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PREFACE

Summarized in this report is information received from State Health Departments, university
investigators, virology laboratories and other pertinent sources, domestic and foreign. Much of
the information is preliminary. It is intended primarily for the use of those with responsibility
for disease control activities. Anyone desiring to quote this report should contact the original
investigator for confirmation and interpretation.

Contributions to the Surveillance Report are most welcome. Please address to:

Chief, Influenza Surveillance Unit, Communicable Disease Center, Atlanta 22, Georgia.

Communicable Disease Center Clarence A. Smith, M.D., Chief
Epidemiology Branch Alexander D. Langmuir, M.D., Chief
Stati stics Section Robert . Serfling, Ph.D., Chief
Surveillance Section Donald A. Henderson, M.D., Chief

Influenza Surveillance Unit George C. Denniston, Jr., M.D.



I.

SUMMARY

There have been no reporta of significant outbreasks of

“influenza B in the United States since the last Surveillance-

Report on March 22, 1962. Four additional States - Louisiana,

‘ New Hempshire, Rhode Island, snd South Dakote - have recently

confirmed Influenza B. The totel number of States confirming

»’Inilusnza B this sesson is 43,

A coneise summary of the Influenzas B epidemic in the
United States 1s included. A laborstory report describes the

reletionship of the current B strailns to previous strains of virus.

Asien influepnze has not been prevelent in the United States
during the pest seamson. A single recent outbreak in Bellinghem,
Washington is reported.

International reporting of Influenza A and B during the cur-

_rent semson is summerized in tebles and meps.

Prneumonia and influenza desths excoeded the expected number
in & bi-modal distribution during the early months of 1962. They
have remained within normal rsnges since the second week in April.

Attached as a supplement are the recommendeations of the
Surgeon General's Advisory Committee on Influenza. Of particular

‘note 18 the committce's concurrence in the belief that widespread

outbreaks of Influenzy As (Asinn) may be anticipated in the Unifed
States during the 1902 6% winter senann.



- II. SUMMARY - INFLUENZA, UNITED STATES - WINTER 1961-1962
INFLUENZA B

‘ The epidemic begen simulteneously in mid-November in Arizona
and Florida. The Bureanr of Indien ultlz; of .the Public Health Ser-
vice first reported. $nflvenze»like Gihsgse smong the Hopi Indisns
of northemstern Arizens. The clintgal.ploture was typical of ine
fluenza, with fevep, heedache, sore throat, cough, and muscle aching
as the predominant symptoms. The highest attack rates were in school
age children, yreflected in elevsted school sbpentee rates. At the
seme time, a report was raceived by the Cotmunicable Diseasse Center
of the presence of Influenze B emong ohildren who rode & school bus
into South Miemi. ®Spresd from these foel occurred, and by the end
of December (see 6 accompanying maps) outbreaks had been reported
from Colorado, Missouri, snd nortbwsrd slong the West Coast. L

In mid-Januvery the dlsemse had spread in an are from Celifornia
to Florida. A focus in New Englend begen st that time snd by the end
of the month outbreaks were spreading along the Eastern Sesbosrd es
well as 1into the North Central States.

, The month of Februery brought inecressing nunbers of mrtbreaka
in the Emstern and Northein States with decressing rumbers smong o
the Western States., The epldemic subsided in March in several North
Central end New Englend States. ALl Stgtes except Louisians heve
reported at least Some epidemic mctivity this sesson, Forty-two of
the 50 States were gble to ldentify Influenza B, either by virus
isolation or serologle.titer rise.

Age specific attack rates (see Tsble 1) of the current In-
fluenza B epidemic were found to be remarksbly similar in different
parts of the countey. A serles of teleghons. BuPyeyl were carried out
in & erees shortly after outbresks of Ipfluenze B hmd pccurred in
the respective communities. Tn general, the 6-18 year group hed an
attack rate higher than 50%, while the glder grougs appromimeted 25%.
This finding'is consistent with widespred® incressed school absenteeism,
little industrisl absemte¢elsm, snd relatively low excess mortality
despite the widespresd outbreske of the disesse.

