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Infectious diseases are no longer fatal enabling
many people to live without anxiety. However, provi-
sion to emerging and re-emerging infectious diseases
(EID/REID) are new global issues and every coun-
try has been requested to strengthen core capacity
for infectious disease early detection and control. In
this issue, background and concept of EID/REID, and
Japanese efforts including introduction of Infectious
Disease Control Law and surveillance system were de-
scribed. :

Keywords: emerging infectious disease, re-emerging in-
fectious disease, Infectious Disease Control Law, surveil-
lance

1. Infectious Diseasés at Present — Metamor-
phosis of Infectious Diseases

Infectious disease (communicable disease) once stood
for all illnesses but the diseases prevalent among adults
have now been constitutionally taken over by malignant,
cardiovascular, and cerebrovascular diseases thanks to the
development and diffusion of antimicrobial drugs and
vaccine, the betterment of the sanitary environment, the
improvement of nutritional intake, and, above all, the ad-
vancement of medical care. That said, nonetheless, the
sector of medical education and research tied in with in-
fectious disease was once cut back under the illusion that
infectious disease had already been conquered once and
for all. Undeniably, that is why the awareness of the di-
agnosis and treatment of infectious disease on the part of
medical workers were gradually on the downswing, and
people in general became less concerned about infectious
disease (communicable disease).

Undoubtedly, it is a fact that infectious disease grow-
ingly less plays its role as a death cause, and there are
marked improvements in the incidence of infectious dis-
ease today. But infectious disease secondarily breaks out,
acting as a death cause in many cases, pneumonia ranks
fourth as a death cause in Japan (Table 1). With medical
care in the process of advancement, immunocompromised
hosts are numerically on the upswing, with the result that
it has become increasingly important in the medical sec-
tor to exercise care about, and control, conditions readily
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Table 1. Main causes of death in Japan.

1950 2001
1. Tuberculosis 1. Malignant neoplasm
2. Cerebrovasucular disease 2. Cerebrovasucular disease
3. Pneumonia, bronchitis 3. Heart disease
4. Gastroenteritis 4. Pneumonia
5. Malignant neoplasm 5. Accident

causing infectious diseases, thus making it necessary to
come up with correct measures to deal with them. Here,
the situation would become further troublesome should
problems on antimicrobial resistant bacteria or nosoco-
mial infections crop up.

Thus far, mankind has managed to single-handedly
conquer only 1 infectious disease for human, — smallpox.
The incidence of polio, the second target for the control
of infectious diseases after smallpox, is gradually disap-
pearing from many countries, to be sure, but is coming to
a standstill across the world in its final phase, where the
annual global incidence chalks 1,349 cases (2010). Diffi-
cult though it is to reach the phase of eradication, as was
the case with smallpox and polio, the movement to elim-
inate measles — whose secondary and tertiary phases of
infection are presumably shut out — is being significantly
unfolded. On the upturn are the kinds of infectious dis-
eases that include those that have not been in existence,
the diseases that are identified as being infectious with the
existence of disease-causing germs brought to light, and
those that were thought to have disappeared but whose in-
cidence has once again been confirmed. Among all those
factors are relations with the outbreak of acquired im-
munodeficiency syndrome (AIDS) (human immunodefi-~
ciency virus [HIV] infection) that proliferated worldwide
in the twinkling of an eye (reviewed in this special issue),
prevalence of Ebola hemorrhagic fever and other fatal dis-
eases (reviewed in this special issue), and relationship
with prions known as bovine spongiform encephalopa-
thy (bovine spongiose encephalopathy [BSE]), and vari-
ant Creutzfeldt-Jakob disease (vCID), which came out
with the transmission of prions.

In 1993, the existence of a new variety of hantavirus
came to light as fulminant pneumonia proliferated in
the United States (hantavirus pulmonary syndrome). In
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Malaysia in 1997, there were frequent outbreaks of Ni-
pah virus-induced acute encephalitis, with which humans
were infected for the first time, with bats transmitted by
swine. Furthermore, in 2003, the world was shocked by
severe acute respiratory syndrome (SARS), which origi-
nated in China and spread to other parts of Asia, Amer-
ica and Europe via Hong Kong (reviewed in this spe-
cial issue). From 2004 to the present time, the preva-
lence of avian influenza A (H5N1; hyperpathogenic avian
influenza, HPAI) in poultry that originated in Asia has
reached as far as Europe and Africa. In some Japanese
districts too, HSN1 avian infections were detected from
2010 to 2011; chickens were slaughtered in large numbers
at poultry and other farms, but the infected chickens were
small in number and no incidences were observed among
humans. In areas around the world where the avian infec-
tion does not cease to exist, however, the infection among
humans is progressing, and the period from 2003 to April
2011 witnessed 539 cases (including 318 deaths with the
fatality rate registered at 59.0%).

