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The motivational characteristic of the subject:
Aerosol infections constitute 95,5% in the general structure of infectious diseases. Most of them have a viral etiology. The implementation of the National immunizatiom programme has enabled to effective manage and reduce the incidence of measles, a pertussis, a diphtheria, rubella, mumps. Meningococcal infection is the most severe infection and still remains one of the actual problems of health in all countries. It is characterized by the severity of disease, high mortality, complications, involving in the epidemic process the children of early age, In Belarus meningitis has a tendency to decrease of morbidity. The annual incidence for meningitis is 2,2-2,5 per 100000 persons. 

Scarlet fever is widespread. In Belarus disease of a scarlet fever makes 26,7-52,1 per 100000 persons. In most cases, scarlet fever is characterized by the sporadic incidence. Epidemic outbreaks of diseases are registered in the institutions for children of preschool age, and especially in the period of formation of new groups. 
Within a big region, epidemic process of acute respiratory infections and influenza develops mainly under influence of steady factors which determine levels of morbidity, continuity, extensive spread and unidirectional variation of epidemic tendency. Acute respiratory disease and influenza are characterized by higher morbidity levels, highest appearance in diseases causing temporary disability (28.2%) and general morbidity of children (62.20-70.9%). Complications appear in 10.2-53.6% of the patients. The most frequent complications are pneumonia, tracheitis, bronchitis, meningitis, encephalitis, lesions of the cardiovascular system. 
The doctor of any profile should know basic epidemiological patterns of these infections and to be able to organize preventive anti-epidemic measures.
The aim of practical training is the study of the epidemiological surveillance system for meningitis, scarlet fever, ARI and there prevention.
Tasks:
1. To study the etiology, the mechanism of development and manifestations of the epidemic process of meningitis.

2. To study the etiology, the mechanism of development and manifestations of epidemic process of scarlet fever.

3. To study the etiology, the mechanism of development and manifestations of epidemic process of ARI and influenza.

4. To study the basic areas of prevention of these infections.

Requirements to initial level of knowledge
For full development of a subject it is necessary for student to repeat following questions:
1) «structure of populations, ecology and parasitology bases» (medical biology);
2) «principles of prophylactic medical examination of infectious patients; principles therapies of infectious diseases» (infectious diseases);
3) «the general patterns of infections and immunity; патогенез, diagnostics of the basic infectious diseases of the person» (microbiology, virusology and immunology);
4) «environment as set of natural and social elements, their influence on population health; problems of personal hygiene; socially-hygienic monitoring; legal bases of sanitary inspection in Belarus» (the general hygiene);
5) «formation of a healthy way of life; preventive measures, its kinds, levels and modern features of its organisation» (public health and public health services).
Control questions from related subjects
1. Name the causative agent of meningococcal infection, its properties, that are important from the epidemiological point of view.
2. What are the main clinical manifestations of meningococcal infection?
3. What methods of laboratory diagnostics are applied?
4. Who is more at risk of the disease?
5. Name the etiology of scarlet fever?
6. The etiology of influenza and acute respiratory infections.
7. How to diagnose influenza, what are the main properties of the influenza virus.
Control questions on the topic
1.The factors of the epidemic process, the mechanism of development of the epidemic process and manifestations of the epidemic process in the aerosol infections

2. Organization of anti-epidemic measures in the epidemic foci of aerosol infections

3. Surveillance for aerosol infections and prevention
Learning material
Scarlet fever is an acute infectious disease characterized by fever, intoxication, angina, petechial rash, and development of infectious-allergic complications. The causative agent of scarlet fever are þ-hemolytic Streptococcus group A — Streptococcus pyogenes. Streptococci are gram-positive microorganisms have a spherical shape, a size of 0.8-1.0 mkm, still. Streptococci, that produce exotoxin, are the cause of the disease. Streptococcus group A has divided into 60 serovars depending on typespecification protein T- and M-antigens. The virulence of streptococci associated with the quantitative content of the M-antigen. Streptococci are relatively stable in the environment and can be from several weeks to several months to preserve the viability of the household items, clothing, bedding and accessories. Streptococcus little resistant to high temperatures — heating to 560C causes their death after 30 minutes. Extensive epidemiological practice disinfectants detrimental effect on these microorganisms. 

