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Executive summary 
 

Findings from the Joint External Evaluation 
 
During the JEE mission, Belgium’s capacities in 19 technical areas were evaluated through a peer-to-peer, 
collaborative process that brought together Belgian and JEE subject matter experts. The JEE team concluded that 
Belgium has very good, efficient capacities to detect, assess, notify and respond to major public health events, and 
to participate actively in efforts to strengthen IHR capacities.  
 
The JEE team also noted that Belgium has a complex administrative structure, with IHR-relevant responsibilities 
assigned both to the federal level and to the federated entities. The team is confident that, in light of this 
complexity, the country’s capability to deal with IHR-relevant events is very high. The JEE scores, which have been 
determined together with the Belgian national authorities, reflect Belgium’s good organisation and substantial 
capacity. 
 
The national General Preparedness Plan currently under development will be crucial for linking several components 
addressed in this JEE, strengthening multi-sectoral collaboration, and increasing cooperation between health and 
security authorities to respond to health emergencies. The plan has to be supported by adequate resources to make 
it operational. 
 
Belgium received high marks for both legislation and coordination of IHR activities. Despite its complex 
administrative system, the country has a solid legislative structure in place, and demonstrated that it has adjusted 
and aligned its domestic legislation, policies and administrative arrangements to manage, support and coordinate 
the implementation of IHR core capacity. However, as not all stakeholders seem to be fully aware of the IHR (2005), 
advocacy for the Regulations could be strengthened. 
 
Throughout the JEE it became clear that cross-sectoral collaboration still has potential for improvement in some 
areas. As in many other countries, the implementation of the IHR (2005) in Belgium is still very much focussed on 
human health and biological threats, which apparently resulted in limited participation from the animal 
health/veterinary and environmental sectors in the JEE preparation and self-evaluation. A stronger linkage with 
competent authorities in the animal health and environmental sectors might be further achieved under the “One 
Health” approach, through a multi-sectoral action plan developed by relevant human health and animal health 
institutions.  There are still areas in which stewardship and coordination can be improved between the animal, 
environmental and health sectors—particularly, but not only, around activities related to antimicrobial resistance, 
zoonotic diseases and food safety. 
 
The JEE indicators for the biosafety and biosecurity components are combined: a comprehensive national biosafety 
system is in place in Belgium, while some work remains to be done on the biosecurity system—including the 
establishment of a legal framework. This is a common finding among most countries that have performed a JEE. 
 
For immunization the JEE team recommended strengthening immunization coverage and monitoring in some areas, 
as well as addressing vaccine hesitancy.  
 
In the areas of laboratories, real-time surveillance and reporting Belgium has strong capacity, although some 
enhancement is still needed in some technical areas. Certain components of a syndromic surveillance system are in 
place, but expansion through inclusion of data from hospital emergency wards could allow detection of syndromes 
indicative of public health emergencies. 
 
In the area of workforce development there are general concerns, as the public health professions receive 
insufficient attention throughout medical education, and a clear strategy to sustain surge capacity for the public 
health workforce is lacking.  A health care workforce strategy exists, but does not include public health professions 
(e.g. epidemiologists, veterinarians and laboratory technicians). 
 
Belgium has clearly demonstrated its capacity to support other countries by deploying personnel and medical 
resources internationally. 
 



Risk communication capacity is well-developed in terms of structure, coordination and public communication.  
Areas for improvement include community engagement and establishment of a routine system to detect and 
address rumours. 
 
Capacity at border crossings that have been designated as points of entry under the IHR is generally very good. 
 
While the technical areas related to chemical events received full marks, for radiation emergencies an overview of 
resources in designated hospitals is needed to achieve higher capacity. 
 
The JEE team would like to thank our Belgian colleagues, who prepared a detailed, well-evidenced self-evaluation, 
and who actively participated in the external evaluation process. In particular, our thanks go to Dr Daniel Reynders, 
IHR Focal Point and Head of Service of the General Services International Relations and Public Health Emergencies, 
and his team, for their outstanding preparation and full cooperation. 
 
