed ■ 4jj6

1. Dr. David Rush and Dr, Jack Poland, Kansas City Field Station,CDC.
2. -Dr* Wiley Mosley, EIS Officer, Des Moines-Polk County Health Department,
3. Dr, George M» Johnson, EIS Officer, North Carolina Board of Health.
^ and 5. Dr, George C. Denniston, Jr., Influenza Surveillance, CDC,
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Table 2

Country

COUNTRIES REPORTING .INFLUENZA B
November 1961 - March 19Ó2

Peak Month 
f estimate«

Europe
England and Wales
Spain
Denmark
Poland
Germany
Czechoslovakia
Netherlands
France
Switzerland

N.America 
Canada
United States

January
January
January
January
February
February
February
March
Unknown

January
January

Spread
(estimated)

Widespread
Localized (Madrid)
Widespread
Widespread
Widespread
Sporadic
Localized
Localized
Widespread

Widespread
Widespread

(World Health Organization, Geneva, Switzerland)



INFLUENZA B —  THE WORLD  

N ovem ber 1961 —  M arch 1962

A L O C A L IZ E D  O U T B R E A K S  

H  W ID E S P R E A D  O U T B R E A K S
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Table 3

COUNTRIES REPORTING INFLUENZA A?

November 1961 - March I962

Country

Europe
USSR
Sweden
C ?.e choslovakia
Netherlands
France
Norway
Hungary
Finland
Denmark

Peak Month 
(estimated)

January 
J armary 
January 
F e‘b iruary
February
February
February
March
March

Asia
USSR
Japan
Korea

January
February
March

(World Health Organization, Geneva, Switzerland)

Spread
(estimated)

Localized (Moscow)
Localized
Widespread
Widea-pread
Widespread
Localized
Widespread
Widespread
Widespread

Widespread
Widespread
Widespread



INFLUENZA A j  —  THE WORLD 

N ovem ber 1961 —  M arch 1962



Figure 1. ENGLAND AND WALES INFLUENZA,
PNEUMONIA AND BRONCHITIS DEATHS*

. . . . . . . . . . . . .  Influenza, Pneumonia and Bronchitis
Influenza and Pneumonio 

_ _ _ _  Influenza

WINTERS 

59-60

60-61

CO 5 0 0 0  

%  
4 0 0 0  

Z  3 0 0 0 '  

2000 

1000

V 61-62

DEC J A N  FEB MAR
'Graphs constructed from data obtained from Weekly Influenza Stateirents, British M inistry of Health.
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SUFPLEMEW

RECOMMEM)ATIGNS FOR INFLUENZA IMMUNIZATION A ®  CONTROL 
IS THE CIVILIAN POPULATION

Surgeon General's Advisory Committee on Influenza 
April 19, 1962

On April 19 the Surgeon General's Advisory Committee on Influenza 
met in Washington, D.C. A list of those in attendance is appended.
The Committee reviewed and discussed available pertinent data pertaining 
to the occurrence erf influenza during I96I-62 and in recent yearsj 
information regarding the characteristics of recent isolates and their 
adaptability for vaccine production! and appropriate material relating 
to the program to promote immunization of the high risk groups. The 
following points summarize the principal conclusions and recommendations 
of the Committee:

1) While accurate predictions are difficult, recent and past patterns 
of influenza A and B indicate that widespread outbreaks of 
influenza Ag (Asian) will occur in the United States during the 
1962-63 winter season. Outbreaks of influenza B may be expected 
to be infrequent.

2) Long experience with influenza strongly emphasizes that certain 
groups of the population (see item #3 below) are at greatest 
risk of death or severe morbidity should they acquire the 
disease. Since polyvalent influenza virus vaccine has been 
repeatedly shown to be of definite value in preventing influenza, 
annual immunization of these groups is again stressed.
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3) Patients In thé following disease categories have experienced 
the highest mortality rates, and therefore, specific protection 
is clearly indicated for them as a routine practice.
A) Persons at all ages who suffer from chronic debilitating 

disease, e.g., chronic cardiovascular, pulmonary, renal 
or metabolic disorders; in particular!
1. Patients with rheumatic heart disease, especially 

those with mitral stenosis.
2. Patients with other cardiovascular disorders such as 

arteriosclerotic heart disease and hypertension, 
especially those with evidence of frank or incipient 
cardiac insufficiency.

3. Patients with chronic bronchopulmonary disease, for 
example, chronic asthma, chronic bronchitis,
bronchiectasis, pulmonary fibrosis, pulmonary

;

emphysema, pulmonary tuberculosis.
Patients with diabetes millitus.

5 . Patients with Addison's disease.
B) Pregnant women.

C) Persons in older age groups ; those over 4 5 and particularly 
those over 65 years of age.

*0 Since there is a reasonable profcaoility that epidemics of
Influenza Aq (Asian) will occur during the coming respiratory



disease season, serious consideration should also be given to 

immunizing those in medical and health services, public safety, 

public utilities, transportation, education and communications 

fields. In industries and large institutions where absenteeism 
is of particular concern, large scale immunization programs are 

to be encouraged.

