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SUMMARY 

The Meeting on Points of Entry (POEs) Capacity and Preparedness for Public Health 
Response under the International Health Regulations (IHR 2005) was held in Manila, Philippines 
from 26 to 28 October 2011.  

The objectives of the meeting were: 

(1) to review overall progress in the development of the core capacities at designated 
POEs as required by IHR; 

(2) to identify appropriate approaches and priority actions towards meeting the IHR core 
capacity requirements by June 2012; and 

(3) to discuss, identify and agree on strategic directions and collective actions on POE 
preparedness for public health emergency responses in the next 5 years, including 
discussions on possible regional mechanisms for sharing information, risk assessments 
and harmonizing border measures in the Western Pacific Region. 

Member States have made good progress to develop and strengthen routine public health 
functions for their designated POEs as required under IHR.  Country and area experience shows 
that existing systems should be built upon instead of creating new systems when strengthening 
routine and emergency capacities to utilize existing public health services fully and to reduce 
unnecessary duplication.  

The influenza A (H1N1) 2009 pandemic marked the first large-scale response to a public 
health emergency of international concern under IHR, in which several key lessons were learnt. 
The pandemic response highlighted a need for effective regional and international mechanisms 
and collaboration for timely information sharing, joint risk assessments and harmonization  
of POE responses. 

In the Region, regional approaches and actions to implement IHR have been supported 
through the Asia Pacific Strategy for Emerging Diseases (APSED 2010).  In preparation for 
public health emergencies, two components are required: (1) emergency planning involving the 
development, exercise and maintenance of a public health emergency contingency plan; and  
(2) improving readiness, through ongoing, continuous capacity-building efforts to improve both 
routine and emergency functions.  To support the first tier of preparedness, the World Health 
Organization Regional Office for the Western Pacific has developed a guide for public health 
emergency planning at designated POEs.  

At the conclusion of the meeting, recommendations included that Member States should 
take urgent action to prioritize the identification of designated POEs and implement key 
activities that will help move towards the achievement of the IHR core capacities for designated 
international airports, ports and ground crossings by 15 June 2012, and that Member States 
should use the APSED workplan on POE preparedness as a guide to further improve  
POE readiness for public health emergency response. 





1. INTRODUCTION 

The Meeting on Points of Entry (POEs) Capacity and Preparedness for Public Health 
Emergency Response under the International Health Regulations (IHR 2005), was held at the 
Regional Office for the Western Pacific in Manila, Philippines, from 26 to 28 October 2011. 
The meeting was attended by participants from 16 countries and areas in the Region, relevant 
observers from national and regional organizations, WHO staff members and temporary advisers. 

 
This meeting was the second to bring together senior health officials, competent 

authorities and other stakeholders responsible for public health measures at POEs. 
With the approaching June 2012 deadline to have in place core capacities needed to meet  
IHR requirements at designated POEs, together with the recent experience of the  
influenza A (H1N1) 2009 pandemic—the world’s first global public health emergency of 
international concern under the revised IHR—this meeting presented a timely opportunity to 
share and review lessons learnt and to prioritize actions to meet IHR requirements by  
15 June 2012.  More importantly, the meeting also identified strategic direction and actions in 
improving POE emergency preparedness efforts in the next few years in accordance with the 
updated Asia Pacific Strategy for Emerging Diseases (APSED 2010). 

1.1 Objectives 

(1) to review overall progress in the development of the core capacities at designated 
POEs as required by IHR; 

 
(2) to identify appropriate approaches and priority actions towards meeting the IHR core 

capacity requirements by June 2012; and  
  
(3) to discuss, identify and agree on strategic directions and collective actions on 

POE preparedness for public health emergency response in the next 5 years, 
including discussions on possible regional mechanisms for sharing information,  
risk assessments and harmonizing border measures in the Region. 

1.2 Opening remarks 

Dr Takeshi Kasai, Director, Health Security and Emergencies, WHO Regional Office 
for the Western Pacific, welcomed all participants and observers to Manila and presented an 
opening message on behalf of Dr Shin Young-soo, WHO Regional Director for the Western 
Pacific.  The Regional Director reiterated the aim of the revised IHR to prevent the international 
spread of diseases while avoiding unnecessary interference with international traffic and trade 
through the collective effort of all 194 WHO Member States.  To achieve this common goal, 
a number of core capacity requirements at designated international airports, ports and ground 
crossings had been identified, which Member States had committed to meet by 15 June 2012.  
Time was now short, but these targets could still be achieved. 

 
For designated POEs, IHR focuses on capacity and preparedness for a public health 

emergency response.  The core capacities required to fulfil these obligations encompass both 
routine public health functions and emergency responses.  Routine public health measures at 
POEs have long been in practice in many countries and areas, and continue to be important.  
In addition, each designated POE is also required to develop a public health emergency 
contingency plan to respond to an emergency situation.  Much progress has been made by 
Member States in the Region to build these capacities over the past years.  The experience of the 
2009 H1N1 pandemic tested the capacity of the POEs and their role in a global public health 
emergency.  
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Many lessons were learnt, including confirmation that POEs have an important and unique 
role to play in the public health response.  Challenges were also raised, including ensuring that 
decisions on border health interventions are more risk- and evidence-based. 

 
Public health emergencies will continue to occur in the Region, and countries and areas 

need to be better prepared for new and uncertain scenarios by improving the readiness of their 
POEs, not only to meet the IHR core capacity requirements, but also into the future.  To support 
this goal, APSED provides a common regional strategy to support IHR implementation and to 
sustain IHR achievements.  This meeting comes at a critical time for participants to identify 
priority actions to meet the IHR core capacity requirements at POEs and to discuss the strategic 
direction to take to improve POE preparedness in the Region collectively.  

1.3 Appointment of Chairperson 

Dr Edgardo C. Sabitsana, Director IV, Bureau of Quarantine, Port Area, Manila, 
Philippines, was appointed Chairperson with the support of a number of session chairs who were 
also meeting participants.  

2. PROCEEDINGS 

2.1 Plenary 1: International Health Regulations core capacity requirements 

The Chairperson (Director IV, Bureau of Quarantine, Port Area, Manila, Philippines) 
observed that the target date of June 2012 for Member States to develop their IHR core capacity 
requirement was approaching.  Thus, it is important to review current progress towards meeting 
the IHR core capacity requirements and to examine what else must be done to focus on the 
priority needs over the coming months.  

 
After the plenary session was complete, the Chairperson invited comments and questions. 

One question addressed was whether guidelines, in addition to the WHO Guide for Public Health 
Emergency Contingency Planning at Designated POEs, will become available for public health 
emergency event management.  Guidelines on event management are in development with a 
working group, and will be shared when ready.  The WHO guide on contingency planning, 
available in the meeting folders and disseminated with meeting documents, can also be used to 
plan for a public health emergency response. 

 
2.1.1 International Health Regulations and the core capacity requirements for points of entry 

Dr Li Ailan, Medical Officer–IHR, WHO Regional Office for the Western Pacific, noted 
that POEs have played an important role in the history of IHR.  In IHR (1969), the role of POEs 
focused on quarantine and prevention of entry of three specific diseases—cholera, plague and 
yellow fever.  Since then, IHR was revised to reflect modern reality where people and diseases 
travel rapidly, and no single county or area can protect itself on its own.  This situation was 
realized during the influenza A (H1N1) 2009 pandemic, where the disease spread to almost every 
country and area of the Region within months, despite aggressive measures implemented at 
borders.  

 
IHR (2005) has a revised purpose and scope, to protect against international public health 

threats in a manner proportionate to risk, and to avoid unnecessary disruption of international 
traffic and trade.  IHR also involves a paradigm shift from control of borders to containment at 
the source, from a specific disease list to all acute public health threats and from pre-set measures 
to an adapted and real-time response.  National systems and core capacities to fulfil these actions 
at designed POEs, as well as regional and international systems to detect, assess and respond to 
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acute public health events of international concern, are also called for under IHR.  The role of the 
POE has been expanded, and this new role will see the public health function of POEs become 
more flexible and dynamic.  POEs will become integrated into the command and control 
structure of a public health emergency response. 

 
2.1.2 International Health Regulations implementation at points of entry: global overview  

Dr Daniel Menucci, Technical Officer, IHR Coordination, WHO Lyon Office, presented 
results from a global survey of all national focal points regarding their POE capacities, 
administered by the IHR Coordination Office, WHO Headquarters, to assess progress towards 
implementation of the IHR requirements at POEs.  As of October 2011, about one-half of 
Member States from around the world had returned the questionnaire.  Progress has been good, 
but many countries, areas and their designated POEs still require support to meet their IHR 
obligations by June 2012.  In the Region, 431 designated POEs have been identified by  
Member States, although some countries and areas have yet to designate their POEs and require 
support. 

 
The core capacity requirements expected to be met at all designated airports, ports and 

ground crossings are described in IHR, with specific capacities identified in the IHR assessment 
tool and monitoring check-list.  In addition, WHO has published and disseminated a wide range 
of documents and tools to support countries and areas in developing capacity at international 
ports, airports and ground crossings.  These include routine capacities such as vector surveillance 
and control, as well as response capacities such as public health emergency planning.  A number 
of collaborative initiatives have also been established, such as the PAGNet specialized network 
for ports, airports and ground crossings, and collaborations with other United Nations agencies, 
civil society, nongovernmental organizations and national and regional projects. 

 
2.1.3 International Health Regulations implementation: regional actions and progress in the 
Region 

Dr Li Ailan noted that in the Region, regional approaches and actions to implement IHR 
have been supported through APSED.  In this strategy, POEs are supported to play a 
coordination role in bringing together stakeholders and relevant technical experts to plan and 
implement a response to a public health emergency situation.  Strong links are also 
recommended to be established between the POE and national IHR focal points, to ensure clear 
and timely event communications between the offices in times of emergency.  

