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Abstract: This paper outlines the role of Lombardy’s regional influenza reference laboratory (North-
ern Italy) in the surveillance of influenza-like illnesses (ILIs) in monitoring SARS-CoV-2 circulation by
analyzing 631 consecutive nasopharyngeal swabs (NPSs) collected from ILI outpatients by sentinel
physicians during the 2019–2020 season. The samples were tested by specific real-time RT-PCRs
targeting SARS-CoV-2, influenza viruses, and RSVs. Results: Of these NPSs, 31% tested positive
for influenza viruses, 10% for SARS-CoV-2, and 7% for RSV. No coinfections were detected. In-
fluenza viruses and RSVs circulated throughout the surveillance period until the end of February
(week 9-2020), when they suddenly ceased to circulate seven weeks earlier than during the previous
five influenza seasons. After the first detection of SARS-CoV-2 in our ILI outpatients at the beginning
of March (week 10-2020), SARS-CoV-2 remained the only virus identified throughout the surveillance
period. Patients ≥ 65 years had a 3.2-fold greater risk of being infected with SARS-CoV-2, while
school-age children (5–14 years) and children < 5 years proved to be the age groups most at risk of
contracting influenza viruses and RSV, respectively. Our experience demonstrates that laboratory-
based ILI surveillance networks are essential for identifying SARS-CoV-2 cases that would otherwise
remain undetected, in order to stop their spread within our communities.

Keywords: SARS-CoV-2; influenza viruses; influenza-like illness; surveillance; molecular detection;
molecular epidemiology

1. Introduction

Since the first cases of severe acute respiratory syndrome were identified in China
at the end of December 2019 [1], a pneumonia outbreak, caused by human-to-human
transmission of a new coronavirus, has rapidly spread worldwide and has become a
global pandemic [2,3]. On 10 February 2020, the World Health Organization (WHO)
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announced the spread of this novel coronavirus named SARS-CoV-2, and the disease that
it causes COVID-19 [4].

In Europe, SARS-CoV-2 started to circulate simultaneously with other types of sea-
sonal influenza, which are routinely monitored by active sentinel influenza-like illness
(ILI) surveillance systems, which some European countries have had to suspend so that
virological laboratories could focus on COVID-19 laboratory diagnoses [5,6].

In Italy, the first recorded community-acquired case of COVID-19 was reported in
Lombardy on 20 February 2020, and a total of 75,732 COVID-19 cases were identified in
this region from then until the end of April 2020 [7], leaving virological laboratories to
deal with a crushing workload. As the regional reference laboratory for influenza and
other respiratory viruses in Lombardy, we collaborate closely with the national COVID-19
surveillance system coordinated by the National Institute of Health (Istituto Superiore
di Sanità, ISS), and soon after the global spread of SARS-CoV-2 was announced, we
implemented SARS-CoV-2 molecular detection as part of the ILI sentinel surveillance
program [8]. In fact, since ILI clinical manifestations are similar to mild symptoms of
SARS-CoV-2 infection, the Italian Influenza Surveillance Network (InfluNet) was used to
monitor the epidemiological and virological characteristics of SARS-CoV-2, which had
previously been employed successfully for respiratory viruses other than influenza, such
as respiratory syncytial virus (RSV) [9], enteroviruses, and parechoviruses [10]. Recently,
it has been demonstrated that ILI outpatient surveillance data could be used to estimate
the baseline prevalence of SARS-CoV-2 and to identify surges of excess ILIs correlated
with SARS-CoV-2, with the broader potential to use this syndromic surveillance for early
detection and molecular–epidemiological characterization [11,12].

This paper describes: (i) the molecular epidemiology of SARS-CoV-2, influenza viruses,
and RSV during the 2019–2020 winter season in Lombardy (a Northern Italian region with
nearly 10 million inhabitants, out of a total national population of 60 million), which was
the Italian region most affected by COVID-19 during the first wave of the pandemic, and
(ii) the use of ILI surveillance as a tool for monitoring SARS-CoV-2 circulation.

2. Materials and Methods
2.1. Influenza Surveillance Network, ILI Case Definition

InfluNet is coordinated by the Italian Ministry of Health and is based on the voluntary
participation of sentinel physicians (SPs), pediatricians and general practitioners who
provide medical care to the general population in ambulatory medical care facilities for
ILI occurrence [7]. Weekly, the SPs report data stating the number of ILI cases observed,
and they collect respiratory samples (nasopharyngeal swabs, NPSs) from a subset of their
outpatients for virological surveillance.

The standard case definition for ILIs is: sudden onset of fever (>38 ◦C) or feverishness,
one or more respiratory symptoms (cough, sore throat, and/or shortness of breath), and
one or more systemic symptoms (myalgia, headache, and/or malaise) [13]. For each ILI
case, information on age, sex, influenza vaccination status, and presence of underlying
medical conditions (i.e., cardiovascular diseases, chronic respiratory diseases, metabolic
diseases, and immunosuppression) is collected anonymously [8].

