IRERD B35

wEHCF
wA e

R OBLRRT? aEm e
BT FEg—""°

EEICOLDMTRA DD, WEICLDMTHIRL, FelcEnkD
IEEERE VDD, REARBKIOES UTLETFTEMAENE
RORBZEEEL, AEDEBAICENLELLD.

e

<&

NICU

1)

»A
O}

H
=
¢t
A]
|
=
N
<

SRR UHIC

Lok BHEARTRE Y v & —HElR s
HigiEs (NICU) 15 B IhiiE L, NICU hisg
R 21 R &, BEIAESE (GCU) 16 EA D
o Twh, EHEMIEII L7 3588MT, B
FE NICU 1222 ~30 A, GCUIZ6~9 A, #&
B NICUIZ 7 A, GCU 22 ADSETE LT W
L. SREOMIEINMIZBEERI N TV 57,
NICU X Z DX E R o TRy, DD,
Tl DEEE 7z 5 MFB DR b K EMNEONE
Hre L, BFEO~= a7 Ve 2008 EICIEIEL
T, [NICU KFERIh~ =27 V] 2R L
7o, TIUTHERKE, FEE~OWEE T LD
72O THDH. E61, AEEAREIZRIT

TREMY I L—va v, NICUOFHELE
TAREBELZEICEERZ ., lbvyIar—v
avdMTAB LD, MEOYF UL SIERLT
Wwh, NICU T IhECEIINLEYI 2 b —
vavEAaAILIAT e e, Y22 TV
OIBIEEZBEIERLCE.

S, WHARBEKLHERL, [NICU KERK
WMIEvw—a 7] EvIalb—va itk B
ERI BN 0Tz FEZONB T &0, Kk
T, SOz T AOmO [NICU MRk
DD YT —VEE] (F) &, KEROEE
fioiz# e L7z [RERERWET 7 v a
YA—=F] (F20~®, H30~®), BIV
RERICBRIT) 2 FEMO [SEETHT =

1 BFERALHERRREAREMITIN Y ¥ & — MARETRRESENN, + 2 HERSTARESEREN,
Rhy 7 RUERHEA, % O WEREFAREEWAE, « 4 BPENAFESHORHEMEDL, « 5 NRAEHEE

%, o+« 6 /NEFEFHESEE (F020-8505 BETFAAL 19-1)



BERAOSES
HEADEZ

e 03

¢ & NICURRBBOILHD NI T~V

 Rome | SEIRT
= T R0 IDBRE —
| mmemey) ety Ty NEROREBRE
| -=vEsTBRNTEs | XU Ty M B~ BADRERE. | 5 BEsRE
R L T B _ S OB TR T
wammnETLTIS | |2 PR e i%gﬁﬁgO%fﬁogb1
(R EAED) - DPAP & e
 ESEETHRATED | - FEREE BEEBIC2 ~3ADRENS | & romuosmn

L2 ATBX

* FRIRETHRM - REFNBRER
, o , c TABREYS, 1 ADRE
| - mEmEER * NP EREER L2 - B
m| i A BEML, 1 ADLVRAEL— | 7 REES
5 PNanoyt i REE U7 ? R o wEr.
0 BT

vr&] (84 275,

CHNICU BREHOEHO MY T —

VE (F

)T =V SR ALE Rk | RSB 2
{07 5 EET AT, —RIRDSRAEIIRETE
ThAiH. L L, NICU Evacuation Guidelines
TIE, JERIC NICU 2 583 2 BF I35 b
EEZDOPLEShTWE Y. bhbhids
DOHFA ¥ I 4 YaeEC, [NICU B/
HOP)T—VE]EERLE: R). ToRT

IR RESLERE (), IHeTRIGRE

(#), MEEzREER () &L, #EEE I
KWTI#ZELRLT, TEZEYDOREER K
$AZ X BEMEORRED 2T E, BRI LT
NICUIIZE EEBIECLTWE, SDF h—
7T iE NICU SRR RASERAT VS, JEERRIC
ETh)7—v—8FE] (B1) CRHBL TR

80

ERET).

COREBERERBWMET Vv arh-F
(&2, 3)

[SESERIRT 7 v a vh—F] i, e
SEAIG & K SCBEN, R LIS T, S
BoOX L WHRFOIE 2 HLHE L2 DTH
A 2 1T BREAROMIE, K3 ITIdHE
BLONKHMEERFOMIEZ RS, TOH— NI
Fehehdik (M20, M30) &5—-4Y
—F— (2@, H3®@), F¥—a2v1— (K
2Q, M3®), sMEY OEFEERTH) 7Y -5
(H2®@), w#eifResthk (K3@) ofge
TEPRLBEEINTBY, TheiERTsF 2y
73— P EATTV A, NICU DEEMIG 4 F
— AN TBY, EPFD AL & A2 F— A
BEREFERZEEL, BF—AR AF—L X
Db EIEESEVEERY, CF—213GCU &




BUTBRY Y TDOAH
ERABEATD.
L

WEDIEE ——

BROEZEDATD —1 [ —HEICEETD

()

i

== ON)

|

RERUERICTF T YD
BTV, EBORE
FECULT Oy hE
(HREB|EERT 2.

i

=N

b fem oo

1 DOy bl
RESECNETS 2
~ 3 ADERZELA
gH.

B () | ez oo i
. | bt !
N | L }

Nos CERDIvHOREE | NoS DMEOIvhOREE

?_E%E( 0 | }QL—J:’;;(A) “’% .
.y i [ A
o | 4 i

B1 hIF=Y (T—T500) —BE

BEAZEOHERZHLEL Tna.

