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On 30 August, 1991, two Haemophilus injluenzae type B (Hib) 
conjugate v accines (HibTITERR from Lederle-Praxis and PedvaxHJBR 
from Merck Frosst) were licensed for use in Canada in infants 2 
months and older1>. On 19 March, 1992, a Notice of Compliance was 
issued for a third Hib product for use in infants - Act-HIBTM. 
Act-HIBTM is manufactured by Pasteur Meneux Serums & Vaccins, 
S.A. and is distributed in Canada by Connaught Laboratories. This 
product is a lyophilized vaccine of purified polyribose ribitol 
phosphate capsular polysaccharide of Hib, covalently bound to tetanus 
protein. At present, no information on supply of the vaccine for the 
Canadian market is available. 

Vaccination Schedule 
Act-HIB™ is indicated for routine immunization of all children 

between 2 and 59 months of age. In infants, three injections are to be 
given intramuscularly at 2, 4 and 6 months of age, followed by a 
booster at 18 months* of age. 

Age at 1•1 Dose Primary Serles Booster 

2 - 6 months 3 doses, at 2-month 
Intervals 

18 months• 

7 - 11 months 2 doses, at 2-month 
Intervals 

18 months• 

1 2 - 1 7 months 1 dose at or after 18 months 

18 - 59 months 1 dose 

• The booster dose may be given as early as 15 months of age provided that at least 
2 months have elapsed since the previous dose. 

Connaught's DPT adsorbed vaccine may be used for the 
reconstitution of lyophilized Act-HIB™ in place of the saline diluent 
normally supplied. 

The National Advisory Committee on Immunization will be 
updating its statement on Hib vaccines for use in infants and 1,;hlkln:n. 
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Le 30 aoiit 1991, le Canada autorisait !'utilisation de deux vaccins conjuges 
contreHaemophilus injluenzae de type b (Hib) (HibTITERR de la societe 
Lederle-Praxis et PedvaxHJBR de la Merck Frosst) chez Jes nourrissons de 2 
mois et plus(ll, Le 19 mars 1992, un avis de conformite etait emis pour un 
troisieme produit contre Hib destine aux enfants - Act-HIBMc. Act-HIBMc, 
fabrique par Pasteur Merieux Seriurns et Vaccins, S.A., est distribue au Canada 
par Jes laboratoires Connaught. Il s' agit d 'un vaccin lyophilise de 
polysaccharides capsulaires phosphate de polyribosylribitol purifies de Hib, 
lies de fac;:on covalente a une proteine tetanique. A l'heure actuelle, on ne 
dispose d' aucune information sur l ' approvisionnement du v accin sur le mare he 
canadien. 

Calendrler de vaccination 
Act-HJBMC est indique pour !'immunisation systematique de tous Jes 

enfants ages de 2 a 59 mois. Chez Jes nourrissons, trois injections sont donnees 
par voie intramusculaire a 2, 4 et 6 mois, suivies par un rappel a 18 mois*. 

Age a la premiere 
dose 

Serie primaire Rappel 

2- 6 mois 3 doses a 2 mois 18 mois• 
d'intervalle 

7 -1 1 mois 2 doses a 2 mois 18 mois• 
d'intervalle 

12 - 17 mois 1 dose l'age de 18 mois ou 
apres 

18 - 59 mois 1 dose 

• La dose de rappel peut etre administree des l'age de 15 mois pourvu que la dose precedents 
ait ate administree au moins 2 mois auparavant 

Le vaccin DCT adsorbe peut etre utilise au lieu du diluent physiologique 
normalement fourni pour la reconstitution de Act-HDBDM lyophilise. 

Le Comite consultatif national de! 'immunisation assurera la mise a jour de 
sa d&:laration au sujet des vaccins anti-Hib destines aux nourrissons et aux 
enfants. 
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Reference 
1. National Advisory Committee on Immunization. Statement on 

Haemophilus influenzae type B conjugate vaccines for use in 
infanls and children. CDWR 1991;17:210-4. 

Source: Bureau of Communicable Disease Epidemiology, 
Laboratory Centre for Disease Control, and Bureau of 
Biologics, Drugs Directorate, Health and Welfare 
Canada, Ottawa. 