INFLUENZA A

Influenze A wes qulescent in the United States during the
winter of 1961-62. By the end of February, a total of 6 csses, not
aspocleted with epidemics, had been identified by serologic titer



rises. These cases appeared in Californim, Oregon, and Missouri.
The first, and to date the only, isolate of Influenza Ag vas ob-
tained from a case 1n Oskland, Celifornia.

In March, a sharp outbreak of Influenza A occurred in a
nursing home in Bellinghem, Washington. Twenty-three of 52 patients
and 17 of 29 staff members were affected between March 14-19., Dis-
tributlon by dete of onset may be seen in the following table:

Distribution by Date of Onset

Date of Number of
Onset Patlents
Maroh 1h 2
15 10
16 3
17 3
18 2
19 3

Tne Jllnﬂﬂa lasted 1-5 deys and was cherscterized by headache, fever
of 102-104°, eough, chill, and myelgla. There was one denth in a

9% ~yenr old cardiac patient on the fourth day of illnems. Paired
sers vwere collected on three patlients, Two of the patients had
fourfold or grester rises to Influenza Ap., The patients in the
home were unvaccinated.

(Reported by, B. A, Ager, M.D., MPH, Hesd, Section of Communiceble
Disease Control, Washington State Department of Health)

1TT. INTERNATIONAL SUMMARY
(See Tables 2 and 3 with accompanyling 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 Infiuenza B in Sao Paulo, Brazil, had been received
last month. It 1s not known whether the case is amsociated with en
outhreak,

Countries in Burope and Asin have reported outbresks of Influenza
Ao, The disesse spparently begen in the center of Eurmsia and spread
both essbtward and westwnrd.

Outbresks of both Influenza A snd B occurred in meveral reporting
countries. They are Czerhoslovekin, the Netherlands, France, and
Denmark.



Iv,

It is 1likely that countries other than those noted in the
accompanying tables experienced outbresks of influenza this winter,
but no report of them has been received.

England snd 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 dbronchitis deaths
in Fngland snd Wales for three successive winters (1959-62). Dur-
ing the winter of 1959-60, there was little influenza in Englend and:
Weles. A widespread epidemic of Influenzas Ap cccurred during the
winter of 1960-61.

The 1960-61, epidemic of Influenza A, pesked in eerly February,
following e gradusl incresse in deaths over the preceding 8 weeks.
Influenza, prneumonis snd bronchitis deaths contributed equeally to
the mortality,

On the other hend, the epldemic of Influenza B in 1961-62 peaked
in esrly January sfter a relatively rapid (4 weeks) rise. Influenza
deaths contributed less to the tobtal mortality than 41d pneumonia and
bronchitis deaths, '

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
ereas 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 stralins were isoleted from outbreaks in 1959,
there is additional informotion that these strains were prevalent
as early as 1956,

Current strains may be shown to be antigenically different
from esrlier viiruses when the B/Great Lakes/1739/54 strains and a
current strain are used in the hemrppinbinabion inhibltion tesh for



measurement of entibody increases following natural infection.

In many cases, mainly in children below 10 years of age, it was
found that an increase in antibody titer waes not measurable with
the B/Grest Lakes/1739/54 antigen, while a significant rise in titer
could be demonstrated using the B/Arizons/1/61 antigen. This is
presumebly due to the fact that the younger children had hed no
prior experience with type B influenza virus, and the antibody rise
was sgainst the infecting virus only, which differed significantly
in entigenic constitution from earlier strains. Antibody responses

in older individuals were memsurable by both the B/Great Lakes/1739/
54 end the B/Arizona/1/61 antigens.

The monkey kidney tissue culture system, using e serum-free
maintenance medium, was Tfound superior to enbryonated eggs for virus
isolstion and subsequent culture., However, reduction in egg in-
cubation temperature from 35 - 37°C to 31 - 33°C incressed the
isclation rate in egpgs, although the monkey kidney tlssue culture
syctem remained superior. Little difficulty was encountered in

transfer of monkey kidney isolstes to enbryonasted eggs at a reduced
temperature.