 
Significant progress has been made through APSED to strengthen capacities required to 

meet IHR obligations in other areas, including surveillance and response, laboratory capacity, 
zoonoses collaboration, infection prevention and control, risk communication and national IHR 
focal point functions.  In 2010, APSED underwent a revision process, expanding its scope to also 
include public health emergency preparedness as a focus area for capacity-building.  At the 
regional level, progress has been achieved, with some 80% of countries and areas having 
designated their POEs, routine public health functions and measures in place in most designated 
POEs and efforts ongoing regarding public health emergency contingency planning.  

 
Important issues to be addressed include prioritization of POE designation, links with and 

utilization of existing national and local public health systems and services (e.g. hospitals, 
laboratories and vector control programmes), development of public health emergency 
contingency plans and improvement of readiness to respond to future public health emergencies 
of an unknown nature.  In working towards these goals, maintaining good communications with 
the national IHR focal point will be critical, particularly in identifying and coordinating priority 
actions, scheduling to meet the June 2012 deadline and reporting progress to the World Health 
Assembly.  
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The Chair invited comments and questions: 
• In addition to the 'WHO Guide for Public Health Emergency Contingency 

Planning at Designated Points of Entry', will a guideline become available for public health 
emergency event management?  

–  A guideline on event management is in development with a working group, and 
will be shared when ready.  The WHO guide on contingency planning, available in the meeting 
folders and disseminated with meeting documents can also be used to plan for public health 
emergency response. 

2.2 Plenary 2: Ensuring routine public health functions for points of entry 

The Session Chair, Ms Sally Gilbert, Manager, Environmental Border Health, Ministry of 
Health, New Zealand, noted that there are two distinct types of IHR core capacity requirements 
required at POEs—one related to routine public health functions and the other related to 
preparedness for a public health emergency.  Several country and area participants were invited 
to present their experience and status in achieving routine IHR core capacity requirements at 
POEs.  

 
At the conclusion of the plenary session, the Session Chair invited comments and 

questions.  First, a participant asked if regulatory change was needed to put core capacities in 
place.  In China, the law on health quarantine came into force in 1986 and was established in 
accordance with the old IHR.  This is now under revision with a proposed draft, which is 
currently in the process of discussion.  In New Zealand, existing legislation has generally been 
sufficient, with POE measures implemented under existing laws.  However, under current law, 
there is no power to enforce exit measures, which must be implemented voluntarily. 

 
Second, it was asked how a lack of human resources should be addressed.   

In New Zealand, many public–private partnerships have been established to make the best use of 
available resources.  

 
It was also noted that country and area experience shows that existing systems should be 

built upon instead of creating new systems when strengthening routine and emergency capacities. 
In this way, existing public health services at both national and local levels can be fully utilized 
and unnecessary duplication reduced.  This may be especially useful for countries and areas that 
do not yet have all routine public health function in place at POEs.  The importance of staff 
training, human resources capacity, communication and coordination in building and maintaining 
routine and emergency capacities was highlighted.  The process of capacity building at POEs has 
also led to a better understanding of public health and its importance.  In addition, developing 
IHR core capacities at ground crossings remains challenging for many countries and areas.  

 
2.2.1 Country progress: New Zealand  

Ms Sally Gilbert discussed that to meet the country’s IHR obligations at POEs,  
New Zealand authorities first surveyed existing agencies on their roles and responsibilities. 
Regional public health units were designated as competent authorities, and the national focal 
point was established in the Ministry of Health.  The survey of POEs was based on the premise 
that any international traveller should receive the same level of public health support as every 
urban New Zealand citizen.  Given existing differences between airports, a need for a risk-based 
approach to assess airports was identified.  A 4-tier system was developed to categorize airports 
based on an overall consideration of factors, including the origin of in-bound flights, number of 
flights and passengers, volume of risk goods, basic facilities (i.e. food, water, sanitary facilities, 
medical support and vector control) and status of public health response planning.  

 
A pilot was conducted in 2010 at Christchurch International Airport using  

WHO assessment tools.  A multidisciplinary team (i.e. health protection officers, medical 
officers of health and auditors), supported by Ministry of Health technical experts, was used to 
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engage border agencies and organizations with best practice guidelines developed and distributed 
to all public health units in October 2010.  Key findings included the importance of a verification 
team with a wide range of competencies and skills and a systematic assessment process with a 
good understanding of the assessment tool, appropriate time-frames and a compliance register.   
It was also critical to develop a sound understanding of the airport operating environment.   
Face-to-face meetings and walk-throughs were important, and communication with border 
stakeholders became more effective when existing communication networks were used and 
public health language adapted to airport terminology.  Relationships are critical, as airports are 
complex operating environments with many different agencies and businesses at work, with 
different roles and perspectives.  Many committees and structures are already in place that should 
be utilized rather than added to or imposed on.  

 
Other key findings included the need to develop plans to rectify noncompliant items, 

review findings with POE stakeholders, maintain contact (every 3–4 months) and conduct 
regular follow-up reviews and assessments.  Airport core capacities must include the capacity to 
perform routine functions to maintain public health, such as access to medical services and a safe 
environment.  However, these must also be accompanied by the capacity to respond to a  
public health emergency of international concern, to ensure public health as well as meet  
IHR requirements.  

 
2.2.2 Country progress: Viet Nam 

Dr Ha Huy Toan, Deputy Chief, Department of Border Health Quarantine, Ministry of 
Health, noted that the health quarantine units at POEs in Viet Nam perform five routine 
functions: health quarantine for passengers; health quarantine for conveyances; health quarantine 
for foods and food safety; surveillance of agents, hosts and environment; and communication and 
information reporting.  Set measures are implemented for each of these routine functions and 
were also implemented during the public health response to the influenza A (H1N1) 2009 
pandemic at POEs.  For passengers, these included measures such as health declarations, 
distribution of personal protective equipment, isolation and examination of ill passengers, and 
treatment and confirmation sampling.  Measures in other areas included inspection and 
disinfection of conveyances, inspection and testing of goods and food, and monitoring and 
disinfection of the POE environment.  

 
2.2.3 Country progress: China  

Dr Yang Qingshuang, Section Director, Department of Health Quarantine, Xiamen  
Exit–Entry Inspection and Quarantine Bureau, stated that the IHR national focal point has been 
established in the Ministry of Health, with authorities from the General Administration of 
Quality Supervision, Inspection and Quarantine designated as the competent authorities at POEs. 
POEs include 60 international airports, 138 seaports and 72 ground crossings spread across the 
country.  

 
Since 2008, core capacities at POEs have been strengthened, with an initial assessment 

that found most international airports, eastern seaports and major ground crossings to have good 
core capacities, with further improvement needed at other POEs.  Following this assessment, a 
planning process was carried out, including classification of POEs into categories according to 
need for investment and improvement efforts; a check-list, taking WHO assessment tools into 
consideration; and scheduling to set timetables to promote POEs to a higher development 
category.  This process was followed by strategic development in areas including infrastructure 
(e.g. on-site laboratories and infrared screening equipment), developing and maintaining  
public health emergency contingency plans, staff training and drills, communications and 
sanitation.  This has resulted in an overall improvement in core capacity and the establishment of 
a health brand.  An environment has been fostered where stakeholders are willing to share 
resources and contribute to a sustainable capacity development model.  Next steps include a final 
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assessment, maintenance of existing capacities and further work to strengthen capacity at ground 
crossings.  

 
2.2.4 Country progress: Japan 

Dr Yasuko Honma, Director, Division of Quarantine, Narita Airport Quarantine Station, 
stated that Narita Airport—the main airport servicing the Greater Tokyo Area—comprises two 
terminals with six quarantine booths between them.  A disease list of quarantinable infectious 
diseases is in use, including some for which on-site laboratory testing is performed  
(e.g. avian influenza [H5N1], malaria, dengue fever and chikungunya fever).  The duties of the 
quarantine division include inspection of relevant clearance documents, collection of health 
questionnaires, observation of passengers and crew and granting of pratique.  Passengers found 
to be infected with a quarantinable disease are examined in health consultation rooms and 
transferred to a medical service; the case is also notified to the Ministry of Health and local 
health centre.  Passengers ill from other causes are advised to visit a clinic.  

 
The Sanitary Division conducts routine vector surveillance of identified areas of the 

terminal and surrounding environment, including invasion surveillance (throughout the year) and 
inhabiting surveillance (when monthly average temperature is above 15°C).  Vector inspection is 
also carried out in aircrafts after arrival.  Captured vectors are identified in on-site laboratory 
facilities, and antibody detection carried out in laboratory centres in Yokohama and Kobe. 
Information from vector investigations is also included in national data collection systems.  

 
2.2.5 Country progress: Mongolia  

Mr Tumurbaatar Tegshyabar, State Senior Inspector for Hygiene and Epidemiology,  
State Border Specialized Department, State Professional Inspection Agency, discussed that 
routine functions at POEs include ensuring a safe environment (e.g. water supply, food and 
sanitation) and prevention of disease through activities including vector control, examination and 
treatment of ill travellers and inspection of conveyances.  At Chinggis Khaan International 
Airport, a public health emergency contingency plan has been developed, including specific 
control measures and arrangements for interview, quarantine, treatment and isolation.   
Training, drills and exercises have been held to develop and test the plan.  

 
In 2010, an assessment of POE core capacities was carried out in conjunction with WHO. 

From this assessment, a number of next steps were determined, including approval of a draft plan 
for future core capacity strengthening (2011–2015), review of standard operating procedures for 
interagency communication and coordination, and conduct of a risk assessment to evaluate  
cost-effectiveness of POE interventions (e.g. health declaration forms and temperature 
screenings).  In addition, improvement of human resources capacity and collaboration with 
relevant ministries to strengthen core capacities at three designated POEs have been prioritized 
for future action.  

