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The challenges of global case reporting during pandemic A(H1N1) 2009
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Abstract During the 2009 A(H1NT1) influenza pandemic, the World Health Organization (WHO) asked all Member States to provide case-
based data on at least the first 100 laboratory-confirmed influenza cases to generate an early understanding of the pandemic and provide
appropriate guidance to affected countries. In reviewing the pandemic surveillance strategy, we evaluated the utility of case-based data
collection and the challenges in interpreting these data at the global level. To do this, we assessed compliance with the surveillance
recommendation and data completeness of submitted case records and described the epidemiological characteristics of up to the first
110 reported cases from each country, aggregated into regions. From April 2009 to August 2011, WHO received over 18 000 case records
from 84 countries. Data reached WHO at different time intervals, in different formats and without information on collection methods. Just
over half of the 18 000 records gave the date of symptom onset, which made it difficult to assess whether the cases were among the
earliest to be confirmed. Descriptive epidemiological analyses were limited to summarizing age, sex and hospitalization ratios. Centralized
analysis of case-based data had little value in describing key features of the pandemic. Results were difficult to interpret and would have
been misleading if viewed in isolation. A better approach would be to identify critical questions, standardize data elements and methods of
investigation, and create efficient channels for communication between countries and the international public health community. Regular
exchange of routine surveillance data will help to consolidate these essential channels of communication.
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Introduction

Pandemic A(H1IN1) 2009 illustrated the importance of several
aspects of pandemic preparedness and response. One was
the need for timely surveillance data to inform policy deci-
sions about public health response and mitigation activities.
Throughout the entire course of the pandemic there was a
critical need for data to describe the clinical presentation and
course of the illness, estimate the epidemiological parameters
related to the spread of the virus and the clinical severity of
infection, and assess the impact of the pandemic on health-
care systems. The sharing of these data with the international
public health community by countries affected in the course
of the pandemic made it possible for countries to learn about
the behaviour of the virus and for the World Health Organi-
zation (WHO) to modify recommendations for surveillance
and response.

From 2004 to 2007, WHO coordinated a series of global
consultations to design a pandemic surveillance strategy.'”
These consultations culminated in the publication of the
Global surveillance during an influenza pandemic manual on
the WHO web site on 28 April 2009.* A comprehensive early
assessment was an important part of the strategy designed to
generate a preliminary understanding of the severity of the
pandemic, identify the affected populations, and estimate
hospitalization rates for the planning of health services. The
guidelines described the data elements to be collected and
shared with WHO as part of the early assessment. These
included individual case reports containing clinical and
demographic data on at least 100 of the earliest laboratory-
confirmed cases and describing the methods that countries
used to collect these data.

With the spread of influenza A(HIN1)pdm09, an adapted
interim surveillance manual containing a link to the suggested
data collection form was published on the WHO web site on

29 April 2009.° Following the declaration of the pandemic,
this guidance was updated on 10 July 2010 with a suggested
form for the collection of data on at least the first 100 labora-
tory-confirmed cases. The form included data variables for:
demographics; date of symptom onset and type of symptoms
experienced; medical history, including vaccination and pre-
exposure antiviral treatment; pneumonia and its complica-
tions; treatment, including hospitalization, admission to an
intensive care unit and need for mechanical ventilation; and
outcome (Fig. 1).°

In this paper, we examine whether case-based data report-
ing was useful in meeting the stated objectives of the compre-
hensive early assessment component of pandemic surveillance
guidelines. We do so by evaluating the level of country par-
ticipation, the resulting data quality and completeness of the
data, and the challenges in analysing and interpreting such data
at the global level. The results of this evaluation are intended
to inform future pandemic surveillance recommendations.

Individual case-based data collection was only one part of
the WHO pandemic surveillance strategy, which also included
early case detection and investigation and the collection and
dissemination of virological surveillance data and of other
critical data from a wide variety of sources.”””” These surveil-
lance components are not evaluated in this paper.

