PART I
1. “PROLONGED INFLUENZA”
A new prolonged viral disease of the respiratory system,
other organs and systems. Caused by the influenza vaccine.

1. DEFINITION







It is an acute infectious disease that affects the respiratory
system, the high and low respiratory tree. It has a viral origin, it is
contagious and prolonged, with various relapses.
It can also present with a “retarded effect”.
It affects other organs and systems, besides the respiratory
system.
The viral etiology is unknown up to now and it is stated to be an
influenza virus.
This virus may be an unknown influenza virus, a mutated
influenza virus or a new unknown virus.

Diseases - other from the respiratory system:

1. Coronary disease

Unstable angina.
Acute myocardial infarction

2. Alterations in the conduction - Blocking.
1- Cardiologic

3. Valve alterations - Aortic valve.
4. Myocardial alterations. Acute myocarditis.
5. Cardiac insufficiency.
6. Pericarditis.
7. Sudden death.
8. Cardiac arrythmia - Acute atrial fibrillation.
1. Thrombocytopenia.
2. Thrombocytosis.
3. Leukopenia.

2- Hematologic

4. Leukocytosis.
5. Thrombocytopenic Purpura from viral influenza (acute and
chronic).
6. Acute lymphoblastic leukemia (ALL)
7. Chronic lymphatic leukemia (CLL)

1. Acute and chronic kidney insufficiency
3- Nephrologic

2. Temporary kidney damage (vascularitis).
(A well known and reported disease).
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1. Stroke.
2. Encephalitis.
3. Neuritis (Limbs).
4. Guillain Barré.
5. Encephalomyelitis.
4- Neurologic

Well-known
reported diseases.

6. Narcolepsy.
7. Temporary transient
aphasia.
8. Transient topographical
amnesia.
9. Convulsions.

5- Eye trouble

1. Decrease in vision.

6- Ear trouble

1. Hearing loss.

7- Smell trouble

1. Smell loss.
1. Atopic dermatitis.

8- Dermatologic

2. Pigmented Purpuric Dermatitis.
3. Red Lichen Planus (Confirmed by biopsy).
1. Possible arterial hypertension.

9- Arterial

2. Possible arteritis with endarteritis or vasculitis.
3. Possible thrombosis – embolism.

10- Psychiatric

1- Depression: due to a medical condition.
• Sadness.
• Anguish.
• Tears.
• Lack of interest.
• Sleep alterations.
2- Anxiety:as a reaction to uncertainty from a disease that is
unexplained and threatens life.
• Worry.
• Uncertainty.
• Nightmares.

11- Gynecologic: Hypermenorrhea. Metrorrhagia. Inflammation of the endometrium
12- Obstetric: Fetal death. Abortion. Hand agenesis and polyhydramnios and the
fetus sick with Prolonged Influenza through intra-uterine contagion.
13- Newly-born child sick with Prolonged Influenza (through intrauterine
contagion), with symptoms showing two hours after being born, and on the
following days.
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14- Endocrinologic: Type II diabetes.
15 – Oncology: • Acute lymphoblastic leukemia (ALL)
• Chronic lymphatic leukemia (CLL)

16- Other conditions not described yet.

2. ETIOLOGY






Unknown virus until now
It has affected people since the 50s.
It is transmitted by the anti-influenza vaccine
It is said to be a flu virus
Viral etiology, shown by 1. Clinical examination 2. Epidemiology 3.
Contagion

Hypothesis
stated

1- Known mutated flu virus (Type A or other).
2- New unknown flu virus.
3- New unknown virus.

Possible
hypothesis

4- Other known virus. Flu or another virus.
5- Other microorganisms.
6- Other causes.

1- Known mutated flu virus:
a) A mutated flu virus from the flu vaccine from two of the three strains, in
the chicken egg (culture), in the vaccine or in a man.
b) A mutated flu virus from the three strains of the flu vaccine, a
recombination or a mutation of the three strains, produced in the egg
(culture), in the vaccine or in a man
c) A mutated flu virus from the two-strain combination vaccine, originating
a new virus which combined with the third strain giving origin to another
mutated virus (double mutation). In the chicken egg, in the vaccine or in a
man.
d) A flu virus mutated from the flu vaccine made from a combination of a flu
virus present in the chicken egg (host) and a vaccine strain that evolved
into a new mutated type-A flu virus which is not highly contagious but is
very aggressive . Produced in the chicken egg, in the vaccine or in a man.
Other possible combination variants:
Either with two or three strains or a re-combination or double or triple
mutation or a diverse interrelationship
e) other variants of mutated flu viruses
f) Other mutated variants or a combination between a flu virus and another
microorganism that is not a virus: i.e. Chlamydia, mycoplasma or known or
unknown microorganisms.
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2 – New unknown flu virus:
a) A new unknown flu virus has appeared and combined with a flu virus
strain. It is a double or triple recombination or a diverse interrelationship, in
the chicken egg or in the vaccine.
b) A new unknown flu virus has appeared in the egg or in the vaccine, alone
and independent.
c) A new unknown flu virus, added in the egg or in the vaccine, alone and
independent.

3 – New unknown virus:
a) A new unknown virus has appeared, combined with a flu virus strain or a
double or triple recombination or a diverse interrelationship, in the chicken
egg or in the vaccine.
b) A new unknown virus has appeared in the egg or in the vaccine, alone
and independent.
c) A new unknown virus, added in the egg or in the vaccine, alone and
independent.
4 – Other known viruses:
a) Other known viruses appeared in the egg or in the vaccine.
b) Other known viruses have appeared, with a mutation of a flu virus
strain, of two or three strains, or other variants, in the egg or in the
vaccine.
5- Other microorganisms:
a) Other microorganisms not identified yet, alone or mutated with a flu
virus or another virus, in the egg or in the vaccine.
6- Other causes:
a) Other causes which have not been identified yet.

2. THE FUNDAMENTALS OF THE DIAGNOSIS OF
THIS NEW DISEASE
The diagnosis of this new disease is based on the following four
fundamental pillars:
1) Clinical practice: a respiratory disease, which is acute, infectious, viral,
prolonged and contagious, called “prolonged influenza”, which started
after the anti-influenza vaccine was injected.
2) Epidemiology: It is the spread of the same disease at the same time
a) To thousands of people, hundreds of thousands and millions of
people.
b) In different geographical areas, either in several cities of one province
or several provinces at the same time, throughout the Argentine
Republic, and in other countries such as Paraguay, the United States of
America, Brazil, Spain and other countries in the whole world.
c) The repeat outbreaks of this disease every year from 1998 to 2013
and they still occur. According to patients, this disease was first seen in
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the 50s, and every year since then, there have been repeat progressive
outbreaks.
3) Transmission: people who became ill after they were given the antiinfluenza vaccine have transmitted the virus to healthy non-vaccinated
people, mainly close relatives.
4) Lab tests of the anti-influenza vaccines have been requested since 1999
until this year 2013. The vaccines – commercial brands and batch
numbers are available – were held responsible for the disease in the
years 1999, 2000, 2005, 2006, 2007, 2008, 2010, 2011 and 2012.
There tests were never performed although they were urgently asked
lots of times.
In 1999, the Instituto Malbrán performed lab test of some vaccines, but not
the ones request. The suspected vaccines were replaced by other brand
names and batches. It was reported that there was no bacterial or fungal
contamination and lab animals had not been affected. But the suspected
vaccines were NOT analyzed. No tests were performed to detect live virus
because these kinds of tests are only performed abroad.
----------Comments:
The diagnosis of this disease is mainly based on points 1) and 2) above, i.e.
the clinical examination and Epidemiology. These are basic important
fundamentals on which this strong diagnostic assertion is based.
Furthermore, contagion is very important to make this diagnostic
affirmation of a clinically viral contagious disease, as it is explained in point
3) above As regards point 4) above, it is important to say that no complete,
clear, true and etiological vaccine laboratory analysis has been performed.

4. ANATOMY
An important inflammation of all the respiratory system, in the upper and
lower respiratory tract, the arterial blood vessels and other organs and
systems.
Pathological Anatomy:
Most logical hypothesis.
a) The severe inflammatory process of all the respiratory system (upper and
lower respiratory tract).
a.1 the injury and necrosis of the epithelium of the respiratory tract.
a.2 the injury of the mucosa and sub mucosa of the respiratory tract.
a.3 the injury of the nose, paranasal sinuses, pharynx, larynx, trachea,
bronchial tubes, and all the respiratory tract, bronchioles, bronchia, alveoli
and alveolar membrane.
b) the inflammatory process of the arteries.
b.1 the injury of the endothelium of small and medium arterial blood
vessels and arterioles; due to an important inflammatory process in the
arteries causing an “unspecific arteritis”, endarteritis or vasculitis, with a
possible complication with thrombosis and / or embolism, causing ischemia
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or infarctions in different organs or systems (heart, brain, kidneys, skin and
others).
Corroboration
 It has been confirmed that this disease causes a temporary kidney injury
due to vasculitis, a well-known reported illness.
 An extremely inflammatory reaction was detected in the sputum analysis
and in a C.R.P and an E.S.R.
 Using a laryngoscope, the important inflammation of the larynx and
vocal chords.
 Also rhinitis, pharyngitis and sinusitis.
 Diagnosis: Red Lichen Planus (Confirmed by biopsy).

-----------Comments
I insist that all physicians, professionals, or just any people or any kind of
institutions or countries that could carry on a research should do so, so as
to complete and upgrade this diagnosis of the disease.
Such research would ensure better medical knowledge and would benefit
lots of people.

