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Summary 

The meeting, jointly organized by WHO and the Association of South East 
Asian Nations (ASEAN) , was the first to bring together senior health officials 
with competent authorities and oth~r stakeholders responsible for public health 
measures at Points of Entry (POE). With pandemic influenza A (HINI) 2009 
still affecting most of the world's countries, the meeting was a timely opportunity 
to review the range of response measures deployed to date and to plan for the 
future. 

The International Health Regulations (2005) and the Asia Pacific Strategy 
for Emerging Diseases (APSED) have provided a common framework for 
planning and response to significant threats to public health, the value of which 
was clearly demonstrated in recent months. Strengthening IHR event 
communication capabilities, including the designation and training ofNational 
IHR Focal Points, has been an approach used by Member States to support 
implementation of the IHR (2005). It was recognized during the meeting that 
National IHR Focal Points need to build and maintain close communication 
channels with pubic health providers, health services and other agencies within 
their country as well as with POE. 

MEETING PARTICIPANTS 

Under the International Health Regulations (2005) a Point of Entry (POE) is defined as" ... a passage for international 
entry or exit of travellers, baggage, cargo, containers, conveyances, goods and postal parcels as well as agencies and 
areas providing services to them on entry or exit" and includes ports, airports and land crossings. 



During the meeting, it became apparent that all of the countries represented 
had implemented public health measures of some kind at their international 
borders as a part of their response to pandemic influenza. Some common themes 
emerged despite considerable variation in the application of public health 
measures at POE around the Region. POE have played a significant role in 
providing information to arriving travellers about pandemic influenza, how to 
manage the disease and what measures should be expected on arrival. Such 
measures included screening and possible isolation (if unwell) and quarantine 
(if found to have been exposed). Other measures used at POE included health 
declarations, gathering information for contact tracing and, in some cases, exit 
screening. 

While public health measures at POE raised awareness among travellers, 
shipping operators and airlines and resulted in the detection of a number of 
suspected and confirmed cases, such measures have significant limitations. 
Measures at POE are, at best, only partially effective at detecting cases. They 
also carry significant resource implications and can be disruptive to travel and 
trade. 

For these reasons, all measures have to be carefully considered so that the 
benefits are balanced against the costs. Public health measures implemented at 
borders never will be able to detect all infected people and are unlikely to prevent 
completely the entry of infectious diseases such as pandemic influenza. However, 
when applied in conjunction with post-border surveillance and containment 
measures, POE interventions in some circumstances may help to delay entry and 
slow community spread. In the context of a pandemic, this can give health 
systems additional time to plan and prepare for increased demand for health care 
services. 

Because of the range of government agencies and other stakeholders with 
functional responsibilities at the border, the meeting's participants agreed that 
interagency coordination is essential to mounting effective public health measures 
at POE. This coordination needs to be arranged in advance so that the various 
agencies understand each other's roles and are able to communicate and work 
cooperatively, especially under pressure of an emergency response. 

Following the meeting, many participants also attended a training workshop 
on the expanded scope of ship sanitation and inspection under the IHR (2005). 

At the conclusion of the meeting, the following recommendations were 
made: 

Countries and areas should: 

(1) Strengthen POE core capacities under the IHR (2005) framework. By 
June 2012, each Member State should have at least one designated 
airport and one designated port, as applicable. 

(2) Implement preventive measures with an emphasis on the importance of: 

(a) Identification of competent authorities and responsible agencies for 
each preventive measure; 



(b) Identification and update of national guidelines for these measures, 
in line with relevant international guidelines; 

(c) Coordination with relevant stakeholders to ensure harmonized, 
quality implementation and evaluation of these measures; and 

(d) Encourage multilateral cooperation and information-sharing. 

(3) At designated POE, strengthen emergency preparedness and response 
through: 

(a) Formulation, testing and evaluation of a public health emergency 
contingency plan; 

(b) Establishment of effective mechanisms for multiagency 
communication, coordination and information-sharing, including 
operational links between POE authorities, relevant stakeholders and 
the National IHR Focal Point; 

(c) Establishment of a clear decision-making mechanism to facilitate 
the incorporation of best-available evidence and information to achieve 
balanced public health responses at POE; 

(d) Documentation (e.g. standard operating procedures (SOPs), 
memorandums of understanding (MOUs) of arrangements made with 
relevant agencies for response measures such as patient treatment, 
isolation, quarantine; and 

(e) Encouraging bilateral and multilateral cooperation and information
sharing. 

(4) WHO, in coordination with relevant partners such as ASEAN and the 
International Civil Aviation Organization (ICAO), should: 

(a) Strengthen collaboration between WHO and National IHR Focal 
Points concerning internationally-recommended public health measures 
at POE; 

(b) Conduct a study of public health measures implemented at POE in 
response to pandemic influenza A (H 1 Nl) 2009 and share findings 
with Member States; 

(c) Formulate technical guidance on public health emergency 
preparedness at designated POE; and 

(d) Provide guidance to countries to assist the meeting of minimum 
capacity standards for preventive measures. 
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1. INTRODUCTION 

1.1 Objectives 

The WHO-ASEAN Meeting on Public Health Measures at International Points of 
Entry: New Roles under the International Health Regulations (2005), was held at Manila, 
Philippines, from 24 to 26 November 2009. 

The objectives of the meeting were: 

(1) To advocate and increase awareness among relevant national and 
international agencies about the International Health Regulations (2005); 

(2) To share experiences and best practises in strengthening public health 
measures and response capacity in designated international POE; and 

(3) To identify next steps in strengthening public health emergency 
preparedness and response at designated international POE. 

1.2 Organization 

The meeting was jointly convened by the Western Pacific Regional Office and 
South-East Asia Regional Office of WHO in collaboration with the Secretariat of the 
Association of Southeast Asian Nations (ASEAN-Secretariat). Attending the workshop 
were participants from countries of both Regions, observers and representatives from 
international organizations and relevant WHO staff and temporary advisers. The meeting 
was comprised of seven sessions, including presentations, group work and plenary 
discussions. Following the conclusion of the meeting, many participants also attended a 
training workshop on ship sanitation and inspection. (See Annex 2: List of Participants, 
and Annex 3: Programme of Activities). 

1.3 Opening remarks 

Dr Shin Y oung-soo, Director of the Western Pacific Regional Office, welcomed all 
participants and observers to Manila. Dr Shin noted that the broad scope of participation 
reflected the international importance and the collaborative nature of effort needed to 
implement effective public health measures at POE, particularly in light of the IHR 
(2005). It was significant that the two WHO Regions that are closely linked in culture, 
trade and geography came together with ASEAN to discuss critical issues of mutual 
interest and the expanded role of POE under the IHR (2005). 

The opportunity for collaboration and information-sharing helped participants meet 
future challenges together. Many participants already were familiar with the three 
diseases under the old IHR (1969)- plague, yellow fever and cholera- for which 
quarantines may be implemented. However, in recent years emerging infectious diseases 
such as severe acute respiratory syndrome (SARS) clearly have demonstrated how fast 
new diseases can spread across international boundaries. Since coming into force in 
2007, the IHR (2005) has proven to be a valuable framework to allow the detection and 
collective response to public health emergencies of international concern. 
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The emergence this year of pandemic influenza A (HlNl) 2009 has provided a clear 
example of this new paradigm and of the importance of the new regulations. Within this 
new environment, what are the new roles that international POE can play under IHR 
(2005)? What kinds of multiagency collaboration and coordinated responses are 
necessary to control and respond to emerging diseases? How can we be better prepared to 
respond to these threats at designated POE? Dr Shin noted that this meeting was a timely 
opportunity to learn from each other's experiences during the pandemic and also to 
identify the important role that international POE must play in contributing to the 
management of acute public health risks in this new paradigm. 

D R KH ANCH IT LIMPAKARNJ ANARAT, D R SHI N YOUNG· $ 0 0 , D ~ T A KESHI KASA l AND M S JINTANA SRI\'1/0N GSA 

Ms Jintana Sriwongsa, Senior Officer, Health and Communicable Diseases 
Division, ASEAN Secretariat, read a message from Mr Dhannan Sunoto, Director of the 
Cross-Sectoral Cooperation Directorate, ASEAN Secretariat, noting that ASEAN was 
appreciative of WHO's role in organizing the meeting and would be interested in the 
outcomes. 

The current HlNl pandemic is likely to affect people around the globe for some 
time and the measures undertaken at POE inevitably will continue to be a significant 
component of the international response . The implementation of timely and effective 
measures across the two regions will be central to managing the impacts of pandemic 
influenza and other disease threats. The IHR (2005) have played a central role in 
increasing preparedness in recent years. Ms Sriwongsa also expressed ASEAN's 
appreciation for the support received from agencies, including the Australian, Japanese 
and United States of America governments and the Asian Development Bank (ADB), in 
their activities across the Region. Building a caring and sharing community is a 
fundamental charter objective of ASEAN and remains directly relevant to the challenges 
and opportunities that the Region currently faces. 

Dr Khanchit Limpakarnjanarat, Regional Adviser, Communicable Disease 
Surveillance and Response, South-East Asia Regional Office, noted the progress already 
achieved under the biregional APSED strategy. The investment in staff development and 
systems made under APSED has provided a strong platform from which to mount the 
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response to pandemic influenza and other emerging diseases. He expressed his hope that 
this strategic interregional collaboration and cooperation will continue. 

Dr Takeshi Kasai, Regional Adviser, Communicable Disease Surveillance and 
Response, Western Pacific Regional Office, presented an overview of the meeting 
objectives and agenda. Dr Kasai reminded the participants that they were still in the 
middle of a global influenza pandemic. He noted that the application of public health 
measures at POE varies considerably around the Region. For this reason, one of the first 
tasks for participants was to gain a common understanding of the role played by POE in 
border health protection. Participants were urged to take advantage of the opportunity to 
share their experience and learn from the actions of others over recent months. This 
would enable the countries and areas in the two Regions to move forward together in their 
response to the pandemic and to formulate and implement a risk-based approach to the 
expanded role of POE, as provided for in the IHR (2005). 

2. PROCEEDINGS 

2.1 Session 1: Update on IHR (2005) and emerging disease threats 

The Chair, Dr Rahmah MD Said, Director-General of Health Services, 
Brunei Darussalam, observed that the IHR (2005) had been the principal coordinating 
framework for public health activities across the Region. Dr Said noted that while the 
recent focus had been on emerging infectious diseases, participants should not forget 
about the impacts of wider social, economic and environmental conditions on health 
outcomes. These factors also influence the ability of individuals, communities and health 
care systems to address health threats. She reminded participants that the effective 
implementation of public health measures at POE depends on strong cooperation with 
other sectors such as customs, agriculture and transport operators. 

2.1.1 The IHR (2005): A paradigm shift 

Dr Kasai noted that there was considerable optimism in the 1990s that infectious 
diseases nearly were beaten. Unfortunately, this proved to be premature. Today the 
world is changing as never before, and infectious diseases are able to spread faster than 
ever. This was highlighted in 2003 ' when SARS provided a clear warning that a 
coordinated and much-improved global response capability was needed. The Global 
Outbreak and Response Network (GOARN) has been strengthened and now provides a 
network of resources and expertise to support countries with the investigation and 
management of public health events. 