In April 2009, novel influenza virus, which was con-
sidered originated from swine influenza virus (named
lately as pandemic influenza, HIN1; 2009) proliferated
around the world and recognized “pandemic” (reviewed
in this special issue). These new diseases are often called
“emerging infectious diseases (EID).”

The spread of the enterohemorrhagic Escherichia coli
(EHEC) O-157 that broke out in Japan in the summer
of 1996, affecting more than 10,000 people including
13 death turned out to be a grave social issue with the
global attention focused on the fact that food borne in-
fectious diseases massively prevailed even in Japan (re-
viewed in this special issue). Today, 15 years later, the
EHEC infection is looked upon as a kind of ailment that
has disappeared with people less on their guard against
‘its outbreak, but reports say that there still are 3,000 to
4,000 cases suffering from this ailment and several cases
of death in a year. There are many infectious diseases
that are looked upon as having disappeared but have once
again made their appearance. They include tuberculo-
sis (reviewed in this special issue), plague, diphtheria,
dengue fever, meningococcal meningitis, yellow fever,
and cholera, among others. In 2002, the West Nile fever
(reviewed in this special issue) had spread all over the
United States. It becamé evident for the first time in Japan
after an elapse of 38 years when there appeared signs of a
rise in tuberculosis patients, few malaria and dengue fever
patients were found among feverish Japanese returnees
from abroad, and signs of a rise in dysentery and cholera
patients who had neither eaten imported food nor made
any trips abroad. These kind of disease are often termed
as “re-emerging infectious diseases (REID).”

Changes in the lifestyle and the environment, among
others, have significantly altered the types of sexually
transmitted diseases and the age composition. Hand-foot-
mouth disease (HFMD) is an infectious disease among
young children caused by coxackie A16 and enterovirus
TI(EV71). Although HFMD is recognized as a mild dis-
ease, the EV71-induced infectious diseases tend to cause
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acute encephalitis, and the appearance of serious and
death cases was taken into account primarily in Asia.

2. Changes in Inifectious Diseases — Causative
Factors

Increases in population and urbanization increases the
chances for cohabitation, rapid changes in lifestyle such
as dietary and sexual practices, and disruption of the nat-
ural environment and the shrinking of distance between
man and wild animals (the invasion of man’s environment
by microbes, which used to break into the abode of ani-
mals), may be pointed out as the significant causative fac-
tors for the return of infectious diseases as a grave issue
for humans. Long ago, localized outbreak of infectious
diseases at places far away from humans did not pose a
grave issue, but when they break out nowadays, they tend
to instantaneously spread all over the world so much that
the outbreak of an infectious disease at a distant place is
no longer something that can readily be overlooked. Pan-
demic influenza HIN1 2009 may be described as having
spread almost all over the world over the short span of a
few months. Acting in concert with human’s movements,
it instantly spreads from human to human.

As the author noted earlier, the development of antimi-
crobial drugs is one of the factors that have served to sig-
nificantly reduce deaths caused by infectious diseases and
their use has rapidly increased around the world. As a
consequence, antimicrobial drug resistant bacterium has
increased among low pathogenic bacteria. These bacteria
have spread all over the world, posing issues at clinical
settings in any nation, as organisms’ causing refractory
infection.

The social situation in recent years is such that there
grave concern has risen about the possibility of the
pathogens of infectious diseases considered oblivious
such as anthrax, smallpox, tularemia, and botulism,
among others has once again begun to draw attention, be-
cause they are likely to be used as biological weapons.
It is indescribably sad when those diseases that are sup-
posed to have been exterminated by mankind make their
reappearance. Given the armed conflicts in many places
around the world, manslaughters with sarin by the Oumu
Shinrikyo fanatics in Japan (from the late 1980s to the
mid-1990s) and the 9/11 attack in New York followed by
homicidal attempts with anthrax, man regrettably remains
unprepared in reality to cope with those happenings mak-
ing it necessary to take out and consult with old textbooks
that remain dusty on the bookshelf.