At the beginning of the 2019–2020 influenza season (week 42-2019), 165 SPs were
recruited for ILI epidemiological surveillance, thus covering a total of 220,069 people,
which corresponds to 2.2% of the total population of Lombardy. Virological surveillance of
influenza started on week 46-2019 (mid-November) and ended on week 17-2020 (the end
of April) [8].

2.2. Study Population and Study Design

All NPSs collected for virological surveillance from ILI cases were tested on a weekly
basis for influenza and RSV. SARS-CoV-2 molecular detection was implemented by week
7-2020 (10 February, when the WHO launched the global alert), and after that date, all
NPSs were tested daily for SARS-CoV-2. All respiratory samples collected from week
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46-2019 (11 November 2019) to week 6-2020 (9 February 2020) were retrospectively tested
for SARS-CoV-2.

Epidemiological and virological characteristics of ILI cases were described by week
and by age group (0–4 years, 5–14 years, 15–64 years, ≥65 years), comparing the data of
the 2019–2020 season with those of the five previous influenza seasons (from 2014–2015 to
2018–2019) in Lombardy.

2.3. Molecular Detection of Influenza Viruses, RSV, and SARS-CoV-2

NPSs were collected with flocked swabs in a universal transport medium (Sigma
Virocult® kit, Medical Wire—MWE, Corsham, Wiltshire, UK). RNA was extracted by the
commercial method QIAamp Viral RNA Mini kit (QIAGEN GmbH, Hilden, Germany),
following the manufacturer’s instructions. In order to check extraction performance, a one-
step, real-time RT-PCR was carried out, targeting the human ribonuclease P gene (RNase P);
the samples showing cycle threshold (Ct) values of <35 were considered suitable to be
tested for molecular virological analyses [14]. All specimens were analyzed using a specific,
one-step RT-PCR to simultaneously detect influenza viruses of types A and B using specific
primer/probe sets targeting the matrix (M) and the nucleoprotein (NP) genes, respectively,
in accordance with the US Centers for Disease Control and Prevention’s (CDC) protocols
for influenza surveillance [15]. Influenza A virus-positive samples were further subtyped
by a one-step RT-PCR assay by using specific primer/probe sets for the hemagglutinin
(HA) gene to discriminate between A(H1N1)pdm09 and A(H3N2) subtypes. Influenza
B virus-positive specimens were tested by a multiplex, one-step RT-PCR assay targeting
the HA gene to discriminate the B/Yamagata and B/Victoria lineage [14,15]. A one-step,
real-time RT-PCR assay was performed to detect RSV by using a specific primer/probe set,
targeting the matrix (M) gene [16]. SARS-CoV-2 RNA was detected by a one-step, real-time
RT-PCR assay, amplifying different portions of the nucleocapsid (N) gene in accordance
with CDC protocol [17]. A sample was considered positive for the specific viral target
when its Ct value was <40.

2.4. Statistical Analysis

Statistical analysis was performed using the Open Source Epidemiologic Statistics for
Public Health OpenEpi, version 3.03 [18]. The frequency of positive samples was expressed
as a crude proportion, with the corresponding 95% confidence interval (95% CI) calculated
by the Mid-P exact test, assuming a normal distribution. The inter-quartile range (IQR)
was computed as the difference between the first and third quartiles of the age distribution.
The positivity rate from each virus was calculated as the number of laboratory-confirmed
infections out of the total number of individuals with ILIs, plus a specific characteristic.
Proportions between groups were compared using the Mid-P exact test based on binomial
distribution. For continuous variables, the paired t-test was used. A p-value < 0.05 was
considered significant (two-tailed test). The odds ratio (OR) was computed. ILI incidence
(per 1000 inhabitants) by week, as recorded in the 2019–2020 season in Lombardy, was
obtained from the InfluNet database [8].

3. Results

As shown in Table 1, a total of 631 NPSs were collected from 631 individuals during
the 2019–2020 influenza season (from week 46-2019 to week 17-2020). The median age
was 32 years (IQR: 42 years), 53% were aged 15 to 64 years, 21% were aged 5 to 14 years,
and children < 5 years and the elderly ≥ 65 years accounted for 16% and 10% of the study
population, respectively. Overall, 311 (49%) of the ILI cases were males, with no statistical
gender differences (p = 0.4). In total, 24% of the ILI cases had at least one pre-existing,
underlying medical condition.
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Table 1. Total number and proportion of the main characteristics of Influenza-like illness (ILI) cases: number and positivity
rates of influenza virus-positive, RSV-positive, and SARS-CoV-2-positive cases overall, and by sex, presence of underlying
conditions, and age group. Median age and inter-quartile range (IQR) of all ILI patients and positive cases are also reported.
Footnote: Of the 197 influenza virus-positive samples, 23% (n = 46) tested positive for A(H1N1)pdm09, 22% (n = 43) for
A(H3N2), and 55% (n = 198) for influenza B virus, all belonging to B/Victoria lineage.