5. PATHOPHYSIOLOGY
The pathophysiological mechanism is caused by an important inflammatory
process.
Due to the following hypothesis:
1- A direct viral injury to the whole respiratory system, the
epithelium, mucosa and sub mucosa of the whole respiratory tract, upper
and lower respiratory tract, bronchioles, alveoli and alveolar membrane.
2- A direct viral injury to arterial blood vessels, of medium or small
calibre and arterioles by an important inflammatory process that causes
“unspecific arteritis”, which injures the endothelium, endarteritis, and a
complication such as thrombosis and/or emboli, which causes ischemias
or infarctum to tissues and organs, is possible.
3- A direct injury in arteries caused by immune complex, “unspecific
arteritis”, endarteritis, and a complication such as thrombosis and/or
emboli, which causes ischemias or infarctum to tissues and organs, is
possible.
Confirmed injuries
The imflammation of blood vessels, vasculitis, with temporary kidney injury,
a well known reported disease.

-----------Comments:
In arteries previously damaged in all its structure or in the endothelium due
to different basic diseases, such as atherosclerosis (plaques), metabolic
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diseases or rheumatism, degenerative conditions, could predispose patients
to a direct injury or by immune complexes, that would affect selective or
partially these areas with previous conditions, and a complication such as
thrombosis and/or emboli, which causes ischemias or infarctum to tissues
and organs, is possible.

6 . DESCRIPTION OF CLINICAL SYMPTOMS AND
DIAGNOSIS
















The symptoms of the disease start after the influenza vaccine is taken.
A period of incubation of seven days average with the appearance of the
clinical symptoms of an acute viral infectious disease, that affects the
general well-being and the high and low respiratory tract. The incubation
period can change and the symptoms can start just after a few hours the minimum incubation period is 5 (five) hours
There is a 15 or 30-day acute period, and then a subacute period of
thirty to sixty days; then, it worsens again during a period of one to
three months or longer. The clinical symptoms last three months
average.
After three months the subacute symptoms can go on with relapses
which last one, three, six, nine, twelve or more months, in a frequent
and recurrent way, its severity diminishing progressively and slowly until
the patient recovers.
After a few months, or one year o more after the patient has become
sick, there may be a relapse, but shorter and less severe, which would
be a delayed effect with a duration of 15, 30, 60 days or more ( 30 days
average)
There are lots of complications of the respiratory system, and other
organs and systems.
Lots of patients have different consequences such as rhino-sinusitis,
larynx complications, tone and pitch of the voice, bronchial, pulmonary,
cardiac complications, kidney trouble, neurological, vascular problems,
trouble with the ears, eyes, olfactory senses, etc.
It is worth pointing out that the disease can appear in a few hours or
days, with the same intensity, very quickly, in an over-acute clinical
way.
The different clinical forms vary according to the duration and the
intensity of the disease ( they generally occur in a period of 90 days
after the patient is given the shot, in average)


Clinical Forms : classification according to its duration
1- Severely acute ( it starts a few hours after the patient has been
given the shot and lasts up to one month).
2- Acute (it lasts up to 3 months)
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3- Sub-acute ( it lasts up to 6 months)
4- Chronical (it lasts more than 6 months)
5- Delayed Effect (short, medium and long term)
1. Severely acute: this clinical form has a shorter incubation period (less
than 7 days), that begins a few hours after the vaccine is given and lasts
up to one month. It shows more complications and a higher mortality
rate.
2. Acute: it is the most frequent clinical form.(It is described in the clinical
table)
3- 4- 5 The sub-acute, chronical and delayed effect forms have the same
frequency as the acute clinical form.
Clinical Forms: classification according to its intensity:
1. Mild
2. Moderate
3. Severe
4. Extremely serious
1. Mild: when life is not at risk and the symptoms can be controlled.
2. Moderate: when life is already at risk and there is respiratory
insufficiency, with or without bronchospasm and little or no alteration of
gases in blood.
3. Severe: when life is at risk with more serious respiratory insufficiency,
greater alteration of gases in blood and/or pulmonary complications and
or cardiac, renal, brain or other symptoms.
4. Extremely serious: when life is at risk, the clinical examination shows
extreme respiratory insufficiency, with severe alteration of gases in
blood that requires mechanical ventilation, respiratory distress, viral
primary unilateral or bilateral viral pneumonia, combined viral and
bacterial or over-infected with bacteria (secondary pneumonia). There
may be complications with the heart, the kidneys, the brain, etc. See
chart 1.
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Chart 1 Prolonged influenza

Description of the Delayed Effect at short, medium and
long term
DEFINITION:
The delayed effect is defined as the repeated onset of a disease after some
time has passed since the patient was cured, presenting with complications
or the disease becoming acute again.
The cure is defined as the absence of symptoms and signs of the disease in
the patient and shows a 100% recovery or the patient feels as he felt before
he became ill.
This delayed effect is classified according to the moment when it appears:
 Short term: it is the second onset of the disease during the first, the
second or the third month after the recovery.
 Medium Term: it is the second onset of the disease from the fourth
month to the year after the person was cured.
 Long term: it is the second onset of the disease after a year or years.
This delayed effect has the same clinical signs and symptoms that the
prolonged influenza has, but it is less intense and shorter; with direct
complications such as rhinitis, sinusitis, laryngitis, bronchitis, bronchial
spasm, bronchiolitis (in adults, young people and children), pneumonia,
bronchial pneumonia, unstable angina, myocardial infarction,
pericarditis, kidney failure, stroke and other pathologies already
described or others not described yet.
The delayed effect may last 15, 30, 60 or more days (average 30 days).
This effect can appear at any time of the year, but mainly in autumn,
winter and spring (with the cold weather).
It can also appear more than once in the same year, either during the
first month or the next ones.
For example, a patient can develop two pneumonias or two pulmonary
decompensations in the same year.
This could happen because the virus could stay latent alive in a healthy
carrier. The virus could have some pathogenic characteristics that would
reactivate it and the same disease would develop, mainly in autumn,
winter and spring in the following years, favoured by the cold weather.
Never does this disease develop before the influenza vaccine is given,
with these clinical characteristics, with pulmonary or non-pulmonary
complications and with delayed effect. (See chart 2 and the case of
medium-term delayed effect )
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Chart 2 Delayed Effect

DESCRIPTION OF A CASE OF
MEDIUM-TERM DELAYED EFFECT
Prolonged influenza and medium-term delayed effect complicated with
primary viral bilateral pneumonia.
A 74-year-old female patient who was given the influenza vaccine in June
2005, showing signs and symptoms of prolonged influenza with several
relapses for 6 months.
In July 2006, not having been given the shot, she showed acute symptoms
for 45 days, complicated with a diagnosis of viral bilateral pneumonia.
The patient decided not to have the vaccine again in 2006, because she had
been severely ill in 2005.
She had never had pneumonia before.
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Viral Bilateral Pneumonia
See interstitial and alveolar infiltrates involving both lower lung fields, predominantly the left
lung (July 2006).

Clinical signs and symptoms of “Prolonged influenza”





The symptoms start after the vaccine is taken.
The incubation period is 7 days long in average, but it can be shorter,
even 1 day long. In some cases, a period of incubation of just a few
hours is seen. Symptoms start after an incubation period of at least 5
hours, or 10 or 15 days.
Symptoms may start abruptly after a few hours or days. But they can
also start slowly or progressively, and after a few days, the patient
develops all the symptoms (on the seventh day or even the 15th. Day).

1- Signs and Symptoms:
The disease usually begins with the following symptoms:
General malaise
Intense asthenia
Arthromyalgia
Fever. Temperature is in most cases at 38º C (100.4ºF) or under it, and in
some few cases over it.
Headache. It is most common in the frontal region, less common in the
occipital region and seldom in the combined fronto-occipital region, with
variable intensity - mild, moderate or severe intensity; this last one occurs
more often.
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Rhinitis: at the beginning it is muco-serous. It can go on like this
indefinitely or it can become muco-purulent. The intensity of the secretion
can be slight or moderate, but generally, it is copious. Afterwards there is a
third kind of secretion, with novel unknown characteristics. It is white, thick
and sticky and it lasts many days. It has never been suffered by the patient
nor seen by the physician, and has never been described.
Sneezing, a different kind of sneezing, intense and with rapid fits,
impossible to stop; in a few seconds a patient can sneeze ten times, one
after the other. Sneezes are persistent and repetitive, they appear from 3 to
6 times a day and they last about 4 or 5 days. The patient has never
experienced them.
Photophobia
Cough, generally irritative, bothering and persistent, can last up to the end.
Generally, it is very intense.
Sputum production is generally mucous and serous up to the end. Some
patients develop mucous -purulent sputum.
After having any of these two kinds of sputum described above, there may
be different sputum, which is white, thick and sticky, that lasts many days
and that has never been seen neither by the patient nor by the physician.
This is a novel characteristic which has never been described before.
Dysphonia, which is intense and lasting, does not recede quickly and lasts
for days, weeks and maybe months, improving and relapsing.
A sore throat and trachea. The pain can be slight, moderate or severe. It is
very annoying and has never been suffered by the patient. It can last for a
long time, days, weeks or months, improving and worsening again.
Dry hot throat. This characteristic is unique too and has never been suffered
before. Patients report it to be very disagreeable.
Epiphora
Anorexia
Sweating, in the evening, or at night
Shaking
Back ache
Bonchospasms, in different degrees of intensity, mild, moderate and severe.
Severe bronchospasm is the most common one. If the patient is asthmatic
or has a chronic pulmonary condition, bronchospasms become more severe
and last longer. Another important characteristic is that they are suffered by
healthy people and by patients who have controlled non-pulmonary
diseases, such as, diabetes, hypertension, cardiac conditions, kidney
disease, etc.
Dyspnea. Grade 2, grade 3, grade 4 dyspnea showing severe conditions of
respiratory distress.
Other less frequent symptoms and signs are:
Dizziness
Retro orbital pain
Vision loss – visual impairment
Leg pain
Maxillary sinus pain
Otalgia
Olfactory loss
In a few cases, diarrhea
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Leg paresthesia
Loss of taste
Insomnia
Trouble walking
Vertigo
Insomnia
Hearing loss
Balance disorder
Epistaxis
Hemoptysis
Dermatitis
Worry
Uncertainty
Sadness
Anguish

All the signs and symptoms are given in the following frequency table:

Frequency of all signs and symptoms in 106 cases
Symptoms and signs
Asthenia
Cough
Rhinitis
Arthromyalgia
Expectoration
Headache
Fever
Dysphonia
Sore throat and tracheal pain
Sneezing
Bronchospasm
Photophobia
Dyspnea
Back ache

Out of 106 cases
101
98
94
85
80
77
75
66
46
46
42
37
32
29

Anorexia
Epiphora
Dry hot throat
Sinusitis
Body shakes
Sweating
Dizziness
Nausea
Conjunctivitis
Weight Loss
Retro orbital Pain
Vision loss
Leg pain

23
18
17
11 (16)
11
10
9
8
7
6
6
6
5
24

www.prolongedinfluenza.com

Maxillary sinus pain
Otalgia
Olfactory loss
Diarrhea
Arm pain
Epigastric pain
Palpitations
Leg paresthesia
Vomit
Taste loss
Purpuric dermatitis
Hypersomnia
Low blood pressure
Trouble walking
Hemoptysis
Insomnia
Vertigo
Halitosis
Head Dysesthesia
Ear loss
Memory loss
Erythroderma
Generalised itching
Itching
Loss of balance
Back head pain
Bradycardia
Aphthous ulcers in the mouth
Thirst
Leg edema
Paleness
Epistaxis
Worry
Uncertainty
Nightmares
Sadness
Anguish
Tears
Lack of interest
Sleep disorders

5
5
5
4
3
3
3
2
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

Sinusitis (11) plus maxillary sinus pain (5). Total number: 16
References: Most frequent signs and symptoms.

