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Estimated global incidence of Japanese encephalitis:
a systematic review
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Objective To update the estimated global incidence of Japanese encephalitis (JE) using recent data for the purpose of guiding prevention
and control efforts.

Methods Thirty-two areas endemic for JE in 24 Asian and Western Pacific countries were sorted into 10 incidence groups on the basis
of published data and expert opinion. Population-based surveillance studies using laboratory-confirmed cases were sought for each
incidence group by a computerized search of the scientific literature. When no eligible studies existed for a particular incidence group,
incidence data were extrapolated from related groups.

Findings A total of 12 eligible studies representing 7 of 10 incidence groups in 24 JE-endemic countries were identified. Approximately
67900 JE cases typically occur annually (overall incidence: 1.8 per 100 000), of which only about 10% are reported to the World Health
Organization. Approximately 33900 (50%) of these cases occur in China (excluding Taiwan) and approximately 51 000 (75%) occur
in children aged 0—14 years (incidence: 5.4 per 100 000). Approximately 55000 (81%) cases occur in areas with well established or
developing JE vaccination programmes, while approximately 12900 (19%) occur in areas with minimal or no JE vaccination programmes.
Conclusion Recent data allowed us to refine the estimate of the global incidence of JE, which remains substantial despite improvements
in vaccination coverage. More and better incidence studies in selected countries, particularly China and India, are needed to further
refine these estimates.

Abstracts in 4 H13Z, Frangais, Pyccxmit and Espaiiol at the end of each article.

Introduction

Japanese encephalitis (JE) is among the most important viral
encephalitides in Asia, especially in rural and suburban areas
where rice culture and pig farming coexist.'~* It has also occurred
rarely and sporadically in northern Australia and parts of the
Western Pacific.”°JE is due to infection with the JE virus (JEV),
a mosquito-borne flavivirus. The main JEV transmission cycle
involves Culex tritaeniorhynchus mosquitoes and similar spe-
cies that lay eggs in rice paddies and other open water sources,
with pigs and aquatic birds as principal vertebrate amplifying
hosts."*” Humans are generally thought to be dead-end JEV
hosts, i.c. they seldom develop enough viremia to infect feeding
mosquitoes. Fewer than 1% of human JEV infections result in
JE. Approximately 20-30% of JE cases are fatal and 30-50% of
survivors have significant neurologic sequelae.” JE is primarily a
disease of children and most adults in endemic countries have
natural immunity after childhood infection, but all age groups
are affected. In most temperate areas of Asia, JEV is transmitted
mainly during the warm season, when large epidemics can occur.
In the tropics and subtropics, transmission can occur year-round

but often intensifies during the rainy season.'~

The global incidence of JE is unknown because the intensity
and quality of JE surveillance and the availability of diagnostic
laboratory testing vary throughout the world. Countries that
have implemented high-quality childhood JE vaccination pro-
grammes have seen a dramatic decline in JE incidence. Although
JE is reportable to the World Health Organization (WHO) by
its Member States, reporting is highly variable and incomplete.
In the late 1980s, Burke and Leake estimated that 50 000 new
cases of JE occurred annually among the 2.4 billion people liv-
ing in the 16 Asian countries considered endemic at the time
(approximate overall annual incidence: 2 per 100000).” In the
intervening two decades, despite major population growth,
urbanization, changes in agricultural practices and increased
use of the JE vaccine in many countries, this figure has been
widely quoted, including very recently.”~** In 2000, assuming
an annual, age-group-specific incidence of 25 cases per 100 000,
Tsai estimated that in the absence of vaccination 175 000 cases
of JE would occur annually among Asian children aged 0-14
years living in rural areas.”* The current study used more recent,
published, local or national incidence estimates and current
population data to produce an updated estimate of the annual

global incidence of JE.
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Methods

We approximated the JE-affected ter-
ritory of each of the 24 countries en-
demic for JE using a recent update'® of
an carlier approximation by Tsai'® with
some modifications (Table 1, avail-
able at: http://www.who.int/bulletin/
volumes/89/10/10-085233). Based on
these same approximations,'™'¢ we then
stratified the JE-affected territory of
some countries (e.g. China excluding
Taiwan, India and Nepal) into two or
more incidence strata. Because suitable
studies of JE incidence were not available
for every endemic country or incidence
stratum, we sorted JE-endemic countries
and incidence strata into 10 incidence
groups (A, B, C1, C2 and D through I)
based primarily on geographic proximity,
ecologic similarity, vaccine programme
similarity. Table 1 briefly describes the
status of each endemic country’s JE vacci-
nation programme as of 2009, according
to recent publications and unpublished

sources.®!7=?"