EHBEETHYFrvIE (WY
NICU Tt &£y, HICHMEIEDO AETE

81

BT L LT, FEHETHRBET HFEM 10 ~
15 ARMBEICIREL TS, ZOEEMIER
DELIBEL, EETRETE LI LELNE
ELTBY, NICUTKKEESBLU LOMER



c8

MR GEE - B8 WERERN

B iR e icsE. (BE) 5811

it

OFEBROOTZHEA, FEEKL

ORBE. AV I7 Y/ MU F——, VAEL—
F—, ETH-FEZA. BEEFHTD

@y MYBREHS ABD SBETY

@BE, BETYILEETD

QBEEFERNT 2

¥

AFFRELTWDECAEEL, ABFEETS

AF—L
s

=
EEADLE %@?%§EMiﬁawbﬂ%&#
i OFE - BBILER, FEEZEsn
P MERECES TENR DR
PHS | XX XX OEBDOWINERIET DL DER

¥

i (- E5ES BERERFIyvIY—

(B OiER & TEER
DOREEROEEEFHTD
OoFEesE V77 Not—<—, VAEL—F— FI4—
DEEZEFHTD
DOTv MNIBEREHS AR ST
COEBEOEETD
OCEERZMEETS
OABERERE  FTEEEEGTD
OisitiE %?wAﬁB%%%%Ué
OOsIRDREREESEY
D@HEDINREERY
D@X&uj@ﬁﬁ%ﬁm
DEZEd4btE H- éﬁﬁﬁmﬁm(Mﬁ:xxxw
DEED M D&, BREES
DORE - #EICER, $5EEEnED
DOFERILERRT
COBEEBRIUF I TEDHHIEERZ D
C@REESBEFRET D
O®SLE 58000 LAY U—5—BR I VINATT D
G| BEICEHEEEY)
C@BmRR U XELETD
O0EaEFEE - &F— LD DEEES UIAGFEEZ(TI D
[ BR&EE1ER
DOREEERREsE
INOINPWESIES .3
OIS N a1
RO IRt
Do EEEE

ZRE

HM20 HMEREREGOFIVarvA—F (FEmE HE - JBEE ) Bl BRl & 0ER - =il 13 THER]L lE (RS

o

.
% _
oo

@

=

o
Wk O R

€

4

=



€8

F—LU—~5F— HEFRERNG

| BF—/

AECEE 5 MRS BN B o H BAERILE

S8 BEICHA, EEONRES A CEDRED

BB [ERERUARE] HER
2

F—LU—5— WERERFIVIV—hK

B OTEEE S 525
OOEERROEREZFETD
OOREE, 1/ 04— — VAL~ — TI5—
DEEEFHT
OOy MYBRBEHTSABNSEET
DesE0EZTD
[B F—A]
BB F—L& CF—LEDBEDEAEN. BIEEH
[CF—L]
DeOBHEOEEROFF, B—F SECREEZHENTALDCERD
FUTERT D
O®TY—UIDIR & EERODIREERESR S BT
OF — LAROPSAEE
DOsROIREE
OORS v IDES
O@mE0RR
Oz0ss (F518) hofiE (4 - 54E) ~RRSE
COsmIROREE
O@R% v IDEE
COWEDRR
CEES DM EOEE BREER
DORE - #BICHEA. HEBEE TN
DoEEBRIERRT D
DOEERRICNE Y I TEDHEEEZD
DOREREERETD
O®SLE 5000 VA L—3—EX 5 )\A1CT2
Gk | BRCEBEEEY)
D@y REIRET S
DOESERUVAHFEEMENRETT D (EEE0IE)
@ U7 —I—BRONDIEHEAN—FERD, AVIN—EAD
O@ U F—IREH— RIIRALUEBEICED

H20@ HWBERERHGOFIVaVA—F (FoLU-—-F-R) B& R F [fER - =) & EE] B [EHE]




78

T
= -
,“ _—~ B ."
SOV
E :

B2 AlE
P SYSEN
Kﬁ%

F—LAVIN— MERFEERRTR

25—

IR
EPHCERE, PHIRL -
RHIEER

FRTEEDEREEBbNS &F

'%&~$%k%z‘ﬁ5%%ﬁﬂnm

F—LAVI— WBREBFIVIY—|

st
COHEESROOTOEEF 1 —JFEER, REFTFHTD
Deorss 1V Ir7rbhog—<— UVAEL—F— F4-—

DEEIZETET D

D@0y MNUBREAS AR SEET
W OI=La0l= v

BF—LA]
OGB F—4Lé& CF—LEDBOERERTD

[CF—L]

COEgROBERE OFF, $—F £ RrEns
O®~T—U v IDRE BERDIRERER S ENT
[HARiE
COo=»EsER
NOER=
WOEEGES T )
0708 558 HoF—LU—F—~IKRHs
DO BER
Desras
COBEDRESERST YD
CErEsdrs, BRIBEHEknd BE5TD
DEE L M EDEF
OoxE - EEICHEA, ﬁsa%%ﬂﬂu
WO iy
“@ﬁ"mﬁtﬁﬁyﬁtﬁ%%%%%z%
D@ORERsEErREY
u@&ESOUJDZtu —F—BERAI VAT D
(G | BECHEEREEY)
OOHMERANERET 2
OO U P—I—BE[TEL, bUTP—
FHCEED
WO ks Uakai

WA RICRALES

H20@ MWERERNLOT I avh—R (FLXVN—-H) 83 [FER],

Tl THER )% ), Wi ()

-

o
4

s

BoNHER
w Eofe i icha




a8

Y

TU—E%  HEREETN

| BECERES LI EBONG £

v

[SNofFhe—HIT)

- RS ERE= S AR S E—5R - %_% R=or)
ERETD

- B2 RFERNTD
-%ﬁhz«—xﬁmﬁ=%§®mwﬁgﬁbﬁ%&%&ﬁa

SUDIRYT. I DFEEBEETD

-mfaomJUXEu, —DEEEAN. AFVIAICT

- BEORRSRY hORE

JU—EH WERERFIvIY—b

ODU—25%, (2ol
OAFRBDECHDNGE - 88
i

DOSBHEDETY - REY

COR=0DETY - HEY

O@=E - MRREEAEE SEBOES
iR (& 8F8) ~8s

COBHEOETY - Y

COBRZEOETY - WiEY

DO - mEREEAEE. HREOES
OmEirnsEs, JU—2BzER
ORES LI EDE
[ZILofrs]