 
–  Was regulatory change needed to put core capacities in place? In China, the law 

on health quarantine came into force in 1986 and was established in accordance with the old 
IHR. This is now under revision with a proposed draft, which is currently in the process of 
discussion.  Review of law is a difficult process and needs to be undertaken step-by-step.  

–  In New Zealand existing legislation has generally been sufficient, with POE 
measures implemented under existing laws.  However, under current law there is no power to 
enforce exit measures, which must be implemented voluntarily.  

–  How is a lack of human resources addressed?  Most airports are privately owned 
and operated.  Formal agreements may be useful so that airport operators can require providers to 
adhere to measures required under the IHR (2005).  

–  In New Zealand, many public-private partnerships have been established,  
to make the best use of available resources.   
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(1) Routine public health work at designated ports has been in place for many years. 
Border health protection remains important and good practices should be maintained. 

(2) Country experience shows that existing systems should be built upon instead of 
creating new systems when strengthening routine and emergency capacities.  In this way, 
existing public health services at both national and local levels can be fully utilized and 
unnecessary duplication reduced.  This may be especially useful for countries that do not yet 
have all routine public health function in place at POEs.  

(3) The importance of staff training, human resource capacity, communication and 
coordination in building and maintaining routine and emergency capacities has been highlighted.  

(4) The process of capacity-building at POEs has also led to a better understanding 
of public health and its importance. 

(5) Developing IHR core capacities at ground crossings remains challenging for 
many countries.  

2.3 Plenary 3: Point of entry public health emergency preparedness  

The Session Chair, Dr Zheng Jinnaning, Director, Department of Quarantine, China, 
recalled the influenza A (H1N1) pandemic—the first global public health emergency of 
international concern under IHR (2005).  The pandemic response has provided countries and 
areas with a valuable experience in the management of a public health emergency of 
international concern, through which important lessons and actions for strengthening public 
health emergency preparedness at POEs can be identified.  In this session, the pandemic was 
reviewed, and countries and areas’ experiences in responding to the situation were discussed.  

 
After the plenary session concluded, the Session Chair invited comments and questions.   

It was noted that internationally harmonized tools such as a common health declaration form or 
single public information video to be played to travellers may be useful communal measures that 
can be deployed in the future to reduce cost and duplication.  Also, when looking at a public 
health emergency from a medical or health perspective, a broader situational awareness may be 
missed.  New social media platforms such as Twitter and Facebook can quickly cause a situation 
or message to go ‘viral’, creating new political problems.  Thus, a new and dynamic strategy on 
information sharing and dissemination is needed to keep pace with technology.  

 
It was also discussed that epidemiologists are well trained in data collection and analysis, 

but a new challenge will be to build a system and to train staff members to record, organize and 
interpret POE data.  The integration of POE activity data with epidemiological surveillance data 
could produce strong evidence to prove the effectiveness of interventions and to make better 
public health decisions.  Further, involving all stakeholders and getting their buy-in to public 
health emergency planning and response are critical to make sure that when the time comes to 
implement the plan, it works.  In the pandemic response at POEs, working with airlines and 
airport workers proved to be extremely valuable to communicate the purpose of public health 
measures to the public in a language that travellers (i.e. their customers) understood.  

 
Furthermore, it was noted that different countries and areas have different practices; thus, 

there is a need to harmonize preparedness issues, including surveillance and data collection.   
The IHR national focal point network also needs to be strengthened to share information more 
quickly and in more detail.  Information shared during the pandemic response was often 
insufficient to produce sound risk assessments.  It is important in-country for the national focal 
points to build relationships with other sectors (including POEs) so that they can perform their 
role effectively.  

 
Border surveillance should fit into the overall national surveillance system.  

Inconsistencies were observed during the response to the pandemic where the national level may 
have moved to a mitigation strategy while border areas were still implementing containment 
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strategies in terms of surveillance and laboratory testing.  Not only was this ineffective, but 
travellers moving between border and national areas became caught up in the confused system.  

 
2.3.1 Overview of the influenza A (H1N1) pandemic  

Dr Chin Kei Lee, Team Leader, Emerging Disease Surveillance and Response,  
WHO Regional Office for the Western Pacific, noted that the influenza A (H1N1) 2009 
pandemic was the first pandemic to occur after major investments in pandemic preparedness had 
been initiated around the world, thus testing pandemic plans and planning assumptions.  It was 
also the first pandemic for which effective vaccines, antivirals, high-quality health care and 
diagnostic testing were widely available in many countries and areas, requiring clear 
communicated and effective management of these resources by public health authorities.  
Modern media and communication networks also resulted in the global sharing of information 
and news with unprecedented speed.  Public health interventions such as school closures or 
antiviral prophylaxis were used to attempt to contain the spread of the disease; however, more 
information and study are needed to assess the impact and effectiveness of these strategies.  

 
In reviews of the lessons learnt from the pandemic response, it is clear that preparedness 

helps.  In the case of this pandemic, the broad clinical spectrum of disease created challenges in 
adapting preparedness plans (developed for avian influenza or SARS) to an appropriate response. 
Thus, response plans need to be flexible to adapt to the specific and unique characteristics of a 
public health emergency of international concern as it arises.  The initial emphasis by many 
countries and areas to identify and confirm cases when community transmission was already 
apparent resulted in an unnecessary overload on public health, medical and laboratory capacity at 
the pandemic’s peak and also delayed the shift from a strategy of containment to mitigation of 
the disease.  In the future, evidence-based data should be collected and analysed in real time to 
make informed decisions during the emergency response and to communicate those decisions to 
responders and to the public. 

 
2.3.2 Border measures in response to the influenza A (H1N1) 2009 pandemic  

Dr Daniel Menucci discussed how in 2010, the WHO IHR Coordination Office organized 
a border measures survey to understand the perceived effectiveness, resource requirements and 
impact on international travel and transport of public health measures implemented by countries 
and areas during the early stages of the pandemic.  Respondent countries and areas reported high 
rates of health information collection and entry screening, indicating a focus on information at 
the POE to a country or area and thus an emphasis on preventing entry of the virus.  Posters, 
websites, hand-outs at arrival and news were all used by the majority of responding countries and 
areas to communicate health information to the public at borders.  Travel advisories and 
information appeared to prompt self-identification of illness by travellers, and raised awareness 
among asymptomatic travellers.  

 
Countries and areas made large investments into entry screening, including health 

declaration cards, visual inspections and temperature screening. Border measures were stopped 
or reduced by 70% of responding countries and areas due to changing epidemiology of the 
pandemic. A need for strong decision-making to determine when border measures should be 
stopped was anecdotally noted, as well as shifting of resources from containment strategies to 
mitigation and community health care. About 56% of responding countries and areas perceived 
entry screening to have delayed entry of the virus, while the remaining 44% reported no evidence 
that entry screening affected the pandemic course.  

 
Determining the efficacy of health-screening measures implemented at borders is 

extremely difficult due to divided opinions and limited and widely variable data.  Efficacy was 
also found to be dependent on many different factors including resources, containment measures, 
experience and planning.  The measures implemented also varied according to changing 
epidemiology and recommendations, moving away from broad measures and becoming more 
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border-focused as the pandemic progressed.  The survey itself was limited by a focus on the early 
stages of the pandemic, a low complete response rate and was not representative of all regions or 
stakeholders.  In the future, additional studies may be considered to evaluate the efficacy of 
public health measures, particularly in the later stages of the pandemic, to develop evidence on 
which to base future public health emergency contingency planning efforts.  In addition, 
strategies to improve communication and collaboration with POE stakeholders may be explored.  

 
2.3.3 Poster presentation of country and area point of entry responses to the  
influenza A (H1N1) 2009 pandemic 

All participating countries and areas were requested to prepare and present a poster to 
identify and summarize important aspects of their response at POEs to the pandemic.  
Participants were divided into four groups to review their responses as a basis for preparation for 
future public health emergencies of international concern.  Discussions were facilitated by 
technical advisers, and a summary of findings was presented in the continuing plenary session. 

 
2.3.4 Summary of lessons learnt from the pandemic response 

Mr Gregory Flaherty, Director, Border Health Section, Office of Health Protection, 
Department of Health and Ageing, Australia, noted that several key lessons learnt from the 
pandemic response were common among the country and area posters presented.  All countries 
and areas implemented border measures in response to the pandemic to varying effect.  At POEs, 
the response played a positive role in increasing public awareness and potentially helped delay 
the entry of the disease to some countries and areas, although the extent to which other public 
health measures also contributed to this is not clear.  POEs, however, could not provide a 'brick 
wall' defence, and even aggressive and resource-intensive measures were not able to stop entry of 
H1N1 to countries and areas.  Above all, the pandemic experience showed that POE measures 
should be used in a flexible manner, and a menu of policy options should be considered when 
dealing with public health emergency situations.  

 
POEs must play a dynamic role in responding to a public health emergency of 

international concern—no two public health emergencies will be the same, and thus measures 
should be utilized in a flexible manner and adapted to each situation.  As the windows to connect 
to other countries and areas, POEs have a unique role in the overall national system for 
responding to a public health emergency.  Exit controls may be an area of future collaboration 
and focus, with a shift away from a fortress mentality of disease entry to a wider consideration of 
collective efforts towards international health security.  The importance of a clear command and 
control structure supported by an emergency operations centre was evident, without which a 
response may be messy, less effective, more expensive and less acceptable to the public.  