Public health emergencies such as SARS in 2003 and HlNl have revealed the 
limitations of traditional border control measures and have provided a clear signal that a 
more coordinated and improved global response capability is required. The change in 
our operating environment, the emergence of new disease threats and a recognized need 
for flexibility in response measures has led to a shift in paradigm, as reflected in the 
revised IHR (2005). These regulations have proven to be a very valuable framework to 
allow us to detect and respond collectively to public health emergencies of international 
concern. 
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Emerging diseases have consequences for health systems and economies and a 
direct impact on people and communities. The scope and detailed content of IHR 
(2005) was formulated with knowledge gained in the preceding decade very much in 
mind, striking a balance between the threat that is to be managed and the disruption 
caused by the measures adopted to address that threat. In particular, this includes 
minimizing unnecessary interference with international travel and trade . As well as 
introducing the new concept of a Public Health Emergency of International Concern 
(PHEIC), the IHR (2005) also established a global system for the detection, assessment, 
reporting of and response to all potentially serious public health events , regardless of 
their nature or origin. This move away from traditional response measures based 
primarily on border-based controls to rapid and adapted responses and detection and 
containment at source represents a significant paradigm shift. 

The current influenza pandemic has provided the first truly global test for the IHR 
(2005). In proving global leadership for the pandemic, WHO recommended that 
countries intensify surveillance but did not recommend border closures or other 
restrictions to international travel and trade. POE still has played a significant part in 
the response measures adopted by many countries . This meeting will help to share the 
experience gained in the response to date and clarify and enhance the expanded role of 
POE into the future. 

2.1.2 Global update on IHR implementation related to POE 

Dr Daniel Menucci, Technical Officer, IHR Coordination, WHO Headquarters , 
Lyon, noted that there are more than 1200 international airports worldwide . These, in 
addition to over 1700 recognized seaports and innumerable ground crossings, mean that 
there is more movement of people and goods around the world than at any other time in 
history. This provides many opportunities for pathogens and hazards to move easily, 
and potentially very quickly, across national borders . The IHR (2005) seeks to facilitate 
international travel and trade to an extent that is compatible with ensuring that global 
public health is adequately protected. 

The IHR (2005) provides that : 

(1) POE and conveyances, including aircraft and ships, should be kept in good 
sanitary condition. 

(2) Routine measures are in place continuously to manage established risks . 

(3) Contingency plans are in place for public health emergencies at POE. 

( 4) Measures are coordinated across Member States so that transport operators 
know what to expect and can have confidence that both emergency and routine 
measures are justified and effective . 

Designated POE perform three main functions in relation to the management of 
public health risks - prevention, early warning and response . POE should be able to 
apply both routine measures and escalate interventions rapidly to mount an emergency 
response when required. WHO has formulated guidelines and training tools to assist 
countries with the technical detail of implementation. WHO maintains information on 
its website to help transport operators and the public to understand international 
requirements -- for example, the list of ports authorized to issue ship sanitation 
certificates. 
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2.1.3 Emerging infectious diseases and regional health security 

Dr Limpakarnj anarat, on behalf of the South-East Asia Regional Office, thanked the 
Western Pacific Regional Office for its substantial contribution to the preparations for 
this meeting. The South-East Asia Region faces many social, economic and 
environmental challenges, and many of these are associated with threats to public 
health. In particular, epidemic-prone diseases such as dengue fever and typhoid and 
emerging diseases such as avian influenza H5Nl and Ebola Reston virus continue to 
pose major threats. Some diseases, such as cholera, are also the subject of significant 
under-reporting. This means that both national health authorities and WHO 
occasionally do not have reliable information with which to assess and respond to 
disease events. 

Zoonotic diseases are also of concern, including rabies and henipavirus (carried by 
fruit bats) in addition to rodent- and mosquito-borne diseases. In many countries, the 
management of these threats is reactive rather than proactive. New diseases also are 
expected to continue to emerge, particularly threats from zoonoses. With these 
considerations in mind, a major effort has been invested in strengthening surveillance, 
diagnosis and public health capabilities. The APSED strategy has provided the planning 
and implementation framework for much of this work. A new focus on public health 
measures at the border represents an important new sphere of activity for the South-East 
Asia Region. 

2.1.4 Update on IHR implementation in the South-East Asia Region 

Dr. Yogesh Choudhri, Epidemiologist, Communicable Disease Surveillance and 
Response, South-East Asia Regional Office, said his Region is working to strengthen 
global partnerships and the WHO global alert and response systems. This has included 
close collaboration with the Food and Agriculture Organization (F AO) and the World 
Organization for Animal Health (OlE) in particular, with such intersectoral cooperation 
mandated at both the national and international levels under APSED. The South-East 
Asia Regional Office also continues to work with laboratories and other partners. 

It was acknowledged that POE had not been regarded as a relatively high priority in 
the the South-East Asia Region. To address this, it was proposed to establish three 
centres of excellence in travel and transport health protection. There will also continue 
to be movement beyond the APSED focus on emerging infectious diseases to address the 
all-hazards scope of the IHR (2005). This will include increased emphasis on other 
areas such as legislative preparedness to support effective public health service delivery. 
It was noted, though, that reviewing and amending legislation can be a time-consuming 
process. 

The South-East Asia Regional Office also has surveyed countries about their 
pandemic response. Of the countries that responded to the questionnaire, all had 
provided information to travellers, none had implemented travel restrictions or issued 
travel advisories, in no cases had pratique been refused, entry screening had detected 
very few cases of HlNl and none had implemented exit screening. 

2.1. 5 Update on IHR implementation in the Western Pacific Region 

Dr Li Ailan, Medical Officer, IHR, Communicable Disease Surveillance and 
Response, the Western Pacific Regional Office, said his Region covers 37 countries and 
areas. For the purposes of IHR (2005) implementation, the Western Pacific Regional 
Office initially concentrated on awareness-raising, advocacy and partnerships across the 
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Region. Later, five regional action areas were identified to guide implementation of 
IHR (2005). 

Dr Li acknowledged that the IHR (2005) is a complex document for many readers, 
containing many components that require planning and implementation at both the 
national and international levels. To assist Member States, the Western Pacific 
Regional Office and the South-East Asia Regional Office have collaborated to refine 
and encourage the use of APSED. 

This strategy document sets five priority areas for the establishment of core 
capacities under the IHR (2005). Strengthening IHR event communication capabilities 
was a further approach used by the Western Pacific Regional Office, including the 
designation and training of National IHR Focal Points. The National IHR Focal Points 
need to build and maintain close communication channels with pubic health providers, 
health services and other agencies within their country as well as with POE. 

A regional exercise was conducted in 2008 to test event communication capabilities. 
POE have and will continue to be an important element in the overall strategy for 
managing disease threats. Given geography and other factors, this is arguably more 
important for the Western Pacific Region than for any other WHO region. Legal, policy 
and technical support to Member States also has been an important feature of the regional 
approach to capacity-building for the IHR (2005), in particular for increasing 
preparedness to detect, assess and manage public health events. 

With 2012 the deadline for core capacities under the IHR (2005), a question arose 
about whether there will be standard requirements for designated POE or a ranking of the 
various requirements. Annex 1B of the IHR (2005) summarizes the obligations for POE. 
Different countries will have different needs, priorities and constraints. For these reasons, 
WHO has created a flexible tool to allow countries to undertake their own self
assessments of POE. These assessments help to identify capacity gaps and can then assist 
the country with planning to strengthen the capacities as appropriate. 

2.2 Session 2: Pandemic influenza a CH1H1) 2009 and country response at POE 

The Chair, Mr Mochamad Mardi, Chief of Health Quarantine Subdirectorate, 
Ministry of Health, Indonesia, noted that the current influenza pandemic marked the first 
time the IHR (2005) have been used to gather, assess and share information on a global 
health emergency. The IHR (2005) have provided a benchmark of collective capacity to 
mount an internationally coordinated response to a public health threat that has affected 
almost every country in the world. 

2.2.1 Update on pandemic (HlNl) 2009 and regional framework on pandemic 
response 

Dr Khanchit Limpakarnjanarat, Regional Adviser, Communicable Disease 
Surveillance and Response, South-East Asia Regional Office, reported that in less than 
nine months the presence of pandemic influenza A (H1N1) 2009 virus was laboratory
confirmed in almost every country in the world. Globally, it rapidly has become the 
dominant influenza virus, accounting for 79.1% of all positive influenza specimens. 
Many countries in the northern hemisphere experienced a sharp and early start to their 
normal influenza season. As of 15 November 2009, the Western Pacific Region 
experienced 631 deaths, of which 82% were the result of underlying health conditions; 
nine women were pregnant. In the South-East Asia Regional Office, it was recognized 
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that estimates of the disease burden are incomplete and pandemic plans are now being 
revised. 

Overall, the situation varies by country and often within countries. A second wave 
of infection was expected and although it was not possible to predict how the pandemic 
will evolve, it was plausible to assume that there will be extensive community level 
transmission, as was experienced in the northern hemisphere. To date, there was no 
evidence that the virus has undergone any significant mutation or genetic reassortment. 
The focus for health systems is on early detection, surge capacity and clinical case 
management. Public health interventions should be proven to be minimally disruptive 
and able to be adapted readily to changing circumstances. The provision of reliable, 
consistent and regularly updated information to the health sector, other sectors and the 
media and public remains a central component of the overall response strategy. 

2.2.2 Options for public health interventions at international POE 

Dr Ailan said public health interventions can be classified according to two broad 
categories: pharmaceutical interventions (e.g. vaccines and antivirals) and 
non-pharmaceutical interventions (e .g. social distancing and health education to promote 
personal hygiene behaviour). For infectious disease control, including pandemics, the 
overarching public health goals are to reduce the peak number of infected cases at the 
height of the epidemic curve and also to minimize the total number of cases over the 
course of the outbreak. 

Non-pharmaceutical interventions can be focused at the individual and household 
levels, such as personal hygiene or isolation and quarantine of individuals, and on 
societal measures such as school closures and cancellation or postponement of mass 
gatherings. The Western Pacific Regional Office has formulated an interim guidance 
document on public health measures to manage HlNl 2009 that summarizes a range of 
intervention options and their merits and limitations. This allows countries to consider 
which mix of measures is most appropriate for their own situation for implementation at 
POE and other locations. 

Having a robust, timely and transparent decision-making process for determining 
which interventions to implement and when to stop them is very important. Such 
measures should be based on a risk-assessment and must be compatible with the 
IHR (2005) framework and on each country's legal and operational requirements. 
Countries should balance the benefits of a proposed intervention against the costs and 
potential consequences. Risk assessments should reflect the transmissibility of the 
virus, the severity of the illness it causes, the population groups most affected and the 
capabilities of the health sector and other sectors. Such assessments will help to shape 
the response strategy and guide decisions about which interventions will be more 
acceptable and appropriate to national and local circumstances. 

WHO has not recommended border closures or travel restrictions but has 
recommended that people who are sick with infectious disease should not travel. It was 
recognized that border measures can be labour-and resource-intensive and may not 
detect or prevent the arrival of all infected persons. However, well-planned measures at 
POE can serve to raise public awareness , provide a form of sentinel surveillance and 
contribute to a coordinated public health response. 
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These were the following comments : 

(1) Countries can communicate bilaterally to provide early warning and to assist 
with the management of public health events. Maintaining good communication 
with and reporting to WHO is not a substitute for information-sharing directly 
among countries. The "whole of health sector" and "whole of government" 24/7 
information collation and dissemination function of the National IHR Focal Point 
can help with bilateral and multilateral communications in addition to its primary 
function of communicating with WHO. 

