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2.1 Treatment of venous thromboembolism (VTE) – which is better – Direct acting oral                                                       
anticoagulants(DAOCs) or Warfarin ?.

12,500 patients with incident VTE in Canada and US on DAOCs (Rivaroxaban) were compared with 47,000 
patients with VTE on warfarin. During a mean follow up of 85 days, 3.3% of participants experienced major 
bleeding – intracranial, GIT or others. 1.7% died within 90 days. Risk for major bleeding and death from all 
causes did not differ significantly between the 2 groups. This was true even for patients with chronic kidney 
disease.

Comment:   VTE patients treated with DAOCs or warfarin has similar risks for major bleeding and all cause 
death within 90 days. DAOCs are more expensive but do not require close monitoring compared to warfarin. 
Cost considerations and availability will determine which agent should be used in VTE.

Ref: Jun M. et al BMJ 2017 Oct 17; 359: j4323.

2.2 Should corticosteroids be given for sore throat to hasten pain relief?.

Evidence suggests that steroid treatment relieves pain in patients with sore throats. This may be due to acute 
tonsillitis or pharyngitis occurring in children above 5 years and adults. The benefits and harms of steroids 
in this scenario was assessed in 10 randomized trials in 1,426 patients. The intervention was a single dose of 
oral dexamethasone 10mg for adults and 0.6mg /Kg (maximum 10mg) for children.  Antibiotics and other 
analgesics were given according to protocol. Patients who received the steroid were significantly more likely 
to experience complete resolution of pain within 48 hours than were controls. Mean time to onset of pain relief 
was 5 hours sooner and mean time to complete resolution of pain was 11 hours sooner in steroid recipients. 
Adverse events were similar. 

Comment: In this study, single dose steroid treatment hastened pain relief in children and adults with sore 
throat without causing adverse  effects.  However,  the  dose  of  Dexamethasone  used  was 1 0mg  which  is  
 equivalent to 20 X 0.5mg tablets, which involves taking a large number of tablets. Since most sore throats are 
due to acute pharyngitis caused by self-limited viral infection that resolved with self care, prescribing steroids 
for these patients may be unnecessary. Steroids might be an useful adjunct in treating patients with severe sore 
throat.

Ref: Sadeghirad B. et al BMJ 2017 Sept 20; 358: j3887.  \

2.3 In patients with atrial fibrillation (AF) – which is better – direct acting oral anticoagulants (DAOCs) 
or Warfarin.

A systematic review and network meta-analysis of 23 randomized trials comparing DAOCs with warfarin and 
with each other was performed in about 95,000 patients with AF. The DAOCs included were

1. Apixaban 5 mg b.i.d

2. Dabigatran 110 or 150mg b.i.d

3. Edoxaban 30 – 60mg once daily.

4. Rivaroxaban 20mg once daily.

The following outcomes were statistically significantly different for DAOCs vs Warfarin.

1. Risk for stroke or systemic embolism was lower for Apixaban and high dose Dabigatran ( 150mg 
b.i.d).

2. Risk for all cause death was lower for Apixaban and standard dose Edoxaban.

3. Risk for major bleeding was lower for Apixaban and standard dose Dabigatran (110mg b.i.d).

4. Risk for intra cranial bleeding was lower for all DAOCs at all doses.

5. Risk for GIT bleeding for standard dose Edoxaban (30mg/daily).
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In comparisons between DAOCs – out comes were similar for stroke, systemic embolism and all cause death. 
However risk for major bleeding were higher for high dose Dabigatran and Rivaroxaban. Compared with 
Warfarin, Apixaban 5mg b.i.d had the highest safety outcomes.

Comment: Warfarin was not superior to DAOCs for any outcome except GI bleeding. In all other aspects 
including stroke prevention or systemic embolism – DAOCs were superior. Apixaban performed the best and 
was cost effective.

Ref: Lopez – Lopez J.A. et al BMJ 2017 Nov 28; 359: j5058.

2.4 Can a weight loss programme lead to remission of Type 2 diabetes in primary care?.

Bariatric surgery  often  leads  to  lasting  remission  of  Type  2DM.  Can  similar  results  be  achieved  with 
non-surgical weight loss programmes?.