 
A need was also identified for more information, research and evidence on public health 

risks and border measure implementation to contribute to more balanced decision-making for 
POE interventions.  The benefits of POE interventions must be considered against the costs and 
potential consequences from a range of perspectives besides public health, including political, 
social, economic and public acceptability.  Strengthening the technical capacities of POE health 
personnel—including having appropriate resources in place, people trained, relationships 
established, technical resources updated and shared, and response plans understood and 
exercised—will greatly improve future response outcomes.  The pandemic response also 
highlighted a need for effective regional and international mechanisms and collaboration for 
timely information sharing, joint risk assessments and harmonization of POE responses.  
The pandemic provides an opportunity to evaluate the global response to a public health 
emergency of international concern to determine what was successful to better design tools and 
responses and to collaborate with others in more effective and economical ways.  

 
Internationally harmonized tools such as a common health declaration form or single 

public information video to be played to travellers may be useful communal measures that can be 
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deployed in the future to reduce cost and duplication.  Often when looking at a public health 
emergency from a medical or health perspective, a broader situational awareness may be missed. 
New social media platforms such as Twitter and Facebook can quickly cause a situation or 
message to go ‘viral’, creating new political problems.  We need a new and dynamic strategy on 
information sharing and dissemination to keep pace with technology, as even five years from 
now we may have whole new different issues and platforms to take into consideration. 
Epidemiologists are well trained in data collection and analysis – a new challenge will be to build 
a system and train staff to record, organize and interpret POE data.  The integration of  
POE activity data with epidemiological surveillance data could produce strong evidence to prove 
the effectiveness of interventions and to make better public health decisions.  Involving all 
stakeholders and getting their buy-in to public health emergency planning and response is critical 
to make sure that when the time comes to implement the plan, it works.  In the pandemic 
response at POEs, working with airlines and airport workers proved to be extremely valuable to 
communicate the purpose of public health measures to the public in a language that travellers 
(their customers) understood.  

2.4 Plenary 4: Managing future health security threats  

The Session Chair, Dr Ong Sok King, Head, Disease Control Division, Environmental 
Health Services, Department of Health Services, Ministry of Health, Brunei Darussalam, 
introduced the fourth plenary session, which focused on public health emergency preparedness at 
POEs.  

 
At the end of the plenary session, the Session Chair invited comments and questions.  

It was noted that public health and airport personnel often meet at the table for the first time 
when putting a plan together.  Thus, communication is essential in making the plan work.  

 
One participant inquired as to what experiences have countries had in responding to public 

health emergencies beyond communicable diseases.  In New Zealand, existing plans were used 
to mobilize and implement psychosocial support for returning travellers after the 2009 Samoan 
tsunami.  In the United States, the United States Centers for Disease Control and  
Prevention (CDC) was asked for health guidance and advice by other sectors after the  
2011 Fukushima Dai-ichi nuclear power plant disaster.  With no previous experience with 
radioactivity, it reached out to other agencies to collect and organize the expertise required to 
deal with public health aspects of the situation.  Also, in China, radiation detectors at POEs 
found two international travellers affected by contamination from the Fukushima disaster. 
Although an emergency preparedness plan was in place, this type of disaster had not been 
encountered before.  Radiation is perceived as highly dangerous, and issues of risk and safety 
should be communicated to POE staff.  A response to this kind of event should be based on a 
mature response plan to communicable diseases.  

 
It was also asked if, in the case of transport of an infectious disease patient, the captain of 

an aircraft could refuse carriage.  Airlines have a process to refer ill passengers to the medical 
officer of an airline or airport.  If the medical officer deems the patient fit to travel, the airline 
technically cannot refuse to carry the patient.  If doctor decides that the patient is not fit to travel, 
then the airline can refuse.  

 
In addition, it was noted that that public health emergency planning for POEs is critical. 

How to develop such a plan is the next question.  A generic plan that can be adapted to all public 
health emergencies may be better than many individual disease- or hazard-specific plans.  
Several plans are already in operation at POEs (e.g. business continuity plans and aircraft 
accident plans), but a public health emergency contingency plan will have to be developed to 
harmonize with these existing plans, and also to work with all stakeholders and agencies present 
at the POE. 
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Another participant noted that it may be challenging to ensure that POEs are able to 
implement this guidance to develop public health emergency contingency plans properly. 
Guidance issued from central authorities to subnational levels are not always understood and 
implemented thoroughly, so care should be taken to support this process.  

 
Finally, the command and control structure of such a plan may be the most important 

element.  In addition, roles and decision-making powers should be clarified between national 
POE and regional and international levels.  Some high-level decisions should not be made at 
national POEs, while decisions on practical daily activities should be.  

 
2.4.1 The CAPSCA story  

Dr Jarnail Singh, Civil Aviation Authority of Singapore, Changi Airport, stated that when 
a public health emergency of international concern occurs, it can be expected that people will 
rush to leave the affected area.  The civil aviation sector, together with public health authorities 
and airport stakeholders, should thus consider what could be done at the departure (and arrival) 
airports for passengers.  After the experiences of SARS in 2003 and avian influenza (H5N1) in 
2005, the international aviation sector collaborated to develop in 2006 preparedness planning 
guidelines for a communicable disease of public health concern.  At the same time, the 
Cooperative Arrangement for the Prevention of Spread of Communicable Disease through Air 
Travel (CAPSCA) was established to implement International Civil Aviation Organization 
guidelines, conduct assistance visits to international airports and train personnel.  

 
Over the years, resolutions and changes to standards and recommended practices have 

been made to harmonize the civil aviation sector with other international planning and 
preparedness efforts for public health emergencies, including IHR.  Planning guidance has also 
been coordinated with other international documents, such as CAPSCA and WHO guidance 
documents for public health emergency contingency planning.  The recent emergency at the 
Fukushima Dai-ichi nuclear power plant in Japan raised issues such as aircraft contamination, 
transport of exposed passengers and cargo and passenger screening, highlighting the need to plan 
for public health emergencies beyond the usual scope of communicable diseases.  CAPSCA’s 
role has now been expanded to include all public health emergencies.  In a public health 
emergency, the aviation sector will be one of the first to be affected.  Preparedness planning is 
thus critical to protect the industry and to maintain the confidence of the travelling public. 

 
2.4.2 Developing the World Health Organization Guide for Public Health Emergency 
Contingency Planning at the Designated Points of Entry  

Dr Li Ailan noted that in IHR, Member States are required to develop core capacities to 
respond to public health emergencies of international concern.  The Region, in particular, is very 
vulnerable to such emergencies, with recent events including the Fukushima Dai-ichi nuclear 
power plant disaster, the 2004 Asian and 2009 Samoan tsunamis, SARS and avian influenza 
(H5N1) outbreaks.  These events showed that public health emergencies of international concern 
cannot be contained to one country or area and that countries and areas must coordinate their 
responses.  In the Region, APSED was established to support collective regional preparedness 
efforts against emerging diseases and health security threats, in line with IHR.  

 
Many lessons can be learnt from disease-specific plans; however, many components are 

common to all public health emergency response plans, such as command and control, an 
emergency operations centre, logistics support and risk communication.  In preparation for public 
health emergencies, two components are required: (1) emergency planning involving the 
development, exercise and maintenance of a public health emergency contingency plan; and  
(2) improving readiness, through ongoing, continuous capacity-building efforts to improve both 
routine and emergency functions.  These two tiers of public health emergency planning can also 
be applied at designated POEs, which should be integrated into national emergency responses.  
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WHO has developed the Guide for Public Health Emergency Planning at Designated 
POEs, after a consultative process with Member States and experts.  The guide has been piloted 
in the Philippines and Brunei Darussalam, and revised with comments from these exercises and a 
further meeting in Japan.  The guide is now available for use by Member States to develop 
generic public health emergency contingency plans at POEs to lead responses to all public health 
emergencies.  

 
2.4.3  World Health Organization Guide for Public Health Emergency Contingency Planning 
at Designated Points of Entry 

Mr Andrew Bonica, WHO Consultant, New Zealand, spoke about how the guide is not a 
plan itself, but a guide on how to develop an emergency contingency plan for a POE.  The final 
developed emergency contingency plan should take precedence and be used at a POE in the case 
of a public health emergency, and can also be included as an annex to other POE plans.   
Guiding principles, key planning considerations and recommended steps to develop a public 
health emergency contingency plan are also outlined in the guide.  Flexibility, harmonization, 
communication and plan exercise and maintenance are key concepts in all areas of plan 
development.  Establishing a command and control structure and strategic relationships with 
other agencies, including the IHR national focal point, is also critical.  There are many options 
available to structure the written public health emergency contingency plan, which can be chosen 
or adapted to best fit individual countries and areas or POEs.  

 
Several core themes must be maintained when developing and maintaining an effective 

public health emergency contingency plan.  Collaboration and strengthening networks with all 
POE stakeholders is central to the process to ensure operationalization with existing structures 
and strategic relationships and to create the best plan possible.  Plans should be written simply 
and clearly so they are understood by responders, and must be practical and fit available 
resources.  POEs are also transport and commercial hubs with economic and political interests at 
stake, thus plans should aim to cause minimal disruption to activities.  Communication with 
stakeholders, responders and the public is critical in emergency management, which should take 
into account readiness and recovery, as well as response. 

 
Public health people and airport people often meet at the table for the first time when putting a 

plan together.  Communication and getting all stakeholders on board is essential to talk to 
each other in order to get the plan to work. 

What experiences have countries had in responding to public health emergencies beyond 
communicable diseases?  

In New Zealand, existing plans were used to mobilize and implement psychosocial support for 
returning travellers after the 2009 Samoan tsunami. 

In the United States, CDC was asked for health guidance and advice by other sectors after the 
2011 Fukushima disaster.  With no previous experience with radioactivity, the CDC 
reached out to other agencies to collect and organize the expertise required to deal with 
public health aspects of the situation.  Previous planning experiences for communicable 
disease emergencies were the foundation for a response to a very different public health 
emergency. 