ILI Cases Influenza RSV SARS-CoV-2
Total

Number (%) No. Positive Positivity
Rate No. Positive Positivivity

Rate No. Positive Positivity
Rate

Total 631 197 31.2% 46 7.3% 66 10.5%

Males 311 (49.3%) 95 30.5% 24 7.7% 40 12.9%

Median age 32 years 23 years - 15 years - 53 years -

IQR
[range]

42 years
[0–93 years]

32 years
[0–82 years] - 23.2 years

[0–76 years] - 39.5 years
[14–90 years] -

Presence of
underlying

medical
conditions

149 (23.6%) 32 21.5% 10 6.7% 28 18.8%

Age-group
breakdown

0–4 years 99 (15.7%) 27 27.3% 31 31.3% 0 -
5–14 years 131 (20.7%) 83 63.4% 3 2.3% 1 0.8%
15–64 years 338 (53.6%) 79 23.4% 8 2.4% 50 14.8%
≥65 years 63 (10.0%) 8 12.7% 4 6.3% 15 23.8%

Overall, 31% (n = 197) of ILI cases tested positive for influenza virus, 7% (n = 46) for
RSV, and 10% (n = 66) for SARS-CoV-2; no coinfections were detected.

Figure 1 shows the temporal distribution of ILI cases and virus detection according
to the week of sample collection. Influenza viruses and RSVs were detected from the
beginning of the surveillance period up to week 9-2020, when SARS-CoV-2, which was
detected for the first time in week 10-2020, prevailed over them and then remained the only
virus detected until the end of surveillance (week 17-2020). Influenza viruses and RSVs
disappeared seven weeks earlier than in the previous five influenza seasons (Figure 2) and
did not coincide with a decrease in ILI incidence, which rose again from week 10-2020
(Figure 1a).

During the 2019–2020 season, influenza viruses were detected from week 48-2019 until
week 10-2020, with a positivity rate higher than 50% from week 5-2020 to week 9-2020,
and a peak (positivity rate = 64.4%) in week 7-2020. It is noteworthy that in week 11-2020,
ILI incidence was more than two times greater than that observed in the same week of
the previous five seasons, when ILI incidence was nearly three-fold lower (6‰ vs. 2.4‰
median incidence from 2014–2015 to 2018–2019) (Figure 3), and influenza viruses were
detected up to week 17 (Figure 2a). The same pattern was observed for RSV during the
2019–2020 season, which was first detected in week 46-2019, peaked in week 6-2020 when
12.5% of samples tested RSV-positive, and disappeared in week 9-2020. This is in contrast
with the trend observed from the 2014–2015 influenza season onwards, when RSVs were
detected up to week 13 (Figure 2b).
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Figure 1. (a) Incidence of ILI cases (per 1000 inhabitants) by week, overall (red line), and by age group in Lombardy during
the 2019–2020 season; (b) Number of influenza viruses- (by type/subtype), RSV-, and SARS-CoV-2-positive cases by week
during the 2019–2020 season in Lombardy.
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Figure 2. Comparison of positivity rates of influenza virus (a) and RSVs (b) by week of sample collection between the
2019–2020 season and the last five consecutive winter seasons (from 2014–2015 to 2018–2019).

Figure 3. Trends of ILI incidence (per 1000 inhabitants) by week of sample collection and by winter
season (from 2014–2015 to 2019–2020) in Lombardy.
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In our ILI series, SARS-CoV-2 was detected for the first time in week 10-2020 and was
the only respiratory virus detected thereafter; the highest positivity rate was observed in
week 11-2020, when 71% of ILI cases tested positive for SARS-CoV-2. It is noteworthy that
the retrospective analysis of our ILI samples collected from week 46-2019 to week 9-2020
revealed that none of the samples tested positive for SARS-CoV-2 RNA.

Table 1 summarizes the characteristics of the ILI cases that tested positive for in-
fluenza viruses, RSVs, and SARS-CoV-2. In our ILI series, sex distribution was similar
for influenza virus-positive cases (males vs. females: 48% vs. 49%; p = 0.807) and RSV-
positive (males vs. females: 52% vs. 49%; p = 0.695), while SARS-CoV-2 was detected
more frequently among males than females (61% vs. 39%, p < 0.0001). Data analysis
by age group showed that influenza viruses and RSVs were detected in all age groups,
while children < 15 years proved to be those most affected by these viruses. In particular,
influenza positivity rates were highest (63%) among school-age children (5–14 years), with
a nearly six-fold higher risk of infection (OR: 5.8; 95%CI: 3.9–8.9) than the other age groups,
while children < 5 years were those most affected by RSVs, with a 31% positivity rate and a
nearly 16-fold higher risk of infection (OR: 15.6; 95%CI: 8.1-31.1) than the other age groups
(Table 2).

Table 2. Risk of infection from influenza viruses, RSV, and SARS-CoV-2 calculated as odds ratio (OR) by age group; 95%
confidence interval (95%CI) range is also reported. Significant OR values are shown in bold.

