EpyaoTnpiakn Aiayvwaon [ pitrng
Mopiakn diayvwaon n oxi ?

EOvikov kal KatrodioTplakov lNavetriotriuiov ABnvwyv

2MTANAKHZ NIKOAAOZ
AvatA. KaBnyntrig MIKPOBIOAOTIAZ, IATPIKH 2XOAH




AOMH IQN IM'PIMNH2

Influenza A virus




[[ONIAIA IQN T'PINHZ

Influenza A
RNA Encoded protein

segment Name Function

1 PB2 polymerase

PB1 polymerase

PA polymerase

HA.H hemagglutinin

NP nucleoprotein

NA.N neuraminidase

M1, M2 matrix (membrane)
proteins

NSI.NS2 Nonstructural proteins



MEBoOOI avixveuong Kal
OciyuaTa

AOKIUOGIEC GE OETYLOTO OVUTTVEVGTIKOV:
® MéBooor PCR (Mopiakéc uebooot)

® Tayela aviyvevon avtryovov (Rapid Test)

® Amouovmon 100 6E KOAAMEPYELX

® AvocopBopiouog

AOKILOGIEC GE 0OPO OUUOTOC:
® Aviyvevon €VIKOV aVTIYOVOV KOl AVTICOUATOV
® MéBooor PCR (Mopiakéc uébooot)
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Laboratory Diagnostics for Avian Influenza



There are several ways to diagnose a human case of avian influenza.  Which diagnostic test one uses will depend on the specimen type, laboratory safety and assay capabilities. 



Respiratory specimens are the sample most commonly available for testing.



And polymerase chain reaction (or PCR)-based techniques are the diagnostic assay most often used on respiratory specimens.  Other tests on respiratory samples include: viral isolation techniques, for laboratories that have Biosafety level three capacity.  Immunoflourescence assays can be used, if appropriate monoclonal antibodies are available.  And, commercially available rapid antigen detection tests can be used to screen for influenza type A viruses.  These assays will not differentiate subtype, so a second test, like PCR, may have to be performed.  



Laboratory diagnostics can also be performed on serum.  Serum can be tested for anti-H5 antibodies.  Also, it can be tested by PCR-based techniques.












[10TE CUAAEYOUUE OEiypaTa

ncubation antibody detection

—— ———————
T antigen detection / culture

antibody response

YiIrS
| shedding

Days after onsel of iliness
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When to Collect Specimens



The optimal time to collect specimens depends on the diagnostic test. 



You might remember this graph from the serologic assay slide.  This slide shows the normal course of an influenza infection.  



On day zero, the patient begins to have symptoms and shed virus.  Viral shedding may occur over the next week but is highest early in infection, day 1,2,and 3. Therefore, respiratory specimens collected during the first  few days after symptom onset are best for PCR, rapid antigen detection assays and viral culture. This graph also shows antibody response (red line). As we discussed before it can take up to 3 weeks for antibody titers to the virus to rise.  With paired serum we are looking for a 4-fold rise in antibody.  Therefore, serum specimens for acute specimen need to be collected before antibody titers and convalescent serum specimens need to be collected after the antibody rises.


DapuyyikO eTTiXPIOUA

Throat is swabbed
in the area of
the tonsils

' —Tonsil
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The Oropharynegeal (Throat) Swab  is the most important specimen to collect to rule out human H5N1 infection. It has the:

Highest yield in detecting avian influenza in suspected cases

Easy to do





To collect the specimen:

Have the patient open his/her mouth wide open

Use a tongue depressor to hold the tongue out of the way.  It will help you see the tonsils and posterior pharynx.

Swab the tonsils and the posterior pharynx, which is area behind the uvula.  Your goal is to collect human cells.  The virus is inside the cell, as well as shed outside the virus.  Rotating the swab will improve the specimen you collect. 

