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Abstract

Mathematical models can provide insights on how future epidemics may behave.
Evaluation and implementation of public health strategies can be more accurate
when reliable data is used to estimate parameters. However, not all cases are
reported, and the levels of uncertainty generated by the gap between the number of
reported cases and the actual number of cases has not been studied in detail. We
evaluate the impact of non-reported cases in the calculation of the final epidemic size
and the effect of different control measures on reducing the attack rate. A system of
non-linear ordinary differential equations is constructed to model the spread of
influenza. The final size relation for the total number of infected individuals and the
proportion of total reported cases are calculated. Both relations are used to generate
an expression that helps us quantify the level of non-reporting. To illustrate our
results, we consider the case of the 2009 A-HIN1 influenza outbreak in Lima, Peru.
Assuming different scenarios of reporting, we estimate key parameters using the data
from the initial exponential phase, from which we conclude that no more than 30%
of the actual cases were reported. We also perform Monte Carlo simulations to
quantify the uncertainty of the control reproductive number to model parameters.
Via numerical simulations, we study the impact of different values of the per-capita
isolation rates on the final epidemic size. Furthermore, we explore the effects of
social distancing varying the time when the intervention policy is applied and
different levels of reduction in the transmission rate.

B Introduction

There are between three and five million reported cases of influenza each year leading to 250,000-500,000
deaths worldwide [20]. However, these numbers are small in comparison to the Spanish influenza
pandemic of 1918-1919 where it was estimated that 1/3 of the total population got infected and 50
million deaths occurred, 10% of the total world population at that time [3]. It is thought that this strain
of influenza was so deadly because the virus may have been novel to humans. In the United States, a
yearly flu vaccine is administered to keep the spread of seasonal influenza under control [21]. However,
this vaccine only provides protection against the three strains which are predicted to be most common
for that particular year [21]. For example, in 2011-2012 the vaccine will protect against an influenza
A-H3N2 virus, an influenza B virus and the HIN1 virus that emerged in 2009 to cause a pandemic [21].
The consequences could be drastic if an influenza strain or subtype which is completely novel or radically
different from those in the vaccine becomes prevalent.
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Fears of consequences of a new infectious disease or even re-emergent, have generated an interest in
mathematical epidemiology modeling [1]. Recent examples are the Severe Acute Respiratory Syndrome
(SARS) epidemic in 2003 and the HIN1 pandemic in 2009 [28]. Mathematical models for the spread of
influenza can provide insight of how future influenza epidemics with similar epidemiological
characteristics may behave. This is extremely important, because quantification of disease transmission
are quite difficult.

Epidemiological data such as incidence, prevalence and number of deaths among others, are highly
valuable in estimating parameters of a model. Some of these parameters can be the recovery rates,
incubation periods, and deaths rates associated to the disease [5]. Having estimates for parameter values,
such as isolation, vaccination and transmission rates, are also beneficial as they allow for comparison of
control strategies and how effective they are. Models can provide a curve for the cumulative number of
cases. However, when trying to fit these curves to these data, inconsistencies might occur. Some of these
inconsistencies might be attributed to the model not properly describing the dynamics of the particular
disease, the data only quantifying the reported cases, delays in reporting, and incomplete data [1].

There are a number of reasons why accurate reporting is difficult. First, not all regions of a country may
be equipped to diagnose a disease [14]. For example, in rural areas in China, clinicians may not have the
skills or the equipment needed to correctly diagnose a disease [14]. Also, because of the large number of
patients a clinician may have, they may be far too busy to accurately report all confirmed cases of a
disease or patients might no even get tested [14]. Furthermore, a nation may choose to non-report cases
due to the fear that tourism and trade will drop [23]. In addition, people of lower socioeconomic status
often do not seek medical attention or they show only non-severe symptoms, further leading to
non-reporting the total number of infected cases [14].

C The influenza A-H1N1 in Lima, Peru

During the 2009 influenza pandemic in Peru, there were four main surveillance systems consisting
primarily of sentinel surveillance of influenza-like illnesses with virological surveillance of influenza and
other respiratory viruses. The other three are sentinel surveillance of severe acute respiratory infections
and associated deaths, surveillance of acute respiratory infections in children under the age of five years
and pneumonia in all age groups, and case and cluster surveillance [2].

The first confirmed case of pandemic A-HINT1 influenza in Peru was diagnosed in Lima on May 9,

2009 [2]. In Lima, which is the focus of the current study, the number of reported cases was 2989, and
the peak of the disease was reached on June 22, 2009. This peak corresponds to the point in time when
the number of new reported cases is the highest, beyond this point, the number of new reported cases
starts to decrease. Figure 2 shows the number of new reported/confirmed cases per unit time in Lima
from May 1, 2009 to December 31, 2009. However, the most reliable data is up to July 11 because on
that date, a policy was put in place. This policy changed the way data were collected: while during the
initial phase all individuals with severe symptoms were being tested, after the policy only individuals in
risk group who presented severe symptoms were tested (i.e., pregnant women, seniors, children and
individuals with pre-existing respiratory symptoms) [?]. Also only a portion of individuals exhibiting
influenza-like illnesses were tested for A-HIN1 [?].

This work focuses on the gap between the total number of cases of influenza and the reported cases.
Since reported A-H1IN1 individuals were isolated in Peru, a model which takes isolation into account is
proposed in Section 3. In Section 4, basic reproductive numbers corresponding to the model with and
without isolation are discussed. In Section 5, calculations for the final epidemic size and the total number
of reported cases are shown. These computations lead to equations for the level of reporting and
non-reporting. In Section 6, parameter values are estimated, and a relation between the final epidemic
size proportion and the percentage of reporting is obtained. Section 7 numerically investigates the effects
on the final epidemic size of varying the isolation rates. In Section 8, also numerically, we asses the
impact on the final size of different social distancing alternatives. In section 9, uncertainty analysis is
conducted on the control basic reproductive number and the level of unreporting. Finally in Section 10

114



we introduce an optimization problem where per-capita isolation rates are optimized under a budget
constraint aimed at controlling the disease via isolation efforts.
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Figure 2: Number of new confirmed cases in Lima, Peru per unit time.

D The Model

The total population is stratified according to their epidemiological states: Susceptible individuals (S),
Infected (I; and I3), Isolated (J) and Recovered (R) individuals. Susceptibles (S) acquire an infection
via contacts with individuals in the I; or I2 class at a per-capita transmission rate 3. The class I
consists of individuals with less severe symptoms whose infectiousness is reduced by a factor 6.
Individuals in class I can either develop severe symptoms entering class I» at a per-capita rate x or they
recover (R) at a per-capita rate ;. Severely infected individuals (I2) recover at a per-capita rate 7.
Sick, individuals are isolated (J) from I; and I> at per-capita rates a1 and aw, respectively. In order to
quantify the proportion of reported individuals, they must be kept in separate compartments than the
rest of the population. The parameters of the model and their definition are provided in Table 8.