Risk of Infection

Age Group Influenza RSV SARS-CoV-2
OR 95%CI OR 95%CI OR 95%CI

0–4 years 0.8 0.5–1.3 15.6 8.1–31.1 / /

5–14 years 5.8 3.9–8.9 0.2 0.1–0.7 0.1 0.01–0.3

15–64 years 0.4 0.3–0.6 0.1 0.1–0.3 3.0 1.7–5.5

>64 years 0.3 0.1–0.6 0.8 0.2–2.3 3.2 1.6–5.9

Contrastingly, in our ILI series, no SARS-CoV-2-positive cases were observed among
children aged 0–4 years, and only 1.5% of SARS-CoV-2-positive outpatients were aged
5–14 years. The median age of SARS-CoV-2-positive cases was 53 years (IQR: 39.5 years;
range: 14–90 years), which was significantly older (p < 0.001) than the median age of
influenza virus-positive cases (median age: 23 years; IQR: 32 years; range: 0–82 years)
or RSV-positive cases (median age: 15 years; IQR: 23.2 years; range: 0–76 years). This
difference in age distribution among SARS-CoV-2-positive cases was also due to the fact
that individuals belonging to the 15–64 age group (OR: 3.0; 95% CI: 1.7–5.5) and those
aged ≥ 65 years (OR: 3.2; 95%CI: 1.6–5.9) are at greater risk of infection (Table 2). These
results are also supported by the age shift in ILI incidence observed from week 10-2020: in
fact, up until then, most ILI cases were reported among children < 15 years, and thereafter,
most ILI cases were reported in the 15–64 and ≥65 years age groups (Figure 1). This
observation was in agreement with the initial trend of SARS-CoV-2 transmission, which
was detected more frequently among adults (15–64 years) and the elderly (≥65 years).

Data analysis in the presence of pre-existing, underlying medical conditions in ILI
cases showed that the number of patients with comorbidities was statistically higher
among SARS-CoV-2-positive outpatients than among influenza virus-positive (41% vs.16%;
p < 0.0001) or RSV-positive (41% vs. 22%; p = 0.03) cases. No differences (p = 0.4) were
observed between influenza-positive and RSV-positive cases. The risk of SARS-CoV-2
infection was nearly three-fold (OR: 2.7, 95%CI: 1.5–4.7) higher for individuals with pre-
existing medical conditions.
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4. Discussion

The aim of this study was to outline the molecular epidemiology of influenza viruses,
RSV, and the effects of SARS-CoV-2 circulation on ILIs during the 2019–2020 influenza
season in Lombardy, the Italian region most affected by COVID-19 pandemic during the
first wave. This study was conducted within the framework of the epidemiological and
virological surveillance of ILIs, which is routinely carried out during the winter season;
when SARS-CoV-2 started circulating in Europe, several laboratories had to adjust their
routine investigations of influenza viruses and other respiratory viruses to focus on SARS-
CoV-2 response [3]. Soon after the global spread of SARS-CoV-2 was announced, as the
regional reference laboratory for influenza surveillance in Lombardy, we decided to extend
our virological surveillance activities to include SARS-CoV-2 detection among the ILI cases
identified in the area under surveillance. This provided early evidence of the introduction
and community transmission of SARS-CoV-2 by week 10-2020 among outpatients with
mild respiratory symptoms and corroborated the importance of an established network as
a tool for the rapid detection and assessment of novel airborne infections.

The sudden disappearance of influenza viruses and RSV circulation observed at
the end of February for the 2019–2020 season was concurrent with the introduction of
SARS-CoV-2, as observed in other Italian regions [6] and in other countries [19,20], where
the influenza virus peaked, showing positivity levels above 50%, for only two weeks,
while in previous seasons, the influenza positivity rate exceeded 50% for approximately
six weeks [6]. Although the shorter influenza season may have been due to laboratory
response to the COVID-19 pandemic and the implementation of non-pharmaceutical
interventions (such as national lockdowns and closures of schools, restaurants, offices, and
factories) [21], it could have been due to viral interference, meaning that SARS-CoV-2 may
have inhibited the circulation of influenza viruses and RSVs. The sudden disappearance
of influenza and RSVs was concomitant with variations in the age of ILI cases, which
were mainly observed in adults and the elderly rather than in children. This is especially
evident for RSVs in our series, which were mainly detected among children < 5 years:
as the number of ILI cases in children aged 0–4 years decreased, no RSV-positive cases
were identified. Similarly, while school-aged children (5–14 years) were those at highest
risk of infection from influenza prior to the introduction of SARS-CoV-2, no ILI cases
tested positive for the influenza virus after week 10-2020. Contrastingly, almost all (98%)
SARS-CoV-2-positive cases were observed among adults and the elderly, who had at least a
three-fold higher risk of SARS-CoV-2 infection than individuals < 15 years of age. However,
this shift may be due to school closures, which may have reduced the transmission of
the influenza virus and RSV circulation, as previously observed by other authors [22]. In
addition, in non-closure settings, it must be taken under consideration the role that children
and young people may play in spreading the SARS-CoV-2 infection. In fact, it has been
proven that a younger age correlates strongly with asymptomatic and mild infections and
that children can be hidden drivers [23].