In China, radiation detectors at POE found two cases of international travellers affected by 
contamination from the Fukushima disaster.  Although an emergency preparedness plan 
was in place, this type of disaster had not been encountered before.  Radiation is perceived 
as highly dangerous, and issues of risk and safety should be communicated with POE staff. 
A response to this kind of event should be based on a mature response plan to 
communicable diseases.  

In the case of transport of an infectious disease patient – can the captain of an aircraft refuse 
carriage?  

Airlines have a process to refer ill passengers to the medical officer of an airline or airport.  If the 
medical officer deems the patient fit to travel, the airline technically cannot refuse to carry 
the patient.  If doctor decides that the patient is not fit to travel, then the airline can refuse.  
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It is clear that public health emergency planning for POEs is critical.  How to develop such a 
plan is the next question, we want no gaps but also no duplication.  In this case, a generic 
plan that can be adapted to all public health emergencies may be better than many 
individual disease- or hazard-specific plans.  We already have a number of plans in 
operation at POEs (business continuity plans, aircraft crash plans etc).  A public health 
emergency contingency plan will have to be developed to harmonize with these existing 
plans, and also to work with all stakeholders and agencies present at the POE.  

It may be challenging to ensure that POEs are able to implement this guidance to develop 
PHECPs properly.  Guidance issued from central authorities to sub-national level are not 
always understood and implemented thoroughly, so care should be taken to support this 
process.  

The command and control structure of a PHECP may be the most important element.   
In addition, roles and decision-making powers should be clarified between national POE 
and regional/international levels.  Some high-level decisions should not be made at 
national POEs, while decisions on practical daily activities should be.  

2.5 Panel session: Public health emergency contingency plan at designated points of entry 

The Chairperson for this panel discussion, Mr Gregory Flaherty, invited representatives 
from Brunei Darussalam, New Zealand and the Philippines, as panel members, to share their 
experiences in developing functional public health emergency contingency plans at their 
designated POEs.  

 
2.5.1  Brunei Darussalam 

Dr Ong Sok King stated that although multiple documents exist to guide response to a 
public health emergency of international concern at POEs, there is no comprehensive response 
plan.  To build this core capacity, a workshop was held in April 2011 to develop a public health 
emergency contingency plan at Brunei International Airport using the WHO interim Guidance 
for Public Health Emergency Contingency Plans at Designated POEs.  The plan development 
process involved scenario-based group discussions and on-site visits with various government 
agencies, private companies and airport stakeholders and also took into account existing airport 
plans.  The plan is currently being finalized in collaboration with involved agencies, and will 
then be endorsed by all stakeholders.  Roles and responsibilities in the plan will then be assigned, 
and training, communication and regular exercises and updates will be initiated to make the plan 
operational.  Key lessons learnt in the planning process include the importance of collaboration 
between various government agencies and partners and the need for nonhealth sectors to be made 
aware of the role of the health sector at POEs.  Other plans or procedures should be taken into 
consideration and aligned, and a flexible public health emergency contingency plan should be 
developed to be able to adapt to respond to different contingencies and emergency severity. 
POEs are very different in nature; thus, plans should be developed to be achievable in the 
specific operational environment of each POE and the resources available to it.  

 
2.5.2  New Zealand 

Ms Sally Gilbert noted that effective public health emergency contingency plans should 
have operational flexibility, as well as clear strategic vision, cross-agency coordination, 
communications, training, exercising and review.  In New Zealand, a standardized national 
command and response structure is in place, and the same structure used at all government 
levels, helping coordinate an effective response.  At the national level, the Ministry of Health 
prepared a national health emergency plan as a framework, which carries down to the regional 
and local levels, where it is then adapted for application and operationalization.  

 
Border responses to a public health emergency are activated in four clear categories.  

The first, “Keep It Out”, involves closing borders, but it probably would not be used, as 
information of a public health emergency of international concern would need to be actioned 
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before flights arrived.  The next category, “Stamp It Out”, is the most likely response, aiming to 
delay widespread community transmission to give health care services more time to prepare their 
response and/or until a vaccine is available.  The purpose during this stage is to buy time to 
prepare, not stamping out the disease itself.  During the recent pandemic response, this stage 
went on longer than it should have (over six weeks, when it should have been two weeks), 
exhausting resources and staff members and highlighting the need to ensure that responses 
delivered at the border could be sustainable.  When widespread community transmission of the 
disease is apparent, responses in the next category, “Manage It”, are used.  At this point, active 
measures at the border will be replaced by community measures, such as providing information 
on health and access to medical services to both people in the community and travellers.  
This stage can be expected to be the longest, and is where response measures will have to be the 
most effective.  The last response category, “Recover from It”, is implemented when incidence 
and prevalence of the disease has decreased to levels where services can return to normal 
operation, including at the border. 

 
Border response options have been taken from WHO guidance and adapted for  

New Zealand.  Selecting appropriate responses required a good understanding of the POE 
working environment and potential effects and consequences; for example, delaying people at 
immigration checkpoints to perform health assessments may cause crowd situations and thus 
increased public health risk.  Working with POE agencies can also make interventions more 
effective, such as working with airlines to translate and communicate messages in effective 
language and formats.  The potential impact on public health response teams, airlines, airports, 
border agencies, travellers and other stakeholders should be considered, and responses should 
also be as consistent as possible with WHO advice and regional responses to reduce confusion 
and compliance requirements.  Responses should also balance the risk with the resources 
available to be as pragmatic and proportional as possible. 

 
The public health emergency contingency plan planning process was led by local border 

health protection officers, with the support of the Ministry of Health.  Local leadership was 
critical to the process, as well as the involvement of a wide range of government border agencies 
and other POE stakeholders (including airport, airlines, ground handlers and contractors).  
The public health plan has now been integrated as an annex to the airport plan, ensuring that the 
public health emergency contingency plan builds upon existing response structures, personnel 
and frameworks, and is thus more easily understood and operational.  Ongoing communications 
are essential to maintain the plan and to ensure that key responders have good working 
relationships needed in a response.  The plan must be kept current and up to date; developing the 
plan is the start of the planning process, not the end. 

 
2.5.3  Philippines 

Dr Alexander M. Oba, Medical Officer IV, Division Chief, Ports and Airports Health 
Services, Bureau of Quarantine, stated that a draft public health emergency contingency plan was 
developed in December 2010 for Ninoy Aquino International Airport, Manila.  The airport has 
three terminals, and handles approximately 75–80 flights per day.  The planning process 
involved working with a wide range of agencies and airport staff members, under the authority of 
the Secretary of Health.  Existing plans were consulted, including national plans on public health 
emergencies such as avian influenza.  The public health emergency contingency plan has been 
drafted and is anticipated to be finalized in 2012.  The document uses symbols and colour-coding 
to make the plan clearer and easier to use, and is interdependent with existing emergency 
response plans. 

 
2.5.4 Panel discussion  

The Session Chair then invited questions from the participants for discussion by the panel 
members.  The first question was about key lessons learnt from border responses to the  
2009 H1N1 pandemic.  Communication and networking with POE stakeholders and nonhealth 
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actors was critical, and there is a clear need for a flexible response plan to be adapted to different 
scenarios and disease severity.  Having a high-level flexible decision-making framework with a 
menu of options to select from may assist in future border responses.  Also, the response 
identified several key questions to be considered in decision-making, which need to be discussed 
and incorporated into public health emergency contingency plans.  Plans will never be finished; 
instead, they are ongoing works in continual development.  

 
The second question focused on which parts of a public health emergency contingency 

plan should be prioritized.  The command and control structure is critical, in conjunction with the 
roles and responsibilities of the various stakeholders (with their buy-in and endorsement) and 
clear lines of communication.  Further, it is important to ensure that the response structure is 
aligned to national structures so that it can work across the country or area, but that is also 
flexible enough to work at local level. 

 
Next, the best approach to achieving stakeholder engagement was discussed.  Engaging 

people early on in the process was extremely valuable.  Stakeholders were sent preliminary 
information and asked how they wanted to be engaged in the process, and invited to participate 
in subsequent meetings and workshops.  Making sure that follow-up actions were completed on 
time and that comments were incorporated helped maintain credibility with stakeholders, keeping 
them engaged and interested.  In addition, sharing and disseminating information, particularly 
with relevant staff members in nonhealth sectors, was helpful to ensure that they knew their roles 
and responsibilities in the plan and were actively engaged in the process. 

 
How POE planning integrates with national and local plans was also discussed.  

In New Zealand, a national planning framework was already in place across all government 
agencies.  This has been used in the past, ensures consistent functions and is easy to implement. 
As some airlines fly across different regions, it was important to make plans and requirements as 
consistent as possible.  Some aspects were standardized (e.g. health declaration forms with the 
Ministry of Health logo, not local logos) to ensure consistency and to make implementation as 
easy as possible.  

 
Also, one participant wondered which decisions should be made at the POE, and which 

decisions should be made at national level and why.  The scale and nature of the emergency will 
determine if the POE or national level should decide on measures implemented at borders. 
Generally, national-level decisions will be on issues of strategy or exercise of statutory powers, 
and will decide which measures should be implemented at borders.  At POEs, operational 
decisions will be made on how to implement those measures most effectively.  It is also 
important to consider how much support a measure may have from affected people and if it 
emphasizes inequalities (e.g. separating families in quarantine or allowing isolated travellers to 
have access to their luggage). 