The model considers a single outbreak of influenza and demographic dynamics is not included. The
disease is caused by one strain of influenza transmitted through contact with infectious individuals. It is
assumed that individuals who recover develop total immunity against the circulating strain. The fraction
of infectious individuals who transferred to the isolated class are assumed to be perfectly isolated from
the rest of the population. Hence, we use a modified standard incidence: N — J is the interacting
population instead of N. We assume proportionate mixing between individuals, that is, all individuals
have an equal probability of interacting with each other. Symptoms are assumed to appear soon after an
individual becomes infected. The class J represents those isolated and in this case reported cases. The
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Figure 3: Compartmental diagram: susceptible individuals (5), individuals with less severe

flu (I1), individuals with severe flu (I2), recovered (R) and isolated (J) individuals.

system of non-linear ordinary differential equations is given by

ds
dt
dl
dt
dl
dt
dJ
dt
dR
dt
N

6 + I

ol I
BS( ]\;jjz) — (o1 + Kk +),

kIl — (a2 + v2) 12,
a1l + asls,

Y111 + 212,
S+1Li+1:+J+R.

Table 8: Parameters and their definition

Parameters Definition
I6; Transmission rate
K Rate of development of severe symptoms
Y1 Recovery rate of individuals with less severe symptoms
Yo Recovery rate of individuals with severe symptoms
aq Isolation rate for those with less severe symptoms
Qg Isolation rate for those with severe symptoms
) Factor by which the infectivity of the less severe class is reduced

The level of non-reporting in epidemiology may be significant in the case of influenza given that
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asymptomatic individuals are not accounted for and some symptomatics show only non-severe symptoms.
Hence, the quantification of the infected /recovered population presents a prolonged challenge. Through
our model we find an analytical expression for the level of non-reported infected individuals. To find this
quantity we will first calculate the final epidemic size and then compute the reported final size. Using
these quantities we can have an idea of the magnitude of the non-reporting and the role of the isolation
parameters a; and ao.

Under the assumptions of our model, the non-reported cases happen if infected individuals (I; or I2)
recover (R) without being isolated (J). We consider two types of infections given that individuals with
severe influenza symptoms are more likely to seek medical attention and get reported than individuals
with less severe symptoms; hence, we assume that as > ;.

E Basic reproductive numbers

In our model susceptible individuals can become infected due to interactions with either less severe or
severe infected individuals. Therefore, we have two contributions to the basic reproductive number, Ry.
Typically, Ry is the average number of secondary infections caused by a single infectious individual
introduced into a entirely susceptible population. This term describes the initial phase of the epidemic
when the dynamics is determined only by “natural” forces, that is, when no human intervention such as
isolation or quarantine are in place, [6]. This scenario can be accommodated to our model by making
a1 = az = 0, that is, the isolation process is not active. The parameter g is the transmission rate of the
disease and it is also the force of infection of those infected with severe symptoms (I2). The force of
infection of the less severly infected is 68 where ¢ € [0, 1] represents a reduction factor in the
infectiousness of individuals with less severe symptoms (/7). The average infection period for I7 is

1 K
, while for I it is —. We must also consider , the proportion of individuals with
1

K+ V2
non-severe symptoms that progress to a more severe stage of the disease. Therefore, Ry is given by

_ Bd K B
Ro = m+fy1+<fi+v1> <'yz>‘ ®)

The control reproduction number, R., describes the number of secondary infections generated during an
epidemic outbreak by a typical infected individual when control measures are in place [6], such as isoltion
The expression for Rc is given by

1) K
Re = CLE iy, )
a1 t+K+m ar+R+m Y2 + Q2
1
The term ————  is the average time an individual spends in class I;. Hence
ar+K+m
é
Rer = P ; (10)
ar+K+m
1
is the contribution to R¢c by the less severe infected individuals. The term P is the average time
Q2 T Y2
an individual spends in class I2; L is the fraction of individuals reaching infection class I; that
o+ 92+ K

progress to infection class I>. Therefore,

Bk
(a1 + K+ 1) (a2 +72)’

Reoo = (11)

is the contribution to Rc by severe infected individuals.

117



F Unreported and final epidemic size

Consider a closed population and suppose that it is completely free from a certain organism causing a
disease. Assume that in one way or another, the disease is introduced in at least one host. Therefore, the
number of susceptible individuals can only decrease and hence it must have a limit when time tends to
infinity [?]. We may ask the following questions: Will this limit be zero? Or will some fraction of the
population escape from getting infected? What proportion of the population will ultimately have
experienced infection? How does this fraction depend on the parameters of the model proposed? These
questions were posed by Kermack and McKendrick in 1927. In this section we will try to address some of
these questions for our model. We calculate and analyze the final epidemic size following the
methodology by Brauer ( [4,6]) to quantify the non-reported cases (Us ), in Eq.(??), and the role of
isolation for the final epidemic of size (Y) and the final reported cases (J).

F.1 Final epidemic size calculation

The final epidemic size is considered to be the final number of infected individuals during an epidemic
outbreak. We proceed by getting the expression for the severe infected individuals as a function of time,
I>(t), using the fact that

Iy=-S5 -1 — (a1 + )1 — (a2 +72) 12, (12)
where I; and I are fixed. To solve Eq. (12) for I>, we us an integrating factor p = e/ (@2tr2)dt, Knowing
that I2(0) = 0 (initially there were no severly infected), we obtain

/
(Ige(aﬁ””t) = (=8 —1f — (a1 +m) L) 272,
t
= L) = / [—Sl — I — (o +’Yl)]1] elozt2)(T=8) g (13)
0

Similarly, we obtain an equation for the infected individuals with less severe symptoms as a function of
time, given by:

t
L(t) = /75'6(0‘1+V1+“)(77t)d7. (14)
0

To find the final size relation we divide Eq.(2) by S and replacing Egs. (13) and (14) we get
S B(0L1 + I2)

s~ N-—J ° (15)
i — ﬁ Y _q —(a1tm+r)u — (a2 +v2)u
= In 5. = N/o /0 S(7) (66 +e )dudT
+% / / (=1(7) = (o1 +7)a(7)) e~ (2t gy dr. (16)
o Jo

Further, solving the integrals in Eq.(16), we obtain

N _Bin_ g 1 _ Blaa+m) [
o = L sw)(al+%+ﬁ+a2ﬂ2) N(QQMZ)/O L(r)dr. (17)
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The typical final size relation is obtained by the substitution of Eq.(14) into Eq.(17), given by

N B
In— = 1——
Seo 041+H+’y1062+72
B ( ) a1 + ’Yl / / S a1+'y1+f'€)(5*‘r)dsd7.
a2 + Y2 ’
(P*H ( ==
a1+/€+71 a2+72 ar+rk+m/|’

N Soo

Equation (18) is the typical final size relation [4,6]. If we let soo = Sﬁw as the proportion of the final

susceptible size Eq. (18) yields
In(sec) = (S0 — 1)Re, (19)

where 0 < soo < 1 and we have changed the argument in the logarithm and hence the sign of the right
hand term. Here 1 — s~ represents the number of disease cases over the course of the epidemic. Let

Y
y = — be the final epidemic size proportion, where Y is the final epidemic size. Notice that

I I
y # tlim % (since tlim %) = 0) and y is the proportion of cumulative number of infected individuals
— 00 — 00
during the whole epidemic, whereas soc = lim % Also notice that for a single outbreak (no death)
t— 00

y = (1 — so0). With that we get a proportional final size relation (from Eq. (19))
y = 1—evic, (20)

We know that the final epidemic size is directly related to Rc. This can be proven by rearranging terms
in Eq.(20) as follows

1
Rc = =In(1 —vy),
Y
taking derivative with respect to y we obtain
dRc¢c 1

e i () ()

If we plot dfc as a function of y : 0 < y < 1, we get that for all 0 < y < 1, dgl > 0. That is, the basic

reproductive number and the final epidemic size are directly related in such interval, as shown in the
Figure 4.