International Notes 

A SURVEY OF INVASIVE HAEMOPHILUS /NFLUENZAE 
INFECTIONS· ENGLAND AND WALES 

Summary 
A survey of invasive H. influenzae infections has been 

underway in 6 regions of England and Wales since September 
1990. In the first year, there were 433 cases of which 362 (84%) 
were due to H. influenzae type b (Hib). The majority of Hib 
infections were in children aged less than 5 years (annual incidence 
in this age group is 26.4/100,000). Meningitis occurred in 56% of 
cases of Hib infection. The results confirm previous evidence of the 
need to incorporate Hib vaccination into the childhood 
immunization schedule. The ongoing survey data will provide 
useful information to assess the impact of an Hib immunization 
program. 

Introduction 
Infection due to H. influenzae is a major cause of childhood 

mortality and morbidity. The majority of invasive infections are due 
to type b capsulated strains but other capsular serotypes and 
non-capsulated strains also cause invasive disease. Meningitis is the 
most common manifestation of Hib disease; others include 
epiglottitis, pneumonia, septic arthritis and cellulitis<1•2>. These 
infections are commonly associated with a bacteremia<3>. 
Bacteremia, in the absence of invasive disease, is unusuaJC4>. 

There are 6 antigenically distinct capsular types of 
H. influenzae, designated a-f. The capsule of the type b organism 
consists of polyribosylribitol phosphate (PRP), which is a major 
virulence factor for the organism. Hib vaccines produced from PRP 
were first developed and evaluated in the 1970s. However, these 
early vaccines were ineffective in children less than 18 months of 
age. They have now been superseded by a second generation of Hib 
vaccines in which PRP is covalently linked to a carrier protein such 
as diphtheria toxoid. These have been found to be highly effective 
in infants and associated with an extremely low incidence of 
adverse effects<5•6>. It is planned to incorporate a conjugated vaccine 
into the UK childhood immunization schedule from October 1992. 

In September 1990, ongoing surveys of invasive H. influenzae 
infection in Wales and the Oxford Region were extended to include 
4 other regions in England: East Anglia, Northern, North Western, 
and South Wes tern. The purpose of this ongoing study is to collect 
clinical and laboratory data on all confirmed cases of this infection 
in order to obtain more extensive background epidemiological data 
prior to the introduction of vaccine. This report covers the first year 
of the survey from 1 October, 1990 to 30 September, 1991. 

Methods 
Microbiologists in each of the participating regions were asked 

to report all episodes of invasive H. influenzae infection to a 
reference laboratory. Invasive infection included cellulitis, 
epiglottitis, meningitis, osteomyelitis, pneumonia and septic 
arthritis, and was defined as a case in which a) H. influenzae was 
isolated from a culture of normally sterile tissue or body fluid orb) 
Haemophilus-like gram-negative bacilli were seen in films of 
normally sterile tissue or body fluid in conjunction with the 
detection of Hib antigen. Cases of pneumonia were accepted only if 
associated with positive blood cultures. Deaths outside the hospital, 
e.g., sudden infant deaths, were included where there was a 

Reference 
1. Comite consultatif national de I 'immunisation. Declaration au sujet des 

vaccins conjugues contre Haemophilus in_/luenzae de type B chez Ies 
nourrissons et /es en/ants. RHMC 1991;17:210-4. 

Source : Bureau de l' epidemiologie des maladies transmissibles, 
Laboratoire de Iutte contre la maladie, et Bureau des produits 
biologiques, Direction des medicaments, Sante et Bien-etre 
social Canada, Ottawa. 

Notes lnternatlonales 

UNE ETUDE DES INFECTIONS INVASIVES A HAEMOPHILUS 
INFLUENZAE • ANGLETERRE ET PAYS DE GALLES 

Resume 
Une etude des infections invasives a H. influenzae est en cours dans 

6 regions de l'Angleterre et au pays de Galles depuis septembre 1990. La 
premiere annee, 433 cas ont ere recenses, dont 362 (84 % ) etaient 
attribuables a H. injluenzae de type b (Hib). La majorite des infections a 
Hib ont ete observees chez des enfants de moins de 5 ans (I 'incidence 
annuelle dans ce groupe d'age est de 26,4/100 000). La meningite s'est 
declaree chez 56 % des cas d'infection a Hib. Ces resultats viennent 
confirrner Jes donnees anterieures voulantqu'il faille incorporer le vaccin 
anti-Hib dans le plan d'immunisation des enfants. Les donnees de l'etude 
en cours devraient fournir des renseignements utiles pour evaluer !'impact 
d'un programme d'immunisation contre Hib. 