 
In the response to influenza A (H1N1) 2009 pandemic, the information required to relax 

border measures at POEs was defined.  In Brunei Darussalam, the decision to stand down 
measures at POEs was based on surveillance data including evidence of community 
transmission.  In the Philippines, epidemiological data informed the decisions to stand down.  
The decisions of other neighbouring countries and areas were also monitored and influenced 
national decision-making.  In New Zealand, the pandemic plan clearly states a change in strategy 
when community transmission is evident.  However, this was not implemented at the right time 
because Australia had not changed strategy, and consistency was desired to send a clearer 
message to the public.  It may be an omission of the plan that it did not consider the political 
context of decision-making. 

 
There was a trend in most regions to delay the deactivation of POE measures, with most 

states looking to each other’s action.  A participant asked if WHO Regional Office for the 
Western Pacific could take the lead in defining triggers for deactivation and suggesting that 
countries and areas stand down.  The decision to change strategy and stop measures at POEs 
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should be based on a risk assessment of the situation in an individual country or area.  However, 
it is clear that in an emergency situation, collecting and analysing data to make such a risk 
assessment is very difficult, and more support may be needed.  Currently, at the global level, 
there is a WHO recommendation on issuing travel advice, but no recommendation to adopt  
(or stop) public health measures at POEs. 

2.6 Plenary 5: Improving readiness—Asia Pacific Strategy for Emerging Diseases  

The Session Chair, Dr Shizuka Nagai, Assistant Manager, Tuberculosis and Infectious 
Disease Control Division, Ministry of Health, Labour and Welfare, Japan, noted that good 
preparation for a response to a public health emergency requires a plan, as well as efforts to 
improve readiness so that the plan can be implemented.  In the Region, APSED serves as a 
common regional framework to improve readiness to respond to public health emergencies to 
which the Region is especially vulnerable.  

 
At the end of the plenary session, the Session Chair invited comments and questions. 

Participants noted that evidence is needed to support public health decisions.  Research is a very 
important but challenging area and should be included in preparedness plans, including 
developing systems to collect and manage data, as should building the results of research into 
preparation efforts.  Border control measures are also very challenging and must be  
evidence-based and timely.  Sharing information and evidence means that responses will be 
better, and explaining information to travellers and our POE partners will help achieve goals.  

 
One participant asked for clarification on how screening plans were developed.  In the 

United States, screening plans were developed specifically around influenza and were based on a 
severe 1918-like flu situation.  Major United States authorities were brought together to develop 
a guidance document at the national level.  This was then sent to local levels to implement with 
local stakeholders.  

 
Another participant questioned if discouraging people to travel is the most effective 

option.  Others asked regarding if a traveller is blocked from travelling: How will they get home? 
Who will refund the ticket? Who will pay for accommodation? Additional economic, private and 
public sector costs and policies must be kept in mind, with no clear responsibility for whom 
should be bearing the financial costs.  

 
2.6.1  Regional health security threats: situation update 

Dr Tamano Matsui, Medical Officer and Field Epidemiology Training Programme 
Coordinator, WHO Regional Office for the Western Pacific, stated that surveillance of emerging 
diseases and public health threats is implemented through indicator-based (e.g. routine reporting 
of disease cases) and event-based surveillance systems.  Event-based surveillance concerns the 
rapid detection, reporting, confirmation and assessment of public health events including disease 
clusters and rumours.  In WHO Regional Office for the Western Pacific, event-based 
surveillance is conducted daily, with official and unofficial information screened for public 
health importance according to criteria such as high potential for spread, unusual or unexpected, 
and potential international spread or impact.  Potential events are verified with the country or 
area concerned, and a risk assessment carried out.  If required, support for a response to the event 
is mobilized, and the event is followed up by an event management team to provide technical 
advice, synthesize and disseminate information, coordinate with Member States and regional 
organizations and maintain IHR communications.  The number of events detected by this system 
has increased steadily from 206 in 2008–2009 to 357 events detected in 2010–2011. 
Recent events include the earthquake, tsunami and nuclear accident in Japan, and a cholera 
outbreak in Papua New Guinea.  Surveillance is not just for one country, but also to share 
information across borders, a philosophy reflected in APSED.  
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WHO also coordinates the Global Outbreak Alert and Response Network (GOARN), a 
global network of institutions that was established in 2000 in recognition of the need for a wide 
range of expertise to respond to increasingly complex public health emergencies.  On request, 
GOARN members can assist outbreak responses with support for outbreak investigations, 
diagnostics and logistics with more than 550 experts dispatched to investigations for over  
100 events in 65 countries and areas since 2000.  

 
2.6.2  A common regional strategy: Asia Pacific Strategy for Emerging Diseases  

Dr Chin Kei Lee noted that to guide development of the core capacities required under 
IHR, Member States of the Western Pacific and South-East Asia Regions jointly developed 
APSED with a generic approach in mind, to enable activities supporting avian influenza response 
and pandemic preparedness and to strengthen core capacities needed to respond to all emerging 
infectious diseases and public health emergencies.  APSED was developed in 2005 and revised 
in 2010 to contain eight focus areas for core capacity development, including public health 
emergency preparedness.  Public health emergencies will continue to occur in the Region, but 
comprehensive plans and well-prepared systems can reduce the negative health, social and 
economic impacts.  Public health emergency planning is a key component of this area, and a  
two-tiered approach has been developed to build capacity.  The first tier involves emergency 
planning, including the development, exercise, evaluation and revision of a public health 
emergency plan.  The second tier involves increasing readiness, through improving both 
functions specific to an emergency and functions based on routine activities.  The revised 
APSED (2010) strategy was adopted at the 61st Regional Committee Meeting by all ministers of 
health in the Region and will serve as the common regional strategy for core capacity building 
for the next 5 years. 

 
2.6.3 Western Pacific surveillance and response: information for public health action  

Ms Emma Field, Technical Officer, Emerging Disease Surveillance and Response, WHO 
Regional Office for the Western Pacific, described how the Western Pacific Surveillance and 
Response journal was created as a platform for sharing quality information on the surveillance of 
and response to public health events in the Region.  It is a web-based, freely accessible 
publication that promotes the sharing of information, experiences and lessons learnt.  
The publication also highlights relevant technical documents and builds capacity in the Region 
for communicating scientific findings and academic writing through a peer review process and 
editorial support to writers.  

 
The journal was established in 2010 and has published four issues to date.  Subscribers 

include government and research institutions, universities, nongovernmental organizations, 
funding organizations and the media, from the Region and globally. 

 
2.6.4  Emergency operations centres  

Mr Andrew Bonica described the emergency operations centre as the physical location of 
the command and control centre for a POE response.  It is a vital component of any public health 
emergency response, linking national or regional decision-making structures with the local POE. 
Emergency operations centres can be small or large, depending on the resources available.  
The staff must fulfil a number of critical functions to ensure the response.  The commander is in 
control of the centre and is fully accountable for everything that happens in the emergency 
operations centre to manage the emergency response.  A response manager is in place as second 
in command, to ensure that directions from the commander are carried out.  Public health 
officials or technical advisory groups may be present to give technical advice to the response. 
Operations staff members, including those for planning, logistics, communication, administration 
and finance, must also be in place to ensure that the response can be implemented and 
maintained.  

 



 - 18 - 

A mix of individuals with different backgrounds and perspectives may work best across 
the functions of the emergency operations centre, as it is important that the functions of the 
centre are properly staffed by those who can manage the stressful working environment of an 
emergency response, including making decisions based on limited information, with tight 
deadlines and serious consequences.  Planning and data gathering together with experts and 
advisory groups should be used to get ahead of the emergency and make risk-based assessments 
and evidence-based decisions.   

 
2.6.5  Risk assessment capacity development through the Asia Pacific Strategy for Emerging 
Diseases  

Dr Tamano Matsui noted that making decisions on public health measures for public 
health emergencies must take into account factors including social, technical, economic, 
environmental, ethical and political, in addition to an assessment of risk.  In public health, risk 
assessment is a systematic process to gather, assess and document information to assign a level 
of risk to a public health event.  Risk assessment is used to aid decision-making on public health 
interventions, by making defensible and evidence-based decisions on the feasibility, optimal 
timing and cost effectiveness of alternative risk management strategies.  Developing risk 
assessment capacity is a key area of work in APSED, where ongoing systematic efforts are in 
place to develop needed capacities and to support operational links with risk assessment teams in 
public health emergency response structures.  

 
2.6.6  Asia Pacific Strategy for Emerging Diseases: point of entry preparedness 

Dr Li Ailan noted that in APSED, consultation with Member States and experts  
led to the inclusion of specific activities to support capacity-building at POEs in line with  
IHR requirements.  The experience of the influenza A (H1N1) 2009 pandemic also showed  
that POE public health interventions were part of the overall national and local response  
to public health emergencies, and that POE preparedness and response has an important role  
to play in ensuring regional public health security.  

 
Under APSED, POE preparedness will be strengthened to enable POEs to implement 

appropriate responses to potential or declared public health emergencies of international concern, 
in line with IHR.  Specifically, APSED encourages the designation of a national POE health 
authority to assess the overall POE health situation, to advise on the appropriate health response, 
and to ensure that operations link the various local and national agencies, stakeholders and 
officials involved in a public health emergency response at the POE.  APSED also supports the 
use of risk assessments to inform balanced, consistent decision-making on public health 
interventions at international borders, and strengthens operational links with WHO to facilitate 
information-sharing (including risk assessments) and improved communication through regional 
mechanisms.  APSED offers support to Member States to develop public health emergency 
contingency plans at designated POEs, an important required capacity under IHR.  Improving 
and sustaining readiness through emergency planning is a continuing process, and a broad 
approach will be required to operationalize plans, including consideration of local, national and 
international contexts.  