F.2 Final reported cases (J.)

From the equation of the rate of change of isolated/reported individuals, that is, Eq.(6), and with initial
condition J(0) = 0, we have

/ J/dt = / (oq]l =+ CVQIQ) dt. (21)
0 0

Therefore, replacing the equations for the infected individuals as a function of time, that is, Eq. 13 and
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Figure 4: Relation between R¢o and the proportional final size relation. As shown in the
graph, Rc = 1.5 corresponds to the fact that 58.28% got infected.

Eq. 14 we have,

o] t
T = al/ / =Sl e
0 0

oo t
+a2/ / [-8" = Il = (a1 + )] 2P Dardt,
0 0

a1 K a2
N — S . 22
( ){a1+71+l€+<041+71+/€) <a2+vz>} (22)

Dividing by the total population N, and defining j as the final size proportion of reported cases, Eq.
(22) can be expressed as

Joo

. an K a9
[ee) 1_ [e'e] ’
J ( 3 )[a1+71+m+(a1+v1+m) (ocg—s-vg)}

[e%] + K a2
Yor+7+n ar+m+k) \az+y2/]

Then, we obtain an expression for the level of unreporting, which is given by

U = 17]4'0,
Y
- et ) (G5 )
ar +71 + kK ar+71+ kK az + 72

where 7% is the level of reporting.
Y
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Notice that the transmission rate () and the reduction of infectivity by less severe individuals (4) do not
appear in this expression. The reason is that the fraction of reported cases does not measure the rate of
inflow to the infected classes, connected to 8 and §. The fraction of reported cases rather quantifies the
progression from infected individuals to isolation and recovered R (non-reported). An upper bound was
found for the level of reporting (see Appendix B).

In Eq. (23) the term
Qi

ar+y + K
is the proportion of non-severe cases that were isolated. The term

K a9
ar+m+k) \az+y2)’

represents the contribution to isolation by severely infected individuals (I2), that is, given by the product
of

_k
a1+ + kK
which is the fraction of infected from I; develops severe symptoms, and the term

(&%)
b
a2 + Y2

is the proportion of individuals who were in the more severe infected clas I and become isolated.

G Parameter estimation

The use of mathematical modeling to interpret disease outbreak data has provided many insights into
epidemiology, particularly in the context of emerging and re-emerging infectious diseases. In many
situations, the basic reproductive number Ry, governs the probability of the occurrence of a major
outbreak, the typical size of the resulting outbreak and the rigor of control measures needed to mitigate
an outbreak. Estimates of Ry which we refer to as Ry can be obtained by substituting the corresponding
individual parameter estimates into the analytical formula of Ry. Model parameters can be estimated
using least-square fitting of the model solution to the observed data. The optimal set of parameters best
fits the epidemic data by minimizing the sum of the squared differences between the observed data and
the model solution. Previous work using parameter estimation methods has been effective to estimate
parameters that are not measurable. In the work of Sutton [29] she uses parameter estimation on the
effect of vaccination in pneumococcal infection data in Australia from 2002 - 2004. Parameter selection
methods in inverse problem formulation has been studied by H. T. Banks and Ariel Cintrén-Arias [30].
They discuss methods for a priori selection of parameters to be estimated with inverse problem
formulations such as the Maximum Likelihood, Ordinary and Generalized Least Squares for
mathematical models with a large number of parameters. They specifically illustrate their ideas within a
host model for HIV dynamics which has been successfully validated with clinical data obtained from the
Massachusetts General Hospital in 2007.

In this work we were able to estimate some parameters of our model with our data set by using Ordinary
Least Squares (OLS), see [5]. This technique assumes that the epidemiological system is described by
some underlying dynamical model with some set of parameters, known as the true parameters, but that
the observed data arises from some noise of the output of this system (that is, observational errors). We
write the true parameter set as the p-element vector ©g, where some of these parameters may be initial
conditions of the dynamic model if one or more of these are unknown. The n observations of the system,
Y1, Ya,..., Y, are made at times t1, to,..., t,. Then the mathematical model is written as

Y;:M(ti;(‘)o)-i-Ei, i=1,...,n, (24)
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where M (t;; ) corresponds to the observed solution for the mathematical model at the i*" observation
time for a particular vector of p parameters © € RP. The term ©Og represents the parameters which can
be perceive from the observations {Y;}i= referred as the “true” parameters in the literature. The terms
E; are random variables which can represent observation or measurement errors, such as “system
fluctuations” or other phenomena that cause observations not to be precise.
The appropriate estimation procedure depends on the properties of the errors F;. We assume that the
errors have the following form

Ei = M(ti; @0)567;, (25)

where the value £ determines the method that will be use to estimate your parameters. When £ = 0 we
use the ordinary least squares method, in this case F; = ¢;, and it is assumed that the noise variance is
independent of the magnitude of the predicted value of the observations. For £ = 1 the noise standard
deviation is assumed to be scale linearly with M and instead of OLS we need to use the generalized least
squares method (GLS). Finally, for £ = 1/2 the noise standard deviation scales linearly with M (known
as Poisson noise) and the GLS method is used to estimate the parameters. The ¢; are assumed to be
independent, identically distributed random variables (4.i.d.) with zero mean and (finite) variance og.
The random variables Y; have means given by E[Y;] = M(t;;©0) and variances Var [Y;] = M (t;; ©¢)** og,
see [19]. We assume that the noise variance in our data in independent and consider £ = 0 , hence we use
OLS.

The Ordinary Least Squares estimator Oors is a random variable obtained by considering the objective
function

J(Y|®) = Zwi(Yi — M(:9))?, (26)

where the weights w; are given by
1

= M(t:;©)%

Since we consider £ = 0, then w; = 1 for all 7, and in this case the optimal estimator is given by

(27)

wj

OoLs = arg ming  J(Y|0,). (28)

Parameter Estimation for our model. In order to estimate a set parameters, namely, 8 and a2, that
are specific to the epidemic we are studying here, we fix all the other parameters in our model. We have
fixed the relative measure of infectiousness for the class I1 to § = 0.4, as done by [7]. The value for the

. . 1 .
rate of developing severe symptoms is taken to be xk = 3 (3 days) as in [25]. For the parameter
estimation, we let v = 0 to be consistent with our data set, since our data corresponds to the infectious
people with severe symptoms (from the class I). We have also fixed the recovery rate of individuals with

1 . . .

severe symptoms to y2 = = (5 days), as seen in [?]. We obtained the value of v from the equation that

measures the level of reporting, that is,

Joo _ o + r @z ). (29)
Y a1 +71+ kK o +71 + K a2 + Y2
Let r be the percentage of reported cases where 155 = %(see Eq.(23) ). Then, replacing a1 =0, k = 1/3

and v2 = 1/5, we get

1
T 3 a2
— = . 30
100 (714—%)(&24-%) (30)

(500 — 5r)ap — 1
= 1
T T S (Baz + 1) 31

Therefore we have an expression for v; in terms of as and r provided that v1 > 0 if as >

Solving for 71, we obtain

__r
5(100—r) *
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The model parameters © = (3, a2) are fitted by OLS to the initial phase of the incidence of reported
cases (20 epidemic days of data, from May 30 to June 20). May 30 was assumed to be the starting point
of exponential growth of the epidemic outbreak in Lima. We also assumed that the exponential growth
phase continued through June 30 (see Figure 2). We implemented a MATLAB code to estimate our
parameters given a set of initial conditions using 20 iterations with a tolerance of 10~°. For different
percentages of reporting, » = 10k%, with k € {1,---,6}, we estimate the set of parameters O (for

7 < k < 10, the value of 71 becomes negative). Given that we do not know what the percentage of
reporting was, we explore different parameter values for some of these percentages of reporting. We fixed
the level of reporting r to a given value r € [10,60] and by means of parameter estimation we obtain
values of as = ax(r), 8 = B(r) and v1 = y1 (a2, 7) as seen in Eq. (31). Figure 5 shows the fitting of the
model to the epidemic data using r = 30%. The best approximation of the data that can be obtained in
the initial phase of the epidemic are for values of r up to 60%. We also estimated the control
reproductive number, R, and the final epidemic size proportion, y, for different values of r (see Table 1).