149 patients from 23 primary care practices in the UK were exposed to intensive weight loss intervention. 149 
patients from 26 control practices were exposed to usual care. The  duration of diabetes did not exceed 6 years. 
The BMI varied from 27 to 45 Kg/m2. HbA1C was <12%. The intervention was delivered by local nurses or 
dieticians. All antidiabetic and antihypertensive medications were suspended. The low energy formula diet of 
850 kcal/d was administered for 3 months and followed by structured food reintroduction. The duration of the 
trial was for 1 year. The following results were seen at the end of 12 months;

Item                                         Intervention group                 control group.
>15kg wt loss                                 24%                                         nil.

Diabetes remission               
(A1C <6.5%)                                     46%                                      4%

Diabetes remission with                                             
 (>15Kg loss)                                   86%                                         nil

Quality of life                                improved                               declined.

Comment:  Short term (1 year) diabetes remission is possible with strict dietary control. 15Kg loss in weight 
can achieve remission. These can be achieved without the risk and costs of Bariatric surgery. However, this 
study did not report on long term outcomes or cost effectiveness. 

Ref: Lean M.E.J et al Lancet 2017 Dec 4; e pub.                      

2.5 Should Oxygen be given routinely after a myocardial infarction (MI)?.

Oxygen has been used to treat patients with MI routinely for over a century. Are there any benefits and risks 
of this procedure?. A systematic review and meta-analysis of 5 randomized control trials involving 921 adults  
with MI in which the safety and efficacy of oxygen therapy with no oxygen therapy was undertaken. 

The rate of recurrent MI was significantly higher in patients who received oxygen therapy compared to those 
who did not (5.6% vs 0.7% = number needed to harm 20). No differences were found in short term mortality, 
rates of arrhythmia or duration of chest pain when followed up for 6 months. 

Comment: Oxygen therapy provides no benefit in non hypoxaemic patients with MI and at worst, conferring 
excess risk for adverse outcomes. This may not be true for hypoxaemic patients with MI.

Ref:  Fu S. et al Int.J.Nurs. Stud. 2017 Sept; 74: 8.
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2.6  Antibiotic  treatment  for  radiologically  confirmed  Community  acquired   pneumonia  (CAP)  in  
children and severe pneumonia in adults. 

Patients with CAP are treated empirically with antibiotics , as the causative organism is identified rarely.    
Sputum cultures may be contaminated with oral organisms. Beta lactam antibiotics are usually recommend-
ed to cover common bacterial pathogens, specifically Strep pneumoniae. These antibiotics have no activity 
against Mycoplasma pneumoniae and Chlamydophila pneumoniae.

What about combined Beta lactam monotherapy vs Beta lactam combined with a macrolide?. 1,400 children 
admitted with X-ray confirmed pneumonia were treated with either Beta lactam monotherapy (70%) or Beta 
lactam + macrolide combination (30%). Investigations revealed viruses as the cause in 74%, both viral and 
bacterial in 5% and atypical bacteria in 9% mostly Mycoplasma pneumoniae. Length of stay was similar      
between groups and in rates of ICU admissions or hospital re admissions.

In another study of severe pneumonia in 364 adults admitted to intensive care with respiratory failure, 
in whom both bacterial cultures and viral studies were conducted – it was found that 46 % had bacterial                             
etiology, 22 % were virus positive ( Rhino, Entero, Influenza or Respiratory Syncytial virus) and 32% had no          
pathogen isolated. The incidence of shock, mortality, mechanical ventilation and readmission rate were similar 
in viruses and bacterial pneumonia. Antiviral treatment with Oseltamivir 75mg b.i.d or Amantadine 100mg 
b.i.d were used in viral pneumonia. 

Comment:  Viruses are the commonest cause of childhood radiological pneumonia. In adults bacterial origin 
is commoner than viruses. Bacterial pneumonias are treated with antibiotics from the beginning empirically 
and antivirals can also be started. If the bacterial aetiology is excluded, then antiviral drugs alone may be   
continued.   The use of macrolides in combination with Betalactam in children is questionable. 

Ref:  Williams D.J et al JAMA Paediatr. 2017 Oct 30 : e pub.                                               

        Smith M.J  IBID : e pub.

       Shorr A.F. et al  Chest 2017 Dec 21st; e pub.

2.7 Prevention of falls in older adults.

Falls in the elderly (>65yrs) may be due to syncope, fits, arrhythmias, postural hypotension, tripping or           
slipping.  Poor vision and unsteady gait due to neurological diseases or deformities of the limbs are also 
seen. To determine fall prevention interventions, a meta-analysis was performed in 283 RCTs with 160,000            
participants ( mean age 78, 74% women). The following single and combined interventions were associated 
with lower risk for injurious falls.