Incidence data

We identified studies that contained po-
tentially useful data on the incidence of JE
in Asiain a manner similar to the one used
in a recent study of global typhoid fever
incidence.”! Whenever possible, this re-
view followed the relevant guidelines for
Preferred Reporting Items for Systematic
Reviews and Meta-analyses (PRISMA).”
The review process is described as fol-
lows and no protocol is available. We
conducted a MedLine search of papers
in any language published between 1985
(arbitrarily chosen to emphasize recent
data) and April 2010. We used the fol-
lowing search strategy and keywords:
Japanese encephalitis 4nd (incidence or
prevalence or public health o7 surveil-
lance o distribution or epidemiology).
An initial set of 1374 unique citations
was downloaded into a computerized
database. The lead author then culled
the set to approximately 255 citations by
scanning titles and abstracts (if available)
and discarding references that did not
involve JE surveillance or epidemiology
in humans (e.g. studies focused on non-
human vertebrates or on entomology,
molecular biology or virology). The lead
author also obtained a full-text copy of
each available reference for review and
further culled the list to approximately
75 references by selecting only those that
contained explicit human JE incidence
data or data that could be used to calculate

incidence. Additional references were
sought from these papers’ reference lists
and from the collections of the authors
(including several papers recently sub-
mitted or “in press”), and this yielded a
total of 80 references of interest. Each of
these papers (or the English translation
of five Chinese-language papers) was
then carefully reviewed by at least two
authors to further cull the list, resulting in
a final group of 12 studies that provided
original, recent population-based and
largely laboratory-confirmed incidence
data (or hospital-based incidence data
in a defined population).'**"**=** These
12 studies consisted of one study each
from Bangladesh, Cambodia, Indonesia,
Malaysia and Thailand, two from China
(excluding Taiwan) two from Japan and
three from Nepal. They represented all
but three (B, E and I) of the 10 incidence
groups (Table 1). Fig. I shows the ap-
proximate locations of the study sites in
cach primary reference. Point estimates of
the annual JE incidence in each primary
reference are shown as cases per 100000
persons (Table 2, hetp://www.who.int/
bulletin/volumes/89/10/10-085233).
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We used an Excel spreadsheet for all
calculations in this study.

Population data

For each endemic country, we obtained
the total population and that of the
approximate JE-affected area from the
country’s official web site (as identified
through www.GeoHive.com). We used
the most recent census data (1998-2011)
or official inter-census estimates (2000
2010) and dichotomized age as follows:
children, aged 0-14 years; adults, aged
> 15 years (Table 1). For each country,
the estimated total population aged 0-14
years was based on percentages for 2010
obtained from the United Nations® (for
Taiwan, China, the percentage was ob-
tained from The world factbook™). Because
a concise source of such percentages for
JE-endemic administrative divisions and
subdivisions of countries was not avail-
able, we assumed that the age distribution
within each country was homogeneous.

Assumptions by incidence group

In unvaccinated populations in endemic
areas, JE is largely a paediatric disease
and most people have acquired active

Fig. 1. Primary reference study area(s)
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Primary reference

- study area(s):

Paul et al.30 — Bangladesh
Touch et al.?5 — Cambodia
Yin et al.20 — China

Xufang et al.'3 - China
Kari et al.26 — Indonesia
Arai et al.23 — Japan
Hashimoto et al.24 — Japan
Wong et al.32 — Malaysia
9. Partridge et al.28 — Nepal
10. Wierza et al.2% — Nepal