Collecting and collating case-based data

From 29 April 2009 to August 2010, WHO International
Health Regulations (IHR) contact points at each of the six
WHO regional offices collaborated with the IHR National
Focal Points to facilitate collection of paper and/or electronic
case-based clinical and epidemiological data from early lab-
oratory-confirmed cases. This information was sent to WHO
headquarters in Geneva to produce the global case-based da-
taset. However, data reached WHO at different time intervals
and in different formats. No countries reported exactly the
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Fig. 1. Earlier* cases of A(H1N1) 2009 pandemic influenza, by region, 25 March to 4 November 2009 (n = 3710)
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Symptom onset date

¢ Defined as the first 110 cases by date of symptom onset.

same variables and all reported them in
slightly different formats.

Interim analyses of the global data-
set were conducted in July 2009, Febru-
ary 2010, August 2010 and August 2011
— upon receipt of final submission of
individual country case-based data. This
paper assesses the final global dataset as
of 31 August 2011. We assumed that case
records represented only laboratory-
confirmed cases, as specified in the
surveillance recommendation.

The global case-based dataset

We examined the global case-based
dataset from two perspectives. First we
assessed the uptake of the recommenda-
tion to collect and submit case-based
data and the degree of compliance* by
evaluating the total number of coun-
tries reporting and the total number of
case records submitted from different
geographic regions. We then examined
the value of using a limited number of
earlier case reports to identify popula-
tion groups at risk of infection and
severe disease. Since the original intent
of the comprehensive assessment seg-
ment of pandemic surveillance was to
use the first 100 or so cases from each
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country to characterize the pandemic,
we summarized the epidemiologi-
cal characteristics of up to 110 of the
earliest cases, obtained only from case
records that included the date of on-
set of illness. We did this to represent
cases collected in conformity with the
guidance. For example, if a country
submitted 234 records, the first 110 by
date of symptom onset were defined as
“earlier cases”. Cases for which no date
of onset was given were excluded from
this evaluation.

The epidemiological characteristics
we evaluated included age and sex distri-
bution, hospitalization ratios, complica-
tions and illness outcome (Table 1). We
also evaluated clinical features, defined
by symptom fields (Table 2). These
characteristics were assessed by region
and globally.

Ethics

This was an observational global sur-
veillance programme in which case
data contained no personal identifiers.
Countries voluntarily submitted the
data to WHO. During development of
surveillance guidelines, WHO sought
legal and ethical advice on the collec-
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tion of these data. Prior to submitting
this paper for publication, WHO sought
and received consent to publish these
findings from all countries included in
this analysis.

Uptake of recommendation

As of 6 July 2009, a total of 94 512 cases
and 429 deaths attributed to pandemic
influenza had been reported to WHO by
135 countries and overseas territories.”
By that time, WHO had received indi-
vidual case data for 2774 of the reported
cases from 43 of the 135 countries; 2139
(86%) of the cases were reported by 21
countries.

From April 2009 to August 2011, a
total of 18 311 individual case reports
of laboratory-confirmed influenza
caused by the A(HIN1)pdmO09 virus
were received at WHO headquarters
from 84 of its 193 Member States. The
majority were submitted from January
to March 2010, but the last case reports
arrived in August 2011. The 84 countries
represented all continents; however,
European countries contributed 9177
(50%) of the case reports contained
in the global dataset. One European
country alone submitted 6002 case
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Table 1. Earlier* cases of A(H1N1) pandemic influenza, by region, 2009

