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1 Summary

Up till now we have largely looked at the Computational Epidemics with a view of mod-
elling them, which includes aspects like model selection , network formation and ways and
means to effectively detect whether there upcoming a pandemic or not! As of now, we have
covered up till here and going forward from here we wish to predict the pandemic (spread
of disease) and discover ways and means to control it! But all these models being data
centered models, must have some data sets to work on before going to the predictive phase!
Where does this data come from? The data effectively comes from *Surveillance’ , and In
this lecture we mainly focus on the data sources which help us train, test and validate our
models and hence make it use full for future prediction, which we will see in the forthcoming
lectures!. For now, let’s focus on the topic ’Surveillance’!

Planning, implementing, and evaluating public health practices require the ongoing, sys-
tematic collection, analysis, and interpretation of health-related data. This overall process
followed by timely distribution of these data to those in charge of prevention and control
defines public health surveillance. In order to improve epidemic forecasting, a variety of
data-sets have been used, with advantages ranging from capturing complementing aspects
that better characterize the dynamics of disease dissemination to early-stage indications of
disease outbreaks. New data sources like smartphones, internet search engines, and satel-
lite photos are now being explored and made more widely available as a result of recent
initiatives, which were particularly sparked by the COVID-19 epidemic. The lecture cate-
gorizes and briefly describes the data-sets which are currently being used in public health
surveillance.

2 What is Surveillance?

”The ongoing, systematic collection, analysis, and interpretation of health-related data
essential to planning, implementation, and evaluation of public health practice, closely in-
tegrated with the timely dissemination of these data to those responsible for prevention and
control” — CDC

In a broader sense we refer 'surveillance data-sets’ as the more comprehensive data that
can aid in the prediction of epidemic outcomes rather than only health-related data. Other
crucial elements for the propagation of disease are included in this:

e Behavioral factors include mobility and following public health advice

e Environmental elements like the climate



We now look at the various data sources which are are used in epidemiological surveil-
lance! These data source come from diverse backgrounds and thus their application in the
field of disease surveillance varies! For example, Mobility data from an app like Google
maps, may help in disease surveillance by constructing a network among the concerned
population, whereas social media trends like google and twitter trends may help in disease
surveillance by determining the health-state of a person through sentiment analysis. In or-
der to better classify these various data-sets; we study them by constructing a data-source
pyramid called Surveillance pyramid!

3 Surveillance pyramid

The surveillance pyramid from top to bottom as shown in Figure 1; shows the many stages of
a person’s disease, with the area corresponding to the population. Our proposed taxonomy
of data-sets utilized in the literature to inform forecasting models is connected to each of
its levels, and some of their typical examples are shown. Direct surveillance of the disease’s
transmission is represented on the left side of the pyramid. The right side of the pyramid
represents the proxy measures of epidemiological indicators of disease transmission. The
proxy measures act as surrogates when we don’t have enough actual data from the sources.
These include, search trends, mobility data, satellite images etc. Each are best suited for a
particular subgroup/ state of the population which is marked as levels in the pyramid.
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Figure 1: Surveillance pyramid describing the conceptualization of surveillance data sources.
[12]

From Figure 1; At the bottom we observe the general population and corresponding
health data collection methods like Community surveys and help in deciding demographic
policy measures. Further we see that the population size in the pyramid becomes smaller
as we go towards the end of the pyramid. The other end of the pyramid representing
the deceased population due to the disease. Each of the levels in the pyramid and it’s
corresponding direct surveillance and epidemiological proxies are discussed as follows:

e General population : The bottom of the pyramid represents the general population,
this is the population on which we wish to study the prediction capabilities of our
model. This would essentially provide the data for network construction and other



general population based inferences! The dataset can be retrieved from community
based surveys, which have the know about of the population in the community or
else it can be determine through proxy measures such as census studies or other
demographic studies!

e Infected population : The subset of General population which have been infected
by a particular disease forms the next level of the pyramid. For this set we have a lot
of actual testing data coming from Sero-Epidemiology (which means lab testing, like a
swab test). Moreover, we can also have data from proxy measures such as 'Behavioral
surveys’ over the social media platforms or sampling wastewater for disease pathogens
and then relating them to infected people carrying that disease pathogens.

e Symptomatic : The next subset of the infected population are those who are infected
and showing symptoms of the infection. Here we need not go for the Sero-test (lab
test) as we can now test for the symptoms. For example, Body temperature scan on
a community basis can provide us the need full data of the symptomatic individuals.
Moreover, we can also have data from surrogate measures like search trends and
symptomatic surveys, where people who feel symptoms of any disease, come and
report in order to seek help from wellness advisors.

e Sought healthcare : Some of the symptomatic individuals go on to take healthcare
advice/support from medical advisors and they form the next level of the pyramid.
Here, the actual data can be easily provided by the hospitals and medical support
units. While, we can also have surrogate data from sources such as Medicine shops,
as all the people who sought healthcare advice may go on to buy some medication.
Or from sources like Satellite imaging of the parking lots of the hospitals, the more
number of vehicles in the parking lot, more the number of people seeking healthcare
advice!

e Hospitalised : Among the symptomatic individuals who sought healthcare advice,
some may need hospitalisation. And when they are being admitted to the hospitals
they are always marked on the data entry of the corresponding hospital. This data-set
is almost complete and requires little to no surrogate source as such!

e Intensive care : Some of the Hospitalised individuals will need further Intensive care
which can again be tracked down to a precise value and hence no need of surrogates
as such.

e Deceased : Out of the people who received Intensive care unit treatment some may
end up deceased and again this can be tracked to a precise value since the previous level
was up to a certain precision. Also to note, that most of the epidemiological models
which we build are tested at this data set only, since it is one the most validated data
set among all the data-sets discussed above.