Put the tip of swab into vial containing VTM, breaking/cutting applicator’s stick.  If you cut the swab shaft, you will need to adequately sterilize the scissors between patients by autoclaving, flaming or using bleach. 



The throat swab may cause the patient to gag.  You should practice this technique so you can collect a good specimen quickly.




Pivo@appuyyIKO ETTIXPICUO

A sterile swab is
passed gently

through the nostril
and into the
nasopharynx

http://www.nlm.nih.gov/medlineplus/ency/imagepages/9687.htm
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The nasopharyngeal swab is the best specimen to collect for seasonal human influenza and other respiratory viruses.  This slide shows the nasopharynx anatomy but does not show a correct nasopharyngeal swab.  The nasopharyngeal swab should have a thin, flexible shaft.  A firm shaft will be very uncomfortable to the patient and should not be used. The nasopharynx is posterior to the nasal cavity. Therefore, a nasopharyngeal swab is much different than a nasal swab. 



To collect a nasopharngeal swab:

Insert the nasopharyngeal swab into the nostril and push it back to the nasopharynx.

The distance to the nasopharynx is approximately the distance from the mouth to the ear lobe of the patient.  You can estimate this distance before you begin.

You need to collect adequate human cells by rotating the swab once you are in the nasopharynx and as you remove the swab.

The swab tip is placed into VTM similar to the oropharyngeal (throat) swab.

The swab is an irritant to the patient and may cause sneezing, gagging or tearing of the eyes.

This technique takes a little practice to make it less uncomfortable to the patient.




*2uA\oyn — AtroBrikeuon — Metapopd
OEIYUATWYV

1[1poTIyOUE TOUC
OTEINEOUC PE TTAAOTIKO

PUYXOC Kal OUVOETIKO
akpo — OXI BAMBAKI.

1[ 10 KaAAAIEPYEIQ TOU 10U
TOTTO0eTOUE O€ €I0IKO
OWANVAPIO PE UYPO
KOAAIEQYEIOC
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*2uA\oyn — AtroBrikeuon — Metapopd
OEIYUATWYV

101 gTelA€oi TTOU TTPOOPICoVTal VIO
aueon avixveuon (&ite rapid test ite
PCR) ouAdooovTal max. 24wpeg
oToucg 4°C.

101 oTelAeoi TTOU TTPpOOpPICoVTal VIO
KOAAIEQYEIQ TTPETTEI VO TOTTOBETNOOUV

o€ €10IKO KAAAIEPYNTIKO UYPO KalI va
armrootaAouv AME2Q2 oTo €I10IKO

EPYQAOTNPIO.
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2 UAN\oyN — ATT0BrnKeuon —
MeTagpopa OEIYyUATWY

Hemiead Lest of Ganlents

Watar Tight Sacondary
Pochaging (Saaled
Flastc Bag)

|- Walar Tght Premary
Amcaplacie

— Specimadn IO

Grass Saciion af Progor Packing ‘
Address latel with

name, codnplata
shipping address And
telephane number of
recipient

The labeling for contents should include the words:
“UN 3373 Diagnostic Specimens”

Watar Hght fei=nany
Racapiacio

wiater tight Secondary
Packaging (Sealad
Plasti: Bag)

pranrignt Packing
hizional

Paclzglng

Hamao, Addmss. &
T=lapfranae MumiDar
of SHlppar
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Here is an image of a properly packed specimen ready for shipment to a laboratory.  



Included are:

Three layers of packaging

Absorbent packing material

Specimen ID

Biohazard label

Itemized list of contents

Labeling of the outer package as UN 3373 diagnostic specimens



Important note: if this material is not available to you, transport specimens in a cool box with ice.


