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NOTE 
 

The views expressed in this report are those of the participants of the Regional Meeting of the 

Technical Advisory Group on the Asia Pacific Strategy for Emerging Diseases and Public Health 

Emergencies (APSED III) and do not necessarily reflect the policies of the conveners. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
This report has been prepared by the World Health Organization Regional Office for the 

Western Pacific for Member States in the Region and for those who participated in the Regional 

Meeting of the Technical Advisory Group on the Asia Pacific Strategy for Emerging Diseases and 

Public Health Emergencies (APSED III) in Manila, Philippines from 11 to 13 July 2017.  
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SUMMARY 

The Regional Meeting of the Technical Advisory Group (TAG) on the Asia Pacific Strategy for Emerging 

Diseases and Public Health Emergencies (APSED III) was held in Manila, Philippines from 11 to 13 July 

2017. 

 

The meeting provided updates on regional disease outbreaks, some of which have pandemic potential, and 

other threats to public health.  Participants were briefed on the ongoing implementation of the 

International Health Regulations (IHR (2005)) and APSED III, including the eight focus areas: 

 

(1) Public health emergency preparedness – encompasses the role of the National IHR Focal 

Point, incident management capability, emergency operations centres (EOCs), points of entry 

(POE) and all-hazards public health emergency plans. 

(2) Surveillance, risk assessment and response – incorporates inputs from a range of different 

surveillance sources to characterize events and provide decision-makers with key information 

to direct response measures. 

(3) Laboratories – supports surveillance and risk assessment. Laboratory networks should 

connect nationally, internationally and across sectors to link with animal health and 

environmental hazards. Also includes external quality assurance and biosafety. 

(4) Zoonoses – adopts a One Health approach to collaboration and active coordination with the 

animal health sector. Also spans the food safety, wildlife and environment sectors. 

(5) Prevention through health care – combines infection prevention and control, clinical case 

management, antimicrobial resistance (AMR) and health facility outbreak and emergency 

response plans. 

(6) Risk communication – includes dynamic listening and risk perception assessment, reflecting 

the growing importance of social media. 

(7) Regional preparedness, alert and response – mandates the coordination role of the Regional 

Office, including information sharing through the Western Pacific Surveillance and Response 

Journal (WPSAR) and use of event-based surveillance (EBS), indicator-based surveillance 

(IBS), continuous risk assessment and rapid response mechanisms.  

(8) Monitoring and evaluation – represents a learning culture that benefits country ownership 

and capacity-building, informs priority setting and planning, and contributes to transparency 

and accountability. 

 

At the request of Member States, WHO is preparing a five-year global strategic plan to strengthen 

implementation of IHR (2005). To help avoid duplication, this plan will take account of existing regional 

strategies such as APSED and will be the subject of consultation with Member States. Aspects of the new 

IHR Monitoring and Evaluation Framework draw directly from some of the successful elements of 

APSED, in particular the learning culture of continuous quality improvement. This is reflected in the 

strong emphasis placed on self-assessment, after-action reviews, simulation exercises and joint external 

evaluation (JEE). 

 

Because the close geographic, social and economic ties between the Western Pacific Region and the 

South-East Asia Region also extend to the common public health risks that the two regions face, the 

continued importance of the biregional nature of APSED was recognized. 

 

Four countries in the Western Pacific Region have recently conducted their respective JEE and applied the 

lessons learnt to their national action plans. Cambodia, the Lao People’s Democratic Republic, Mongolia 
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and Viet Nam described their experience of preparing for, conducting and advancing the recommendations 

arising from the JEE process. Some of the insights gained include: 

 

 the good level of alignment between JEE and APSED III; 

 the importance of investing in the initial self-evaluation process using the JEE Tool; 

 ensuring early inter-agency engagement to work systematically and effectively across the 19 

technical areas, before, during and after the JEE mission; 

 seeking and obtaining high-level, including ministerial, understanding of the process and 

support for addressing the outcomes of the JEE; 

 taking a pragmatic approach to amending or developing the national action plan in light of 

the JEE recommendations, while also taking account of other relevant considerations such as 

universal health coverage (UHC) and the Sustainable Development Goals (SDGs); and 

 while quite intensive, the JEE process and subsequent recommendations provide a strong 

basis with which to engage with external technical partners and donors. 

 

Partners and donors described their contributions to health security initiatives across the region. These 

include direct support to JEE missions, the Global Health Security Agenda (GHSA) with both funding and 

technical assistance, and also the Asian Development Bank’s use of the APSED focus areas to inform their 

projects. The World Bank has advised of its intention to increase the proportion of its funding devoted to 

health systems strengthening and encouraged health ministries to work with their finance ministry 

counterparts to develop robust proposals for donor support. 

 

The meeting provided an overview of the SDGs, which will drive the global development agenda until 

2030. While a number of the SDGs will directly and indirectly support health outcomes, SDG 3 has an 

exclusive focus on health. UHC will be used as a unifying platform for health-focused planning and donor 

support under the SDGs. 

 

Overall, Member States, WHO and partners have all made good use of APSED, but Ebola virus disease 

(EVD), Middle East Respiratory Syndrome, arboviral diseases and a range of natural – and in some cases 

human-made – disasters all serve to remind us that capacity-building for national and regional public 

health security remains a work in progress. 
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1. INTRODUCTION 

1.1 Meeting organization 

The Regional Meeting of the Technical Advisory Group (TAG) on the Asia Pacific Strategy for Emerging 

Diseases and Public Health Emergencies (APSED III) was held in Manila, Philippines from 11 to 13 July 

2017. 

The meeting comprised a series of presentations, panel discussions, group work and plenary sessions. It 

updated participants on regional emerging infectious disease (EID) threats and reviewed progress with the 

implementation of APSED III, including in particular the experience of four countries within the region 

that have conducted a joint external evaluation (JEE) and used this process to inform national action plans. 

Development partners, including donors as well as technical and operational stakeholders, provided 

updates on their activities in support of health security and APSED III implementation. 

Dr Jeffery Cutter and Dr Paul Effler were appointed co-chairs of the meeting, and Mr Andrew Forsyth was 

appointed rapporteur. Refer to Annex 1 for the programme of activities and Annex 2 for a list of meeting 

participants. 

1.2 Objectives 

The objectives of the meeting were: 

(1) to review emerging issues and progress made in implementing APSED III; 

(2) to review the International Health Regulations (IHR (2005)) JEE experience and determine 

how JEE can be best used to inform national planning in line with APSED III; and 

(3) to recommend common priority activities until the next TAG meeting in 2018, considering 

the findings and updates shared during the meeting.  

 

2. PROCEEDINGS 

2.1 Opening session 

On behalf of Dr Shin Young-soo, WHO Regional Director for the Western Pacific, Dr Takeshi Kasai 

welcomed the Member States, TAG members, partners and other participants to the meeting.  

Dr Kasai, who was involved in WHO’s early response actions when influenza H5N1 emerged as a 

significant threat more than 20 years ago, followed by SARS, recalled the challenges of those times and 

their direct influence on the preparation of the draft IHR (2005) and the first APSED. Both frameworks 

continue to demonstrate their relevance in supporting public health security planning and operational 

programmes. Over the last decade, surveillance systems and risk assessment in particular have evolved 

significantly, reflecting both the core capacity requirements of IHR (2005) and the practical guidance 

provided by APSED. The Western Pacific Region, in conjunction with the South-East Asia Region, has 

sought to learn from a wide range of events, always looking to improve capacities for the inevitable next 

event. This approach has close parallels with pandemic planning, which has also been tested and improved 

over time, and which remains as much a priority now as in 2009. 
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Dr Kasai thanked Member States for their continued commitment to APSED and also the TAG members 

for their support, engagement and advice. The goal of universal health coverage (UHC) and more recently 

the United Nations Sustainable Development Goals (SDGs) will also contribute to collective health 

security. The Ebola virus disease (EVD) epidemic in 2014, while tragic, also provided a global learning 

opportunity, which in turn gave a very strong impetus to JEE. 

Dr Kasai wished the participants well for this first TAG meeting of the APSED III era and advised that he 

would take a close interest in the meeting outcomes. 

2.2 Plenary 1: Managing health security threats in a changing world 

Dr Jeffery Cutter introduced the session. He welcomed the brand new APSED III publication and 

emphasized how it helps to focus on areas that are key to public health security and prepare to move 

forward in the face of inevitable disease outbreaks and public health emergencies (PHEs).  

2.2.1 Managing health security threats: A continuing collective journey 

Dr Li Ailan described the challenges of regional health security. Over the past seven years, WHO has 

responded to more than a thousand events, including 50 acute and protracted emergencies. One of the most 

recent, and complex, is cholera in Yemen, with more than 260 000 suspected cases and 1587 deaths, 

occurring in a conflict zone with damaged infrastructure and many health-care workers (HCWs) going 

unpaid. The Western Pacific Region has seen influenza H7N9, Middle East respiratory syndrome (MERS), 

dengue and a range of other EIDs. Dr Li reminded participants of the significant progress made over the 

last decade towards shared health security, but acknowledged that capacity-building takes time, resources 

and commitment.  

APSED 2005 and later APSED 2010 helped to identify and address common priorities within the global 

legal framework of IHR (2005). APSED also embodies a philosophy of reviewing event responses and 

using these to improve capabilities for the next threat. More than 80% of Member States now have 

functional event-based surveillance (EBS), rapid response teams (RRTs) and risk communication plans. 

Furthermore, the likelihood of a global pandemic also demands attention. Global air traffic volumes 

continue to increase year on year and populations are becoming increasingly urbanized in both developed 

and developing countries. It is impossible to predict the next threat and it comes as a surprise. For example 

with the Zika virus, there is first its geographical spread and then the significant concerns over 

neurological birth defects. After the influenza H1N1 pandemic in 2009, the IHR Review Committee 

concluded that the world “… is ill-prepared to respond to a severe influenza pandemic or to any similarly 

global, sustained and threatening public-health emergency”. Dr Shin, WHO Regional Director for the 

Western Pacific, was an “early adopter” of health security thinking and established a new Division of 

Health Security and Emergencies in the Regional Office. Following the difficult lessons of Ebola in 2014, 

WHO has now undertaken a global structural reform to establish the new WHO Health Emergencies 

Programme, which focuses on early warning, risk assessment, emergency response, and mitigation and 

control strategies. APSED III is compatible with the emerging global architecture for emergency 

preparedness and response, and continues to encourage monitoring and evaluation (M&E) as a central 

component of country-level and regional capacity-building. Dr Tedros, the new WHO Director-General, 

said at the recent G20 meeting that UHC and health security are two sides of the same coin, as each is 

reliant on the other. Health security threats remain and in some cases are growing – and also becoming 

more complex. Through a decade of effort the world is certainly better prepared, but still not ready. 

Moving forward, there is good collective momentum in the shape of APSED III and reinvigorated IHR 

implementation. 
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2.2.2 Disease outbreaks and other public health emergencies in the Western Pacific Region 

Dr Babatunde Olowokure observed that the region remains vulnerable to disease outbreaks and other 

PHEs including those caused by weather and geological events. Preparedness activities are essential, since 

it is too late when the event occurs. The Western Pacific Region has a number of high-risk countries that 

could be the source of events with potentially global significance. Ongoing regional surveillance identifies 

multiple signals every week which are filtered through risk assessments and a grading process. Over time, 

more events are being detected by country-level and Regional Office surveillance, though this may likely 

reflect improved surveillance, laboratory and reporting capabilities. The majority of novel influenza A 

viruses have been first detected in the Western Pacific Region, suggesting that the Region could well be 

the origin of the next global pandemic. Influenza A(H7N9), currently in its fifth epidemic wave, continues 

to be a serious concern in this regard. However, to date the epidemiological profile of cases (mainly males 

over 50 years of age) has not changed.  

