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In response to the ongoing influenza A(H1N1)v pandemic, first
detected in North America in April 2009, Belgium has set up an
active surveillance system for influenza-like illness among travellers
returning from affected areas. This communication describes the
clinical and epidemiological features of the first 43 laboratory-
confirmed cases in Belgium.

Introduction

On 25 April 2009, the World Health Organization (WHO)
declared an outbreak of A(H1IN1)v influenza, first reported by the
United States (US) [1] and Mexico, a 'Public Health Event of
International Concern‘ (PHEIC) under the International Health
Regulations [2]. The WHO Director-General raised the pandemic
alert phase to the maximum level (phase 6) on 11 June 2009 [3].
As of 14 July 2009, 30 of 31 European Union (EU) and European
Free Trade Association (EFTA) countries have reported cases of
influenza AC HIN1)v [4].

On 12 May 2009, the Belgian National Reference Laboratory
for Influenza confirmed the first case of influenza A(HIN1)v in a
person returning to Belgium from the US. A total of 130 confirmed
cases have been detected in Belgium as of 14 July 2009.

An active surveillance system was implemented, following a
delaying strategy. It aimed at detecting cases of A(H1N1)v influenza
in travellers returning from affected areas [5] and in their contacts
for the purpose of taking control measures to delay the spread of
the virus.

Methods
Table 1 shows the case definitions developed for the investigation
and the case classification used.

The Interministerial Influenza Coordination Committee
disseminated protocols for case and contact management regarding
notification, sampling, prophylaxis, treatment and isolation. The
involved physicians, mostly general practitioners (GPs), were
required to contact the Community Health Inspectorate when
finding a possible or suspected case. Physicians took samples and
sent them on the same day to the National Reference Laboratory
for Influenza. Samples were treated under biosafety level 3 (BSL3)
conditions and tested by realtime reverse transcription PCR (RT-
PCR) using primers directed against A and B influenza virus, and
in case of a positive result for A influenza also with primers against
A(H1) and A(H3); from 3 May 2009 we also used primers specific

for A(HIN1)v influenza virus, sent from the Centers for Disease
Control and Prevention (CDC).

All involved public health authorities scaled up their
response service to operate around the clock. A duty service
with epidemiologists was available for Health Inspectorates and
involved physicians through a restricted access telephone hotline
in order to support them with case definitions and the organisation
of sampling.

Hospitalisation was recommended for the first 25 confirmed
cases for the purpose of isolation. From 2 June 2009 onwards,
the recommendation was for patients to stay at home for seven
days after onset of symptoms and to hospitalise severe cases only.
Confirmed cases were treated with neuraminidase inhibitors.

Provincial health inspectorates performed contact tracing. Close
contacts of confirmed cases should take a neuraminidase inhibitor

TABLE 1

Case definition and case classification for A(HIN1)v
influenza, Belgium, May-June 2009

Case definition for investigation

Clinical criteria:

A person with: o Fever (>38°C)

all three clinical L One respiratory symptom

criteria (cough, dyspnoea)

and . General discomfort
Possible case at least one Epidemiological criteria:

epidemiological . History of travel to

affected areas

History of close contact
(<1 metre) with a
confirmed or symptomatic
probable case

criterion during the
seven days prior to .
onset of symptoms

A person fulfilling the epidemiological criteria for
influenza A(HIN1)v infection, but not all clinical
criteria for a possible case

Suspected case

Case classification

A person with laboratory-confirmed A(HIN1)v

- *
Confirmed case influenza

Non-case

A person with a negative test for influenza A(HIN1)v

* Until 3 May 2009, real-time reverse transcription PCR (RT-PCR) for
influenza A(HIN1)v virus was not available and cases were tested for
influenza A and B, and subtyped for seasonal influenza A(H1) and A(H3).
A person with a positive test for influenza A, untypable for seasonal
strains, would have been considered as a probable case.
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as prophylaxis and were requested to stay at home for seven days
after the latest contact and to avoid unnecessary further contacts
as a quarantine measure. Close and other contacts were advised to
seek immediate medical advice if they noticed fever or respiratory
symptoms.

Cases were notified to the WHO and through the Early Warning
and Response System (EWRS) to the European Centre for Disease
Prevention and Control (ECDC) by the Belgian Federal Public
Service for Public Health (FPS).

Results

As of 14 July, 633 people have been tested in Belgium and
130 cases of influenza A(H1IN1)v have been confirmed. Two of the
possible cases were not tested because they were close contacts
of confirmed cases and under antiviral prophylaxis when they
developed influenza symptoms.

We analysed the first 43 laboratory-confirmed cases. Infection
was acquired abroad by 35 cases, of which 18 had a travel history
to the US, nine had returned from the Dominican Republic and
three from the United Kingdom (UK). The other imported cases
had returned from Argentina (n=1), Australia (n=1), Canada (n=1),
Chile (n=1) and Costa Rica (n=1). The first eight imported cases
had come back from the US. Seven imported cases declared onset
of symptoms prior to their return. According to information available
for 26 of 28 cases, disease onset occurred up to five days after
arrival (mean 1.6 days, median 2 days).