2 – Physical examination
The patient shows congestive rhinitis and a red pharyngitis, different levels
of dyspnea, bronchospasm with different levels of severity, roncus and
sibilance, sub-crepitant rales in medium and bottom lobes, (mainly the
latter). There can also be some cyanosis showing severity of hypoxemia and
lung failure.
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Very few data can be obtained in the physical examination, with diffuse
infiltrates in the chest x-ray, in one or both lungs (clinical-radiological
dissociation).
Signs and symptoms of bronchilitis and a lot of dyspnea, also
bronchospasm, crepitant and sub-crepitant rales, with great consequences
of moderate or severe respiratory insufficiency. Paradoxically, only few
important images can be seen in chest x-rays, only a congestion in the
bronchovascular and hilar shafts.
Therefore, there is a contrast between the few radiological images and a lot
of clinical signs (it would be the contrary to the clinical radiological
dissociation).

-------------Comments:
Bronchospasm also appears in healthy patients and in patients with nonpulmonary diseases that have never suffered it before.
Bronchospasm appears in asthmatic patients, who comment on the
increased intensity of their bronchospasm and how long it has lasted, longer
than ever before the vaccine was given.
They have also had bronchospasm at unusual times of the year.
Patients with Chronic-Obstructive-Pulmonary Disease (C.O.P.D.) note the
same changes in the intensity of their dyspnea and longer periods of
respiratory insufficiency never undergone before.
There may be also some respiratory complications, like pneumonia,
bacterial infections and others.
There may be some non-respiratory complications, like hematological, or
neurological complications.
Comparison Chart
of Influenza (a well-known disease) and Prolonged influenza
Influenza (the well-known disease) Prolonged influenza
Maximum duration: 7-9 days

Duration: 30, 60, 90, 120 days or
longer

Acute duration: 4 days

Acute duration: 30 days

Intensity: common

Intensity: severe

Usual treatment: the condition
improves

Usual treatment: the condition
does not improve

It does not worry the patient

It worries the patient

The patient knows about the disease

The patient does not know about
the disease

A condition that has been suffered
before

A condition never suffered before
(1st. time)
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Acute duration of the disease: it is variable and can last from 1 day up
to 90 days. The most frequent one is from 15 to 30 days.
Bed rest: Most patients, about 50% had to rest in bed due to the greater
intensity of the disease. This bed rest is variable and may last from 1 to 60
days; the most frequent one is from 3 to 10 days average.
Relapses: Relapses occur frequently in this disease, which may vary from 1
to 12, but the average is generally 3.
The average duration of each relapse is 7 days and can vary from 1 to 60
days.
Total duration of the disease including relapses or recurrence: It is
variable and can last from 1 day to 1 year or longer, but 30, 60, 90 and 120
days are commoner (average: 90 days)
Most patients are given a lot of medication, which shows the intensity of the
disease.
* To see a better explanation of the difference between influenza and “Prolonged
influenza” see the comparative chart.

7. COMPLICATIONS
Complications appear
1 - In the respiratory system or
2 – Out of the respiratory system.
1. Complications in the respiratory system
01) Chronic rhinitis
02) Acute and chronic sinusitis
03) Laryngitis – alteration of the voice (dysphonia)
04) Tracheitis
05) Repetitive and chronic (for several years) bronchitis
06) Bronchial spasm
07) Bronchiolitis
08) Bacterial bronchial secondary infection
09) Pneumonitis
10) Primary viral pneumonia (unilateral and bilateral).
11) Mixed viral bacterial pneumonia
12) Secondary bacterial pneumonia
13) Respiratory distress
14) Respiratory insufficiency in different degrees: mild, moderate, severe and lethal
15) Pleural effusion
16) Acute pleural inflammation
17) Possible bronchoalveolitis
18) Possible alveolitis
19) Others not described yet
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2. Complications out of the respiratory system

a) Unstable angina or relapse.
1.Coronary disease
b) Acute myocardial infarction.

2. Alterations in the conduction: Sinus Node disease (bradycardia)
with a definite pacemaker.
First Degree AV Block. Third Degree AV Block (complete).
1- Cardiologic

3. valves: worsening of a previously existing valve disease (Aortic
valve).
4. Myocardial alterations. Acute myocarditis.
5. Cardiac insufficiency
6. Pericarditis.
7. Sudden death.
8. Cardiac arrhythmias. Acute Atrial Fibrillation

1. Thrombocytopenia.
2. Thrombocytosis.
3. Leukopenia.
2- Hematologic

4. Leukocytosis.
5. Thrombocytopenic Purpura from viral influenza (acute and
chronic).
6. Acute lymphoblastic leukemia (ALL)
7. Chronic lymphatic leukemia (CLL)

1. Acute and chronic kidney insufficiency.
3- Nephrologic

2. Temporary kidney damage (vascularitis)
(A well known and reported disease).

1. Stroke (usually ischemic).
2. Encephalitis.
3. Neuritis.
4. Guillain Barré.
4- Neurologic

5. Encephalomyelitis.
6. Narcolepsy.
7. Temporary transient aphasia.
8. Transient topographical
amnesia.
9. Convulsions.

5- Ophthalmologic

Decrease in vision.

6- Auditory

Hearing loss.
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7- Smell trouble

8- Dermatologic

Smell loss.

1. Atopic dermatitis.
2. Pigmented purpuric dermatitis.
3. Red Lichen Planus (Confirmed by biopsy).

1. Possible arterial hypertension.
9- Arterial

2. Possible arteritis with endarteritis or vasculitis.
3. Possible thrombosis – embolism.

110 - Psychiatric

1- Depression due to a medical condition.
• Sadness.
• Anguish.
• Tears.
• Lack of interest.
• Sleep alterations.
2- Anxiety: as a reaction to uncertainty from a disease that is
unexplained and threatens life.
• Worry.
• Uncertainty.
• Nightmares.

11 - Gynecologic

Hypermenorrhea. Metrorrhagia. Inflammation of the endometrium.

12 - Obstetric

Fetal death, hand agenesis, polyhydramnios and the fetus sick with
Prolonged Influenza through intra-uterine contagion.

13 - Newly-born child sick with Prolonged Influenza (through intrauterine contagion), with
symptoms showing two hours after being born, and on the following days.
14 - Endocrinologic: Type II diabetes.
15 – Oncology: • Acute lymphoblastic leukemia (ALL)
• Chronic lymphatic leukemia (CLL)
16 - Other conditions not described yet.
------------

Medical Observations
Obstetrics complications - fetal death and abortion- can happen in the first,
second and third month of pregnancy, 15 days or more after the vaccine
has been given to the pregnant woman. Also, if the Prolonged Influenza is
more severe in the second month of pregnancy (5th or 6th week approx.)
and if a lower intensity flu goes on, hand agenesis, polyhidramnios and fetal
death have happened to women who are 6 months pregnant.
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8. MEDICAL CONSEQUENCES
There are consequences :
1. In the respiratory system
2. Out of the respiratory system
1 - In the respiratory system
1. Chronic rhinitis
2. Little chronic nasal discharge, which is white or grayish, thick and very
sticky.
3. Dryness in the upper respiratory tract.
4. Chronic sinusitis.
5. Chronic laryngitis.
6. Changes in the voice, variations in tone and timbre.
7. Chronic cough.
8. Chronic expectoration, white or grey mucus secretion, thick and very
sticky, which the patient has never suffered before. Every year,
especially in autumn, winter and spring, for several years.
9. Repetitive bronchitis. Every year, especially in autumn, winter and
spring. The patient has never suffered it before.
10. Repetitive pneumonia during the same year or in the following year or
years, especially in autumn, winter and spring.
It may be primary viral, mixed viral and bacterial or secondary pneumonia.
The patient has never suffered it before.
11. Pachipleuritis
12. Viral respiratory conditions never suffered before, that appear a year
after the patient is given the vaccine, several times during the following
years, especially in autumn, winter and spring.
13. Other consequences not described yet.
2 - Out of the respiratory system:
1) Cardiologic
1. Consequences of the myocardial infarction.
2. Conduction system. Bradycardia. (with a definitive pacemaker).
First Degree AV Block. Third Degree AV Block (complete).
3. Consequences in the heart valves. Aortic valve disease.
4. Myocardial alterations.
5. Cardiac insufficiency.
2)
3)
4)
5)
6)
7)
8)
9)

Nephrologic consequences. Chronic kidney insufficiency.
Neurologic consequences: consequences of a cerebrovascular accident.
Ophthalmologic consequences: Diminished eyesight.
Auditory consequences: Diminished hearing.
Olfactory consequences: Diminished smell.
Arterial consequences: Possible arterial hypertension.
Dermatologic consequences: Red Lichen Planus. Confirmed by biopsy.
Endocrinologic consequences: Type II diabetes
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10) Hematological: • Chronic Thrombocytopenic Purpura originating from
viral influenza.
• Acute lymphoblastic leukemia (ALL)
• Chronic lymphatic leukemia (CLL)
11) Oncology: • Acute lymphoblastic leukemia (ALL)
• Chronic lymphatic leukemia (CLL)
12) Other consequences not described yet.