There are also many arboviral diseases in the Western Pacific Region, with dengue fever a recurrent major 

concern. For example, both the Lao People’s Democratic Republic and Viet Nam are currently 

experiencing outbreaks and in 2016 Solomon Islands had 12 300 suspected cases of dengue. In Singapore, 

an astute general practitioner detected the first instances of imported and locally acquired cases of Zika in 

2016. Other events include an increase in cases of methicillin-resistant Staphylococcus aureus (MRSA) in 

one hospital in Kiribati in February 2017, for which WHO provided support. The Lao People’s 

Democratic Republic is currently experiencing an outbreak of hepatitis A. Field Epidemiology Training 

Programme (FETP) fellows in Papua New Guinea have helped detect and investigate an outbreak of 

febrile illness, with samples sent to Australia for analysis. Mongolia had an especially severe winter in 

December 2016, during which some 260 000 people were affected and more than 40 000 animals perished. 

Tropical cyclone Donna caused considerable damage to Vanuatu in May 2017 and the conflict in Marawi 

in southern Philippines has resulted in over 400 fatalities, an estimated 84 000 families displaced and at 

high risk for infectious disease. More broadly, EVD persists in the Democratic Republic of the Congo and 

a recent outbreak resulted in five confirmed deaths. Drawing on APSED III and JEE, while there is better 

preparedness, the question remains: are we ready for the next PHE?  

2.2.3 Managing health security threats at country level – China 

China faces a range of public health threats, including outbreaks involving various strains of avian 

influenza, food safety events, natural disasters (floods, earthquakes), environmental pollution and the 

sinking of the Eastern Star cruise ship in 2015. The context for this is the country’s rapid economic 

change, urbanization and industrialization, resulting in population movements. China uses an integrated 

framework that combines multiple operational mechanisms (including FETP, 37 national RRTs and over 

18 000 RRTs at the local level), planning (for example, strategic plan for EIDs focused on surveillance, 

early detection and risk communication), legislative powers, and management systems at national, 

provincial, prefecture and county levels, including EOCs. Risk assessment is an ongoing routine practice 

for national and local threats, and China is increasingly supporting responses to international events such 

as EVD in West Africa and the Nepal earthquake in 2015. Annual self-assessments conducted for IHR 

(2005) reporting identified areas for improvement, including points of entry (POE), laboratory, zoonosis 

and food safety. In 2014, a self-assessment suggested compliance with 91% of IHR (2005) core capacities. 

With the guidance of IHR (2005) and APSED III, China is now further enhancing and improving 

capacities for prevention, detection and response to health security threats through implementation of the 

13th five-year plan on EID prevention and control, and on emergency medical rescue for other PHEs. 
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The Chair invited questions and comments from the floor: 

o Collaboration between human and animal health sectors in China over avian influenza has 

improved in recent years. This spans prevention, surveillance and control measures. There is now 

a formal arrangement for information exchange and coordination. There is still room for 

improvement, for example on detailed data sharing and processes for agreeing control measures at 

the local level, as large-scale culling of poultry or closure of wet markets has significant 

socioeconomic consequences. 

o Antimicrobial resistance (AMR) is a serious global issue. How is this addressed in China? AMR is 

recognized as a major and growing problem in China, both in the human and animal health 

sectors. Primary responsibility lies with the department for hospital management. 

o Based on its experience with influenza, China has established a pathogen identification network 

for novel pathogens. If a new pathogen manifested with large numbers of cases, would laboratory 

diagnostic capability still be able to be linked to case-based reporting at the local level? 

Laboratory capability is key at the local level. The experience with H1N1 in 2009 provided 

important lessons for the coordination of virology and public health responses. Routine pathogens 

are tested at the prefecture level, and national and provincial levels provide reference services and 

focus on quality control and capacity-building. 

o How does China manage cross-border issues? This remains a strong focus for China and 

neighbouring countries. New initiatives may be needed to strengthen this area of activity, both at 

the national level between countries and also at the POE level. 

o How does China report response measures for EID events? For avian influenza, the focus is on 

human and animal health cooperation and maximizing the communication between local, 

intermediate and national levels. The outbreaks with low fatality rates in poultry can be the most 

difficult to manage.   

o WHO does not recommend exit screening for travellers in relation to H7N9, as it is considered 

neither effective nor a good use of resources. 

o China has RRTs for chemical and radiation events. Are these under the Ministry of Health? At the 

national level, these are funded and under the coordination of the Ministry of Health. 

2.3 Plenary 2: Implementing IHR (2005) through the Asia Pacific Strategy for Emerging 

Diseases and Public Health Emergencies (APSED III) 

The session chair, Dr Liu Haitao, opened the plenary.  

2.3.1 Global updates on IHR (2005) implementation – Mr Ludy Suryantoro, WHO headquarters 

Mr Suryantoro noted that in 2016 Member States requested WHO to prepare a global IHR strategic plan 

with a five-year time frame.  The 2017 World Health Assembly endorsed the central importance of the 

IHR (2005) core capacities, essential public health functions and universal health coverage (UHC) – these 

being among the key lessons from EVD in 2014–2015. Member States are still required to report to the 

World Health Assembly on IHR implementation, but increasingly this should include external evaluations 

as well as self-assessment.  The five-year global strategic plan reflects a number of principles including 

country ownership, consultation, the importance of domestic financing, WHO leadership, a focus on 

fragile countries and results.  The plan comprises three main pillars: strengthening and maintaining core 

capacities, event management, and measuring progress and accountability.  Alongside voluntary JEE, 

simulation exercises and after-action reviews from real events will increasingly inform capacity-building.  

Noting that the African and European regions also have regional strategies, the Western Pacific Region 

and APSED have led the way with some of these initiatives.  The intention is to support countries in 
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developing and implementing multisectoral national action plans for health security. Until the new global 

strategic plan is finalized in 2018, the existing annual reporting framework will apply. 

2.3.2 APSED III: Advancing IHR (2005) implementation – Dr Frank Konings, WHO Regional 

Office for the Western Pacific 

Dr Konings explained the APSED principles: placing countries at the centre of activity, focusing on the 

core systems for EIDs and PHEs, a common platform for stakeholder engagement, learning from real-

world events and sustainability. He also described the eight APSED III focus areas: 

(1) Public health emergency preparedness – sits at the core of APSED III, encompasses the role 

of the National IHR Focal Point (IHR NFP), incident management capability, EOCs, POE 

and all-hazards PHE plans. 

(2) Surveillance, risk assessment and response – a fundamental IHR core capacity as included in 

the original APSED (2005), incorporating inputs from a range of different surveillance 

sources to characterize events and provide decision-makers with the information they need to 

direct response measures. Includes field epidemiology training (FET) and linkages to clinical 

care to support case management. 

(3) Laboratories – continue to play a key role supporting surveillance and risk assessment. 

Laboratory networks should connect nationally, internationally and across sectors to link 

with animal health and environmental hazards. External quality assurance is also recognized 

to support functionality and biosafety. 

(4) Zoonoses – another legacy from the original APSED, the One Health interface with the 

animal health sector, food safety, wildlife and other relevant sectors remains as important as 

ever. While all the focus areas require active intersectoral collaboration, it is particularly 

important for zoonoses. 

(5) Prevention through health care – combines infection prevention and control (IPC), clinical 

case management and AMR. Promotes health sector resilience through health facility-

specific outbreak and emergency response plans. 

(6) Risk communication – is embedded in the national preparedness and response plans. Risk 

communication strategies include internal and partner communication, public communication 

(including use of social media), community engagement, and dynamic listening and risk 

perception assessment. A system needs to be in place to routinely evaluate risk 

communication strategies for programme improvement.  

(7) Regional preparedness, alert and response  – mandates the significant coordination role of 

the Regional Office, includes information sharing through the Western Pacific Surveillance 

and Response Journal and use of EBS, indicator-based surveillance (IBS), other active 

surveillance inputs, continuous risk assessment and rapid response mechanisms including the 

Global Outbreak Alert and Response Network (GOARN).  

(8) Monitoring and evaluation –  reflects a learning culture and a process of continuous quality 

improvement, including annual TAG meetings, after-action reviews, simulation exercises and 

the bold new focus on JEE. 

2.3.3 Progress on implementation since the 2016 APSED TAG Meeting 

The 2016 TAG meeting made 17 recommendations to Member States, WHO and partners. Overall 

progress includes endorsement of APSED III by the Regional Committee for the Western Pacific. Four 

JEEs have been completed in the Region. Two more JEEs are planned for 2017, including Australia. The 

trend in IHR (2005) core capacity reporting continues to show improvement, although the number of 

countries completing reports in 2016 was 13 out of 27 countries in the Western Pacific Region. Several 
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countries have started updating their national work plans using the APSED III framework. IHR Exercise 

Crystal continues to have high participation rates by Member States, and, more recently, some territories 

and areas from the Pacific participated for the first time. The development and revision of generic PHE 

plans remains a priority, particularly for countries completing their JEEs. FET remains important for 

capacity-building for front-line staff, but sustainable funding is often hard to find. For a variety of reasons, 

specimen referral between laboratories (both within and between countries) remains difficult across the 

Region, particularly in the Pacific. IPC and AMR are now included (along with quality clinical care) in the 

new “prevention through health care” focus area. These remain a challenge for many countries. 

2.3.4 Malaysia Strategic Workplan for Emerging Diseases and Public Health Emergencies 

(MySED II) 

Recent events such as EVD in West Africa, Zika, imported cases of MERS-CoV and human infection with 

avian influenza A(H7N9) and the first cases of rabies in 20 years have all reminded Malaysia of the 

importance of constant vigilance with regard to health security. The deliberate release of a chemical toxin 

and several natural disasters have also served to highlight the rationale for generic PHE preparedness. 

Malaysia has made extensive use of the three generations of APSED. The second version of the multi-

sectoral Malaysia Strategy for Emerging Infectious Diseases and Public Health Emergencies (MySED) 

and associated five-year work plan is now being developed. In addition to IHR (2005), this work plan will 

take account of the SDGs and the Global Health Security Agenda (GHSA). MySED II will include further 

strengthening of linkages between national/multi-sectoral agencies, public health and clinical services and 

reflect the roles of other lead agencies, for example, in chemical and radiological events. The work plan 

runs from 2017 to 2021 and sets out targets, resources and accountabilities for delivery. Working groups 

will lead and coordinate activities for each of the eight APSED III focus areas. Different agencies of 

course have differing capacities and priorities, and collaboration requires active and ongoing efforts. 

The session Chair invited comments and questions: 

o The annual IHR questionnaire has a number of shortcomings, for example asking for the 

presence/absence of capabilities, rather than their level of functionality. Sometimes it is prepared 

by only one or a small number of individuals. How will the new IHR review process address these 

problems? The IHR secretariat in Geneva is aware of the weaknesses of the existing questionnaire 

and is working with the health systems strengthening and UHC teams within WHO to improve 

data collection. 

o Will there be impact indicators that are integrated with other capacity-building frameworks? 