Source of infection is the only person — the patient, reconvalescent, media streptococci. 
Sources of infection may be sick with scarlet fever, tonsillitis, nasopharyngitis and other diseases streptococcal etiology. Streptococci are starting to stand out from the first day of the disease. The maximum allocation of pathogens is celebrated in the first week of the disease, then a decrease in the allocation of streptococci and 3-5 week gain popularity dramatically reduced. Early treatment with antibiotics contributes to a more rapid release from streptococci. Reconvalescence carriage of streptococci is formed at an average of 3-5% of persons ill with scarlet fever. Long carriage (a few months) is relatively rare - 1-2% after scarlet fever. The period of carriage may lengthen the presence of concomitant diseases, rhinitis, sinusitis, tonsillitis, etc. In some situations, healthy carriers of Streptococcus can be a real danger. Streptococci are highlighted when coughing, sneezing in the composition of the condensed phase of the aerosol. Household items, inseminated by Streptococcus, are factors in the transmission of these microorganisms mainly in those cases, if they are polluted recently and come into contact with mucous membranes (toys that children take in his mouth and coughing, sneezing in the composition of the condensed phase of the aerosol. Streptococci are favorable environment in milk, dairy products, creams that can also perform the role of transfer factors with scarlet fever. 

Susceptibility and immunity. Transferred disease leaves stressful antitoxic and antibacterial immunity. Antitoxic immunity protects ill with scarlet fever from repeated cases. antimicrobial immunity is typespecification and does not protect against local impacts of Streptococcus with different antigenic structure.
The main clinical manifestations. The incubation period ranges from 1 to 12 days (1-3 days). The disease begins acutely. Within a few hours the body temperature rises to 38-39*, there are General weakness, headache, sore throat. In typical cases, after 6-12 hours from the onset of the disease rash appears first on the face, then on the neck, torso and extremities. For scarlet fever characteristic petechial rash on the background of damaged skin. In severe forms of scarlet fever rash is more intense than in the mild course. The rash lasts for 3-7 days, then gradually fades away, leaving pigmentation. Constant symptom of scarlet fever is strep throat with a characteristic bright hyperemia of the throat ("burning mouth"). 
The disease is now easy and stately forms.

Laboratory diagnosis. Clinical verification of scarlet fever is based on bacteriological method selection *-hemolytic Streptococcus in swabs from the throat on blood agar and serological (increase in antibody titer in the dynamics to streptococcal antigens - M-protein, a polysaccharide, streptolysin-O and others).
Manifestations of the epidemic process. Scarlet fever is widespread. In Belarus, the incidence of scarlet fever is 26.7-to 52.1 per 100 thousand population. Periodic UPS and downs of morbidity alternate with intervals of 3-4 years. The incidence of scarlet fever has expressed the autumn-winter season. The increase in the incidence begins in September, reaching a peak in October-November, followed by a slow decline. In the vast majority of cases of scarlet fever is logged in sporadic cases. The main contingent, which is involved in the epidemic process, are children under the age of 7 years (the maximum disease incidence is at age group 3 years). The highest incidence rates of scarlet fever are observed among children attending preschool institutions.
Epidemiological surveillance. Epidemiological surveillance of scarlet fever assumes a dynamic assessment of the status and trends of the epidemic process, control measures are aimed to prevent increases in morbidity, reducing morbidity and reduce complications from this infection.
Information support system of epidemiological surveillance involves the collection of information contained in the emergency notifications, maps epidemiological surveys foci, materials laboratories, as well as obtaining information about preschool institutions, organized groups (especially newly created), the quality of performance previously scheduled preventive measures, and other information.
Epidemiological analysis of the information allows you to identify the most typical manifestations of the epidemic process of scarlet fever (risk, time risk areas and risk groups, risk factors, and to evaluate the effectiveness of mitigation measures. 
The results of a retrospective epidemiological analysis of the incidence of scarlet fever are the basis for decision-making and planning of preventive actions for the coming year or a longer period of time.
 Prevention.  An important role belongs to the rational implementation of sanitary-hygienic requirements in preschool institutions and other collectives (daily inspection of the children, cleaning, ventilation, handling toys, rational content of the groups, the insulation between the groups, and so on).