11. Bhattachan et al.3' — Nepal®
12. Hoke et al.? — Thailand
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@ Mountain and hill (non-Terai) districts only

Bull World Health Organ 2011;89:766-774E | doi:10.2471/BL7.10.085233

767


http://www.who.int/bulletin/volumes/89/10/10-085233
http://www.who.int/bulletin/volumes/89/10/10-085233
http://www.who.int/bulletin/volumes/89/10/10-085233
http://www.who.int/bulletin/volumes/89/10/10-085233
http://www.GeoHive.com

Systematic reviews
Global incidence of Japanese encephalitis

immunity by adulthood. Conversely, in
arcas with long-standing, high-quality
childhood vaccination programmes, JE
is usually a rare disease of non-immune
adults, especially the elderly. A transition-
al phase in which the incidence of JE in
children and adults is about the same can
also occur.” Because many of our primary
references provided point estimates of JE
incidence for all age groups combined or
for children only (generally 0-14-year-
olds), assumptions about age-specific JE
incidence were often necessary. We had
to make additional assumptions because
of the absence of appropriate primary
references for incidence groups B, Eand I.
We assumed that in some countries with
ahistorically non-homogeneous distribu-
tion of JE risk (e.g. plain versus highland
areas of Sri Lanka and northern versus
southern portions of Thailand), the pref-
erential use of vaccine in areas that were
formerly higher-risk has homogenized
the risk countrywide. Incidence groups
are described in Table 1 and additional
group-specific assumptions are summa-
rized as follows:

o Incidence Group A: Overall incidence
is 0.003 per 100 000; the child (aged
< 14 years) to adult (aged > 14 years)
case frequency ratio is 7:1 (based on
visual inspection of a figure in the
report by Arai et al.”’). Because this
study” and the study by Hashimoto
et al.”* overlapped in time and be-
cause both were based on national
surveillance, a weighted average of
their respective results could not be
used. Therefore, we used the inci-
dence estimate by Arai et al. in our
analysis but included the study by
Hashimoto et al. in Table 2 for com-
pleteness and as general validation of
the results obtained by Arai et al.

o Incidence Group B: JE is rare, with
an overall incidence of 0.003 per
100000, i.e. the authors assumed
it to be the same as in historically
high-incidence areas with long-
standing, high-quality vaccination
programmes (i.c. Incidence Group
A); the child to adult case frequency
ratio is 7:1.%

o Incidence Group CI: Overall inci-
dence is 3.3 per 100000 (weighted
average of results from Yin et al.”
and Xufang et al."”); the child to
adult case frequency ratio is 3:1
(based on the ratio of 156 cases in
0-14-year-olds to 57 cases in per-
sons aged > 14 years among com-
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bined residents and non-residents,
as reported by Yin et al.?).

o Incidence Group C2: Overall inci-
dence is 0.01 per 100000; the child
to adult case frequency ratio is 3:1 (as
for Incidence Group C1).

o Incidence Group D: Incidence in
children aged 12-14 years is the
same as in children aged 011 years;
incidence in children aged 0-14
years is 10.6 per 100000 (weighted
average of results from Touch etal.,”
Kari et al.’® and Hoke et al.”’); the
child to adult case frequency ratio is
7:1 (based on the ratio of 43 child-
hood cases to 6 adult cases detected
from July 2001 through 2006 by
Wong et al.??).

o Incidence Group E: Age-specific inci-
dences in this group are assumed by
the authors to be half as high as in
incidence group D.

o Incidence Group F: Overall incidence
is 2.8 per 100000 (approximate
weighted average of results from two
studies from Nepal***); the child
to adult case frequency ratio is 5:4
(based on the ratio of 532 cases in
0-14-year-olds to 419 cases in per-
sons aged > 14 years, as reported by
Wierzba et al.?).

o Incidence Group G: Overall inci-
dence is 1.0 per 100000 (approxi-
mate weighted average of results
from three studies from Nepal***!
and one study from Bangladesh®);
the child to adult case frequency ra-
tio is 4:1 (based on the ratio of 73
cases in 0—14-year-olds to 17 cases in
persons aged > 14 years, per the table
in the report by Bhattachan and col-
leagues™).