COBERERZERERT D

cSIVURRERNCER 81 BIOYERETD
BF—A& CF—LEDEOEEERL, BREED
 BEOEVEREIL, RPZEERTD

L@z D IR T, VA FF A~ —~DFEERHBTD
C®SLE 5000 VAL L~ —EAIINACTD

G| FEICHEEREETY)
@Ry MCBEEERTD

H2@® MERERWUROFIYavha—R (TU—EFR) B R

ClE TFET - SRl (& TERE] BE (S




98

fif (T - BEE) BERS

| A OREHERE R R LM |

TR RR
2 NEEA

B2AT Y IICHETD
CEEERAD

{?w&Uwﬁ“@%ﬁ@mﬁg
y,  BUT-I-BRFER

i -

",
e,

i
s

fik (FE - BEEE BERFIvII—b

URASw BT D CEFRAD
UREHEREHRR 2 AEERTS

UEwE (FRER) DEEOBHIEMERDD
OF—LU—F—s&cE, HEERDD
OrU7 ~/~‘§”“‘7E&?ﬁ'ﬁ”é

D=0l D88 O3Y-UI0ZEH

UE=EY (BB LAKEER) Oy 7

O00w MEEE (F—X 1 A) -
BHTHELT, IUY—-U v IdOBs—6EICRE

Wop— LN REEFERL, Ny RE—L% 0w MIEED

O@BEELTOWEVWRESRINER (X2 A) —2~3 A

Wy RE—LEEECED, )P —IUREH—RNEEEE
[CHAD,
CeEs btué{%f%%@% (BB —2A 3 A) -
Dﬁ\i—ﬁﬁm\ a:b
DORE BEEZEORE EaE AF v OB
D@@aajg@%ﬁ%wu@?&
St 0L /)
WOy ==
DeEE—%3k
[(Eestg TR
[IOBE-E=TER - AV v IDOEE
DoREgERnsEs
O8N - SEAHHE
D@ RCREERE
(O =si—dP

-1 AR
T AGEESERE 1 AVAEL—S 8l

-2~ 3 ANNBERER-STU

TH30 BEEEROrIvavh-—F (EEME [EE-B5EE B E& IR

ClE MR - Sl 1F TR BIF TERE

w
O JRuee

¥8ao
WEQCER

CHES




L3

b

F—LU—F— BEETIN

BEOE - BiiEh bEET
i |

| |B§f~¥—b |1 O?;L\i

F—=LU—5— BERFIvII—k

Dedl g - nER
e :w !\ R
~— LI REE, BE, \ASA I, FH, by, VIR,
fm;mﬁé"jj/*f‘y b B, A OEER

- REE

=
=5 BEEEES. Ny FR—-LEREDLICED, B8
SUov s, INAEFI, EF, B, DA DEER
OA2F — LU —F =R ERERBICAIL A w b, BHETR Y. 258
AAREET
UEEESE>ERtmAREEENE (T or 568 ~EBr
OrUFP—I—EBRZ=>00720 (BB =225 vy INEE
Orur mﬁjj FEEASRERRICHD
eI R EESENRE
S (FEES or 2E0E or T or BEE)
f\77)bf?£ PCERE O HEEROK Y BEBEOK ?
[Tipkse
OO3w MEBE (—2 1 A) 2~ 3 AEEREE-> U
Tiol, ¥H—U 2 IOBE—EIOE
WR—LIN REEERRR L, Ny RE—LETw MNIERD
O@EELTVWVENWREERNER (F—R2A) 2~3 ARE
2Ny RR—LZEZEICEED, MNP~V —R2RES
[CBAD
OoOEELTLRERNEE (B
1 ANFVT, T ARESER ) AVAEL—Y B
OF—LA, SRERSETRRETREARE
(BB sy
O0EEER, VABL—9— B4 — R T - REEOER
CoOBEDER,. AV vIDESEZEEMNE or £F or BB

=
=1

T —A3A) 1T A&

D’ﬂ

TH3@ BESEHROTIYavAa—F (F-LU—F—F) 8l [

Tl (3R SEREL & TEEE) MG [ERE




88

F— LA —  BEERE F—LAVN— BERTFIvIY—b
} EENME - EEED SBEHETR ? Oarlo%s - 1858, (RED=5 - 888
e Wb DT~

=SxR—LIRER, BE I\AFA, |H, b, VYvIXR,

f%mﬁﬁ?"ﬁ‘/*fu N, B 73/([3%{@3@

1%2&95
=iE  BEEBEED, Ny RR—LEREDLICEED, B8HT

Sy b IRASF, ER R, A OFER
OrTFP—Y—8%
o TR j‘a‘%“:’)mm BEEDIES - FiE=>1E
o PUT—YURMA- FEASRERICHD
CERRET — AJ-—@-f\azk’z%
S TIVEEPHICEHRE BEEROK ? BEEOK ?
G
OO0y MESE F—X 1 A) 2~ 3 ABFFH->T0s
THR> I, YU ITOBH—ECREE
Kp—LJ\ FEEERR L, Ny RR—LETv MCEhS

% : DOEELTOELWRERIER (-2 2 A ~2~3 A&
B PR—LAESFICEED, NIFP—IURMN— FERERE
[CRED

DemELTLEREBNER (BEET—X 3 A) 1 AINE
1 ANFVT, 1 AREEER 1 AVAEL—Y -8
D?-——L\P? EEERSETIOREF— LU —5— 3R
BT CIER
OCZOHFSEROMEERR LT — LU —F— 3%
DOBEFRR VALZU~F— - TZF5— IRV T - REROER

iy
J iss
B TEREMEL G D) EiE ) VY

3@ BESEIROT IV aVh— R (F—LAVN—F) Bl [,



68

REWERITHY  BEEIIN

| EmmE - BEEHS 2 NERENB |

4

¥

mEgCEROE ||

|

NcU o= B
Lo

i

TEMERSCEE BERTFIvIY—b

DNy b, BRERRAY, REANRZEEBTD
CHERSNISBEEESPINT <

LIhgsRrys
DB & CORBITBEYDIELD
COirESOEED TED
ORESHRDANR~APRRINTLDD

[EETTEE]
ChgOBEEEIC, NICUDRDS#H IS LERA D
DRRICRO BT THD L EZTAD

[Best cem)
ORIEICRD, BETERVWTEEGID

H3® BEREINOFIYarvh—R (REEEEEER) mid TR 7 MER - =), (@& R, BF rHs)




