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History: Influenza in Vienna Hospitals 

…….1st diagnosis, then therapy…... 
 
• Neglect Phase 

– is a mild, self limiting disease 
 

• Antigen Test Phase 
– Adults (useless) versus Children 

 
• PCR Point of Care Phase 

– Isolate, why?_ok., but where and who should do this ? 



Management since 2017 

• Flu board 

• Flu wards 

• SOP for influenza testing, treating and 
prevention 



 



 



 



These studies 

• analyse the effect of the PCR based flu 
management on 

• Flu wards  

– patients and staff 

– Year 1 (2018): one hospital (780 beds) 

– Year 2 (2019): three hospitals (2938 beds) 



Admitted Patients 
Season 2018 

• N=398 

• LOS: 7d 

• 74 transferred from other wards, 42 where 
admitted longer than 72h (nosocomial?) 

• In-hospital mortality 22 (5,1%) 

 

 



 



 



 



 



Patients 

• 300 Influenza B, 96 Influenza A 

• Subtypes: 80 „B“, 14 H1N1, 3 H3N2  

• Austria B (Yamagata) dominant, H1N1 [1] 

• A: younger (67,5 vs. 77, total 75,5) 

– [2, 3, 4, 5] 

• A: more„chronic pulmonary disease“ 39,6% 
vs. 26,3% [3, 6] 

• B:more CNI (18,8% vs. 37%) 

 



Symptoms 

• fever 69,2%, cough 65,2%, tired and weak 
61,4% 

• abrupt onset 16,9%, vomiting 19,2% 

 

• A versus B 

– Temperature: A: 38,6°C vs. B: 38,3°C,  

– Dyspnoe  A versus B = 41,7% vs. 28% [7] 

– Vomitus A versus B (11,5% vs 21,7%) [7] 



Laboratory Values 

– Leukos A versus B (8 G/L vs. 6,8 G/L) 

 

– CRP A versus B (41,1 mg/L vs. 22,95 mg/L) 



Complications and outcome 
• LOS: 

–  A versus B = 8 vs. 7d 

–  Tamiflu 1d longer 

• A versus B: no difference in complication rates 

• Often: 

– Pneumonia (24%) [4, 5, 10]  

– Less in comparison with literature (emergency departement 
32-38% [5], admitted pat. 43% [8], very old population 67,5% 
[9]) 

–  ARF 12,1% (7,3% vs. 13,8%) 

• Mortality 

– In-Hospital 22 (5,1%), A: 8 (8,3%) vs. B 14 (4,7%), p=0,172 [6, 8] 

– 90-day: 32/222 (14,4%), A 10 (17,5%) vs. B 22 (13,3%) 

• m/w, vaccination status, oseltamivir: no difference 

 



Logistic  Regression: 
 
Elevated „in-hospital-mortality“ for: 
- age 
- atrial fibrillation 
- dementia 
- Increased leukocytes 
- Pneumonia 
- Heart failure 

 
Elevated 90-day mortality for : 
- Age  
- atrial fibrillation 
- Increased leukocytes 
- Heart failure 

 
Statines: reduced mortality 
 
Oseltamivir and/or vaccination: 
 no difference 
 
CAVEAT: small numbers 
 





Coinfection  in 11-35% 
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Methods 
• We did a retrospective multicentre cohort study. Data were collected from adult patients with 

severe influenza admitted to seven ICUs across Belgium and The Netherlands during seven 
influenza seasons. Patients were older than 18 years, were admitted to the ICU for more than 24 h 
with acute respiratory failure, had pulmonary infiltrates on imaging, and a confirmed influenza 
infection based on a positive airway PCR test (influenza cohort).  

 
Findings 
• Data were collected from patients admitted to the ICU between Jan 1, 2009, and June 30, 2016. 

Invasive pulmonary aspergillosis was diagnosed in 83 (19%) of 432 patients admitted with 
influenza (influenza cohort), a median of 3 days after admission to the ICU. The incidence was 
similar for influenza A and B. For patients with influenza who were immunocompromised, 
incidence of invasive pulmonary aspergillosis was as high as 32% (38 of 117 patients), whereas in 
the non-immunocompromised influenza case group, incidence was 14% (45 of 315 patients). 
Conversely, only 16 (5%) of 315 patients in the control group developed invasive pulmonary 
aspergillosis. The 90-day mortality was 51% in patients in the influenza cohort with invasive 
pulmonary aspergillosis and 28% in the influenza cohort without invasive pulmonary aspergillosis 
(p=0·0001).  

 In this study, influenza was found to be independently associated with invasive pulmonary 
aspergillosis (AOR 5·19; 95% CI 2·63–10·26; p<0·0001), along with a higher APACHE II score, male sex, 
and use of  corticosteroids.  

 
Interpretation 
• Influenza was identified as an independent risk factor for invasive pulmonary aspergillosis and is 

associated with high mortality. Future studies should assess whether a faster diagnosis or 
antifungal prophylaxis could improve the outcome of influenza-associated aspergillosis.  
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• Influenza =  6x increased risk 
for myocardial infarction 
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Retrospektive Analyse von 364 Patienten mit MCI innerhalb eines 
Jahres vor oder nach einer bestätigten Influenzainfektion 
 
 
 
 
 

N Engl J Med 2018 



 





Season 2018/2019 

• Ongoing trial with 2 additional flu wards in 2 
other hospitals in Vienna 
– Provide information on 2 seasons (B and A) 
– Specific hospital effects 
– Increase database (target 2000 hospitalized flu-

patients) 
– Confirm or reject results of 2017/2018 
– Provide rationale for management and medical 

decisions  
 

• available summer 2019 



Conclusion  
Influenza in Hospital 

• Hospital patient:  
– Risk factors, symptoms, laboratory values, 

complications depent of subtype and underlying 
diseases 

– No specific pattern for A or B 
– Often atypical presentation (GI, acute heart or renal 

failure)  
– POCT PCR necessary for differentiation 
– Pneumonia = no1 complication 
– Mortality high 5% - very high 14% (90 days) 
– Influenza B is not a mild diseases 

• Hospital staff:  
– Profund negative effects on staff health and costs 

 
 
 
 