The JEE team found Belgium’s experts to be highly professional, demonstrating impressive dedication to providing 
the best services to improve the health of the people living in Belgium.  

  



Belgium scores and priority actions 

 

PREVENT  

National 
legislation, policy 
and financing 

P.1.1 4  Ensure sustainable funding at all levels for the implementation 
of IHR capacities—not only through provision of a regular 
budget, but also by assessing the feasibility of other funding 
sources. P.1.2 4 

IHR coordination, 
communication 
and advocacy 

P.2.1 4 

 Scale up resources to advocate, including at the political level, 
the importance of IHR implementation for health security across 
all sectors. 

 Foster collaboration between the executive level (National Focal 
Point (NFP)/Risk Assessment Group (RAG)/Risk Management 
Group (RMG)) and people working on the ground (health care, 
other front-line workers, etc.), and acknowledge their role in 
implementing the IHR (2005) and promoting public health in 
emergencies. 

 Train new staff; organize and conduct regular tabletop and 
simulation exercises to strengthen IHR core capacities; and 
ensure smooth transitions when people leave relevant positions. 

Antimicrobial 
resistance 

 

P.3.1 4 

 Strengthen the One Health network currently being built - 
including a joint (i.e. human and veterinary health) assessment 
of antimicrobial resistance, and through participation in the 
European Joint Action on Antimicrobial Resistance and 
Healthcare Associated Infections 

 In the human sector: 
 Implement actions to decrease antimicrobial consumption of 

quinolones (ambulatory care) 

 Improve management of respiratory tract infections 

(ambulatory care) 

 Improve prevention and management of urinary tract 

infections (ambulatory, hospital, and residential care) 

 In the veterinary sector: 
 Decrease antimicrobial consumption, including by 

registering antimicrobial consumption for dairy cattle 

 Establish benchmarking of veterinarians and farmers on 

antimicrobial consumption. 

P.3.2 4 

P.3.3 5 

P.3.4 4 

  



Zoonotic diseases 

P.4.1 5 

 Clearly establish/delineate the respective responsibilities and 
tasks of the various competent authorities involved in the 
prevention and control of zoonotic diseases, at all levels 

 Develop a National Plan for Zoonotic Outbreaks under the One 
Health umbrella, in alignment with the national Generic 
Preparedness Plan; and organize subsequent simulation 
exercises 

 Reinforce linkages between the human and animal surveillance 
systems, by ensuring systematic exchange of quality data both in 
peace and crisis times 

 Ensure the optimal involvement of the federal entities in the 
surveillance, prevention and control of zoonotic diseases in 
wildlife, by developing appropriate legislation, ensuring its 
enforcement, and coordinating with federal authorities and 
other stakeholders where relevant 

 Provide relevant courses in zoonotic disease as part of the 
continuing education programmes of all relevant competent 
authorities. 

P.4.2 4 

P.4.3 4 

Food safety P.5.1 5 

 Establish National Plan for Foodborne Outbreaks, in alignment 
with the national Generic Preparedness Plan 

 Identify mechanisms to mobilize staff for human health 
surveillance for foodborne outbreaks (in case of large incidents) 

 Promote the need for strain characterization to link human and 
food isolates for the prevention of foodborne outbreaks to 
ensure quicker responses in cases of clusters. 

Biosafety and 
biosecurity 

P.6.1 3 

 Perform a gap analysis and benchmarking before the possible 
setup of a legal framework for biosecurity 

 Set up a Task Force to reinforce coordination between relevant 
federal departments to address the development of protocols 
for biosecurity 

 Promote the implementation of biosecurity measures in high 
containment level facilities under a biorisk management 
approach 

 Raise awareness of biorisk management through information 
sessions, courses, and seminars for professional staff 

 Advocate for the establishment of a scientific/technical support 
unit for Belgium (e.g. a focal point or “biosecurity bureau”). 