Impact indicators arising from JEE, for example benchmarking, have not yet been finalized. WHO 

also recognizes that in some countries, communication is required with ministries of finance and 

planning as well as health to achieve engagement and make progress. 

o Was support from external parties sought in the development of MySED? Yes, other stakeholders 

were involved in the process including technical assistance from WHO and the United States 

Centers for Disease Control and Prevention (US CDC). As an Association of Southeast Asian 

Nations (ASEAN) member state, partner countries were also involved in providing expertise. 

o With MySED, how difficult was it to merge and reconcile different frameworks? The process of 

engagement across sectors used to review MySED I set the groundwork for a comprehensive 

review of the different focus areas, and identification of the themes and work-plan components. 

o Health security has implications for economic and social security as well as health outcomes. JEE 

is like a diagnosis tool, whereas APSED III is a planning tool to support resource allocation and to 

map out the actions needed to achieve the objectives. 

o For countries that have not yet done their JEE, where should they start? The national planning 

process for IHR implementation should be ongoing, so countries should already have an idea of 
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their priorities and capacity requirements. JEE augments this process, but is not a cause to suspend 

existing systems. 

o Tanzania was the first JEE country, and their work plan had already been informed by IHR (2005), 

GHSA and other frameworks. The JEE raised the opportunity to engage with the Ministry for 

Finance and Planning and other senior politicians as well as health officials. This ensured the 

revised plan was thoroughly costed and seen as a whole-of-government exercise, requiring 

commitment from a range of agencies. 

o Countries that have a commitment to, and standard operating procedures for, after-action reviews, 

simulation exercises and intersectoral collaboration will benefit from this preparedness as the JEE 

process explores the functionality, not just the presence/absence, of core capacities. 

o While achieving progress with IHR/APSED capacities is complex and measuring that progress is 

difficult, when it comes to engaging with domestic and international sources of funding, it is 

important to be able to describe exactly what is being purchased, and how the success of the 

proposed investment will be assessed. This is because there will be many competing demands for 

limited resources. This is doubly so when achieving an objective is only half the battle and 

sustaining those capacity improvements is at least as important for ongoing health security. 

2.4 Panel discussion 1: Utilizing the momentum of JEE 

The session Chair, Mr Graham Rady, noted the framework of self-assessments, after-action reviews and 

exercises which provides the context for voluntary joint evaluation with external experts. This promotes 

genuine learning and transparency. The Regional Office for the Western Pacific has conducted four JEEs 

to date and this is an opportunity to share experiences following the mission visits. 

2.4.1 APSED monitoring and evaluation 

JEE builds on the M&E framework that was built into APSED in 2010. The focus is on a culture of 

learning and improvement to enhance health security. The process covers annual reporting (e.g. self-

assessment, APSED progress reports and TAG meetings), after-action reviews (e.g. outbreak reviews and 

PHE debriefings), simulation exercises (e.g. IHR Exercise Crystal) and JEE (e.g. the APSED evaluations 

conducted in 2015 to mark the conclusion of APSED (2010)). The JEE provides added momentum to 

advance M&E and promotes continuous improvement, transparency and accountability. The JEE Tool 

comprises 19 technical areas and helps countries identify strengths to build on and priority areas for 

priority investment in health security through domestic and external resource mobilization. After the JEE 

is completed, the country is better placed to plan and implement ongoing capacity enhancements via an 

updated national action plan. Key lessons to date from the Western Pacific Region are that JEE provides 

globally consistent benchmarking but is flexible enough to accommodate country situations while still 

building momentum for IHR (2005) implementation. The JEE process also cultivates country ownership 

and fosters multisectoral engagement. The outcome should also avoid a narrow or undue emphasis on 

scores. It is noteworthy that just because capacity gaps might be identified, depending on the country 

situation these need not automatically become priorities for corrective action. 

2.4.2 Panel discussion: Using the momentum of JEE 

Cambodia: Cambodia was the first country in the Western Pacific Region to conduct a JEE. They found 

APSED to be a valuable framework to prepare for the evaluation. The preliminary self-evaluation using 

the JEE Tool was key to laying the groundwork for the subsequent mission visit by the external experts. 

The existing coordination and leadership role of the NFP was also valuable in gaining engagement with 

the wider health sector and nine other government agencies. Both the process and the outcome provided 

excellent opportunities to raise awareness with senior government decision-makers. It also helped to 

confirm the value of the existing technical working groups and coordination mechanisms. 



 

 

   10 

 

Lao People’s Democratic Republic: The Lao People’s Democratic Republic has had previous experience 

with the APSED M&E framework. Together with the self-evaluation process, they were key investments 

in preparing for the JEE process. Ten groups were established or identified to take responsibility for all 

19 JEE technical areas. The period of the JEE mission was intensive and required participants to be well 

prepared in advance. EOCs and NFP functionality were identified as important capacities. High-level 

political commitment was essential to follow up on the lessons learnt from the JEE. 

Mongolia: APSED helped build a culture of evaluation and set up a formal M&E mechanism. The process 

of JEE preparation, including the early self-evaluation using the JEE Tool was vital. Close collaboration at 

the technical level as well as support and engagement of high-level government officials has been 

demonstrated. The JEE clearly helped identify gaps in system functionality and improve linkages and 

alignment. It was important to see the big picture, including linkages within and between agencies and 

human resources implications. High-level commitment was required from the outset, to maximize the 

benefit from both the process and the final report. The outcome provided a positive lever with which to 

engage with external partners and donors. 

Viet Nam: Preparation in advance of the mission was vital to the success, including relationships with 

other agencies required to participate in the process. The self-evaluation also provided a valuable 

opportunity to assess the systems and procedures that the external evaluators would also be reviewing. The 

field visits required considerable coordination and overall the process of JEE was quite intensive. The 

Vice Minister was very interested in the results of the report, which included 74 recommendations, many 

of which had to be shared and followed up with other agencies. Some recommendations were very general 

and some were very detailed. 

The session Chair invited comments and questions: 

o Panel members were invited to offer one or two key findings, lessons or recommendations: 

- There is good alignment between JEE and APSED processes. 

- It is important to work closely with other government agencies before, during and after the 

mission. 

- An updated EID/APSED work plan should include stakeholders, responsibilities and financial 

resources, in particular the IHR inter-agency coordination mechanisms. 

- Use existing systems and procedures, e.g. the NFP. 

- Language issues made some of the technical papers quite challenging.  

- Secure early and strong commitment from the Minister of Health. 

- Invest in the preliminary self-evaluation process, both to familiarize staff with the JEE Tool 

and for the substantive insights it yields. 

o Bringing together all the various partner agencies within Member States in a formal way is a key 

component of the JEE process and outcome. 

o The Regional Office begins discussions with a Member State approximately six months before the 

mission visit. The Regional Office understands how intensive and demanding the JEE process can 

be, including the added complication of language challenges. Both the process and outcome are 

important for building confidence and trust in country-level capacities and also collective health 

security. 

o Preliminary briefings with ministers and other agencies provide an opportunity to inform them of 

the nature and importance of IHR (2005), what the JEE process involves, what the outcome will 

be and the critical nature of a whole-of-government commitment to owning the report and 

implementing the recommendations. 
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o JEE creates an environment where a range of stakeholders across different sectors have to talk to 

each other and discuss how to collaborate to advance the recommendations. However, there can be 

a risk that countries are overwhelmed by receiving dozens of recommendations with multiple 

priorities. The JEE process needs to be sufficiently flexible to recognize the different capacities 

and resources of Member States. 

o There is also a proliferation of terminology relating to health security, regional health security, 

EIDs, public health risks, outbreaks, epidemics, pandemics and so on. While the experts are 

familiar with these terms, it can be confusing to outsiders, including the media, politicians and 

donors.  

o Regarding the best way to move from the JEE report to the national action plan, EID programme 

managers do not always compartmentalize activities into discrete projects, but look to strengthen 

their overall systems and capacities with the resources available to them. 

2.5 Panel discussion 2: Developing and implementing updated national action plans 

The Chair, Dr Jeffery Cutter, introduced the session. 

2.5.1 National planning for health security 

Planning is an ongoing process. It starts with a situation analysis, which then informs strategic 

prioritization and planning as part of developing the country action plan. This can include other 

contributions such as existing plans, results of annual reviews of implementation of national IHR and 

APSED plans, after-action reviews, simulation exercises, JEE, risk mapping, TAG recommendations, the 

broader social situation, UHC and, more recently, the SDGs. Matters of resources, including personnel and 

funding, are addressed from the beginning of the process. The planning process should be inclusive and set 

realistic and implementable targets. Once agreed, implementation and operational activity become the 

focus. The final element is the need to monitor and evaluate the outcomes, what worked well and what 

components need to be revised. In a cyclic model, the review then provides an input to the next round of 

situational analysis. As we know, health security is complex, and many aspects such as governance, 

surveillance and health system, front-line workforce, research and development for new medicine and 

vaccines, noncommunicable diseases and ageing population conflict, disaster and health security, 

international migration, and access to health services must come together to protect public health. The 

different components must all have the same, preagreed understanding of their roles and responsibilities, 

and be accountable for them. National planning for health security is an opportunity for alignment of all 

stakeholders and full country ownership. APSED III is a useful framework for national planning. 

2.5.2 Costing national action plans 

Priorities for the new WHO Health Emergencies Programme (WHE) include IHR (2005) implementation, 

risk assessment and a focus on vulnerable countries. It also works with the Sendai Framework and regional 

strategies such as Health 2020 in the European Region, Integrated Disease Surveillance in the African 

Region and of course the biregional APSED strategy. To date, some 50 countries have completed JEE and 

a further 27 are currently planned. WHE is aware of the need to use consistent terminology and provide 

cross-referencing between the various elements of the IHR M&E Framework (MEF) including annual 

questionnaires, the JEE Tool and others such as UHC and GHSA. JEE is a voluntary process and this 

requires genuine country ownership at every step along the way – right through to the consideration of 

recommendations and the revision/development and implementation of the country national action plan. 

Based on experience to date, the JEE Tool itself is also being revised, with piloting of the new Tool to start 

hopefully in 2018. Just as Member States have to ensure coordination across multiple agencies, so WHO 

maintains parallel collaboration arrangements with other organizations including the World Organisation 

for Animal Health (OIE), United Nations Office for the Coordination of Humanitarian Affairs (OCHA), 
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International Atomic Energy Agency (IAEA) and others. WHE has reviewed existing costing and planning 

tools, including the SDGs, but none are a perfect match for the 19 JEE technical areas. The emphasis is on 

a costing tool that is flexible, modular and able to be adapted so as to be relevant to the country concerned. 

The tool needs to be sufficiently detailed but still easy to use, and consistent with the One Health tool for 

animal and human health. 

2.5.3 Panel discussion: Country experience with national planning 

Cambodia: Since 2010, Cambodia has undertaken dedicated APSED national planning and in 2012, like 

many other Member States, Cambodia obtained an extension to IHR (2005) core capacities. In 2016, 

Cambodia undertook the JEE internal and external evaluation and developed a third national action plan. 

This plan emphasizes the coordination role of the Ministry of Health, rather than claiming a leadership 

position. 

Lao People's Democratic Republic: In 2010, the Lao People’s Democratic Republic developed a 

national EID work plan and in 2011, after the APSED TAG meeting, updated their national plan. In 2013, 

following a major dengue outbreak, an after-action review was conducted and the following year a 

national EOC was established. In 2015, a national EID/PHE work plan was developed. In 2016, a risk 

assessment manual was prepared, as was a national health workforce strategy (which includes FET). In 

2017, the country conducted a JEE and used this and APSED III to update their work plan and develop a 

national AMR action plan. 