Respirovirus Unit
Virus and Rickettsia Section

Lsgborstory Branch
Cormmmicable Disease (Center

Atlarnte 22, CGeorgis

IFPTGENIC RELATICNSHIPS AMCNG TYZPE B IIFLUZNZA VIRUSES

MEASURED BY THE EEMAGGLUTINATION INEIRITICN TEST

ANTIGERS
Ferret Antiserum B/lee/u0 B/Allen/%5 B/Creet Lskes/5! B/Euertiz/53 B/Merylend /590
B/Lee/L0 >320 0 0 0 o
B/A1len/ks 30 2k0 20 20 G
B/Great Lakes/54 20 80 &o 8o 20
B/Arizcna/61 30 20 160 8o 1280



WEEKLY PNEUMONTA AND INFLUENZA DEATHS

Pneumonia-influenza deaths reported by the 108 United States
cities have remained within normal ranges for four successive weeks,
Prior to this period pneumonis-influenza deaths hed been sbove nor-
mal levels for 1Lk weeks, beginning with the firet week of 1962. The
rise in mortality closely paralleled that observed 1n the Influenza
Ap epldemic of 1960 during which a lh-week period of excess mortality
was also observed. Total excess pneumonia-infiluenza mortality was
much less in the current Influenza B epidemic, amounting to 17.0
percent in compsrison with an, excess of 62.6 percent in the 1960
epldenmie.

Two phases were cohserved: in the recent epidemic. The first
phase was morked by an elevation in mortality; during the first week
of 1962 and continuing for s period of five weeks. This period re-
flected the impact of the epidemic in the Central portion of the
country, particularly the West North Centrsl' and West South Central
Stetes. During this period all geographic divisions except the New
England and Middle Atlantle 3tates reported excess mortality. In
early February the number of pneumonia-influenza deaths decreessed
but did not drop below the epidemic threshold.

In the latter pnrt of Februsry, the Middle Atlantic States,
and the East North Central States, reported en excess number of

pneumonin-infiuenza deaths, giving rise to the sscond phase of the

epldemic ourve of the current senson. In succeeding weeks, flgures
from nll peographic divisions declined, although weekly fluctuations
denied thn curve a omooth otesdy descent.
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TABLE T - 10 -

o INFLUENZA B
UNTTED STATES - WINTER 1961-62
AGE SPECIFIC ATTACK RATES:
BY TELEPHONE SURVEY

Potosi, kHazleBon, : Pembroke o Vernon, L
Age Missouril Iowa N.Carolina3d - New Jersey
- Group Pereent. Percent Percent - Percent
-5 3B 37 63 25
6-12 56 59 50 70
1318 50 50 60 33
19-35 27 17 33 21
36-50 27 21 22 18
50 £ . 10 9 1 8
A1l ages 32 30 39 21
Number
surveyed 209 297 120 138

BY HOUSE TO HOUSE MORBIDITY SURVEY

Age Hopl Reseyvation, Arizona5
Group 7 _Percent
0- 4 b5

5~ 9 59
10-1h 1 38
15-2Lk 35
25l 22
456l 19

65 { ' 28
A1l ages ' ‘ 36
Number surveyed “Ls6

1. Dr, David Rush and Dr. Jack Poland, Kansas City Field Station,CDC.

2., Dr. Viley Mosley, RIS Officer, Des Molnes-Polk County Health Department,
3. Dr. George M, Johnson, BIS Offlcer, North Caroline Beard of Health.

L and 5. Dr, Ceorge C. Denniston, Jr., Influenza Surveillance, CDC,
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Table 2

COUNTRIES REPORTING INFLUENZA B

November 1961 - March 1962

Country Pesk Month
' (estimated)
Burope
England and Wales January
Spain January
Denmark Janusry
Poland January
Germany Februsry
Czechoslovakia FPebruary
Netherlends February
France March
Switzerland Unknown
N.America
Canada January
United States January

(World Health Organization, Ceneva, Switzerland)

Spreed

{estimated)

Widespread
Localized (Medrid)
Widespread
Widespread
Widesprend
Sporadic
Localized
Locslized
Widespread

Widespread
Widesprend



INFLUENZA B — THE WORLD
November 1961 — March 1962

A LOCALIZED OUTBREAKS

[l v10ESPREAD OUTBREAKS




COUNTRIES REPORTING INFLUENZA Ap

Table 3

 Country

Europe
USSR
Bweden
Czachoslovakia
Netherlands
France
Norway
Hungary
Finlend
Dennark