1. Exercise such as walking and balance training.

2. Exercise combined with vision assessment and treatment.

3. Exercise + vision assessment and treatment + environmental assessment with modifications eg: 
installing grab bars in toilets and stair cases, removing throw rugs and other obstacles which may 
cause tripping.

4. Prevention of slippery floors.

5. Staff education in homes and in wards.

6. Vitamin D and Calcium supplementation.

To these may be added identification of cardiac status, neurological status and assessment for postural                 
hypotension and its treatment. Exclusion of osteoporosis in patients with fragility fractures and its treatment 
are also valid options.

Ref: Tricco A.C. et al JAMA 2017 Nov 7; 318: 1687.                                                      

       Larson E.B  IBID : 1659.
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2.8 For Polycystic Kidney disease (PCKD) a new treatment – Tolvaptan.

Vasopressin promotes progression of autosomal dominant PCKD. Tolvaptan is a vasopressin receptor                  
antagonist. Previously Tolvaptan  has been shown to slow down the decline in renal functions in PCKD         
patients with eGFR > 60ml/mt ( Grade 2 CKD). Now , in another  Industry sponsored study, its effect in those 
with eGFR between 25 – 65ml/mt was studied ( Grade 3 CKD).

1,370 PCKD patients with Grade 3 CKD were randomized to Tolvaptan ( 45mg to 120 mg /day) or placebo. 
During 1 year of treatment, decline in renal function was significantly less in the Tolvaptan group ( eGFR -2.3 
vs -3.6 ml/mt). The average interval to progression to stage 5 CKD ( <15ml/mt) would be extended to 9 years 
in the active group and 6 years in the placebo group. Polyuria, nocturia and polydipsia were the side effects 
of the “aquaretic” Tolvaptan. 6% of Tolvaptan patients had reversible elevations in ALT at least 3 times the 
upper limit of normal. In addition to decrease in the decline of eGFR, decrease in renal size and cyst growth 
was also observed with Tolvaptan.

Comment:  Tolvaptan  has the potential to delay progression of PCKD substantially.  If the patient had an 
initial eGFR of 60ml/mt, then end stage renal failure with eGFR would have occurred in 12.5 years without 
Tolvaptan and in 19 years with Tolvaptan therapy, if the rate of decline in eGFR continued over time. This 
gives a difference of 6.5 years in favour of Tolvaptan therapy. Longer follow up is necessary to determine 
whether improvement will persist and will outweigh adverse effects. The mechanism of the decreased decline 
in eGFR with Tolvaptan has been attributed to its antagonism to cyclic AMP. Other treatments for CKD in 
PCKD include  increase  in  water  intake,  decrease  in  Sodium  intake,  increased  use  of  Soy protein,                                  
Somatostatin,  mTOR inhibitors and ACE inhibitors and ARBs.

Ref: Torres V.E. et al NEJ Med 2017 Nov16; 377: 1930.

        Ingelfinger J.R    IBID : 1988.

2.9 Selective androgen receptor modulators (SARMS).

These are non steroid ligands that  bind  to  androgen  receptors,  including  myocytes.  They  are  a  class  of  
compounds for increasing muscle strength and size. They may depress gonadotrophin secretion, which may 
not be reversible after withdrawal. They are marketed extensively on the internet and in gymnasiums targeting 
athletes and muscle builders. Examples of SARMS include Ostarine, Ligandrol, Testolone and Stenabolic. 

In an investigative analyses of these commercial products, about 92% contains some type of active                       
compound. Only 50% contained SARMS. Very few contained the compounds listed on the product label. The 
most commonly identified compounds after SARMS were PPAR delta agonists and growth hormone secret-
agogues. For protection of the promotor, many contained a statement “Research use only” or “Not for human 
consumption”. 

Comment: The contents of these so called muscle builders and performance enhancers have not been       
proven to be effective nor safe. Clinicians should counsel athletes, body builders and those who exercise in                    
gymnasiums, not to consume these counterfeit and unregulated products.

Ref: Van Wagoner R.M. et al JAMA 2017 Nov 28: 318: 2004.

2.10 Does adding additional antihypertensive drugs result in progressively diminished effects?.

Observational studies have suggested that the incremental benefits of BP lowering diminish, as the                          
number of antihypertensive drugs prescribed increases. This is not uncommon in “resistant hypertension” 
where sometimes 3 or more drugs will be required to control the hypertension. An analysis of data from the 
SPRINT, a randomized trial where researchers assess the incremental effects of adding antihypertensive drugs 
from a new class in 9,000 non diabetic hypertensives was undertaken. These patients had heightened CV 
risk but no history of stroke. The target systolic pressure in the intensive group was < 120mmHg and in the         
standard lowering group was <140mmHg.