HRERD S A
BHHEAOEL

D

A = fgH IS o
EHICERB U ADBOBL, Bvd—-F—TJIKEEF v LTV

AR St (BUENEE, K2)=(20 : 30, ¥iERET)

(BEsRa]
(O J
1. 1|, @ﬁ%@ﬁﬁ% BERREL, ﬁ%@ﬁ@%ﬁwb?<t ')
i'{iﬁ*&*ﬁ% B | ifﬁ:%ﬁ*ﬁﬁ L |
TN
I. RESNc =T 5. 1. SRS,

I 2 FELBHCHIE U AR, SEERANICERAL. —BRIOBHE TERENVTZEN

ﬂ)\D\ﬁ . BEEODLDS [BE&EEOU—I—] D, %aulufOE:) I, 2?&7}%;@2&5“(@;6&\.

@ . y @ 1@ F® )
® : . Y@@ v I (C I 3@ 3
@ . SN () N 1® } (® 3
@ y® o, 3 ® )@ )
@ : 1 @® \ Y@ , 3

[SEEAE] BRTOINSICRRL, BEURARD, BEESTIvIETD. { v )
[ ] DEEBREWELWZBETDIAHTTD, 220 TERBLTIZEL,
< FE Y - KBS - BIE - ik (BREBHIEEELELY ()
{ I I 1
VRS- FEETY— - BEE - 04—V HE FEOERESDVEY MIRRICERBEERCERSNITLSD,
HHBTENAE TR ()
[ [ l
< ZLOWIREE. TIUOMRE - AEE IV - BRRESEE WRERAEEBEOEEEE ()
{ ]
BRBICR— LNV FOREETNTVDHERL, &5 (3
[ I ]
CERRADSYIw N JRPH - REORBERER - BF (RORB) ()
{ 1l I
{ 1T ]
CEPBIOEDESERRL, BETD ()
[ ]
 FRRAIOMBREZERD, BEIAN-REED ()
{ I ]
¢ Abw)\—ONER 2 REEEER ()
{ 11 ]
o LA L~&—SLEBO00 O CGRIEBOYNBNE) BFEEAN, 2511 F2D {3}
{ I ]
BRENT OK FEESR DES LY. Rybh B8 Bl H/D BREEES ()
[ I )
cHITEREDD ()
[ 11 1
- BRIEREDEBA—ERED @BVESIE U -V~ METUY ML, BRETIOCERERBRZERTS) { )
[ i 1
o SREBRAD/Y AVOEREYD (BEESR) { )
{ i
« ETY—OEER | EMOERICED (PEIROMSSEHENE ()
{ 11 I
 BURDYNETUEWKD, R ¢
[ 1

e

W4 BEETETIVIR




KRYE, EBREDEERIL, RIEOREIVTER
Sh, BEARLHNLEBICEET S L
TroTwWh, ZOEMNCS, HEIWREZLF HEM
WEHESEELLTRS
[BRETHF= v 7&K (MY iF, BEFE
B O ORI EL T KERICLERERN
BREBLTHY, FRICF =y rv—2 %
AL THYDEEZ T L ENTE L,

[NICU S SRS~ = 2 7V 1%, RAAKK
BT TH L, TONBTEA R - /- bR
2, (EEFEOWEINIGIC DXL > TWwWhb, FEuy,
NICU A BB B A L B2 FRITIEE o T
A, HHIEEO M) 7T ViknoThTA

91

LTS, BHEPIRBICKERSEE L
T2E, BBEOBRBIIRE VI, ISIBEME
FHEMAERTNT 2 ECOMIZ, YEEME
IEEHCHIE T 2 LENHA D . TOBKRTD,
SBIETI—ABEFESEBH VI LT3
& B REIRE BHRICIT 072139 R w
LRBbhiz.

KREORFREHEZ, SHC¥yIalb—¥
g VIZEARFTERER LK =27 N
%, ZBHONICU THEUBEIL TR E

72Uy,

E2E30m

1) NICU Evacuation Guidelines. Illinois Emergency Medical
Services for Children, 2009. http://www.luhs.org/depts/
emsc/nicu_evac_guidelines,pdf [2012.11.15]




Infection surveillance after a natural disaster: lessons learnt from

the Great East Japan Earthquake of 2011

Osuke Iwata,? Tomoharu Oki,® Aiko Ishiki,> Masaaki Shimanuki,? Toru Fuchimukai, Toru Chosa,? Shoichi Chida,®
Yasuhide Nakamura, Hiroji Shima,® Michihiro Kanno,? Toyojiro Matsuishi,? Mikihito Ishiki® & Daisaku Urabe?

Problem On 11 March 2011, the Great East Japan Earthquake produced a catastrophic tsunami that devastated the city of Rikuzen-Takata
and left it without an effective health infrastructure and at increased risk of outbreaks of disease.

Approach On 2 May 2011, a disease-surveillance team was formed of volunteers who were clinicians or members of Rikuzen-Takata's
municipal government. The team’s main goal was to detect the early signs of disease outbreaks.

Local setting Seven weeks after the tsunami, 16 support teams were providing primary health care in Rikuzen-Takata but the chain of
command between them was poor and 70% of the city’s surviving citizens remained in evacuation centres. The communication tools that
were available were generally inadequate.

Relevant changes The surveillance team collected data from the city's clinics by using a simple reporting form that could be completed
without adding greatly to the workloads of clinicians. The summary findings were reported daily to clinics. The team also collaborated with
public health nurses in rebuilding communication networks. Public health nurses alerted evacuation centres to epidemics of communicable
disease.