(2) WHO can assist with risk-assessment and provide support to POE-based events . 
The NFP can serve as a link to help facilitate this. POE and their associated 
competent authorities should be linked closely to local health care facilities and 
their capabilities should reflect the all-risks scope of the IHR (2005). 

(3) Public health measures at the border appear unlikely to be able to detect all 
infected people or prevent the entry of disease. However, in some 
circumstances, POE interventions, when applied in conjunction with post-border 
surveillance and containment measures, can help to buy time. Entry and 
community spread of the virus may be delayed and slowed. This can give the 
health system additional time to plan and prepare for increased demand on health 
care services. But the potential benefits of this strategy need to be carefully 
considered and balanced against social, economic and other costs. 

2.2.3 Australia: Experiences and lessons learned from pandemic (HlNl) 2009 
response at POE 

Mr Gregory Flaherty, Director, Border Health, Office of Health Protection, 
Australia, noted that Australia is comprised of eight sovereign state and territory 
governments, each with its own health care system and legislation. The federal 
government embraces them and seeks to promote consistency and direction in, for 
example, meeting international obligations. There are multiple partnerships with ports 
and airports and transport operators. Aircraft must report illnesses to the POE. If no 
illness is reported before arrival, then pratique is granted automatically. Arriving ships, 
however, must actively request and receive pratique as well as being subject to the ship 
sanitation certification regime. There is no clinical or health officer routine presence at 
airports, but such an individual can be mobilized, if required, to respond to an incident. 

For HlNl 2009, in-flight announcements were implemented, clinical staff were 
stationed at airports and aircraft were required to seek and receive pratique. Thermal 
scanners also were introduced very quickly. Decision-making occurred at multiple 
levels, including state, territorial and federal governments. It also was agreed to include 
POE in the decision-making process. Generally, the enhanced measures were the 
subject of voluntary compliance on the part of POE, transport operators and the public. 
Of the 9600 suspected cases identified, health declaration cards (7800) followed by 
pratique (1300) helped identify the majority of the cases. Thermal scanners detected 
only 70 suspected cases. Of the 9600 suspected cases, 8900 were released by nurses 
after assessment and without swabbing. 

Overall, there was a high level of cooperation from POE, transport operators and 
the travelling public. For example, applying positive pratique for aircraft was beneficial 
in raising awareness among airlines. Thermal scanners were effective from a public 
relations perspective and may have helped to promote compliance by the public. The 
importance of maintaining strong communication channels with transport operators 
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proved to be critical, as was the need for active coordination among all government 
border control agencies. 

Another important consideration was the disproportionate amount of concern and 
activity caused by cruise ship arrivals in Australia during the pandemic. Although 
accounting for only 0.8% of total arrivals, a lack of public health guidelines and 
protocols for cruise ship entry and exit at POE caused significant confusion. Airlines 
consistently advised that any public health measures can be very disruptive to their 
operations and carry significant logistical costs. With all of the experience gained and 
data collected, there is a valuable opportunity to research the effectiveness and cost 
benefits of the various border measures and, in particular, what measures were effective 
and what measures were not. 

2.2.4 China: Experiences and lessons learned from pandemic CH1N1) 2009 
response at POE 

Mr Xue Yong Lei, General Administration for Quality Supervision, Inspection and 
Quarantine (AQSIQ), Department of Health and Quarantine, China, noted that the 
AQSIQ is a government agency with wide-ranging responsibilities for inspection, 
control and quarantine functions for containers, conveyances, travellers and postal 
articles. China has 46 international airports, 110 ports and 58 land crossings, presenting 
a complex challenge for border health protection. Coordination across 13 government 
agencies is needed for full-spectrum POE management. 

Ten measures were implemented at POE for the pandemic response, including 
temperature screening, health declarations, including health status and travel history, 
and positioning clinical staff at POE to observe arriving travellers and examine those 
detected by screening. Enhanced screening of flights was conducted when there was a 
high pre-arrival probability of the presence of infection. Suspected cases were referred 
to a designated hospital for diagnosis. Health education material was provided to 
inform the public, including posters and leaflets. Disinfection and ventilation measures 
were used on conveyances. POE were required to complete daily reporting to the 
Department of Health. Personal protective equipment and other protective measures 
also were used. 

A key lesson learned was that communication and cooperation among the 10 
ministries with operational responsibilities at the border was essential to mount an 
effective response. Special efforts were made to reach particular population groups, 
such as returning students . It became apparent that some airlines were better than others 
at detecting and reporting sick travellers. From 25 April to 20 July 2009, more than 33 
million travellers were screened. Fully 9632 people were transferred to designated 
hospitals for further diagnosis, of which 421 were confirmed with Hl Nl - about 42.3% 
of the total number of imported cases detected in China. The majority of these cases 
detected at POE initially were detected by temperature screening at POE, with fewer 
identified by health declarations. Overall, border measures were believed to have 
contributed to lowering the impact of the pandemic. 

2.2.5 The Repub lic of Korea : Experiences and lessons learned from pandemic 
(HlNl) 2009 response at POE 

Dr Eun Gyu Lee, Deputy Director, Infectious Disease Surveillance Division, the 
Republic of Korea, noted that his country has eight international airports, 11 seaports 
and two land crossings. Routine surveillance primarily focuses on notification from 
medical practitioners to local health centres. During the pandemic response at POE, 
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international travellers underwent a tiered screening process: primary screening in-flight 
by cabin crew, secondary screening at the arrival gate, after disembarkation from the 
aircraft, tertiary screening at the quarantine counter, after which the traveller may 
proceed to immigration. 

The Republic of Korea has a strong legal framework to manage public health events 
and reacted quickly to both the unfolding international situation and the first domestic 
cases and subsequent community spread. Epidemiological links were found between the 
initial cases, and authorities conducted intensive contact tracing and investigation. 
Arriving travellers who may have been exposed were followed up with telephone 
interviews during the potential incubation period. Analysis yielded a reproduction 
number Ro = 1.5 (i.e. each case infected a further 1.5 cases). A targeted vaccination 
programme was implemented. In the future, the Republic of Korea considers that 
pre-departure or exit screening for travellers should be encouraged and in-flight 
infection control emphasized in order to promote healthy tourism. 

2.2.6 Thailand: Experiences and lessons learned from pandemic (HlNl) 2009 
response at POE 

Dr Vinai Vuttivirojana, Senior Medical Officer, Department of Disease Control, 
Thailand, noted that his country has 60 POE comprised of 15 airports, 15 seaports and 
30 land crossings. Border stakeholders include a mix of government agencies and 
private enterprises. In recent years, a number of significant disease outbreaks have 
occurred in countries near Thailand, creating high vigilance at POE even before 
pandemic H 1 N 1 2009 occurred. A border health protection exercise also had been 
conducted as a result of the threat of avian influenza H5Nl. A Public Health 
Emergency Response Centre has been established and includes the relevant IHR (2005) 

·responsibilities. 

The importance of having a contingency plan, formulated with stakeholders in 
advance, cannot be overemphasized. In addition, public health measures, messages and 
information to the public should be kept simple and clearly communicated. Forward 
planning and logistics are important for consumable resources that can be depleted 
rapidly, such as health declaration cards. Technical resources and information should 
be available and easily accessible to respond quickly to requests for advice from senior 
decision-makers. In Thailand, the pandemic has had wider social and economic 
consequences, with implications felt well beyond the health system. 

There were the following questions and comments: 

(1) As an example, a traveller from one country was detected on arrival in another 
country before his country of origin had reported any cases of pandemic H 1 Nl 
2009. Was this information passed on to the country concerned? 

The timing of communication and coordination between port authorities and 
the National IHR Focal Point is significant. If WHO receives such information, 
it would pass it on to the country concerned through appropriate communication 
channels. 

(2) Experience of likely in-flight infection of passengers landing in one country 
may suggest that more emphasis should be placed on infection acquired through 
physical contact with surfaces (such as door handles) as well as on infection 
spread through aerosols or droplets. 
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(3) How should transit passengers be managed? 

In Australia, transit passengers were processed the same as all other arriving 
travellers. No transit passengers were identified as suspect cases, but if they had 
been identified, they would have been prevented from travelling until they were 
well or no longer posed an infection risk. It was noted that Brunei Darussalam 
also included transit passengers in its health screening. 

( 4) How best to ensure cooperation among border agencies? 

This should be discussed and agreed in advance and, if necessary, at the highest 
political level. 

2.2.7 Survey of public health measures at international POE in response to 
HlNl 

Dr Daniel Menucci, Technical Officer, IHR Coordination, WHO Headquarters, 
Lyon, said WHO is aware of many requests for updated information on the effectiveness 
of public health measures at borders. WHO recognizes the need to thoroughly analyse 
the large volume of information that has been generated during the pandemic response 
over the last six to nine months and to review public health measures in light of 
emerging evidence. However, to do this at a global level is difficult because countries 
use different case definitions and different screening and testing procedures. In the 
same country, various procedures also may change over time as responses are adapted to 
the changing circumstances of the pandemic. This means that comparisons among 
countries should be treated with caution. 

With these complexities in mind, WHO seeks the cooperation of Member States to 
share and evaluate information to help shed light on the effectiveness of border health 
protection measures. WHO is conducting a survey that will include national health 
authorities, airlines, airports and the shipping industry. Survey information will be 
processed confidentially and no single country or facility will be identified in the report 
of results. 

2.3 Session 3: Partnerships in strengthening public health functions at PPOE 

The Chair, Dr AJMJB Walalawela, Director Quarantine Service, Sri Lanka, 
introduced a number of regional and specialized intergovernmental organizations that 
have programmes and responsibilities relating to public health measures at the border. 

2.3.1 Update from ASEAN Secretariat 

Dr Ma. Luningning Villia, Programme Facilitator, ASEAN+3 BID Programme, 
AS BAN Secretariat, noted that AS BAN consists of 10 member countries, fostering a 
common identity and vision of a caring and sharing community. ASEAN has a broad 
scope of activity, including key health actions focused on communicable diseases. 
ASEAN's health agenda is also aligned with the IHR (2005) and APSED. Key health 
actions centre on sharing best practise, maintaining a regional stockpile of antivirals 
based in Singapore and the establishment of a pool of regional experts on infectious 
diseases. Projects related to emerging infectious diseases (BIDs) and pandemic 
preparedness are well advanced and involve close collaboration with regional partners, 
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including WHO, Japan and the United States. The EID programme provides support for 
training and exercises for event response. 

ASEAN actively promotes risk communication, including capacity building, as an 
integral part of event management. ASEAN encourages intersectoral coordination, 
particularly with animal health agencies for surveillance and response functions. 
ASEAN also supports some vertical programmes on specific EIDs such as dengue fever. 
The healthy tourism initiative seeks to promote collaboration between human health 
agencies and the tourism sector, including the formulation of standards. 

In response to the pandemic, a special meeting of ASEAN health ministers was 
convened on 8 May 2009 in Bangkok, Thailand. At this meeting, ministers committed 
to compliance with WHO recommendations, timely sharing of data and information, 
laboratory coordination and a range of other matters to strengthen the regional response. 