Higher SARS-CoV-2 infection rates were observed in men, adults, the elderly, and
those with pre-existing, underlying health conditions [5,24,25], as observed in our ILI series.
In fact, influenza-, RSV-, and SARS-CoV-2-positive outpatients showed distinctive and
contrasting epidemiological characteristics. The proportion of males to females was equally
distributed among overall ILI cases and among those who tested influenza/RSV-positive;
conversely, men were more likely to be infected with SARS-CoV-2. In addition, the median
age of influenza/RSV-positive ILI cases was significantly younger than that of the SARS-
CoV-2-positive cases. Underlying medical conditions were reported more often among
SARS-CoV-2-positive cases who had a three-fold higher risk of SARS-CoV-2 infection than
those without pre-existing medical conditions. This observation may be affected by age
bias. In our ILI series, no SARS-CoV-2, influenza virus, or RSV coinfections were observed,
contrary to individuals with pneumonia [26–28].

Our study provides evidence that virological surveillance of ILI proves to be a rapid
and cost-effective way of monitoring the introduction and evolution of SARS-CoV-2, as
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suggested by other authors [11,12]. Furthermore, it is evident that ILI sentinel surveillance
in this outpatient setting, as well as other settings (hospital-based surveillance, mortality
surveillance), can provide a robust laboratory-based approach for monitoring molecular
epidemiology and understanding the global risk posed by SARS-CoV-2. In fact, this
network is already in place and relies on skilled practitioners with experience in identifying
suspected cases and managing the collection of respiratory samples. Moreover, the network
follows the guidelines laid out in the pandemic preparedness and response plan in order
to ensure the rapid identification and molecular characterization of new viruses, thus
facilitating comparison with baseline data and providing a weekly report of new cases.

In our ILI series, no SARS-CoV-2-positive cases were identified before week 10-2020,
which is in line with the findings obtained in other molecular studies carried out on Italian
SARS-CoV-2 strains identified in symptomatic individuals [29–31]. On the other hand,
ILI surveillance carried out on a greater number of individuals by a larger number of
sentinel practitioners may have been able to detect SARS-CoV-2 at an earlier stage of its
introduction in Italy, as the first two imported cases were detected at the end of January [32],
approximately a month before the first Italian COVID-19 case was reported in Lombardy.
For that reason, the guidelines established by the European Centers for Disease Control
and Prevention (ECDC) strongly recommend increasing the coverage of the population
under surveillance to at least 4%, instead of 2%, during the 2020–2021 season [33]. In
our experience, a wider coverage of the population under surveillance would have been
difficult to implement in March 2020, considering the huge number of general practitioners
involved in the COVID-19 pandemic response and the impact of SARS-CoV-2 diagnoses
being carried out only in a limited number of reference laboratories, which was the main
limitation of our study. In fact, following the Italian lockdown (week 11-2020), a 25% drop
in the number of sentinel practitioners involved in ILI surveillance was observed [34];
therefore, our SARS-CoV-2 circulation results may be underestimated.

5. Conclusions

Our experience demonstrated that the laboratory-based ILI surveillance network effi-
ciently and effectively identified SARS-CoV-2 cases which would have otherwise remained
undetected. In fact, syndromic surveillance enabled us to monitor these pathogens with
overlapping clinical manifestations (i.e., ILIs), understand their circulation within the
region and their transmissibility, and obtain baseline information that could be used for
implementing successful mitigation strategies and early warning and control measures.
A sentinel laboratory-based surveillance system will be able to rapidly monitor any changes
in the epidemiology of a pathogen and detect the introduction of new viral variants.

Author Contributions: Study conception and oversight (E.P., D.C., M.G.), oversight of laboratory
work (S.B., E.P.), data collection (The ILI Sentinel Physicians Group, L.P.), operational conduct
(ILI sentinel physicians group, C.G., L.P., L.S., V.P., G.A.), manuscript preparation (C.G., L.P., L.B.,
E.P.), PCR detection work (C.G., L.P., L.S.), data analysis (L.B., C.G., S.D., E.P.). All authors have read
and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and was performed according to the Institutional Review Board guidelines
concerning the use of biological specimens for scientific purposes in compliance with Italian law
(art.13 D.Lgs 196/2003). Approval from an ethics committee for virus detection and data publication
were not required since data and samples from outpatients with ILI were collected and analyzed
anonymously within the National Influenza Surveillance Program.

Informed Consent Statement: Informed consent for virus detection and data publication was not
required since data and samples from outpatients with ILI were collected and analyzed anonymously
within the National Influenza Surveillance Program.

Data Availability Statement: The datasets generated for this study are available on request from the
corresponding author.



Viruses 2021, 13, 695 10 of 11

Acknowledgments: The study was carried out thanks to the support of the regional welfare office for
surveillance activities. The authors would like to thank Alessandro R. Zanetti for inputs and revision.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Zhu, N.; Zhang, D.; Wang, W.; Li, X.; Yang, B.; Song, J.; Zhao, X.; Huang, B.; Shi, W.; Lu, R.; et al. A Novel Coronavirus from

Patients with Pneumonia in China, 2019. N. Engl. J. Med. 2020, 382, 727–733. [CrossRef]
2. Kinross, P.; Suetens, C.; Dias, J.G.; Alexakis, L.; Wijermans, A.; Colzani, E.; Monnet, D.L.; European Centre for Disease Prevention

and Control (ECDC) Public Health Emergency Team. Rapidly increasing cumulative incidence of coronavirus disease (COVID-19)
in the European Union/European Economic Area and the United Kingdom, 1 January to 15 March 2020. Eurosurveillance 2020,
25, 2000285. [CrossRef]

3. European Centre For Disease Prevention And Control (ECDC). Rapid Risk Assessment–Coronavirus Disease 2019 (COVID-
19) Pandemic: Increased Transmission in the EU/EEA and the UK—Seventh Update. Available online: https://www.ecdc.
europa.eu/sites/default/files/documents/RRA-seventh-update-Outbreak-of-coronavirus-disease-COVID-19.pdf (accessed on
2 April 2020).