9. DIAGNOSIS
The diagnosis is based on an infectious condition that is acute, viral, in the
respiratory system, prolonged and with several relapses, after the anti
influenza vaccine is received. This condition is clinically diagnosed as
influenza.
There is often a seven-day incubation period, but it can vary from a few
hours ( five to twenty-four hours) up to seven days or up to fifteen days,
and less frequently thirty, sixty, ninety days or more.
There is very little fever, 38 degrees or less, and less frequently more that
38 degrees.
The clinical manifestation of the first symptoms can vary and affect different
systems.
1- The onset of the disease can be abrupt or slow and progressive as days
go by. It will be fully developed seven or fifteen days after the symptoms
appear. It can be diagnosed as a prolonged respiratory viral disease
called prolonged influenza.
2- It can affect the lungs directly with a respiratory insufficiency which is
acute and progressive. It can become severe 24 to 48 hours after the
onset of the symptoms, and the patient can die.
3- There may be other conditions, such as sudden cardiac arrest,
myocardial Acute Infarction or unstable angina. They can be the first
symptoms or associated to a respiratory condition or with other already
described diseases.

Complementary methods:
1. Chest x-rays (front view):
1) Enlarged bronchial-vascular tree.
2) Enlargement of the perihilar bronchial vascular tree.
3) Diffuse interstitial-alveolar infiltrates – unilateral or bilateral – involving
predominantly the lower lung fields and later, the middle fields.
4) Primary viral pneumonias, with diffuse interstitial infiltrates, without
definite borders, a faint image, sometimes not very visible, unilateral
and bilateral, involving predominantly the lower lung fields and later, the
middle fields.(See chest x-rays in cases of primary viral bilateral pneumonias).
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CASE OF PRIMARY VIRAL BILATERAL PNEUMONIA

Prolonged influenza complicated with primary viral bilateral
pneumonia, with an acute myocardial infarction and acute and
chronic kidney disease.

VIRAL BILATERAL PNEUMONIA: Note bilateral interstitial and alveolar infiltrates involving
predominantly the lower lung fields and partly the mid-lower lung fields.
Fibrotic sequelar marking in upper third left hemithorax. There is a catheter (double light) in
the left subclavian vein (October 2006).

Prolonged influenza complicated with viral bilateral
pneumonia and with an acute myocardial infarction.
A 70-year-old female patient, had prolonged influenza diagnosed in May
2006. She suffered it for 5 months, presenting with 4 successive relapses.
In the last month, September, she developed pneumonia. She was treated
with antibiotics for 7 days but she was not cured. She was treated again
with antibiotics for 7 days but she was not cured again.
She was hospitalised in October 2006, being diagnosed with viral bilateral
pneumonia. She was treated with antibiotics for six weeks, in three sessions
of 15 days each and three different antibiotics, without a clear clinical and
pulmonary improvement.
The patient needed 5 different antibiotic schemes in two months of
pneumonia, but she was not cured, neither did her condition improve
thoroughly.
She presented with an acute kidney failure when she was admitted at the
hospital, which needed dialysis. Later she had an acute myocardial
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infarction. She was not treated with Oseltamivir. Her relatives asked for a
voluntary discharge and she was medicated with Oseltamivir, one capsule
every 12 hours on the first day and later one capsule daily for 9 more days.
There was an 80% improvement on the third day. The persistent
pneumonia was cured without antibiotics and her kidney condition improved
a little, having no other cardiac complications. She went on with a plan of 3
dialysis a week. She had no respiratory nor cardiac symptoms.
After 2 months and a half in a stable condition, she presented with a
staphylococcus aureus sepsis through the dialysis cannula and she died a
few days later. (unused arteriovenous fistula)

CASE OF PRIMARY VIRAL BILATERAL PNEUMONIA

VIRAL BILATERAL PNEUMONIA: Note interstitial and alveolar infiltrates involving both
lower lung fields, predominantly the left lung, and hilar congestion (July 2006)

Prolonged influenza complicated with an acute myocardial
infarction and later a viral bilateral pneumonia
A 61-year-old female patient, had prolonged influenza diagnosed in April
2006, presenting with an acute myocardial infarction in the same month. In
the following three months she had three successive relapses. In the last
one, her condition complicated with a viral bilateral pneumonia (July 2006).
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CASE OF PRIMARY VIRAL BILATERAL PNEUMONIA

VIRAL BILATERAL PNEUMONIA:
Note interstitial and alveolar infiltrates involving both lower lung fields, predominantly the
left lung (Hospitalization date: 5 October 2006).

VIRAL BILATERAL PNEUMONIA:
Increased interstitial alveolar infiltrates in both bases. Increase of the bronchial vascular hilar
tree . The condition was worsening. (7 October 2006)

34

www.prolongedinfluenza.com

1 -Prolonged influenza complicated with viral bilateral pneumonia
and with an acute myocardial infarction.
A 65-year-old female patient had prolonged influenza diagnosed in May
2006, having three successive relapses. During the last relapse, the
condition complicated with a viral bilateral pneumonia. She had an acute
anteroseptal myocardial infarction three days before she was hospitalised (5
October 2006). The evolving anteroseptal myocardial infarction was
confirmed by physical examination, a cardiac enzymes test and an ECG.
The patient was worse, her condition did not improve with a 12-day
antibiotic treatment and she had another infarction. She died on October
17, 2006.
She had not been administered Oseltamivir.
5) Mixed viral and bacterial pneumonias: They share characteristics with
primary viral pneumonias, but they have a typical chest x-ray image that is
condensed, homogeneous, with visible and well defined limits,
predominantly on lower and mid regions.
6) Secondary bacterial pneumonias: a typical image which is homogeneous,
condensed, bright, visible, with definite boundaries, predominant in lower
and later, mid regions.
7) Nodular images with diffuse distribution, predominant in lower and later
mid zones: (generally there is an aureus staphylococcus infection or another
bacterial secondary infection).
8) Pneumonitis: diffuse bilateral interstitial filtering.
2- Paranasal sinus x-ray:
Clouding or a loss of clarity in all or some of the sinuses, in different
densities. Sinusitis.
3 – Laboratory:
1) Blood:
• Thrombocytopenia – Thrombocytosis – Leukopaenia – Normal white
cells – leukocytosis.
• Predominant neutrophilia.
• Positive P.C.R. test, in different degrees, from (+) to (++++), mostly
from (+++) to (++++), showing very intense inflammation. (semiquantitative method).
• Increased Pancreatic enzymes – amylase and amylasuria.
• Temporary and definite hyperglycemia Type II diabetes.
• Increased enzymes. CPK, CPK mb, Troponin T, TGO, LDH, TGP.
2) Complete Urianalysis
• Proteinuria
• Micriscopic hematurie
• Increased leukocytes
• Amylasuria
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3) Sputum:
1- Positive for intense inflammation
2- Negative mainly for bacteria.
3- Positive for Streptococcus pneumoniae, Haemophilus influenzae and
Staphylococcus aureus, when they follow a bronchial infection or when
there is a secondary infection such as in the secondary or mixed
pneumonia. Other bacteria may be present either in the sputum or in a
blood culture.
4) Blood cultures:
1 – Negative for bacteria in most cases
2 – Positive for bacteria such as Streptococcus pneumoniae,
Haemophilus influenzae and Staphylococcus aureus, when they follow a
bronchial infection or when there is a secondary infection.
5) Blood Gas Tests: Hypoxemia in different degrees is noted in cases
of moderate or severe respiratory insufficiency.
4 – Electrocardiogram
Note:
1- Acute myocardial infarction (See EEG cases 1 and 2)
2- Anteroseptal sequel (ee EEG cases 3and 4)
3- Myocardial ischemia (extensive anterior ischemia)
4- Alteration in conduction (bradycardya) First Degree AV Block. Third
Degree AV Block (complete).
5- Cardiac arrhythmias. Tachyarrhythmias. Acute atrial Fibrillation.

CASE Nº1
A CASE OF ACUTE MYOCARDIAL INFARCTION
A case of prolonged influenza complicated with primary viral
bilateral pneumonia and acute myocardial infarction.
A female patient was hospitalized for viral bilateral pneumonia and suffered
an acute myocardial infarction and post-AMI angor.
There are four successive ECGs to show the evolution.

ELECTROCARDIOGRAM 1: Note an alteration in the repolarization in V1 – V2 – V3 – V4 – V5
– V6 leads and also in DI and AVL leads (not mapped patient) (Date 01 November 2006)
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ELECTROCARDIOGRAM 2: See ischemic changes in negative T waves in V1 – V2 – V3 – V4
and rectified ST in DI and aVL. There is also an alteration in the repolarization in DII, DIII,
aVF and V5-V6 with flat-to-negative T wave. There are AMI signs, a troponin and cardiac
enzymes elevation, with a typical curve, confirming the diagnosis of AMI (mapped patient)
(Date 8 November 2006)

ELECTROCARDIOGRAM 3:
Note persistent ischemic changes in V1-V2-V3-V4 (mapped patient). (Date 9 November 2006)

ELECTROCARDIOGRAM 4: Note ischemic changes in V1-V2-V3-V4 and an elevation of the ST
segment in V1, showing symptoms of a persistent post-A.M.I. ischemia. (mapped patient).
(Date 10 November 2006)

CASE Nº2
A CASE OF ACUTE MYOCARDIAL INFARCTION
A case of prolonged influenza complicated with primary viral
bilateral pneumonia and acute myocardial infarction.
A female patient with an evolving anteroseptal infarct. The
electrocardiogram recorded on October 8, 2006, where the evolving A.M.I.
is seen, with left ventricular overload (See electrocardiogram 1). Two days
later the ST elevation was reduced and there was a possible ischemia in the
anterior face (V4) and bigger left ventricular overload (D1 and AVL). (See
electrocardiogram 2 – date 10 October 2006). Then there was another
enzymatic elevation (M.I.).
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The patient died 7 days after the last ECG with a new A.M.I. She had not
been medicated with Oseltamivir.