Geographically and environmentally, Japan is in a rela-
tively moderate condition when it comes to infectious dis-
eases and features a less extensive prevalence of fatal in-
fectious diseases than nations in the tropical and subtropi-
cal regions or even in the temperate zone. The prevalence
in Japan is rather insignificant, so much that the Japanese
people are less on their guard than other people are. Given
the need to keep an eye on the outbreaks around the world,
however, the factors that once again make infectious dis-
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Table 2. Pathogenic microbes and infectious diseases recognized since 1973.

Year Pathogenic microorganism Type Disease
1973 Rotavirus Virus Major cause of infantile diarrhea

Aplastic crisis in chronic hemolytic anemia
1975 Parvovirus B}9 Virus (later, it is realized that this virus causes

the erythema infectiosum)

1976 Cryptosporidium parvum Parasite | Acute and chronic diarrhea (waterborme infection)
1977 Ebora virus Virus Ebola hemorrhagic fever
1977 Legionella pneumophila Bacillus | Legionnaires' disease (waterborne infection)
1977 Hantaan virus Virus Hemorrhagic fever with renal syndrome (HRFS)
1977 Campylobacter jejuni Bacillus |  Acute and chronic diarrhea
1980 Human T-lymphotropic virus type 1 (HTLV-1) Virus T-cell lymphoma-leukemia
1981 Staphylococcus aureus (toxigenic strain) Bacillus | Toxic shock syndrome (TSS)
1982 E-coli O-157:H7 Bacillus | Hemorrhagic colitis; hemolytic uremic syndrome
1982 HTLV-I Virus Hairy cell leukemia
1982 Borrelia burgobrferi Bacillus | Lyme disease
1983 HIV Virus Acquired immunodeficiency syndrome (AIDS)
1983 Helicoba(:‘ter pylori Bacillus | Peptic ulcer disease
1985 Enterocytozoon bieneusi Parasite | Persistent diarrhea
1986 Cyclospora cayetanensis Parasite | Persistent diarrhea
1986 Prion Prion New variant Creutzfeldt-Jakob disease (nv-CID)
1988 Human herpesvirus-6(HHV-6) Virus Roseola subitum
1988 Hepatitis E Virus Hepatitis E
1989 Ehrlichia chaffeensis Bacillus | Human ehrlichiosis
1989 Hepatitis C Virus Hepatitis C
1991 Guanarito virus Virus Venezuelan hemorrhagic fever
1991 Encephalitozoon hellem Parasite Conjunctivitis, disseminated disease
1991 New specis of Babesia Parasite | Atypical babesiosis
1992 Vibriocholerae 0-139 Bacillus | New strain associated with epidemic cholera
1992 Bartonella henselae Bacillus | Cat-scratch disease; bacillary angiomatosis
1993 | SinNombre virus Virus g:‘;'t;‘;z;':;‘go‘ﬁ:ﬁ; nz“ﬁ:’;“e
1993 Encephalitozoon cuniculi Parasite | Disseminated disease
1994 Sabia virus Virus Brazilian hemorrhagic fever
1995 HHV-8 Virus Associated with Kaposi sarcoma in AIDS patients
1997 Influenza A/H5N1 Virus Infection of Avian influenza
1999 Nipah virus Virus Acute encephalitis
2003 SARS corona virus Virus Severe acute respiratory syndrome (SARS)
2009 Influenza A/HIN1 2009 Virus Pandemic Influenza A (HIN1)

eases taken up as an issue familiar to everyday life hold
good for Japan’s present situation.

It gives us great joy that presumably fatal diseases,
which used to break out in the old days are now gone,
enabling many people to live free from anxiety, but this
never means “off guard” to feel relieved. It is necessary
to keep a sharp lookout for trends in infectious diseases
and constantly maintain our capabilities for prevention,
diagnosis, and treatment.

374

3. Emerging/Re-Emerging Infectious Diseases
(EID and REID)

The World Health Organization (WHO) came up with
the concept of “EID and REID” in regard to the classifi-
cation of infectious diseases for which new problems had
cropped up, as the author had pointed out. The world body
began to grapple with them in the first half of the 1990s.
EID is defined as a disease whose infection to man is ver-
ified, or a disease whose existence in a given area remains
undetected but has newly made its appearance as a human
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illness. Of the infectious diseases whose causative factors
remained unidentified, those diseases whose pathogens
were identified and internationally or regionally taken up
as a public-health issue fall under the category of emerg-
ing disease. By “REID,” it means that the disease whose
existence was already known but whose incidence had
once again increased, even though it was not looked upon
as posing any problems in terms of public health, but has
once again made its appearance.