Characteristic Region
Americas® Europe* Asia‘ Northern Sub-Saharan All
Africa and Africa’
Middle East®
No. of countries 6 38 30 5 2 81
No. of case records (% of all early cases) 464 (12) 1961 (53) 1026 (28) 44(1) 215 (6) 3710
No. with age data (% complete) 464 (100) 1937 (99) 1018 (99) 41(93) 212 (99) 3672 (99)
Median age in years (IQR) 17 (11-28) 24 (17-34) 23 (14-36) 27 (21-35) 18 (8-25) 23 (14-33)
No. with sex data (%) 460 (99) 1942 (99) 1026 (100) 43 (98) 215 (100) 3686 (99)
Males (%) 230 (50) 1046 (54) 544 (53) 19 (44) 109 (49) 1945 (53)
No. with imported case data (% 153 (33) 1901 (97) 975 (95) 25 (57) NA 3054 (82)
complete)
No. imported (%) 75 (50) 1377 (72) 502 (51) 20 (80) NA 1974 (65)
No. with hospital data (% complete) 374 (81) 1548 (79) 920 (90) 28 (64) 110 (57) 2980 (80)
No. hospitalized (%) 131 (35) 513(33) 667 (73) 23 (82) 2(2) 1336 (45)
No. of hospitalized cases with age data 131 510 662 23 2 1328
Median age in years (IQR) 21 (10-31) 24 (18-34) 23 (14-37) 29 (24-42) 14 (4-24) 23 (15-35)
No. with fatal outcome data (% complete) 295 (64) NA 43 (4) 2(5) 105 (49) 445 (12)
No. of fatal cases (%) 2(0.6) NA 0 0 0 2(0.5)

IQR, interquartile range; NA, not available.

¢ Defined as the first 110 cases by date of symptom onset.

b Bahamas, Colombia, Costa Rica, Cuba, Panama and the United States of America.

¢ Andorra, Belgium, Bosnia and Herzegovina, Bulgaria, Croatia, Cyprus, the Czech Republic, Denmark, Estonia, Finland, France, Germany, Greece, Hungary, Italy, Latvia,
Lithuania, Luxembourg, Malta, Montenegro, the Netherlands, Norway, Poland, Portugal, Romania, the Russian Federation, Serbia, Slovakia, Spain, Sweden, The former

Yugoslav Republic of Macedonia, Turkey, Ukraine and the United Kingdom of Great Britain and Northern Ireland.

9 Australia, Bangladesh, Brunei Darussalam, Cambodia, China (with Hong Kong Special Administrative Region [SAR] and Macao SAR), the Cook Islands, the Federated
States of Micronesia, Fiji, India, Japan, Kiribati, Laos, Malaysia, Micronesia (Federated States of) Mongolia, Myanmar, Nepal, New Zealand, Palau, Papua New Guinea,
the Philippines, the Republic of Korea, Samoa, Singapore, the Solomon Islands, Thailand, Tonga, Vanuatu, Viet Nam.

¢ Israel, Lebanon, Morocco, Qatar and the West Bank and Gaza Strip.

' Rwanda and South Africa.

Note: Case data missing date of onset were excluded. Therefore, not all countries that contributed data are listed. Geographic grouping was used rather than the official
WHO regions as this better reflects the spread of the virus.

records — 33% of the total case records
received. The fewest reports came from
northern Africa and the Middle East,
which, combined, submitted 47 case
records. Information on the methods
used to identify and select the cases for
data collection was not included in any
of the reports.

Inclusion of date of onset

Of the 18 311 case-based records avail-
able to WHO, 9932 (54%) included the
date of symptom onset and 3710 cases
met our definition for “earlier” cases
(Table 1). Data from three countries
were excluded because date of onset was
missing. Date of onset for the earlier

Table 2. Number and proportion of earlier cases of A(H1N1) 2009 pandemicinfluenza in
which influenza symptoms were reported, all regions, 2009

Symptom No. (%) of earlier cases® (n=3710)
Complete® Symptom
Fever 2791 (75) 1905 (68)
Cough 2764 (75) 1703 (62)
Sore throat 2075 (56) 1041 (41)
Coryza 2515 (68) 841 (33)
Headache 2501 (67) 791 (32)
Myalgia 2462 (66) 693 (28)
Productive cough 1878 (51) 374 (20)
Shortness of breath 2489 (67) 223 (9)
Diarrhoea 2435 (66) 165 (7)

¢ Defined as the first 110 cases by date of symptom onset.
® Indicates that the symptom data field was filled (i.e not blank).
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cases from 81 countries ranged from 28
March to 8 November 2009. The earliest
cases were reported from countries in
the Americas and Asia (Fig. 1).