P.6.2 4 

  



Immunization 

P.7.1 4 

 By 2020 vaccination coverage should reach at least 95%, not only 
for the 1st, but also for the 2nd dose of Measles Containing 
Vaccination (MCV) 

 The current age of 10 years for the administration of the 2nd 
dose of MCV should be critically reviewed 

 High coverage of pertussis vaccination during pregnancy should 
be ensured to avoid pertussis in very young infants (as they can 
be only vaccinated at 8, 12 and 16 weeks of age) 

 A timely, standardized monitoring system of vaccine coverage 
should be established at all levels. An electronic vaccination 
register should be considered for assessing vaccine coverage 

 Assess risk perception and improve public access to accurate 
information, to counteract hesitancy to vaccinations, correct 
misinformation, and anticipate rumours. This will enable 
relevant groups (parents, health care workers, teachers, specific 
migrant groups, and other stakeholders) to informed decision-
making. 

P.7.2 5 

DETECT  

National 
laboratory 
system 

D.1.1 5 

 Strengthen timely linkages between clinical, epidemiological and 
laboratory information for public health purposes (e.g. by 
ensuring standardized data formats throughout the framework 
of e-Health) 

 Develop and implement national guidelines for requesting 
microbiological tests for specific pathogens and syndromes (e.g. 
severe pneumonia, severe diarrhoea, suspected meningitis) 

 Establish agreements for testing with national or international 
Biosafety Level 4 laboratories of neighbouring countries 

 Continue to ensure regular and timely updates of the “practical 
directives” issued by commissions (e.g. for clinical biology or 
pathological anatomy) and used for the laboratory licensing 
procedure, following updates to the International Organization 
for Standardization  (ISO) norms to reflect progress in laboratory 
technology (or to assist laboratories in implementing new  ISO 
norms) 

 Prepare all Belgian laboratories for possible future mandatory 
accreditation, by increasing quality requirements and enlarging 
the numbers of available External Quality Assessment (EQA) 
schemes to face new emerging techniques. 

D.1.2 4 

D.1.3 4 

D.1.4 4 

Real-time 
surveillance 

D.2.1 4  Facilitate data sharing between various health databases at all 
levels, to strengthen capacities for early threat detection, 
assessment and quantification of impact 

 Further expand syndromic surveillance, particularly through use 
of data from hospital emergency wards 

 Agree on a legal framework to strengthen current surveillance 
systems, maximizing the use of e-Health systems and addressing 
data protection issues. 

D.2.2 4 

D.2.3 5 

D.2.4 3 



Reporting 

D.3.1 5 

 Enhance awareness of the requirements of the IHR (2005) and 
the OIE at all levels and among all actors (hospitals, physicians, 
veterinarians, industry, airlines etc.), through multisectoral 
discussions 

 Harmonize the reporting templates used by different sectors at 
all levels (human and animal health, food safety), and strengthen 
cooperation with stakeholders 

 Promote timely data analysis and publication of relevant findings 
(e.g. in scientific articles), to improve awareness further and 
strengthen timely reporting. 

D.3.2 5 

Workforce 
development 

D.4.1 4  Promote public health as a specialization in the medical 
profession, with market rates for remuneration and minimum 
standards of post-graduate education; 

 Identify key public health positions and advocate for their 
inclusion in the workforce strategy, including physicians, nurses 
and veterinarians, to facilitate recruitment. 

D.4.2 4 

D.4.3 2 

 RESPOND  

Preparedness 

R.1.1 3 

 Finalize the national General Preparedness Plan and ensure it is 
supported by sufficient resources to make it operational 

 Strengthen coordination mechanisms between all relevant 
stakeholders, clarifying roles and responsibilities and standard 
operating procedures (SOPs), and sharing protocols and 
scenarios for various types of public health emergencies 

 Conduct comprehensive national risk mapping for major public 
health hazards, including geographical risk areas and the 
resources available/needed to identify potential high priority 
public health events  

 Identify a centre for the management of patients with highly 
infectious diseases 

 Develop and approve a strategic stockpiles plan, and SOPs at all 
levels for responding to priority biological, chemical and 
radiological events 

 Develop a surge capacity plan for responding to protracted 
public health emergencies, including regular training and 
simulation exercises. 