At the 1995 General Assembly, WHO came up with
a resolution that called for reinforcement of the domes-
tic and international surveillance of infectious diseases
to help member nations accurately grasp and understand
EID/REID. The necessity of grappling with infectious
diseases on a global scale — to say the least, of changes
in the circumstances that enveloped infectious diseases —
had a tremendous impact in Japan, calling for implemen-
tation of new measures to cope with infectious diseases,
encouraging revisions in the Communicable Disease Con-
trol Law enacted in 1897, and eventually enforcing the
Infectious Disease Control Law in April 1999.

3.1. Diseases Looked Upon as EID/REID

As regards new infectious diseases and their microbes
detected since 1973, the data compiled by WHO and the
Centers for Disease Control and Prevention (CDC) in the
United States and some of the latest data are given in Ta-
ble 2. Table 3 provides data on diseases, which have been
looked upon as re-emerging ones in the past 30 years.

Taken up in the tables as REID fulminant hemolytic
A streptococcal infections (talking of streptococcal in-
fections, the reemergence of not only the fulminant
hemolytic type but rheumatic fever as well has drawn at-
tention both in developed and developing countries) tuber-
culosis, pertussis, and salmonella, the patients of which
many are yet in Japan; cryptosporidiosis, which causes a
regional epidemic diarrhea, separated from drinking wa-
ter in Japan; and rabies, dengue and malaria, among oth-
ers that were taken up not only in east but also the rest
of Europe because of the reappearance of diphtheria after
a significant drop in the vaccination rate around defunct
Soviet bloc because of a drop in the supply of vaccine af-
ter the collapse of the Soviet Union. The category of EID
includes rotavirus, human parvovirus B19, and other ill-
nesses prevalent among children, the causes of which had
remained unknown before their prevalence. But, many of
the illnesses known as emerging infectious diseases can-
not be defined as inherent to children. When infectious
diseases are prevalent, many times children are involved,
and there are cases in which many children seriously suf-
fer from, or die of these diseases.

4. Basic Needs for Steps to Cope with In-
fectious Diseases Including EID/REID -
Surveillance

The first step to cope with infectious diseases is to de-
tect their existence or in other words, to suspect any dis-
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Table 3. Diseases recognized as re-emergmg infectious de-
seases in the past 30 years.

Virus infection Rabies

Dengue fever

Yellow fever

West Nile virus infection

Bacterial infection  group A streptococcal infection
(including toxic shock like
syndrome)

Trench fever

Pest

Tuberculosis

Pertussis

Salmonella

Pneumococcal infection

Cholera

Diphtheria

Meningococcal Meningitis

Malaria

Schistosomiasis

Neurocysticercosis

Acanthamebiasis

Leishmaniasis

Giardiasis

Protozoal and
parasitic infection

Echinococcosis

ease as possibly infectious if it remains unidentified (or
unknown). Then, it is necessary to choose the proper ex-
aminations for that disease and grasp the basic examina-
tions or become proficient in its use. Even when Gram
staining, which is a basic microbe detection method, has
already been acquired during on-the-job training, very
few physicians are often found capable of having a good
command of this method. In providing treatment, admit-
tedly not surprising though, the essential thing is to pro-
vide proper treatment. Here, proper treatment may not be
provided without knowing the disease, and it means that
unnecessary (or excessive) treatment should not be made.
It is also necessary to realize the patients’ infectivity and
route of infection at the same time to prevent spread of the
infection. There is the need to take another look at med-
ical education and the research sector to cope with infec-
tious diseases and once again upgrade medical workers’
diagnosis and treatment of infectious diseases and their
sense of medical science and treatment with regard to re-
search.

For the control of infectious diseases, the most impor-
tant thing is to make an accurate clinical diagnosis fol-
lowed by microbiological diagnosis, which is to endorse
the clinical findings before a reasonable treatment can be
worked out. It is important to work out preventive meth-
ods to check the incidence of infectious diseases before-
hand such as vaccination designed to immunize suscep-
tible persons. What serves as data to provide basic in-
formation for the prevention, diagnosis, and treatment of
infectious diseases is the surveillance for infectious dis-
eases.
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5. Meaning of Infectious Disease Surveillance

The meaning of infectious disease surveillance may be
summarized as follows:

(1) Surveillance of circumstances or appearance of pa-
tients

a. Utilization of information on prevalence for day-
by-day diagnosis and treatment

b. Detection of, and response to, new infectious dis-
eases

c¢. Prevalence of infectious diseases, early-phase grip
of accumulated data and response

d. Estimation of the total number of patients

e. Assessment of the effects with regard to vaccine-
preventable diseases

(2) Information on the surveillance of pathogens

a. Confirmation of pathogens of infectious diseases
b. Microbiological surveillance of pathogens
c. Prediction of prevalence

(3) Seroepidemiological surveillance

a. Measurement of herd immunity
b. Assessment of effects to inoculable diseases

(4) Active surveillance

a. Respond to infectious diseases with aggressive in-
tervention during outbreak of infectious diseases

b. Respond to outbreak of infectious diseases with
aggressive intervention in conditions for outbreak
of infectious diseases

As the phrase “risk management to infectious diseases”
is often put to use these days, the existence of excep-
tional and risky diseases comes to light and responses
to them become feasible only by getting acquainted with
the trends in common diseases. Here lies the meaning of
the fact that the most important thing is to carry out the
surveillance of infectious diseases without detachment on
a daily basis. Whatever experience he has gained in his
clinical work, the clinician should not monopolize it. In-
stead, his experience should be disseminated step-by-step
to the dimensions of neighborhoods, municipalities, pre-
fectures, and the nation. By doing so, his achieve-ments
may eventually be put to use in measures to cope with
infectious diseases in a global dimension. Thus, accumu-
lated data may be owned in common and be reflected in
clinical work and utilized in measures to combat infec-
tious diseases for people in general in the long run. With
the baseline acquired by dint of surveillance, there is the
need to come out with some kind of response or inter-
vention in cases where some abnormality is detected. The
Jjudgment on whether or not this baseline is surpassed may
be nurtured by checking the baseline data in routine work.
When it comes to surveillance, the important thing is to
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Fig. 1. Surveillance for action (by WHO).

stay restrained and patient — something that is required,
say, in the compilation of a dictionary — and to detect any
abnormalities and rapidly cope with them. Surveillance
primarily aims at minimizing the outbreak of infectious
diseases as far as possible, instead of coming out with data
(Fig. 1).

Nevertheless, as data are to be commonly shared by
many people, there is the need to exercise care to the full
extent in protection of patients’ privacy. Talking of infor-
mation about clinical cases, its exchange is widespread.
There will be no problems as long as patients’ (clinical)
information is shared among clinicians who are familiar
with one another or in the form of an exchange among
themselves, but individual information of the kind, which
accidentally flows to many unspecified persons via e-mail
as in the contemporary age, will instantly spread all over
the world out of step with the transmitter’s intention. Ex-
ercising full care is indispensable when individuals’ infor-
mation is involved.

6. Legal Infectious Disease Surveillance

In April 1999, the Infectious Disease Control Law was
put into force. With some revisions made in the past, the
infectious diseases are now classified into Categories 1 to
S plus the novel influenza virus and others. The law also
stipulates for the “new infectious diseases” and “specif-
ically designated infectious diseases” that, if necessary,
could remain designated exclusively for a period of 1 year.

The Infectious Disease Control Law stipulates for the
collection and release of information about infectious dis-
eases based on reports from physicians, the grasp of the
outbreak of infectious diseases and their trends, and the
reinforcement of surveillance systems, including surveys
on the causative factors. The infectious diseases in the cat-
egories 1-5 are unexceptionably taken up for surveillance

-(Table 4). The infectious diseases in categories 1-4 are

called “notifiable diseases,” and all physicians who have
diagnosed these patients are required to report. The cat-
egory 5 infectious diseases are classified into “notifiable
diseases,” and “sentinel-reporting diseases,” about which
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Table 4. Target diseases of the Infectious Diseases Control Law revised on Feb. 1, 2011. (Reportable infectious
diseases under the National Epidemiological Surveillance of Infectious Diseases)

1. Target diseases to be notified all cases by all physicians
Category I (to be notified promptly after diagnosis)

Crimean-Congo hemorrhagic fever*, Ebola hemorrhagic fever*, Lassa fever*, Marburg disease*, Plague*, Smallpox*,
South American hemorrhagic fever

Category II (to be notified promptly after diagnosis)
Acute poliomyelitis*, Avian influenza virus infection (H5N1)*, Diphtheria*, Severe acute respiratory syndrome (due to
SARS coronavirus)*, Tuberculosis*

Category III (to be notified promptly after diagnosis)
Cholera*, Enterohemorrhagic Escherichia coli infection*, Paratyphoid fever*, Shigellosis*, Typhoid fever*