Asia
USSR
Japan
Koren

(World Health Orgenization, Geneva, Switzerland)

November 1961 - March 1962

Pesk Month

(eatimatedf

January
January
Junuury
Percunry
Fetirunry
February
February
Mareh
March

January
February
March

Spread

(estimated)

Localized (Moscow)

Localized

Widespread
Widespread
Widespread
Localized

Wideospread
Widespread
Widespread

Widespread
Widespread
Widespread



INFLUENZA A2 — THE WORLD
November 1961 — March 1962

it S

A LocaLizeD OUTBREAKS
B vioespreaD ouTeREAKS
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WEEKLY PNEUMONIA AND INFLUENZA DEATHS
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SUPPLEMENT

RECOMMENDATIONS FOR “INFLUENZA IMMUNIZATION AND CONTROL
IN THE CIVILIAN POPULATION

Surgecn General's Advisory Commitiee on Influenza

April 19, 1962

On April 19 the Surgeoﬁ Genéral‘é Advisofy Commitfee on Influenza
met inzwashington, D.C. A 1iat of those in attendénce is appended.
The Committee reviewed and disquésed avail&bie perti#ent data pertaining
to the occurrence of influenia dﬁriﬁg 1961-62 end in recent yeers;
information regarding the characteristics of recent isolstes and their
adaptability for vaccine production; and epprépriate meterial relsting
to the program to promote immunizstion of the highyriek groups. The
following po;nts summerize tpe princigal’conclusicﬁs snd recommendations
of thé Cémmittée:“ iV | ’ \ ‘ |
1) While‘accuréte'predictiqns aretdifficult,,rébéht and pest patterns
of influenza A gnd B indicate that widespreéd outbreaks of
influenza Ap (Aéian) will occur in the United States during the
1962-63 winter season. LOqﬁbreaks of influenza B may be expected
to be infrequent,.
2) Long gxperience with influenza strcngly emphsesizes that certain
groups' of the population (see item #3 below) are at greatest
; risk of death or severe ﬁorbidity should they scquire the
diseése. Siﬁdekpolyvalent influenza virus vaccine has beén
repeatedly showm to bekof definite value in preventing influenza,

annual immunization of these groups is agsin stressed.
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3) Patients in the following disease categories: have experienced
the highest mortality rates, and therefore, specific protection
is cieérly indicated for them as s routine practice.
A) Persomns st all ages who suffer from chronie debilitating
disease, e.g., chronic cardiovescular, pulmonary, rensl
or metebolic disorders; in particular;
1; Paﬁients with rhéumatic héart-disease, especially
those with mitral stenosis.
2. Patients with otﬁer cardiovescular disorders such as
| arteriosclerotic'heart disease and hypertension,
especially those with‘evidence of frank or incipient
cardiaé‘insufficiéncy. |
3. Patients with chronic bronchopulmonary disease, for
example, chronic asthmas, chronic bronchitis,
bronchiecfgsis,\pﬁlmcnary fibrosie, pulmonary
emphys;ama, pulmonéry tuberculosis.
4. Patients with disbetes millitus.
‘5. Patients with Addison's disease.
B) Pregnant women.
C) Persons in older sge groups; those over 45 and pafticﬁiarly
those over 65 yegré of age.
L) Since there is a reasonable probanility'that epidemics of

influenza A, (Asian) will occur dufing thékcoming respiratory
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disease season, serious consideration should also be.given to
inmunizing those in medicel and health services, public safety,

public utilities, transportetion, educstion and communications

* fields. In industries and large institutions where sbsenteeism

5)

"

is .of particular concern, large scale immunization programs are
to be encouraged.

Imminization should begin as soon as practicable after
September 1 and should be completed by mid-December. - Since

a two week delsy in the development of antibodies may be
expected, it ie impcrtant that immunization be carried out
before epidemics oceur in the immediate areas.

On the basis of presently availsble information no change

is warranted in either the A or B strains in the vaceine.