Introduction 
L'infection attribuable a H. influenzae est une importante cause de 

mortalite et de morbidite chez !es enfants. La majorite des infections 
invasives sont attribuables aux souches encapsulees de type b, mais 
d'autres serotypes capsulaires et souches non encapsules provoquent 
egalement des maladies invasives. La meningite est la manifestation la plus 
courante de I 'infection a Hib; parmi Jes autres manifestations, mentionnons 
l'epiglottite, la pneumonie, l'arthrite aigut! suppuree et la cellulite<1•2>. Ces 
infections sont couramment associees a une bacteriemieC3l. La bacteriemie, 
en I' absence de maladie invasive, est peu frequente<4>. 

Il existe 6 types capsulaires de H. influenzae distincts du point de vue 
antigenique, designes de a a f. La capsule de l 'orgariisme de type b consiste 
en phosphate de polyribosylribitol (PRP), qui est unimportant facteur de 
virulence pour l'organisme. Les vaccins anti-Hib produits a partir de PRP 
ont ete mis au point et evalues pour la premiere fois dans les annees 70. 
Ces premiers vaccins etaient toutefois inefficaces chez Jes enfants de moins 
de 18 mois. Ils ont aujourd'hui ete remplaces par une deuxieme generation 
de vaccins anti-Hib, dans Jesquels PRP est lie par un lien covalent a une 
proteine porteuse, telle que J'anatoxine diphterique. Ces vaccins se sont 
reveles tres efficaces chez !es nourrissons et ne provoquent que tres 
rarement des effets secondaires<5•6>. On prevoit integrer un vaccin conjugue 
au plan d'immunisation des enfants du Royaume-Unis a partir d'octobre 
1992. 

En septembre 1990, les etudes courantes sur !'infection invasive aH. 
influenzae au pays de Galles et dans la region d 'Oxford etaient elargies de 
fayon a inclure 4 autres regions de l 'Angleterre : Anglia est, le Nord, le 
Nord-Guest et le Sud-Guest. Le but de cette etude est de recueillir des 
donnees cliniques et de laboratoire sur tous !es cas confirmes de cette 
infection en vue d'obtenir des donnees epidemiologiqucs de base plus 
completes avant I 'introduction du vaccin. Ce rapport porte sur la premiere 
annee de l'etude, soit du 1°' octobre 1990 au 30 septembre 1991. 

Methodes 
Les microbiologistes de chacune des regions participantes ont ete pries 

de signaler tousles episodes d'infection invasive a H. influenzae a un 
Jaboratoire de reference. L'infection invasive comprend la cellulite, 
I' epiglottite, la meningite, l'osteomyelite, la pneumonie et l' arthrite aigut! 
suppuree, et a ere definie comme un cas dans lequel a) H. injluenzae est 
isole dans une culture de tissu ou de liquide organique normalement sterile 
ou b) des bacilles gram-negatifs semblables a Haemophilus sont observes 
dans des pellicules de tissu ou de liquide organique normalement sterile 
parallelement a la detection de I' antigene de Hib. Les cas de pneumonie 
n'etaient acceptes que lorsqu'ils etaient associes a des hemocultures 
positives. Les deces hors de J'h6pital (p. ex., mort soudaine du nourrisson) 
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postmortem isolate of H. injluenzae from a significant source (e.g., 
CSF). 

A notification form containing clinical and laboratory data was 
completed for each case and forwarded, together with the isolate, to 
the reference laboratory. The identity of the organism and its 
antibiotic susceptibility were confirmed using standard techniques. 
H. influenzae strains were serotyped by slide agglutination using 
antisera to types a, b, c, d, e and f (type b antiserum supplied by the 
Public Health Laboratory Service, types a, c, d, e, f antisera 
obtained from Wellcome Diagnostics). Where slide agglutination 
was difficult to interpret, counter-current immunoelectrophoresis 
was used to serotype strains. Strains not typable by these methods 
were designated non-serotypable (NT) H. influenzae. 