2.3.2 ICAO roles and the cooperative arrangement for the prevention of spread 
of communicable disease through air travel 

Dr Jarnail Singh, Civil Aviation Authority of Singapore, noted that the aviation 
sector is vitally interested in the measures adopted by countries in their responses to 
pandemic HlNl 2009. The ICAO is a United Nations agency based in Montreal, 
Canada. The international civil aviation framework permits airlines to fly in other 
countries' airspace provided that they comply with agreed international requirements 
covering issues such as navigation, aircraft registration and aviation medicine. 

The Cooperative Arrangement for the Prevention of Spread of Communicable 
disease through Air travel (CAPSCA) establishes a multilayered approach to reducing 
the risk of spread of influenza and other communicable diseases by air travellers. 
CAPSCA enjoys active collaboration with WHO, the Airports Council and the aviation 
sector. It originated because of the threat from highly pathogenic avian influenza HSNI 
and acknowledgment that the aviation sector could be very adversely affected by a 
pandemic. A range of activities have been implemented, including exercises, airport 
evaluations and the creation of a checklist supporting the integration of aviation 
preparedness plans with national pandemic preparedness plans and compliance with the 
IHR (2005). CAPSCA's technical arm reviews all relevant guidelines and has, for 
example, endorsed the 2+2 rows guideline for in-flight transmission. Their current 
focus is to audit various standards and recommended practises. 

There were the following questions and comments : 

( 1) Disinfection of aircraft includes routine sanitation and measures to be taken 
following incidents in flight. There are detailed technical guidelines available 
that address matters such as the agents to be used and methods of application. 

(2) Disinsection of aircraft is for the control of insects such as mosquitoes. Certain 
countries require this practise as a condition of entry, using various methods and 
agents approved by WHO. 

(3) Could CAPSCA provide standardized guidance on exit screening? 

The existing guidelines cover both entry and exit screening, but only how to do this, 
not when to do it. It was suggested that further work on exit screening would be useful 
to countries and POE. WHO is also considering exit screening as part of the full suite 
of options for public health measures at POE. 
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United States of America strategy and key activities related to public 
health measures at POE 

Mrs Jennifer Brooks, Regional Officer-in-Charge, Associate Chief for Policy, 
Quarantine and Border Health Services Branch, Centres for Disease Control and 
Prevention, the United States of America, noted that the quarantine programme in her 
country underwent a significant expansion following recommendations made in a 2004 
review. It considered a range of threats posed by the issues such as avian influenza 
H5Nl, terrorism and SARS. A key outcome was to increase the number of quarantine 
stations to 20. 

The quarantine programme seeks to protect public health through interagency 
coordination at multiple levels with numerous stakeholders, including laboratories, state 
and federal agencies, transport sectors and international partners. Quarantine station 
staff respond to reports of illness on all craft, including both human and animal health, 
and also conduct cargo inspections. They provide health information to travellers and 
maintain close links with health care facilities. 

A major focus is on building partnerships for disease surveillance and control. For 
response purposes, an ill traveller may be asked to seek medical care or to delay travel. 
For specified diseases that are eligible for quarantine, these measures can, if necessary, 
be compulsory. Alternatively, the traveller may be assessed as posing no risk and 
allowed to continue travelling. 

Under federal law, passengers can be subject to a "do not board" notice, which 
prevents them from embarking on a conveyance. The current focus of activity is on all
hazards approaches, risk-based border screening, collaboration with WHO to assess POE 
measures for pandemic HINI 2009, participation in the CAPSCA programme, further 
collaboration on zoonotic diseases and the creation of RING cards for recognized ill 
travellers, which provide contact details and further health information to assist the 
traveller. 

2.3.4 International partners in supporting public health functions at POE 

Dr Alexander Klosovsky, Information Manager, International Organization for 
Migration (IOM), noted that ensuring that migration and health objectives are met is 
ultimately for the benefit of all. For example, global remittances from migrants 
amounted to US$ 199 billion in 2006, making a significant contribution to the world 
economy. Predeparture screening is included in the !OM's scope of activities. 

The IOM provides services to crisis-affected populations and undertakes health 
assessments and health promotion activities for migrants and hosting communities, with 
a focus on immigrants and refugees. Asia is the main focus of the !OM's activities, 
which cover both physical and mental health issues. Health assessments ideally occur 
before departure and seek to identify conditions of public health significance. 
Treatment is provided where appropriate -- for example, for tuberculosis and malaria. 
Information is also provided to the receiving POE and host communities. 

Dr Yamato Atagi, Deputy Head, International Trade, the World Organization for 
Animal Health (OlE), noted that the OlE was established in 1924, before the creation of 
the United Nations. However, the OlE collaborates closely with United Nations 
agencies such as WHO and the F AO and other intergovernmental organizations such as 
the World Trade Organization. The objectives of the OlE are to ensure transparency in 
global animal health. This includes the reporting of disease events, zoonotic 
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surveillance and the collection, analysis and dissemination of scientific veterinary 
information. For these purposes, OlE maintains the international framework for animal 
disease notification, promulgates standards and documentation requirements for trade in 
animals and animal products, provides expertise for the control of animal diseases and 
seeks to improve the relevant legal frameworks . 

2.4 Session 4: New roles of POE under the IHR (2005) 

Chair Mr Gregory Flaherty, Director, Border Health Section, Australia, introduced 
the session on the new and expanded role of POE under the IHR (2005). 

2.4.1 New roles of POE in the public health event management process 

Dr Li Ailan, on behalf of Dr Takeshi Kasai, Regional Adviser, Communicable 
Disease Surveillance and Response, Western Pacific Regional Office, noted that, 
broadly speaking, the concept of risk-management involves the identification and 
characterization of potential risks, leading to the assessment and adoption of measures 
to reduce the level of risk -- including both likelihood and impact. The risk
management cycle also includes event detection, risk-assessment, event response and 
evaluation. In a health context, this approach can be applied to both public health risks 
and events as well as to specific diseases. 

The IHR (2005) provide for routine activities that should be operational on a 
continuing basis (i .e . "at all times") at POE and also sets out those capacities that are 
required for public health emergency preparedness and response. Effective event 
management requires both strong national and international surveillance and response 
systems. 

At the country level, the APSED calls for both indicator- and event-based 
surveillance systems. These in turn should be closely linked to a coordinated response. 
At the regional and international levels, WHO replicates this close coordination between 
surveillance and response in its own systems. Official reporting of events by Member 
States, supplemented by monitoring of unofficial sources (such as media reports) to 
increase sensitivity of regional or international surveillance, are used to inform various 
response options, ranging from providing guidance and advice on events up to and 
including a PHEIC. 

The old IHR (1969) emphasized the detection and exclusion of three diseases 
eligible for quarantine (cholera, yellow fever and plague) and their vectors. Much effort 
was made to stop disease entry. The revised IHR (2005) address all potentially serious 
threats to public health, regardless of their cause, including those of unknown origin. 
The IHR (2005) also recognize the interdependence of countries in terms of detecting 
and responding to public health risks. This includes the need for exit controls as well as 
the traditional focus on entry controls. The big question now is what is the new role of 
POE in this risk- management cycle under the new IHR. POE could play an important 
role in surveillance, response and preparedness. For example, POE could serve as 
sentinel points for disease detection among traveller, or as response points during a 
public health intervention. Information gathered at POE also could support contact 
tracing activities or the provision of information to the country of origin. 
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Hong Kong (China) International Airport: Experiences and lessons 
learned from airport preparedness and response 

Dr. Teresa Choi, Chief Port Health Officer, Hong Kong (China), noted that the 
primary functions of the port health service are to implement the IHR (2005) and 
domestic law relating to the detection and management of ill travellers. Some 85 
airlines, with up to 60 flights per hour, operate out of Hong Kong (China). Notification 
of events by aircraft is dependent on cabin crew and air crew, although passengers can 
also self-report. Once a potential public health risk is detected, a health assessment is 
undertaken using risk-based guidelines to determine the most appropriate management 
strategy, including referral for clinical treatment if required. 

There are regular inspections of the POE environment to ensure that sanitary 
conditions are maintained. Emergency preparedness involves working closely with the 
airport authority. The detailed Emergency Procedures Manual for the airport 
community (including border agencies, airlines and cargo operators) now includes a 
section on public health emergencies as well as specific procedures for events involving 
infectious diseases. These procedures have been tested in various exercises. As part of 
the response to pandemic HlNl 2009, the first measure implemented at the Hong Kong 
(China) airport was to intensify surveillance activities followed by health declarations 
and in-flight announcements. Systems for hospital referral were reviewed and 
strengthened and contact tracing capacity activated. A key underlying strategy was to 
balance costs and benefits of the measures implemented. Exit screening also was 
considered, but more work is needed in this area. 

2.4.3 Kuala Lumpur International AirpoTt: Experiences and lessons learned 
from airport preparedness and response 

Dr Norhayati bt Rusli, Principal Assistant Director, International Health Unit, 
Malaysia, noted that Kuala Lumpur airport handles 50 airlines and up to 30 million 
travellers a year. The airport operating control centre runs 24/7, managing all security 
and emergency issues, including public health events. Medical officers, health 
inspectors, clinical and other staff provide a full range of health services. The airport 
provides ongoing public health functions, including sanitary conditions, vector control 
and aircraft inspection. 

A quarantine centre is located in the airport and can accommodate travellers for up 
to six days. Emergency capacities include a response plan, additional space for the 
assessment of travellers and arrangements for referral to hospital and laboratories. The 
health service also maintains surveillance for the diseases specified in Annex 2 of the 
IHR (2005) for immediate and automatic notification to WHO. Health screening, health 
declarations and leaflets providing health advice for home care to travellers were 
implemented rapidly in response to WHO's announcement of a PHEIC on 25 April 
2009. Flights arriving from high-risk areas were subjected to a second tier of additional 
screening. 

2.4.4 Auckland Intern.ational Airpoti: Experiences and lessons learned from 
airport preparedness and response 

Dr Craig Thornley, Public Health Medicine Specialist, Auckland Regional Public 
Health Service, New Zealand, noted that Auckland airport processes 3.3 million 
travellers a year, representing 72% of New Zealand's national total. Australia is the 
single largest country of origin for travellers to New Zealand. Auckland is also a hub 
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for air transport into the Pacific and is mindful of historical patterns of influenza 
exportation from New Zealand to vulnerable populations in the Pacific 

A series of border health protection exercises have been conducted since 2002, 
progressively including a greater range of border agencies. The health sector and other 
agencies involved in emergency responses all use a common Coordinated Incident 
Management System. The airport's emergency response was activated on 26 April 
2009, the day after a group of students returning from Mexico were identified as 
suspected cases of pandemic Hl Nl 2009. In-flight announcements were initiated and 
passenger locator forms were used, but travellers were not required to complete health 
declarations . Self-reporting passengers were assessed and all arriving travellers were 
screened. Mildly ill travellers were sent home or to a designated hotel for voluntary 
isolation. Those who were very ill were referred to a hospital. 

MR GREGORY FlAHERTY, DR NORBAYATI BT RUSLl AND DR TERESA (HOI 

Public health staff were actively involved in the airport Emergency Operations 
Centre, with front-line staff working air-side for the screening operation. Public health 
measures at the border raised community awareness, received considerable media 
attention, strengthened working relationships with other border agencies and may well 
have contributed to a delay in community transmission. However, implementing these 
measures was very labour-and resource-intensive and was only partially effective. Two 
key findings from the response were that preparedness and advance planning were 
essential and that effective, real-time communication with stakeholders was vital. 