During a median follow up of 3 years, adding antihypertensive drug from a new class resulted in                                     
substantial mean reductions in systolic BP (-14.4mmHg). This resulted in reduction of major adverse CV 
events (-6.23 per 1,000 person years). Incremental reductions in systolic BP were similar among patients re-
gardless of whether they were taking drugs from 1,2 or more than 3 classes at baseline and across all clinical 
and demographic sub groups. There was no associated excess adverse events.
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Comment: Adding antihypertensive drugs from a new class resulted in substantial reduction in BP and            
adverse CV events in non diabetic hypertensive patients at high CV risk. It was also safe. 

Ref: Markovitz A.A. et al BMJ 2017 Dec22; 359: j5542

2.11 Does Canagliflozin (C) really decrease cardiovascular outcomes?.

Trials have shown that C lowers risk for adverse CV outcomes in Type 2DM with established or high risk for 
CV disease. But how does this SGL2 Inhibitor compare with other anti diabetic drugs in the general diabetic 
population?. A population based retrospective study compared CV outcomes in patients who use C or other 
antidiabetic drugs. The latter included DPP4 Inhibitors, GLP1 Receptor agonist or Sulphonylureas. During 30 
months of follow up, the following were seen.

1. Admission for heart failure – was significantly lower with C compared to DPP4 Inhibitors (Hazard 
Ratio 0.7), compared to GLP1RAs (Hazard ratio 0.6) and Sulphonylureas (Hazard ratio 0.5). 

2. Risk for composite CV end point (MI + Ischaemic stroke or haemorrhagic stroke) – no differences 
between C and other antidiabetic drugs. This was true even when adjusted for base line A1C and in 
sub groups with and without known CVD or heart failure.

Comment: In this study of diabetic patients, C was associated with lower risk of heart failure but not a        
composite end point of adverse CV events, when compared with other antidiabetic drugs. This observational 
study did not corroborate the relative reduction in adverse CV events that was seen in the large C randomized 
trial of 2017. The effect on heart failure could be mediated by the diuretic effects of SGLT2 Inhibitors.

For patients with Type 2 DM and established CV disease, the ADA recommends life style modification and 
Metformin First, followed by drugs that are FDA approved to lower risk for major adverse CV events and 
cardiac related mortality. These are currently Empagiflozin and Liraglutide. Both these drugs are expensive. 
Traditional means of lowering CV risk – Aspirin, Statin and antihypertensive drugs should be used as      
appropriate.

Ref: Patorno E. et al BMJ 2018 Feb 6; 360: k119.

2.12 HbA1C targets in Type 2DM – American College of Physicians Guidelines.

The ideal A1C target for diabetics is 7%. In young people without comorbidities, it could be even 6.5%. In 
those who are elderly ( over 70 yrs) multiple comorbidities and decreased life expectancy – the target A1C 
could be higher than 8%. Intensive glycaemic control in the elderly – compared to less intensive treatment ( 
ACCORD trials) did not demonstrate macrovascular benefits, and showed only marginal or surrogate benefits 
in microvascular outcomes. These were less albuminuria and less retinal photocoagulation. However, there 
was excess morbidity from severe hypoglycaemic episodes.

In a survey of Diabetologists World wide, the majority decided that life expectancy was the most important 
factor determining target A1C. For patients with life expectancies <10 years  - due to age >80 or residence in 
a Nursing home or with chronic debilitating conditions – a higher A1C was appropriate. 

Ref: Qaseen A. et al Ann.Intern.Med 2018 March 6; e pub.

2.13 What are the vascular diseases associated with migraine.

Prior research has suggested an association between migraine - MI and stroke (JAMA Intern. Med 2007; 167: 
795). To study this further, researchers in Denmark determined the risk in 51,000 patients with migraine but no 
known cardiovascular disease. Median age at diagnosis of migraine was 35 years and 71 % women. Follow 
up was mean 19 years. The following associations with migraine was noted.

1. Higher relative risk for ischaemic stroke ( Hazard ratio 2.26) .

2. Higher risk for haemorrhagic stroke – (Hazard ratio 1.94)

3. Venous thromboembolism – (Hazard ratio 1.59).

4. Myocardial infarction ( Hazard ratio 1.49).
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5. Atrial fibrillation or flutter (Hazard ratio 1.25).