Coordinating laboratories in each region were responsible for 
maintaining the surveillance program and obtaining information on 
outcome 3 months after notification of a case. 

Results 
There were 433 cases of invasive disease caused by H. 

influenzae from October 1990 to September 1991 in the 6 regions: 
362 (84%) were due to Hib, 54 (13%) to NTH. influenzae, 3 to H. 
influenzae type f and 1 to H. injluenzae type e. The serotype was 
not determined in 13 cases. 

Type b Infections 

1. Age distribution 
The majority of infections (86%) were in children under 5 years 

of age (Figure 1). Figure 2 shows the distribution of Hib disease in 
infants. Eighty-two out of 127 (65%) infections occurred in the 
6-11 month age group. Thirty-seven (10%) cases of Hib infection 
occurred in adults. 

The estimated annual incidence was 26.4/100,000 children aged 
less than 5 years. East Anglia and South Western regions and 
Wales had the highest incidence rates. 

2. Season 
The monthly occurrence of Hib infection is shown in Figure 3. 

The highest numbers of cases were reported between October and 
January. 

3. Diagnostic category 
Meningitis was the most common diagnosis, occurring in 

204/362 (56%) cases (Figure 4). Other clinical presentations 
included epiglottitis (48), cel!ulitis (31), pneumonia (22) and 

Figure 1 
Age distribution of Hlb 
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etaient inclus lorsqu'on pouvait isoler H. injluenzae a l'autopsie a partir 
d'une source significative (p. ex., LCR). 

Un formulaire de declaration contenant des donnees c!iniques et de 
laboratoire devait etre rempli pour chaque cas et transmis, avec l'isolat, au 
laboratoire de reference. L'identire de l'organisme et sa sensibilite aux 
antibiotiques ont ete confirmees a l' aide des methodes standard. Les 
souches de H. injluenzae ont ete serotypees par agglutination sur lame a 
I' aided' antiserums des types a, b, c, d, e et f (antiserum de type b fourni par 
le Public Health Laboratory Service, antiserums de types a, c, d, e, f, 
obtenus de We!lcome Diagnostics). Lorsque !'agglutination sur lame etait 
difficile a interpreter, on s 'est servi de la contre-immuno-electrophorese 
pour serotyper !es souches. Les souches non typab!es a !'aide de ces 
methodes ont ete designees "H. in[luenzae non serotypable (NT)". 

Les laboratoires charges de la coordination dans chaque region etaient 
responsables du programme de surveillance et de la collecte des 
informations sur l'issue 3 mois apres la declaration d'un cas. 

Resultats 
Quatre cent trentre-trois cas de maladie invasive causee par 

H. injluenzae ont ete signales entre octobre 1990 et septembre 1991 dans Jes 
6 regions : 362 (84 %) etaient dus a Hib, 54 (13 %) a H. injluenzae NT, 3 a 
H. influenzae de type f, et 1 a H. influenzae de type e. Le serotype n'a pas 
ete determine dans 13 cas. 

Infections de type b 

1. Distribution par age 
La majorite des infections (86 %) ont ete observees chez des enfants 

ages de moins de 5 ans (figure 1). La figure 2 donne la distribution de 
!'infection a Hib chez !es nourrissons. Quatre-vingt-deux cas d'infection sur 
127 (65 %) sont survenues dans le groupe d'age de 6 a 11 mois. 
Trente-sept (10 %) sonl survenus chez des adultes. 

L'incidence annue!le estimative etait de 26,4/100 000 enfants ages de 
moins de 5 ans. Les regions d' Anglia est et du Sud-Ouest et le pays de 
Galles affichaient !es taux d'incidence !es plus eleves. 

2. Saison 
La survenue mensuel!e de !'infection a Hib est presentee a la figure 3. Le 

plus grand nombre de cas a ete signa!e entre octobre et janvier. 