R.1.2 4 

Emergency 
response 
operations 

R.2.1 4  Expand the emergency operations centre (EOC) public health 
team to ensure surge capacity at all levels (e.g. for responses to 
large-scale mass casualty incidents) 

 Improve use of databases for evidence-based decision-making 

 Improve knowledge management for transferring expertise and 
managing turnover of key functions/staff working in health 
emergencies 

 Standardize reporting for data analysis, planning and data-
gathering 

 Harmonize emergency training and simulation exercises at all 
levels. 

R.2.2 4 

R.2.3 5 

R.2.4 5 

  



Linking public 
health and 
security 
authorities 

R.3.1 4 

 Propose integrated training and workshops for first responders, 
to enhance their awareness of biological events and to improve 
collaboration between disciplines 

 Provide authorized public health officers with access to personal 
data and security information. 

Medical 
countermeasures 
and personnel 
deployment 

R.4.1 5 

 Investigate the feasibility of employing staff specialized in 
procurement of medical countermeasures  

 Review procedures for procurement of medical 
countermeasures for emergencies, to streamline and fast-track 
the process 

 Develop and disseminate procedures outlining the steps, roles 
and responsibilities for requesting, shipping and receiving 
medical countermeasures across all levels of administration 

 Once the above-mentioned procedures are clearly articulated, 
organize an exercise programme to test the distribution and 
reception of medical countermeasures during a public health 
emergency. 

R.4.2 5 

Risk 
communication 

R.5.1 4 
 Ensure inclusion of a strong risk communication component in 

the national Generic Preparedness Plan for health emergencies, 
providing guidance and tools for responding to multi-hazard 
public health events, including SOPs for transparent and timely 
communications 

 Embed community engagement, dynamic listening and rumour 
management in risk communication, through improved use of 
formative research to gather risk perception, both in ‘peacetime’ 
and during crises 

 Pay special attention to reaching vulnerable and minority 
groups, through targeted channels, with tailored messages in 
their own languages 

 Expand partnerships with health care workers, the private sector 
and civil society, including to ensure surge capacity,  through 
formalized mechanisms 

 Strengthen coordination with all relevant sectors and levels to 
reach consensus on priority health risks for communication to 
the public, based on risk mapping and risk perception. 

R.5.2 5 

R.5.3 4 

R.5.4 3 

R.5.5 3 

  



OTHER IHR HAZARDS AND POE 

Points of entry  

PoE.1 5 

 Develop a points of entry (PoE) component of the national 
Generic Preparedness Plan, and include infectious diseases in 
airport contingency planning 

 If justified by initial results of the programme, sustain national 
surveillance and monitoring of mosquitoes beyond 2020 in order 
to improve vector control 

 Review the legal basis for specific public health measures during 
crises (e.g. isolation, quarantine, vaccination, treatment, access 
to aircraft and ships, destruction/disinfection of luggage or 
cargo, etc.) to identify where the jurisdiction for each function 
lies, and to help determine at which administrative level the 
Saniport service should reside 

 Consider implementing designated PoE-level services at other 
major international airports in Belgium 

 Explore a cost recovery strategy for public health services at PoE, 
e.g.for ship certificates. 

PoE.2 5 

Chemical events 

CE.1 5 

 Improve coordination between all stakeholders involved in 
chemical events, by integrating the relevant sectors into the 
national Generic Preparedness Plan 

 Integrate the Poison Control Centre into emergency plans and 
trainings 

 Ensure funding of the Poison Control Center is sufficient to 
maintain its functions (through the provision of specialized 
personnel, IT infrastructure, etc.). 

CE.2 5 

Radiation 
emergencies 

RE.1 3 

 Develop a robust hospital preparedness plan (decontamination, 
diagnostics/treatment, antidotes) to enhance the overall health 
response to radiation victims.  

 Include medical interventions in emergency exercises 

 Develop procedures addressing evacuation and radionuclear 
terrorist threats. Once those procedures are well defined, 
organise an exercise to test them for a public health emergency 
scenario 

 Improve awareness training in all emergency institutions and 
organizations providing first responses in cases of radionuclear 
events. 