ELECTROCARDIOGRAM 1: See QS with ST elevation in V1-V2-V3 (the QS shows an incipient
“r” in V3) and an alteration of the repolarization in AVL. (Date 8 October 2006)

ELECTROCARDIOGRAM 2: Two days later, see a smaller ST elevation and a T-wave
depression in V1-V2-V3, a slight depression in V4 and a bigger alteration of the repolarization
in D1 and AVL. (patient not mapped). (Date 10 October 2006)

CASE Nº3
A CASE OF ANTEROSEPTAL SEQUEL
A case of prolonged influenza complicated with primary viral
bilateral pneumonia and acute myocardial infarction.
A female patient, 71 years old, diagnosed with prolonged influenza (April
2004). 20 days later it complicated with viral pneumonia and then M.I.
during hospitalization.
In an E.C.G. performed in 2005 an anteroseptal M.I. sequel V5-V6 was
detected. (See E.C.G. 1, 1.1 and 1.2).

E.C.G. 1: See QS with elevation in V1-V2-V3-V4 and ST depression in V5-V6 (Year 2005)
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E.C.G. 1.1: Enlarged image of QS and elevation in V1-V2-V3.

E.C.G. 1.2: Enlarged image of QS and elevation in V4 and ST depression in V5-V6

CASE Nº4
A CASE OF ANTEROSEPTAL SEQUEL
A case of prolonged influenza complicated with primary viral
bilateral pneumonia and acute myocardial infarction.
A female patient who suffered from Prolonged influenza in April 2006, had
A.M.I. but did not have any E.C.G. at the moment.
This ECGs were taken when she was hospitalized due to a viral bilateral
pneumonia in July 2006, where the anteroseptal sequel can be seen.
(See electrocardiogram 1).
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E.C.G. 1: (July 2006)

E.C.G. 1: See the lack of progression of the R Wave in V1-V2-V3.

10. DIFFERENTIAL DIAGNOSIS
It has to be differentiated from other pathologies of the respiratory system
and of other systems.
The most important points are:
1. The patient was not inoculated with the influenza vaccine.
2. Retarded effect: the patient should not have been vaccinated in the past,
because of its retarded effect, by which the patient can suffer it again,
less seriously, with or without complications.
3. The patient should not have been close to a sick person, or lived with
him/ her, who became ill after being vaccinated with the flu vaccine, for
it can be transmitted to healthy people.
It
1.
2.
3.

has to be differentiated from other conditions:
Other respiratory viruses.
Mycoplasm and chlamydias.
Other conditions that can produce a similar condition.
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11. DEVELOPMENT OF THE DISEASE
The development of this disease is long, persistent and with several
relapses, which last weeks, months (three in average), or more than a year.
Frequently, they last three months.
It can go on for several months (four, six, nine or more), even more than a
year, but less severely.
Once the condition is cured, it can reappear in the following years, mostly in
autumn, winter and spring (even though the patient has not been
vaccinated), and it would be a retarded effect.
The development of the disease may have the following variants:
It can be cured in seven or ten days – the shortest period.
1- It can be cured in a fortnight, a month or it can last more than a year.
2- The condition may vary from a mild respiratory one to a severe
respiratory insufficiency when the patient may die in 48 hours, or some
weeks (12 weeks average). There may be sudden death.
If the patient is not treated, the prognosis is very bad. There may be a lot
of respiratory or non-respiratory complications which have been described,
or which have not been described yet which may bring about the death of
the patient.
The patient can also be cured without medical treatment or receiving a
symptomatic treatment with anti-inflammatory drugs, analgesic, antipyretic,
antihistamines, or others.
Only the use of Oseltamivir can improve this disease and shorten it.
The course of the disease - according to the time it takes to develop:
1- overacute - it begins in a few hours and lasts up to a month.
2- acute - it lasts up to 3 months.
3- Sub-acute - it lasts up to 6 months.
4- Chronic - it lasts more than 6 months.
5- Retarded effect - short, medium and long term.

12. PROGNOSIS
The prognosis is bad if the disease starts and follows its course.
25 or 27 people out of those who are vaccinated with the anti-influenza
vaccine every year acquire this disease, but the percentage can reach 30 %
or more.
This has happened every year since 1998 and it still happens now (2013).
But from the 50s up to 1997 the rate could be the same.
The prognosis may be better only if it is well treated and the antivirus
Oseltamivir is used.
The death mortality estimated by the author according to logical, clinical,
epidemiological and personal reasoning, with some margin of error, is 300
deaths in one million vaccinated people.
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13. TREATMENT
The effective treatment is Oseltamivir antiviral.
The treatment can be divided in four parts:
1)
2)
3)
4)

Specific: Oseltamivir antiviral
Anti-inflammatory drugs
Rest
Other treatments and general measures

Note: the treatment for grown-ups and the corresponding dose will be
described below. The pediatric dose will be specified in detail.
1) Specific: treatment with Oseltamivir antiviral.
This treatment has been applied and it has proved very efficient. Each
capsule of Oseltamivir has a dose of 75mg; in this way it has to be
interpreted in the recommendations below.
The dose can vary from a 75 mg capsule every 12 hours at least for 5 days,
to 10 or 15 days. As a starting dose, a 75 mg capsule every 8 hours for the
first day is advised, continuing with a capsule every 12 hours for at least 5
days, up to 10 or 15 days.
In more serious cases, the first dose can be up to 4 capsules (one every six
hours) during the first 24 hours. Then this treatment should be carried on
with a capsule every eight hours during the next four days and finally with a
capsule every 12 hours until a ten or fifteen-days treatment is complete.
This antiviral treatment has immediate results, which are observed a few
hours later after the intake of the medicine (4 to 8 hours).
This quick recovery is felt and described by the patient, and also observed
and confirmed by the doctor according to the development of the disease
(symptoms and signs).
In the first 24 hours after the antiviral has been administered, an optimistic
and progressive development is observed. This development shows a 50%
to 70% recovery which boosts in the following 48 and 72 hours when a 80%
or 90% recovery is observed.
This treatment has proved to be very efficient, and its rapid and great
recovery has never been seen or described before.
Depending on the complications or particular cases, the treatment can be
extended to 15 days and the dose is 75mg every 12 hours as long as it
shows improvement. If the patient under treatment does not get over
within the first 72 hours or if the symptoms get worse or if other symptoms
or signs appear, the physician must think of secondary infections or other
different pathologies. Nevertheless, it is still convenient to carry on with the
treatment with Oseltamivir during a reasonable period of time until the
diagnosis is clear; only then the physician can decide whether or not to
continue with the treatment.
In primary viral pneumonia this is the elected treatment. In primary viral
pneumonia with bronchial secondary infection or in viral- bacterial mixed
pneumonia, or in secondary bacterial pneumonia it is necessary to use
Oseltamivir in the treatment together with antibiotics. The reason is that the
viral illness produces inflammation and predisposes to bacterial secondary
infections, then the Streptococcus pneumoniae and Haemophilus influenzae
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predominate and the pathogenic effect of the Staphylococcus aureus is
reinforced.
It is convenient to have blood tests and check-ups done regularly, platelet
count, c-reactive protein, (C.R.P), a Prothrombin Test, CPK, TGO, LDH
myocardial enzymes, amilasemia, amilasuria, a chest x-ray, and an
electrocardiogram to control the progression of the disease, before and after
the treatment, some days, weeks and a month later for a better control of
the progression of the disease and the patient’s safety.
Pediatric dose of Oseltamivir for the treatment: from 1 to 12 years
old.






Up to 15 kg: 30mg. Every 12 hours.
From 15 kg to 23 kg: 45mg every 12 hours.
From 23 kg to 40 kg: 60mg every 12 hours.
More than 40 kg: 75mg evry 12 hours.
From 13 years old onwards: 75mg every 12 hours.