o Incidence Group H: Overall incidence
is 1.5 per 100000 (based on 49 cases
per 600000 persons over a 5.5-year
period in the study by Wong et al.);
incidence in children aged 12-14
years is the same as in children aged
0-11 years; the child to adult case
frequency ratio is 7:1.%

o Incidence Group I: Overall incidence
is 3.3 per 100000 (based on the av-
erage annual incidence of 6.5 per
100000 in nearby Taiwan (China)
during the immediate pre-vaccina-
tion era [1965-1967],” reduced by
50% following a national mass-vac-
cination campaign among children
in 2009); the child to adult case fre-
quency ratio is 7:1.%
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Results

Based on the assumptions noted above,
we estimated that approximately 67900
JE cases typically occur annually in the 24
JE-endemic countries, for an incidence
of 1.8 per 100000 overall (Table 3). Ap-
proximately 33900 (50%) of these cases
occur in China (excluding Taiwan) and
approximately 55000 (81%) occur in
areas with well established or developing
JE vaccination programmes, while ap-
proximately 12900 (19%) occur in areas
with minimal or no JE vaccination pro-
grammes. Approximately 51000 (75%)
of these cases occur in children aged 0-14
years, which gives an estimated overall
annual incidence of 5.4 per 100000 in
this age group.

Discussion

In the pre-JE-vaccination era, tens of
thousands of JE cases were often reported
annually in Asia. During 1965-1975,
more than 1 million cases were reported
in Chinaalone." In Japan, the Republic of
Korea and Taiwan (China) the introduc-
tion of routine childhood vaccination
programmes against JE beginning 40 to
50 years ago, combined with increased ur-
banization and evolving agricultural prac-
tices, resulted in the virtual elimination
of JE, despite continued enzootic JEV
transmission.”'* Other Asian countries
were slower to implement childhood JE
vaccination programmes largely because
of expenses and difficult logistics. Some of
these countries now have well developed
vaccination programmes, others have less
developed programmes, and others still
have no programmes at all.*"""”

During 2006-2009, JE-endemic
countries reported 27 059 cases of JE
(annual range: 4502-9459; average:
6765) to WHO. Fully 86% of these
(23176 cases; average: 5794 cases per
year) were reported from China and
India; 16 countries reported a total of
3883 cases (annual average: 971); and
5 countries reported no cases.”® While
these data almost certainly include some
non-JE cases that were clinically misclas-
sified without the benefit of laboratory
confirmation, they almost certainly also
represent significant under-reporting of
true cases."'* The results of the current
study suggest that the actual incidence of
JEisnearly 10 times higher than reflected
in recent reports to WHO. While we
estimated that approximately 81% of JE
cases presently occur in areas with well
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established or developing JE vaccination
programmes, this probably reflects the
epidemiological distribution of JE, since
vaccination programmes are more likely
to exist in areas with the highest risk of
JEV transmission. It may also reflect bet-
ter surveillance and case-reporting in such
areas. Vaccination programmes in many
of these areas should be expanded and
strengthened. Endemic countries without
programmes or with programmes in early
development should be fully supported in
their efforts to implement and strengthen
JE vaccination programmes.

Because we studied JE incidence, not
mortality or morbidity (e.g. in terms of
disability-adjusted life years [DALY]),
we did not attempt to estimate the global
burden of JE.””* Nevertheless, our results
could contribute to efforts to refine esti-
mates of this burden. Based on an earlier
estimated frequency of 44 000 new JE
cases per year, including 14000 deaths
(32%) and 24000 cases with sequelae
(55%, or 71% of survivors), and an aver-
age disability weight of 0.616, Mathers
et al. estimated the global burden of JE
to be 709000 DALY (by comparison,
the estimated global burden of acute
malaria was 46000000 DALY).” If we
assume a case fatality rate of 20-30% and
long-term neuropsychological morbidity
among 30-50% of survivors,® the results
of the current study similarly suggest that
approximately 13600 to 20400 acutely
fatal JE cases occur and that 14300 to
27200 JE survivors develop long-term
neuropsychological sequelae each year.
Although several studies characterizing
long-term outcomes in JE survivors have
been published,”-** additional studies are
needed to allow for refined estimates of
the global burden of JE.