"Nokipyaoisc Taxeiac avixveuonc (rapid
tests)

1 Taxeia avixveuon — NoAAa diaBeoiua
EUTTOPIKA test.

1 XaunAn evaicBnaia (max 70%) kai

e10IKOTNTA (Max. 90%)
— WEYAQ2 OETIKA atroteAéopata YTTopEi va
TTapaTNEOUVTAl TNV APXN KOl OTO TEAOC UIOC ETTIONMIAG

— WEYAQ2 APNHTIKA atroteAéopaTa TTPOKUTITOUV OTO
MECO MIAG ETTIONMIAC
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AOKIJAOIEC TAXEIOC AVIXVEUONC

1 Aciyyata aTtro TO AVWTEPO AVATTVEUCTIKO TTOU
OUAAEYOVTAI EVTOC 3-4 NUEPWYV ATTO TNV Evapcn
TWV CUNTITWHATWV.

1 AVOOOXPWHATOYPAPIKEC TEXVIKEC

— KaBnAwuéva avriowpaTa EvavTl avTiyovwy Tou 10U

1 Alabegiuec popgeg : Kapta, Taivia, 2wAnvaplo




AvoooPBopIouOC
1 Avooo@pBopiopoc (DFA n IFA)

— A1akpion influenza A kai B.
— [eplopiopevn TUTTOTTOINON IWV

1 AUOKOAN EpuNVEIa TWV ATTOTEAECHUATWV

1 ATTQITEI ECEIDIKEUPEVO ECOTTAIOUO
(MIKPOOKOTTIO (pOOPICOU)

1 EuTreipia otnv acioAoynon

1 KOAUTEPQ ATTOTEAEOMATO OE€ OUYKPION UE
TIC uEBOOOUC TaXEiag avixveuong
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‘Epypecoc avoocopBopiouog atro

Anti-H5

Anti-A/NP

TPAXEIAKO EKTTAUUA

Amnd: World Bank Training, Alexander Klimov, CDC

Anti-H3

Anti-B
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Here is an example of immunofluorescence used to detect the presence of influenza viruses in clinical samples. In the upper left hand corner, an anti-H5 antibody was used. The green in this picture indicates that a subtype H5 virus has infected the cell. In the upper right hand corner, a different sample was exposed to an anti-H3 antibody. The red cell indicates the presence of a subtype H3 virus. Immunofluorescence can also determine whether the virus is type A or B as shown in the bottom panels.  


AvooO0oPBOPIOPOC — avixveuon TTOAAWV
QVATTVEUOTIKWY IWV TAUTOXPOVA

Adenovirus




[IKEC KUTTOPOKOAAIEPYEIEC

1 [IKN ) KUTTAPOKAAAIEPYEID

— H atropovwaon Twv 1wV ypITING €ival EQIKTN JE IIKN
KUTTOPOKOAAIEPYEIQ, OAAQ YivETOl OE XPOVIKO didoTnUA
TTOU OEV TTPOCPEPETAI YIA EYKAIPN KAIVIKA OlAyvVwaon
(2-3 NUEPEC TOUAAXIOTOV)

— [NpayuaToTTOIEITAlI HOVO O€ ECEIDIKEUPEVA EPYAOTHPIA
— KevTpa ava@popdac.

— [lpoopEpeTal VIO TUTTOTTOINCN

— MeyaAo KOoTOC

12.UVEXNG KOAAIEPYEIQ KAI OUVTNPNON EUKOPUWTIKWV
KUTTApWV

1EceidIkeupéva opyava Kal UAIKG
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® Mopiakéc Texvikéc (RT-PCR, Real
Time RT-PCR)

1 Moplakn avixveuon
— Me Real-time RT-PCR pe xprion YeVIKWV EKKIVNTWYV
(primers) TTou EVIOXUOUV TUAMO TOU YOVIOIWUATOG
(TrpwTEivn M) yia Toug TUTTOUC A Kail B Kal €101Koug
EKKIVNTEC TTOU evIoXUouV Ta yovidla H1 kal H3 Twv
LWV YPITTNG TUTTOU A yIa Tn OIAKPION METAEU ETTOXIKNG

eI oy (el

Encoded protein

HA-cal9-F HA-cal3-R
{Siriraj) [Siriraj)