Other antiviral drugs, Amantadina, Rimantadina and Zanamivir, have not
been used in this investigation, so no opinions as regards them will be
emitted.
2) Anti-inflammatory treatment:
Anti-inflammatories: due to the important response of inflammation of the
body to this disease, it is necessary to treat the problem with some kind of
anti-inflamatory drugs because if the inflammation reaction is too severe, it
could be counter productive for the patient.
It is advisable and it must be clear that any treatment with an antiinflammatory drug must be carried out within the 24 or 48 hours after the
treatment with Oseltamivir antivirus is started, so the latter would
neutralize the virus first.
The anti-inflammatories could be:
a) Non-steroidal
b) Steroidal
a) Non-steroidal: it is advisable to use a 50mg-dose of Diclofenac every
12 hours or a single 75mg-dose (tablet) a day during 5 or 7 days. This
would be according to the clinical manifestations and to each doctor’s
judgment. We understand that this treatment is aimed at light or moderate
cases, though there are always exceptions.
Any other anti-inflammatory can be used if it is the doctor’s decision, this
could be either because of any kind of allergy, intolerance or disability in the
means of administration that the patient may have or because of any
underlying disease.
It is convenient to remember that this disease can produce
thrombocytopenia and leukopenia and the use of any non- steroidal antiinflammatory can adversely produce or reinforce the effects of the disease.
b) Steroidal or corticoidsteroidal: the use of Dexamethasone is advised
due to its great anti-inflammatory effect (a 2ml-ampoule equals 8 mg.). It
could be either parenteral, intravenous or intramuscular, in more serious
cases or cases with complications, or in any pharmaceutical form.
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The dose can vary, an 8ml- ampoule every four hours, every six hours,
every eight hours or every twelve hours within a period of 24, 48 or 72
hours, depending on the clinical manifestations and the doctor’s judgment
in severe cases of respiratory failure, bronchopneumonia, bilateral or
unilateral pneumonia, bronchospasm, bronchiolitis, tracheitis, laryngitis and
others.
Also, if there are any other complications like cardiac ones (unstable angina,
severe alteration of the cardiac conduction system, pericarditis), renal
(acute renal insufficiency) neurologic (cerebral vascular accident),
dermatologic (exfoliative dermatitis), and other auditive and smell
alterations; also, in the case of any other pathology or complication that has
not been described yet.
The dose can also be prescribed in less serious cases, for instance in cases
of sinusitis, laryngitis, bronchitis and others that may require a major antiinflammatory effect and in slight and moderate clinical cases.
It must be highlighted that older patients who suffer from other pathologies
may also need corticoids due to the major seriousness of these existent
complications, if the complications are related to lung, cardiac, hematologic
or kidney pathologies and others.
It is important to evaluate the degree of the inflammation by doing a creactive protein test or a HS-CRP blood test, an E.S.R. and other
biochemical methods. Thus it would be possible to get better information
about the degree of inflammation and have other parameters to measure
out the dose of corticoids or other anti-inflammatory drugs, and the length
of the treatment.
Nowadays there are new biochemical methods that help to detect
inflammation in arteries (the endothelium). This is important, because it
informs about any arterial injuries, thus it marks a difference with the CRP
test, which shows inflammation in general, but does not detect the specific
place in the body.
It is important to detect inflammation in the endothelium since it indicates
the seriousness of the case and possible immediate complications like
thrombosis, embolism, ischemia, heart attacks and others. Then, an antiinflammatory of greater strength should be used.
Intakes of one 0.5mg Dexamethasone tablet can be prescribed, or else
intramuscular Dexamethasone which combines quick and prolonged action.
The intakes will be the doctor’s decision, according to his opinion.
Intramuscular Dexamethasone lasts from 1 to 3 weeks, its pharmacological
presentation is the following: a 2ml ampoule of Dexamethasona phosphate
(quick action), this equals a 4mg Dexamethasone and Dexamethasone
acetate (prolonged action), which equals 16mg of Dexamethasone.
Other corticoids may be used if it is the doctor’s decision, according to the
patient to be treated.
In case of a complication with an acute myocardial infarction, doctors
should be careful since a possible association between its usage and the left
ventricular free wall rupture has been made public. Also, they must be
careful in cases of acute viral myocarditis since corticoids and non-steroid
anti-inflammatory drugs could make the viral myocarditis more serious.
That is why it is important to clarify that in those cases, Oseltamivir
antiviral has to be given first. After 48 hours, a clinical response can be
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seen, and only then, the doctor can decide whether to prescribe corticoids
or another anti-inflammatory drug.
It must be reminded that once the treatment with corticoids has started, it
cannot be stopped abruptly. However, it could be stopped in a progressive
way so as to avoid secondary corticosuprarenal insufficiency.
Also, it must be clarified that the usage of corticoids -or amount usedduring the treatment is up to the doctor’s judgment who will consider the
convenience according to the clinical manifestations.
It is important to know that this disease can be treated without using antiinflammatories. The results will also be good but of course, this will depend
on the clinical manifestations that the patient presents.

3) Rest:
Absolute rest during 15 days. Relative rest from day 16 to day 30 or 60.
It is very important that both the antivirus treatment and rest is
accomplished strictly since this disease is a viral prolonged one. Hence, it
requires a longer period of healing and the rest must be longer.
This is a relevant feature of the treatment; if it is not taken into account a
relapse can occur.
4) Other treatments and general measures:
1- Antihistamines: it is convenient to associate in some cases -not all
cases- an antihistamine since it improves the clinical symptoms.
The good effects of this medicine are observed: Cetirizine, one tablet
(10mg) a day for 5 or 7 days, no more than that.
It is possible to use another antihistamine if it is the doctor’s decision and
according to the patient to be treated.
2- Vitamin “C”, Vitamin “A” and other vitamins and minerals:
vitamins can be used to improve epitheliums or endotheliums or just to
lessen the reduction of them. Multivitamins and minerals can be used as
well. This suggestion is concerned mainly to enhance nutrition, improve the
affected areas and prevent other affections.
Although the use of multivitamins and minerals is arguable, it is suggested
here as in the future, it could help to show scientifically its usefulness and
benefits. However, facing these doubts, its indication is convenient in an
associated or separate way.
With a 1 or 2gr-dose of only vitamin C a day, patients show subjective
improvements; it is important to point out this clinical observation.
A dose of 1 and 2gr a day of vitamin C is recommended for 10 or 15 days
and multivitamins and minerals, one a day for ten or 15 days as well.
Facing a prolonged disease, these should be considered food supplements.
Other options are fresh orange juice or another citric juice that contains
vitamin C.
3- Use and non-use of antipyretics: these are two possibilities and they
can vary. It is up to the doctor to make use of them or not according to the
age of the patient and the existence of other pathologies that may require
this medication.
The suggestion of not using antipyretics (in a general way) is based on the
fact that in the presence of a viral infection, the body defends itself by
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raising its temperature (fever) and in this way it inhibits and fights the
virus. Also, in this way, the body raises the number of white cells and
increases defense or immunity.
As regards children, it is important to use antipyretics or physical measures
like warm baths and a wet cloth in order to avoid convulsions. In the case of
adults, warm baths would be enough to bring down temperature and lessen
uncomfortability.
It is convenient to remember that this disease can produce
thrombocytopenia and leucopenia and the use of a non-steroidal antiinflammatory drug or an antiseptic can boost the effects of the disease as
an opposite result. A suggested antipyretic is the paracetamol or another
with fewer adverse effects on the blood.
If any blood alteration is detected, a new consultation with a specialist in
hematology should be carried out so as to have a better diagnosis and
treatment.
4- Heat overload: this treatment is based on the fact that heat would
lessen viral multiplication and would neutralize the virus more quickly. In
other words, heat would limit the disease.
Do as it is pointed out:
a) Lots of hot liquids, 2 or 3 litres a day. This is important for hydration.
Those patients who have cardiac, kidney or other diseases, may be affected
by water excess, and must be careful with this indication.
b) Hot showers or baths. The latter is best –twice or three times a day,
from 5 to 10 minutes.
c) Vapour inhalation. Humidifiers with humid heat or vaporizer three or four
times a day for 4 to 6 minutes. Another option is using a bowl and hot
water 3 or 4 times a day.
d) Hot-water bottle: if put on the chest and trachea, this will relieve cough
and chest pains that come from constant cough. This indication is a clinical
observation. The information comes from research studies that show that
heat has therapeutic and analgesic effects and avoids cough.
e) Overheating in bed.
e.1- Wear enough cotton clothes so as to absorb sweat.
e.2- Get covered with a couple of blankets.
e.3- Take a lot of hot liquids, ½ to ¾ l.
e.4- Cover the whole body and head excepting the nose and mouth.
e.5- Wait for the body to sweat, which will happen about 30 minutes or
an hour afterwards.
e.6- Although the heat overload can be carried on at any time of the
day, it is convenient to do it during the afternoon or evening from 3 pm
to 11 pm.
e.7- Once the body has perspired, it is time to take a hot shower, put on
warm clothes again and go back to bed; this time with fewer covers so
as not to sweat any longer but to be cozy and warm. After the sweating
process has taken place, the clinical improvement is noticeable. This is
an important process which has to be repeated precisely in the same
way every day until it is accomplished.
There is a marked difference in the progress of those patients who get to
sweat and those who do not. The first ones get over faster.
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This can vary if Oseltamivir is used. The reason is because the
Oseltamivir can inhibit the virus more quickly and so it would shorten the
duration of the disease. That is why sweating could not occur. If there is
a progressive clinical improvement, it is not necessary to induce or
produce sweating.
All this indications of overheating of heat are up to the doctor’s, who
may prescribe it in a higher or lower degree. It may be not suitable due
to other diseases or complications, that is why the doctor should be
consulted.
Comments: the heat is a millennial physical therapeutic method which is
not paid much attention. This indication of heat is sustained by the good
results seen on patients.
It could be that heat applied on different parts of the body lessens the
action of the virus, either neutralizing it or by another unknown anti-viral
action.
This treatment is applied to the Common Flu and to the Prolonged Influenza
by Mutation.
5- Feeding and nutrition: it is convenient to ensure good nutrition in
order to restore damaged tissues and boost immunity. This is important
since the period of disease is long and requires all along a good nutritional
supply. It is a basic fundamental treatment necessary for the good progress
and cure.
The patient’s nutrition and his or her nutritional condition must be evaluated
at the first interview or at the beginning of the treatment since there are
several variations of nutritional conditions, not only among different
patients, but also among the different diseases they may have. Hence, they
require individual indications for their better progress and healing.
6- Antibiotics: if the physician decides that this disease is not more than a
viral affection, it is not convenient to prescribe antibiotics because the
Oseltamivir anti-virus is enough to cure the disease.
Antibiotics are prescribed when any of the following complications are
diagnosed: bronchial infections, mixed viral-bacterial pneumonia, secondary
pneumonia, pleural bacterial haemorrhage, bacterial pericarditis,
meningoencephalitis, sinusitis, and other pathologies with secondary
infections.
The predominant bacteria are:
Streptococcus pneumoniae, Haemophilus influenzae and Staphylococcus
aureus.
Either the prolonged influenza or the common influenza virus boosts the
pathogenic effect of the Staphylococcus aureus. In this way, the clinical
manifestations are more serious, complications start to emerge and
mortality increases.
The suggested specific antibiotics and the doses for these three bacteria, or
others that may appear, are already known and recommended by the
world’s medical literature.
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The treatment with antibiotics should be prescribed when necessary and
when the doctor believes it is convenient, always being aware of the dose
and time. Also, if any other disease exists, the practitioner may think of the
need to prescribe antibiotics for prevention or prophylaxis.
7- Interconsultation: due to hematologic complications like
thrombocytopenia and leucopenia, the consultation with a specialist in
hematology is convenient so as to have a better diagnosis and treatment.
Also, the doctor may require the consultation with a general practitioner,
the Virology Laboratory, a pneumonologist, a cardiologist, an infectologist, a
neurologist and others.
8- Recommendation: the use and prescription of well known drugs is
suggested for a better treatment, progress and cure of the patient.
Once the diagnosis is recognized, it is important to decide and carry out the
treatment quickly and without delay. Otherwise, the case may get even
worse and put the patient’s life at risk.
We advise reading the treatment that is developed in “Prolonged Influenza
by Mutation” the comments about other medical decisions to “indicate”
or “begin” the treatment.