70
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Figure 5: Model fit obtained using » = 30% and 20 epidemic days of data, from May 30
to June 20, of the 2009 A-HINT1 influenza epidemic in Lima. The plot corresponds to the
initial phase of the incidence number of reported cases.

Table 9: Estimates for the set of parameters © = (3, a2), R and
(%) B P gl Re S
10 1.0529 0.0522 0.3566 2.6262 0.9080
20 1.0481 0.1714 0.4358 1.7684 0.7200
30 0.8953 0.2471 0.2807 1.6701 0.6775
40 0.7803 0.2981 0.1654 1.6731 0.6787
50 0.6971 0.3348 0.0840 1.7092 0.6953
60 0.6352 0.3628 0.0248 1.7599 0.7004
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Residual plots. As we discussed earlier, the form of the error assumed in our statistical model
determines the estimator used. The true form of the error is typically unknown, and there is no way to
definitively determine this, but there are two residual tests that can support the chosen assumptions, or
indicate that the assumptions may be unreliable [5]. After the estimation procedure is completed for a
given set of data, one can plot the residuals r; = y; — M(t;, ©) versus time t; or versus M (t;,©). If the
errors are in fact independent of time i.i.d., a plot of r; versus ¢; would be randomly distributed. Also, if
we have assumed constant variance, or that the errors do not depend on the model values M (¢;, ©), then
a plot of r; versus M (¢;,©) should also show a random pattern (for more examples and a discussion
about error structures, see [5]). Figure 6 shows the residual plot from the best fit solution for the
parameters of our data. This plot suggests that it is reasonable to assume constant variance among our
observations, providing support for the statistical model underlying the parameter estimation procedure.
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Figure 6: Residuals vs. time. This plot suggests that correct assumptions have been made
for the parameter estimation.

G.1 Relationship between the final epidemic size proportion (y) and
the percentage of reported cases (r)

We defined the percentage of reported cases, r, as LA %C where the level of reporting, joo, is a

constant given by the data. Therefore, the final epidemic size proportion y is inversely proportional to r
and given by ( )
100700

y(r) ="—
Figure 7 provides values of the final epidemic size proportion as a function of reporting (empirically).
Different levels of reporting percentage only makes sense for r < 30 since after that value of r the graph
changes its monotonicity. Looking at this graph of different y values produced with different percentages
of reporting, we see that after 30%, y begins to increase. This should not be the case, because in this
model, reporting an individual is the same as isolating that individual. Therefore, the more reporting
there is, the lower the final size of the epidemic should be. Furthermore, when assuming the data
captured more than 30 percent of the actual cases, the estimated parameter values are inconsistent with
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what is known to be biologically true. This means we cannot assume the data captured more than 30%
of the actual cases of influenza. This is a very important conclusion of this work since it suggests that
during the influenza pandemic in Lima, Peru, no more than 30% of the cases were reported.

1 T T T T T T T T

0.65 1 1 1 1

10 15 20 25 30 35 40 45 50 55 60

r (%)

Figure 7: Final epidemic size proportion as a function of the percentage of reporting cases.

H Numerical simulations: role of isolation

In this section is presented the numerical solutions of the model in Equations (2)-(7). We explore
dynamical properties of the model that are more difficult to ponder analytically. We make special
emphasis in the role of each of the per-capita isolation rates a1 and a2 and the effect of social distancing
in the final epidemic size.

H.1 The role of oy

In Lima, Peru only some severe cases were diagnosed and isolated. However we may also introduce public
health policies to account for the isolation of the less severe infected individuals. We explore the effects of
early diagnose and isolation in the containment of the epidemic by letting a; > 0. Figure 8 shows that
increasing the rate of isolation of less severe cases (I1) reduces and delay the peak of the epidemic.
Comparing Figures 9 and 10, we note that o has a higher impact than «s in the final epidemic size
reduction and in delaying the epidemic peak time. Furthermore, for smaller values of a; we can achieve
similar reductions in the final epidemic size than with a2. For example, a value of a; = 0.3 reduces the
final epidemic size by 80% where as the same value for as reduces the final size by 45%. These
simulations show that «a; is almost two times more effective than as in reducing the total number of
infected.
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H.2 Infection level dependent isolation rate a»

We assume that the number of individuals that are being isolated with severe infection (I2) depends on
the actual number of infected people at a given moment of time. The term —a2/l> in Eq. (4) conveys this
idea by stating that the rate of change (outflow to the isolation class) of infected individuals is linear in
I> with a constant rate as. The aim here is to propose and numerically assess the effects of non-constant
isolation rates, a rate depending on the number of severely infected individuals. As the epidemic
increases it is reasonable to believe that the number of cases being isolated grows as well, not only due to
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an increase of infected individuals, but also as a result of more efficient and intense control measures
being put into action to seize the epidemic. However, due to limited resources, the isolation capacity will
reach a maximum, namely, a5’. A functional dependence that can satisfy all of these conditions is given
by a sigmoid function of I provided by

" 1 1
as(l2) = 203 <W - 5) . (32)

025
0.2 1
a=0.1
T 045f 2202
& a=0.3
h a=0.4
0.1t ]
0.05 ]
0 . . . . .
0 5 10 15 20 25 30

Number of infected

Figure 11: Per-capita isolation rate as a function of severely infected individuals.
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Eq. (32) considers the parameter a as a saturation “speed” of the per-capita isolation rate. It is
reasonable to conclude that when a gets larger (see Figure 11), as reaches its maximum faster. Note that
a2(0) = 0 and az(oc0) = aj'. Therefore, the parameter a is a measure of how fast the saturation value aj"'
is reached. The parameter a can also be viewed as a measure of how fast the isolation system reacts to
the epidemic: for large a the response to the epidemic is faster.

Figure 12 and 13 show that the final size and the epidemic peak notably changes when a varies. For
these graphs we use the parameter values obtained in Section 7 (of the parameter estimation) that is,
a3t =0.25,=0.9,0 =04,v1 =044,k =1/3,v2 = 1/5, a1 = 0. Moreover, for larger values of a the final
size and the delays in the peak are reduced. This suggests that responding faster to the epidemic could
reduce the infection level in the population and could also, due to the induced delay, provide a period of
time to implement other types of interventions like vaccination campaigns.

% 10°
4815 T T T T T T T T T
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4805 .
48 .
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4791 E

Final size of the epidemics

4785 E
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A4 TFTH 1 1 1 1 T T T T
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Saturation speed

Figure 12: The final size gets reduced as the saturation parameter a increases.