All indigenous cases (n=8) were close contacts to previously
confirmed cases. Figure 1 shows the evolution of the cases by date
of symptom onset and by import status.

Table 2 shows the geographic distribution of the cases by
province. On 28 June 2009, eight of 11 provinces in Belgium
were affected. One third of the cases were residents in the province
of Antwerp. One case who had been in transit at Brussels airport
was counted in the province of Flemish Brabant.

The female to male ratio was 1.05 (22 women and 21 men). The
age range was from eight months to 51 years (median: 28 years,
mean: 29 years). Seven cases were younger than 20 years. The
most affected age group were the 20-29 year-olds with 16 cases.

Information about symptoms was available for 42 cases. The
most commonly reported symptoms were cough in 40 cases

FIGURE 1

followed by general discomfort in 38 cases and fever or history of
fever in 36 cases. Dyspnoea was reported by 12 cases and diarrhoea
by five cases; nausea was reported by two cases and vomiting, sore
throat and headache were reported by one case each.

No complications have been detected so far. One confirmed
case, already under treatment with oseltamivir, was hospitalised
because influenza symptoms persisted and the patient had asthma
as underlying condition. Respiratory samples from this patient
are currently being cultured and tested for resistance against
oseltamivir. One pregnant woman was confirmed to be infected
with influenza A(HIN1)v. Information on underlying factors for the
other 41 patients was not available.

Discussion

When Belgium detected the first confirmed case of influenza
A(H1IN1)v, many neighbouring countries had already notified cases.
We assume that the number of Belgian travellers to Mexico is small
compared to that of more populated European countries and that
the number of Belgian travellers returning from the US is larger
than the amount of those returning from Mexico. This may explain
why Belgium started detecting imported cases when sustained
community transmission happened in the US.

Continuous monitoring of affected areas worldwide and
consequent updating of the case definition allowed the detection
of cases returning from countries with a low number of cases but
with evidence of community transmission like Costa Rica or the
Dominican Republic.

The age distribution of the cases may reflect the age of
the people that travel and is not representative of the Belgian
population. Children of school age were only sporadically affected
until 11 July 2009, and this may have played an important role
in the disease not spreading in the community. Secondary cases
occurred in the same age groups as imported ones, reflecting the
importance of contact patterns. However, an outbreak in a summer
language school that has affected 14 people between 10 and 18
years-old, is currently under investigation.

This preliminary analysis of the 43 first confirmed cases
of influenza A(HIN1)v in Belgium suggests that the clinical
manifestation resembles that of seasonal influenza. This is
consistent with an analysis by the ECDC on aggregated data of
European cases of influenza A(HIN1)v [6].

Distribution of laboratory-confirmed cases of influenza A(H1N1)v by date of onset and by import status, Belgium, 12 May-28 June 2009
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Currently, mitigation strategies are being adopted by countries in
the southern hemisphere that are facing the influenza season, such
as Chile, New Zealand and Australia, but also by European countries
where sustained community transmission has been declared, like
the UK [7]. In Belgium, the Interministerial Influenza Coordination
Committee announced the switch to a mitigation strategy on 13
July 2009. This will require appropriate surveillance of influenza-
like illness. A GP-based sentinel surveillance network for seasonal
influenza is being reinforced in Belgium and from 14 July 2009
onwards has taken over the enhanced system put in place from the
beginning of the pandemic. This network aims at characterising
the circulating influenza viruses, seasonal or pandemic strain, as
well as estimating the burden of disease at community level. The
Belgian system for the monitoring of mortality will contribute to
observing the situation.

TABLE 2

Distribution of laboratory-confirmed cases of influenza
A(HIN1)v by province of residence, Belgium, 12 May-
28 June 2009 (n=43)

Province Frequency Percentage
Antwerp 14 32.6
Brussels 4 9.3
East Flanders 7 16.3
Flemish Brabant 10 23.3
Hainaut 2 4.7
Liege 0 0
Limburg 2 4.7
Luxembourg 0 0
Namur 2 4.7
Walloon Brabant 2 4.7
West Flanders 0 0

FIGURE 2

Distribution of cases of influenza A (HIN1)v by age group and
import status, Belgium, 12 May-28 June 2009 (n=43)
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Conclusions

The introduction of influenza A(HN1)v virus in Belgium
happened in the same way as in other EU/EFTA countries, causing
a small but increasing number of cases. Given the uncertainty of
the evolution of the current influenza A(H1N1) pandemic, and the
emergence of complications in a small proportion of the cases, the
Belgian health authorities continue to closely monitor the severity
and the spread of the disease in order to provide an adequate
response during the coming months.
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