4. World Health Organization (WHO). WHO Director-General’s Opening Remarks at the Media Briefing on COVID-19-11
March 2020. Available online: https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-
remarks-at-the-media-briefing-on-covid-19 (accessed on 11 March 2020).

5. Kong, W.H.; Li, Y.; Peng, M.W.; Kong, D.G.; Yang, X.B.; Wang, L.; Liu, M.Q. SARS-CoV-2 detection in patients with influenza-like
illness. Nat. Microbiol. 2020, 5, 675–678. [CrossRef]

6. ECDC-WHO/Europe Weekly Influenza Update. Flu News Europe. Available online: http://flunewseurope.org/CountryData?
country=IT (accessed on 25 May 2020).

7. Regione Lombardia. Available online: https://www.regione.lombardia.it/wps/portal/istituzionale/HP/servizi-e-informazioni/
cittadini/salute-e-prevenzione/coronavirus/dashboard-covid19 (accessed on 25 May 2020).

8. InfluNet: Sorveglianza Epidemiologica. 2017. Available online: http://www.iss.it/flue/index.php?lang=1&id=159&tipo=11
(accessed on 25 May 2020).

9. Pellegrinelli, L.; Galli, C.; Bubba, L.; Cereda, D.; Anselmi, G.; Binda, S.; Gramegna, M.; Pariani, E. Respiratory syncytial virus in
influenza-like illness cases: Epidemiology and molecular analyses of four consecutive winter seasons (2014–2015/2017–2018) in
Lombardy (Northern Italy). J. Med. Virol. 2020, 92, 2999–3006. [CrossRef] [PubMed]

10. Pellegrinelli, L.; Bubba, L.; Galli, C.; Anselmi, G.; Primache, V.; Binda, S.; Pariani, E. Epidemiology and molecular characterization
of influenza viruses, human parechoviruses and enteroviruses in children up to 5 years with influenza-like illness in Northern
Italy during seven consecutive winter seasons (2010–2017). J. Gen. Virol. 2017, 98, 2699–2711. [CrossRef] [PubMed]

11. Silverman, J.D.; Hupert, N.; Washburne, A.D. Using influenza surveillance networks to estimate state-specific prevalence of
SARS-CoV-2 in the United States. Sci. Transl. Med. 2020, 12, eabc1126. [CrossRef] [PubMed]

12. Boëlle, P.-Y.; Souty, C.; Launay, T.; Guerrisi, C.; Turbelin, C.; Behillil, S.; Enouf, V.; Poletto, C.; Lina, B.; Van Der Werf, S.; et al. Excess
cases of influenza-like illnesses synchronous with coronavirus disease (COVID-19) epidemic, France, March 2020. Eurosurveillance
2020, 25, 2000326. [CrossRef] [PubMed]

13. European Centre for Disease Prevention and Control (ECDC). Influenza Case Definition. 2008. Available online: http://ecdc.
europa.eu/en/healthtopics/influenza/surveillance/Pages/influenza_case_definitions.aspx (accessed on 25 May 2020).

14. WHO. Global Influenza Surveillance Network. Manual for the Laboratory Diagnosis and Virological Surveillance of Influenza.
Available online: http://whqlibdoc.who.int/publications/2011/9789241548090_eng.pdf (accessed on 25 May 2020).

15. Centers for Disease Control and Prevention (CDC). National Center for Immunization and Respiratory Diseases (NCIRD).
Virology, Surveillance, and Diagnosis Branch. Available online: https://www.cdc.gov/ncird/flu.html (accessed on 25 May 2020).

16. Fry, A.M.; Chittaganpitch, M.; Baggett, H.C.; Peret, T.C.T.; Dare, R.K.; Sawatwong, P.; Thamthitiwat, S.; Areerat, P.; Sanasut-
tipun, W.; Fischer, J.; et al. The Burden of Hospitalized Lower Respiratory Tract Infection due to Respiratory Syncytial Virus in
Rural Thailand. PLoS ONE 2010, 5, e15098. [CrossRef] [PubMed]

17. Centers for Disease Control and Prevention (CDC). Research Use Only 2019-Novel Coronavirus (2019-nCoV) Real-Time RT-PCR
Primers and Probes. Available online: https://www.cdc.gov/coronavirus/2019-ncov/lab/rt-pcr-panel-primer-probes.html
(accessed on 25 May 2020).

18. Dean, A.G.; Sullivan, K.M.; Soe, M.M. Open Source Software for Public Health Epidemiology. 2003. Available online:
http://www.openepi.com (accessed on 25 May 2020).