 
2.7 Plenary 6: Border health measures  
 

The Session Chair, Ms Sally Gilbert, opened the session on border health measures, 
inviting presenters to share country and area implementation experiences and available evidence 
on their effectiveness.  
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2.7.1  Public health emergency preparedness and response at ports of entry in the  
United States 

Mr Shahrokh Roohi, Regional Officer-in-Charge, Quarantine and Border Health Services 
Branch, CDC, noted that the United States has one of the world’s busiest borders, with 
approximately 900 000 people entering the country every day.  To cope with this volume, a key 
role of CDC is to communicate with and train nonpublic health care personnel to involve them in 
public health responses, such as training immigration officers to recognize and report ill 
passengers.  Training and information materials to engage other agencies are a valuable 
investment to enable these partners to assist in border public health responses.  With correct 
information, people will generally do the right thing.  Providing and communicating information 
to travellers through posters and leaflets are therefore an important public health tool. 
Information must be communicated quickly and made available to everyone and, in the future, 
may include social networking platforms such as Twitter. 

 
Since 2007, “Do Not Board” public health lists have been established through 

coordination with CDC, Department of Homeland Security and airlines.  Persons with suspected 
or known infection with specific communicable diseases and who meet specific criteria are 
placed on this list, and are blocked from all flights departing from, arriving into and flying within 
the United States.  In addition, much effort has been placed on plan and protocol development 
including generic, all-hazard communicable disease response plans and screening plans for 
POEs.  More importantly, regular training and plan exercises are carried out to put the 
interagency collaboration needed to launch a public health response into practice. 

 
More rigorous consideration must be given to measures such as temperature screening. 

Fever is not always indicative of diseases of public health significance, thus identifying and 
treating travellers with fevers may be a poor use of resources.  Generally, the efficacy of health 
screening is difficult to evaluate, and data are not widely available.  Border measures should be 
implemented based on scientific principles, best practices and evidence.  There is value in 
targeting responses based on anticipated rate and location of disease, and simulation and 
modelling tools can be used to assess risk and guide deployment of resources.  Collection and 
publication of data on border interventions is needed, as well as international collaboration and 
enhanced communication strategies to share this knowledge in a timely, consistent manner.  
CDC links expertise and systems and – it is a unique model that works in the United States 
because there are already good systems in place (e.g. health departments, and emergency 
systems).  The main role of the POE is thus to coordinate, communicate and collaborate, to bring 
these systems together.   

 
2.7.2  Review of evidence for public health responses at points of entry 

Dr Ranil Appuhamy, Technical Officer, Emerging Disease Surveillance and Response, 
WHO Regional Office for the Western Pacific, noted that border measures have been 
implemented to prevent importation of disease throughout history.  Since the 1800s, efforts have 
been made to standardize international quarantine measures, and have now evolved into IHR.  
In recent years, a variety of public health responses have been implemented at POEs during 
global disease outbreaks such as SARS and the influenza A (H1N1) 2009 pandemic, but with 
overall mixed results.  Entry screening (i.e. visual, temperature, on-board and self-identification) 
is another common measure and has traditionally been the main focus of POE activities. 
International studies conducted on entry screening for SARS and H1N1 have shown limited 
efficacy.  Except in the case of small remote islands, screening and quarantine measures have not 
been shown to delay influenza pandemics to an appreciative level, with modelling suggesting 
that unless 99% effective, entry screening was unlikely to delay a pandemic by more than  
2–3 weeks.  Very limited data are available to show the efficacy of exit-screening measures to 
prevent the export of infectious diseases, although anecdotal evidence suggests that this 
discourages people from travelling.  Disease, external and individual factors may all contribute to 
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the low effectiveness of screening measures, as well as low sensitivity of screening tools and 
methods.  

 
Health advisories have been commonly used to inform and change health behaviours. 

During SARS, the issue of health advisories by WHO and national governments had major travel 
and economic implications, for relatively low numbers of detected cases.  Language barriers 
need to be taken into consideration when attempting to communicate messages, and the 
information must be targeted to the population.  In one Australian study, 16% of passengers did 
not hear in-flight announcements, and 7% were non-English speakers.  Travel restrictions and 
quarantine measures have also been implemented during past pandemics and appear to have 
contributed to the delay of entry of viruses to some countries and areas.  This finding has been 
supported by modelling, which suggests restrictions on air travel can delay the spread of 
pandemic by a few days.  However, this evidence must be considered against potential effects on 
disrupted travel and trade.  

 
Other measures such as medical assessment and treatment of ill passengers, transport of 

travellers to hospitals, rapid laboratory diagnoses and contact tracing have been used at POEs, 
yet their results are difficult to quantify and evaluate.  In general, current evidence on public 
health responses show mixed results and mostly a lack of direct effectiveness.  Indirect benefits 
such as discouraging travel and increased awareness are difficult to ascertain but can contribute 
to reducing the spread of disease.  Efforts should be made to improve the research base on the 
effectiveness of these measures and to expand research to a wider range of diseases to provide 
evidence to support public health decisions.  Research should be conducted during the 
preparedness phase for public health emergencies and will be very much a collaborative effort 
among countries and areas.  

 
(1) Evidence is needed to support public health decisions.  Research is a very 

important but challenging area and should be included in our preparedness plans, including 
developing systems to collecting and manage data, and building the results of research into 
preparation efforts. 

(2) Border control measures are also very challenging and must be evidence-based 
and timely.  Sharing information and evidence means that we can make better responses, and 
explaining information to travellers and our POE partners will help us achieve our goals.  

(3) How were screening plans developed?  
 – In the United States, screening plans were developed specifically around 

influenza and were based on a severe 1918-like flu situation. 
 – Major United States authorities were brought together to develop a guidance 

document at national level.  This was then sent to local level to implement with local 
stakeholders.  At the POE the CDC officer called a meeting with stakeholder to write the plan, 
making sure everyone contributed. 

 – Contingency includes health information for travellers, routine SOPs (care, 
contact training, prophylactics), temp screening, etc. 

 – Model based on shared responsibility from private sectors, state agencies and 
national agencies  

(4) Is discouraging people to travel the most effective option? 
 – This may be the most difficult measures to take to the full extent.  Many 

questions are raised if a traveller is blocked from travelling: How will they get home? Who will 
refund the ticket? Who will pay for accommodation? 

 – Additional economic, private and public sector costs and policies, with no clear 
responsibility for who should bear the financial costs. 

2.8 Plenary 7: Group feedback 

Participants were divided into four groups to discuss how the Region could collectively 
improve readiness for public health threats.  The objectives of this session were to review and 



 - 21 - 

discuss the draft APSED workplan on POE preparedness; discuss, identify and advocate the new 
role of POE under IHR; and explore possible regional mechanisms for sharing of information, 
risk assessment and harmonization of border health interventions in response to a public health 
emergency of international concern.  The Session Chair, Ms Sally Gilbert, invited representatives 
from each group to present the key findings.   

 
The group feedback presentations are summarized below: 
 
(1) Vision and strategic direction:  There was broad agreement with the vision, 

strategic direction and activities of the APSED (2010) workplan on POE preparedness.  It was 
agreed that POEs are one part of the overall public health response, led by the Ministry of Health 
and with the involvement of multiple stakeholders involved.  The standards will be helpful for 
inter-operability and bilateral and multi-lateral communication.  Further clarity was requested in 
some areas, such as the separation of roles between local and national authorities. 

 
(2) Proposed actions: Actions proposed by the APSED workplan were supported 

and generally seem to be achievable within the timelines proposed.  Priority actions identified 
included designation of POEs (if not already done), identifying and meeting gaps in IHR core 
capacities (including development of public health emergency contingency plans to all 
designated POEs) and engaging all stakeholders to strengthen POE preparedness capacity.  
Implementing exit measures and developing capacities at ground crossings are future challenges. 

 
(3) Role of POEs (points of entry): POEs are a critical element of overall national 

public health emergency preparedness.  The new IHR (2005) recognizes that the spread of 
disease cannot be stopped or blocked, and the role of POEs now is to manage and mitigate an 
emergency situation arising from multiple scenarios.  Limited technical capacity on issues such 
as radiological or biological events can be met by networking with other technical agencies to get 
the expertise and resources needed.  Key roles include detecting potential public health threats as 
part of an early warning system, preventing the spread of illness through the POE (i.e. through 
travellers, food safety, vector control, sanitation and inspection); and educating travellers with 
public health messages.  Border responses must be ready to be implemented as soon as a 
potential or declared public health emergency of international concern occurs.  Borders are at the 
frontline of the response and plans must be in place, exercised and ready to go.  Currently, most 
emphasis is on entry measures, but in the future, more consideration should also be given to exit 
measures. 

 
(4) Regional mechanisms: Regular regional meetings of Member States were 

supported, for both policy makers and operational groups.  Timely and sustainable mechanisms 
to share expertise and risk assessment information among countries and areas should be 
strengthened (e.g. through videoconferencing).  It may be useful to have WHO as an 
intermediary and to use existing mechanisms such as the national IHR focal points.   
Standardized best practices and data collection tools at POEs in different countries and areas 
would also be helpful (e.g. screening guidance, passenger health declarations and contact tracing 
data). 
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3. CONCLUSIONS AND RECOMMENDATIONS 

3.1 Conclusions 

(1) Participants recognized that the target date for development of the IHR core 
capacities is fast approaching (15 June 2012).  The IHR core capacities for international airports, 
ports and ground crossings identified as designated POEs include both routine public health 
functions required at all times, and public health emergency preparedness and response 
capacities.   

(2) Routine public health functions have been further strengthened and maintained 
at most designated POEs.  These include providing medical services to ill travellers, ensuring a 
safe environment for travellers using POE facilities, inspecting conveyance and vector control, as 
required under the IHR.  Further efforts are still required in some countries and areas to ensure 
that routine public health services at designated POEs will meet the IHR core capacity 
requirements. 