Comentary:
Other medical decisions to prescribe or start the
treatment
Bear in mind that after receiving the first doses of Oseltamivir patients
report very good clinical effects and improvement. These effects have
sometimes been noticed 2 hours after taking the medicine. For this reason,
it is a clinical and medical decision to treat the patient or test the treatment.
In this way, and since a new disease is being observed, the physician will be
able to see how the patient improves with this treatment, or else, he will be
able to distinguish it from other pathologies. It can also be considered as a
diagnostic and therapeutic test and carry on with the treatment. It is
advisable to continue with the treatment after the first dose, even though
no results are obtained in a span of 48 hours (or more). Only then, decide
whether or not to continue the treatment since there could be other
pathologies that hide the patient’s clinical improvement, particularly if the
patient is unconscious or in bed. (Asking the patient about improvements in
his or her condition during the clinical progression is very important)
If there is some improvement (at least a minimum), it is advisable to carry
on with the antiviral treatment. A good therapeutic result could be noticed
in a few days. Due to the great benefits and little risk of adverse effects, it
is also suggested to finish the treatment thoroughly.
Remember that if months, one, two, thee, four o more years have gone by,
the disease can persist and present mild relapses or a few symptoms like
asthenia, cough or others. In these cases, a treatment with Oseltamivir
should also be prescribed. Extraordinary improvements have been
observed: 70% in 48 hours and 90% within 5 to 10 days and then the
patients were completely cured.
All that has been explained in this commentary is also valid for the
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“Prolonged Influenza” or other pathologies or diseases suspected to come
from any kind of flu virus. For instance: viral pneumonia, viral pericarditis,
angina pectoris, acute myocardial infarction*, cardiac conduction disruption,
viral myocarditis**, viral encephalitis, viral meningitis, viral
meningoencephalitis, viral polyneuritis and mononeuritis, and other
diseases that have not been described yet, but can be clinically diagnosed
and treated in the correct way.
* In the case of an acute myocardial infarction, Oseltamivir can be used but the use
of corticoids should be under surveillance. It is said that the use of corticoids is
associated with the free wall left ventricular rupture.
** In the case of viral myocarditis it is definitely advisable to use Oseltamivir.
However, if any steroidal or non-steroidal anti inflammatories are added to the
treatment, the myocarditis can worsen.
In this case, it is convenient to start the treatment with Oseltamivir and check the
clinical response within 48 or 72 hours. Only then apply an anti inflammatory, but
all depends on the seriousness of the clinical case, its clinical presentation and
other clinical variables that should be evaluated. Once this has been done, any
medical decision can be made.

Commentary: In most cases, all of the above described about the
“Prolonged Influenza” is also valid for the “Prolonged Influenza by mutation”
since the latter is originated in the first oneo.

14. TRANSMISSION
This disease is contagious.
1 - A direct transmission is produced among people who live together or
among those who spend too much time together.
2 - The contagion could occur through cough; when speakig, through flugge
drops; sneezing, kissing or sharing cutlery. That is to say, sharing a drink
from the same glass, or sharing any utensil mouth to mouth.
There could be more unknown ways to transmit the disease.
3 - Once the contagion is produced, the disease evolves in the same way. It
can also be developed with less intensity and duration, but it is still
prolonged.
4 - Contagion to family members who live in the same house have
occurred, and to relatives who live in different places, but who have close
contact. (See contagion diagrams for 1999, 2000, 2010 and 2012)
All contagion and mutation diagrams shown below correspond to real cases
of people and whole families who got sick and transmitted the disease.
These diagrams as well as others were presented to the authorities of
national and international public health authorities, the international WHO
and UN and other organizations from Argentina and foreign countries from
1999 until this year 2018.
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Diagram of transmission. Year 1999

Diagram of transmission. Year 1999
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Diagram of transmission. Year 2010
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Diagram of transmission. Year 2012
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Diagram of transmission. Year 2012
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There is already an influenza virus transmitted by the influenza vaccine,
which is contagious. This transmission has been going on for several years.
Since 2000, few cases of prolonged influenza have been observed not to
have a relationship with the influenza vaccine. In 2004 and 2005, they
increased 1000 % (one thousand per cent), and it continued in the period
2006-2013. This prolonged influenza has led to pulmonary and nonpulmonary complications: viral pneumonia, renal failure, acute myocardial
infarction, angina pectoris, viral pericarditis, sudden death syndrome, and
others.
This is causing an epidemic, since this virus of Prolonged Influenza, which is
contagious, has combined and mutated with the common influenza virus,
acquiring its more-contagious genetic features. This very serious fact has
generated a new and more contagious virus of prolonged influenza, which is
more contagious and has produced epidemics and pandemics, millions of
affected people, and which is settling definitely among the population.
It is affirmed that the resulted mutation of the combined two virus is a
variant, not only more contagious, but also more pathogenic.
That is to say, a mutated influenza virus, very contagious, with prolonged
action, greater pathogenicity, generating another more serious variant of
influenza virus, Prolonged Influenza through mutation. (See part 1.2)

15. INCIDENCE AND MORTALITY
The incidence is from the 25% to 27% approximately, but it could get to
30% or more.
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Of all the people that have been vaccinated, there could be 250000 or
300000 infected cases per million.
This incidence was observed from the year 1998 to 2013. It was then that
the research started. However, making an inquiry among patients from
years before 1998, this incidence could be observed as well. That is why it
could be supposed that this has always happened after getting the influenza
vaccine. From the 50’s onwards people affected by the influenza vaccine
have started showing up.
The mortality rate rises to 300 deaths out of one million vaccinated people.
The author has calculated it in his research, basing it on clinical records, the
epidemiology, and his logical and personal reasoning.
In 2013, this incidence and mortality rate have kept on rising due to the
vaccination of children, pregnant and post partum women.

16. DESCRIPTION OF THE DISEASE
1- This disease, “Prolonged influenza”, was described verbally in 1998 in
relation with the influenza vaccine. In 1999, it was described to the
authorities of Public Health Department of our nation. Finally, in 2000, it
was presented to the World Health Organization. It has also been presented
to the United Nations (UN), two universities of Medicine in Argentina:
University of Buenos Aires (UBA) and National University of La Plata (UNLP),
Argentinian Catholic Church (Archbishopric of Buenos Aires and Bishopric).
The National Academy of Medicine, the Argentinian Association of
Microbiology (AAM), the Argentinian Society of Virology (SAV) and other
national and international institutions from different countries.

17. SYNTHESIS OF CLINICAL CASES OF PROLONGED
INFLUENZA
Five clinical cases of prolonged influenza with complications such as primary
viral bilateral pneumonia together with acute myocardial infarction are
presented below. One or the other complications just mentioned could
appear in first or second instance.

CLINICAL CASE Nº1
Prolonged influenza complicated with primary viral bilateral
pneumonia and acute myocardial infarction with chronic acute
renal insufficiency
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Fig 1. Viral bilateral pneumonia: Note bilateral interstitial and alveolar infiltrates in both
lower lung fields and middle lobes. Secular fibrosis in upper third of left hemithorax. Cannula
(double lumen) in left subclavian vein (October 2006).

A female patient, 70 years old, diagnosed with Prolonged Influenza in May
2006, 5 months so far, 4 successive relapses. Her influenza complicated
with pneumonia on the fifth month (September). She followed a 7-day
treatment with antibiotics without healing. Once more, she got a 7-day
treatment with another antibiotic with no results again.
She was hospitalized in October 2006, with a diagnosis of viral bilateral
pneumonia, she was treated with three different antibiotics, fifteen days
each, for one month and a half. No clinical or pulmonary improvements
were seen.
In two months of persistent pneumonia, she needed five different
treatments with antibiotics; nonetheless, she was not cured and she did not
recover.
She presented with acute kidney insufficiency and for this reason she
required dialysis. Afterwards, she suffered an acute myocardial infarction.
The patient did not take Oseltamivir.
Her family asked for voluntary discharge and the patient started taking
Oseltamivir every other 12 hours the first day and then 1 tablet daily for 9
more days. Her clinical recovery got to an 80% on the third day, her
persistent pneumonia healed without antibiotics and her kidney failure got
slightly better and there were no cardiac complications. She went on with
dialysis three times a week without any respiratory or cardiac symptoms.
After two months and a half in a stable condition, she presented with
a hemodialysis catheter-related streptococcal infection and died in a few
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days (unused arteriovenous fistula).

Prolonged influenza complicated with primary viral bilateral
pneumonia and acute myocardial infarction
The same patient of clinical case nº 1 and picture nº 1, who
hospitalized due to a pneumonia, suffered an acute myocardial infarction
and chest pain post-A.M.I. Four successive electrocardiograms of the
progression of her disease are below. (See electrocardiograms 1, 2, 3 and 4).