3. Cat6gorle dlagnostlque 
La meningite, survenant dans 204/362 cas (56 %), etait le diagnostic le 

plus courant (figure 4). Parmi Jes autres manifestations cliniques figuraient 
l'epiglottite (48), la cellulite (31), la pneumonie (22) et Jes infections des os 

Figure 1 
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bone/joint infections (12). Bacteremia with no obvious focus of 
invasive infection occurred in 33 (9%) cases. There were 5 mixed 
infections: meningitis and cellulitis (2), meningitis and epiglottitis 
(1 ), meningitis and septic arthritis (1 ), and septic arthritis and 
cellulitis (1). Uncommon manifestations included an infected 
aneurysm, endocarditis, lung abscess and pyopneumothorax. 

4. Mortality 
The outcome was known for 301 of the 362 cases. There were 

13 recorded deaths. Seven of these occurred in adults and 6 in 
children under 15 years of age. 

5. Antibiotic resistance 
Ampicillin resistance was found in 54/361 (15%) Hib isolates; 

all these strains were beta-lactamase producers. Five out of 360 
isolates (1 %) were resistant to chloramphenicol; 4 were resistant to 
both ampicillin and chloramphenicol. Ampicillin sensitivity was not 
known for 1 isolate and chloramphenicol sensitivity for 2 isolates. 

NT Infections 
There were 54 infections due to NTH. injluenzae, of which 27 

were in adults. Fourteen occurred in children under 5 years of age; 

Figure 2 
Hlb Infection In Infants 
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et des articulations (12). Des bacteriemies sans foyerevidentd'infection 
invasive sont apparues dans 33 cas (9 %). Cinq infections mixtes ont ete 
observees : meningite et cellulite (2), meningite et epiglottite (1), meningite 
et arthrite aigue suppuree (1), et arthrite aigue suppuree et cellulite (1). 
Parmi Jes manifestations peu frequentes, mentionnons un anevrisme infecte, 
une endocardite, un abces pulmonaire et un pyopneumothorax. 

4. Mortallt6 
On connait !'issue de 301 des 362 cas. Treize deces ont ete enregistres (7 

adultes et 6 enfants de moins d1115 ans). 

5. R6slstance aux antlblotlques 
Une resistance a I' ampicilline a ete relevee dans 54 iso!ats de Hib sur 

361 (15 %); toutes ces souches etaient productrices de beta-Jactamase. Cinq 
isolats sur 360 (1 %) resistaient a chlorampMnicol, 4 resistaient a la fois a 
I' ampicilline et au chloramphenicol. La sensibilite a I' ampicilline n 'etait pas 
connue pour un isolat et la sensibilite au chlorampMnicol, pour 2 isolats. 

Infections aux NT 
Cinquante-quatre infections attribuables a H. injluenzae NT ont ere 

relevees, dont 27 chez des adultes. Quatorze cas sont survenus chez des 
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8 of these were in infants aged less than 6 months. The age was not 
known in 6 cases. 

Bacteremia (with no detectable focus of invasive infection) was 
the predominant diagnosis occurring in 28/54 (52%) cases (Figure 
5), followed by pneumonia (9), meningitis (4) and epiglottitis (4). 
Other diagnoses were sudden infant death syndrome (SIDS) (2), 
cellulitis (1), empyema (1), peritonitis (1), pyosalpingitis (1), 
Bartholin's abscess (1), hematospermia (1) and 1 case, clinical 
presentation unknown, where NTH. influenzae was isolated from 
the spleen at postmortem. 

The outcome was known in 45 cases, of whom 13 died 
(case-fatality ratio: 29%). In 2 of the deaths, a diagnosis of SIDS 
was recorded. Although NTH. injluenzae was isolated from CSP 
and trachea in both these cases, it is not clear whether the organism 
was a contributory cause. 

Figure 4 
Diagnostic categories for 
type b Infections 

enfants ages de moins de 5 ans, dont 8 chez des nourrissons ages de moins 
de 6 mois. On ignore J'age de 6 des cas. 