Mongolia: Mongolia adopted an annual planning and review process, outbreak reviews and APSED 

performance indicators. The annual planning and review meeting, which started in 2013, is a major M&E 

process. The national programme for communicable diseases 2010–2015 and the updated 2017–2021 

programme have incorporated the APSED structure. Following the JEE, Mongolia developed a national 

AMR plan and revised the national plan for EIDs and PHEs, incorporating JEE recommendations and 

using APSED III. The national plan is seen as an important tool for partner coordination and resource 

mobilization. Involving other sectors and allocating resources were key to the progress made. Another key 

lesson was to take a pragmatic approach to the challenges faced. 

Viet Nam: In 2012, having collated all the required information, Viet Nam conducted the IHR self-

assessment using the reporting questionnaire. Minimum core capacity of IHR (2005) has been achieved 

since 2014. Viet Nam has also prepared an action plan for EIDs. In 2016, Viet Nam took part in the JEE 

process and in 2017 used the JEE recommendations and APSED III to develop a national IHR master plan. 

Active efforts to coordinate and collaborate with other government agencies and high-level political 

commitment both proved essential to these planning processes. Making plans is rather the easy part, 

allocating resources to implement them is the most important – and sometimes the harder – part. 

2.6 Plenary 3: Implementing APSED III – step-by-step approach 

The session Chair, Dr Haruo Watanabe, introduced the session. He noted that collective preparedness has 

improved using earlier versions of APSED and APSED III, with its updated focus areas, so that countries 

are now well placed to continue to enhance capacities. 

Focus area 1 – public health emergency preparedness: The expected outcome is that national plans, 

structures and resources for PHEs are in place and function well. Incident management system (IMS) 

principles underpin this focus area. All-hazards PHE plans should be developed and tested. EOCs should 

be operational and existing multisectoral coordination mechanisms further strengthened. This focus area 

requires that many of the IHR (2005) core capacities, including at POE, are strengthened. 
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Focus area 2 – surveillance, risk assessment and response: Member States to conduct systematic 

ongoing risk assessments using multiple information sources to inform timely decision making. 

Information sources should come from across the health sector and also other sectors, and this combined 

surveillance input converted into intelligence via the risk assessment process. This requires trained front-

line staff, usually from FET/FETP. The relative allocation of resources to the different components can 

change during the course of an event, for example IBS such as for notifiable diseases can be moderately 

important prior to an event, but once an outbreak occurs, becomes relatively less important than EBS. 

During the response stage, risk assessment and risk communication should be run out of EOCs to ensure 

consistency and linkages with incident control. 

Focus area 3 – laboratories: The public health laboratory system should be able to identify infectious and 

other hazards rapidly, accurately and safely. Laboratories should be closely linked to surveillance and risk 

assessment functions. There should be periodic review of diagnostic technologies. Public health 

laboratories should work closely with clinical colleagues and also across sectors, for example with food 

safety, environmental hazards and animal health. This should all occur locally, nationally and with 

international reference laboratories – hence the concept of the laboratory system. Biosafety and biosecurity 

protocols and mechanisms for specimen sharing should be in place and tested through exercises and “live” 

events. 

Focus area 4 – zoonoses: The primary objective is promoting improved communication and coordination 

mechanisms across multiple sectors including public health, food safety, animal health and wildlife 

services. Information-sharing and risk reduction strategies are fundamental to the management of zoonotic 

threats. Pooling expertise and surveillance information to support risk assessment and risk communication 

are key elements of this focus area. 

Focus area 5 – prevention through health care: This focus area brings together IPC, AMR, clinical case 

management and health-care facility preparedness under the umbrella of prevention. It recognizes that the 

safe treatment of patients and the containment of risks (such as the amplification of infections that can 

occur in health-care settings with Ebola and MERS) play a key part in risk reduction. This focus area 

promotes capacities to rapidly identify, report and manage EIDs – ultimately, preparedness contributes to 

prevention. Facility-level preparedness should be reviewed against national guidance and upgraded where 

necessary. All major facilities should have measures in place such as standing committees to champion 

IPC and AMR policies, ensure equipment availability and promote staff vaccination in line with the WHO 

Safe Hospitals Programme. Such arrangements, including business continuity plans, support health sector 

resilience. 

Focus area 6 – risk communication: Member States have the capacity and system to manage risk 

communication across all phases of PHEs. This entails having functional links with surveillance and risk 

assessment and a mechanism for dynamic listening and incorporating risk perception into risk assessment 

practices. Social media and community engagement strategies are used to complement other more 

traditional risk communication platforms. Key messages to the public need to be actively aligned with 

information provided to other agencies, as both may change in a rapidly evolving outbreak situation. 

Existing risk communication procedures should be assessed as part of after-action reviews and revised as 

appropriate. 

Focus area 7 – regional preparedness, alert and response: This applies to the Regional Office for the 

Western Pacific in its role as a regional, operational hub assisting Member States. This includes 

information sharing, and systematic and timely risk assessment in support of country-level and WHO 

response activities. It provides for strong linkages between NFPs, EOCs (when activated), and other 
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partners and networks. The Regional Office (like Member States) uses multiple information sources to 

inform risk assessment. The annual IHR Exercise Crystal is one activity it uses to implement its regional 

preparedness role. 

Focus area 8 – monitoring and evaluation: M&E systems should be included in national work-plans to 

ensure continuous learning and improve effectiveness and efficiency of core capacities. The IHR MEF 

includes self-assessment (e.g., the annual questionnaire), after action reviews, simulation exercises and 

JEE. The goal is not to undertake M&E for its own sake, but to use the various elements to revise plans, 

improve programmes and build confidence in capacities and transparency with stakeholders. 

The session Chair invited comments and questions: 

o Different countries will be at different stages of the step-by-step approach to capacity=building, so 

they should assess their own situation carefully to determine the next steps that are appropriate to 

their specific circumstances. 

o Effective surveillance requires public health laboratory results to be closely linked to clinical case 

counting (and case management) to support risk assessment and response measures. 

o National health security provides the building blocks for regional and ultimately global health 

security. 

o Social media can have a significant and complex influence on both the surveillance environment 

and political reaction to risk assessment reports. Social media is so rapid and tangible that it 

conveys immediacy and authenticity for “status updates” that may not actually be representative of 

the broader situation. This raises challenges when social media creates an unreliable perception of 

hazards and even response measures. This in turn can undermine political confidence in 

surveillance, risk assessment and risk communication processes. 

o Some countries have multiple plans and are working to consolidate these where possible. Will new 

focus areas or indicators be added to APSED in the near future, as this could complicate current 

planning? Financial planning support would also be appreciated to support implementation. There 

can be a “pandemic of plans”, often with different names and overlapping scopes. Donors and 

partners can also require project-specific plans. WHO suggests that it could be useful to do a 

stocktake of existing plans, involving all the stakeholders, to clarify their purposes and operational 

arrangements. There is no one solution to this issue, as countries will need to determine for 

themselves how the various plans can either be combined or cross-referenced so that they work 

together. The Regional Office can provide technical advice on this, but countries themselves will 

need to determine the best way forward. There is no intention whatsoever to add any new focus 

areas to APSED, as there are already plenty of priorities. Essential public health functions, such as 

for national surveillance, risk assessment and response should always be funded by the national 

government. External funding can be used to complement domestic funding, but should not be a 

substitute. 

o The “prevention through health care” focus area intends, among others, to ensure a sufficient 

number of qualified health professionals. With many HCWs facing retirement or being recruited to 

other countries, this is a challenge for a number of countries and is directly relevant to UHC as 

well as health security. It is acknowledged that maintaining an adequate workforce can be difficult 

and part of the solution often comes back to the need for sustainable funding paths for the health 

sector, especially HCW salaries. While APSED provides a strategy within which workforce 

development planning can occur, a major PHE will always stress the health workforce of all 

countries, even those not directly affected. 

o With social media, in addition to risk perception, how can it be included in surveillance functions 

and used to manage public expectations? Monitoring social media can be coupled with EBS to 
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help provide early warning of a “signal”, but this will always need to be filtered to eliminate the 

“noise”, and, where follow-up is necessary, verification will need to be sought. During an outbreak 

or event, monitoring of risk perception through social media can also inform the need to revise key 

messages for risk communication. 

2.7 Plenary 4: Fostering partnerships for health security in the Western Pacific Region – Dr Li 

Ailan, WHO Regional Office for the Western Pacific 

The meeting Co-Chair, Dr Paul Effler, introduced the session.  

2.7.1 Working together towards regional health security 

The Western Pacific Region remains vulnerable to a range of health security threats. No single institution 

or country has all the capacities and resources necessary to deal with a major PHE. In this light, 

partnerships are more important than ever. Collaboration can occur on both a formal and informal basis, 

including at the national government level between agencies, between Member States, with WHO and 

with other international partners including GOARN and donors. This endeavour is guided by keeping 

people and communities at the centre of planning and service delivery. Dr Li reminded participants that it 

is the investments in preparedness made in so-called “peace-time” that often provide the best returns. The 

Mekong Basin countries have made significant progress in building and maintaining capacities for health 

security, including EBS, FETP and risk communication. 

2.7.2 Major health security initiatives 

Australia: Three key themes are the need for stronger systems, new ideas and closer collaboration. 

Australia has made a sustained contribution to health security in the Western Pacific Region, beginning 

with emergency responses to EIDs and moving to strengthen human and animal health systems. Currently, 

Australia is working with the World Bank on health financing and with WHO to support the WHE; 

investing in product development partnerships to find novel solutions to drug resistance; and promoting 

regional collaboration through initiatives such as the Asia Pacific Leaders Malaria Alliance. Australia is 

developing a new Regional Health Security Initiative across three areas – research, partnerships and 

people-to-people links – and has appointed an Ambassador for Regional Health Security to advocate the 

health security needs of Asia and the Pacific.  

Republic of Korea: Initiatives address a wide range of activities including tuberculosis control, 

poliomyelitis eradication, AMR, neglected tropical diseases, access to vaccines and FETP. The Republic 

of Korea has also provided staff on secondment to WHO and contributed experts to JEE missions. Support 

extends beyond the Region and includes countries in Africa and the Middle East. 

United States of America: Global health has been given policy priority. GHSA remains a focus for the 

country, including funding and technical support, spanning more than 20 federal departments and 

government agencies, plus other partners. Fifty countries have joined GHSA, currently chaired by the 

Republic of Korea (and to be chaired by Italy in 2018). The United States of America sees JEE as a bridge 

that links GHSA and IHR (2005) and applies the lens of the human–animal–ecosystem interface to help 

with hazard characterization, surveillance, risk assessment and response. The Government is currently 

assessing the future of global health security beyond 2019. 

Asian Development Bank (ADB): A total of 80% of ADB funding goes to infrastructure projects. 

However, in recent years, ADB has resolved to increase investment in the health sector, looking to 

increase funding from US$ 420 million in 2015 up to US$ 700–1000 million by 2020. At present, the main 

beneficiaries of health funding across the two regions of APSED are the Greater Mekong 
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Subregion (GMS) countries, India, Papua New Guinea, Bhutan, Sri Lanka and a number of Pacific islands. 

The GMS health security project, for example, which is aligned with the APSED focus areas, is a 

US$ 132 million project supporting 13 provinces in Cambodia, 12 provinces in the Lao People’s 

Democratic Republic, 6 states and regions in Myanmar, and 36 provinces in Viet Nam. 

