RSV AND INFLUENZA ALERT FOR HEALTHCARE WORKERS
Centre for Respiratory Diseases and Meningitis
National Institute for Communicable Diseases

30 March 2026

Alert to clinicians — start of the 2026 Influenza and Respiratory Syncytial Virus (RSV) Seasons

Overview
The influenza and RSV seasons have started.

The 2026 influenza season started in week 11 (week starting 9 March 2026) when the influenza detection rate from the
NICD inpatient pneumonia sentinel surveillance in public hospitals and in outpatients attending public clinics breached
the seasonal threshold and was sustained for two consecutive weeks. This is early compared to the start of the season

historically, however it is similar to what was observed in 2025, where the season started in week 13 (week starting 24
March 2025) (Figure 1A).

The 2026 RSV season also started in week 11 (week starting 9 March 2026), when the RSV detection rate in children

aged <5 years from inpatient pneumonia surveillance in public hospitals exceeded the seasonal threshold and was
sustained for two consecutive weeks (Figure 1B).

The influenza and RSV seasons both starting in the same week is an unusual event. Clinicians should be on the alert for
a potential high burden of patients with respiratory illness in medical facilities in the coming weeks.
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Figure 1: (A) Influenza detection rate and epidemic thresholds among cases of all ages, and (B) Respiratory
syncytial virus (RSV) detection rate and epidemic thresholds among children aged <5 years, from pneumonia
surveillance in public hospitals, 29 December 2025 to 22 March 2026

1. Influenza

The 2026 season marks the earliest start to the influenza season recorded since 2010, based on pneumonia surveillance
data. The A(HIN1)pdmO09 subtype was the most prevalent among influenza A cases in the pneumonia surveillance
programme and public clinics but influenza A(H3N2) is most prevalent in outpatient surveillance in private general
practitioner practices (Figure 2). Out of 6 influenza A(H1IN1)pdm09 samples sequenced to date 5 were subclade D.3.1
and one was subclade D.3.1.1. Of 11 influenza A(H3N2) samples sequenced to date all were subclade K (J2.4.1). Of 7
influenza B Victoria samples sequenced to date 6 were C.5.6 and one was C.5.1.
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Figure 2: Number of laboratory-confirmed influenza cases and detection rate by subtype and lineage in all ages, (A)
public hospitals, (B) public primary healthcare clinics, (C) private general practitioner practices sentinel surveillance,
South Africa, 29 December 2025 to 22 March 2026.

Influenza vaccination

Influenza A(H3N2), A(HIN1)pdmO09 and influenza B are common seasonal influenza strains in humans. The majority
of people with influenza will present with mild illness, usually resolving within 3-7 days. However, influenza may
cause severe illness leading to hospitalisation or possibly death, especially among those who are at risk of severe
influenza illness or complications. High-risk groups include pregnant women, individuals living with HIV, those with
chronic conditions such as diabetes, lung disease, tuberculosis, heart disease, renal disease, and obesity, older
individuals (>aged 65) and children <2 years old. These groups should be encouraged to seek medical help early.
Updated guidelines on influenza diagnosis and management are available at: https://www.nicd.ac.za/wp-
content/uploads/2023/05/Influenza-guidelines -25April-2023-final.pdf

Influenza vaccination is recommended to protect against infection and severe illness. Ideally the influenza vaccine
should be administered prior to the start of the influenza season because it takes about 2 weeks for an adequate
immune response to develop following vaccination. However, it is not too late to vaccinate once the season has
begun. At present, the influenza vaccine is not yet available in South Africa, in part because of the unusually early
start to the season. Influenza vaccine is however, expected to become available soon. Individuals at risk for severe
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iliness are strongly encouraged to seek the influenza vaccine from either a public health clinic or privately through
general practitioners and pharmacies as soon as it becomes available, especially as the influenza season is starting.

Annual vaccination is needed as the influenza virus is constantly changing, and immunity from previous vaccination
wanes over time. Receiving the vaccine can reduce visits to clinics or doctor's offices, absenteeism from work and
school due to influenza illness, and influenza-related hospitalizations.