For the epidemiological character-
istics that we evaluated, data complete-
ness ranged from 4% for illness outcome
to 99% for age and sex (Table 1). Nine of
the 17 symptom fields on the WHO case
summary form (Appendix A, available
at: http://www.who.int/csr/resources/
publications/swineflu/caseformadapt-
ed20090508.pdf) were reported by all
regions. Completeness of these symptom
fields ranged from 51% (productive
cough) to 75% (fever) (Table 2).

Global age and sex distribution

The median age of early cases was
relatively consistent regionally and
globally. It was 23 years (interquartile
range, IQR: 14-33) overall, and slightly
lower in the Americas and sub-Saharan
Africa (Table 1). There were slightly
more males (53%) than females among
the earlier cases.
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Adequacy of data to assess
severity

Of 3710 earlier case records, 2980 (80%)
included hospitalization data; of which
1336 cases (45%) had been hospitalized.
The Americas and Europe reported
lower rates of hospitalization among
earlier cases than countries in Asia,
Northern Africa and the Middle East
(Table 1). Of 28 cases in northern Africa
and the Middle East with hospitaliza-
tion data, 23 (82%) were hospitalized
(Table 1). Information on the reason for
the hospitalization was seldom provided
in the explanatory notes accompanying
the data.

Of 3495 earlier case records from
the Americas, Asia, Europe, northern
Africa and the Middle East, 1764 (50%)
included information about pneumo-
nia. Pneumonia had been diagnosed
in 69 (4%) of these 1764 cases. Data on
mechanical ventilation were complete
for only 177 (13%) of the 1336 hospital-
ized cases, of which 53 (30%) received
mechanical ventilation.

Symptoms and clinical outcomes

The most common signs and symptoms
recorded in all regions were fever, cough
and sore throat (Table 2). However, the
regions reported symptoms in differ-
ent ways, so the denominators for case
reports with symptom information were
different, which makes comparisons
difficult. Only 445 (12%) case records
included outcome data. Two deaths
were reported among the earlier cases
(both in the Americas) and 6 among
subsequent cases (all in sub-Saharan
Africa) (Table 1).

Discussion

When assessing a new infectious disease
outbreak, it is of utmost importance -
but enormously difficult - to quickly
estimate its key characteristics, such as
clinical severity, clinical presentation,
the course of the illness and the risk
factors associated with infection. All
such information is critical for decision-
making. Although it is encouraging that
84 of WHO’s 193 Member States shared
case-based data, as recommended,
reporting was less than timely and de-
clined as the pandemic progressed. Of
the 84 affected countries, a little over half
had submitted case-based data by early
July 2009. However, the conclusions
that could be reached from analysis of

the data were limited by the absence
of information about data collection
methods and degree of data complete-
ness. WHO anticipated data reporting
to vary somewhat, but substantial dif-
ferences in data formatting hindered
efficient processing. Furthermore, the
large proportion of report forms with
incomplete data limited the usefulness
of the information derived. This was
especially true for records that were
missing the dates of onset, since the
case-based component of the surveil-
lance strategy relied on the assessment
of the first few hundred cases.

Although WHO had previously
published pandemic preparedness guid-
ance in 1999 and revised it in 2005 and
2009,"*'¢ specific surveillance guidance
for the collection of case-based data
on earlier laboratory-confirmed cases
was not included until 28 April 2009.°
As a result, countries may not have
had enough time to incorporate WHO
recommendations into their pandemic
surveillance plans. Data collection and
compilation in such a large-scale acute
event is also challenging in itself. At
the national and regional levels, lim-
ited laboratory capacity contributed to
delays in case confirmation and sub-
sequent reporting. At the global level,
challenges included the creation of novel
data management systems and data
handling processes. This contributed
to the delay in analysing and reporting
aggregated results.