2.7.3 Strengthening health security partnerships in Cambodia 

Cambodia used the IHR self-assessment questionnaire and APSED to inform the development of its 

national work plan. The recent JEE process provided new ideas and practical recommendations. The JEE 

involved collaboration with 9 ministries and 22 other partners. The partners, for example, participated in 

the technical working groups that helped prepare the national plan. Once completed, the plan was also the 

subject of a dissemination workshop. The national plan was used in developing the ADB GMS health 

security project and also helped with Cambodia’s GHSA road map. 

The Co-Chair invited comments and questions: 

o How does ADB provide sustainable support for health systems strengthening? ADB loans are 

available to fast-track capacity-building projects, but these are always discussed with senior 

politicians during the project design stage to ensure ongoing country ownership. 

o ADB also supports measures to support migrant populations, some of which are currently being 

piloted. 

2.8 Plenary 5: Breakout session group feedback 

The meeting Co-Chair, Dr Paul Effler, introduced the feedback from the group work. 

2.8.1 Regarding National IHR Planning 

(1) What type of plan do you currently have in place?  

Member States reported a variety of strategies with regard to national IHR planning, including a five-year 

EID/PHE work plan, PHE response plan, national plan for EIDs, strategic action plan for One Health and 

GHSA road map. Most reported a whole-of-government approach for major emergencies with clear 

guidelines about roles and responsibilities during an emergency for different departments or agencies at 

national and subnational levels. Many had different functional plans for different risks and hazards.  

(2) What are the available options for development and updating this plan and how will you go about 

this?  

In order to update and improve plans, several Member States reported systems for ongoing evaluation 

based on events, exercises and routine reviews at prespecified time periods, such as APSED progress 

reports and IHR self-assessment. Additional methods were JEE recommendations, APSED III guidelines 

and focus areas, guidance from WHO and other agencies, and development sector priorities. Factors that 

determined whether updating plans was feasible included available funding and partner support, political 

and APSED cycles, and plans that cannot be changed for several years and instead focus on 

implementation. Multisectoral mechanisms, such as a task force or working group, and legislation and 

policy were emphasized as key to guiding the process of national plans.  

(3) What are your country priorities in the short (1 year) and long term (5 year)? 
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Priorities for national planning varied between Member States in both the short and long term. Some 

examples of priorities are listed below: 

Short term  

 Strengthen existing surveillance and response system, including FET, risk assessment and risk 

communication  

 Finalize existing plans and advocate for implementation  

 National master plan for IHR  

 Five-year EID/PHE work plan and GHSA road map  

 EOC and IMS functionality  

 Standard operating procedures, guidelines  

 Strengthen collaboration on zoonotic disease  

 Fulfil IHR core capacities at POE  

 Move from multiple plans to generic all-hazards  

 Recruiting and training new staff  

 Timely information sharing  

 Improve networking and collaboration  

 Expand and acquire international accreditation for FETP  

 Maximize the EOC functions  

Long-term  

 PHE plan  

 EOC subnational networking  

 Implement AMR programme  

 Regional collaboration for EID events  

 Strengthen laboratory capacity 

 National action plan for AMR  

 Laboratories to be increased  

 M&E systems in place  

 Capacity-building at the community level  

 All-hazards plan to include chemical and radiation, zoonoses (One Health approach)  

 IPC 

 Greater linkages between public and private sectors  

 

(4) How will the APSED III step-by-step approach help you with your national planning? 

The step-by-step approach presented during plenary 3 provides a systematic approach to national planning 

and will apply to Member States in different ways depending on priorities and capacities. However, in 

general, Member States thought that the step-by-step approach is well established and is useful for 

developing new ideas and facilitating implementation, particularly as an advocacy tool for priority areas. 

It helps with sequencing and prioritizing different activities as well as assessing progress within each 

APSED III focus area. This approach allows for success at one level to provide a positive incentive for the 

next. 

(5) What are the factors for successful implementation of the national IHR plan?  
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Successful implementation of national IHR plans was discussed and revealed to be dependent on several 

key factors. The involvement and commitment of high-level politicians and leaders as well as close 

collaborations and communication with multiple sectors both internal and external to the government were 

highlighted as crucial to success. Member States also discussed how the ability to mobilize resources as 

well as existence of appropriate and comprehensive people-centred plans were necessary for successful 

implementation. Continuous monitoring and evaluation through learning from major events, such as 

SARS, exercises and other factors were also discussed as being important for determining baseline and 

progress, as well as for appropriate updates to plans. Additional factors included country ownership with 

WHO leadership and technical support, strong national and international collaboration including 

partnerships for funding, and skilled workforce for implementation.  

(6) What could be innovative ways to strengthen IHR NFPs? 

In addition to ongoing improvements to IHR NFPs through training and use of a generic email address 

managed by a pool of people who rotate being on call, innovative suggestions of how to strengthen IHR 

NFPs were discussed. This included better sharing of information with relevant colleagues, including 

better use of the IHR WHO Event Information Site (EIS) website, and rapid verification of information 

from a variety of sources, including social media, to assist with rapid information dissemination. 

Functional EOCs, equipment and surveillance systems are fundamental to strong IHR NFPs. Regular 

meetings at NFPs and externally to share experiences, for example, following APSED TAG as well as 

high-level political recognition of the roles and functions of NFPs could also help strengthen IHR NFPs. 

Revision of national terms of reference for the NFP to include all-hazards, potential incentives for after-

hours duty (e.g. financial incentives), and continued demonstration of competence and usefulness of NFPs 

were also discussed. 

2.8.2 Regarding a global strategic plan for IHR implementation  

(1) What are the expectations of such a global plan and how would this be useful to you at the 

national level?  

Member States discussed the global strategic plan for IHR implementation and what would be expected 

from this kind of plan. Firstly, APSED is well established in the Region and as such a global plan must be 

aligned with APSED and other strategies (such as the Sendai Framework, UHC, SDGs, emergency 

medical teams, JEE, etc.). The global plan could be a tool for advocacy and to reinforce political support 

for national plans but should not require Member States to develop new plans and should be synchronized 

with national timelines. A global plan must also be flexible and generic enough to be useful in all Member 

States regardless of country context. Member States highlighted expectations of WHO, which included 

commitment to assist with resource mobilization and clear differentiation of roles and responsibilities for 

Member States and the three levels of WHO. Partners could use a global plan as a tool for prioritization of 

support. Member States should continue to use IHR monitoring and evaluation tools to monitor annual 

progress of IHR core capacities and there is no need for additional evaluation tools.  

2.8.3 Regarding the Regional APSED progress report  

(1) How can we best communicate the achievements and challenges of the Member State to external 

audiences?  

The current APSED progress report is compiled annually by the Regional Office with information 

provided through a document completed by Member States. Member States discussed how the format of 

this report could be changed to better communicate with external audiences. Suggestions included the 
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addition of more photos and figures with shortened text to facilitate understanding and allow for 

translation, if needed. Highlighting key achievements or challenges through an executive summary and 

boxes was also suggested. The report could highlight specific focus areas each year, focus on the “way 

forward” section, be shortened into a newsletter format with more frequent publications or support more 

in-depth discussions during APSED TAG meetings. Alternate mediums for publication suggested were the 

Western Pacific Surveillance and Response Journal or other online platforms, including the Regional 

Office website or other sites such as ASEAN. Including information on references, IHR M&E, 

measureable indicators (e.g. EBS, EOCs, IMS), and focusing on results-based instead of process-based 

reporting were also suggested. The rationale and challenge of the reporting cycle from July to June instead 

of January to December was also discussed.   

2.8.4 Partners’ Forum 

Progress 

The Partners’ Forum revealed high and increasing attention to health security as well as partner 

engagement in many activities. Given this, it is likely that funding will increase. 

Points discussed 

Several key areas were discussed, including the below: 

• Mapping – the who, what and where of partner activities for APSED and health security 

• Governance, both during emergency responses and in health systems strengthening more 

generally 

• Investment financing  

• Risk communication  

• Community engagement  

• Cross-border surveillance 

• Collaboration at the implementation level  

• Mass gatherings such as the Olympics, and associated opportunities for capacity-building 

• Engagement of the private sector  

• One Health collaboration  

• Multisectoral agenda  

• Systems integration 

Way forward 

The partners also discussed various ways to move forward with supporting health security in the Western 

Pacific Region. The first was to continue support of country leadership and ownership in developing and 

implementing national action plans, as guided by APSED III. Additionally, further strengthening of 

existing partner mechanisms at both the national and regional levels was highlighted. In particular, there is 

need for more frequent communication to continue discussions and sharing of more details regarding 

partners, including where they are working. Finally, the partners discussed the importance of exploring 

new ways of communicating, collaborating and engaging new partners to enhance national, regional and 

global health security.  

The Co-Chair invited comments and questions: 
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o Who is responsible for the mapping of partner programmes and activities? It was suggested that 

the Regional Office could coordinate this where it relates to IHR (2005) or APSED. Under JEE, 

there is a requirement for Member States to itemize partner and donor support. 

o It was noted that the JEE Tool also provides a framework for the mapping of capacity 

functionality as well as the identification of capacity gaps.  

o What does or should systems integration look like? Some countries have well developed 

community-based services, but these are not necessarily well coordinated, especially when they 

are called on to support responses to emerging events. 

o It remains difficult to estimate the costs of outbreaks and events, as often different parties such as 

the World Bank, ADB, US CDC and WHO have different objectives, use different methodologies, 

and arrive at different estimates. This was clear when the social and economic costs of EVD in 

West Africa were assessed. It would be helpful if these agencies could improve their cooperation 

to derive more standardized costings. 

2.9 Plenary 6: Investing in health security to contribute to achieving the SDGs 

2.9.1 Regional Action Agenda on Achieving the SDGs in the Western Pacific 

The Western Pacific Region had good success with the Millennium Development Goals, though these 

tended to be programme specific and targeted at developing countries. The SDGs provide an opportunity 

to build on MDG successes and lessons learnt, reaffirm commitment and catalyse action for health and 

development by 2030. Even where MDG targets were achieved at the population level, not all groups 

benefited equally. The SDGs take a more integrated approach, stress equity and sustainability, and are 

relevant to all countries. There are 17 SDGs supported by 169 targets and associated indicators. SDG3 

focuses on health, including targets such as communicable diseases, child and maternal health, NCDs, 

substance abuse, universal health coverage and environmental health as well as four means of 

implementation focusing on tobacco control, vaccine and medicine availability, health financing and 

workforce and global health security. Core health issues are also included in other goals, for example 

nutrition in SDG2, violence against women in SDG5 and birth registration in SDG16. The SDGs also 

include many health determinants, for example reducing poverty, ending hunger, water, sanitation and 

climate change. Health is influenced by and influences all goals. UHC is a specific target under SDG3 as 

well as a unifying platform that can bring together different health and development efforts. UHC 

promotes health systems that are of good quality, efficient, equitable, accountable and sustainable, and 

resilient. Achieving health in the SDGs so that no one is left behind, a central tenet of the SDGs, requires 

whole-of-system, whole-of-government and whole-of-society approaches, bringing together various 

government sectors, civil society, academia, development partners and communities. Parallel coordination 

will also need to occur regionally, for example to address multi-country environmental issues. Each 

country has its own development pathway, so customization of work programmes is required. The regional 

Office has developed and endorsed its own action agenda to progress the SDGs. It builds on and aligns 

with existing global and regional strategies, World Health Assembly and Regional Committee resolutions, 

as well as broader United Nations mandates and guidance. It suggests 12 action domains across four 

guiding questions – on monitoring and evaluation, policy and programme priorities for leaving no one 

behind, implementation options and health sector capabilities. 