19. European Centre for Disease Prevention and Control (ECDC). Weekly Influenza Update, Week 10, March 2020. Available online:
https://www.ecdc.europa.eu/en/publications-data/weekly-influenza-update-week-10-march-2020 (accessed on 25 May 2020).

20. Rosenberg, E.S.; Hall, E.W.; Rosenthal, E.M.; Maxted, A.M.; Gowie, D.L.; Dufort, E.M.; Blog, D.S.; Hoefer, D.; George, K.S.; Hutton, B.J.;
et al. Monitoring Coronavirus Disease 2019 (COVID-19) Through Trends in Influenza-like Illness, Laboratory-confirmed Influenza,
and COVID-19—New York State, Excluding New York City, 1 January 2020–12 April 2020. Clin. Infect. Dis. 2020. [CrossRef]
[PubMed]

21. Decreto Del Presidente Del Consiglio Dei Ministri (DPCM) del 9 Marzo 2020. Available online: https://www.slideshare.net/
Palazzo_Chigi/dpcm-9-marzo-2020 (accessed on 25 May 2020).

http://doi.org/10.1056/NEJMoa2001017
http://doi.org/10.2807/1560-7917.ES.2020.25.11.2000285
https://www.ecdc.europa.eu/sites/default/files/documents/RRA-seventh-update-Outbreak-of-coronavirus-disease-COVID-19.pdf
https://www.ecdc.europa.eu/sites/default/files/documents/RRA-seventh-update-Outbreak-of-coronavirus-disease-COVID-19.pdf
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19
http://doi.org/10.1038/s41564-020-0713-1
http://flunewseurope.org/CountryData?country=IT
http://flunewseurope.org/CountryData?country=IT
https://www.regione.lombardia.it/wps/portal/istituzionale/HP/servizi-e-informazioni/cittadini/salute-e-prevenzione/coronavirus/dashboard-covid19
https://www.regione.lombardia.it/wps/portal/istituzionale/HP/servizi-e-informazioni/cittadini/salute-e-prevenzione/coronavirus/dashboard-covid19
http://www.iss.it/flue/index.php?lang=1&id=159&tipo=11
http://doi.org/10.1002/jmv.25917
http://www.ncbi.nlm.nih.gov/pubmed/32314816
http://doi.org/10.1099/jgv.0.000937
http://www.ncbi.nlm.nih.gov/pubmed/29106347
http://doi.org/10.1126/scitranslmed.abc1126
http://www.ncbi.nlm.nih.gov/pubmed/32571980
http://doi.org/10.2807/1560-7917.ES.2020.25.14.2000326
http://www.ncbi.nlm.nih.gov/pubmed/32290901
http://ecdc.europa.eu/en/healthtopics/influenza/surveillance/Pages/influenza_case_definitions.aspx
http://ecdc.europa.eu/en/healthtopics/influenza/surveillance/Pages/influenza_case_definitions.aspx
http://whqlibdoc.who.int/publications/2011/9789241548090_eng.pdf
https://www.cdc.gov/ncird/flu.html
http://doi.org/10.1371/journal.pone.0015098
http://www.ncbi.nlm.nih.gov/pubmed/21152047
https://www.cdc.gov/coronavirus/2019-ncov/lab/rt-pcr-panel-primer-probes.html
http://www.openepi.com
https://www.ecdc.europa.eu/en/publications-data/weekly-influenza-update-week-10-march-2020
http://doi.org/10.1093/cid/ciaa684
http://www.ncbi.nlm.nih.gov/pubmed/32474578
https://www.slideshare.net/Palazzo_Chigi/dpcm-9-marzo-2020
https://www.slideshare.net/Palazzo_Chigi/dpcm-9-marzo-2020


Viruses 2021, 13, 695 11 of 11

22. Sullivan, S.G.; Carlson, S.; Cheng, A.C.; Chilver, M.B.; Dwyer, D.E.; Irwin, M.; Kok, J.; Macartney, K.; MacLachlan, J.; Minney-
Smith, C.; et al. Where has all the influenza gone? The impact of COVID-19 on the circulation of influenza and other respiratory
viruses, Australia, March to September 2020. Eurosurveillance 2020, 25, 2001847. [CrossRef] [PubMed]

23. Nikolai, L.A.; Meyer, C.G.; Kremsner, P.G.; Velavan, T.P. Asymptomatic SARS Coronavirus 2 infection: Invisible yet invincible.
Int. J. Infect. Dis. 2020, 100, 112–116. [CrossRef] [PubMed]

24. Istituto Superiore di Sanità (ISS); Epicentro. Sorveglianza Integrata COVID-19: I Principali dati Nazionali. Available online:
https://www.epicentro.iss.it/coronavirus/sars-cov-2-sorveglianza-dati (accessed on 2 April 2020).