The key epidemiological character-
istics observed in the early stages of the
pandemic did not persist throughout,
either globally or in the individual re-
gions, nor were observations based on
the earlier cases in individual countries
the same as those based on the cases
reported later. The global case-based
data on hospitalization - a key indica-
tor of the clinical severity of infection
— illustrated some of the problems in-
volved in interpreting aggregated data.
The proportion of cases hospitalized in
the Americas and Europe, which were
the earliest areas to be affected, was
substantially lower than that observed
in Asia. Our ability to interpret the
data centrally was limited by the lack
of a defined system for reporting on
(i) patient selection methods; (ii) the
case definitions used, (iii) the type of
investigation being conducted when a
given case was detected; and (iv) the
screening and surveillance policies in
place at the time of case detection. As a
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result, we were unable to determine with
certainty the reasons for the wide inter-
regional disparity in the proportions
of hospitalized cases. It is now known,
however, that hospitalization policies
and testing practices changed over time
and varied markedly between regions."”
The threshold for hospitalization and
testing was lower at the beginning of
the pandemic and many Asian countries
adopted a conservative approach to
case management by hospitalizing the
majority of cases that tested positive,
regardless of clinical severity.'®"* Dif-
ferences in the reported proportion of
cases hospitalized over time could have
been misinterpreted as an indication of
changes in severity without the benefit
of other information sources. The pa-
tient outcome data needed to generate
estimates of deaths from infection with
influenza A(HIN1)pdmO09 virus proved
difficult to obtain in many countries and
was therefore not usually submitted to
WHO as part of the early case-based
data reports.

The overall age and sex distributions
and the frequency of the clinical signs
observed in the dataset were consistent
with later published observations.”"”
However, we observed minor differences
in age from region to region. The reasons
for this are still unclear. In some coun-
tries, surveillance practices that initially
targeted returning travellers could have
biased the median age of reported cases
downward early in the course of the
pandemic. Similarly, the investigation
of large school outbreaks that occurred,
in some cases, as the initial source of
community transmission may have led
to the identification of predominantly
younger cases in later case reports, and
national testing policies may have also
been a factor. As with hospitalization
data, the lack of information about how
cases were selected limited our ability to
interpret the data.

Despite the fact that our dataset
represents the largest number of indi-
vidual pandemic influenza case reports
analysed to date, we were unable to fully
evaluate the utility of the surveillance
recommendations. We defined the first
110 case reports from each country as
“earlier” cases to evaluate the usefulness
of this approach in describing key char-
acteristics of a new influenza pandemic.
However, we had no information on
when data actually became available
for analysis, a datum that could have
allowed more realistic assessment of the
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usefulness of case-based data collection.
We tried to overcome this limitation by
comparing data from different regions.
The Americas, for example, were affect-
ed earlier than Asia and much of sub-
Saharan Africa. Other ways of analysing
multinational data may yield more ac-
curate representation of global trends.
For example, we presented regionally ag-
gregated data without adjusting for clus-
tering of information within countries.
However, even if we had statistically
accounted for clustering, differences in
transmission, laboratory capacity and
reporting patterns between countries
and regions would have probably still
rendered us unable to draw firm conclu-
sions from the analysis of regionally or
globally aggregated data. In the end, the
absence of local contextual information
is what most hampered our ability to
interpret the data. In contrast, the value
of a globally aggregated, standardized,
minimal case-based dataset has been
demonstrated with less rapidly evolv-
ing events on a smaller scale, such as
the avian influenza H5N1 epidemic.”>*
The global avian influenza case-based
dataset has improved our understand-
ing of this disease’s clinical features, risk
factors and severity.