The methods we used in the current
study resembled the methods that have
been employed to estimate the global
incidence of other infectious diseases,
including typhoid fever, Haemophilus in-
fluenzae type b disease and streptococcal
disease.”*>** Our study is therefore sub-
ject to many of the same limitations. First,
we derived estimates from sparse data of
variable quality, with some notable excep-
tions (e.g. data from Japan). Furthermore,
useful data were lacking from several
important countries or parts of countries.

The absence of data from India is particu-
larly worrisome because the country hasa
very large population and several diverse
JE-endemic regions Although we did not
feel that a formal sensitivity analysis was
essential to enable us to appropriately
interpret our results, these results would
obviously be highly sensitive to relatively
small changes in some input data, espe-
cially for China and India, which together
contain approximately two thirds of the
world’s population at risk for JE. This is
particularly true for Incidence Group C1
(the higher-incidence stratum of China),
which accounted for half of our estimated
global total of annual JE cases, and, to a
lesser extent, for incidence groups D, F
and H (much of India and south-eastern
Asia). In contrast, our results would be far
less sensitive to changes in input data for
incidence groups A, B, C2 and I. Another
limitation of our approach is that some
of the 12 key references for JE incidence
involved hospital-based surveillance in
imperfectly defined catchment areas.
Such studies tend to underestimate true
incidence because they depend on all true
cases being hospitalized (as opposed to
being treated as outpatients) and within
their residential catchment area. Other
studies relied on an incomplete network
of sentinel hospitals and are similarly sub-
ject to an underreporting bias, although
such a bias is not readily quantifiable.
The following are also potential sources
of error that are difficult to quantify: (i)
a lack of standardized laboratory testing
methods (e.g. the use of various commer-
cially available or in-house test kits for the
detection of anti-JEV immunoglobulin M
antibody); (ii) incomplete collection of
clinical samples (e.g. failure to collect and
test both acute- and convalescent-phase
samples in all suspected cases, resultingin
some degree of underdiagnosis); and (iii)
the co-circulation of other cross-reactive
flaviviruses (especially dengue viruses) in
some JE-endemic areas

We did not attempt to distinguish be-
tween urban and rural incidence because
few, if any, of the studies on which our
results were based broke down incidence
in this way. They involved surveillance in
whole countries or in areas that included
a mix of urban and rural populations.
Nevertheless, the risk of JE continues to be
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strongly associated with exposure in rural
and, to a lesser extent, suburban areas.’
Another limitation of our approach is that
JE is an ecologically complex epidemic
as well as endemic disease and therefore
does not exist in a steady-state, even when
incidence is reduced by means of increased
vaccine usage. Thus, to state that a set
number of new JE cases occurs globally
cach year (e.g. 50000, 67 900 or 175 000)
is overly simplistic, however convenient it
may be for some purposes, because the
situation is clearly more dynamic. It was
recently discovered, for example, that
the JEV is circulating in Tibet (China),
formerly believed to be non-endemic.®
More accurate estimates of the global
incidence of JE, including its natural
fluctuations over time, will await the
development of better surveillance and
laboratory capability throughout the en-
demic region, as well as the publication
of additional population-based surveil-
lance studies of laboratory-confirmed
cases. To this end, agencies funding
vaccine programmes should consider
concurrently funding well designed,
population-based surveillance studies of
laboratory-confirmed cases, particularly
in JE-endemic countries for which no
reliable incidence data currently exist. l
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Résumé

Estimation de I'incidence mondiale de I’encéphalite japonaise: une évaluation systématique

Objectif Mettre a jour I'estimation de I'incidence mondiale de I'encéphalite
japonaise (EJ) a I'aide des données récentes afin de guider les efforts de
prévention et de controle.