Review of available data leads to tbe conclusion that distinet

but limited changes heve occurred in the antigenic structure

of influenza B virus etreine causing diseale durlng the

past season (1961-62) when compared to strains of recent

Yyears. These antigenic changes do not appear sufficient to
werrant a change in the B 1nf1uenza component of the current
1nfluenza vaccine. Although A5 influenza has oecurred during
the past season in Burope snd the FarfEast, the strains studied
heve not displayed apprecisble change from those recovered in

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



7)
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Accordingly, the antigenic composition of the vaccine for the

- 1962-63 season should be the seme as that prescribed for the

1961-62 season, specifically:

Type ' Strain CCA Units per ce.
A © PR8 - g 100

Ay Ann Arbor 1/57 100

Ay Japan 305/57 200

B . Great Lakes 1739/54 100

Dose and Schedule of Veccination by Age

a. Adults including all over 13 years of age

Those not previoualy immunized should receive a 1.0 cc.
(500 CCA units) dose subcutaneously as scon as practicable
after September 1 and@ a second 1.0 éc. dose about two
mpnths‘later. Thé course of 1mmunization shéuld be
completed by mid-December. Those previously immunized
should réééive a siﬁgle &ose of 1.0 ce. subcutaneously.

b. Children aged 6 to 12 years: Those not previously

immunized should receive a 0.5 ce. (250 CCA units)
dose subcutaneously as soon as practicable after
Septenber 1 and a second 0.5 cc. dose sbout two months

later. The course of immunization should be completed
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by mid-December. Those previously immunized should receive
a single dose of 0.5 cc. subcutaneously.

‘¢. Children three momths old to pre-school age: Those not

previously immunized should receive 0.1 to 0.2 ml

(50 to 100 CCA units) of vaccine subcutaneocusly on two
occasions, separated by ome or two weeks. A "booster"
inoculation of the 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 experiéhce a febrile
reaction to the vaccine, acetylsalicylic acid (one grain
per year of sge) may be given evéry 6 hours for the

first 24.

8) As noted asbove, previously unimmunized persons ideally should
receive a dose of polyvelent vaccine administered subcutaneously
followed by a second dose sbout 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-
tectibn; a second dose given as early as two weeks following

the first will enhance this protection.



9)

10)

11)

12)

-6 - y
The major professional medical societies and voluntery health
agencies shoulgi be apprpached to assist in implementetion of
the immunization progrem. The attitude of the professional
medical aécietigs iskéruéiairto tpg‘éenérai acceptance of an
influenzg vaccipation progrem.
Drugvcompanies engsged in the manufacturg o: the vaccine should
be}advisgd gt the esrliest pogsible time of the Committee's
conclusions end recommendations. They should be encouraged

to menufacture vaccine sufficient to handle an expected

~ increesed demand. During the early summer, key health

officlals and organizetions should be similarly informed.

A news release from the SBurgeon General's office might
appropriately be timed for late August.

A more intensive netional and international surveillance program
is 1o be enpouraged. The im@o:tance of cbteining streins and
epidemiologicgl data from epidemics wherever they may occur

on a current basis cannot be too strongly emphasized. Where
resources in other countries ere inadequaste to obtain this
information, assistance should be offered bykthe United States.
The establishment of field studies to evaluate the efficacy of
influenza vaccines in different dosages in different>population
groups, particulerly the older age groups, would be of particular

significance this yeer.
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13) More detailed information regarding the availeble stocks and
distribution of influenza vaccine should be obtained so that
possible shortagesimay be‘anticipatedf |

1) A continuing assessmént by‘ﬁeans*of surveYYtechniqpes of the
immunizetion status, pérticularly of thé'high risk groups,

should be developed.



List: of Those in Attendance

*¥Dr. Colin Macleod, Chairman
*Dr. Donald Henderson, Executive Secretary.
*¥Dr. Morris Scheeffer, Committee Member
*Dr. Roderick Murrey, Committee Member
*Dr. Fred Davenport, Committee Member
- Dr. Robert Wagner: =

Dr. Alen Donaldson

Dr. A. D. Langmuir

Dr. Theocdore Eickhoff

Dr. George Denniston

Dr. Roslyn Robinson

Dr, Joe Smedel

Dr. Anthony Morris

Lt. Col. Robert Sherwood

Cmdr. Jack Miller

Cmdr. Benjamin Gundlefinger

(*Dr. Roscoe Kendle end *Dr. George Burch, both members of the
Committee were uneble, at the last moment, to attend).