Conclusion

The influenza A(H1N1) 2009 pandemic
clearly illustrated the challenges of iden-
tifying and promoting the appropriate
tools for understanding a pandemic
early in its course. It also provided an op-
portunity to evaluate the components of
previously published pandemic surveil-
lance strategies. Although the value of a
globally aggregated, standardized, mini-
mal case-based dataset has been demon-
strated for events on a smaller scale, the
value of this type of surveillance is less
obvious during a large-scale event. How-
ever, health agencies in many countries
did conduct case-based surveillance
on early cases and, when these data
were interpreted in their appropriate
context by the countries themselves and
the results were shared among WHO
Member States through WHO network
teleconferences and rapid publication,
they provided valuable information that
allowed countries subsequently affected
to take preparatory steps.”**

Future guidelines will need to take
account of the factors that hinder early
reporting. Some might be, for example,

64

pressures on national health systems
caused by response activities; differences
in health system infrastructure and
information systems; reluctance on the
part of health authorities to submit in-
complete data early in an investigation;
and investigators’ eagerness to publish
early findings in peer-reviewed publica-
tions before their public dissemination.
Accordingly, the challenge for WHO
is the provision of timely information
about acute public health risks of inter-
national concern so that countries still
unaffected by a pandemic can make
informed decisions about prevention
and mitigation in the face of constraints
to data access.

Improving the comparability and
utility of global epidemiological data on
influenza requires continued attention
to building surveillance and laboratory
capacity in all countries. To this end,
the WHO Interim Global Epidemiologi-
cal Surveillance Standards for Influenza
(July 2012)* offers a set of proposed sur-
veillance objectives for a minimal, basic
respiratory disease surveillance system.
These objectives include the establish-
ment by all countries of minimum stan-
dards for case reporting, data collection
and analysis as part of inpatient and
outpatient respiratory disease surveil-
lance. The Interim Standards include
guidance on how to establish sentinel
surveillance for influenza-like illness
and severe acute respiratory infection
(SARI) and suggest minimum datasets
and ways in which countries can share
aggregated routine influenza surveil-
lance data with WHO. In the setting of a
pandemic or outbreak situation, rates of
reporting of influenza-like illness, SARI,
pneumonia, hospitalizations and SARI
deaths at sentinel sites compared with
historical data from sentinel systems
would likely give the first indication of
the severity of a pandemic as it unfolds.
These data are likely to be more reliable
than case-based data on early labo-
ratory-confirmed cases, as described
in this paper, especially if case-based
data were submitted as part of a system
established during the pandemic. To
further improve the comparability of
these data, the Interim Standards in-
clude performance indicators for mea-
suring the quality of influenza sentinel
surveillance.

Continued development of routine
influenza surveillance standards and
capacities in all countries is likely to
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improve the timeliness of data reporting
in a future pandemic. Another possible
way to improve timeliness is to trial
an online system of epidemiological
data reporting in which countries can
report directly into a database contain-
ing virological and demographic data.
This might be particularly useful for
countries without established influenza
surveillance systems for tracking large
events, but country pre-approval of
the sharing of surveillance data during
major events would be required.

The experience gathered during the
2009 pandemic has shown that trying
to assemble a global, centralized dataset
during a crisis is less effective and efficient
than following the approach suggested by
the Interim Standards of July 2012: to
identify critical questions; standardize
data collection methods, critical data
elements and methods of investigation;
and create efficient channels for the wide
dissemination of results, as was done
with several WHO networks established
during the A(HIN1) pandemic of 2009.
Routine exchange of surveillance infor-
mation will help to establish and consoli-
date these channels. As recommended
by the IHR Review Committee,” early
estimations of severity should remain a
key component of pandemic surveillance
despite their complexity. M
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Résumé

Les défis du signalement des cas dans le monde pendant la pandémie de grippe a virus A(H1N1) de 2009