2.9.2 Financing of health security; challenges and opportunities 

Talking about money always gets people’s attention, but it quickly gets complicated. It is important to 

recognize that the health sector, although important, is only one of the many players in health security. In 

terms of health system financing, the first question is: what to finance? This is a key issue that APSED III 

helps to answer by providing a proven framework for setting priorities. However, this work also needs to 
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occur within the broad scope of UHC, as health security cannot operate separately from the wider health 

system. Essential public health functions must still be planned and prioritized within a context that 

considers the availability of essential medicines, the need to address the large and growing burden of 

NCDs, the entire health workforce and related governance structures. The second question is: who are the 

funders? There may be multiple actual and potential funders including central government, local 

government, the private sector and external sources such as bilateral partners and multilateral agencies and 

donors. The third question is: how to finance? This can start with services or functions and then the 

provider landscape, including government providers, institutions, NGOs and the private sector. Closer 

engagement with the Ministry of Finance and understanding their priorities, planning cycles and what 

language they use are important to help grow the size and percentage of domestic health funding secured 

from the government. Domestic public funding is critical for the sustainability of essential public health 

functions. External funding can be volatile and is often tied to specific programmes and donor priorities. 

Which costs could be covered by external funding is highly country specific. The key is to take into 

consideration the long-term sustainability when making decisions to solve immediate problems.  

2.9.3 Investing in health security in East Asia and the Pacific: where is the money? 

Finance ministries are usually working within a “funding envelope” and weighing up the relative priorities 

of different sectors (there are about 20–30 sectors in many countries, for example health, agriculture, 

urban, information and communication, education, transport, justice and environment). The health sector 

cannot expect to be “at the front of the queue” and must be prepared to put up a strong case for why its 

priorities should be finances. Many countries and development partners understand that increasing travel, 

urbanization, habitat loss, ecosystem changes and climate change resulting in new patterns of disease 

vectors, and proximity to animals and zoonoses raise the risk of EIDs up to and including pandemics. 

Health problems can rapidly become major economic problems. However, there is no universally agreed 

framework for financing of PHE preparedness and existing capacity assessment tools, including the JEE 

and the OIE Performance for Veterinary Services (PVS) pathway, do not explicitly address financing 

issues. The World Bank has a commitment to support pandemic preparedness in at least 25 low-income 

countries globally, from its International Development Association funding envelope. The World Bank 

also established a Pandemic Emergency Financing Facility, which will provide rapid financing during 

outbreaks of severe pathogens. The new Health Security Financing Assessment Tool (HSFAT) assists 

countries to identify the level and sources of funding for prioritized JEE recommendations, builds on 

existing OIE PVS Pathway Gap Analysis, and will be piloted in Viet Nam in September this year. The 

World Bank intends to continue to engage with countries and technical partners to support JEE, and 

countries are encouraged to use JEE recommendations to develop robust and agile financing plans to 

support preparedness and response capacity building. 

2.9.4 WHO tool for financing national action plans 

Feedback from countries is that JEE should be used and the recommendations considered in conjunction 

with other assessment tools and findings. Further and very specific feedback has been the need to 

strengthen the financial and resourcing components of the JEE Tool. As a result, two finance indicators 

(one for routine funding and one for emergency response funding) will be added to the “legislation, policy 

and finance” technical area. The process of revising the JEE Tool involves consultation with all WHO 

regions and also some Member States and technical partners. The outcome will be JEE Tool version 2.0 

and is expected to be rolled out in 2018. The HSFAT being developed by the World Bank will be 

complementary to the JEE Tool, providing a “deeper dive” into budgetary issues.  

The session Chair, Dr Jordan Tappero, invited comments and questions: 
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o What should external funding be used for? There are no easy answers to this question, but 

countries can be guided by considering the consequences of what would happen if and when 

external funding is discontinued. Clearly though, it can help considerably with emergency 

responses and, depending on country circumstances, may be appropriate to initiate capacity-

building or supplement salaries for some HCWs. 

o Vector control for arboviral diseases reminds us of the collective benefits of good preventive 

measures, including investing in environmental measures. Some countries can domestically fund 

only basic core capacities such as RRTs, but funding from external partners can take the 

functionality to a higher level. 

o Where developing countries have a long-term relationship with another country, for example 

longstanding bilateral arrangements, these can be used to fund key services that might otherwise 

be marginal. 

o The Communicable Diseases Division of the Regional Office has traditionally been based on 

strong vertical programmes, often with some external funding. However, it is transitioning to 

models that are similar to what is needed for health security, such as acute surveillance and 

laboratory capacities with sensitive, case-based surveillance. Some of the factors driving this are 

changes in donor preferences, but also changes in morbidity and mortality. For example, countries 

approaching elimination of conditions such as measles, poliomyelitis and some neglected tropical 

diseases, must thus be extremely vigilant for new cases. 

o How can countries best access the World Bank funds? Many countries are already sourcing 

resources from domestic and external options. Well documented proposals, for example based on 

JEE findings and prepared by the Ministry of Health in conjunction with the Ministry of Finance, 

are likely to make stronger cases for assistance. In the Pacific, though, there remain major 

challenges. The World Bank is interested in opportunities to collaborate with WHO and other 

partners to increase practical support to Pacific island countries and territories. 

2.10 Closing remarks 

Dr Li Ailan congratulated the participants on their continued progress along the path to collective health 

security. The meeting demonstrated that APSED III is, and will continue to be, a guide in the next steps of 

this journey. The concept of keeping Member States at the centre is not just about words but must also be 

reflected in WHO’s actions. She expressed her appreciation for the immense expertise and experience that 

the TAG members and temporary advisers had brought to the table. A special mention was made to the 

partners, whose participation in and contribution to the proceedings and outcomes are highly valued. 

Dr Li thanked the Secretariat staff for their preparations for the meeting and also acknowledged the 

contribution of country offices and staff from headquarters and the Regional Office for South-East Asia. 

Four JEE have been completed, two more are planned this year, and the Regional Office for the Western 

Pacific has already received requests for eight in 2018. These place a significant workload on regional 

Office staff, on top of all other ongoing commitments and the inevitable reactive work. The Regional 

Office does not want to compromise the quality and benefit of JEEs, so Dr Li asked for patience from 

Member States if WHO cannot meet their exact timing expectations. 

On behalf of the Regional Office for South-East Asia, Dr Gyanendra Gongal thanked the participants for 

their continued engagement with APSED. He observed that the geographical, social, economic and 

cultural connections between the two regions also mirror the common public health threats within the 

them. He also noted that the Regional Office for South-East Asia will host the biregional meeting in 2018. 

At the moment, there is good momentum with regard to health security in the region, but plenty of work 

lies ahead. 
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3. CONCLUSIONS AND RECOMMENDATIONS 

3.1 Conclusions 

(1) Over the past year, the Asia Pacific region has faced various EID outbreaks, including influenza with 

pandemic potential and those caused by arboviruses, as well as other PHEs. These threats to health 

security remain of concern and some are becoming more frequent and complex. 

(2) APSED III enhances the strategic direction of previous versions of the strategy and updates current 

contexts and will allow emerging needs of Member States to be addressed. Member States have begun 

using APSED III to guide strategic actions to strengthen national health security. APSED III is also a 

priority of the WHE in the Western Pacific Region.  

(3) Member States have made significant progress with the implementation of IHR (2005) through a 

decade of capacity-building under APSED. Member States are fully committed to continuing to 

maintain and improve their capacities through APSED III for advancing IHR (2005) as a means to 

collective health security. 

(4) Member States were informed about new developments, including the implementation of the new 

WHE and the consultation process for the development of a five-year global strategic plan to improve 

public health preparedness and response, and other new initiatives. 

(5) Monitoring and evaluation has been an APSED focus area since 2010 and Member States in the 

Western Pacific Region noted that the APSED monitoring and evaluation system contributed to the 

recently adopted global IHR MEF, including annual reporting, after-action reviews, simulation 

exercises and JEEs. 

(6) Voluntary JEEs provide momentum for advancing IHR (2005) capacities, a platform for high-level 

advocacy for investments in health security, the promotion of Member State ownership, and fostering 

multisectoral collaboration and international partnerships. The priorities identified through the IHR 

(2005) MEF, the JEEs and other components will contribute to the identification, revision and 

implementation of priority activities and, using APSED III as a guide, provide a basis for updating of 

Member States’ national action plans. 

(7) Four JEE missions have been conducted in Member States of the Western Pacific Region since the last 

TAG meeting (in chronological order): Cambodia, Viet Nam, the Lao People’s Democratic Republic 

and Mongolia. These Member States shared their valuable insights and experience regarding 

planning for and conducting JEEs as well as updating national plans for health security. Key areas 

included the value of multisectoral and high-level political engagement and the importance of the self-

evaluation component. 

(8) No single institution has all the capacities and resources to manage health security threats. Working 

together leads to effective and efficient use of resources for a stronger regional health security system. 

APSED III serves as a regional platform to foster health security partnerships. 

(9) Public health preparedness is part of UHC and contributes to resilient health systems as well as the 

SDGs, in line with the Regional Action Agenda on Achieving the SDGs in the Western Pacific. 
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(10) The need to strengthen financial costing components of JEEs and national action plans was 

recognized and participants were briefed on financing indicators as part of the proposed JEE Tool 

version 2.0, as well as the more comprehensive World Bank HSFAT. 

(11) The importance of linking the global strategic plan with key existing global frameworks (Sendai 

Framework for Disaster Risk Reduction, SDGs, UHC, etc.) is recognized, as is considering existing 

regional strategies (e.g. APSED III) and being flexible in recognition of different country contexts. 

3.2 Recommendations 

3.2.1  Recommendations for Member States 

Member States may consider the following: 

(1) To continue to work to maintain and advance IHR (2005) core capacities towards health security, 

guided by APSED III. 

(2) To consider volunteering to conduct a JEE and share lessons learnt with the 2018 TAG meeting, if 

they have not yet done so. 

(3) To use APSED III as a framework to develop or update national action plans to advance IHR 

implementation incorporating costing and resource issues. Such plans should also take into 

consideration the findings and recommendations of JEEs and other components of the IHR MEF, 

including annual reporting, after-action reviews and simulation exercises. 

(4) To implement national action plans as well as share progress, practices and lessons during next year’s 

TAG meeting, including: 

 strengthening emergency operations centres, including implementing the IMS in line with 

WHO guidance; 

 strengthening the functions of the IHR NFP, particularly in event communications; 

 enhancing risk assessment and decision-making by using multiple sources of information; 

 improving national and international specimen referral mechanisms; 

 enhancing multisectoral coordination mechanisms, including for zoonoses; 

 updating the risk communication plan, including use of new media; and 

 contributing to the development and implementation of national action plans for AMR. 

(5) To continue to detect, verify and report outbreaks and PHEs for information sharing, risk assessments 

and rapid response. 

(6) To advocate and position the work of health security in the broader context of UHC and the SDGs. 

3.2.2  Recommendations for WHO 

Member States is requested to do the following: 

(1) To continue to support Member States with maintaining and advancing IHR core capacities for health 

security through implementation of APSED III as a priority of WHE in the Western Pacific Region. 
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(2) To continue to coordinate and support IHR JEE for those Member States that volunteer to conduct one 

in the future, taking account of the lessons learnt by Member States that have already completed a 

JEE. 

(3) To support Member States with updating, providing advocacy for high-level support and 

implementing their national action plans taking into consideration findings from JEEs and other 

components of the IHR MEF. 

(4) To enhance the regional surveillance and risk assessment system through optimizing the three levels of 

WHO to improve alert and response. 