I Numerical simulations: role of temporal social distancing

Social distancing is a public health intervention aimed at reducing the transmission and mitigate disease
burden by limiting contact between infectious and non-infectious individuals within the population.
Examples of these measures can include school closings, the cancellation of large public gatherings, and
the use of facemasks [8].

Recent observational studies support the implementation of school closure interventions to achieve
reductions in influenza transmission rates, [8,22]. In the context of a pandemic, this can be particularly
useful to gain time until biomedical resources (vaccines, anti-virals) become available, and to relieve the
burden on health care institutions due to a reduced surge of influenza patients. The theory behind the
mitigative effect of school closings is that school age children have high contact rates, and tend to be
more susceptible to influenza infection than other age groups, [8]. Therefore, reducing transmission in
school children may reduce the attack rates of influenza in all age groups.

In general, social distancing is represented in epidemiological models by decreasing the transmission rate
(8). There are control measures, such as school closure, that can be incorporated to the model by
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reducing this value temporarily, that is for a certain time period T' = 14 days [18]. Hence, we consider a
transmission rate as a function of time , i.e., 8 = 3(¢) (see Figure I) where,

,B(t) =B, for 0 <to <t<to+T

B, otherwise.

The parameter (3, is the reduced force of infection due to social distancing measures (naturally 8, < )
and tg is the time at which the social distancing measure is implemented. We numerically investigate the
effect of different alternatives when implementing social distancing, namely, timing and reduction level of
the control measures. The results presented in this section related to the final size of the epidemic were
obtained from simulations that were run long enough (1000 days or more) to ensure all infected
individuals were taken into account, either getting isolated or recovered, making sure that the final size of
the epidemic was properly computed.

0]

B,

I, t, + T
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I.1 Social distancing timing

In this section, we investigate the time to apply the social distancing, that is varying the time to
introduce the intervention, for fixed values of 5 and (,. The social distancing is applied for a fixed period
of time of 2 weeks, that is, T' = 14 days. Figure 14 shows that the daily incidence curves markedly
changes whenever the social distancing measure is enforced. It can be seen that during this point of time
the social distancing decrease the rate of increasing the incidence. Then, after the intervention is over,
the curve tries to take its original course. If the intervention if done just before the peak time without
social distancing, that is for values of tg < 75, the effect decreases the maximum incidence, furthermore it
decreases the final size of the epidemic. This behavior can also be explain by Figure 15.

x10°
35 ‘ ‘ ‘ ‘

—*— Time to start SD=40
—%— Time to start SD=50
3 —%— Time to start SD=60
—#— Time to start SD=70
—*— Time to start SD=80
2.5 —%— No Social Distancing

N
T

o
T

Infected Incidence

- - L Riobalor
20 30 40 50 60 70 80 90 100 110 120
time (days)

Figure 14: Daily Incidence. f = 0.9,5, = 0.7, = 0.4,y = 043,k = 1/3,72 = 1/5,aq4 =
0,0 = 0.18,T = 14.

Figure 15 shows a plot of the reduction proportion of the a peak time (time from the onset of the
epidemics to the highest peak) and the final size of the epidemic by varying the time of intervention for
the social distancing. These quantities are plotted as proportions, that is we normalized the final
epidemic size to better capture the effects of social distancing, i.e. each value of the final size at each to
was divided by the maximum final epidemic size for all values of ¢o.

The same was done for the time of the peak. For example, if £y = 60 the final size of the epidemic will be
reduced by 10%, where as if tg = 40 the time for the peak delay can be reduced by approximately 12%.
Remarkably, there is a time t5**" for which the final size is minimum, that is, for 3" ~ 70. If the social
distancing is implemented after or before this optimal time, the effectiveness of the social distancing in
lowering the final size diminishes.

In Figure 15 we see a sharp decline in the peak time curve right before the time ¢§*" ~ 70 when the
minimum final size is reached. This abrupt shift in the peak time is because at a particular time

60 < t§5 < 65 (s for shift) there are two local maximum with the same daily incidence. For to << t§ the
only benefit we see is to delay the time of the epidemic. However, for to >> tg, the social distancing has
merely no effect on the dynamics of the epidemic.
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I.2 Varying the social distancing level

In this section we vary level of social distancing by means of temporarily reducing the transmission rate
B with different intensities. We ponder the effects of different values of 8, (recall Eq.(I)) on the global
dynamics of the epidemics, specially in the epidemic’s final size. Figure 16 plots daily incidence for
different values of f3,, all applied at 65 days since the beginning of the epidemics and for a period T of
two weeks.

Figure 16: Daily incidence. 8 = 0.9,6 = 0.4,y = 043,k = 1/3,7 = 1/5,0; = 0,9 =
0.18, 9 = 65,7 = 14.

Figure 16 shows that the peak is delayed when reducing the transmission rate 8. However, the size of the
peaks begin to increase as well. Hence, the impact on the final size that has reducing 8 remains unclear,
given that the final size is proportional to the area under the incidence curves. Figures 17 and 18 will
help to clarify this situation.

In Figure 17, we plot the final size proportion as a function of the reduced 3, that is 8,. The final size
will reach a minimum value when 37 ~ 0.6 (see Figure 17). Thus, there is an optimal value 3y such that
the epidemic will have a minimum impact in the susceptible population. Decreasing the force of infection
too much (though not enough to make 8, = 0) could have a negative effect on the population, compared
to what could have happened if 8, =~ ;. This can be explained in the following way: by reducing 8 too
much, we are leaving a large pool of susceptible in the population that are not getting infected in the first
smaller wave that forms when SD is implemented (see figure above). At the same time, by not making
Br =0 for a time long enough so that all infected can recover, we are ensuring that the disease is still
prevalent in the population. Therefore, for a large reduction in 8 (but not down to zero) the effect of SD
is almost equivalent to just delay the peak of the incidence curve. Of course, such is still a positive result,
given the time is being provided to implement other alternatives into halting the course of the disease. In
Figure 18 we can verify how reducing the force of infection delays the peak of the epidemics.
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Figure 17: Final Size reduction. 5 = 0.9,0 = 0.4,y = 043,k = 1/3,72 = 1/5,a1 =
0,0 = 0.18,tg = 65, T = 14.

Figure 18: Delay of the peak of the epidemics.

J Uncertainty analysis for Ro

We performed an uncertainty analysis on the control reproductive number R¢ by varying the parameter
values. We used Monte Carlo simulations (simple random sampling) to quantify the uncertainty of Rc
when the model parameters are randomly distributed. A probability density function (PDF) was
assigned to parameters (8,6, k, a2, 71, 72). We sampled this set of parameters 10% times for different

1 . .
3 and 2 = — fixed and assuming that § has an exponential
distribution, § a uniform distribution and a1, s, 1 and 2 a gamma distribution. The parameter value

of k was considered constant. Then, we computed Rc from each set. The distribution of R¢ lies in the
mean range (1.67,2.62), depending on the percentage of reporting (see Figure 20). Each distribution of
Rc is characterized by its mean, standard deviation and median (see Table 10).

values of r, holding a; =0, Kk = =, =

Table 10: Results of uncertainty for Rc for each percentage of reporting.
r(%) Mean of Rc  Standard Deviation of Rc Median of R¢

10 2.68 3.32 1.56
20 1.78 3.50 1.61
30 1.67 2.04 1.02
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Figure 19: Histograms for R, for each percetange of reporting, the mean of R¢ is 2.68,
1.78, 1.67, for » = 10, 20, 30%, respectively.