Pendant la pandémie de grippe a virus A(HIN1) de I'année 2009,
I'Organisation mondiale de la Santé (OMS) a demandé a tous les Etats
membres de fournir les données par cas sur au moins les 100 premiers
cas de grippe confirmés en laboratoire afin dobtenir une compréhension
précoce de la pandémie et de fournir les directives appropriées aux
pays touchés. En examinant la stratégie de surveillance de la pandémie,
nous avons évalué I'utilité de la collecte des données par cas et les
défis a relever dans l'interprétation de ces données au niveau mondial.
Pour ce faire, nous avons évalué le respect des recommandations en
matiére de surveillance et I'exhaustivité des données des dossiers des
cas soumis, et nous avons décrit les caractéristiques épidémiologiques
des 110 premiers cas signalés de chaque pays, regroupés en régions.
Sur la période allant d'avril 2009 a aolt 2011, 'OMS a recu plus de
18 000 dossiers de cas fournis par 84 pays. Les données sont parvenues
al'OMS a différents intervalles de temps, sous différents formats et sans

informations surles méthodes de collecte. A peine plus de la moitié des
18 000 dossiers a donné la date d'apparition des symptoémes, ce qui
ne permet pas dévaluer si les cas recus faisaient partie des premiers
cas a étre confirmés. Les analyses épidémiologiques descriptives
se sont limitées a synthétiser les rapports d'age, de masculinité et
d'hospitalisation. Lanalyse centralisée des données par cas n'a que tres
peu de valeur dans la description des principales caractéristiques de la
pandémie. Les résultats sont difficiles a interpréter et pourraient induire
en erreur sils sont pris isolément. Une meilleure approche consisterait
a identifier les questions essentielles, a normaliser les éléments des
données et les méthodes d'investigation, et a créer des canaux efficaces
de communication entre les pays et lacommunauté de la santé publique
internationale. Les échanges réguliers de données de surveillance de
routine aideront a consolider ces canaux de communication essentiels.

Peslome

Mpo6nembl rno6anbHOro MHGOpMUpoBaHUA Bo BpeMa naHgemun rpunna A (H1N1) — 2009 roa

Bo Bpemsa naHgemuwn Bupyca rpunna A (HINT) 8 2009 rogy
BcemnpHana opraHmsauus 3apasooxpanHerns (BO3) obpaTunacs
KO BCEM rocyfapcTBam-yneHam C NpocbOor NpefoCTaBmTb
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MOVIMEHHbIE fJaHHbIE MO KpalHe mepe no nepabiv 100 nabopaTopHo
NoATBEPKAEHHbBIM CyYanaM 3apaxeHUAa rpunmnom, C Lenbio
dopMMpOBaHMA paHHEro MNOHMMaHKA NaHaemnn 1 obecneyeHmna
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COOTBETCTBYIOLMMY pEKOMEHAALMAMN 3aTPOHYTbIX MaHAeMuel
cTpaH. [Mpv paccMoTpeHnm cTpaTerny an1aHaa3opa 3a naHaemumen
OLieHMBaNach NoNe3HOCTb COHOPa NOVMMEHHBIX AaHHbIX ¥ MPOBIEMbI
MHTEPNPETALMM 3TUX [aHHBIX Ha r1obanbHOM ypoBHe. [na 3Toro
OLEHMBANOCh BbINMONHEHWE peKkoMeHAAUUM NO 3NUaHaA30pY
M MOSMHOTA [aHHbIX B NMPeACTaBleHHbIX UCTopuax 6onesHy, a
TaKXe OMMCbIBANMCH IMUAEMUONOIMYECKNE XapPaKTEPUCTUKN
no nepsbiM 110 3aperncTpUpPOBaHHbIM CyYaaM K3 Kaxx[on
CTpaHbl, KOTopble GBIV CrpyNMMPOBaHHbLI Mo perroHam. C anpens
2009 1. no asryct 2011 r. BO3 nonyunna 6onee 18 000 ncTtopuii
6onesHu 13 84 ctpaH. darHble noctynanu 8 BO3 ¢ pa3Hbimu
BPEMEHHbBIMV MHTePBaNamm B pasHbix dopmaTtax 1 6e3 nHdopmaLim
0 MeTofax cbopa AaHHbIX. Jlnlb 6bonee yem B NMONOBUHE 13
18 000 cnyyaes ykasbiBanach fiata NoOABAEHUA CYMMTOMOB, YTO

Stephanie Williams et al.