In discussing the Surveillance pyramid we see various datasets being used at each level,
thus we now discuss the various data-sets of the pyramid in much detail.

4 Datasets

In order to improve epidemic forecasting, a variety of datasets have been used, with advan-
tages ranging from capturing complementing aspects that better characterize the dynamics



of disease dissemination to early-stage indications of disease outbreaks. New data sources
like smartphones, internet search engines, and satellite photos are now being explored and
made more widely available as a result of recent initiatives, which were particularly sparked
by the COVID-19 epidemic. We categorize and briefly describe the dataset corpora we
discovered in earlier work in this section. The categorisation of the list of the datasets can
be done as follows:

e Clinical Surveillance :

1. Line List and Testing
2. Health Service Records
3. Electronic Health Records (EHR)

e Digital Surveillance :

1. Online search and social media
2. Online surveys

3. Mobility and contact tracing

4

. Retail and Commerce
e Novel data modalities :

1. Satellite Images
2. Genomics

3. Environmental

5 Clinical Surveillance

These data sets give firsthand information to conduct disease surveillance since they are
derived from clinical information of patients (observation and treatment) by healthcare pro-
fessionals and governmental agencies. The following are the various sources which contribute
to Clinical Surveillance.

5.1 Line List and Testing :

The earliest datasets used in conventional epidemiology were these ones. Line lists are
individual records that detail who, when, and where an infection occurred as well as
how many infected, recovered, and deceased individuals there were. Public health
organizations all across the world gather, assemble, and swiftly publish line lists because
they are information of general interest. For instance, the National Health Services (NHS)
in the UK [13], the Centers for Disease and Control (CDC) in the US [1], and state-level
public health ministries in India [9].

In the case of Covid-19, due to the efforts of government and public to enhance testing
these datasets have become a lot more meaningfully than they are for the other commu-
nicable diseases. Since the overall number of cases and the negative cases can be utilized
to comprehend societal and policy implications, virologically confirmed cases are direct in-
dicators of the disease’s spread. For instance, an increase in testing results reporting may
be a reflection of efforts made by local government and healthcare professionals to slow
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Figure 2: The various line list and testing methods, such as datset from Hospital records,
Lab surveys and Population surveys.

the spread of disease. This way these datasets can be extensively used in epidemiological
predictions. But on the other hand, there are several downsides of using these datasets.
Such as, not all the dataset of line test may reflect the real situation of the case. As can
be seen in Figure 3, the reported covid cases lead the number of deaths, along with that
Underreporting makes number of cases a less reliable data set than the number of deaths.
Hence, we should always test the quality of these datasets before implementing them!
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Figure 3: The various line list and testing methods, such as datset from Hospital records,
Lab surveys and Population surveys.

The other negative point can be that investigation and testing are typically expensive
and time-consuming. COVID 19 testing is being done widely thanks to significant govern-



ment financing available even to those who are symptom-free In contrast, only those who
meet stringent requirements based on risk factors and symptoms get tested for the flu and
Ebola.

5.2 Health Service Records :

A faster and larger dataset than line testing is collected by Health service providers. These
databases are compiled from the service records of patients who visit healthcare facilities
for medical attention. They can be separated into inpatients and outpatients (patients who
are not hospitalized) (hospitalized patients). They are largely collected based on symptoms
rather than testing a particular disease, the healthcare providers would in general note down
the symptoms of any incoming or outgoing patient, thus they are also called syndromic
surveillance. The focus of symptomatic surveillance is on one or more symptoms rather
than a condition that has been identified by a doctor or tested and proven.

An example for such a dataset is the influenza-like illness (ILI) counts, which
the CDC gathers via the US Outpatient Influenza-like Illness Surveillance Network
(ILINet) and aggregates from healthcare providers across all US states and territories,
are a prominent outpatient-based indicator. It calculates the proportion of people seeking
medical attention who have flu-like symptoms, which are described as ”fever (temperature
of 100°F/37.8°C or above) and a cough and/or sore throat without a known cause other
than influenza.”

We have discussed both traditional survelliance as in line tests and Syndromic surveil-
lance via health service records. Among these two there is general agreement that syndromic
surveillance can help with early identification and forecasting, but no one recommends it
as a substitute for traditional disease surveillance. An example for this can be Syndromic
surveillance of Flu (which is also mentioned in the previous paragraph). Flu in US affects
around a Million people each year and hundred’s of thousand need hospitalisation, with
thousands dyeing each year! Testing for this is expensive (specially at such a large scale)
and only done in exceptional circumstances (e.g., serious cases, hospitalized); instead we
use ILI datasets with the help of cheap adn fast syndromic surveillance as mentioned in the
previous paragraph.

As shown in Figure 4, the CDC divides US into various HHS regions based on geography.
Data from a sample of healthcare providers was gathered by the CDC and provided at the
state and HHS region levels. Here we also see the ILI epidemic curves as a Epiweek time-
series for the various flu season. Some of the challenges which we might occur while using
Syndromic survelliance datasets are, biased and incomplete datasets. Delay in reporting of
cases (either by individuals or by testing platforms)

Other challenges may include The data can be revised several times, as we are not being
provided the full data. The CDC gives out data till the time, and always revise the data
according to the new situation. Thus, it takes several weeks to reach an stable value with
this method! Other than that Surveillance data collection practices are not uniform in
time, thought the epidemic! Like, when the peak passes away people change their attitude
towards the disease and thus it becomes more biased towards the ends (as shown in Figure
6) and hence we require to take into that too while modelling the disease and the number
of cases!