6. Peripheral artery disease and heart failure – no increased risk.

7. Absolute risk –for all above outcomes was low. 

8. All these associations were stronger in patients with Aura and in women.

Comment: In this study, migraine was associated with excess relative risk for CV outcomes. However, given 
the young age of this study population, absolute risks were low. Cardiovascular prevention strategies such as 
prescribing Aspirin may mitigate CV risk but has not been studied.

Ref: Adelborg K et al BMJ 2018 Jan 31; 360: k96. 

         Kurth T. et al   IBID: k275.

2.14 Can Fluroquinolones (FQs) cause acute interstitial nephritis (AIN)?.

Drug induced AIN is suspected when the urine shows pus cells, proteins and sometimes eosinophilia.       
Sometimes there is fever, rash and a peripheral eosinophilia. Renal function can deteriorate and progress 
to the stage requiring dialysis. Withdrawal of the offending drug may not always result in return of renal            
function to baseline level. Steroids are sometimes used to obtain a remission but outcomes of this intervention 
is unclear. Biopsy is required for proof of AIN. 

Recently a case series of 24 patients with biopsy proven AIN attributed to recent use of FQs such as                         
Ciprofloxacin and Levofloxacin have been reported. They occurred after about 7 days of initiation of the 
culprit drug.

Comment: Penicillins are the most common group of drugs implicated in the causation of AIN in the                     
literature. FQs are the 2nd most common antibiotic class to cause AIN. 

Ref: Farid S. et al Mayo Clin.Proc.2018 Jan; 93: 25.

2.15 Pharmacological treatment of alcohol abuse (AA)
FDA approved treatment of AA include 

1. Naltrexone     50mg   once daily

2. Acamprosate.    333mg  two tablets b.i.d or t.d.s

3. Disulfiram (Antabuse)    250-500mg once daily

The following recommendations are given in the guidelines of the American Psychiatric Association (APA). 

1. Offer Naltrexone or Acamprosate to AA patients with moderate to severe intensity with a view to        
abstinence or reducing alcohol consumption.

2. Avoid Acamprosate in the presence of severe renal impairment.

3. Avoid Naltrexone if there is acute hepatitis, hepatic failure or ongoing opioid use.

4. Avoid Benzodiazepines and antidepressants unless alcohol withdrawal or a co morbid  
  disorder is being managed.

5. Avoid pharmacological treatments in pregnant or breast feeding women.

6. Topiramate or Gabapentin can be offered to AA patients who have a goal of                      
  abstinence or reducing alcohol use.

7. Disulfiram can be offered to AA patients who wish to achieve abstinence.

Ref: Reus V.I. et al Am.J.Psychiatry 2018 Jan 1; 175: 86.

APA guidelines 2018.
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2.16 Does smoking even only 1 cigarette daily result in excess cardiovascular risk?.

Evidence suggest that light smoking ( 1-5 cigarettes daily) increases risk for CVD.A meta – analysis of 141 
prospective cohort studies quantified the risk for coronary heart disease (CHD) and stroke associated with 
light smoking. 

Men who smoked 1, 5 or 20 cigarettes daily had 48% , 58% and 104% higher relative risk for CHD                             
respectively, than men who never smoked. 

In women, these higher relative risk were 57%, 76% and 184% respectively. Relative risks for stroke were 
similarly high for men and women.

Comment:  Smoking 1 or 5 cigarettes daily accounted for a substantial portion of the excess risk for 
CHD associated with smoking 20 cigarettes daily. Both CHD and stroke risk increased in mild and heavy                       
smokers. The possibility exists that some people who self report smoking only 1 or 2 cigarettes daily are         
actually heavier smokers. Clinicians should advise light smokers, who believe that it carries little or no                           
risk – to stop smoking altogether. 

Ref: Hackshaw A. et al BMJ 2018 Jan 24; 360: j 5855.   

      Johnson K.C   IBID : k167.

2.17 Opioid containing cough and cold medicines – can they be used in children?.

On January 11, 2018, the FDA announced that prescription of cough and cold medications that contained 
opioid, such as Codeine and Hydrocodone will no longer be indicated for patients younger than 18. Parents 
should read the labels of over the counter cough and cold medicines because Codeine  is still being sold over 
the counter in many countries and states of the USA.

For adults, opioid containing cough and cold medicines will come with an updated boxed warning, cautioning 
users about risks for misuse, abuse, addiction, overdose, death and slowed or difficult breathing. 

