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Flu Resistance: the Germ’s, and Our Own
The CDC is reporting that 99% of influenza strains submitted to them so far this year are resistant to the leading drug used for treating the flu, Tamiflu (oseltamivir).  Last year, that figure was just 11%, so this is a big change, and per reporting in the New York Times and elsewhere, a big worry for many infectious disease experts.  But rather than give in to feckless worry, I suggest we ask ourselves this: where are we encountering more resistance, in the flu bug, or in ourselves?

The flu vaccine is the best defense we have against influenza, and is substantially underutilized every year.  I very much doubt this year will be an exception.  And so, it seems, we are resistant to doing what works best to prevent the miseries- and sometimes dire complications- of influenza.


There are likely several salient reasons for this, and under dispassionate scrutiny, none holds up.


First, there is a general New-Age antipathy to the potential ‘evils’ of science.  This view, which I find far from rare among my patients, is doubtless propagated by the all-too-frequent stories we hear about adverse drug effects, big Pharma putting profits ahead of the public health, and lax FDA oversight.   All of this is true some of the time.


But, there is still enormous benefit from the products of modern science.  We have it to thank for dramatic reductions in the death toll from heart attack, stroke, infectious disease and cancer.  Whereas the concerns about science run amok are often generalized to vaccines, vaccines may actually best epitomize the power of science for good.  We have vaccines to thank for the eradication of smallpox, and the conversion of summer swimming pools into sources of pleasure, not polio.


The flu vaccine, and all vaccines, also suffer from the prevailing tendency to distort risk.  Yes, there is some risk involved in getting a vaccine, or taking any medication.  What we often fail to ask ourselves is this: are those risks larger, or smaller, than the risks of NOT getting vaccinated, or taking the drug?  Often this math would favor the intervention, because the risks of doing nothing can be quite considerable.  


We also distort risk by exaggerating the risks we don’t want to take, and trivializing those we do.  The likelihood that you will be harmed by eating badly, not getting enough exercise, or even not getting enough sleep is far greater than the likelihood of harm from a flu shot.  As a preventive medicine specialist, I can only daydream that we might live our lives accordingly!
The flu vaccine also suffers from a bad reputation attributable to one very unfortunate historical episode.  In 1976, based on an outbreak at Fort Dix in New Jersey, it appeared that a pandemic of ‘swine flu’ with similarities to the infamous 1918 pandemic strain was a real possibility.  There was an aggressive immunization campaign, but a flu pandemic never materialized.  Cases of Guillain-Barré Syndrome, a temporary but potentially deadly neurological condition that can follow an immune system stress, were attributed to the vaccine.  To this day, it is uncertain that the vaccine actually caused those cases- but the damage to the reputation of the flu vaccine was certain, and persists.

Finally, there is the legitimate concern that the flu vaccine does not work perfectly.  In particular, it often fails to evoke a protective immune system response in those who most need the protection, the elderly and frail who are vulnerable to lethal complications of the flu.

There has been no unusual risk of Guillain-Barré Syndrome with any version of the flu vaccine since 1976, if there even was then- so it really is past time to lay that concern to rest.  As for the limited utility of the vaccine, that is true only if one ignores the issue of herd immunity.

While true that the frail, the elderly, the chronically ill, and newborns are most vulnerable to complications of flu and least capable of mounting a vigorous response to the vaccine, it is also true that members of these groups need to get the flu from somewhere.  The frail and elderly are rather unlikely to be living in college dormitories, or military barracks, or attending the Superbowl.  So it is visits by infected family and friends that will generally bring the flu to them.


But if those visitors are uninfected, they cannot transmit the flu.  And in general, the ambulatory, out-and-about members of society who visit frail and elderly loved ones respond quite well to the flu vaccine.  It does not quite guarantee they won’t get infected, but close enough.  This defense against infection by preventing exposure is called herd immunity.  The more of us who are immune to any infection, the fewer of us around to get the bug, and pass it on to vulnerable members of the herd.


As for the elderly, they can often be protected by two doses of flu vaccine, a month or so apart.  So, in fact, the weak immune response to vaccination of the most vulnerable calls for more vaccination, not less.
Certainly, there is genuine danger in the flu bug’s ability to resist Tamiflu.  If a garden variety strain can do it, perhaps the overdue pandemic bird flu strain can do it too, if and when it arrives.  There is the chance we could face a dread strain of flu resistant to everything we’ve got: our native immune response, our vaccines, and our drugs.

But it seems misguided to worry about hypothetical threats while resisting use of the defenses we have against real ones.  In all probability, vaccination will be a major, and perhaps the major, defense against pandemic bird flu should that threat materialize.  Just as it is our primary defense against the flu strain now in circulation.

It would likely be useful preparation for the contingency of a truly nasty flu strain, as well as useful defense against the lesser strains that plague us between now and then, if we dialed down our resistance, and rolled up our sleeves.
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