2.4.5 Singapore International Airport : Experiences and lessons learned from 
airport preparedness and response 

MrS. Mohan, Senior Manager, Port and Airport Health, National Environment 
Agency, Singapore, noted that Singapore has adopted a multiagency approach to manage 
all sea and air POE. During the current pandemic, the Ministry of Health operated as 
the lead agency, taking direction from a ministerial committee. Business continuity 
plans, formulated following SARS in 2003, were activated. Health advisories were 
issued and in-bound passengers screened. In-flight announcements informed passengers 
of the measures being implemented and what they should expect on arrival. Protocols 
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for the management of ill persons on ships also were activated. These protocols applied 
to all ships, including cruise ships. 

2.4.6 Batam seaport: Experiences and lessons learned from seaport 
preparedness and response 

Mr. Mochamad Mardi, Chief of Health Quarantine Sub-directorate, Ministry of 
Health, Indonesia, noted that his country's complex, island-based geography make 
seaport controls especially important for a range of government activities, including 
human health. There are over 200 seaports, of which 47 have been designated for Ship 
Sanitation Certificate purposes. 

All seaports are required to have a communication channel to the National IHR 
Focal Point. The Port Health Office employs 1900 staff but has to cover an archipelago 
of over 15 000 islands. All functions are guided by the IHR (2005), in particular Annex 
lB. Port health also covers disaster management, illegal medicines, food import 
control, licensing for food export and migrant health. All port health offices have 
contingency plans and are required to coordinate with other border agencies. 

Batam Riau seaport, located close to Singapore, is the busiest port in Indonesia, 
with 5.4 million travellers per year. Once detected through screening, ill travellers, 
including crew, were referred to the provincial hospital for assessment and treatment. 
Contact tracing was implemented as required by the local district health office. Health 
information was provided to all arriving and departing travellers. Only seven cases 
were referred to hospital for treatment. 

2.4.7 Panel discussion 

The facilitator for the discussion was Mr Gregory Flaherty, WHO Temporary 
Adviser. Panel members were the representatives from China, Indonesia, Malaysia, 
New Zealand and Singapore: 

(1) Were economic costs and benefits considered in deciding which public health 
measures to implement at the border? 

In Australia, these were considered. In Hong Kong (China), these issues were 
considered by the government, although in the pandemic response a precautionary 
approach was adopted at the beginning. In Auckland, the main costs of POE 
measures were opportunity costs because scarce staff were directed away from 
other public health activities. 

(2) In New Zealand, no health declaration cards were used, although they were 
considered. The primary reason for this was logistics. Distributing, collecting 
and processing the information was considered to be too time-consuming for the 
public health unit and was not felt to be the best use of available staff and 
resources. 

(3) Some POE have a generic health emergency plan; others also have specific 
pandemic plans. In Auckland, there is a tiered approach to planning. For 
example, the national influenza pandemic action plan is subordinate to the 
generic National Health Emergency Plan. The national influenza pandemic 
action plan includes a section on public health measures at POE. The competent 
authority for each POE then gives effect to this section on border health 
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protection in collaboration with local stakeholders and taking into consideration 
the port or airport's own all-hazards emergency plan. 

( 4) In Australia, there was strong political support for border measures at the outset 
of the pandemic. As the event progressed, it became clearer that the rationale 
for border measures was not as strong as it first appeared. However, the 
measures at POE were continued for some time after this conclusion was 
reached. Some other countries shared this experience. 

(5) In Singapore, the public information process that occurred at the border was 
regarded as very important. In New Zealand, there were media and public 
expectations that measures would be implemented at the border, as indicated in 
the publicly available National Influenza Pandemic Action Plan. One of the 
main challenges is to synchronize changes to public health measures at POE with 
wider changes in the overall response strategy. 

(6) Interagency coordination is essential to mounting an effective border response. 
In Hong Kong (China), the airport authority was key to ensuring that all 
stakeholders were engaged. In Malaysia, the need for interagency coordination 
had been considered and agreed in advance during the course of preparedness 
planning. In Indonesia, planning for avian influenza H5Nl also had highlighted 
the need for collaboration with other agencies, particularly in terms of 
surveillance and response functions. 

(7) There is a need to generate more evidence on which to base appropriate public 
health interventions at POE. More research and study in this field would be 
useful in order to formulate evidence-based policies, 

(8) Based on their experience to date, what would countries do differently if it were 
to happen again? 

Australia would put more emphasis on providing public information to 
travellers to raise awareness. Malaysia would prefer to have one integrated 
business continuity plan across the various POE. New Zealand would maximize 
the advantages of screening at the border, with perhaps less emphasis on the 
detection of cases and more focus on gathering information (e.g. for contact 
tracing) and raising awareness. Hong Kong (China) would establish better 
communication links with other POE. 

(9) How valuable were the exercises held by POE? 

Malaysia's exercise found weaknesses in coordination and communication 
systems that were able to be addressed. Indonesia held two exercises, which 
helped the various sectors familiarize themselves with the plans. For pandemic 
HlNl 2009, when the plans had to be adapted from the focus on H5Nl, this was 
easier because the different sectors already were aware of the content. In New 
Zealand, a series of exercises over several years has helped the agencies to 
understand each others' cultures and objectives and provided health staff with 
opportunities to learn how to use some of the communication and information 
technology. In Hong Kong (China), emergency plans were geared generally 
towards avian influenza H5Nl and were relatively easily adapted to the HlNl 
response. This was because, having already engaged with other agencies on the 
threat posed by H5Nl, Hong Kong (China) authorities were sensitized to public 
health issues. 
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2.5 Session 5: New role of POE in public health emerg:ency management 

Participants were divided into three groups to discuss various topics related to POE 
(see Annex 4: Group Discussion Questions) . The following commentary is a summary of 
feedback on the group discussions: 

2.5 .1 Changes at PPOE since the entry into force of the IHR (2005) 

(1) The focus on assessing and strengthening IHR (2005) core capacities (as 
specified in Annex lB) has helped to attract resources and strengthened existing 
capacities and multiagency networks. 

(2) Legislation has been reviewed and amended to support compliance with the 
IHR (2005). 

MR 5 . MOHAN, DR CRAIG THORNLEY AND MR MOCHAMAD MARDI 

(3) POE have established communication channels with the National IHR 
Focal Point. 

( 4) There is increased recognition of the all-risks approach at the border. 

(5) IHR (2005) implementation has helped to highlight and clarify the roles of 
different government agencies, including their responsibilities and reporting 
lines. 

2.5.2 How can preventive measures be established at POE? 

(1) Mandate: Must have a legal (and political) mandate to implement preventive 
measures in some countries. 

(2) Funding: Financial resources required to build capacity and capability. 

(3) Role and responsibilities: Clarify, define and coordinate the functions and 
responsibilities of the various agencies and stakeholders (e .g. staff, outsourcing, 
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memorandums of understanding (MOUs), contracts, establish terms of 
reference). 

(4) Training: Training in standard operating procedures (SOPs) and regular 
exercises and simulations to test and refresh staff. 

(5) Work environment: This includes employment security, human resources, 
occupational health and safety. 

(6) Competent authority communication channels: Establish and maintain links 
between POE and the domestic health system, POE and outsourced providers and 
POE and National IHR Focal Point. 

(7) Monitoring and assessment: Establish and implement checklists, accreditation 
and audit (especially outsourcing and other agencies; needs continuous 
monitoring to ensure requirements are being met). 

(8) Review certain services: Food safety and vector control activities may need 
review and strengthening. 

(9) Standards: Establish, revise and/or enforce standards and SOPs (e.g. waste 
disposal, water quality, transport of human remains). 

(1 0) Risk-based approach: Continue to move to a more explicit and deliberate 
focus on scientific evidence and risk-based thinking, e.g. for priority setting and 
the formulation of procedures and systems. Risk-based approaches: 

(a) can be applied to both the expanded all-risks scope of the IHR (2005) and 
also to the traditional POE functions such as sanitary conditions and vector 
control; 

(b) POE have seen more flexible measures introduced; 

(c) assist with the establishment and implementation of all-hazards capabilities; 

(d) can also help improve efficiency despite resource constraints because they 
encourage critical thinking, identification of key drivers and the systematic 
prioritization of activities . 

(11) Evaluation: Evaluation programmes, including the collection of data during a 
response, can help to assess the effectiveness of measures and provide 
information to assist with further planning. 

(12) Risk communication: To inform the public, promote personal hygiene and 
support understanding of response measures. 

(13) Ground crossings: Improved relationships among governments, information 
exchange and awareness and behavioral change is the key; involve other 
agencies such as police. 

(14) Consistency within and between countries: disinfection, disinsection, waste 
disposal and sanitary practices are variable. 
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2.5 .3 Emergency response and preparedness at designated POE 

(1) Competent authorities are generally under the Ministry of Health or its 
equivalent. 

(2) Public health emergency preparedness and response plans: 

(a) should clarify the chain of command, coordination arrangements and 
communication procedures at POE; 

(b) should be tested with exercises (tabletop and functional); 

(c) are often incorporated into a broader, multi-hazzard POE emergency plan; 

(d) should ensure coordination among generic emergency response plans, POE
specific plans and any disease-specific plans; 

(e) in some instances, address medical emergencies, but not specifically public 
health emergencies; 

(f) should have clear activation triggers (e.g. is the plan activated by the POE 
incident commander in consultation with government and other authorities? Or 
does the POE provide information that other authorities use to assess risk and 
activate the plan? Note that domestic political pressures can also influence 
decision -making); 

(g) should be compatible with legislative decision-making procedures and any 
requirements associated with the use of statutory emergency powers; and 

(h) should include a recovery phase and also address the psychosocial aspects of 
a major response, including human resources policies for POE and competent 
authority staff. 

(3) command and control systems may be defined, but it is not always certain if a 
decision can be made quickly (e.g. disinfection of contaminated planes or the 
management of an ill traveller). 

( 4) communications are crucial. In an interconnected world, no agency can do it 
alone. This includes: 

(a) the capability to communicate with other POE, CAPSCA, PAGNET 
(guidance may be needed on preserving confidentiality); 

(b) communication with the National IHR Focal Point, either directly or through 
the Ministry of Health; and 

(c) contact lists should be included in plans, but they also need to be kept up to 
date. 

(5) Phased capacity building: Checklists and criteria can be used to plan for the 
emergency core capacities in a graduated way that prioritizes POE based on risk. 
The CAPSCA self-assessment tool allows for different tiers of airports based on 
risk-based criteria such as passenger volumes and routes served. 
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( 6) Precautionary response: When there is evidence that a risk exists but 
information is incomplete (e .g. there is uncertainty about the extent or severity 
of the threat), it may be best to mount a strong initial response and then scale the 
response down (or up) when more information makes it clear what level of 
intensity is appropriate. 

(7) Decision-making: Even when a POE response is managed by the Ministry of 
Health, it is still helpful to have other agencies involved in decision-making to 
help ensure that the response is balanced and proportionate to the risk. The 
decision-making processes for escalating and scaling down a response should be 
agreed in advance, including: 

(a) what decisions can be made by officials (at local and national levels); 

(b) what decisions are made by political leaders; and 

(c) what triggers or criteria are used to inform decisions about response 
measures. 