Ref: FDA Jan 11,2018.

2.18 In patients with combined heart failure (HF) and atrial fibrillation (AF) – does ablation improve 
HF outcomes?.

HF and AF often coexist. Researchers compared AF ablation with guidelines driven medical therapy for 
rate or rhythm control in 363 patients with paroxysmal or persistent AF and HF.  LV ejection fraction was 
<35%. These patients were unresponsive to, or intolerant of , or unwilling to take anti arrhythmic medications.           
Participants were randomized to catheter ablation or pharmacologic control of AF. Median follow up was 38 
months. The ablation group was less likely than the pharmacologic group to meet the primary composite end 
point of mortality and HF admission (28% vs 45%). The secondary end point of overall mortality was 13% vs 
25%. The cardiovascular mortality was 11% vs 22%. The LV ejection fraction increased by 8% in the ablation 
group and 0% in the pharmacologic group – a significant difference. 

Comment: This trial adds to the accumulating evidence on the benefit of AF ablation for HF patients with 
reduced LV ejection fraction. Prior randomized trial, have revealed that patients who underwent ablation have 
improvements in exercise tolerance and improvement in LV ejection fraction. However ablation is not for 
everyone. Patients with multiple or severe comorbidities might be better off avoiding the procedure. Patients 
with longstanding AF and with markedly dilated left atria should consider other options.

Ref: Marroucha N.F. et al NEJ Med 2018 Feb 1; 378: 417.
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2.19 Is Procalcitonin (PC) guided antimicrobial therapy (AMT) valuable in critical care?.

PC is increased in bacterial infections while CRP increase indicates inflammatory disease, which is not             
necessarily produced by bacteria. Previous metaanalyses have shown that PC guided antimicrobial manage-
ment, compared with standard care, resulted in less overall antibiotic exposure in ICU patients. However, 
differences in mortality or length of stay were not detected.  A new meta analyses of 15 randomized controlled 
trials involving more than 6,000 ICU patients who were not included in the previous meta analyses, was     
conducted. This study used PC as a marker of new or on going bacterial infection.  PC was used for initiation, 
cessation or combined initiation and cessation.

PC guided antibiotic cessation significantly lowered short term in-hospital or 30 day mortality ( 21% vs 
24%, NNT = 32) and antibiotic duration ( mean difference 1.2 days). Hospital or ICU length of stay was not     
different. 

PC guided initiation or combined strategies did not affect hospital mortality.

Comment:  ICU patients with bacterial infection should be started on antibiotics. However, cessation of           
antibiotics may be decided by normalization of PC levels. Measuring initial PC levels and follow up PC levels 
are useful in managing but not antibiotic initiation in ICU patients.

Ref: Lam S.W et al Crit.Care .Med 2018 Jan 2; e pub.

2.20 Influenza virus airborne transmission.

Flu can be transmitted from infected people not only by coarse (> 5 micro meters) respiratory particles, but 
also by fine  ( <5 micro meters )  respiratory   particles,  that  can  persist  in  the  air  for  prolonged  periods.  
Researchers used both molecular and culture techniques to assess the presence of flu virus in 218 paired naso-
pharyngeal swabs and 30 minute exhaled breath aerosol samples that were collected as the patients breathed 
normally, spoke, coughed, and sneezed during the first three days of illness.

Infectious virus was present in 89% of the nasopharyngeal samples and in 39% of fine aerosol samples. The 
positivity declined as the number of days after symptom onset increased. It was higher in men and in those 
with coughing. Shedding was also present without coughing or sneezing. Flu vaccination in the previous flu 
season was associated with fine aerosol shedding but not nasopharyngeal or coarse aerosol shedding. 

Comment: Infectivity of influenza is highest in the first three days. Those who are likely to get serious attacks 
such as asthmatics, diabetics, immuno suppressed individuals, aged and very young should avoid exposure 
during the first three days at least. Wearing of masks for both patient and care givers or family members should 
be encouraged. Not only coughing and sneezing but also just speaking can transmit the virus. Other studies 
have found that the virus is positive in the air even at a distance of 4 feet from an infected individual.

Ref: Yan J. et al Proc. Natl. Acad.Sci USA 2018 Jan; 115: 1081.

Compiled By; 

Dr. H. N. Rajaratnam MD, MRCP(UK), FRCP(Lond), FCCP, FACE, FRACP(Hon), FSLCE(Hon)                          
FSLCGP(Hon) , 

Consultant Physician and Endocrinologist.



11



12