(3) Building on lessons learnt from the influenza A (H1N1) 2009 pandemic, 
participants agreed that POE public health emergency preparedness will involve a two-tiered 
approach comprising emergency planning and increasing readiness.  Emergency planning refers 
to the development, exercise, evaluation and revision of a generic public health emergency 
contingency plan.  Increasing readiness refers to the improvement of preparedness and capacity 
to activate and operationalize the plan.  

(4) Great efforts are being made to strengthen POE preparedness for public health 
emergencies.  Several countries and areas have already developed public health emergency 
contingency plans for their designated POEs.  However, some are still in the process of 
developing, or are yet to develop, such plans for their designated POEs.   

(5) Participants appreciated the WHO Guide for Public Health Emergency 
Contingency Planning that has been developed from key lessons learnt from the  
influenza A (H1N1) 2009 pandemic and inputs from Member States and experts.  Participants 
found the guide useful to support the development of public health emergency contingency plans 
to meet the IHR core capacity target date and beyond.  

(6) Participants recognized that POE public health emergency contingency planning 
will be an important component of the overall national and local public health emergency 
planning process and will be led by public health authorities (or equivalent), but will require the 
participation of various agencies, including civil aviation and maritime authorities.  Participants 
agreed that public health emergency responses at POEs will require balanced decision-making 
that takes into consideration multiple factors including the public health risk, available evidence, 
resources, potential consequences and integration with broader POE emergency plans. 

(7) APSED has been developed as a common regional framework for  
Member States to develop national and local capacities, including increasing readiness for public 
health emergency responses.  Participants reviewed and agreed with the strategic directions and 
priority actions of the APSED workplan on POE preparedness.  The workplan provides general 
guidance for countries and areas to develop or improve national or local action plans related to 
POE public health work.  
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(8) Emerging infectious diseases and other public health threats do not respect 
national borders and can spread from country to country rapidly.  Participants emphasized the 
importance and need to share information and technical collaboration among countries and areas. 
The existing system, especially national IHR focal points’ communication and links to national 
POE health authorities, should be further strengthened and fully utilized. 

(9) Participants supported the further strengthening of regional collaboration for 
sharing information, research and evaluation, coordinated or joint risk assessments, and 
harmonization of international border public health interventions in preparedness for future 
public health emergencies of international concern. 

3.2 Recommendations 

The participants made the following recommendations: 
 
(1) Member States should take urgent action to prioritize the identification of 

designated POEs and implement key activities that will help move towards the achievement of 
the IHR core capacities for designated international airports, ports and ground crossings, by  
15 June 2012.  Priority actions for routine public health functions at designated POEs include 
making necessary arrangements and operational links to ensure routine public health services are 
provided at designated POEs, wherever possible, through the existing public health programmes, 
systems and services; and utilizing existing global and regional tools and guidelines that have 
been developed to assist the development of IHR core capacities at POEs, including available 
technical guidelines for routine preventive measures.  Priority actions for POE public health 
emergency preparedness include developing and exercising public health emergency contingency 
plans for designated international airport(s) and/or port(s).  The WHO Guide for Public Health 
Emergency Contingency Planning is a useful tool to support the development of such plans and 
to ensure the inclusion of core components, such as the purpose and scope of the plan, 
relationships to other plans, the command and control structure for emergency response, roles 
and responsibilities of agencies, line of communications and reporting, and contact information. 

 
(2) Member States should use the APSED workplan on POE preparedness as a 

guide to improve POE readiness for public health emergency responses.  Each country or area 
should designate a national POE health authority (or equivalent) to champion the planning 
process as soon as possible (i.e. by the end of 2011).  The authority (or equivalent) should 
facilitate the development and implementation of national and local action plans and participate 
in the national planning and review process of APSED, wherever possible.   

 
(3) WHO should provide technical assistance to support implementation of priority 

actions that have been identified for Member States to meet the IHR core capacity requirements.  
 
(4) WHO should explore the development of a practical guide on border public 

health response options (potentially including exit measures) to support balanced  
decision-making on border health interventions in response to public health emergencies.  

 
(5) WHO should work with Member States and partners to strengthen regional 

mechanisms to collect and share information (including standardized data sets), coordinate risk 
assessments, and harmonize POE responses to public health emergencies.
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ANNEX 2 

 

PROGRAMME OF ACTIVITIES 
 
 

Day 1– 26 October (Wednesday) 
 
08:30 – 09:00 Registration 

 
09:00 – 10:00 Opening session 

 
Opening remarks 
 
Self introduction 
  
Objectives and agenda 
 
Nomination of Chairs 
   
Administrative announcements  

    
Group photo 
 

10:00 – 10:30 Coffee break 
 

10:30 – 12:00 
 

Plenary 1: International Health Regulations (IHR) core capacity 
requirements 
 

10:30 – 10:50 
 

Highlights of IHR core capacity requirements 
- Dr Li Ailan, Medical Officer (IHR), WHO/WPRO 
 

10:50 – 11:10 
 

Global update on IHR implementation 
- Dr Daniel Menucci, Technical Officer, WHO/HQ 
 

11:10 – 11:30 
 
 

IHR implementation progress in the Western Pacific Region 
- Dr Li Ailan, Medical Officer (IHR), WHO/WPRO 

11:30 – 12:00 
 

Questions and clarifications 

12:00 – 13:00 Lunch 
 

13:00 – 14:30 Plenary 2:  Ensuring routine public health functions for designated 
Points of Entry (POE) 
 

13:00 – 14:20 Country status 
- China 
- Japan 
- Mongolia 
- New Zealand 
- Viet Nam 
 

14:20 – 14:30 Questions and clarifications 
 
 



 

 

14:30 – 15:00 

 

Plenary 3: Review of pandemic response 
 

14:30 – 14:40 Overview of pandemic (H1N1) 2009 
- Dr Chin Kei Lee, Team Leader, Emerging Disease Surveillance and  
 Response (ESR), WHO/WPRO 
 

14:40 – 14:55 Border measures in response to pandemic (H1N1) 2009 
- Dr Daniel Menucci, Technical Officer, WHO/HQ 
 

14:55 – 15:00 Instructions for the poster session 
- Dr Ranil Appuhamy, Consultant, WHO/WPRO 
 

15:00 – 15:30 Coffee break 
 

15:30 – 17:00 
 

Poster session:  POE response to pandemic (H1N1) 2009 
 
All country participants 
 

17:00 – 17:20 
 

Plenary 3: Review of pandemic response (continue) 
- Summary of lessons learnt from pandemic (H1N1) response 
 

18:00 – 19:30 
 

Reception (Conference lounge) 

  
Day 2 – 27 October (Thursday) 

 
08:30 – 08:40 Wrap up of Day 1 

 
08:40 – 09:30 Plenary 4:  POE public health emergency preparedness 

  
08:40 – 08:50 Process of developing a WHO guide on public health emergency 

contingency planning 
- Dr Li Ailan, Medical Officer (IHR), WHO/WPRO 
 

08:50 – 09:20 
 

WHO guide on public health emergency contingency planning 
- Mr Andrew Bonica, Consultant, WHO/WPRO 
 

09:20 – 09:30 Questions and clarifications 
 

09:30 – 10:00 Coffee break 
 

10:00 – 12:00 Panel session:  Public health emergency contingency plan at 
designated POE 
 

10:00 – 10:50 Panel members: 
- Brunei Darussalam 
- New Zealand 
- Philippines  
- Republic of Korea 
 

10:50 – 12:00 Panel discussions 
 



 

 

12:00 – 13:00 

 

Lunch 
 

13:00 – 15:00 
 

Plenary 5:  Improving readiness: APSED (2010) 
 

13:00 – 13:20 Regional health security threats: situation update 
- Dr Tamano Matsui, Epidemiologist, ESR, WHO/WPRO 
 

13:20 – 13:40 A common regional strategy:  APSED (2010) 
- Dr Chin Kei Lee, Team Leader, ESR, WHO/WPRO 
 

13:40 – 13:50 Questions and clarifications 
 

13:50 – 14:10 
 

Emergency Operations Centre (EOC) 
- Mr Andrew Bonica, Consultant, WHO/WPRO 
 

14:10 – 14:30 
 
 

Risk assessment capacity 
- Dr Tamano Matsui, Epidemiologist, ESR, WHO/WPRO 
 

14:30 – 14:50 
 

APSED (2010) workplan for POE preparedness 
- Dr Li Ailan, Medical Officer (IHR), WHO/WPRO 
 

14:50 – 15:00 
 

Questions and clarifications 

15:00 – 15:30 
 

Coffee break 

15:30 -  17:30 
 

Breakout session 
- APSED (2010) workplan on POE preparedness 
 

 
Day 3 – 28 October (Friday) 
 

08:30 – 08:40 Wrap up of Day 2 
 

08:40- 10:00 Plenary 6:  Border health measures 
 

08:40 – 09:00 Update of CAPSCA project activities 
- Dr Jarnail Singh, Civil Aviation Authority, Singapore 
 

09:00 – 09:20 Border health response in the United States of America 
- Mr Shahrokh Roohi, Regional Officer in Charge, Quarantine and 
Border, Health Services Branch, US CDC 
 

09:20 – 09:40 Review of current evidence in border public health interventions 
- Dr Ranil Appuhamy, Consultant, WHO/WPRO 
 

09:40 – 10:00 
 

Questions and discussions 
 

10:00 – 10:30 
 

Coffee Break  
 
 
 
 



 

 

10:30 – 11:30 

 

Plenary 7:  Group feedback 
- Group 1 
- Group 2 
- Group 3 
- Group 4 
 

11:30 – 12:00 
 

Questions and discussions 

12:00 – 13:00 
 

Lunch 
 

13:00 – 14:00 
 

Plenary 8:  Conclusions and recommendations 
 
- Conclusions and recommendations 
- Closing session 
 

 
 

 
 
 