SIVH1_f2 SIVHT

(Siriraj) I Eiirira"l

matrix (membrane)
proteins

Nonstructural proteins
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Fluorescence (530)
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Table 1: Influenza Virus Testing Methods

Method? Types

Detected

Viral tissue cell culture (conventional: yields A andB

live virus)

Rapid cell culture (shell vials; cell mixtures;
yields live virus)

Immunofluorescence, Direct (DFA) or
Indirect (IFA) Florescent Antibody Staining
[antigen detection]

RT-PCR” (singleplex and multiplex:
real-time and other RNA-based) and other
molecular assays [influenza viral RNA or
nucleic acid detection|

Rapid Molecular Assay [influenzaviral RNA AandB
or nucleic acid detection]

Aand B

Rapid Influenza Diagnostic Tests® (antigen
detection)

Acceptable Sl:lntem:ill'ﬂterrﬁ2

NP* swab, throat swa b,
NPZ or bronchial wash,
nasal or endotracheal
aspirate, sputum

As above

NP* swab or wash,
bronchial wash, nasal or
endotracheal aspirate

NP* swab, throat swa b,
NP2 or bronchial wash,
nasal or endotracheal
aspirate, sputum

NP* swabh, nasal aspirate,
wash, swab

NP* swah, (throat swah),
nasal wash, nasal aspirate

CLIA
Waived®

Test Time

3-10 days

Varies
(Generally 60
minutes-&
hours)

<30 minutes’ Yes/ No’

<30 min. Yes/MNo




or individual

Does the patient have clinical signs and symptoms compatible vith influenza?2

YES

Will the results of influenza virus testing™:

* change clinical care of the patient?
{especially for hospitalized patients and
those with high risk conditions*)

or
# influence clinical practice for other patients?®
* Imitiation of antiviral treatment, i clfinically

indicated, should not be delayed pending
resufts of Yesting.

YES

Consider influenza virus testing.

[Sae Table 1 belaw far review of influenza virus
tazting methodsz; and Table 2 below for revieaw
of availablea RIDTs).

YES

Interpret influenza test results.
(See Figure 3 below for RIDTs).

NO

Influenza virus testing probably not indicated.

Influanza wvirus testing probably not indicated.




Figure 2: Guide influenza virus diagnostic tests in investigating outbreaks in

Qhstitutional or other closed settings

Are there 2 or more persons with onset within 2-3 days of each other? currently
with clinical signs and symptoms compatible with influenza virus infection??

YES NO

Will the results of influenza virus testing Influenza virus testing probably notindicated.
change outhbreak control strategies in
the population?*

or

Does the setting include persons at high
risk of influenza complications should
they become infected (e.q. £ETCFs) 25

YES

Consider influenza virus testing.

[See Table 1 below for review of influenza virus Infl . test babl tindicated
testing methods; and Table 2 below for review S LR s i el [ e .

of available RIDT=].

YES

Interpret influenza test results.
(See Figure 2 below for RIDT=),




Figure 3: Algorithm to assist in the interpretation of RIDT results and clinical
decision-making during periods when influenza viruses are circulating in the

community!

RIDT POSITIVE for one of the following:

# Influenza A
s Influenza B
# Influenza A and B {A/B)

Interpretation:
Influenza virus infection likely -2

Actions:

Initiate antiviral treatment for
influenza if clinically indicated.

¢ Consider additional influenza virus
testing to confirmn RIDT results, for
subtyping of influenza A virus, to
distinguish between influenza A and
B viruses, or for more specific
analyses, if indicated.

s Consider additional diagnostic testing
for other pathogens and/for empiric
antibiotic therapy for bacterial
co-infection, if indicated.®

RIDT NEGATIYE for one or more of the
following:

s Influenza &
s Influenza B
s Influenza A and B {A/B)

Interpretation:
Cannot rufe out Influenza
virus infection!-?