One of the preventive measures is an antibiotic. Mass antibiotic prophylaxis is advisable to carry out the day before or in the beginning of the rise in the incidence of scarlet fever. Penicillin or bicillin-3 used for these purposes. The use of preventive antibiotics with scarlet fever can significantly reduce the likelihood of complications of this infection (rheumatic fever and others).
Anti-epidemic measures. Patients with scarlet fever should be isolated at home or hospitalized in the infectious diseases hospital. Clinical indications for hospitalization are heavy, medium severe form of the disease, and the disease scarlet fever children with chronic pathology. Epidemiological indications for admission are: 
a) the residence; 
b) the presence in the hearth of children under the age of 8 years, not ill with scarlet fever, as well as adults, by the nature of their activities related to kindergartens and primary classes in schools (the first two classes), surgical and maternity departments, production of milk and dairy products. 

The statement had been ill with scarlet fever occurs after clinical recovery, but not earlier than 10 days from the onset of the disease. Ill with scarlet fever are allowed to visit the preschool and the first two classes of schools, and to work in surgery, maternity, medical facilities and processing plants 12 days after discharge from hospital. Persons who communicate with patients with scarlet fever, subject to medical surveillance for 7 days. children who attend preschool and the first two classes of schools and not previously ill with scarlet fever, the observation period are subject to separation from collectives. In other cases, medical follow-up is carried out without isolation. 
Current disinfection in the middle of scarlet fever involves the isolation of the patient in a separate room. The patient must have a separate bed linen, towels, nursing, dishes for food and drink. Tableware and care must be stored separately. Dirty linen of the patient is collected separately from linen family members. Separate cleaning equipment used for patient rooms and other premises. Persons caring for the sick with scarlet fever should be dressed in a robe or easily washable dress; on the head should be solitaire.
Meningitis is an acute infectious disease. The disease is characterized by a variety of clinical manifestations – from an asymptomatic carriage before defeat of brain covers and sepsis. 
Etiology.– Neisseria meningitidis is the causative agent of a meningitis. Neisseria meningitidis belongs to the genus Neisseria family Neisseriaceae. Meningococcus is a gram-negative microorganisms, has a diameter of 0.6-1.0 mm, the shape of a coffee bean. He does not form spores, aerobic.

There are 12 serological groups: A, B, C, D, X, Y, Z, 29E, 135W, N, І, K, L. 
Antigenic structure of meningococcal antigens presented by the following categories: 1) generic antigens (proteins and polysaccharides); 2) a species-specific antigen (protein); 3) group-specific antigens presented capsular polysaccharides and the outer cell wall polysaccharides; 4) The type specific antigens (outer membrane proteins and cell wall lipopolysaccharides). These antigens allow to distinguish serotypes within serogroups.

Generally meningococcus  А and С are the reason of large epidemics, however in the last 30 years a number of epidemics was connected with activization of a serogroup В.
Meningococci are a little stable in the environment and rapidly die when dry and when the temperature deviation from 37 * C (boiling kills them instantly). At room temperature, they die sputum dried 3 hours at 0 * C - 3-5 days in a spray state at a temperature of 18-20 * C - 10 minutes, retention time of agent increases somewhat in a humid environment. Disinfectants pathogen causing death within a few minutes.
The causative agent is highly sensitive to antibiotics and sulfonamides, but now there is a process of acquisition of resistance to these drugs, including penicillin.
The mechanism of development of the epidemic process. The source of infection. 
A sick person or bacillicarrier are sources of meningococcal infection. A sick person or bacillicarrier are sources of meningococcal infection. There are 3 groups of sources of infection: pain-WIDE generalized forms (meningitis, meningococtsemiya, meningoencephalitis, etc.); patients with meningococcal nasopharyngitis; "Healthy" carriers "Healthy carriers do not get sick, but recovered the pathogen into the environment.
Sick generalized form of meningitis is the most dangerous source of infection. He is dangerous to others, mainly in the prodromal period, whose duration is, on average, 4-6 days.
Significant epidemiological role patients with meningococcal nasopharyngitis. In 66% of patients nasopharyngitis have a cough, a 68% nasal congestion. The duration of the infectious period is about two weeks. "Healthy" carrier has a significantly lower infect ability. The number of speakers is hundreds of times greater than the number of patients. In one patient, depending on the epidemiological situation, varies from 100 to 2000 "healthy" carriers.
Transmission mechanism. The causative agent of meningococcal disease is transmitted by aerosol transmission mechanism. Vobuditel stands with droplets of mucus by coughing, sneezing, talking. Human infection is possible only at the time of release of agent in close and long-term association with the source of infection. Infection contribute to overcrowding, prolonged contact, especially in residential areas, violations of the temperature and humidity conditions in them.

