
722 MJA • Volume 192 Number 12 • 21 June 2010

LETTERS

The Medical Journal of Australia ISSN:
0025-729X 21 June 2010 192 12 722-
728
©The Medical Journal of Australia
2010 www.mja.com.au
Letters

Managing outbreaks of viral 
respiratory infection in aged 
care facilities — challenges 
and difficulties during the first 
pandemic wave
Gulam Khandaker, Bridget Doyle, 
Dominic E Dwyer and Robert Booy

TO THE EDITOR: We describe here some
of the difficulties in managing and investi-
gating outbreaks of viral respiratory infec-
tion in aged care facilities (ACFs) in the
context of an influenza pandemic. This
adds to the previous report on logistics in a
hospital setting.1

On 12 June 2009, NSW Health received
a call from a surveillance officer in a remote
town regarding a possible pandemic
(H1N1) 2009 influenza outbreak in an
ACF. On 9 June, a 77-year-old female
resident had become unwell, without spe-
cific symptoms of influenza-like illness.
From 7 to 10 June, nine of the other 27
residents developed influenza-like illness.
On 10 June, nasal swabs were taken from
the 10 unwell residents by the local general
practitioner for influenza nucleic acid test-
ing (NAT). On 12 June, the index case
tested positive for pandemic influenza,
while the other residents tested negative.

Due to concern that there might be a
pandemic influenza outbreak in the facility,
the index case and the nine residents with
influenza-like illness were given oseltami-
vir (75 mg twice a day for 5 days) from 13
June; the other 18 residents and the 27 staff
were given oseltamivir prophylaxis (75 mg
daily for 10 days). A formal outbreak
investigation and further laboratory testing
(NAT, serological testing) revealed a dual
outbreak dominated by rhinovirus (10
cases), with two cases of pandemic influ-
enza and one case of untyped influenza A.
All 28 residents and 26 of the 27 staff had
received seasonal influenza vaccine in early
2009.

This outbreak illustrates that more than
one respiratory virus may co-circulate in
ACFs during winter outbreaks of respira-
tory infection. We followed Department of
Health and Ageing policy guidelines for
oseltamivir use in ACFs2 and the facility
was closed to visitors from 12 to 18 June.
However, as all residents had received sea-
sonal influenza vaccination, and given that
older people are generally at lower risk of
pandemic (H1N1) 2009 influenza,3 we
could have had a higher threshold for
oseltamivir use. The total estimated cost of

treatment and prophylaxis was $2750 (55
residents and staff at $50/person) for osel-
tamivir alone.

Co-infection with respiratory viruses
may be more common than thought in
ACFs; a recent Canadian study found two
and three different pathogens in 15% and
4% of respiratory infection outbreaks,
respectively, from a total of 83 outbreaks
(of which 91% occurred in long-term care
facilities).4 If many ACF outbreaks have
more than one respiratory virus involved,
laboratory investigations should take a
multiplex approach that covers common
respiratory viruses. As many patients as
practical (at least five) should be swabbed
and tested to guide treatment, prophylaxis
and other investigations. Community influ-
enza surveillance should ideally include
information on sensitivity to oseltamivir,
and on other circulating respiratory
viruses.
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