Lessons learnt Modern health-care systems are highly vulnerable to the loss of advanced technological tools. The initiation — or re-
establishment — of disease surveillance following a natural disaster can therefore prove challenging even in a developed country. Surveillance
should be promptly initiated after a disaster by (i) developing a surveillance system that is tailored to the local setting, (i) establishing a
support team network, and (i) integrating the resources that remain — or scon become ~ locally available.

Abstractsin ( ¢, HI3T, Frangais, Pyccruit and Espafiol at the end of each article.

Introduction

On 11 March 2011, north-eastern Japan experienced one of
the most catastrophic natural disasters ever recorded — the
huge tsunami that resulted from the Great East Japan Earth-
quake.’ In Rikuzen-Takata, in Iwate prefecture, a 16 m-high
wave swept across 85% of the city and damaged or destroyed
many buildings, including the four-storey city hall, the
prefectural hospital, seven of the city’s nine health clinics
and all nine of its pharmacies (Appendix A, available at:
https://dl.dropboxusercontent.com/u/27176676/onlinedata/
BLT13117945/Appendix.pdf). Overall, 1730 citizens — or 7.4%
of the city’s population, including two physicians, six public
health nurses and many other health-care professionals -
were killed or presumed to have been killed by the tsunami”
The city’s health-care system - which had had a shortage of
physicians even before the disasler — was left in lotal disarray.
'The Iwate prefectural government soon called in health-care
support teams from elsewhere in Japan.

By early May 2011 - 7 weeks after the disaster ~ 16 teams
of local or visiting clinicians and one team of public health
nurses were providing health care in Rikuzen-Takata.” At
the same time, 15804 refugees ~ 70% of the city’s surviving
citizens — were still living in the 88 village halls, factories,
schools and indoor sports facilities that had been converted

into evacuatjon centres (Appendix A)." Most of these evacua-
tion centres were overcrowded and had inadequate insulation
and air conditioning. The cily had a working mobile phone
network at this stage but the signal was weak in coastal and
rural areas. The city’s electricity, water and sewerage services
remained disrupted in most areas,”

After the tsunami, infection surveillance was urgently
required to protect Rikuzen-Takata’s refugees from major
outbreaks of communicable disease.® However, it soon became
clear that the chain of command amonglocal government ad-
ministrators and the city’s health-care support teams was too
weak to permit effective surveillance.? Approximately 1 month
after the disaster, the Iwate prefectural government therefore
formed a taskforce to facilitate infection surveillance (Appen-
dix A).”* Between 13 April and 16 August 2011, this taskforce
used a specialized tablet computer to collect information on
cases of infection from the evacuation centres - about 300
- that then existed in Iwate prefecture. The taskforce, which
collected data from a mean of 13.2 centres per day, included
a mobile support team. The taskforce’s surveillance data al-
lowed the mobile team to alert refugees to potential disease
outbreaks.” However, the data were not made available to most
of the other health-care support teams working in the city or
even to the city’s Health Service Bureau. On 23 April 2011,
nine clinics that had been established ~ or re-established - after

2 Centre for Developmental and Cognitive Neuroscience, Department of Paediatrics and Child Health, Kurume University School of Medicine, 67 Asshimachi, Kurume,

Fukuoka 830-0011, Japan.
"wate Prefectural Takata Hospital, Rikuzen-Takata, Japan
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the disaster initiated their own surveil-
lance for influenza, measles, enteritis
and scabies in Rikuzen-Takata. This
was a response to a recommendation of
a health-care team from Kobe - a city
that was left devastated by an earthquake
in 1995. Although the clinic data were
assimilated at daily coordination meet-
ings, they were never systematically
analysed.

‘the main aims of our project were
to establish an efficient system of infec-
tion surveillance to cover all of the clin-
ics in Rikuzen-Takata - using only the
resources that were locally available -
and to maintain this system until most of
the evacuation centres had been closed.

Strategy and process

A surveillance-specific “working team”
of seven volunteers ~ who had then
already been collaborating for about
1 month - was formed on 2 May 2011
(Appendix A). This team comprised
a government oflicer from Rikuzen-
Takata’s Health Service Bureau and
physicians and paediatricians from
Iwate Prefectural Takata Hospital in
Rikuzen-Takata or St Mary’s Hospital
in Kurume. The members of the team
contributed to the project on a pari-time
basis and had other daily tasks.
Immediately afler its creation, the
working team spent three days inter-
viewing representatives of the 16 health-
care support teams that were then oper-
ating in Rikuzen-Takata. Their aim was
to assess local conditions and determine
the resources that were locally available.
Eight of the support teams were based
in the Takata or Yonesaki districts of
Rikuzen-Takata (Appendix A) and
six of the other teams joined twice-
daily coordination meetings at Yonesaki.
However, most of the support teams
provided their services on a stand-alone
basis and the chain of command among
the teams was poor. All of the support
teams encouraged the launch of a uni-
fied system of infection surveillance in
Rikuzen-Takata. A reporting format
for cases of infectious disease that was
consistent with pre-existing surveys,
minimally burdensome and flexible - in
terms of the methods that could be used
to pass on the data for assimilation and
analysis — was commonly requested. The
working team concluded that (i) infec-
tion surveillance should be clinic-based,
to detect early outbreaks; (ii) the adverse
impact of infection surveillance on clini-

cians’ workloads should be minimized
by introducing a simple reporting for-
mat, and (iii} the main problems in com-
munication - for example, for the daily
submission of completed report forms
to the working team and for alerting the
relevant health-care professionals about
any increased risk of a disease — could
probably be overcome by establishing a
communication network at the “grass-
roots” level.