(5) To continue to provide support to Member States for outbreak and emergency responses as guided by 

the WHO Emergency Response Framework (ERF). 

(6) To take Member States’ feedback into consideration for the development of the global strategic plan. 

(7) To support Member States to access existing funding sources. 

(8) To revise the format of the regional APSED progress report to better summarize Member State 

progress (using graphs etc.) and to enhance learning through analysis to capture the impact of 

activities under APSED III and also a small number of cross-cutting themes, e.g. major findings from 

JEEs. 

3.2.3 Recommendations for partners 

Partners are requested to do the following: 

(1) To support Member States’ leadership and ownership in developing and implementing their national 

action plans in coordination with WHO. 

(2) To support and participate in the Partners’ Forum including providing updates, strengthening 

partnerships and encouraging new partners in health security in the Western Pacific Region.  

(3) To work with WHO and Member States to enhance the utilization of financing opportunities. 

(4) To explore new communications mechanisms to facilitate information sharing and knowledge 

exchange to support capacity-building. 
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Tel: (82 43) 719 7550, Fax: (82 43) 719 7569, okpark8932@korea.kr 

 

SINGAPORE Ms Charlene Tow, Senior Public Health Officer, Ministry of Health, College of 

Medicine Building, 16 College Road, Singapore 169854, Tel: (65) 6325 1078, 

Mobile: (65) 8111 9366, charlene_tow@moh.gov.sg 

 

VIET NAM Dr Vu Ngoc Long, Chief of Division of Border Health Quarantine, General 

Department of Preventive Medicine, Ministry of Health, 135/1 Nui Truc Street,  

Ba Dinh, Hanoi, Tel: (84 24) 3  846 4415, (84 9) 8309 0565,  

Fax: (84 24) 3736 7379, longvutb@gmail.com 

 

 Mr Dang Quang Tan, Deputy Director, General Department of Preventive 

Medicine, Ministry of Health, 135/1 Nui Truc Street, Ba Dinh, Hanoi,  

Tel: (849) 8906 9895, Fax: (84 24) 3736 7853, dangquangtan@yahoo.com 

 

 

2. TECHNICAL ADVISORY GROUP 

 

 

Dr Jeffery Cutter, Senior Consultant, Public Health Group, Ministry of Health, 16 College Road, 

Singapore 169854, Singapore, Tel: (65) 6325 7109, Fax: (65) 6325 1168, jeffery_cutter@moh.gov.sg 

 

Dr Paul Effler, Medical Coordinator, Prevention and Control Program, Communicable Disease Control 

Directorate, Western Australia Department of Health, Grace Vaughan House,  

227 Stubbs Terrace, Shenton Park, WA 6008, Perth, Australia, Tel: (618) 9388 4818, 

pauleffler@gmail.com, paul.effler@health.wa.gov.au 

 

Dr Liu Haitao, Director, Division of Infectious Disease, Bureau of Diseases Control, National Health and 

Family Planning Commission, No. 1 Nanlu, Xizhimenwai Nanlu,  Xicheng District,  

Beijing 100044, China, Tel: (86 10) 6879 2556, Fax: (86 10) 6879 2514, liuht@nhfpc.gov.cn 

 

Dr Jordan Tappero, Senior Advisor, Center for Global Health, Centers for Disease Control and Prevention, 

1600 Clifton Road MS D-69, Atlanta, GA 30329-4018, United States of America,  

Tel: (1 404) 718 4558, Fax: (1 404) 639 8573, jtappero@cdc.gov 

 

Dr Haruo Watanabe, Honorary Staff, National Institute of Infectious Diseases, Vice President, Kurozumi 

Medical Foundation, Professor, International University of Health and Welfare,  

F4/5 Aoyama 1-chome Tower, 1-3-3 Minami Aoyama, Minato, Tokyo 107-0062, Japan,  

Tel: (81 45) 776 2258, Fax: (81 45) 776 2258, haruwata@nih.go.jp,  

watanabe-haruo@jcom.home.ne.jp 
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3. ADDITIONAL TEMPORARY ADVISERS 

 

 

Mr Andrew Forsyth, Team Leader, Public Health Legislation and Policy, Public Health Group, Ministry of 

Health, PO Box 5013, Wellington 6145, New Zealand, Tel: (644) 816 4429, 

andrew_forsyth@moh.govt.nz 

 

Dr Ni Daxin, Deputy Director, Public Health Emergency Center, Chinese Center for Disease Control and 

Prevention, No.155 Changbai Road, Changping District, Beijing 102206, China,  

Tel: (86 10) 5890 0505, Fax: (86 10) 5890 0562, nidx@chinacdc.cn 

 

Mr Graham Rady, Monitoring and Evaluation Consultant, 9 Wadham Place, Florey, Canberra,  

ACT 2615, Australia, Tel: (61 40) 1245 092, grahamrady@gmail.com 

 

Mr Peter Rzeszotarski, Capacity Development Branch Chief, Office of Public Health Preparedness and 

Response, Division of Emergency Operations, Centers for Disease Control and Prevention,  

1600 Clifton Road MS G-16, Atlanta, GA 30333, United States of America, Tel: (1 404) 488 8664, Fax: (1 

404) 639 2899, bqq3@cdc.gov 

 

 

4. OBSERVERS/PARTNERS 

 

 

ASIAN 

DEVELOPMENT 

BANK 

Dr Gerard Servais, Senior Health Specialist, Sustainable Development and 

Climate Change Department, Asian Development Bank, 6 ADB Avenue, 

Mandaluyong City, Philippines, Tel: (632) 632 4444, Fax: (632) 636 2444, 

gservais@adb.org 

 

 Ms Azusa Sato, Health Specialist, Sustainable Development and Climate 

Change Department, Asian Development Bank, 6 ADB Avenue, 

Mandaluyong City, Philippines, Tel: (632) 632 4444, Fax: (632) 636 2444, 

asato@adb.org 

 

 Dr Sonalini Khetrapal, Health Specialist, Sustainable Development and 

Climate Change Department, Asian Development Bank, 6 ADB Avenue, 

Mandaluyong City, Philippines, Tel: (632) 632 4444,  

Mobile: (63 999) 999 6429, Fax: (632) 636 2444, skhetrapal@adb.org 

 

 Dr Yukihiro Shiroishi, Consultant, Sustainable Development and Climate 

Change Department, Asian Development Bank, 6 ADB Avenue, 

Mandaluyong City, Philippines, Tel: (632) 632 4444, Fax: (632) 636 2444, 

yshiroishi.consultant@adb.org 

 

 Dr Kyi Thar, Consultant, Sustainable Development and Climate Change 

Department, Asian Development Bank, 6 ADB Avenue, Mandaluyong City, 

Philippines, Tel: (632) 632 4444, Fax: (632) 636 2444, 

kthar.consultant@adb.org 

 

mailto:andrew_forsyth@moh.govt.nz
mailto:nidx@chinacdc.cn
mailto:grahamrady@gmail.com
mailto:bqq3@cdc.gov
mailto:gservais@adb.org
mailto:asato@adb.org
mailto:skhetrapal@adb.org
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ASIA-EUROPE 

FOUNDATION 

Ms Riko Kimoto, Project Executive, Political and Economic Department, 

Asia-Europe Foundation, 31 Heng Mui Keng Terrace, Singapore 119595, 

Singapore, Tel: (65) 6874 9708, Fax: (65) 6872 1207, riko.kimoto@asef.org 

 

DEPARTMENT OF 

FOREIGN AFFAIRS 

AND TRADE, 

AUSTRALIA 

Ms Prudence Borthwick, Assistant Director, Health Strategies Section, 

Health Policy Branch, Development Policy Division, Department of 

Foreign Affairs and Trade, R.G. Casey Building, John McEwen Crescent, 

Barton ACT 0221, Australia, Tel: (612) 6178 5364, 

prudence.borthwick@dfat.gov.au 

 

 Ms Katy Rengel, Health Strategies Section, Health Policy Branch, 

Development Policy Division, Department of Foreign Affairs and Trade, 

R.G. Casey Building, John McEwen Crescent, Barton ACT 0221, Australia, 

Tel: (612) 6178 3419, katy.rengel@dfat.gov.au 

 

FOOD AND 

AGRICULTURE 

ORGANIZATION 

OF THE UNITED 

NATIONS 

Dr Mary Joy Gordoncillo, AMR Regional Surveillance Coordinator, 

Regional Office for Asia and the Pacific, Emergency Centre for 

Transboundary Animal Diseases, Food and Agriculture Organization of the 

United Nations, Maliwan Mansion, Phra Atit  Road, Bangkok 10200, 

Thailand, Tel: (662) 697 4000, Fax: (662) 697 4445, 

mary.gordoncillo@fao.org 

 

GLOBAL AFFAIRS 

CANADA 

Ms Annie Lessard, Second Secretary, The Embassy of Canada to the 

Philippines, Levels 6-8, Tower 2, RCBC Plaza, 6819 Ayala Avenue,  

Makati City 1200, Philippines, Tel: (632) 857 9126, 

annie.lessard@international.gc.ca 

 

INTERNATIONAL 

FEDERATION OF 

RED CROSS AND 

RED CRESCENT 

SOCIETIES 

Ms Kym Blechynden, Regional Emergency Health Coordinator –  

Asia Pacific, IFRC Asia Pacific Region, Suite 10.02 (North Block),  

The Ampwalk, 218 Jalan Ampang, 50450 Kuala Lumpur, Malaysia,  

Tel: (603) 9207 5700, Fax: (603) 2161 0670, kym.blechynden@ifrc.org 

 

 Mr Gopal Mukherjee, Health Program Manager, International Federation of 

Red Cross and Red Crescent Societies, 7th floor, IFRC Philippine Country 

Office, Philippine Red Cross Tower, National Headquarters, #37 EDSA 

corner Boni Avenue, Mandaluyong City, Tel: (63 2) 238 2062,  

Mobile: (63 998) 961 2133, gopal.mukherjee@ifrc.org 

 

JAPAN 

INTERNATIONAL 

COOPERATION 

AGENCY 

Dr Masanori Kai, Chief Advisor, JICA Project, National Institute of 

Hygiene of Epidemiology, Ministry of Health, No. 1 Yersin Street, Hanoi, 

Viet Nam, Tel: (844) 3971 6356, mkai@niid.go.jp 

 

JAPAN 

INTERNATIONAL 

COOPERATION 

SYSTEM 

Dr Takuya Sei, International Organization Division, Third Management 

Department, Japan International Cooperation System, 5th Floor Harumi 

Center Bldg., 5-24, Harumi, 2-Chome, Chuo-ku, Tokyo 104-0053, Japan, 

Tel: (813) 6634 5845, Fax: (813) 3534 6811, sei_takuya@jics.or.jp 

 

mailto:riko.kimoto@asef.org
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MEKONG BASIN  

DISEASE 

SURVEILLANCE 

FOUNDATION 

Ms Thin Mar Soe, ICT Coordinator, MBDS Foundation Secretariat, 

Rajprachasamasai Building (No.8), DDC, MOPH, 1st Flr,Tiwanond Road, 

Nonthaburi 11000, Thailand, Tel.: (662) 590 3343, Fax: (662) 590 3324, 

tmarsoe@gmail.com 

 