(8) SOPs: Create scenario-based SOPs to guide responses to different types of 
health emergencies. 

(9) Risk-assessment: Create tools and provide training in risk- assessment so that 
front-line staff perform risk-assessments for any emergency, from small 
incidents to major events. 

(1 0) Rationale: Clarify the objectives of POE response measures. For example, is 
the objective of screening to : 

(a) prevent the disease from entering the country; 

(b) delay its arrival; 

(c) provide early detection of arriving cases; or 

(d) mitigate the impact? 

(11) Review experience gained: Consider the value (effectiveness, pros and cons) 
of various measures such as the level of screening, the use of health declarations 
and passenger locator cards and the circumstances when they should be used in 
future. 

(12) Legislation: Ensure that legislation supports all the measures that potentially 
may be needed at POE, including both routine functions and emergency 
responses. 

(13) Leadership: Building and maintaining political awareness of obligations under 
IHR (2005). 
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(14) Resources: Resource availability should be assessed and plans made 
accordingly. Match the plan to 
resources and consider 
alternatives such as the use of 
other agencies' technical and 
operational staff. 

(15) Exit controls: Exit measures 
such as screening are mandated 
under the IHR (2005). Explore 
options and address operational, 
ethical, legal and cost 
effectiveness issues. More 
research and guidance is needed 
on exit controls. 

2.5.4 Generic emergency planning guidance 

GROUP DISCUSSIONS 

WHO could assist with the formulation of generic plans and guidelines. This would 
assist countries and POE and promote consistency. 

(1) The minimum components for a generic POE emergency plan include: 

(a) provision of essential information to travellers; 

(b) identification and management of ill travellers; 

(c) maintenance of communication channels with local health services and 
National IHR Focal Point; and 

(d) a clear process for requesting additional resources and seeking technical, 
policy or other guidance or instruction from the chain of command. 

(2) Steps in formulating such a plan should be highlighted in the guidance 
document. 

(3) A generic plan should be a guideline only because every country and every 
POE will need to adapt the plan to reflect national and local circumstances. 

( 4) Any generic plan should be coordinated with the ICAO 's work on national 
public health plans for airports. 

(5) It would be useful to have model and technical advice on the areas stated in the 
IHR (2005). This would help POE, competent authorities and partners to 
formulate plans to meet IHR (2005) requirements, including those for goods, 
food, containment, vector control, human remains and zoonotic disease. 

(6) Share case studies and lessons learned from the pandemic influenza response. 
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2.6 Session 6: Communication, coordination and information-sharing 

The Chair, Dr Edgardo Sabitsana, Director, Bureau of Quarantine, the Philippines, 
noted that communication and coordination have emerged as essential for the 
implementation of effective and efficient public health measures at the border. 

2.6.1 Roles of national IHR focal points: WHO guide 

Dr Li Ailan, Medical Officer, IHR, Communicable Disease Surveillance Response, 
Western Pacific Regional Office, noted that interagency collaboration is vital to 
successfully implementing measures at the border because a number of agencies and 
stakeholders and the travelling public inevitably will be either involved or affected. The 
National IHR Focal Point is mandated by, and communicates on behalf of, the national 
government of the Member State. All NFPs must be contactable on a 24/7 basis and be 
able to collate and disseminate information across government agencies. 

The NFP communicates with WHO, the health sector, other government agencies 
and also POE. For this reason, the NFP can play a leadership role in facilitating 
communication and coordination within a country. Because part of their role is to 
maintain an overview of the public health emergency situation and response, NFPs are 
well-placed to take an advocacy role in raising awareness of, and promoting compliance 
with, IHR (2005) obligations. 

In the current pandemic response, it has become clear that the NFP must be part of 
the command and control system for the national response. NFPs must maintain a high 
level of situational awareness in relation to the pandemic, its epidemiology and the 
response strategy, including measures taken at POE. The NFP also should be involved 
in any use of the Decision Instrument contained in Annex 2 of the IHR (2005). Since 
the NFP is the primary communication channel with WHO, its role includes the 
reporting of any cases detected at POE. The NFP can access the secure Event 
Information Site (administered by WHO) to share and gather reliable information about 
the global situation. In addition to communicating with WHO on behalf of their 
government, NFPs can also make direct contact with the NFPs of other countries to 
request and exchange information of mutual interest. 

2.6.2 China: Country mechanisms for multiagency communication and 
coordination in preparing for and responding to a public health emergency 
at POE 

Mr Zhong Chongli, Civil Servant, Ministry of Health, China, noted that China has 
established a public health emergency coordination mechanism spanning 33 agencies. 
This includes the quarantine service AQSIQ (for POE), education (for schools) and 
agriculture (zoonoses) and others. This system covers information-sharing, planning 
and joint operations. Coordination occurs at the national, provincial and local levels. 

The response coordination mechanism was activated for the major earthquake in 
2008, which caused significant casualties and social and economic disruption. China 
remains committed to international collaboration, including under the IHR (2005), 
continuing preparations for the threat posed by avian influenza H5Nl and cooperation 
with the United States of America on emerging infectious diseases. In response to 
pandemic HlNl 2009, a joint working mechanism, led by the Ministry of Health, was 
established with AQSIQ as an important member agency. 
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2.6.3 The Philippines: Country mechanisms for multiagencv communication 
and coordination in preparing for and responding to a public health 
emergency at POE 

Dr Ma. Vicenta Vasquez, Medical Officer and Division Chief, International Health 
Surveillance, the Philippines, noted that the Philippines health system has established a 
strong internal communication network, incorporating political leadership and both 
central and provincial health officials. This network is overseen by the Central 
Command task force and works closely with the national epidemiology centre, which 
gathers, analyses and disseminates national surveillance information. Laboratories, 
designated hospitals and other health emergency management team staff also are 
involved. Public health measures at the border operate under the mandate of the 
Quarantine Act and associated legislation and guidelines. Risk-based methods are used 
for planning, assessment and response purposes. Onsite at POE, the Department of 
Health works closely with other agencies, especially customs, agriculture and 
immigration, and with port and airport authorities and airline and shipping operators. 
The capability for timely external communication with nongovernmental organizations 
(NGOs), the media, embassies and others was an important lesson learned from the 
pandemic response. 

2.6.4 VietNam: Country mechanisms for multiagency communication and 
coordination in preparing for and responding to a public bealth 
emergency at POE 

Dr Ha Huy Toan, Deputy Head, Department of Border Health Quarantine, Viet 
Nam, noted that at the national level, VietNam has legislation for the prevention and 
control of infectious diseases and established a National IHR Focal Point in late 2006. 
The Ministry of Health has established hotlines and a website to receive and share 
information with the public about public health emergencies. The ministry also holds 
regular media conferences. At the border, health quarantine units are resourced to 
implement public health measures and maintain communication with the NFP. Ministry 
of Health staff at the national level have been trained in risk-assessment, and VietNam 
also has agreements with neighbouring countries for medical cooperation. 

There were the following comments and questions: 

(1) The Philippines strategy for international surveillance is derived from both the 
IHR (2005) and domestic policy. Information is gathered from Internet searches, 
screening and other mechanisms for arriving travellers. POE intelligence 
incorporates port of embarkation in the analysis. 

(2) National decision-making for public health measures at POE in the Philippines 
occurs at the Bureau of Quarantine and includes appropriate senior oversight. 
Incident response at POE is generally managed by the local public health 
authority functioning as the competent authority under the IHR (2005). It also 
maintains communications with the NFP in Manila, as appropriate. 

(3) In the Philippines, during the containment phase, every case of pandemic HlNl 
2009 was reported to the NFP, who reviewed the situation daily. After the 
change to mitigation phase, the normal reporting mechanisms to the National 
Epidemiological Centre were reinstated. 

(4) How does the South-East Asia Regional Office share information with the 
Western Pacific Regional Office and other WHO regions? 
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WHO maintains a network of regional IHR contact points, which regularly 
exchange information with each other. Additionally, Communicable Disease 
Surveillance and Response staff in all WHO regions can access information that 
has been formally provided to WHO from any region . 

(5) Are standards for POE being revised? 

WHO is updating a number of standards, including those for food and water 
safety and vector control. This revision process will include close collaboration 
with relevant intergovernmental agencies such as the F AO and the ICAO. 

(6) If a traveller dies of pandemic HlNl 2009, who is responsible? 

Usually the host country will inform the embassy of the country which issued the 
traveller's passport. It will then try to contact the next of kin. The ICAO also 
maintains technical guidance for the transport of infectious substances, including 
human remains, for which hermetically sealed containers are required. 

(7) The WHO Event Information website provides reliable and timely information 
about public health events, and its use by NFPs should be encouraged. It was 
noted that while many NFPs did increase their use of this valuable information 
source during the pandemic, not all NFPs took advantage of it. 

(8) How can POE communicate with each other, for example, about an infected 
traveller or other risks onboard a conveyance? 

This can be done via NFPs, who can facilitate timely communication via the NFP 
and IHR channels. Additionally, the WHO website containing the list of POE 
provided by member states will soon have a (voluntary) contact detail field added 
to it to facilitate direct information-sharing between POE. 

3. Closing remarks 

3.1 A SEAN Secretariat : 

Ms Jintana Sriwongsa, Senior Officer, Health and Communicable Diseases 
Division, ASEAN Socio-Cultural Community Development, thanked the participants for 
an informative and important meeting. It was clear that the IHR (2005) have provided a 
common framework for pandemic response across the Region. On behalf of ASEAN, 
Ms Sriwongsa thanked the Western Pacific Regional Office and the South-East Asia 
Regional Office for arranging a meeting to increase awareness of, and collaboration 
with, partners in relation to the important role of POE. 

The information and lessons learned shared during this meeting will help with 
further preparedness. Ms Sriwongsa noted the IHR paradigm shift to an all-risks focus, 
adapted responses and not only the protection of one's own country, but the 
responsibility to not export health risks to other countries. Ms Sriwongsa welcomed the 
recommendation encouraging further collaboration between WHO and ASEAN since it 
will provide a mandate for continued engagement, including a forthcoming meeting to 
discuss a common work programme. 
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3.2 The Western Pacific Regional Office 

Dr Takeshi Kasai, Regional Adviser, Communicable Disease Surveillance and 
Response, the Western Pacific Regional Office, noted that the Technical Advisory 
Group (TAG) on Emerging Infectious Diseases had wanted to convey a sense of urgency 
to further pandemic preparedness. The inclusion of a clear deadline in the 
recommendations will help to provide such urgency . Dr Kasai reminded participants 
that the majority of the recommendations made at this meeting are addressed to 
themselves as Member States and that a responsibility for follow-up and implementation 
now lies with them, both nationally and at POE. In this way, the recommendations 
represent a shared commitment to move forward together. Dr Kasai noted that WHO 
also will seek to maintain the momentum achieved on the emerging infectious disease 
agenda. 

3.3 The South-East Asia Regional Office 

Dr Khanchit Limpakarnjanarat, Regional Adviser, Communicable Disease 
Surveillance and Response, the South-East Asia Regional Office, thanked the Western 
Pacific Regional Office and the Philippines Ministry of Health for hosting the meeting. 
The APSED TAG had highlighted POE as a priority area for further work and both 
Regions were responsible for convening this meeting. He noted that continued 
engagement with ASEAN also will prove valuable. POE have emerged as key 
components of Member States' strategies for pandemic response. The opportunity to 
share experiences and agree on the way forward has been most significant. He noted 
that WHO Headquarters sees such biregional collaboration, including APSED, as a 
model of good practise. 