Méthodes Trente-deux régions endémiques de I'EJ dans 24 pays de 'Asie
et du Pacifique occidental ont été classées en 10 groupes d'incidence sur
la base des données publiées et d’expertises. Des études de surveillance
basées sur la population, utilisant des cas confirmés en laboratoire, ont
été investiguées pour chaque groupe d’incidence par une recherche
informatisée de documentation scientifique. Lorsqu’aucune étude éligible
n’existait pour un groupe d’incidence particulier, les données d’incidence
étaient extrapolées a partir des groupes associes.

Résultats Un total de 12 études éligibles, représentant 7 des 10
groupes d’incidence dans 24 pays endémiques de I'EJ, a été identifig.
Approximativement 67 900 cas d’EJ sont enregistrés chaque année
(incidence totale: 1,8 pour 100 000), dont seulement 10% environ sont
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signalés a I'Organisation mondiale de la Santé. Approximativement 33 900
(50%) de ces cas apparaissent en Chine (a I'exclusion de Taiwan, Chine) et
environ 51 000 (75%) cas touchent des enfants de 0 a 14 ans (incidence:
5,4 pour 100 000). Approximativement 55 000 (81%) cas sont enregistrés
dans des régions offrant des programmes de vaccination de I'EJ en voie
de développement ou bien établis, alors qu’approximativement 12 900
(19%) cas apparaissent dans des régions proposant des programmes de
vaccination de I'EJ minimum ou inexistants.

Conclusion Les données récentes nous ont permis d'affiner I'estimation
de lincidence mondiale de I'EJ, qui reste importante malgré les
améliorations apportées par la couverture de la vaccination. Des études de
I'incidence plus nombreuses et plus précises dans des pays sélectionnés,
en particulier la Chine et I'Inde, sont nécessaires pour affiner davantage
ces estimations.
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Ol.leHKa 320071€BaeMOCTI ATMOHCKUM BHHC(I)aIII/ITOM B MHUPp€: CUCTEMATUYECKOE NCCIENOBAHMIE

ITenp Vicrionb3ys HoBelilne flaHHbIE, BHECTY U3MEHEHUA B
OLIeHKY 3a00/1eBaeMOCTH SMOHCKMUM 9HIepamutoM (SI9) B
I[e/IAX PYKOBOJICTBA MEPOIPUATUAMMI MO IPOPUITAKTIKE STOTO
3abormeBaHMs 1 60pbbe C HIM.

Metopp! TpujuaTh gBa parioHa, SHAEMUYHBIX 10 f9, B 24
cTpaHax As3uM M 3amafHoN 4acTy TMXOOKeaHCKOro pernoHa
ObUIY pasyie/ieHbl 10 TOKa3aTesTio 3a60meBaeMoCTy Ha 10 rpyrmmn
Ha OCHOBE OITyO/IMKOBAaHHBIX AAHHBIX ¥ MHEHMII 9KCIIEPTOB.
ITo K011 rpyIiie ObUI MPOBEIeH KOMIIBIOTEPUSIPOBAHHBII
IIOMCK 10 Hay4YHOIl NUTepaType C Iebl0 BBIABIEHUA
UCCTIeOBAHMIT B 06/TaCTY SIIEMUOTOTMYECKOr0 Hai30pa
Ha 6ase MONyNALMIT C UCIOAb30BaHMEM TabOPAaTOPHO
HOATBEP>K/IeHHBIX CTy4aeB 3abojeBanus. B cydae orcyTeTBus
UICCTIEOBAHMIT, COOTBETCTBYIOIUX TPeOOBAHUAM IIOUCKA, 110
KaKoli-11b0 rpyiie 3a60/1eBaeMOCTH TaHHbIE O 3a00/1eBaeMOCTI
9KCTPAIOIMPOBA/IICh HA OCHOBE IIOKa3aTeNlell POJCTBEHHBIX
TpYIIL

Pesynprarsl Bcero Ob110 BBIABIEHO 12 MCCIefOBaHMUI,
OTBEYAIOLIMX KPUTEPVAM IIOMCKA, KOTOPble IPECTABIIANN CEMb
n3 10 rpynm 3a60/1eBaeMOCTH B 24 CTpaHaX, SHAEMIYHBIX 10 519,