5) Immunization should begin as soon as practicable after 
September 1 and should be completed by mid-December. Since 
a two week delay in the development of antibodies may be 
expected, it is important that immunization be carried out 
before epidemics occur in the immediate areas.

6) On the basis of presently available information no change 
is warranted in either the A or B strains in the vaccine.
Review cf available data leads to the conclusion that distinct 

but limited changes have occurred in the antigenic structure 

of influenza B virus strains causing disease during the
past season (1961-62) when compared to strains of recent 

years. These antigenic changes do not appear sufficient to 

warrant a change in the B influenza component of the current 

influenza vaccine. Although Ag influenza has occurred during 
the past season in Europe and the Far East, the strains studied 

have not displayed appreciable change from those recovered in 

1957- Hence, no change in this component is indicated.

- 3 -
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Accordingly, the antigenic composition .of the vaccine for the 
1962-63 season should "be the same as that prescribed for the
1961-62 season, specifically:
Type Strain CCA Units per ce.
A PR8 100
Ax Ann Arbor l/57 100
Aq Japan 305/57 200
B Great Lakes 1 7 3 9 M  100

7) Dose and Schedule of Vaccination by Age
a* Adults, including all over 13 years of age

Those not previously immunized should receive a 1 . 0  cc. 
(500 CCA units) dose subcutaneously as soon as practicable 
after September 1 and a second 1 . 0  cc. dose about two 
months later. The course of Immunization should be 
completed by mid-December. Those previously immunized 
should receive a single dose of 1 .0 cc. subcutaneously.

b. Children aged 6 to 12 years; Those not previously 
immunized should receive a 0 . 5  cc. (250 CCA units) 
dose subcutaneously as soon as practicable after 
September 1 and a second 0 .5 cc. dose about two months 
later. The course of immunization should be completed



by mid-December. Those previously immunized should receive 
a single dose of 0,5 cc. subcutaneously.

c. Children three months old to pre-school age: Those not
previously immunized should receive 0.1 to 0.2 ml 
(50 to 100 CCA units) of vaccine subcutaneously on two 
occasions, separated by one òr two weeks. A "booster" 
inoculation of thè same strength should be given about 
two months later. The schedule of vaccination should 
be completed by mid-December. Those previously immunized 
should receive a single dose of 0.1 to 0.2 ml. subcutaneously. 
Since 20 percent in this age group may experience a febrile 
reaction to the vaccine, acetylsalicylic acid (one grain 
per year of age) may be given every 6 hours for the 
first 2k.

8) As noted above, previously unintmunized persons ideally should 
receive a dose of polyvalent vaccine administered subcutaneously 
followed by a second dose about two months later. Recognizing 
that this preferred course of immunization canot or will not 
always be possible, the Committee wishes to point out that 
even a single dose of vaccine will afford significant pro­
tection; a second dose given as early as two weeks following 
the first will enhance this protection.

-  5 -



9) The ma^oy professional medical societies and voluntary health 
agencies should be approached to assist in implementat ion of 
the immunization program. The attitude of the professional 
medical societies is crucial to the general acceptance of an 
influenza vaccination program*

10) Drug companies engaged in the manufacture of the vaccine should 
be advised at the earliest possible time of the Committee' s 
conclusions and recommendations. They should be encouraged
to manufacture vaccine sufficient to handle an expected 
Increased demand. During the early summer, key health 
officials and organizations should be similarly informed.
A news release from the Surgeon General's office might 
appropriately be timed for late August.

11) A more intensive national and international surveillance program 
is to be encouraged. The importance of obtaining strains and 
epidemiological data from epidemics wherever they may occur
on a current basis cannot be too strongly emphasized. Where 
resources in other countries are inadequate to obtain this 
information, assistance should be offered by the United States,

12) The establishment of field studies to evaluate the efficacy of 
influenza vaccines in different dosages in different population 
groups, particularly the older age groups, would be of particular 
significance this year.



13) More detailed information regarding the available stocks and 
distribution of influenza vaccine should be obtained so that 
possible shortages may be anticipated. 

lH) A continuing assessment by means' of survey techniques of the 
immunization status} particularly of the high risk groups, 
should be developed.

- 7 -



Met of Those in Attendance

♦Dr. Colin MacLeod, Chairman 
*Dr. Donald Henderson, Executive Secretary 
#Dr. Morris Schaeffer, Committee Member 
*Dr. Roderick Murray, Committee Member 
*Dr. Fred Davenport, Committee Member 
Dr. Robert Wagner 
Dr. Alan Donaldson 
Dr. A, D. Lengmuir 
to. Theodore Eickhoff 
Dr. George Denniston 
Dr. Roslyn Robinson 
Dr, Jo© Smadel 
Dr. Anthony Morris 
Lt. Col. Robert Sherwood 
Crndr. Jack Millar 
Cmdr. Benjamin Gundlefinger

(*Dr. Roscoe Handle and *Dr. George Burch, both members of the
Committee were unable, at the last moment, to attend).