25. Huang, C.; Wang, Y.; Li, X.; Ren, L.; Zhao, J.; Hu, Y.; Zhang, L.; Fan, G.; Xu, J.; Gu, X.; et al. Clinical features of patients infected
with 2019 novel coronavirus in Wuhan, China. Lancet 2020, 15, 497–506. [CrossRef]

26. Epidemiology Working Group for NCIP Epidemic Response, Chinese Center for Disease Control and Prevention. The epidemio-
logical characteristics of an outbreak of 2019 novel coronavirus diseases (COVID-19) in China. Zhonghua Liu Xing Bing Xue Za Zhi
2020, 10, 145–151. (In Chinese) [CrossRef]

27. Global Influenza Surveillance and Response System (GISRS). Available online: https://www.who.int/influenza/gisrs_
laboratory/en/ (accessed on 25 May 2020).

28. Wu, D.; Lu, J.; Ma, X.; Liu, Q.; Wang, D.; Gu, Y.; Li, Y.; He, W. Coinfection of Influenza Virus and Severe Acute Respiratory
Syndrome Coronavirus 2 (SARS-COV-2). Pediatr. Infect. Dis. J. 2020, 39, e79. [CrossRef] [PubMed]

29. Calderaro, A.; De Conto, F.; Buttrini, M.; Piccolo, G.; Montecchini, S.; Maccari, C.; Martinelli, M.; Di Maio, A.; Ferraglia, F.;
Pinardi, F.; et al. Human respiratory viruses, including SARS-CoV-2, circulating in the winter season 2019–2020 in Parma,
Northern Italy. Int. J. Infect. Dis. 2021, 102, 79–84. [CrossRef] [PubMed]

30. Stefanelli, P.; Faggioni, G.; Presti, A.L.; Fiore, S.; Marchi, A.; Benedetti, E.; Fabiani, C.; Anselmo, A.; Ciammaruconi, A.;
Fortunato, A.; et al. Whole genome and phylogenetic analysis of two SARS-CoV-2 strains isolated in Italy in January and
February 2020: Additional clues on multiple introductions and further circulation in Europe. Eurosurveillance 2020, 25, 2000305.
[CrossRef] [PubMed]

31. Zehender, G.; Lai, A.; Bergna, A.; Meroni, L.; Riva, A.; Balotta, C.; Tarkowski, M.; Gabrieli, A.; Bernacchia, D.; Rusconi, S.; et al.
Genomic characterization and phylogenetic analysis of SARS-COV-2 in Italy. J. Med. Virol. 2020, 92, 1637–1640. [CrossRef]
[PubMed]

32. Giovanetti, M.; Benvenuto, D.; Angeletti, S.; Ciccozzi, M. The first two cases of 2019-nCoV in Italy: Where they come from? J.
Med. Virol. 2020, 92, 518–521. [CrossRef] [PubMed]

33. European Centre for Disease Prevention and Control (ECDC). Operational Considerations for Influenza Surveillance in the WHO
European Region during COVID-19: Interim Guidance. Available online: https://www.ecdc.europa.eu/sites/default/files/
documents/Joint-influenza-interim-guidance.pdf (accessed on 25 May 2020).

34. Grosso, F.; Castrofino, A.; Del Castillo, G.; Galli, C.; Binda, S.; Pellegrinelli, L.; Bubba, L.; Cereda, D.; Tirani, M.; Gramegna, M.;
et al. A comparative study between the incidence and epidemiologicalfeatures of Influenza-Like Illness and laboratory-confirmed
COVID-19 cases in the Italian epicenter (Lombardy). J. Infect. Public Health 2021, 14, 674–680. [CrossRef] [PubMed]

http://doi.org/10.2807/1560-7917.ES.2020.25.47.2001847
http://www.ncbi.nlm.nih.gov/pubmed/33243355
http://doi.org/10.1016/j.ijid.2020.08.076
http://www.ncbi.nlm.nih.gov/pubmed/32891737
https://www.epicentro.iss.it/coronavirus/sars-cov-2-sorveglianza-dati
http://doi.org/10.1016/S0140-6736(20)30183-5
http://doi.org/10.3760/cma.j.issn.0254-6450.2020.02.003
https://www.who.int/influenza/gisrs_laboratory/en/
https://www.who.int/influenza/gisrs_laboratory/en/
http://doi.org/10.1097/INF.0000000000002688
http://www.ncbi.nlm.nih.gov/pubmed/32287051
http://doi.org/10.1016/j.ijid.2020.09.1473
http://www.ncbi.nlm.nih.gov/pubmed/33017694
http://doi.org/10.2807/1560-7917.ES.2020.25.13.2000305
http://www.ncbi.nlm.nih.gov/pubmed/32265007
http://doi.org/10.1002/jmv.25794
http://www.ncbi.nlm.nih.gov/pubmed/32222993
http://doi.org/10.1002/jmv.25699
http://www.ncbi.nlm.nih.gov/pubmed/32022275
https://www.ecdc.europa.eu/sites/default/files/documents/Joint-influenza-interim-guidance.pdf
https://www.ecdc.europa.eu/sites/default/files/documents/Joint-influenza-interim-guidance.pdf
http://doi.org/10.1016/j.jiph.2021.02.003
http://www.ncbi.nlm.nih.gov/pubmed/33865059

	Introduction 
	Materials and Methods 
	Influenza Surveillance Network, ILI Case Definition 
	Study Population and Study Design 
	Molecular Detection of Influenza Viruses, RSV, and SARS-CoV-2 
	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

