
departments, physicians, and the community.
“You need to provide clinicians with as much

information as possible on the current outbreak,”
says Erin Mullen, RPh, PhD, assistant vice presi-
dent for Rx Response, a Washington, DC-based
coalition that includes PhRMA.

“If the hospital emergency room is seeing a
spike in unusual influenza-like illnesses, then
you should report these to the local public health
authority,” Mullen says. “Providing as much
information and being as open and transparent
with employees and the public is the best way to
go about it.”

Hospital pharmacists could stress to hospital
staff the importance of not over-reacting, says
Deborah J. Larison, PharmD, BCPS, clinical
pharmacy specialist in emergency medicine at
Sarasota Memorial Hospital in Sarasota, FL.

“We’re encouraging everyone to develop a
family disaster plan, not just for a pandemic, but
also for hurricanes, tornadoes, and fires,” Larison
says. “We’re encouraging them to reassess their
family emergency plans, which I have done with
my family, and not spread rumors.”

Pharmacists at Sarasota Memorial Hospital
have established a direct communication link to
county emergency management officials, and this
has been invaluable, Larison says. (See story
about Sarasota Memorial Hospital’s disaster
planning best practices, p. 64.)

“What has truly made the biggest difference in
the preparedness of this hospital is the phar-
macy’s direct involvement in our county emer-
gency management discussions and planning,”
Larison says.

Hospitals might already send administrators,
infection control staff, and epidemiologists to
county emergency response planning sessions.
But this isn’t enough, Larison notes.

“They’re not experts in the supply chain issues
and drug-related issues that occur in highly infec-
tious disease epidemics,” Larison says. “Having
someone from pharmacy in those meetings and
contributing effectively helps us be well prepared.”

Pharmacists should be part of their hospital’s
disaster planning process or at least be in close
communication with the people who are involved
with disaster planning, Mullen suggests.

For instance, hospital pharmacists need to be
in the loop so they can answer this very impor-
tant question: “If resources for a particular prod-
uct like an antiviral become very scarce, how do
you request assistance?” Mullen says.

“Chances are the emergency planner for the

hospital knows that information, so this would be
a good time for the pharmacy to connect with the
emergency planner and find out whether we
have contingency plans in place or whether we
need to start working on that,” Mullen adds.

Hospital pharmacists need to be proactive,
joining in conference calls with the Centers for
Disease Control and Prevention (CDC) and state
and local health departments during the early
days of a pandemic, Cohen suggests.

“We need to be sure we’re all speaking the same
language and are on the same page,” Cohen says.

The pandemic updates from official sources
should then be communicated to hospital staff
and the community, a process that ensures the
information disseminated is accurate and reliable,
she adds.  ■
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New influenza strains are rare, and pandemics are
even rarer. If the 2009 Mexican flu virus disappears
entirely, this year’s neoantigen flu likely will be
considered a pandemic scare. But if it returns and
causes illness and deaths later this year and next winter,
it will join the three other influenza pandemics of the past
century.
They are as follows:

• 1918 Spanish flu: An estimated 20-40% of the
worldwide population became ill, and 20-40 million
people died across the globe. There were more than
500,000 deaths in the United States. The flu had the
worst impact on people between the ages of 20 and 50,
often killing them within hours of their first symptoms.

• 1957 Asian flu: Originating in Asia, this pandemic
virus was quickly identified and vaccine was available by
August 1957. There were small outbreaks in the United
States during the summer, and the disease spread
quickly that fall. School children had the highest
infection rate, and about 69,800 people, mainly the
elderly, died from it in the United States .

• 1968 Hong Kong flu: The pandemic began in Hong
Kong early in 1968 and spread to the United States by
September. The virus impacted the elderly the most, and
deaths peaked in December 1968 and January 1969. It
was the 20th century’s mildest pandemic, with around
33,800 deaths.

There were three flu scares that were highly localized
and did not result in a spike in morbidity and mortality.
These were the 1976 swine flu scare at Fort Dix, 
the 1977 Russian flu which caused illness primarily in
children, and the 1997 avian flu scare, which caused a
handful of deaths before China slaughtered 1.5 million
chickens and ended the spread of the virus.

Flu Pandemic Timeline