Susceptibility and immunity. 
The susceptibility of people to the pathogen depends on genotype and phenotypic features. Low incidence of generalized forms of meningococcal infection indicates a low sensitivity to people with meningococcal general susceptibility to the pathogen. The probability of a generalized form depends mainly on the individual resistance, infectious dose and virulence of the pathogen. Children born to immune mothers receive protective antibodies of immunoglobulin class G as a result of transplacental transmission in utero. Specific antibodies may be detected within 2-6 months after birth. In the future, the majority of children in the first two years of life have no immunity to the meningococcus. In subsequent years, he gradually formed by natural immunization as a result of the meeting with the agent. Moved meningococcal infection leads to the production of specific antibodies (agglutinins, precipitin bakteriotropiny). Post-infectious immunity in meningococcal infection stressful enough, resulting in repeated relapses and rare cases.

The main clinical manifestations.

Meningococcal nasopharyngitis manifested headache, lethargy, weakness, pale skin, dry cough, pain and sore throat, nasal congestion, muco-purulent rhinitis, low grade fever, congestive hyperemia and grit posterior pharyngeal wall, hyperplasia of the lymph nodes and tonsils. These changes last from several days to two weeks.

Generalized forms of meningococcal disease are acute onset, sudden fever, chills, excitement, sharp headache. Headache is often accompanied by vomiting, not bringing relief. Meningeal symptoms grow rapidly: Kerniga symptoms, Brudzinskogo, stiff neck. When meningococcemia haemorrhagic rash appears on the 1-2 day of illness. The rash is usually localized in the lower extremities, buttocks, the lateral surfaces of the body. There may be bleeding in the sclera, conjunctiva, the mucous membrane of the throat, in severe cases - nasal, gastrointestinal, renal hemorrhage.

Meningococcemia may occur in the form of lightning, which for several hours results in death from infectious-toxic shock.

Currently, the number of erased and atypical forms has increased due to the widespread use of antibiotics
Laboratory diagnosis is represented by bacteriological and serological methods. Due to the low resistance of the pathogen to adverse external influences become crucial correctness and timeliness of the material of the fence, his crop on culture media immediately after collection (if you can not - not later than 2-3 hours while maintaining at 37 ° C), the study only freshly isolated cultures. However, even with these conditions, identify meningococci is possible only in 30-40% of patients. In this regard, important in the diagnosis acquire serological methods.
Manifestations of the epidemic process. Meningitis is registered everywhere. The incidence varies widely in different continents and in different countries. The highest incidence in the last 50 years is celebrated in Africa, which includes the so-called "zone of meningitis" or "meningitis belt". It stretches from Upper Volta to Sudan in the 4200 km and, on average, has a width of 600 km. It includes about 15 countries in Africa (Mali, Nigeria, Somalia, Ethiopia, et al.). During the epidemic rise in some countries the incidence is about 200-500 cases per 100 thousand population. In the Republic of Belarus in recent years, the incidence of meningococcal disease was 3,5-5,3 per 100 thousand population.

Meningitis is the frequency with long periods interepidemic. Periodic upgrades are, thus, a different character. Maximum incidence in temperate countries is in March-April, in times of recession - in May.

Meningitis is registered in all age groups, but suffer mostly children under 14 years.  Meningitis is characterized by low foci. Group or repeated cases of generalized forms of meningococcal disease are rare. Outbreaks occur more often in organized groups of children and adolescents, usually during the first weeks after their formation or during the period of seasonal rise in incidence.
Unfavorable prognostic signs are:

the vast number of severe and moderate forms of meningococcal disease;

the presence of foci of meningococcal disease with recurrent infections;

increase in the carriage of one of the leading meningococcal serogroups;

increase the circulation of the causative agent of meningococcal infection and increase its excretion compared with the previous year;

an increase in the registration of deaths from meningococcal infection, compared with the previous year.
3. Influenza is an acute viral infection that spreads easily from person to person in any age group. In addition to seasonal epidemics, influenza pandemics can occur when a new influenza virus subtype emerges or when an animal influenza virus begins to spread among humans. Influenza epidemics and pandemics cause significant morbidity and mortality, costs to health services and economic losses due to work absenteeism. The 2009 pandemic alone is estimated to have caused 100 000–400 000 deaths, not only among groups considered to be at a higher risk of complications, such as the elderly, persons with chronic conditions and pregnant women, but also in young, healthy individuals.

