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Abstract
The first case of 2009 pandemic influenza A (H1N1) virus infection in Bangladesh was
documented on June 18. Subsequently, persons with suspected cases of infection and contacts of
those with suspected infection were tested. Individuals in whom infection was confirmed were
hospitalized and quarantined, and some of them were closely observed for the purpose of
investigating the nature and duration of the disease. In Dhaka Medical College Hospital, there
were 28 admitted patients in flu ward and 2335 registered suspected H1N1 influenza cases
attended in flue corner but 833 highly suspected cases were recorded in case record form. We
describe the epidemiological characteristics of 28 indoor (flu ward) and 833 outdoor (flu corner)
patients. Most of them were in between 20 to 30 years age group. Among 833 outdoor patients
611(73.34%) were male and 222(26.65%) were female. 354 (42.49%) patients were student, 195
(23.40%) were service holder.  No patients (indoor) had any serious underlying medical conditions.
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Introduction
World Health Organization (WHO) announced
pandemic alert level 6 on 11th June, 2009.1 In less
than 20 days this alert level was raised from 5 to 6
and now the infection has spread to 208 countries
all over the world with 2,46,571 confirmed cases and
9596 deaths.2 Level 6 indicates widespread human
infection where a global pandemic is ensuing.3 This
is the first influenza pandemic since 1968 when the
influenza A (H3N2) swept across the world.4 In late
April, 2009 it was confirmed in Mexico and the United
states that a novel influenza virus with unique

genetic and antigenic characteristics has emerged.5

The 2009 H1N1 virus is a triple-reassortant influenza
virus containing genes from human, swine, and
avian influenza viruses.6,7,8 Now the virus is
spreading from person-to-person in multiple
countries in Europe, the Americas and the Far
East.15 For the first time in history, health
authorities around the world are watching the
situation very closely with “real-time” data on
outbreak emanating from every corner of the world.15

This can be attributed to the synchronous and prompt
sharing of information unlike the early days of SARS



outbreak in China in 2003.9,15The first case of swine
flu in Bangladesh was detected on 18th June, 2009.
In Bangladesh there were 803 confirmed cases of
H1N1 infection and among them only 6 patients
died.10

All patients with confirmed infection and suspected
severe infection had been hospitalized and
quarantined in an isolated Flu ward in the Dhaka
Medical College Hospital to isolate them from the
general population. The hospital quarantine allowed
us to closely monitor the patients, its clinical features,
the results of laboratory and radiographic tests, and
the nature and extent of the disease. This report
describes the epidemiologic characteristics of the 28
indoor (at Flu ward) and 833 outdoor (at Flu corner)
patients at Dhaka Medical College Hospital from
August to November 2009 of pandemic influenza A
(H1N1) virus infection.

Materials & Methods
This was a cross sectional study. The study was done
on highly suspected 833 recorded outdoor (flu corner)
and 28 indoor patients admitted in Flu ward of Dhaka
Medical College Hospital during the study period of
August to November 2009. A datasheet was made
and filled up with recording of all relevant parameters.
It was then assessed and evaluated. Results were
analyzed by using statistical software program SPSS
version 12. A suspected case was defined as an
influenza-like illness (temperature > 37.5°C and at
least one of the following symptoms: sore throat,
cough, rhinorrhea, or nasal congestion) and either a
history of travel to a country where infection had
been reported in the previous 7 days or an
epidemiologic link to a person with confirmed or
suspected infection in the previous 7 days. A
confirmed case was defined by a positive result of a
real-time reverse-transcriptase– polymerase-chain-
reaction (RT-PCR). The National Rapid Response
Team (NRRT) is investigating all reported cases. The
Institute of Epidemiology, Disease Control and
Research (IEDCR) & National Influenza Centre (NIC)
has taken the lead role in conducting preliminary
laboratory investigation with Real Time- PCR (RT-
PCR) of nasopharyngeal or pharyngeal swab. A close
contact was defined as a person who lived with or
was exposed to the respiratory secretions or other
bodily fluids of someone with suspected or confirmed
infection. Patients were followed until discharge, with
symptoms and signs recorded daily. The details of
all investigations and treatments were recorded. A

return to normal body temperature was defined as a
temperature of less than 99°F for 12 hours after the
withdrawal of any antipyretic treatment. The criteria
for discharge (as defined in the guideline) were two
readings of normal body temperature taken on 2
consecutive days, the absence of respiratory
symptoms, and negative results on the testing of
samples from two consecutive pharyngeal or
nasopharyngeal swabs.

Results

Table I
Sex distribution of indoor patients (n=28)

Sex Number (n) Percentage%

Male 9 32.14%

Table-I shows, out of 28 indoor patients, 19 (67.85%)
were female and only 9 (32.14%) were male patients.

Table II
Age distribution of indoor patients (n=28)

Age range Number (n) Percentage %

<10 2 7.14%

11 – 20 7 25%

21 – 30 11 39.28%

31 – 40 3 10.71%

41 – 50 4 14.28%

51 – 60 1 3.57%

Total] 28 100%

Table II shows, age distribution of indoor patients
varied from <10 to 60 years. Maximum numbers of
the patients were in the age group of 21-30 years
(39.28%).