4. CONCLUSIONS AND RECOMMENDATIONS 

4.1 Conclusions 

( 1) This meeting was the first forum in the Asia Pacific Region to focus 
discussions on public health measures at international POE under the IHR (2005). The 
meeting was jointly organized by two WHO Regional Offices and the ASEAN
Secretariat. 

(2) The IHR (2005) are a global legal framework for managing public health 
risks and emergencies. The paradigm shift of the IHR (2005) has been emphasized, 
including the shift from control of borders to containment at source; from three 
diseases that are eligible for quarantine to all emerging infectious diseases and acute 
public health threats; and from preset measures to adapted responses. 

(3) Emerging infectious diseases and public health threats do not respect 
international borders. No country can manage these threats alone. Collective efforts by 
all countries and the regional and international community is vital to ensure regional 
health security in the Asia Pacific Region. 
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( 4) Country practices, experiences and lessons learned from the pandemic 
response at POE were shared. Pandemic (HlNl) 2009 has been the first opportunity for 
Member States and WHO to test the new IHR (2005) with a truly worldwide public 
health event. Roles of POE in preventing and responding to the international spread of 
disease also have been tested with this real and still evolving threat to global health. 

(5) POE can play an important role in the provision of updated health 
information to travellers, both arriving and departing. The importance of and need for 
governments to provide information to people before they travel was emphasized. 

(6) Risk-assessment has emerged as an increasingly important decision-
making process for implementing balanced (e.g. resources) public health measures at 
POE. 

(7) The pandemic situation is unpredictable and is still evolving. Other 
emerging disease threats may occur and spread rapidly. Continuing preparedness for 
public health emergency response at POE is vital. 

(8) Effective mechanisms for multiagency communication, coordination and 
information-sharing (including communication between POE authorities and National 
IHR Focal Points) are essential to meet IHR (2005) obligations. 

4.2 Recommendations 

Countries and areas should: 

(1) Strengthen POE core capacities under the IHR (2005) framework. By 
June 2012, each Member State should have at least one designated airport and 
one designated port, as applicable . 

(2) Implement preventive measures with an emphasis on the importance of: 

(a) identification of competent authorities and responsible agencies for each 
preventive measure; 

(b) identification and update of national guidelines for these measures, in line 
with relevant international guidelines; 

(c) coordination with relevant stakeholders to ensure harmonized, quality 
implementation and evaluation of these measures; and 

(d) encouragement of multilateral cooperation and information-sharing. 

(3) At designated POE, strengthen emergency preparedness and response through: 

(a) formulation, testing and evaluation of a public health emergency contingency 
plan; 

(b) establishment of effective mechanisms for multiagency communication, 
coordination and information-sharing, including operational links among POE 
authorities, relevant stakeholders and the National IHR Focal Point; 
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(c) establishment of a clear decision-making mechanism to facilitate the 
incorporation of best-available evidence and information to achieve balanced 
public health responses at POE; 

(d) documentation (e.g. SOPs, MODs) of arrangements made with relevant 
agencies for response measures such as patient treatment, isolation, quarantine 
and other measures; and 

(e) encouraging bilateral and multilateral cooperation and information-sharing. 

( 4) WHO, in coordination with relevant partners such as ASEAN and the ICAO, 
should: 

(a) strengthen collaboration between WHO and National IHR Focal Points 
concerning internationally recommended public health measures at POE; 

(b) conduct a study of public health measures implemented at POE in response to 
pandemic (H1N1) 2009 and share findings with Member States; 

(c) formulate technical guidance on public health emergency preparedness at 
designated POE; and 

(d) provide guidance to countries to assist the meeting of minimum capacity 
standards for preventive measures. 

5. Training Workshop on Ship Sanitation and Inspection 

5.1 Organization 

Facilitators: Dr Daniel Menucci, WHO Headquarters (Lyon) 

Dr Wang Ninglan, WHO Headquarters (Lyon) 

Dr Zheng Jianning, WHO Temporary Adviser 

Participants were asked to describe their expectations regarding the workshop. A 
diverse range of expectations were identified such as clarification of roles and 
responsibilities, looking for similarities with the IHR regime for aircraft and how the 
ship sanitation control regime links to the management of disease outbreaks on ships to 
better understand the legal framework and the differences from the old de-rat regime. 

5.2 Overview of the ship sanitation regime 

Dr Daniel Menucci, Technical Officer, IHR Coordinaton, WHO, Lynon, noted that 
maritime trade accounts for 90% of all international trade and globally there are over 53 
000 registered merchant ships over 500 tonnes. Just as POE must be maintained and 
operate in a sanitary condition so that they do not pose a risk to public health, the IHR 
(2005) seek to reduce the likelihood that ships also might contribute to the international 
spread of disease. 

The former regime under the IHR (1969) was focused primarily on detecting and 
controlling rodents for the purposes of preventing the spread of plague. The new 
inspection and certification regime looks at the entire ship and addresses the 
identification and management of all and any potentially significant risks to public 
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health. The new regime uses risk-assessment principles and takes an all-hazards 
approach. 

The IHR (2005) create obligations for ships' masters and for competent authorities 
at POE. The master of a vessel always must have a valid ship sanitation certificate 
aboard and the competent authority is entitled to demand to see a vessel's current 
certificate. Further, Member States must send WHO a list of ports that are authorized to 
issue Ship Sanitation Control Certificates and Ship Sanitation Control Exemption 
Certificates. Unfortunately, some countries still issue the old de-rat certificate (as 
mandated under the IHR 1969). Such de-rat certificates are invalid sinceall certificates 
must now conform to Annex 3 of the IHR (2005). 

There are two main types of certificate. The Ship Sanitation Control Certificate is 
issued by the competent authority when an inspection has determined that unsanitary 
conditions are present aboard and that specified control measures (such as fumigation) 
are required. An exemption certificate is issued following an inspection which finds 
that a ship has good sanitary conditions and that no control measures are required. An 
exemption certificate lasts for six months. A certificate can be extended for 30 days 
under certain circumstances. WHO has formulateddetailed guidelines to assist 
competent authorities with ship inspections and the implementation of the new regime. 
These guidelines and other technical documentation are available on the WHO website. 

5. 3 Workshop conclusions 

All participants acknowledged the workshop's efforts and its usefulness to enhance 
wider awareness of ship inspection and issuance of Ship Sanitation Control Certificates 
under the IHR (2005) framework. From the case study, a gap was identified in 
participants' knowledge and understanding of IHR (2005) in terms of managing a public 
health emergency on board ships undertaking an international voyage. It was agreed 
unanimously that future training on this issue would be greatly encouraged. 
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OPENING REMARKS BY DR SIDN YOUNG-SOO 

WHO REGIONAL DIRECTOR FOR THE WESTERN PACIFIC REGION 

Distinguished participants, Dear colleagues, Ladies and Gentlemen, 

I am pleased to welcome you to this meeting on Public Health Measures at International Points 
of Entry, jointly convened by WHO and the Secretariat of the Association of Southeast Asian 
Nations. The theme of the meeting is "New Roles of Points of Entry Under the New 
International Health Regulations". 

This is the first such meeting in Asia, and includes Member States from two WHO Regions -
South-East Asia and the Western Pacific. The broad scope of participation here today reflects 
the international importance and the collaborative nature of effort needed to implement 
effective public health measures at international points of entry, particularly in light of the 
International Health Regulations (2005). These regulations, better known as IHR (2005), 
entered into force in June 2007 . They provide a legal basis for disease-event reporting, 
notification, information-sharing, consultation, verification and determination of public health 
emergencies of international concern. 

Asia is the world's largest and most diverse region in terms of geography and population. This 
makes us considerably more vulnerable to emerging infectious diseases and other public health 
risks. But our size and diversity are also our strengths - by collaborating in the gathering and 
sharing of information we can increase our knowledge about new diseases. We can also design 
and implement more effective public health strategies against these diseases, including those 
measures at international points of entry. 

Many of you have worked very hard to prevent the importation of three quarantinable diseases: 
plague, yellow fever and cholera, in accordance with the previous International Health 

Regulations. Indeed, international points of entry were the key in these regulations. But the 
world is now changing as never before. Infectious diseases spread faster than ever. Both 
SARS and pandemic influenza (HlNl) 2009 have clearly demonstrated how fast new diseases 
can spread cross international boundaries. It only takes weeks or a few months. These public 
health emergencies have revealed the limitations of the border control measures in the old 
regulations. 

In fact, strict border-control measures alone are not enough to manage the spread of these 
emerging infectious diseases successfully. Since coming into force in 2007, the IHR (2005) has 
proven to be a very valuable framework to allow us to detect and respond collectively to public 



health emergencies of international concern. International points of entry have new roles to 
play under the new regulations. The emergence this year of pandemic influenza (Hl Nl) 2009 
provides us with a clear example of the changing environment in which we now operate and of 
the importance of the new regulations. What are the new roles that international points of entry 
can play under IHR (2005)? What kinds of multi-agency collaboration and coordinated 
responses are necessary to control and respond to emerging diseases? How can we be better 
prepared to respond to these threats at designated points of entry? 

These are important questions to be answered . I am very pleased that such a distinguished 
group is gathered here to discuss these questions and identify the way forward. With the 
world's attention focused on pandemic influenza (HlNl) 2009 , this meeting is a timely 
opportunity to learn from each other's experiences during the ongoing pandemic. But we also 
will need to identify the important role international points of entry must play in contributing 
to the management of acute public health risks in this new environment. I wish you all a 
successful meeting and an enjoyable stay in Manila. 

Thank you. 



MESSAGE FROM MR DHANNAN SUNOTO 
DIRECTOR, CROSS-SECTORAL COOPERATION DIRECTORATE 
A SEAN SECRETARIAT 

Distinguished delegates, ladies and gentlemen, 

ANNEX2 

Fist of all, I would like to express our sincere thanks to the World Health Organization for 
organizing this very important WHO-ASEAN Meeting. 

Since May, 2009, governments and health authorities around the world have been on high alert 
due to the influenza A (HlNl) 2009 pandemic. With hundreds of human deaths around the 
world, and the quick spread of this virus and the increased global movement of peoples, there 
are strong signals that the pandemic will continue. 

Effective public health measures at international ports of entry are therefore crucial as the 
increased global movement of peoples would play a major role in the worldwide spread of the 
disease and coordinated preventive measures should be in place to address cross-border, 
regional and international travel-related issues. 

Some of the first few things that accompany news of dangerous flu viruses are the enormous 
social and economic implications that could threaten the well-being and livelihood of our 
people. The six-month-long SARS outbreak in 2003 hit the Asia-Pacific region particularly 
hard and disrupted tourism and trade as well as commercial activities and social life. 

The threat of the influenza (HlNl) 2009 pandemic is a formidable challenge for ASEAN. The 
rapid change of events necessitates immediate and effective measures, both at the national and 
regional levels. I am pleased that our shared recognition for collective action brought us all 
together here in Manila for this WHO-ASEAN Meeting. Our united and harmonized actions 
will ensure that the health care system in our region is fully prepared to respond to any 
potential disease outbreaks. 