K Optimizing o; and as

Next we address the question of what are the optimal values of «; and a2 so that the final epidemic size,
given by Eq.(20), is minimum under the constraint

B =cia1 + coao. (33)

This relation represents a cost-dependent isolation per-capita rate. The value B could represent
the“budget” per unit time aimed at controlling the disease via isolation efforts, i.e., its units can be seen
as [cost unit]/[ day]. The parameters c1 and ¢z are the respective costs of the per-capita isolation rates
from I and Iz to J. We reasonably assume that ¢; > ca since detecting earlier cases could be clinically
more difficult and also socially costly. The first reason comes from the fact that detecting the disease in
those who do not present clear or severe symptoms is medically more expensive due to an increase in
testing runs and the medical and technical staff needed to carry them out. The second reason stems from
the fact that, if a patient do not present severe symptoms, i.e., that person may not be sick from
influenza, and it is expensive to isolate such individuals.

We also know from the previous section that the final epidemic size is proportional to Rc. Hence, if we
want to find an optimal relation between a; and a2 to minimize the final size y is equivalent to minimize
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Rc with respect to those parameters. We would then have the following optimization problem

. . 1 K
min[Ro(or,02)] - = min [ﬂ (ff+71+oz1 + (n+71+a1)(72+a2))}
such that 0 = b— a1 —caz
0 < m
0 < a2

where we have introduced the unitless quantity ¢, relative cost, given by ¢ = ¢2/¢1 < 1, and the
parameter b defined as B/ci, with units of [1/day]. We have naturally constrained o and a to be
strictly positive. Our Lagrange function, with multipliers A\, p1 and po is given by

) K
+
k+vi+oar  (K+7+a1)(ye+a

A(a1,a2,)\)=ﬂ( ))—)\[b—al—caz]—,ulal—ugag,

and we need to solve VA(q, ag,a p;,u0) = 0, that is

oA _ B Br At =0
day (m+ao1+K)?2  (11+a1+kK)2(a2 +72) =
oA Bk
— = — + Ac+ p2 =0,
Oavz (v1 + a1 + &) (a2 + 72)? pe
OA
= b—a; —caz =0,
prar = 0,
H202 = 0.
Since a1 and s can not be zero, the solution for those two conditions is 1 = pe = 0. Isolating A and as
we obtain
Br
B Bk c

+ ;
(m+ar+k)?  (mntar+k)2(a2+92)  (n+ar+ k) a2 +92)?
a1 =b— caa,

which leads to the following quadratic equation in as
(b—cas+v1 + m)% = (a2 +72)%0 + w(az + 72),

that has a pair of solutions given by

o —kc—dcy2 £ /ke(ke + Seye + b3 + 071 + Ok)
Qo =
dc

We take the biologically significant one (discard the negative solution) for the optimal value of a2 and its

corresponding solution for o as given below

° k Kk (kK b+ +k
o3 ‘5‘”‘”\/5 <5+72+7+)’

K k(K b+ +k
5T \/5 <5+V2+f)

af = b+ec

(34)

(35)

Notice that we have not checked for the positivity of the above solutions. Moreover, there is an infinite
number of parameter sets such that af or a5 can be negative. The expressions above are to be taken only

for those parameter sets that make both a1 and s simultaneously positive.
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So far we have proven necessary conditions for Rc(af, @) to be a minimum or R¢. Next we show
sufficiency conditions to guarantee that V(a1, a2) € RY, Ro(aa, az) > Re(as, of). To prove that a
multivariable function has a minimum at a given critical point of its domain when there are no
constraints, the Hessian matrix’s determinant and trace at that point have to be positive definite. These
two conditions, along with the fact that the Hessian is a symmetric matrix, would guarantee that the
eigenvalues of the Hessian are positive, hence, at the critical point Rc has a minimum. We rewrite Rc,
for the sake of simplicity, as follows

A n B
(A1 4+a1)  (Air+a1)(ae+ Br)’

RC(CM17 Oég) =

where the new parameters are given by A = 86, A1 = v1 + k, B = fk, B1 = 2. Notice that they are all
positive, given their biological significance. It can be easily shown that the determinant of the Hessian of
Rc is given by

8?2 Rco 9?2 Rco
a2 Odadarg
— 1
Hre = 9’R¢ Ro |
dag Doy 8&%

B(4Aas + 4AB; + 3B)
(A1 + on)i(as + B)*

which is always positive for any positive value of asg, given that all the other parameters are also positive.
The trace, in general, is given by

2(BA? 4 2BA1a; + B(a1)? + A(ae)® 4+ 3A(a2)?Br + 3Aas B + ABS + B(az2)? + 2Bas By + BBY)
(A1 4 a1)?(az + B1)3

This trace is positive for all a5 > 0. Therefore, for any critical point 5 > 0, and with no regard for the
constraint of and oS are subject to, we can assure that at (af,a$), Rc has a minimum in R?*.
Therefore, we have shown the existence of an analytical expression for the optimal values of a
cost-dependent relation of the per-capita isolation rates. That is, knowing the parameter values and the
relative cost of each of the isolation rates, we can compute precise values for these per-capita isolation
rates so that the epidemics takes a lesser toll on the population.

L Conclusions

We considered the case of the 2009 A-H1INT1 influenza outbreak in Lima, Peru and have studied the
impact of the unreported cases in the calculation of the final epidemic size. To accomplish this, a system
of non-linear ordinary differential equations was constructed. The final size relations for the total number
of infected individuals and for the total number of reported cases were computed. These size relations
were used to obtain an expression for the level of unreporting.

Estimating model parameters via ordinary least-squares fitting of the model solution to the observed
data we have measured the reliability of this parameter estimation under different scenarios of reporting,
concluding that we cannot assume the data captured more than 30% of the actual cases of influenza
during the initial phase of the epidemic.

An uncertainty analysis was conducted on R¢ in order to determine its range of values, depending on the
amount of variation in the parameter values. We found that the distribution of R¢ lies in the mean range
(1.67, 2.62), depending on the percentage of reporting that was assumed. As the percentage of reporting
increases, the mean of R¢ decreases, which is due to the fact that a larger percentage of individuals are
being isolated.

In addition, a sensitivity analysis was also performed for the control reproduction number and for the
percentage of non-reporting. We found that Rc is most sensitive to changes in the transmission rate,
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followed by 2. However, as the percentage of reporting is increased, the influence of a2 on R¢ is
decreased. The R¢ is directly related to the final epidemic size, then, for a control policy it is a better
choice to decrease the transmission rate (social distancing), instead of increasing the isolation rate.
However, if we focus on the non-reporting, the isolation rate is the better choice for increasing the
reporting level.

Isolation of infectious individuals is a strategy used to contain a disease. Usually, only individuals who
exhibit severe symptoms are isolated. Looking at the effects that isolating individuals with less severe
symptoms would have on the incidence, we were able to see how effective early isolation is. By isolating
individuals with less severe symptoms, the size of the peak can be greatly reduced. Also, early isolation
(1) is more effective than late isolation (a2) at delaying the time of the peak.

When we investigated an isolation rate that depends on the amount of infected individuals, we could
study the effects that the speed at which the isolation system reacts to the epidemic would have on the
final epidemic size and on the time of the peak. We found that increasing the speed at which the
isolation system responds to the epidemic would always lead to a reduction in the final size of the
epidemic, and would also always lead to a delay in the time of the peak.