La bacteriemie (sans foyer detectable d'infection invasive) etait le 
diagnostic predominant, apparaissant dans 28 cas sur 54 (52 %) (figure 5), 
suivi par la pneumonie (9), Ja meningite (4) et J'epiglottite (4). Parmi Jes 
autres diagnostics figurent la mort subite du nourrisson (2), la cellulite (1), 
l'empyeme (1), la peritonite (1), la pyosalpingite (l), l 'abces a la glande de 
Bartholin (l), l'hematospermie (1) et un cas dont le tableau clinique est 
inconnu et OU H. influenzae NT a ete isole dans la bile a l'autopsie. 

L'issue est connue pour 45 cas, dont 13 deces (taux de Jetalite: 29 %). 
Pour 2 des deces, un diagnostic de mort subite du nourrisson a ete declare. 
Bien qu 'on ait isole H. injlueniae NT dans le LCR et la trachee des 2 cas, 
on ignore au juste si I' organisme figurait parmi Jes causes du deces. 
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Four of the 54 isolated of NTH. injluenzae were resistant to 
ampicillin only. Two of these isolates were beta-lactamase 
producers. Chloramphenicol resistance was found in 1 isolate 
which was susceptible to ampicillin. 

Infections due to other capsular types 
There were 3 infections due to type f (meningitis 2, epiglottitis 

1) and 1 due to type e (meningitis). All isolates were ampicillin and 
chloramphenicol sensitive. There were no recorded deaths. 

Discussion 
Titls survey covers Wales and 5 of the 14 English regions. The 9 

regions for which data are not available include the 4 Thames 
Regions and the West Midlands. While the results may not be 
representative of the whole country, they provide useful baseline 
information on which the impact of the vaccine can be assessed. 

Sixty-one per cent of cases had occurred before the second 
birthday, confirming the need to incorporate Hib vaccination into 
the current 2,3,4-month schedule. The high proportion of cases 
occurring between 4 and 12 months of age indicates the necessity 
for a catch-up program for this group. The overall incidence in 
children under 5 years was lower than recent estimates. However, 
there was variation between regions and the maximum estimates are 
in keeping with the published figuresC7·8>. It is unclear whether the 
differences reflect true geographical variation or incomplete 
reporting. This is being further investigated. There was a high 
percentage of deaths in adults with Hib infection. While this is 
consistent with previous data<8•9l, it is not certain to what extent Hib 
infection contributed to the outcome in these cases. 

Fifteen per cent of strains were resistant to ampicillin alone and 
1 % were resistant to both ampicillin and chloramphenicol. These 
antibiotics are commonly used as first line agents for the treatment 
of childhood infections such as meningitis. Consideration should be 
given to using alternative antibiotics, such as cefotaxime, for the 
initial treatment of invasive infections likely to be caused by Hib<8>. 

Thirteen per cent of cases were due to NTH. injluenzae. It is 
possible that some of these isolates were descendants of type b 
strains that had lost the ability to excrete capsule and, therefore, 
could not be serotyped. A study is planned in which a more 
advanced technique incorporating type-specific DNA probes will be 
used to determine whether these strains are truly non-typable, i.e., 
non-capsulated, or are descended from type b strains, i.e., 
genotypically type b. 

In comparison with invasive infections caused by Hib, those 
associated with NTH. injluenzae usually arise in young infants or 
older adults with some underlying disease or structural 
abnormality<4•1().12>. The predominance of bacteremia and 
pneumonia is consistent with this and contrasts with I lib where 
meningitis and epiglottitis were the most common clinical 
presentations. The mortality was also higher in patients with NT 
infections compared with Hib infection. 

Vaccination is likely to reduce the incidence of Hib disease 
dramatically, provided that good coverage can be achieved. 
However, the epidemiology of the disease may change as a 
consequence. In particular, an upward shift in the age distribution of 
the disease may occur, with implications for future vaccination 
policy. In some parts of the world, capsular types other than type b 
(notably type a), against which there are no vaccines, are also 
associated with invasive infections such as meningitis and 
pneumonia03•14>. It is possible that, under the influence of an 
inlmunization program, these serotypes may assume greater 
importance in this country. There is a need to continue the 
surveillance of H. injluenzae infection following implementation of 
Hib immunization in October 1992, so that its impact can be 
accurately assessed. 