Kak npaBuo, exerogHo IpoucxoputT npuMepHo 67 900 crydaes
3aboneBanus 19 (cpenuss 3aboneBaemocts: 1,8 Ha 100 ThIC.
4eJI0BEK HaCe/IeHsT), 3 KOTOPBIX TO/IbKO 0 10% HaIpaB/IAoTCs
yBeZoM/IeHA BO BceMUpHYI0 OpraHusaliio 34paBOOXPaHeHN L.
ITpubmusurensHo 33 900 (50%) U3 9THUX CTy4aeB IPOUCXOHAT
B Kurae (kpome TaitBas) u mpumepHo 51 Toic. (75%) - cpenn
IeTell B Bogpacte 1o 14 net (3abomeBaeMocTb: 5,4 Ha 100 ThIC.
JertoBeK HacerneHust). [IpnbmsnrenpHo 55 Thic. crydaes (81%)
IPOMCXOAAT B pajioOHAX, B KOTOPBIX IIOCTOSTHHO IIPOBOJATCS
VIV Hada/y OCYIeCTB/IATHCA HPOrPaMMbl BaKIMHALUM OT
519, a npumepro 12 900 (19%) — B paitoHaX, Ifie IPOrpaMMbl
BakIMHaUUM OT IO MMEWT MUHUMAAbHBIN OXBAT MM HE
IIPOBOMSTCS.

BriBop Hogeiiiive jaHHbIe IO3BO/IVIN HAM YTOYHUTD OLIEHKY
3abonmeBaemoctn 519 B Mupe. OHA OCTAETCSI 3HAYUTEIBHOI,
HeCMOTpsI Ha pacliupeHne oxBaTa BakiuHauueit. s 6omnee
TIOJTHOTO Y TOYHEHIIS STHX OL[eHOK HeOOXOAMMBI O07Iee IINPOKIe
u T1y60KMe MCCaefoBaHys 3a00/1eBaeMOCTY B HEKOTOPBIX
CTpaHax, B YaCTHOCTH, B VIHguu u Knrae.

Resumen

Incidencia global estimada de la encefalitis japonesa:
Objetivo Actualizar la incidencia global estimada de la encefalitis japonesa
(EJ) utilizando datos recientes para orientar los esfuerzos de prevencion
y control.

Métodos En base a los datos publicados y a la opinién de profesionales
especializados, treinta y dos areas endémicas de EJ en 24 paises de
Asia y el Pacifico Occidental se clasificaron en 10 grupos de incidencia.
Mediante una blsqueda informatizada de la literatura cientifica, se
buscaron estudios de vigilancia basados en la poblacion utilizando casos
confirmados en laboratorio para cada grupo de incidencia. Cuando no
se encontraron estudios aptos para un grupo de incidencia especifico,
se procedio a la extrapolacion de los datos de incidencia de los grupos
en cuestion.

Resultados Se identificaron un total de 12 estudios aptos que
representaban 7 de los 10 grupos de incidencia en 24 paises con EJ
endémica. Aproximadamente, al afio se solian producir 67 900 casos de

una revision sistematica

EJ (incidencia global: 1,8 por cada 100 000 habitantes), de los cuales
solo el 10% se notificaron a la Organizacion Mundial de la Salud. De
estos casos, aproximadamente 33 900 (el 50%) se producen en China
(excluyendo Taiwan, China) y aproximadamente 51 000 (el 75%) se
producen en nifios con edades comprendidas entre 1os 0 y los 14 afios
(incidencia: 5,4 por cada 100 000 habitantes). Aproximadamente 55 000
(el 81%) casos se producen en areas en las que existen programas de
vacunacion de EJ oficialmente establecidos o en desarrollo, mientras que
aproximadamente 12 900 (el 19%) se producen en dreas con pocos 0
con ninglin programa de vacunacion de EJ.

Conclusion Los recientes datos nos permitieron perfeccionar la estimacion
de incidencia global de la EJ, que sigue siendo importante, a pesar de las
mejoras en la cobertura de vacunacion. Es necesario disponer de mejores
estudios de incidencia en determinados paises, especificamente en China
y India, para seguir perfeccionando estas estimaciones.
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