Electrocardiogram 1: alterations in the repolarization can be observed in derivations V1 -V2
–V3 –V4 –V5 –V6 as well as in DI and aVL. (not mapped patient) (Date 11/1st/2006)

Electrocardiogram 2: other ischemic changes can be observed in V1 –V2 –V3 –V4 negative T
wave and rectified ST segment in DI and aVL . There are also alterations of the repolarization
in DI, DII; in aVF and V5 –V6 flat to negative T waves. Here, there is a clinical acute
myocardial infarction present, cardiac troponin and enzyme elevation with a typical curve.
The diagnosis of A.M.I is confirmed. (Mapped patient) (Date 11/8th/ 2006)

Electrocardiogram 3: persistent ischemic changes in V1 –V2 –V3 –V4 (mapped patient) can
be observed (Date 11/9th/2006)
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Electrocardiogram 4: ischemic changes in V1 –V2 –V3 –V4 and a slight upsloping ST
segment can be observed, clinical diagnosis of post- MI persistent ischemia (Mapped patient)
(Date 11/10th/2006)

CLINICAL CASE Nº 2
Prolonged influenza complicated with acute myocardial
infarction and then with primary viral bilateral pneumonia.
A female patient, 61 years old. She was diagnosed with Prolonged Influenza
in April 2006 with a clinical acute myocardial infarction in the same month.
During the following three months, she presented with five successive
relapses. In the last relapse, her state got complicated with viral bilateral
pneumonia. (July 2006).

Fig nº2. VIRAL BILATERAL PNEUMONIA
Note interstitial and alveolar infiltrates in both lower lobes affecting mainly the left side, and
hilar congestion. (July 2006)
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Prolonged influenza complicated with acute myocardial
infarction and then with primary viral bilateral pneumonia
The same patient from the latter case, presented a clinical acute infarction
during the prolonged influenza that affected her in April 2006. No
electrocardiogram was kept. However, an electrocardiogram recorded in
July 2006, during her hospitalization for bilateral viral pneumonia shows
sequelae of anteroseptal A.M.I (See electrocardiogram 5)

Electrocardiogram 5. (July 2006)

Electrocardiogram 5. Note the lack of progression of R wave in V1 –V2 –V3.

CLINICAL CASE 3
Prolonged influenza complicated with viral bilateral
pneumonia and acute myocardial infarction
A female patient, 65 years old, with a prolonged influenza diagnosis in May
2006 and three successive relapses. During the last relapse, the influenza
got complicated with viral bilateral pneumonia and an acute anteroseptal
myocardial infarction three days before hospitalization (5th May 2006). The
clinic, the cardiac enzymes and the electrocardiogram confirmed the AMI
diagnosis (in progression). The patient did not progress well, the treatment
with antibiotics for 12 days did not help her, another infarction occurred and
she died on 17th October 2006.
She did not get any treatment with Oseltamivir. (See figures 3 and 4)
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Fig. 3 VIRAL BILATERAL PNEUMONIA
Note interstitial and alveolar infiltrates in both lower lung fields, predominantly the left lung
(Hospitalization date: 5th October 2006).

Fig. 4 VIRAL BILATERAL PNEUMONIA
Larger interstitial and alveolar infiltrates in both lower lung fields. Brochovascular hilar
increase. Clinical manifestation got worse. (Date 7th October 2006)
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Prolonged influenza complicated with primary viral bilateral
pneumonia and acute myocardial infarction
The same female patient from clinical case number 3 and figures 3 and 4
with an acute anteroseptal myocardial infarction. The following
electrocardiogram was registered on 8th October 2006 where the A.M.I
development with overload of left ventricle (see electrocardiogram 6) can be
noticed. Two days later, the ST segment elevation decreased , a probable
anterior ischemia appeared on V4 and a higher left ventricular overloading
(DI and aVL). (See electrocardiogram 7 – Date: 10th October 2006). Then,
another enzymatic elevation took place (A.M.I). The patient died 7 days
after having the last electrocardiogram done, due to another acute
myocardial infarction. She did not get any treatment with Oseltamivir.

Electrocardiogram 6: note QS with elevation of the ST in V1 –V2 –V3 (the QS presents an
incipient R in V3) and alteration of the repolarization in aVL.
(Date 8th October 2006)

Electrocardiogram 7: note that two days later the lower ST segment elevation and the
decrease of T wave in V1 – V2 – V3, a slight depression in V4 and a higher alteration in
repolarization in D1 and aVL. (not-mapped patient). (Date 10th October 2006)

CLINICAL CASE NUMBER 4
Prolonged influenza complicated with primary viral pneumonia
and acute myocardial infarction
71-year-old female patient with prolonged influenza diagnosis (April 2004).
20 days after her diagnosis her condition complicated with viral pneumonia
and then an acute myocardial infarction during the hospitalization.
In the electrocardiogram (year 2005) a sequel to an anteroseptal A.M.I in
V1 to V4 and lateral ischemia V5 – V6 were detected . (See electrocardiogram 8,
8.1 and 8.2)
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Electrocardiogram 8: Note QS with ST segment elevation in V1 – V2 – V3 – V4
and ST segment depression in V5 – V6. (year 2005)

Electrocardiogram 8.1: Enlarged picture of QS and ST elevation in V1- V2 –V3.

Electrocardiogram 8.2: Enlarged picture of QS and ST segment elevation in V4, and ST
segment depression in V5 – V6.

CLINICAL CASE NUMBER 5
Prolonged influenza and delayed effects at medium term with
primary viral bilateral pneumonia
A 74-year-old female patient vaccinated against influenza in June 2005. She
presented with clinical manifestations of prolonged influenza with successive
relapses. It all lasted 6 months.
In July 2006 (she had not been given the vaccine again) she presented a
45-day relapse which complicated with a viral bilateral pneumonia.
The patient decided not to have the influenza vaccine in the year 2006 due
to the lung condition she had experienced the year before.
She had never had pneumonia before. (See fig. 5)

61

www.prolongedinfluenza.com

Figure 5. Viral bilateral pneumonia
Note interstitial and alveolar infiltrates in both lower lung fields, predominantly in the left
lung (Date July 2006)

18. MUTATION AND FINAL SETTLEMENTOF A NEW
INFLUENZA VIRUS
 Mutation: a new mutated virus transmitted from non-vaccinated sick
people to those non-vaccinated healthy ones. “Prolonged Influenza by
Mutation” takes place. This disease would last one, two or more months and
if affected by the virus of the common flu, its intensity would be greater.
 Current and final settlement of a new mutated influenza virus in
Argentina and the world: this disease had already settled in the year
2000 and developed until the year 2003. From the years 2004 and 2005
onwards a 1000% increase of “Prolonged Influenza by Mutation” was
observed. It went on in the period 2006 -2013. To make matters worse it is
replacing the common influenza virus.
 Epidemic and pandemic risks through new mutations: if a new
mutation arises, more contagious or with a higher intensity of affection
(greater pathogenicity), for instance the “Avian Flu”, it is possible that
epidemics or pandemics will occur and yield a result of millions of sick or
dead people.

19. NATIONAL AND WORLDWIDE ALERT
1- Due to the seriousness of the situation as a consequence of the
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vaccination against flu: sick people, deaths, infections, and not to mention
the mutation that may cause epidemics and pandemics, the national and
world health authorities have been alerted. Also, the description of a new
disease unknown until now has been released.
The aim of giving this information nationally and globally is that the relevant
health authorities take action through immediate intervention and
treatment of this epidemic disease. If epidemics or pandemics emerge there
could be DEATHS by procrastination; lack of interest and investigation;
disinformation; political, economical, strategical or other kinds of interests.
In that way, irreversible damages, which in a period of time would not be
possible to overcome, could be avoided.
2- The Argentine Public Health Department and A.N.M.A.T. were alerted in a
direct interview and on a telephone conversation in 2008.
3- Again in 1999, the nation and the world were put on alert. In the year
2000, the World Health Organization was notified not only orally but also in
black and white. It has also been presented to the United Nations (UN), two
universities of Medicine in Argentina: University of Buenos Aires (UBA) and
National University of La Plata (UNLP), Argentinian Catholic Church
(Archbishopric of Buenos Aires and Bishopric). The National Academy of
Medicine, the Argentinian Association of Microbiology (AAM), the
Argentinian Society of Virology (SAV) and other national and international
institutions from different countries.

4- Mutation: danger
It is serious and worrying that this virus, which is little infectious but with
prolonged effect, was able to acquire the genetic features of greater
transmissibility of the common flu virus. If this happened, a new mutated
influenza virus with prolonged effect and very contagious would be
generated. So then, epidemics and pandemics could be originated and bring
about unpredictable consequences for humanity –millions of sick and
deaths.
5- Observations as regards severity of the disease:
This prolonged manifestation of flu has been clinically observed from 2000
to 2013. It has continued with a greater epidemic, pandemic and endemic
incidence since 2013 up to 2017. It is a prolonged viral condition that lasts
20, 30, 60 days or longer. There are subsequent relapses, less severe or
the same as the already described “Prolonged Influenza”. It lasts from 20 to
60 days with subsequent relapses and with same or less intensity than the
one described as Prolonged Influenza.
These manifestations appear in those who have never got the influenza
vaccine. So, this is an infection from the sick people who have got the
influenza vaccine to the healthy ones who have not got it.
What is being described is the manifestation of the combination of the
common flu virus and the prolonged influenza virus, or mutation of them.
As a result, a new influenza virus together with a new clinical manifestation
is obtained. Therefore, a new mutated influenza virus is generated. It is
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more prolonged than the common flu and its name is “Prolonged Influenza
by Mutation”
A new mutated virus of the common flu has taken place and replaced the
common flu virus. This medical and clinical observation was made in the
year 2000, but during 2004 and 2005 there was a greater incidence, with a
thousand fold increase (1,000 %) of this new clinical condition. It went on
from 2006 to 2013and continued with a greater epidemic, pandemic and
endemic incidence since 2013 until now, 2017.
This is already considered as an epidemic and a pandemic - a very serious
fact - which we are suffering and which have not been detected in other
countries.
If another mutation took place with another virus of any kind –human flu
virus, avian flu, swine flu or any other, a new virus could be created in short
or medium term. What is more, this new virus could be more dangerous or
even mortal, with greater pathogenicity and duration.
The worst influenza epidemics and pandemics that this flu may bring about
could have as a result millions of sick and dead people.
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