3aTPYAHANO ONpeaeneHmne Camblx PaHHNX MOATBEPKAEHHbBIX CITy4YaeB
3abonesanua. OnucatenbHble 3NUAEMMONOrMYeckme aHanmnsbl
OrpaHVUMBan1Ch AaHHbIMK MO BO3PACTY, MOy 1 KOIGdULMEHTaM
rocnuTanusaumnm. LieHTpanv3oBaHHbI aHanm3 NOVMEHHbIX JaHHbIX
NPVIHEeC Mano Nosib3bl ANA ONUCaHUA KIoUYeBbIX OCOOEHHOCTEN
naHaemuu. VIcnbiTbiBanvcb TPYAHOCTU B MHTEPMNPETaLMA AaHHbIX,
pPacCMOTPEHMEe KOTOPbIX MO OTAENbHOCTM MOTIO NPUBECTYU
K HEBEPHOMY WMCTOMKOBAHWIO. Jlydlnm noaxonom 6bino 6ol
onpegeneHe BaxHenwmnx npobnem, CTaHaapT13aLma eMeHToB
JaHHbIX I METOLOB MCCNEeA0BaHNS, @ TAKXKe CO3AaHMe SOOEKTNBHbIX
KaHarnoB B3aMMOAENCTBUA MEXAY CTPaHaMK WU MEXIYHaPOAHbBIM
Co0BUIECTBOM CNELMANMICTOB 3[PaBOOXPaHEHVA. PerynapHbiii 0bmeH
[aHHbIMM NOBCEAHEBHOrO 3NMAHaA30pa byaeT cnocobCcTBOBaTL
KOHCONMMAALIMM STUX BaXKHbIX KaHAOB B3aMOLENCTBIA.

Resumen

Los desafios de la notificacion de casos a nivel mundial durante la pandemia de A (H1N1) del afio 2009

Durante la pandemia de gripe A (H1NT1) del afio 2009, la Organizacion
Mundial de la salud (OMS) pidi6 a todos los Estados miembros que
proporcionaran datos de hasta los primeros 100 casos de gripe
confirmados en laboratorios con objeto de comprender con rapidez la
pandemiay proporcionar orientacion adecuada a los paises afectados.
Con objeto de examinar la estrategia de vigilancia de la pandemia,
hemos evaluado la utilidad de la recogida de datos sobre casos y los
desafios que supuso la interpretacion de esos datos a nivel internacional.
Para ello, evaluamos el cumplimiento con las recomendaciones de
vigilancia y la integridad de los datos de los registros enviados y
describimos las caracteristicas epidemiolégicas de, como mucho, los
110 primeros casos de cada pafs, agrupados por regiones. Entre abril
de 2009 y agosto de 2011, la OMS recibié mas de 18 000 registros de
casos de 84 paises en intervalos de tiempo y formatos distintos, y sin

informacion alguna sobre los métodos de recogida. Solo algo mas de
la mitad de los 18 000 registros indicaba la fecha de aparicién de los
sintomas, lo que dificulté evaluar si los casos se encontraban entre los
primeros que se confirmaron. Los andlisis epidemioldgicos descriptivos
se limitaron a resumir las proporciones por edad, sexoy hospitalizacion.
Los andlisis centralizados de datos sobre casos tuvieron poco valor en
la descripcion de las caracteristicas fundamentales de la epidemia. Fue
dificil interpretar los resultados, que habrian resultado engafiosos si
se hubieran observado de forma aislada. Un enfoque mds apropiado
permitiria identificar las cuestiones criticas, estandarizar los datos y los
métodos de investigacion, y crear canales de comunicacién entre los
paises y la comunidad sanitaria internacional. El intercambio regular
de datos de vigilancia rutinarios ayudara a consolidar dichos canales
de comunicacién fundamentales.
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