WHO/Europe and key partners (European Centre for Disease Prevention and Control, the United States Centers for Disease Control and Prevention and WHO collaborating centres) aim to reduce influenza-related morbidity and mortality by: 
· strengthening virological and epidemiological surveillance for mild and severe influenza;

· using surveillance data to estimate the burden of influenza in order to prioritize national influenza vaccination programmes; and

· maintaining and strengthening pandemic preparedness activities at the national level.

WHO/Europe also monitors the emergence of other respiratory pathogens that have the potential to spread among humans. These include coronaviruses, which cause a range of illnesses from severe acute respiratory syndrome (SARS) and Middle East respiratory syndrome coronavirus (MERS-CoV) to the common cold.

Influenza vaccines are safe, effective and the principal measure for preventing influenza and reducing the impact of epidemics.

Due to the influenza virus' continuous antigenic changes, WHO updates its recommendations for the composition of the vaccine annually in order to target the viruses expected to be the most frequently circulating in the coming season. In the northern hemisphere, the influenza season usually occurs during autumn and winter
WHO recommends that health care workers and people who are most at risk of developing serious complications from influenza infection be vaccinated every year before the season begins. Priority groups for vaccination include:

· pregnant women

· individuals >6 months with certain chronic diseases

· elderly persons

· residents of institutions for older persons and the disabled

· children aged 6–59 months

· health care workers.

Increasing seasonal influenza vaccination uptake among these groups is a key strategy to reduce the burden of influenza in the European Region. WHO/Europe is therefore developing a guide, called "TIP FLU" (Tailoring immunization programmes for influenza), to assist national immunization programmes in designing targeted strategies to increase uptake among specific priority groups. 

Networks of clinicians, epidemiologists and virologists working in the WHO European Region routinely conduct surveillance of mild and severe disease due to influenza in order to:

· inform national influenza prevention and control programmes about the severity and impact of seasonal epidemics;

· identify the circulating influenza virus strains; and

· detect any emerging (zoonotic and pandemic) influenza viruses.

WHO/Europe and the European Centre for Disease Prevention and Control (ECDC) coordinate the collection and analysis of influenza surveillance data that are provided by Member States through designated laboratories (national influenza centres – NICs) and a national influenza focal point for epidemiological surveillance in each country.

The surveillance data are presented in the WHO/Europe EuroFlu bulletin, which describes and comments on influenza activity in the 53 Member States of the European Region, providing weekly updates for public health specialists, clinicians and the public on the timing of the influenza season, the spread of influenza, the prevalence and characteristics of circulating viruses (type, subtype and lineage, resistance to antiviral drugs) and their severity. In addition, these data are shared with WHO headquarters, contributing to the biweekly global influenza update.

Surveillance data from European Union/European Economic Area countries are also presented by the European Centre for Disease Control and Prevention (ECDC) in its Weekly Influenza Surveillance Overview (WISO).

Strengthening surveillance

WHO/Europe supports Member States’ efforts to strengthen their surveillance systems by providing:

· guidance and standards for influenza surveillance;

· technical support during outbreaks;

· training  and professional development;

· laboratory diagnostic kits, reagents and supplies and external quality assessment programmes for national influenza centres;

· support in the selection of influenza strains for vaccine production; and

· by organizing annual meetings for national influenza surveillance focal points.

WHO Global Influenza Surveillance and Response System (GISRS)

NICs in the WHO European Region (the regional influenza laboratory network) are part of the GISRS, a global partnership of:

· 141 NICs in 111 countries;

· 6 WHO H5 reference laboratories;

· 5 WHO collaborating centres for reference and research on influenza (WHO CCs);

· a WHO collaborating centre for studies on the ecology of influenza in animals; and

· 4 WHO essential regulatory laboratories (WHO ERLs).