In order to control an epidemic, temporary social distancing measures are often put into effect. These
measures lead to a decrease in the transmission rate, 5, since the amount of contacts between infectious
individuals and susceptible is reduced. Via numerical simulations we the existence of an optimal value
that 8 should be reduced to in order to obtain the smallest final epidemic size. Furthermore, the timing
of the reduction is also important in terms of the social distancing effectiveness. Even though there is an
optimal time and transmission rate reduction so that the final size is minimum, social distancing always
result in a delay of the peak of the epidemic.

Given that isolating individuals with less severe symptoms is more effective in halting the epidemic, and
since it is reasonable to assume that doing so is more expensive, socially and economically, than isolating
individuals with severe symptoms, using an optimization problem we found analytical expressions for the
two optimal isolation rates as a function of the model parameters and their relative cost.
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Appendix

A Calculations of the unreported and final epidemic size

A.1 Final epidemic size calculation

Calculations of the final epidemic size [4,6] are shown below. We proceed getting the expression for I (t)
using the fact that
Ié =5 - [{ — (Ocl + ’)’1)]1 — (062 +72)]2, (36)
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where I; and I are fixed. To solve Eq. (12) for Iz, we us an integrating factor u = eJ (a2 t2)dt, Knowing
that I2(0) = 0 (initially no severe infection), we obtain

/
(Ige(aﬁ’mt) = (=8 —1f — (a1 +m) 1) >,

= Is (t)

t
/ [—S' — I — (o0 + 'yl)h] elezt2) (7=t g (37)
0

Similarly, we solve the following for I (¢):

I{ :—S/—(CM + 7 -|-Ii)]1, (38)
using an integrating factor p = el (171414t 41 q with initial condition I (0) = 0. This gives
(Ile(a1+’h+'€)t>l = _gelertmta)t
= () / — Gl TR (=) g (39)

To find the final size equation we divide Eq.(2) by S and use Egs. (13) and (14) to get
_ S BN +I»)

S0 - N-J (40)
l t
( ) /B / ! (a1 +vy1+k)(T—1)
_ 5 _ 1+71 d
S0 N_J°) 5 4
t
i]/ (_S’ _ [{ _ (al +’71)Il> e(a2+’v2)(7'—f)d7.. (41)
- 0

To simplify the following calculation, we consider the number of isolated individuals to be negligible
compared to the total population, then (N — J) &~ N. Integrating with respect to time from 0 to co, we
obtain:

m% = 35/00 /t =8/ (r)el T gy
9 / / 7 = L) — (a1 4+ 1)L (7)) @2 DT D gy, (42)
_ N/ / —5'(7) 5e<a1+m+n><r—t> n e(azmxr—w) drdt
N/ / ~I1(7) = (a1 + 7)1 (7)) T2 gr (43)
lnsl _ N/ / 5e(a1+’71+l<)(7' 0 | glaz+in)(r=0) )dth
+2 / / (a1 + )i (7)) €20 g (44)
Where the last step involved a change in order of integration. Letting u = —7 + t gives
In % = 5 / / 567(‘)”'“%0" + 67(a2+”’2)u) dudr
+5 / / — (a1 + )i (1)) e 2T qudr, (45)
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We evaluate the integral in the first term and obtain

/OO /00 —S'(7) (56_(”-”1'%)“ + 6_(a2+72)u) dudt

o Jo

— / —S'(r)dr </ (56*(a1+~/1+n)u + e*(a2+'y2)u) du) ,
0 0

_ /()w_s’(s)df(m+il+ﬁ+aQ—lwz)’
) (Nfsoo)( 5 L1 > (46)

ar+v+Krk azt e

Substituting Eq. (??) into Eq. (16), we obtain

N /B J / / 7(a+ Ju
Ino— = =(N-S« —I5( 22 dud
e N( )(a1+71+/c+a2+w2> i war

—%(al +7) I (r)e 22 gy dr,
o Jo

Then, using

/OOO —I{(7)dr = I (c0) — I1(0) = 0,

gives
N B 5 1 Blar +m) /°°
In — = —(N — S« + — 1 dr. 47
Soo N( )(al—&-’yl-&-m 062+’YQ) N(az+2) Jo H(r)dr (47)
To evaluate the integral in Eq. 17 we use Eq.(14) and obtain

w2y (1_5700>( pé B )
Seo N ar+Kk+7y1 a2+ 72

al +71 / / S (01+71+N)(S T)deT

(@)
(“*)(

a1+l-€+’y1 a2+’Yz)

062+")/2 a1+m+’y1
Oé1+:‘<é+’71 042+72 Oé1+f€+’)’1
N Soo
1n§ = (1 — W) Rec. (48)

Equation (18) is the typical final size relation [4,6]. If we let soo = S% as the proportion of the final
susceptible size Eq. (18) yields

In(s00) = (S00 — 1)Re, (49)
where 0 < soc < 1 and we have changed the argument in the logarithm and hence the sign of the right
hand term. Here 1 — so represents the number of disease cases over the course of the epidemic.

A.2 Final reported cases (J)
From Eq.(6), and with initial condition J(0) = 0, we have
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/ J'dt = / (a111 -+ 04212) dt. (50)
0 0

Therefore, by Egs.(13)-(14) we have,

/ / —S et grgy

az/ / [-S" =11 — (1 +m1) 1] eleet72) (7=t g gy

t
_ / / _ G elortmitr) (7= t)det+a2 /oo/ _Sfe(a2+72)(7'—i)d7.dt
0 0
+042/ / I’e(aer’Yz)(T t)det

+az(on 4+ 71) / / —Lie @2t gy (51)
0 0

Joo

The four integrals in Eq.(??) further simplify (as done to find the final size relation), providing the final
number of reported cases, given by

J _ al(NfSoo)_‘_ag(NfSOO)_(ag(alJr'yl))( N — S )
> ar+y1+ K asz + 72 as + 2 ar+y1+K)’
— (N=5.) aq n o2 _( o2 >( a1+ 71 >]7
lar+71+K a2+ 2 a2 + Y2 ar+71+ kK
= (N-5) a4 = <1 __atm )} :
lar+71+K a2+ 2 ar +71+ K
Jeo = (N —Ssx) o +( " )( a2 )] (52)
lar+71 + K ar+v71+ K g + Y2

Dividing by the total population IV, and defining j.. as the final size proportion of reported cases, Eq.
(22) can be expressed as

. (1—8 ) (5] + KR (6%)
Joo o +y +r ar+y+r) \az+y2 /]’

-t ) (65)
ya1+71+f€ art+yit+r) \at+y/]|’

We obtain an equivalent expression for the level of non-reporting given by

Uoo = 1_];“”
y
- G ER) )
ar+v+ kK ar+m+ kK a2 + 2

where Joo is the level of the final size proportion of reported cases.
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B Bounds for Levels of reporting and unreporting

B.1 An upper for the level of reporting

Equation (??) provides the level of the final size proportion of reported cases. We further proceed to

analyze this expression in order to provide a bound to Joo, Under different levels of infection for an

Y
influenza outbreak, the rate of progression from class I to Iz is positive, that is £ > 0 and parameters for
the recovery and isolated cases are a1, a2, 1,72 > 0, we get the following expressions
e} o
1. ! < ! , the probability of isolation from class I; without recovery is larger than
art+m+K T otk
with recovery,

2. " < n , the probability of progression to I; from I is longer without recovery than

art+m+K - otk
with recovery,
@ @
3. —2 <2 1, for individuals with more severe infections I» the probability of becoming
a2 + Y2 o
isolated is always one provided no recovery.