The quick reaction and prevention mechanisms put in place by individual countries to intensify 
disease surveillance have demonstrated to the world that our region is better prepared for the 
CflSlS. 

I am very pleased to note that we are working closely with our technical partners like the World 
Health Organization to ensure that we appropriately employ the necessary public health 
measures and mitigate the potential impacts of this crisis. 



Realizing the challenges of SARS and avian influenza, WHO came up with very important 
revised International Health Regulations of 2005 and the Asia-Pacific Strategy for Emerging 
Diseases (APSED). For the ASEAN Region, such challenges paved the way to the birth of the 
ASEAN Plus Three Emerging Infectious Diseases Programme funded by the Australian 
Government, to Japan's support for the regional stockpile of antivirals and Personal Protective 
Equipment (PPE), to US Government support for multi-sectoral pandemic preparedness and to 
ADB 's support for avian influenza. 

As any novel strain of influenza virus in an enigma with its uncertainties in terms of behaviour, 
capacity to spread and to cause disease and deaths in humans, the world faces dilemmas in 
terms of prudent and appropriate public health measures. In this regard, this meeting will give 
us an opportunity to exchange views and to harmonize key public health measures and actions 
to address the current pandemic. 

Finally, let me affirm that in the face of a pandemic threat, we, in the ASEAN Region, are 
committed to realization of the ASEAN Charter towards building a caring and sharing 
community through helping one another, ensuring peace and prosperity, and protecting the 
people of our region and of our neighbours. 

I wish the meeting good deliberation and every success. 

Thank you. 
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Session 1: Update on lliR (2005) and Emerging Disease Threats 

International Health Regulations (2005): A paradigm shift 
-Dr Takeshi Kasai, Regional Adviser, CSRIWPRO 

Global update on lliR implementation related to POE 
-Dr Daniel Menucci, Technical Officer, IHR Coordination, WHO Headquarters 

Emerging infectious diseases and regional health security 
-Dr Khanchit Limpakarnjanarat, Regional Adviser, CSRISEARO 

Update on lliR implementation in the South East Asia Region 
-Dr Yogesh Choudhri, Epidemiologist, CSRISEARO 

Update on IHR implementation in the Western Pacific Region 
-Dr Li Ailan, Medical Officer, CSRIWPRO 

Questions and clarifications 

Lunch break 

Session 2: Pandemic HlNl 2009 and country response at POE 



13:00-13:20 

13:20-13:40 

13:40- 13:50 

13:50-15:10 

15:10-15:20 

15:20-15:30 

15:30- 16:00 

16:00-17:00 

18:00 

Update on pandemic H1Nl 2009 and regional framework on pandemic response 
- Dr Khanchit Limpakarnjanarat, Regional Adviser, CSRISEARO 

Options for public health interventions at international points of entry (POE) 
-Dr Li Ailan, Medical Officer, CSRIWPRO 

Questions and clarifications 

Country experiences and lessons learned from pandemic (H1Nl) response at POE 
-Australia 
-China 
- Republic of Korea 
-Thailand 

Questions and clarifications 

Survey of public health measures at international POE in response to H1Nl 
- Dr Daniel Menucci, Technical Officer, WHO Headquarters 

Coffee break 

Poster presentation: POE response to pandemic HlNl 2009 
- By group (one representative per count1y to present count1y situation for the 
group) 

Korea 

Group 1: Australia, Brunei Darussalam, Bangladesh, Bhutan, Cambodia 
Group 2: China (including Macao), Indonesia, Lao PDR, Malaysia, 
Maldives 
Group 3: Mongolia, Nepal, New Zealand, the Philippines, Republic of 

Group 4: Singapore, Sri Lanka, Thailand, Timor-Leste, VietNam 

Reception 

Day 2- Wednesday, 25 November 2009 

08:30- 08:40 

08:40 -10:00 

08:40- 09:00 

09:00- 09:20 

09:20- 09:30 

09:30- 09:45 

Wrap-up ofDay 1 
-Dr Vinai Vuttivirojana, WHO Tempormy Adviser 

Session 3: Partnerships in strengthening public health functions at POE 

Update from ASEAN Secretariat 
-Dr Jintana Sriwongsa, ASEAN Secretariat 

ICAO role and Cooperative Arrangement for the Prevention of Spread of 
Communicable disease through Air travel (CAPSCA) 
-Dr Jarnail Singh, Civil Aviation Authority of Singapore 

Questions and clarifications 

US strategy and key activities related to public health measures at POE 



09:45- 09:55 

09:55- 10:00 

10:00- 10:30 

10:30- 12:10 

10:30- 10:40 

10:40- 12:10 

10:40- 11 :30 

11:30- 12:10 

12:10-12:15 

12:15- 13:30 

13:30 -17:00 
preparedness 

15:00-15:30 

- Mrs Jennifer Brooks, US CDC 

International partners in supporting public health functions at POE 
-International Organization for Migration (!OM) 
- World Organization for Animal Health (OlE) 

Questions and clarifications 

Coffee break 

Session 4: New Roles of POE under the New IHR 

New roles of POE in public health event management process 
-Dr Takes hi Kasai, Regional Adviser, CSRJWPRO 

Panel Presentation and Discussion 
-Panel members: China, Indonesia, Malaysia, New Zealand, Singapore 
-Facilitator: Mr Grego1y Flaherty (WHO Tempormy Adviser) 

Country experiences and lessons learned from airport/port preparedness 
and response - by panel members (I 0 minutes/each) 

(1) Hong Kong International Airport- by Hong Kong, China 
(2) Kuala Lumpur h1ternational Airport- by Malaysia 
(3) Auckland International Airpo1t- by New Zealand 
( 4) Singapore International Seaport- by Singapore 
(5) Batam Seaport- by Indonesia 

Panel discussion 

Introduction of group discussions (breakout session) 
-Dr Li Ailan, CSRJWPRO 

Lunch break 

Breakout Session: New role of POE and public health emergency 

- Coordinator: Ms Qiu Yi Khut, CSRJWPRO 

Coffee break 

Day 3- Thursday, 26 November 2009 

08:30-09:30 

08:30- 08:40 

08:40-09:10 

Session 5: Group Feedback and Discussions 

Wrap-up- Day 2 
-Dr Greg Simmons, WHO Tempormy Adviser 

Group feedback (10 minutes/each) 
• Group I 



09:10-09:30 

09:00 -10:30 

09:30- 09:40 

09:40- 10:20 

10:20-10:30 

10:30-11:00 

11:00 -12:00 

12:00- 13:00 

13:00 -16:30 

• Group 2 
• Group 3 

Questions and discussions 

Session 6: Communication, Coordination and Information Sharing 

Roles ofNationallliR Focal Points: WHO Guide 
-Dr Li Ailan, Medical Officer, CSRIWPRO 

Country mechanisms for multi-agency communication and coordination on public 
health emergency preparedness and response at POE 
-China 
- Philippines 
-VietNam 

Questions and discussions 

Coffee break 

Session 7: Conclusions and next steps 

Conclusions and next steps 

Closing remarks 
- ASEAN Secretariat 
-WHO 

Lunch 

Training Workshop on Ship Sanitation and Inspection 
-Facilitators: Dr Daniel Menucci, WHO Headquarters 

Dr Wang Ninglan, WHO Headquarters 
Dr Zheng Jianning, WHO Temporary Adviser 



ANNEXS 

GROUP DISCUSSION QUESTIONS 

General 

1. Over the past 2-3 years, has your country changed its way of conducting public health activities at 
international POE? If so, can you briefly share what has been changed or added to the role of POE? If 
not, why? 

Focus 1: Prevention at POE 

1. What are the minimum requirements for routine prevention measures? 

2. What are the steps to ensure that preventative measures are in place? 

Focus 2: Emergency Preparedness and Response at designated POE 

1. Has your country already designated international airports and ports to have in place the required IHR 
core capacities? If so, has the designated international airport and port also developed a public health 
emergency preparedness and response plan? 

2. What are the key elements of a public health emergency contingency plan at designated POE? What 
steps are needed to develop such a plan? 

a. Define scope and objectives? 

b. Define and agree on triggers for activation? 

c. Identify legal basis (if required based on country context) 

d. Establish a clear chain of conunand, control and coordination (Incidence Command system)? 

e. Identify and define the roles and responsibilities of relevant agencies? 

f. Establish decision-making mechanism and process for starting and stopping certain public 
health interventions at POE (such as passenger screening ... )? 

g. Include a communication plan (among agencies and with the public etc ... )? 

h. Make pre-arrangements of services (transport, diagnosis and treatment of ill travellers; 
isolation and quarantine, disinfection etc)? 

i. Link to other existing plans (e.g. disease response plans)? 

3. Do we need a generic guide on how to develop POE public health emergency preparedness and 
response plan? 



SHIP INSPECTION AND ISSUANCE OF SSCC/SSCEC 
WORKSHOP OUTLINE 

BACKGROUND 

ANNEX6 

Since entry into force ofiHR (2005) on 15 Jun, 2007, the old Deratting Certificate/Deratting Exemption 
Certificate used by all ships undertaking international voyages was replaced by the broader in scope Ship 
Sanitation Certificates in the IHR(2005), and was no longer valid after 15 December 2007. 

With the soaring need for conunon understanding of ship inspection and issuance of SSCC/SSCEC 
worldwide regarding providing guidance in preparing and performing the inspection, completing the 
certificates and in applying public health measures within the framework ofiHR, it is imperative to 
organize activities to raise awareness among port health officers and other public health workers in charge 
of the implementation of the IHR at ports and on ships in terms of ship inspection and response for public 
health emergency occurring onboard. 

OBJECTIVES 

On completion of the exercise, the participants will be able to: 

o Identify the responsibilities of the competent authority at each port (regarding IHR Art 22) 

• Describe specific requirements for procedures, conununication and collaboration needed by the 
competent authority at each port for routine surveillance and response to events, including 
communication and collaboration needed between the competent authority at the point of entry, 
the national surveillance systems and the National IHR (2005) Focal Point. 

• Identify the core capacities needed at designated ports for control of public health risks at all times 
and for a contingency plan at designated port in case of an event that may constitute a public 
health emergency of international concern as described in IHR annex 1 b. 

e To understand the value and use of the Maritime Declaration of Health 

• To understand the value and use of Ship Sanitation Certificate (Hereafter referred to as SSC) (for 
either routine inspection surveillance or in special circumstances) and more specifically: 

a. Describe the SSC workflow 

b. Manage requests for SSC in an appropriate way 

c. Schedule an inspection 

d. Prepare for going on board 

e. Issue SSC and attachments 

f. Follow up of control measures and related documentation 

g. Administrative arrangements on preparation for inspection and structure of the services 
related to issuance of sse 



AGENDA 

1. Overview 

1.1 Authorized ports list for issuance of SSCC/SSCEC 

1.2 Legal aspect of ship inspection and SSCC/SSCEC 

1.3 Concept of ship sanitation certificates under IBR (2005) framework: 

Helping to prevent and control known public health risks, not only for rodents 

A common way to register and communicate events and measures taken on board, 
when needed 

Raising conveyance operators' awareness and response to public health events 

Routine verification of health status on board at least every semester 

1.4 WHO Guidelines for ships 

1.5 Brief introduction to Draft ofRecommended procedures for ship inspection and issuance 
of ship sanitation certificates 

2. Case study 
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