Actions:

Use clinical signs, symptoms, history,
examination, information on local
influenza activity in the community to
decide if antiviral treatment is
indicated.

s Do not use negative RIDT results
exclusively for clinical
decision-making, or for public health
decisions, including identifying
influenza outbreaks, or for decisions
on infection control measures.

# Consider additional influenza testing
if indicated. Consider additional
diagnostic testing andfor empiric
antibiotic therapy for bacterial
infection if indicated.®




Figure 4: Algorithm to assist in the interpretation of RIDT results and clinical decision-

making during periods when influenza viruses are not circulatingor influenza activity
is low in the community?

RIDT POSITIVE for one of the following: RIDT NEGATIYE for one or more of the

# Influenza A
# Influenza B
& Influenza A and B (ASB)

Interpretation:
Cannot exclude false
positive resufit-?

Actions:

Use clinical signs, symptoms, history,
examination, information on local

following:

# Influenza A
# Influenza B
& Influenza A and B (ASB)

Interpretation:
Influenza virus infection unlikely?

Actions:

Use clinical signs, symptoms, history,

examination, information on local
influenza activity in the community to
decide if antiviral treatment is
indicated.

influenza activity in the community to
decide if antiviral treatment is
indicated.

» Additional influenza virus testing is * Do not use negative RIDT results
recommended to confirm RIDT exclusively for clinical
results, for subtyping of influenza decision-making, or for public health
A wirus, to distinguish between decisions, including identifying
influenza A and B viruses, or for influenza outbreaks, or for decisions
more specific analyses, if indicated. on infection control measures.

Consider additional diagnostic testing
for other pathogens andfor empiric
antibiotic therapy for bacterial
co-infection, if indicated.®

Consider additional influenza testing
if indicated. Consider additional
diagnostic testing andfor empiric
antibiotic therapy for bacterial
infection if indicated.®




Clinical Considerations of Testing When Influenza Prevalence is Low

When influenza prevalence is relatively low, the positive predictive value (PPV) is low and false-positive test results are
more likely. By contrast, when influenza prevalence is low, the negative predictive value ([NPV) is high, and negative results

are more likely to be true.

If Influenza Prevalence is__ And Specificity is___ Then PPV is_ False Pos.ratelis_.
ERY LOW (2.5%) MODERATE (80%) VERY LOW (6-12%) VERY HIGH (88-94%)
ERY LOW (2.5%) HIGH (98%) LOW (39-56%) HIGH (44-61%)
ODERATE (20%) MODERATE (80%) LOW (38-56%) HIGH (44-62%)

ODERATE (20%) HIGH (98%) HIGH (86-93%) LOW (7-14%)

Clinical Considerations of Testing When Influenza Prevalence Is High

When influenza prevalence is relatively high, the NPV is low and false-negative test results are more likely. When influenza

prevalence is high, the PPV is high and positive results are more likely to be true.

If Influenza Prevalence is. And Sensitivity is.. Then NPV is_. False Neg. rate?is_.

MODERATE (20%) LOW (50%) MODERATE (86-89%) MODERATE (11-14%)
MODERATE (20%) HIGH (90%) HIGH(97-99%) LOW (2-3%)
HIGH (40%) LOW (50%) MODERATE (70-75%) MODERATE (25-30%)

HIGH (40%) HIGH (90%) HIGH (93-94%) LOW (6-7%)




Use of RIDTs in Clinical Decision-making

RIDOTs may be used to help with diagnostic and treatment decisions for patients in clinical settings, such as whether to

prescribe antiviral medications. However, due to the limited sensitivities, negative results of RIDTs do not exclude influenza

virus infection in patients with signs and symptoms suggestive of influenza. Therefore, antiviral treatment should not be

withheld from patients with suspected influenza. even if they test negative by RIDT and further influenza te 5tinﬁ of

respiratory specimens by molecular assays may be indicated. More information about Antiviral Druss and
|

recommendations on their use.