Category IV (to be notified promptly after diagnosis)

Anthrax*, Avian influenza virus infection (excluding H5N1)*, Botulism*, Brucellosis*, Chikungunya fever*,
Coccidioidomycosis*, Dengue fever*, Eastern equine encephalitis*, Echinococcosis*, Epidemic typhus*, Glanders*,
Hantaviruspulmonary syndrome®, Hemorrhagic fever with renal syndrome*, Hendra virus infection*, Hepatitis A,
Hepatitis E*, Herpes B virus infection®, Japanese encephalitis*, Japanese spotted fever*, Kyasanur Forest disease®,
Legionellosis*, Leptospirosis*, Lyme disease*, Lyssavirus infection (excluding rabies)*, Malaria, Melioidosis*,
Monkeypox*, Nipah virus infection*, Omsk hemorrhagic fever*, Psittacosis*, Q fever*, Rabies*, Relapsing fever*,
Rift Valley fever*, Rocky Mountain spotted fever*, Scrub typhus (Tsutsugamushi disease)*, Tick-borneencephalitis*,
Tularemia*, Venezuelan equine encephalitis*, West Nile fever (including West Nile encephalitis)*, Western equine
encephalitis*, Yellow fever*

Category V (to be notified within 7 days after diagnosis)
Acquired immunodeficiency syndrome*, Amebiasis*, Acute encephalitis (excluding Eastern equine encephalitis,
Japanese encephalitis, Rift Valley fever, Tick-borne encephalitis, Venezuelan equine encephalitis, West Nile encephali-
tis and Western equine encephalitis)*, Congenital rubella syndrome*, Creutzfeldt-Jakob disease*, Cryptosporidiosis,
Giardiasis, Measles*, Meningococcal meningitis*, Rubella*, Severe invasive streptococcal infections (Streptococcal
toxic shock-like syndrome)*, Syphilis, Tetanus*, Vancomycin-resistant Enterococcusinfection®, Vancomycin-resistant
Staphylococcus aurous infection*, Viral hepatitis (excluding Hepatitis A and E)

Pandemic influenza and relevant infections (to be notified promptly after diagnosis)
Pandemic influenza*, Re-emerging pandemic influenza*

N

Target diseases to be reported by the sentinel clinics and hospitals
Category V
<Influenza sentinel > (weekly report)
Influenza (excluding avian Influenza virus infection, pandemic influenza and relevant infections)*
<Pediatric disease sentinel> (weekly report)
Chickenpox, Erythema infectiosum, Exanthem subitum, Group A streptococcal pharyngitis*, Hand, foot and mouth
disease*, Herpangina®, Infectious gastroenteritis*, Mumps*, Pertussis*, Pharyngoconjunctival fever*, Respiratory syn-
cytial virus infection®
<Eye disease sentinel> (weekly report)
Acute hemorrhagic conjunctivitis*, Epidemic keratoconjunctivitis®
<Sexually transmitted disease (STD) sentinel> (monthly report)
Condyloma acuminatum, Genital chlamydial infection, Genital herpes, Gonorrhea
<Target diseases at sentinel hospital>
(weekly report) Aseptic meningitis*, Bacterial meningitis*, Chlamydial pneumonia (excluding psittacosis), Mycoplas-
malpneumonia
(monthly report) Methicillin-resistant Staphylococcus aureus infection, Multi-drug-resistant Pseudomonas aeruginosa
infection, Penicillin-resistant Streptococcus pneumoniae infection, Multi-drug-resistant Acinetobacter infection
Target disease of syndromic surveillance designated by the government ordinance
<Syndromic surveillance sentinel> (to be reported promptly after diagnosis)
Unknown fever (>38°C) and respiratory symptom, Unknown fever and rash/vesicle

3. Target disease of active epidemiological surveillance to be reported through on-line system
Category II infectious disease
Avian influenza virus infection (HSN1)

Journal of Disaster Research Vol.6 No.4, 2011 377



Okabe, N.

Fig. 2. Infectious diseases surveillance network.

the designated reporting clinics/hospitals are required to
furnish reports. When it comes to “notifiable diseases,” all
physicians involved are legally obligated to send in their
reports.

Regarding “sentinel-reporting diseases,” there are
about 3,000 designated sentinels for pediatrics, 600
for ophthalmology, 900 for sexually transmitted disease
(STD) clinics, 5,000 for influenza (including 3,000 for pe-
diatrics and 2,000 for internal medicine), and 5,000 core
medical institutions (core hospitals serving as designated
points).