Draft and refinement of protocol

The two infection surveillance systems
that had already been explored in
Rikuzen-Takata after the tsunami were
both based on a reporting format recom-
mended by the United States Centers for
Disease Control and Prevention.’ The
working team dralted a simple reporting
format that combined aspects of these
earlier systems. To promote the new
surveillance project, the working team
visited each clinic in Rikuzen-Takata
in the company of the existing team of
public health nurses - who had all vol-
unteered to support the project. During
these visits, time trend data from earlier,
preliminary surveillance were presented.
Participants - the clinicians working for
the support groups in the clinics — were
told that they could use any available
communication method to report cases
of infection - to the Health Service Bu-
reau, a support group coordination
meeting or a public health nurse - or
to obtain feedback data trom the work-
ing team. For example, they could use
mobile or Jandline telephones, facsimile
machines or the internet, or simply hand
a completed paper surveillance form to
a public health nurse. The working teamn
closely shared information and strate-
gies with Rikuzen-Takata’s municipal
government. The protocol for the project
was also reported to the Iwate Public
Health Unit to confirm its consistency
with the prefectural government’s strat-
egy for disease surveillance,

Launch and operation of
surveillance project

A surveillance form was released as a
pilot version on 4 May 2011, and as a
final version 2 days later (Appendix A)
- when the protocol for the project was
approved by all 16 support teams in
Rikuzen-Takata and comprehensive data
collection commenced. Data recorded
on the forms by clinicians working in
the support teams were collected daily
by the Health Service Bureau from four
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support teams in Takata. Another 10
support teams submitted completed
surveillance forms at daily coordina-
tion meetings in Yonesaki or via public
health nurses. Two other support teams
submitted data from the forms daily,
using a facsimile machine or a landline
telephone.

One member of the working team —
using Excel 2007 (Microsoft, Redmond,
United States of America) and a tailor-
made macro - developed a database
format to facilitate the semi-automated
analysis of the surveillance data and the
preparation of summary findings. Each
day, time trend data on the incidence of
each recorded infectious disease over
the previous two weeks were sent to
each support team (Appendix A). These
summary results were also displayed at
each major base used by any of the sup-
port teams. As they visited the support
teams, the public health nurses regularly
thanked the participants and encour-
aged further data collection. At the start
of the project, the members of the work-
ing team each spent up to 50% of their
daily work time on the project protocol
and its implementation. However, once
the project had been running for a few
weeks, the daily time that the working
team spent on the project fell substan-
tially, partly thanks to the concurrent
restoration of landline telephone lines
throughout most of Rikuzen-Takata.
Subsequently - despite the gradual
decline in the visiting workforce - in-
fection surveillance was maintained,
at an average response rate of 96.2%,
until the end of the project. The project
was terminated on 13 July 2011, when
most of the evacuation centres had been
closed and Iwate Prefectural Takata
Hospital had been re-opened, albeitata
temporary site (Appendix A). The qual-
ity of the surveillance data that formed
the focus of the project was deemed to
be generally satisfactory. Records that
were incomplete or ambiguous were
rarely encountered. The quantity of
additional, voluntary information that
was assimilated — such as descriptions of
specific cases of some diseases ~ varied
significantly according to the support
team involved.

Support tearns were alerted - by the
working team - whenever the working
team thought it had detected the early
signs of an outbreak of a communicable
disease, such as the observation of at
least two cases of antigen-positive influ-
enza on each of the previous two days.
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If the suspected outbreak continued
to expand, refugees and other citizens
were also alerted, either by the Health
Service Bureau - generally via an an-
nouncement in the weekly bulletin that
was published, in printed format, by
Rikuzen-Takata’s municipal government
- or by the team of public health nurses.
The public health nurses advised the
stall working in evacuation centres on
how best to isolate patients with highly
contagious diseases — such as influenza
and norovirus enteritis - within the
limited space that was available. For
the other communicable diseases that
were observed - such as common cold,
mumps and hand, foot and mouth
disease - the cases, their caregivers and
neighbouring refugees were offered
preventative measures such as facemasks
and alcohol-based hand washes.

Findings from the infection
surveillance

During the project, 16587 patients
were seen by clinicians working for the
support teams in Rikuzen-Takata. Of
these patients, 44.3% were older than 64
years and only 9.6% were younger
than 15 years (Appendix A). 'lhe most
frequently reported problem was re-
spiratory disease (1437 cases), followed
by gastrointestinal illness (301), skin or
soft-tissue lesions (164) and fever (20).
Neuromuscular disorders (7) and jaun-
dice (1) were also formally recorded,
whereas cases of some other diseases,
such as mumps, were only mentioned in
the “comments” section of report forms.
The incidences of respiratory illness
and gastrointestinal illness were both
highest at the commencement of the
surveillance, Tnfluenza viral infection
was confirmed - with a positive anti-
gen test ~ in each of 113 patients. Small
outbreaks of mumps and of hand, foot
and mouth disease were mentioned on
the report forms, in May 2011 and June
2011, respectively, None of the recorded
disease outbreaks developed into a seri-
ous epidemic or pandemic.

Discussion

Health-care systems in developed coun-
tries are heavily dependent on modern
technology and are, in consequence,
very valnerable to natural disasters such
as the Great East Japan Earthquake. The
tsunami that struck Rikuzen-Takata in
2011 left no effective system of disease
surveillance, It also hampered early

attempts to re-establish such a system
because it hroke the necessary chains
of command and devastated the city’s
communication network. The failures
of these early attempts were, however,
soon recognized and - as the city’s whole
infrastructure was slowly rebuilt — a new
and effective system of disease surveil-
lance was created from the resources
that were locally available. In the post-
disaster development of a health-care
system, the formation of at least one
on-site “working team” that can opti-
mize the system for the local setting and
facilitate a support team network using
the best available resources should be
considered.

Post-disaster infection
surveillance today

To protect the survivors of natural
disasters from diseases,'™'" the prompt
establishment - or re-establishment
- of a system of infection surveillance
is essential.'>'"* Infection surveillance
is known to have played an important
role in preventing outbreaks of com-
municable diseases following the 2004
Indian Ocean earthquake and the 2008
Sichuan earthquake.'™" Afler the Great
East Japan Earthquake, primary medical
care was rapidly provided by the devel-
opment of several stand-alone clinics
that were run by local and visiting teams
of health personnel. The rigorous coop-
eration between support teams and the
effective communication network - that,
together, would allow the rapid redevel-
opment of an effective city-wide system
of health care - took longer to develop.