Then,

Jooo _ a1 n K e
y o t+mtk art+yi+te) \aety)’

a1 K
=1. 54
CM1+I€+CM1+I€ ( )

From Eq. (54) we get that Joo _q it 71 = 0 and 2 = 0, which means that under no recovery every

infected individual gets reported.
Under a typical scenario of influenza epidemiological surveillance (data) only individuals with severe
symptoms are being isolated (a1 = 0), then Eq.(??) becomes

() (B8 )
Y Y1+ K Qg + 72

thus we can bound Eq.(55) with v1 > 0, obtaining
Joo ( K ) ( (D) ) < (m) ( [eD) )’ (56)
Yy Y1+ K Q2 + Y2 K g + 2

Jo o2 (57)
y a2 + 72
under a; = 0, that is when less severe infections are not reported. Equation (57) provides an upper bound
for the reporting level. Since in a real epidemic scenario we cannot control the value of 72, this upper
bound only depends on the isolation level of people with severe symptoms (az), for fixed values of 2 .

which implies

B.1.1 Asymptotic behavior of the non-reporting u.,

The level of non-reporting u., — [, | < co when as — oo, but there is no asymptote for a;. The
explanation for this is connected to their “position” in the chain of the infection-isolation events. The
parameter oy acts on those just infected, or, in the first chain of events, and for large o the infected will
go from I; to J at a much higher rate than to R or Is that is, if

a1 Y1 K
ap > Ky — > s . 58
! {n,r} ar+m+ kK {oc1+71+f<¢ oc1+71+f<a} (58)
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From the total proportion of non-reported relation, Eq.(23), we have lim wus = 0. This suggests that
a1 —00

under perfect isolation of less severe infected individuals the non-reported will be minimal. The vast
majority of less severely infected individuals will be reported. In this case, the model behaves like a
classic STR with the R class representing the isolated class.

For ao we have that, given that it acts on I3, there is a whole infectious compartment, I, that can

escape from this isolation process. From Eq.(23) we then have

. a1 K
Iim %Us = 1-— + ,
ag—ro0 o +71+ K o +71+ K
e ¢ S
ar+m+R

that is, under perfect isolation of severe infected individuals (I2), individuals with less severe infections
(I1) will still recover.
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Figure 20: Model fit to all the data from Lima, Peru of the incidence number of reported
cases varying the percentage of reporting (r), that is, r = 10%, 20% and 30%, respectively.
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C.1 Fitting of the model to data for different percentage of reporting
(initial phase of the epidemic)
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Figure 21: Model fit to the initial phase of the incidence number of reported cases varying
the percentage of reporting (r), that is, r = 10%, 20% and 30%, respectively.
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D Sensitivity analysis

D.1 Sensitivity analysis for Rs

To explore the sensitivity of Rc to the variability of the parameters of the model, we let \ represent any
of the parameter values that define Rc in our model. Considering a small perturbation of A by A\, R¢
will be perturbed by AR¢ as well. The normalized sensitivity index Sy is the ratio of the corresponding
normalized changes. We define the sensitivity index for parameter A as

ARc

SRC* Rc L 8RC
A7 A T\ Re oN )’

A

Since the control reproductive number for the model is given by

Re = [3( 0 + n )
© = k+m+oar  (k+y+ar)(ye+az,))’

we calculate the sensitivity indices

R B (0Rc
ste = 2 ()
gRc  _ KN <8RC> _ 0(a2 4+ 72)
o Rc \ 96 da + 0y2 + K’
ghe _ K <8Rc) _ K(—0aa — 62 + a1 + 1)
® Re 0k (1 + Kk +71)(0az + dy2 + k)’
ghe _ Q2 <8Rc) _ —aok
o2 Rc \ Oaz (2 +72) (02 + 672 + &)’
gRe _ L <3Rc> _ -7
n Rc \ om o+ K+7]
gRe _ 2 <8Rc> _ —Y2K '
” Rco \ 072 (a2 +v2) (0 + 6y2 + k)
We computed the sensitivity indices for Rc for each percentage of reporting, where parameters
0= %,72 = %, k = —, and a1 = 0 are fixed, and parameters 5, az, and 7y, are varied according to r, the

level of reporting cases (see Table 77 for the different parameter values). The values of the sensitivity
indices for Rc are given in Table 11. The transmission rate § is the most influential parameter in
decreasing R¢ since the sensitivity index is 1. Also, since the isolation rate for those with severe
symptoms, aa, provides possible intervention strategies, we examine how changes to this parameter affect
the control reproductive number Rc. For example, for » = 10%, we have szc = —0.159 which means
that a 6.3% increase in ay results in 1% decrease in Ro. Whereas, for r = 30%, we have S = —0.360
which means that a 2.7% increase in as results in a 1% decrease in R¢.
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Table 11: Sensitivity analysis of R¢o
Index  10% 20% 30%
Sie 1 1 1
SHe 0232 0308  0.349
She 0285 0258  0.108
She L0159 -0.319 -0.360
Sfie 0517 -0.567 -0.457
she 0600 -0372 -0.201

D.2 Sensitivity analysis for u

Since one of the aims of this work is to investigate the impact of non-reporting on the final epidemic size,
a sensitivity analysis is also conducted on w.

aq K (e %)
v = 1- +
[oq-l—vl-i-n (a1+71+fi) (a2+72)}
su - <@> _ K(a1ye — niaz)
" u \ Ok (o + £+ 71)(Ky2 + 1102 +7172)
u a2 ( ou ) Q2K7Y2
guoo= G2 (0w _
u \ Doy (o2 +72) (kY2 + 1102 + 7172)
sy = N <ai) - Y1(eaaz + a1z + kas)
" u \ On (a1 + K +71) (K72 + 1102 + 71172)
gu - 2 < ou ) _ QK2
Y2 - — \ 9. ] —
u \ 072 (a2 + 72) (kY2 + Y102 + 1172)

Table 12 provides the values for the sensitivity index for u. We vary values of aa, one of the most
influential parameters. However, as the percentage of reporting increases, the sensitivity index of as gets
closer to zero, meaning that a higher percent change in as is needed to obtain a 1% decrease in u. For
example, when the percentage of reporting is r = 10% = S5, = —0.779. This suggest a 1.25% increase in
a2 would result in a 1% decrease in u. When the level of reporting is 30% = S5, = —0.374, this suggest
that as 2.6% increase in az gives a 1% in w.

Table 12: Sensitivity analysis of u
Index 10%  20%  30%
Sy -0.057 -0.142 -0.196
Sy -0.799 -0.533 -0.374
SY 0.057 0.142 0.196
SY 0.799 0.533 0.374
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Table 12 provides the values for the sensitivity index for u. The parameter whose value can be altered in
reality is ae, which happens to be one of the most influential parameters. However, as the percentage of
reporting increases, the sensitivity index of ay gets closer to zero, meaning that a higher percent change
in as is needed to obtain a 1% decrease in u. For example, when the percentage of reporting is r = 10%,

Sa, = —0.779, meaning a 1.25% increase in oz would result in a 1% decrease in u. When the level of
reporting is 30%, Sa, = —0.374, which means that to get a 1% decrease in u, a2 needs to be increased by
2.6%.
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