Reports from physicians are filed with local public
health centers. The local public health laboratory is so
organized as to perform microbiological examinations on
the diseases designated under the Infectious Disease Con-
trol Law (the disease pathogens subject to surveillance are
given in Table 4). The specimens these local public health
laboratories are unable to deal with are referred to related
divisions of the National Institute of Infectious Diseases.
When it comes to diseases diagnosed at the designated
sentinels, about 10% of them refer specimens to the local
public health laboratory, which serves as a microbiologi-
cal laboratory center in the local, where the specimens are
analyzed. The information thus secured is also analyzed
and reverted at the local level. The public health centers,
prefectural governments and other institutions, the Min-
istry of Health, Labor and Welfare, and the National Insti-
tute of Infectious Diseases are linked to one another on-
line; the local public health laboratories are also linked
with the National Institute of Infectious Diseases for the
analysis and reversion by the Ministry of Health, Labor
and Welfare, and the National Institute of Infectious Dis-
eases as data for all the nation (Fig. 2). The information
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by which individuals’ personal data are identifiable is ex-
cluded before public release.

7. Feedback and Offer of Information on
Surveillance of Infectious Diseases

When it comes to the categories 1-5 of infectious dis-
eases, which are subject to the Infectious Disease Con-
trol Law, the Infectious Disease Surveillance Center of the
National Institute of Infectious Diseases offers and reverts
on the latest information in the findings of surveillance in
the Infectious Agents Surveillance Report JASR) and the
Infectious Disease Weekly Report (IDWR). The informa-
tion contained both in IASR and IDWR is released in the
home pages of the Infectious Disease Surveillance Cen-
ter!. Also, both IASR and IDWR not only offer surveil-
lance data but also information on infectious diseases both
at home and abroad as well.

8. Field Epidemiological Training Program
(FETP)

Routine surveillances are of the kind which is of a pas-
sive nature, as they are done in response to reports. The
Infectious Disease Control Law stipulates that the na-
tional government and the prefectural governors may be
able to perform active epidemiological surveys, if nec-
essary, in order to identify the outbreak and causes of
infectious diseases. The Infectious Disease Surveillance

1. http://idsc.nih.go.jp/index-j.html

Journal of Disaster Research Vol.6 No.4, 2011



Center carries out Field Epidemiology Training Program
(FETP) to produce qualified talents. In FETP, on-the-job
training is provided for 2 years. Should there arises a call
for an epidemiological survey at the outbreak of an infec-
tious disease at home or abroad, trainees are dispatched
with staffs of the Infectious Disease Surveillance Center
to perform a field epidemiological survey with the coop-
eration of the local staff members and make suggestions
to cope with the outbreak. In their daily work, workers
placed under FETP are on the lookout for infectious dis-
eases both at home and abroad, assess whether counter-
measures are required, respond to inquiries from people
in general about infectious diseases, present simulations
at a study and other meetings on surveillance, and perform
studies for improvements in the surveillance system. The
participants of this series of on-the-job training are physi-
cians, veterinarians, nurses, pharmacists, and clinical lab-
oratory scientists who have experienced in clinical work,
basic medicine, or public health.

FETP activities are more active abroad than at home
and considered important as the basics of measures
against infectious diseases, including EID/REID and
training is conducted at a national level. Historically,
FETP activities started in the Philippines, Thailand, and
other Asian countries nearly 30 years ago. This system
started in Japan in 1999, almost at the same time as in
China and Republic of Korea. Recently, there has risen
the atmosphere to mutually step up the activities of FETP
work as measures against EID/REID and against ordinary
infectious diseases. The acronym “FETP” is not widely
known in Japan, but it is firmly established in the domain
of public health in other countries.

9, Revision of WHO’s International Health
Regulations

The International Health Regulations (IHR) came out
under Article 21 of the WHO charter. Three diseases
(yellow fever, cholera, and plague), although smallpox
was included earlier, were taken up by the IHR, but as
they were unable to cope with SARS, avian influenza, and
other EID/REID , had a lack of order in the assurance of
compliance by each member country, system of coopera-
tion between WHO and each member nation, and the ne-
cessity of reinforcing measures against terrorism, which
is a real threat, the IHR were revised at the WHO General
Assembly in June 2007.

The main revisions are as follows:

(1) Any event that may constitute a public health emer-
gency of international concern (PHEIC) must be re-
ported to WHO within 24 hours of assessment.