Within this global partnership, NICs conduct year-round surveillance of influenza, collect and test clinical specimens in their respective countries and share influenza viruses with WHO CCs, enabling WHO to analyse influenza virus surveillance data and recommend the composition of the influenza vaccine for the following flu season (once a year in the northern and once a year in the southern hemisphere). In addition, the collaborating centres determine the patterns of antiviral susceptibility of circulating strains and provide laboratory protocols and updated reagents.

The GISRS also acts as a global alert mechanism for the appearance of influenza viruses with pandemic potential, the sharing of which is governed by the terms of the Pandemic Influenza Preparedness (PIP) Framework adopted at the Sixty-fourth World Health Assembly in May 2011. The main objective of the PIP Framework is to improve pandemic influenza preparedness and response, by strengthening the GISRS particularly in those Member States with the greatest need.

Pandemic influenza

An influenza pandemic is a global epidemic caused by a new influenza virus to which there is little or no pre-existing immunity in the human population. Influenza pandemics are impossible to predict; and they may be mild, or cause severe disease or death. Severe disease may occur in certain risk groups, which may correspond to those at risk of severe disease due to seasonal influenza. However, healthy persons are also likely to experience more serious disease than that caused by seasonal influenza.

The most recent pandemic occurred in 2009 and was caused by an influenza A (H1N1) virus. It is estimated to have caused between 100 000 and 400 000 deaths globally in the first year alone.

Preparedness and response

Influenza pandemics, whether mild, moderate or severe, affect a large proportion of the population, which puts significant strains on health and other essential services and may result in significant economic losses. As an influenza pandemic may last months or even years, this requires a sustained response in the health sector but also in other sectors providing essential services, such as energy and food production. For this reason, countries develop multi-sectoral preparedness plans describing their strategies and operational plans for responding to a pandemic.

What WHO /Europe is doing to help countries prepare for the next pandemic

WHO/Europe assists Member States in revising their pandemic plans based on lessons learnt following the 2009 pandemic, it organizes meetings for the exchange of best practice in pandemic planning, develops guidance and provides support in outbreaks.

In 2014, EURO began implementing the PIP Framework. This global initiative, involving Member States, industry, other stakeholders and WHO between seeks:

· to improve the sharing of influenza viruses with human pandemic potential; and 

· to achieve more equitable access for Member States in need of pandemic vaccines and medicines used in a pandemic.

Through annual Partnership Contributions, the PIP Framework enables WHO/Europe to enhance its work to strengthen laboratory and surveillance capacities in 6 PIP- eligible countries: Armenia, Kyrgyzstan, Tajikistan, Turkmenistan, Ukraine and Uzbekistan.

Clinical management

The presentation of influenza can vary from mild illness, which does not require any treatment, to severe disease and complications such as viral pneumonia and bacterial co-infection, which requires hospitalization and possibly intensive care.

Severe illness and complications are most commonly seen in infants, young children, pregnant women, persons with underlying medical conditions and persons over 65 years of age. However, any patient can develop severe influenza.

During the influenza season, health care services experience increases in patients with respiratory illness seeking care, and scarce resources, such as critical or intensive care units, may become overwhelmed.

WHO/Europe helps build health worker capacity in the care of patients with influenza infection through the provision of guidance and training, and a checklist for hospital preparedness.

Data and statistics

Influenza is an acute viral infection that primarily attacks the upper respiratory tract, including the nose, throat, bronchi and, less frequently, the lungs. The disease occurs worldwide and spreads very quickly in populations, especially in crowded circumstances. In the northern hemisphere, annual influenza epidemics occur during autumn and winter affecting approximately 5-15% of the population.

Symptoms

Influenza is characterized by a sudden onset of high fever, cough, headache, muscle and joint pain, malaise, and a runny nose lasting 2 to 7 days. Influenza is usually mild and uncomplicated and most people recover without medical treatment. However infection with influenza may occasionally cause severe disease and death, particularly among the elderly, pregnant women, very young children and persons with certain medical conditions (including chronic heart, lung, kidney, liver, blood or metabolic diseases, or weakened immune systems).

Prevention

The most effective way to prevent the disease or severe outcomes from the illness is through vaccination. For more information on vaccination follow the link to the left.