Testing is not needed for all patients with signs and symptoms of influenza to make antiviral treatment decisions (See
Figures 1-4). Once influenza activity has been documented in the community or geographic area, a clinical diagnosis of
influenza can be made for outpatients with signs and symptoms consistent with suspected influenza, especially during

periods of peak influenza activity in the community.
~ Top of Page

Use of RIDTs for Public Health Purposes to Detect Influenza Outbreaks

RIDTs can be useful to identify influenza virus infection as a cause of respiratory outbreaks in any setting, but especially in
____________________________________________________________________________________________________________________________________________________________________________________________________________________|

institutions (i.e., nursing homes, chronic care facilities, and hospitals), cruise ships, summer camps, schools, etc. Positive

RIDT results from one or more ill persons with suspected influenza can support decisions to promptly implement infection
_____________________________________________________________________________________________________________________________________________________________________________________________________________________|

prevention and control measures for influenza outbreaks. However, negative RIDT results do not exclude influenza virus
infection as a cause of a respiratory outbreak because of the limited sensitivity of these tests. Testing respiratory specimens
from several persons with suspected influenza will increase the likelihood of detecting influenza virus infection if influenza
virus is the cause of the outhreak. Public health authorities should be notified promptly of any suspected institutional
outbreak and respiratory specimens should be collected from ill persons (whether positive or negative by RIDT) and sent to

a public health laboratory for more accurate influenza testing by molecular assays and viral culture.




Hospitalized patients

Influenza testing is recommended for hospitalized patients with suspected influenza. Molecular assays such as RT-PCR are

recommended for testing hospitalized patients, especially if RIDTs are used and yield negative results. However, empiric

need to wait for any influenza teztinﬁ results (see Antiviral Drugs. Information for Health Care Professionals). Antiviral

treatment should not be stopped based on negative RIDT results given the limited sensitivities of RIDTs. Infection
prevention and control measures should be implemented immediately upon admission for any hospitalized patient with

suspected influenza even if RIDT results are negative [see Prevention Strategies for Seasonal Influenza in Heath Care

Settings). Respiratory specimens can be tested for influenza by immunofluorescence, RT-PCR or viral culture. Serology for
influenza should not be performed for clinical management. Clinicians should understand that negative results of influenza
testing do not exclude influenza virus infection, especially if the time from illness onset to collection of respiratory
specimens is more than 3 days, or if upper respiratory specimens were tested and the patient has lower respiratory tract
disease. If influenza is suspected, testing of clinical specimens collected from different respiratory sites can be done (e g,
upper and lower respiratory tract) and can be collected on more than one day to increase likelihood of influenza virus
detection; intubated patients should have endotracheal aspirate specimens tested if influenza is suspected, but not yet

confirmed.

Detection of influenza virus infection and prompt implementation of infection prevention and control measures is critical to
prevention of nosocomial influenza outbreaks. When there is influenza activity in the community, clinicians should consider
influenza testing, including viral culture, for patients who develop signs and symptoms of influenza while they are in a health
care facility. This should be done as part of a broader surveillance strategy for influenza as discussed in Prevention

strategies for Seasonal Influenza in Heath Care Settings.




Suspected influenza institutional outbreaks

For suspected influenza outbreaks in institutions, respiratory specimens should be collected from patients with suspected
influenza as early as possible once the outbreak is suspected (See Figure 2). The use of influenza molecular assays is
preferred. If RIDTs are used in these settings, clinical specimens should also be sent for influenza testing by viral culture and
RT-PCR to provide detailed information on specific influenza A virus subtypes and strains, and antiviral susceptibility data
and to verify RIDT test results. Active daily surveillance for suspected influenza illness and collection of specimens from
patients with suspected influenza should continue through at least 2 weeks after implementation of control measures to
assess effectiveness of the measures and to monitor for potential emergence of antiviral resistance. See Prevention

Strategies for Seasonal Influenza in Heath Care Settings.