To decide on need for notification any public health
event can be assessed by the following criteria

Is the public health impact of the event serious?

Is the event unusual or unexpected?

Is there a significant risk of international spread?

Is there a significant risk of international travel or
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Understanding of Emerging and Re-Emerging Diseases
(EID and REID)

trade restrictions?

(2) As a system of communication, a national IHR focal
point is established for communication with WHO
at all times. In Japan, the Infectious Disease Surveil-
lance Center of National Institute of Infectious Dis-
eases to communicate with that point is the Health
Science Division of the Ministry of Health, Labor
and Welfare.

(3) Definition of member countries’ core capacity: Stip-
ulations are prepared on the least degree of capabil-
ity that has to be equipped for the surveillance of,
and response to, the outbreak of emergencies, daily
public health control, and responses to the outbreak
of emergencies at airports, seaports, and along the
national border.

(4) Active application of informal information: Regard-
ing the information gained from various sources
beside official channels secured from its member
countries, WHO is able to occasionally inquire the
concerned member countries about the information
gained and seek verification. The member countries,
which are asked to make the verification, must come
out with the primary response within 24 hours. In
cases where the member countries have not accepted
a WHO request for cooperation, WHO is able to
share the acquired information with other member
nations where the refusal may be justified in light of
the risks on public health.

In the outbreak of pandemic started 2009, Mexico filed
reports with WHO on April 12, 2009, about the fact that
people had died of pneumonia and that the outbreak of
influenza-like illness was on the rise in accordance with
the IHR. The virus separated from 2 mild influenza-like
illness patients in South California on April 15 to 17, the
same year, turned out to be the kind mankind has never
experienced before. On April 24, WHO described the out-
break as Public Health Emergency of International Con-
cern (PHEIC). On April 27, WHO raised the pandemic
phase from 3 to 4.

The fact that “all phenomena that may become an in-
ternational threat in terms of public health, regardless of
the causative factors” have to be reported to WHO under
the revised IHR is the most difficult matter that has to be
put into consideration, but the idea seems to be that “the
spread of any unknown disease should not be left unat-
tended.”

10. Conclusions

Today, infectious diseases are no longer fatal enabling
many people to live without anxiety. On the other hand,
there are not a few diseases, which are new or once again
taken up as is the case with EID/REID. The situation of
infectious diseases is favorable in some countries, to be
sure, but it may be pointed out that no improvements have
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been made on a global dimension. Rather, they remain a
grave issue as a cause of death. It must be taken into ac-
count that Japanese people will sometimes happen to suf-
fer overseas from infectious diseases whose outbreak is
quite rare in Japan. It is quite sad that smallpox, the sup-
posedly successfully eradicated disease, has once again
become the focus of attention as a weapon for bioterror-
ism. Biological terrorism is hard to deal with, because the
kind of pathogen that will be put to use is unpredictable,
so are when, where, and how. To terrorists, the use of
pathogens turns out to be a means of raising havoc by ver-
bally threatening the possible use of pathogens. As the
initial symptom of any infectious disease is the symptom
of a cold or the sign or symptom of acute gastroenteritis,
it is difficult to distinguish those symptoms from what is
generally known as a common disease. But, the diseases
used for biological terrorism look like the “same old indi-
vidual infectious diseases,” as long as they are not artifi-
cially produced and deliberately put to use. The new in-
fectious diseases typified by SARS are conventional in the
initial phase, as long as the affliction remains unknown.
The important thing is to keep the measure of infection
in good order to cope with infectious diseases at any time
while watching out for the outbreak of a possible infec-
tious disease at all times.

In April 2009, pandemic influenza HIN1 broke out,
spreading around the world in a short span of a few
months. In tune with man’s movement, this endemic pro-
liferated from man to man in the blink of an eye. It would
be difficult for humans to check the breakout of influenza
pandemic or other new diseases. Rather, the disease is
something that should be looked upon as existing in the
natural world. The thing we can and should do is to make
its scale as small as possible and minimize health damage
and confusion in society. It is necessary to come out with
realistic measures each time an infectious disease breaks
out. The year 2009 will remain intact in the history of
infectious diseases. The measures against the influenza
pandemic were not just an issue of health control. They
are designed for risk control for the whole society and
will be assessed from various viewpoints. By making full
use of those experiences, it is necessary to reinforce daily
measures against infectious diseases in Japan in order to
cope with the outbreak of not only influenza pandemic but
also other EID/REID.
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