2. Respiratory syncytial virus (RSV)

Respiratory syncytial virus (RSV) is the leading cause of bronchiolitis and lower respiratory tract infections (LRTI) in
young children and can lead to severe illness in infants. It is highly contagious, primarily spreading through respiratory
droplets, and re-infections can occur. Over the past decade (excluding pandemic years 2020 and 2021), the RSV season
typically begin in mid-February (week 7), with the onset ranging from late-January to late-February, usually preceding
the influenza season.

Compared to historical data (excluding the SARS-CoV-2 pandemic period), the start of the 2026 RSV season is
approximately 4 weeks later than the average, but similar to 2025 when the season also started late (Figure 1B). Among
cases with RSV subgroup available in South Africa in 2026, the RSV-A subgroup has accounted for a majority of cases,
followed by a smaller proportion of RSV-B subgroup viruses (Figure 3). Weekly reports documenting RSV circulation are
available on: https://www.nicd.ac.za/diseases-a-z-index/disease-index-covid-19/surveillance-reports/weekly-
respiratory-pathogens-surveillance-report-week/.
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Figure 3: Number of laboratory-confirmed respiratory syncytial virus (RSV) cases by subgroup and detection rate (3
week moving average) in hospitalised patients of all ages, pneumonia surveillance, South Africa, 29 December 2025 to
22 March 2026
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Clinicians and paediatric hospitals/intensive care units are reminded to anticipate an increase in paediatric admissions
during the RSV season. Healthcare providers are encouraged to prepare and allocate adequate resources to respond to
the surge in RSV cases.

Diagnosis of RSV

Clinicians should consider RSV in the differential diagnosis for severe respiratory illness, particularly in young children.
While most infants with RSV-associated bronchiolitis do not require hospitalisation, certain children are at higher risk
for severe disease and hospitalisation. Infants under 6 months of age are more likely to develop severe symptoms,
including hypoxia, severe respiratory distress (e.g., tachypnoea, nasal flaring, or lower chest retractions), inability to
feed, or apnoea, which may require hospitalisation. In very young infants, symptoms such as irritability, decreased
activity, and breathing difficulties may be the only early signs of illness. Risk factors for severe RSV-associated disease
include prematurity, congenital heart disease, chronic lung disease of prematurity, neurological conditions,
immunodeficiency, lack of breastfeeding, HIV infection (including HIV exposure) and age under 6 months.

RSV Vaccination

Maternal vaccines to prevent RSV in infants are available in the private sector in South Africa and can be administered
to women in the last trimester of pregnancy (week 28-26) to prevent RSV in their infants. Long acting monoclonal
antibodies have recently become available in South Africa and are available through private pharmacies. Monoclonal
antibodies are given to neonates as a birth dose, or to older infant prior to the onset of the RSV season. The duration
of protection is approximately five months. Children at risk of severe RSV may also receive a dose prior to their second
RSV season. The monoclonal antibody palivizumab which requires monthly administration has been available for some
time in South Africa, although at a high cost. The RSV vaccine is also available for the elderly (who are at risk of severe
RSV illness) in the private sector. RSV maternal vaccination for the public sector is being considered but is not currently
available.

3. Influenza and RSV Prevention — Non-Pharmaceutical Measures

To minimise the transmission of seasonal influenza and RSV the following non pharmaceutical measures can be
applied: avoid close contact with sick individuals, practice proper hygiene, including frequent hand washing; avoid
touching the mouth, eyes, and nose; and cover coughs and sneezes (preferably into your elbow or a tissue, which
should be promptly disposed of). Individuals experiencing flu-like or respiratory symptoms should stay at home to
avoid infecting others. It is advisable to seek medical attention if symptoms do not improve within 3-7 days or if
they worsen during this time. Clinicians should include influenza and RSV as a possible diagnosis when managing
patients with respiratory illness.

4. Where to find updated data

Weekly reports documenting respiratory pathogen circulation in South Africa including influenza, respiratory
syncytial Virus (RSV), Severe Acute Respiratory Syndrome Coronavirus 2 (SARS-CoV-2) and Bordetella pertussis are
available on: https://www.nicd.ac.za/diseases-a-z-index/disease-index-covid-19/surveillance-reports/weekly-
respiratory-pathogens-surveillance-report-week/.
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