Use in Detecting Novel Influenza A Cases

» blolecular assays, such as RT-PCR, are designed to accurately identify influenza A and B viral RNA by using conserved
gene targets. Some assays will detect influenza A or B viruses but will not determine the influenza A virus subtype, and
thus will not be able to indicate if the infection is due to a novel influenza A virus. Movel influsenza A viruses are

antigenically and genetically distinct from currently circulating influenza A viruses among humans and usually

represent zoonotic transmission from avian or swine species to hurmans.

Some FDA-cleared devices can not only detect influenza A or B viruses, but also can identify influenza A hemagglutinin
genes, allowing for determination of some or all of the seasonal influenza A virus subtypes [ie, AHIN1)pdmO% or
A[H3IMN2)]. These assays will not only identify the currently circulating influenza A virus strains, but also may identify
viruses that are detected as influenza A for which no subtype could be identified. These “unsubtypables”™ may represent
novel influenza A virus infections.

Clinicians and laboratorians using molecular assays that are capable of detecting all currently circulating seasonal
influenza A virus subtypes [iLe. A(H1IN 1) pdm09 or A(H3IMN2)]. and who identify an “unsubtypable” result (i.e., influenza A
with no subtype detected), should contact their state or local public health laboratory immediately for additional testing

to determine if the infection is due to a novel influenza A virus.




2YMIEPAZMATA

H amdvinon otnv epwtnon «Mopiakog ‘EAsyxoc 1 Oxi» 0ev gival MOVOAEKTIKN.
O Taxeieg avTiyoviKEG DOKIUATIEG €ival XPNOINES OTOV KABOPIOHO TNG EVapeng
MIOG ETIONMIAG TOTTIKOU I UTTEPTOTTIKOU XapakTApd. Aoyw TnNG XapnAng Toug
£UaI0ONOIag aTTAITEITAI VO £XOUV aUCNBEi TA TTEPIOTATIKA HE YPITTN.

Av xpnaoipgoTtroin@ouyv (e1Ti EAAEIYPNG d106ECINOTNTAG NOPIOKWY HEBOOWYV) O€
TTEPIOOOUG £TIONUIAC yIa TN dlIAYVWON TTEPIOTATIKWY KAl TNV ATTOQACN
xopnynong Bepartreiag rp Aqung aAAwv PETPWY Bepartreiag, TOTE TO BETIKO
ATTOTEAEC A Eival TTPAYUATIKO KOl aclOAOYEITAl.

2.€ KABe AAAN TTepiTTTwoN atraiTeital Moplakodg ‘EAEyX0OG TTOU UTTOPEI VO JaG
eCao@aAioel o€ TTOOOO0TO Avw Tou 95% cwaoTh Kal Eykaipn dl1ayvwaon
AvECAPTNTA ATTO TO AV BPICKOUACTE OE TTEPIODO ETTIONUIAC 1) OXI.

Ta coBapa TepIOTATIKA TTOU VOoonAguovTal AdN ) BpiokovTal OTIC OMADES
uwnAou KivoUvou yia TV avatrTu¢n coaprc vooou atro influenza ry Twv
emmmAokwyv NG, ONQ2AHIMOTE mrpétrel va eAéyxovtal ue Mopiako ‘EAeyxo, TTx.
NoonAeuduevol oe MEO©, MAD, Bpépn, veoyvd, aVOOOKATECTAAUEVOIL, K.ATT.

OAeg 01 UTTOAOITTEC TEXVIKEG XPNOIMOTTOIOUVTAI OTTO ECEIDIKEUMEVA KEVTPA VI TN
MEAETN KAl TNV TTAPAKOAOUBNON TNG ETTOXIKNG YPITING KAl CUMPBAAAOUV OTNV
BeATiwoN Twv NEBODWV TTPOANWNG, ETTITAPNONG, KAl AVTIMETWITIONG TNG
eMONUIac.
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