Table III
Coexisting condition of indoor patients (n=28)

Coexisting condition Number(n) Percentage (%)

Diabetes Mellitus 3 10.71%

Hypertension 1 3.57%

Bronchial Asthma 2 7.14%

Pregnancy 3 10.71%

No significant coexisting 19 67.85%
condition

Table III shows, 3 (10.71%) patients were diabetic
and 3 (10.71%) were pregnant.
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In our outdoor (Flu corner) at Dhaka Medical College
Hospital (DMCH), 2335 registered suspected H1N1
influenza cases were attended but 833 highly suspected
cases were recorded in case record form (CRF). They
were all enlisted, registered, thorough histories were
taken and clinical examinations were done. Suspected
cases were sent to IEDCR for PCR from
nasopharyngeal swab to detect Influenza A H1N1.
Confirmed and admittable cases were admitted in Flu
ward of DMCH. Subsequent follow up of the outdoor
patients was not possible, because many of them did
not report to us for further follow up.

Table IV
Age and sex distribution of outdoor (flu corner)

patients (n=833)

Age group Number                     Gender

 (%) Male (%) Female (%)

0-4 11 (1.32) 4(0.48) 7(0.84)

5-9 20 (2.40) 11(1.32) 9(1.08)

10-14 29 (3.48) 13(1.56) 16(1.92)

15-19 131 (15.72) 91(10.92) 40(4.80)

20-24 311 (37.33) 247(29.65) 64(7.68)

25-29 144 (17.28) 113(13.56) 31(3.72)

30-34 69 (8.28) 49(5.88) 20(2.40)

35-39 43 (5.16) 23(2.76) 20(2.40)

40-44 32 (3.84) 26(3.12) 6(0.72)

>44 43 (5.16) 34(4.08) 9(1.09)

Total (%) 833 (100%) 611 (73.34%) 222 (26.65%)

Table IV shows, among 833 outdoor patients
611(73.34%) were male and 222(26.65%) were female.
Most patients were in 20-24 years age group, where
out of 311 (37.33%) patients 247 (29.65%) were male
and 64 (7.68%) were female. Next most populated
group was 25-29 years age group, where the total
patient were 144 (17.28%).

Table V
Occupational distribution of outdoor patients (n=833)

Occupation Number Percentage (%)

Student 354 42.49%

Service holder 195 23.40%
Businessman 92 11.04%
House wife 84 10.08%
Children 30 3.60%
Farmer 3 0.36%
Other 75 9.00%

Total 833 100%

Table V shows, out of 833 outdoor patient, 354
(42.49%) patients were student, 195 (23.40%) were
service holder and 92 (11.04%) were businessman.

Discussion
We describe a study of 28 indoor patients and 833
outdoor patients at Flu ward and Flu corner of DMCH
for 2009 pandemic influenza A (H1N1) virus infection
between August and November 2009. As compare to
the recent study of Dr. Bin cao, our majority groups
of patients were also in between 21-30 years of age
group.11 In indoor patients group maximum patients
were female (67.85%) but in outdoor patients group
maximum patients were male. Among 833 outdoor
patients 611(73.34%) were male and 222(26.65%) were
female. Most patients were in between 20-24 years
age group, where out of 311 (37.33%) patients 247
(29.65%) were male and 64 (7.68%) were female. Male
preponderance was also reported by other
studies.6,7,11,12,13,14 Out of 833 outdoor patients, 354
(42.49%) patients were student, 195 (23.40%) were
service holder and 92 (11.04%) were businessman.
Among outdoor patients between the age group of
20-29 years total patients were 455(54.62%) among
them 17 patients had history of contact abroad and
51 patients had contact with flu patients. Indoor
patients presented with mostly fever (92.85%),
rhinorrhea (71.42%), shortness of breath (89.28%)
and cough (64.28%). Where Out of the 833 outdoor
patients 596(71.54%) patients had fever, 585(70.22%)
had cough, 410(49.21%) had rhinorrhea and
314(37.69%) had sore throat. Dealing of such a
pandemic in a low-resource setting like Bangladesh
it would be very difficult task for us. But we have
done a great job because with these limited resources
only 2 patients had died.

 Most cases can be dealt at home by following
measures like social distancing, respiratory
“etiquette”, hand hygiene and household
ventilation.15 In health-care settings, a system of
triage, patient separation, prioritization of use of
antiviral medicines and personal protective
equipment (PPE) according to risk of exposure, and
patient management should be in place.15 A
particular vulnerable group is the pregnant women
who have an increased probability of developing
complications compounded by the fact that maternal
health care is often neglected in these low income
countries.1 In our indoor patients 3 of them were
pregnant but there ultimate outcome were good. The
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Government of Bangladesh (GOB) has taken
appropriate measures in combating this pandemic.
Screening of passengers at airport, seaport and land
ports has begun. Antiviral drugs and PPE have been
stockpiled up to the district levels. Isolation units at
29 district hospital have been setup and by the end
of the year all district hospitals will have this facility
ready. At the national level, National Institute of
Chest Disease Hospital (NIDCH) and Infectious
Disease Hospital is prepared to manage emergency.
Adequate numbers of health professionals have been
trained on influenza epidemic.16

Conclusion
Influenza pandemic is not a new phenomenon to the
world. Proactive measures rather than panic are
warranted in dealing with this problem of global scale.
Concerted efforts will help mitigate the damage it
will leave on its trail. Perhaps, Dr Chan has summed
it up nicely— “We are all in this together, and we
will all get through this, together.”1
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