Quatre des 54 isolats de H. influenzae NT etaient resistants seulement a 
I' ampicilline. Deux etaient producteurs de beta-lactamase. On a releve une 
resistance au chloramphenicol dans un isolat qui etait sensible a 
l'ampicilline. 

Infections attrlbuables a d'autres types capsulalres 
Trois infections ont ete attribuees au type f (meningite 2, epiglottite 1) et 

une au type e (meningite) . Tous !es isolats etaient sensibles a l'ampicilline 
et au chloramphenicol. Aucun deces n' a ete signale. 

Analyse 
Ces etudes portent sur le pays de Galles et Sur 5 des 14 regions de 

l' Angleterre. Les 4 regions de la Tamise et !es Midlands de l'Ouest figurent 
parmi les 9 regions pour lesquelles on ne possede aucune donnee. n se 
pourrait que !es resultats ne soient pas representatifs de I' ensemble du pays, 
mais ils n'en foumissent pas mains des informations de base utiles pour 
evaluer !'impact du vaccin. 

Soixante-et-un des cas sont survenus chez des sujets de mains de 2 ans, 
ce qui confirme la necessire d'integrer le vaccin anti-Hib dans le calendrier 
actuel de vaccination a 2, 3 et 4 mois. Vu la forte proportion de cas 
survenant entre l' age de 4 et de 12 mois, la mise en place de programmes de 
rattrapage s'impose pour ce groupe. L'incidence globale chez !es enfants de 
moins de 5 ans etait inferieure aux estimations recentes. On a toutefois note 
des variations entre les regions, et les estimations maximales correspondent 
aux chiffres publiesC7·8>. On ignore au juste si les differences refletent de 
reelles variations geographiques ou une declaration incomplete des cas. 
Cela fait d'ailleurs l'objet d'une enquete plus poussee. On a note un fort 
pourcentage de deces attribuable a Hib chez !es adultes. Bien que cela 
coincide avec les donnees anterieures<8•9l, on ignore dans quelle mesure 
!'infection a Hib a contribue a !'issue dans ces cas. 

Quinze pour cent des souches resistaient a l ' ampicilline seulement et 
1 % a l'ampicilline et au chloramphenicol. Ces antibiotiques sont 
couramment utilises comme agents de premiere ligne pour le traitement des 
infections inf an tiles tel que la meningite. II faudrait envisager I 'utilisation 
d'autres antibiotiques, tels que la cefotaxine, pour le traitement initial des 
infections invasives qui pourraient etre attribuables a Hib<8>. 

Treize pour cent des cas etaient attribuables a H. injluenzea NT. II se 
pourrait que certains de ces isolats soient des descendants des souches de 
type b ayant perdu leur capacite d' excreter leur capsule et qui, par 
consequent, ne pouvaient etre serotypees. Une etude est prevue qui fera 
appel a une technique plus perfectionnee avec sonde d' ADN specifique au 
type, pour determiner si ces souches sont vraiment non typables, c-a-d., non 
encapsulees, ou descendent de souches de type b, c.-a-d., sont du type b 
quant au genotype. 

Comparativement aux infections invasives causees par Hib, celles qui 
sont associees a H. influenzae NT surviennent habituellement chez les 
jeunes enfants OU Jes adultes ages atteints de quelques maladies 
sous-jacentes au d'anomalies structurelles <4•1().12>. La predominance de la 
bacrerie1nie et de la pneumonie concorde avec ces donnees et contraste avec 
les cas d'infection a Hib dont les manifestations cliniques les plus courantes 
sont la meningite et l 'epiglottite. La mortalite etait egalement plus elevee 
chez !es patients atteints d'infections NT que chez ceux atteints d'infections 
aHib. 