Initiation of infection surveillance

To overcome the lack of an efficient
command chain among the health-care
support teams that worked in Rikuzen-
Takata in the months immediately after
the 2011 tsunami, the Iwate prefectural
government created a small taskforce
and provided it with a tablet computer
to facilitate infection surveillance in the
evacuation centres.”'* This taskforce
was able to take advantage of the early
creation of a mobile phone network
that covered all of the larger evacuation
centres. While precious information was
collected by the taskforce, the benefit
of that information to the health-care
support teams working in Rikuzen-
Takata at the time was very limited. The
taskforce covered too smalla population
and used an inflexible and relatively
ineffective system for disseminating the
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data to those who would have found
them useful ¥

In an attempt to overcome the
taskforce’s limitations, we aimed to es-
tablish clinic-based surveillance across
the whole of Rikuzen-Takata. As many
modern methods of communication re-
mained unavailable at the smaller evacu-
ation centres and clinics, we allowed and
encouraged participants to use whatever
methods were available to them. Most
participants simply passed their com-
pleted surveillance forms to a member
of the working team or a public health
nurse and none used e-mails to submit
their data. The clinic-based surveillance
system benefited from reliable informa-
tion provided by medical professionals.
The difference between the incidence of
antigen-test-positive influenza recorded
in the clinic-based surveillance (0.07
cases per 1000 citizens per day) and
the incidence of influenza-like illness
recorded in the evacuation-centre-based
surveillance (0.6 cases per 1000 evacuees
per day)? illustrates the degree to which
the results obtained with the two ap-
proaches can difler.

Resources needed for infection
surveillance

Careful assessment of local settings
and the development of a support team
network are essential for the optimal
implementation of post-disaster health-
care strategies and, for this, the creation
of an active on-site “working team” is
recommended. As our working team
was not supported by specific funding,
its members had to divert a substan-
tial amount of their work time to the
project, although they were all formally
employed to conduct other activities.
However, after the clinic-based systemn of
infection surveillance had been imple-
mented for a week, the members of the
working team had to spend much less
time on the system. This trend was the
combined result of a smooth-running
system once any “teething” problems
had been resolved and the once-novel
procedures had become routine, the
semi-automated nature of the system
of data-processing, and the concurrent
restoration of the landline telephone
system in Rikuzen-Takata.

Post-tsunami infectious disease
outbreaks

Following tsunamis, an atypical form of
pneumonia known as “tsunami lung” has
been reported in survivors who nearly
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drowned.!'? We observed an outbreak
of respiratory illness in May 2011 but the
symptoms were generally confined to a
cough." Given that this outbreak did not
appear to aflect children younger than
5 years — who generally spent more time
indoors afler the disaster than their adult
counterparts - the symptoms might be
attributed to dusty tsunami debris in
the air.” Qutbreaks of gastrointestinal
illness and influenza were also noted.
Precautionary measures and isolation
of patients might prevent further cases
of these diseases.

Conclusion

Our observations in Rikuzen-Takata
indicate that efficient infection surveil-
lance can be swifily established after
a catastrophic natural disaster, even
without specific funding or the full-time
employment of dedicated staff. Health-
care support teams should be allowed to
use the best method of communication
that remains available. Ideally, an on-site
multidisciplinary working team — which
can assess region-specific characteristics
of the disaster area and establish rigor-

Lessons from the field
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Box 1.Summary of main lessons learnt

+ Modern health-care systems are highly vulnerable to the loss of advanced technological

tools.

- The support teams responsible for re-establishing primary health care following a
catastrophic disaster need to cooperate and form an effective but flexible network of
communication, data collection and data feedback that is carefully adapted to the local

setting.

- The resources that remain — or become —

locally available need to be integrated into the

surveillance system and to be fully exploited.

ous cooperation between the various
support teams using the best available
resources (Box 1) - should be formed. &
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Résumé

Surveillance de linfection aprés une catastrophe naturelle: lecons tirées du grand tremblement de terre dans lest du Japon en 2071,

Probléme Le 11 mars 2011, le tsunami catastrophique provoqué par le
grand séisme dans l'est du Japon dévastait la ville de Rikuzen-Takata en
la laissant sans infrastructure de santé efficaces et avec un risque accru
de flambées d'épidémies.

Approche Le 2 mai 2011 sest constituée une équipe de surveillance
des maladies, formée de volontaires cliniciens ou membres du
gouvernement municipal de Rikuzen-Takata. Lobjectil principal de
I'équipe était la détection des signes précoces dépidémies
Environnement local Sept semaines apres le tsunami, 16 équipes
de soutien fournissaient des soins de santé primaires a Rikuzen-Takata
mais la hiérarchie entre elles restait faible et 70% des citoyens survivants
se trouvaient encore dans des centres d'évacuation. Les outils de
communication disponibles étaient généralement inappropriés.
Changements significatifs Léquipe de surveillance a collecté des
données dans les cliniques de la ville en utilisant un simple formulaire

de rapport pouvant étre complété sans trop ajouter au travail des
cliniciens. Les résultats étaient communiqués quotidiennement aux
cliniques. Léquipe a également collaboré avec des infirmiers de la santé
publique pour rétablir les réseaux de communication, Les infirmiers de
la santé publique alertaient les centres d'évacuation des épidémies de
maladies transmissibles,

Legons tirées Les systémes de santé modernes sont fortement
vulnérables a la perte des outils technologiques de pointe. Linitiation
—ou le rétablissemnent — de la surveillance des maladies a la suite d'une
catastrophe naturelle peut dong se révéler difficile méme dans un pays
développé. La surveillance devrait pouvoir étre initiée rapidement
apres la catastrophe en (i) développant un systéeme de surveillance a la
mesure des installations locales, en (if) établissant un réseau déquipes de
soutien et en {iii) intégrant les ressources qui demeurent — ou peuvent
rapidement étre — disponibles localernent.