RE.2 4 

 
  



List of indicators 

 

Technical areas  Indicators 

PREVENT  

National 
legislation, policy 
and financing 

P.1.1 Legislation, laws, regulations, administrative requirements, policies or other 
government instruments in place are sufficient for implementation of IHR (2005) 
P.1.2 The State can demonstrate that it has adjusted and aligned its domestic 
legislation, policies and administrative arrangements to enable compliance with 
IHR (2005) 

IHR coordination, 
communication 
and advocacy 

P.2.1 A functional mechanism is established for the coordination and integration of 
relevant sectors in the implementation of IHR 

Antimicrobial 
resistance 

 

P.3.1 Antimicrobial resistance detection 

P.3.2 Surveillance of infections caused by antimicrobial-resistant pathogens 
P.3.3 Health care-associated infection (HCAI) prevention and control programmes 

P.3.4 Antimicrobial stewardship activities 

Zoonotic diseases 

P.4.1 Surveillance systems in place for priority zoonotic diseases/pathogens 

P.4.2 Veterinary or animal health workforce 
P.4.3 Mechanisms for responding to infectious and potential zoonotic diseases are 
established and functional 

Food safety 
P.5.1 Mechanisms for multisectoral collaboration are established to ensure rapid 
response to food safety emergencies and outbreaks of foodborne diseases 

Biosafety and 
biosecurity 

P.6.1 Whole-of-government biosafety and biosecurity system is in place for 
human, animal and agriculture facilities 

P.6.2 Biosafety and biosecurity training and practices 

Immunization 
P.7.1 Vaccine coverage (measles) as part of national programme 

P.7.2 National vaccine access and delivery  

DETECT  

National 
laboratory 
system 

D.1.1 Laboratory testing for detection of priority diseases  

D.1.2 Specimen referral and transport system 

D.1.3 Effective modern point-of-care and laboratory-based diagnostics 

D.1.4 Laboratory quality system 

Real-time 
surveillance 

D.2.1 Indicator- and event-based surveillance systems 
D.2.2 Interoperable, interconnected, electronic real-time reporting system 

D.2.3 Integration and analysis of surveillance data 

D.2.4 Syndromic surveillance systems  

Reporting 
D.3.1 System for efficient reporting to FAO, OIE and WHO 

D.3.2 Reporting network and protocols in country 

Workforce 
development 

D.4.1 Human resources available to implement IHR core capacity requirements 

D.4.2  FETP1 or other applied epidemiology training programme in place 

D.4.3 Workforce strategy 

  

                                                           
1
 FETP:  



RESPOND  

Preparedness 

R.1.1 National multi-hazard public health emergency preparedness and response 
plan is developed and implemented 

R.1.2 Priority public health risks and resources are mapped and utilized 

Emergency 
response 
operations 

R.2.1 Capacity to activate emergency operations 

R.2.2 EOC operating procedures and plans 
R.2.3 Emergency operations programme 

R.2.4 Case management procedures implemented for IHR relevant hazards. 

Linking public 
health and 
security 
authorities 

R.3.1 Public health and security authorities (e.g. law enforcement, border control, 
customs) are linked during a suspect or confirmed biological event 

Medical 
countermeasures 
and personnel 
deployment 

R.4.1 System in place for sending and receiving medical countermeasures during a 
public health emergency 
R.4.2 System in place for sending and receiving health personnel during a public 
health emergency 

Risk 
communication 

R.5.1 Risk communication systems (plans, mechanisms, etc.) 

R.5.2 Internal and partner communication and coordination 

R.5.3 Public communication 

R.5.4 Communication engagement with affected communities 

R.5.5 Dynamic listening and rumour management 
OTHER IHR HAZARDS AND POE 

Points of entry  
PoE.1 Routine capacities established at points of entry 

PoE.2 Effective public health response at points of entry 

Chemical events 

CE.1 Mechanisms established and functioning for detecting and responding to 
chemical events or emergencies 

CE.2 Enabling environment in place for management of chemical events 

Radiation 
emergencies 

RE.1 Mechanisms established and functioning for detecting and responding to 
radiological and nuclear emergencies 

RE.2 Enabling environment in place for management of radiation emergencies 

 
 