La vaccination devrait reduire considerablement I 'incidence des 
maladies causees par Hib, pourvu que l'on arrive a assurer une bonne 
couverture. L'epidemiologie de la maladie pourrait toutefois s 'en trouver 
modifiee. Un deplacement vers le haut de la distribution par age de la 
maladie pourrait notamment survenir, avec ce que cela implique pour !es 
futures politiques de vaccination. Dans certaines parties du monde, Jes types 
capsulaires autres que le type b (notamment le type a), centre lesquels il 
n'existe aucun vaccin, sont aussi associes a des infections invasives telles 
que la meningite et la pneumonieC13•14>. II se pourrait que, sous !'influence 
des programmes d'immunisation, ces serotypes acquierent une importance 
accrue dans ce pays. II faudra continuer a surveiller I' infection a H. 
influenzae apres la mise en place du programme d'inlmunisation contre Hib 
en octobre 1992 de fa~on a bien en evaluer !'impact. 
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Strategies for the control of infection also include chemo­
prophylaxis. Late cases and recurrences may occur despite 
prophylaxis and, therefore, vaccination should also be considered 
for preschool children who are household contacts of a case or room 
contacts, where 2 or more cases of Hib disease have occurred in a 
playgroup, nursery or creche within 120 days. In addition, 
vaccination should be considered for previously unvaccinated index 
cases aged 2 years and under15>. Children aged 2-12 months should 
receive 3 doses of vaccine at monthly intervals; those aged 13 
months and over require only a single dose. Vaccine is not indicated 
for adult contacts. 
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Les strategies de Jutte contre I 'infection font egalement appel a la 
chimioprophylaxie. Des cas tardifs et recurrents peuvent survenir malgre la 
prophylaxie; c'est pourquoi ii faudrait egalement envisager de vacciner Jes 
enfants d 'age prescolaire qui sont en contact avec des cas, a la maison ou 
ailleurs, lorsque 2 cas ou plus d 'infection a Hib se sont declares dans un 
groupe de camarades, dans une garderie ou une creche, au cours des 
120 jours precedents. On devrait en outre, envisager de vacciner Jes cas 
primaireS ages de 2 ans et moins qui ne J'ontjamais eteCIS). Les enfants ages 
de 2 a 12 mois devraient recevoir 3 doses de vaccin a des intervalles 
mensuels; ceux de 13 mois et plus n' ont besoin que d 'une dose unique. Le 
vaccin n'est pas indique pour Jes contacts adultes. 
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INFLUENZA ACTIVITY IN CANADA 
ACTIVITE GRIPPALE AU CANADA 

Laboratory Evidence (for the week ending 27 March 1991 (cumulative total from 1October1991) 
Slgnes biologiques (pour la semalne se termlnant le 27mars1991 (cumulatlf du 18

r octobre 1991) 

Province/Territory Nfld. P.E.I. N.S. N.B. Que. Alta. B.C. N.W.T. 
Provlnce/Terrltolre T.·N. 1.-P.-E. N.·E. N.·B. Que. Onl Man. Sask. Alb. C.·B. Yukon T.N.·O. Total 

l~'l.fititlft;:A\MWtK 
(3) (1) (10) (4) (110) (293) (38) (31) (119) 1(35) 1(644) 

NS D (2) (1) (3) (120) (7) (7) (140) 

s (7) (8) (11) (2) 1(44) 1(210) (41) (27) 2(350) 

I (1) (4) (2) (7) 

H1N1 D 
s (1) (1) 

I (12) (10) (52) (15) (29) (118) 

H3N2 D (2) (2) 

s (1) (16) (17) 

Total A (12) (9) (22) (6) 1(157) 1(635) (89) (121) (145) 1(83) 3(1279) 

Hf'I'n@!rtg'fttt:i\W 
I 
D (2) (54) (56) 

s (3) (1) (4) 

Total B (2) (57) (1) (60) 

TOTAL (14) (9) (22) (6) 1(157) 1(692) (90) (121) (145) 1(83) 3(1339j 

1 Nov./1 nov. 0 0 0 0 

27 Oec./27 dee. +++ + 0 ++ 

24 Jan./24 jan. + 0 0 + 

21 Feb./21 feb. ++ 0 0 0 

6 Mar./·6 mars 0 0 0 0 

27 Mar./27 mars 0 0 0 0 

• 
0 

Based on reports from provincial/territorial health departments 
No reported cases 

+ Sporadic cases 
++ Localized outbreaks 
+++ = Widespread 

Data unavailable 
I Identification by growth in tissue culture 
D Detection of virus in specimen by other methods such as fluorescent activity 

Confirmation by~ 4-fold rise in serologic titre by any method s 
NS Not subtyped 
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