Pezome

3nugHag3op B palioHax, NoCTPagaBLInX OT CTUXUIHBIX 6eCTBNIA: YPoKy BONbLIOro BOCTOUHO-ANOHCKOro

semneTpaceHnn 2011 .

fipoGnema 11 mapta 2011 r. KaTacTPOOWUUECKOE LYyH3IMH,
BbI3BaHHOE DONBWKUM BOCTOYHO-ANCHCKAM 3eMAETPACEHUEM,
0bpylWMNock Ha ropop Puky3eHTakata, GakTUUECKN YRUUTOXVB B
HEM BCIO MHGPACTRYKTYDY 3LPABOOXDBHEHUA 11 PE3KO NOBLICUB DUCK
BO3HVKHOBEHMA INWAEMUONOTUUECKOHR CHTYaLINK,

Meaxon 2 mas 2011 1. Hoina chopmmuposaHa A0BPOBONLUECKan
MAHaA30PHaR BPKUIALR, B COCTAR KOTOPOM BOLIN MELWKM 1 USIEHE!
DUIKY3EHTAKaTCKOrO MyHvUmnanutela. OCHOBHONW 3agavuel Gpurags!
GbINO BLIABMEHVE NEPBLIX NPK3HAKOB BCNbILUEK 3ab0neBaHui.
MecTHole yoaoBua Yepes cemb Heflenb NOCNE UyHamn B
Puiky3eHTakaTe GyHKLMOHWposany 16 Bpuragd nepBryHON Meguko-
CaHUTAPHOW MOMOLUK, OHAKO VX B33UMOLENCTBME OCTaBNAMO
KENaTb NyJwero, 1 70% BbixMBILMX XUTENEH TOPOAA OCTaBanCh
Ha 2BAKONYHKTaX. Mmelowmecs cpecTsa ceasm no Sonblel yacty
ObiNK HEaREKBATHLIMM,

OcyuiecTBneHHble nepemeHbt DnaHaa3opHas bpwraga sena cbop
JIAHHBIX U3 TOPOACKMAX KNMHUK METOAOM MDOCTONO aHKETUPOBAHWS,

HE CIINWKOM OBPEMEHITENBHOTO AR MELWLMHCKUX CNIeUMan1cTos,
Pe3ynbTaTel aHKETUPOBAHUA exeaHeBHO 0606Wanucs v
Nepefaganich 8 KNMHWKK. bpuraga Takike nomorana caHurapam
CUCTemMbl OBLWECTBEHHOIO 3APaBOOXPAHEHNA B BOCCTAHOBASHMM
KOMMYHWKaLVOHHbIX ceTer. CaHuTapsl ONoBewani nepcoHan
3BAKONYHKTOB 06 3nuIemmnax 3apasHbix HonesHen.

Boigopbl COBPEMEHHBIE CACTEMBI 3[PABOOXPAHEHUA YPE3BbIYaiHO
YA3BUMBI K YTPATE CAOMHBIX TEXHUUECKWX CPEACTS, Y Da3BepTHIBAHNE
AV BOCCTAHOBNEHME CUCTEMbB 3MUAHAA30PA NOCTE CTUXMIAHbIX
BenCTBUIA OKA3bIBAGTCH AOBOABHO NPOBAEMATUUHbIM JaXKe B
Pa3BUTLIX CTPaHax. B NoCTpajaBlwimx panoHax 3rnnaHaA30p
HEOBXOANMO HaUMHATD HEMEAIEHHO NOCPEACTBOM (i) Pa3BepTLIBaHMA
a0anTUPOB3HHOM K MECTHBIM YCIIOBMAM CUCTEMB HaA30pa,
(i) opraHmzaumm B3aumogehcTema mexay 6puragami obecrieueHnn
w (i1} 330eMCTBOBAHNS YUEMEBLINX MAK BOCCTAHABTIMBAEMBIX MECTHbBIX
pecypcos.

Resumen

Control de infecciones después de un desastre natural: lecciones aprendidas del Gran Terremoto del Este de Japén de 2011

Situacién El 11 de marzo de 2011, el Gran Terremoto del Este de Japdn
ocasiond un tsunami catastrofico que devasto la ciudad de Rikuzen-
Takata y la dejé sin una infraestructura sanitaria eficaz y con un riesgo
mayor de sufrir brotes de enfermedades.

Enfoque El 2 de mayo de 2011, se formé un equipo de control de
enfermedades constituido por voluntarios médicos o miembros del
gobierno municipal de Rikuzen-Takata, El objetivo principal del equipo
era detectar los primeros signos de brotes de enfermedades.

Marco regional Siete semanas tras el tsunami, habfa 16 equipos de
asistencia encargados de proporcionar atencion primaria sanitaria en
Rikuzen-Takata, pero con una cadena de mando débil entre ellos, por
lo que el 70% de los ciudadanos que sobrevivieron permanecieron en
centros de evacuacion. Las herramientas de comunicacién disponibles
fueron, en general, insuficientes.

Cambios importantes El equipo de control recibié los datos de las
clinicas de la ciudad a través de un formulario de informe sencillo que se
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podia completar sin que la carga de trabajo de los médicos aumentara
demasiado. Se informaba diariamente a las clinicas sobre el resumen
de los resultados. Asimismo, el equipo colabord con los enfermeros de
salud publica en la reconstruccion de las redes de comunicacién. Los
enfermeros de salud publica alertaron alos centros de evacuacidn acerca
de las epidemias de enfermedades transmisibles.

Lecciones aprendidas Los sistemas de salud modernos son muy
vulnerables a la pérdida de herramientas tecnoldgicas avanzadas. Por

Lessons from the field

Infection surveillance after earthguake in lapan é
tanto, la iniciacién (o el restablecimiento) del control de enfermedades
tras un desastre natural puede resuitar un reto, incluso en pafses
desarrollados. El control debe iniciarse inmediatamente tras un desastre
mediante (i) el desarrollo de un sistema de control adaptado al contexto
local, (i) el establecimiento de una red de equipo de asistencia, y (iif) la
integracion de los recursos restantes o que vayan a estar disponibles
pronto a nivel local.
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