Influenza viruses mainly spread from person to person through respiratory droplets produced when an infected person coughs or sneezes, or through contaminated hands and surfaces. To reduce transmission, people with symptoms of respiratory infection should therefore keep their distance from others and practice good respiratory hygiene to prevent droplet transmission: people should cover their mouth and nose with a tissue when coughing or sneezing, and wash their hands regularly.

Theoretical questions:
1. What symptoms of Influenza do you know?

2. What priority groups for vaccination include?

3. What is the transfer mechanism of influenza?
4. What do you know about an influenza pandemic?
5. Describe main preventive and anti-epidemic measures that are carried out against this infectious disease.
Tests for self-preparation

1. Restrictive measures are carried out for:

Possible answers:

a) 10 days;

b) 7 days;

c) 14 days;

d) 21 days;

e) for 12 days.

2. At registration of scarlet fever in kindergarten is not carried out:

Possible answers:

a) current disinfection;

b) regime-restrictive measures;

c) the medical supervision of contact;

d) final disinfection;

e) airing.

3. Season with meningitis:

Possible answers:

a) winter and spring;

b) the spring and summer;

c) the summer and autumn;

d) autumn-winter;

d) offline.

4. At scarlet fever registration in a kindergarten it is not spent:
Answer variants:
a) Current disinfection; 
b) Regime-restrictive actions;
c) Medical supervision over the contact;
d) Final disinfection;
e) Airing.
5. Seasonal prevalence at meningitis:
Answer variants:
a) the winter and spring;
b) the spring-and-summer;
c) summer and autumn;
d) winter;
e) no.
6. The entrance gate to the influenza virus:

Possible answers:

a) the mucous membranes of the upper respiratory tract;

b) the mucous membranes of the gastrointestinal tract;

c) mucous membranes of the urogenital system;

d) mucous membranes of the eyes;

d) pharyngeal lymphoid ring.

7. If meningococcal disease have the greatest epidemiological risk serovariantami:

Possible answers:

 a) A

b) B
c) C

g) D
d) E

8. The patient was discharged with scarlet fever:

Possible answers:

a) after clinical recovery and negative results of bacteriological examination;

b) after clinical recovery, but not earlier than 10 days from the onset of the disease;

c) after clinical recovery;

g) after clinical recovery, but not earlier than 2 weeks nachalazabolevaniya.

9. Unfavorable prognostic signs in meningitis-coccal infection is:

Possible answers:

a) the prevailing number of mild and moderate forms of meningococcal disease;

b) the registration centers of meningococcal infection with sporadic cases;

c) reduction of the carriage of one of the leading meningococcal serogroups;

d) increase in the recording of deaths from meningococcal infection in-compared with the previous year.

10. Vaccinations against influenza are carried out after blowing-groups, except for:

Possible answers:

a) children aged 6 months to 3 years;

b) children from 3 years and adults with chronic diseases;

c) persons with immunosuppression;

g) persons under the age of 65 years;

d) pregnant women;

e) health professionals;

g) children under the age of 6 months;

h) children and adults in institutions with kruglosutoch nym of the stay.

11. The most dangerous source of infection with meningococcal infection-ing is:

Possible answers:

a) patients with generalized form of meningococcal disease (meningitis, meningococcemia, meningoencephalitis, and so on.);

b) the patient nasopharyngitis;

c) "healthy" carriers of meningococci.

12. To reduce the incidence of aerosol infection is most expedient impact on:

Possible answers:

a) the source of infection;

b) the transmission mechanism;

c) the susceptibility of the population;

d) factors of transmission;

d) health education of the population.

13. Activities aimed at transfer mechanism in the centers of aerosol infections are:

Possible answers:

a) vaccination;

b) isolation of the patient;

c) the disinfestation;

g) emergency prevention

e) disinfection.

14. In the period interepidemic ARI incidence in health care organizations spend all except:

Possible answers:

a) planning of preventive vaccination against influenza;

b) carrying out the calculation of the required number of drugs, personal protective equipment, disinfection, etc .;

c) training of health professionals in the prevention, diagnosis and treatment of ARI;

d) restriction of visits by relatives of patients;

d) the reserve of hospital beds, the necessary equipment inventory, personnel.
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