NATIONAL 

CENTRE  

FOR GLOBAL 

HEALTH  

AND MEDICINE 

Dr Norio Ohmagari, Deputy Director General, Center Hospital, Director, 

Department of Infectious Diseases, Director, AMR Clinical Reference 

Center, Director, Disease Control and Prevention Center, Director, 

International Healthcare Center, National Center for Global Health and 

Medicine Hospital, Tel: (813) 3202 7181, Fax: (813) 207 1038, 

nohmagari@hosp.ncgm.go.jp 

 

NATIONAL 

INSTITUTE OF 

HYGIENE AND 

EPIDEMIOLOGY 

Dr Ngu Duy Nghia, Deputy Head, Epidemiology Department, National 

Institute of Hygiene and Epidemiology, No. 1 Yersin Street, Hanoi,  

Tel: (84 90) 627 0275, ndn@nihe.org.vn 

 

NATIONAL 

INSTITUTE OF 

INFECTIOUS 

DISEASES 

Dr Takaji Wakita, Deputy Director General, National Institute of Infectious 

Diseases, 1-23-1 Toyama, Shinjuku-ku, Tokyo 162-8640, Japan,  

Tel: (813) 5285 1111, Fax: (813) 5285 1356, wakita@nih.go.jp 

 

 Dr Tamano Matsui, Chief, Office of Intelligence and Policy Planning, 

National Institute of Infectious Diseases, 1-23-1 Toyama, Shinjuku-ku, 

Tokyo 162-8640, Japan, Tel: (813) 5285 1111, Fax: (813) 5285 1233, 

djyu@nih.go.jp 

 

NATIONAL 

INSTITUTE OF 

PUBLIC HEALTH, 

JAPAN 

Dr Tomoya Saito, Chief Senior Researcher, Department of Health Crisis 

Management, National Institute of Public Health, 2-3-6 Minami, Wako-Shi, 

Saitama 351-0197, Japan, Tel: (814) 8458 6174, Fax: (814) 8468 7983, 

saito.t.aa@niph.go.jp 

 

UNITED NATIONS  

CHILDREN'S FUND 

Dr Kunihiko Chris Hirabayashi, Regional Advisor, Health, Chief of 

Regional Health Section, UNICEF East Asia and Pacific Regional Office,  

19 Phra Artit Road, Bangkok 10200, Thailand, Tel: (662) 356 9499,  

Fax: (662) 280 3563, khirabayashi@unicef.org 

 

UNITED STATES 

CENTERS  

FOR DISEASE 

CONTROL  

AND PREVENTION 

Dr Anthony Mounts, Country Director – Viet Nam, Centers for Disease 

Control and Prevention, 5/F Tung Shing Building, 2 Ngo Quyen, Hanoi, 

Vietnam, Tel: (844) 3935 2094, apm8@cdc.gov 

 

Dr David Wong, Country Director – Republic of Korea, Centers for Disease 

Control and Prevention, Seoul, Republic of Korea,  

Mobile: (1 404) 218 9853, dwong@cdc.gov 

 

UNITED STATES  

DEPARTMENT OF 

DEFENSE 

Mr Daniel Caporaso, Cooperative Biological Engagement Program, 

Regional Coordinator for South and SE Asia Region, Defense Threat 

Reduction Agency, United States Department of Defense,  

8725 John J Kingman Road, Fort Belvoir, VA 22060-6201, United States of 

America, Tel. No.: (1 703) 767 0995, Mobile No.: (1 571) 289 2500,  

E-mail: daniel.p.caporaso.civ@mail.mil 

mailto:tmarsoe@gmail.com
mailto:nohmagari@hosp.ncgm.go.jp
mailto:ndn@nihe.org.vn
mailto:wakita@nih.go.jp
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   36 

 

 

UNITED STATES  

DEPARTMENT OF 

DEFENSE (cont…) 

Lt Col Charles Harding, Region Lead, Pacific Command – Southeast Asia, 

United States Cooperative Biological Engagement, Defense Threat 

Reduction Agency, United States Department of Defense,  

8725 John J Kingman Road, Fort Belvoir, VA 22060-6201,  

United States of America, Tel: (1 703) 767 4576, 

 Email: charles.b.harding.mil@mail.mil 

UNITED STATES  

DEPARTMENT OF 

HEALTH AND 

HUMAN SERVICES 

Ms Anne Yu, Deputy Director, Office of Pandemics and Emerging Threats, 

Office of Global Affairs, United States Department of Health and Human 

Services, 200 Independence Avenue SW, Washington, DC 20201,  

United States of America, Tel: (1 202) 205 5534 / 603 2280, 

anne.yu@hhs.gov 

 Mr Matthew Johns, Lieutenant Commander, United States Public Health 

Service, Global Health Security Advisor – Asia Pacific, Office of Global 

Affairs, Office of the Secretary, United States Department of Health and 

Human Services, Region IX Office, 90 Seventh Street, Suite 5-100,  

San Francisco, California, United States of America, Tel: (1 202) 570 6280, 

matthew.johns@hhs.gov 

 

WORLD 

ORGANISATION  

FOR ANIMAL 

HEALTH 

Dr Yooni Oh, Regional Project Coordinator, Regional Representation for 

Asia and the Pacific, World Organisation for Animal Health,  

5/F Food Science Building, The University of Tokyo, 1-1-1 Yayoi,  

Bunkyo-Ku, Tokyo 113-8657, Japan, Tel: (813) 5805 1931,  

Fax: (813) 5805 1934, y.oh@oie.int 

 

 

5. OBSERVERS/PARTNERS 

 

 

WHO REGIONAL 

OFFICE 

FOR THE 

WESTERN PACIFIC 

Dr Li Ailan, Regional Emergency Director, Health Emergencies 

Programme/Director, Division of Health Security and Emergencies, World 

Health Organization, Regional Office for the Western Pacific, P.O. Box 

2932, 1000 Manila, Philippines, Tel: (632) 528 8001,  

Fax: (632) 521 1036, lia@who.int  

 

 Dr Babatunde Olowokure, Programme Area Manager, Health Emergency 

Information and Risk Assessment, Health Emergencies Programme, World 

Health Organization, Regional Office for the Western Pacific, P.O. Box 

2932, 1000 Manila, Philippines, Tel: (632) 528 8001,  

Fax : (632) 521 1036, olowokureb@who.int 

 

 Dr Frank Konings, Technical Officer (Laboratory), Emerging Disease 

Surveillance and Response, World Health Organization, Regional Office for 

the Western Pacific, P.O. Box 2932, 1000 Manila, Philippines,  

Tel: (632) 528 8001, Fax: (632) 521 1036, koningsf@who.int 
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WHO REGIONAL 

OFFICE 

FOR THE 

WESTERN PACIFIC 

(cont…) 

Ms Joy Rivaca Caminade, Technical Officer (Risk Communications), 

Emerging Disease Surveillance and Response, World Health Organization 

Regional Office for the Western Pacific, P.O. Box 2932, 1000 Manila 

Philippines, Tel: (632) 528 8001, Fax: (632) 521 1036, caminadej@who.int 

 

 Dr Erica Dueger, Medical Officer (Influenza), Emerging Disease 

Surveillance and Response, World Health Organization, Regional Office for 

the Western Pacific, P.O. Box 2932, 1000 Manila, Philippines,  

Tel: (632) 528 8001, Fax: (632) 521 1036, duegere@who.int 

 

 Dr Anthony Eshofonie, Epidemiologist, Emerging Disease Surveillance and 

Response, World Health Organization, Regional Office for the Western 

Pacific, P.O. Box 2932, 1000 Manila, Philippines,  

Tel: (632) 528 8001, Fax: (632) 521 1036, eshofoniea@who.int 

 

 Dr Jin Gwack, Medical Officer, Emerging Disease Surveillance and 

Response, World Health Organization, Regional Office for the Western 

Pacific. P.O. Box 2932, 1000 Manila, Philippines, Tel: (632) 528 8001,  

Fax: (632) 521 1036, gwackj@who.int 

 

 Dr Masami Miyakawa, Medical Officer (FETP), Emerging Disease 

Surveillance and Response, World Health Organization, Regional Office for 

the Western Pacific, P.O. Box 2932, 1000 Manila, Philippines,  

Tel: (632) 528 8001, Fax: (632) 521 1036, miyakawam@who.int 

 

 Dr Thierry Cordier-Lasalle, Technical Officer (Emergency Operations 

Centre), Emerging Disease Surveillance and Response, World Health 

Organization, Regional Office for the Western Pacific, P.O. Box 2932, 1000 

Manila, Philippines, Tel: (632) 528 8001, Fax: (632) 521 1036,  

cordierlassallet@who.int 

 

 Mr Tom Hiatt, Technical Officer (Monitoring and Evaluation), Emerging 

Disease Surveillance and Response, World Health Organization, Regional 

Office for the Western Pacific, P.O. Box 2932, 1000 Manila, Philippines, 

Tel: (632) 528 8001, Fax: (632) 521 1036, hiattt@who.int 

 

 Ms Leila Bell, Emerging Disease Surveillance and Response, World Health 

Organization, Regional Office for the Western Pacific, P.O. Box 2932, 1000 

Manila, Philippines, Tel: (632) 528 8001, Fax: (632) 521 1036, 

belll@who.int 

WHO CAMBODIA Dr Reiko Tsuyuoka, Team Leader, Emerging Disease Surveillance and 

Response, Office of the WHO Representative in Cambodia, World Health 

Organization, No. 177-179 corner Streets Pasteur (51) and 254, P.O. Box 

1217, Sangkat Chaktomouk, Khan Daun Penh, Phnom Penh, Cambodia,  

Tel: (855) 2321 6610, Fax: (855) 2321 6611, tsuyuokar@who.int 
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WHO CHINA Dr Chin Kei Lee, Medical Officer, Office of the WHO Representative in 

China, World Health Organization, 401 Dongwai Diplomatic Office 

Building, 23, Dongzhimenwai Dajie, Chaoyang District, 100600 Beijing  

China, Tel: (86 10) 6532 7190, Fax: (86 10) 6532 2359, leec@who.int 

 

WHO LAO 

PEOPLE'S 

DEMOCRATIC 

REPUBLIC 

Ms Jennie Musto, Epidemiologist, Emerging Disease Surveillance and 

Response, Office of the WHO Representative in the Lao People's 

Democratic Republic, World Health Organization, 125 Saphanthong Road, 

Unit 5, Ban Saphangthongtai, Sisattanak District, Vientiane, Lao People's 

Democratic Republic, Tel: (856) 2135 3902, Fax: (856) 2135 3905, 

mustoj@who.int 

 

WHO MALAYSIA Dr Chun Paul Soo, Programme Officer, Office of the WHO Representative 

in Malaysia, Brunei Darussalam and Singapore, 1st Floor, Wisma UN, 

Block C, Komplek Pejabat, Damansara, Jalan Dungun, Damansara Heights 

50490 Kuala Lumpur, Malaysia, Tel: (603) 8871 7130, Fax: (603) 2093 

7446, sooc@who.int 

 

WHO MONGOLIA Dr Ariuntuya Ochirpurev, Technical Officer, Emerging Disease 

Surveillance and Response, Office of the WHO Representative in 

Mongolia, World Health Organization, Ministry of Health 

Government Building No. 8, Ulaanbaatar, Mongolia,  

Tel: (976) 1132 0183, Fax: (976) 1132 4683, ochirpureva@who.int 

 

WHO PAPUA NEW 

GUINEA 

Dr Luo Dapeng, WHO Representative, Office of the WHO Representative 

in Papua New Guinea World Health Organization, 4th Floor, AOPI 

CENTRE, Waigani Drive, Port Moresby, Papua New Guinea,  

Tel: (675) 325 7827, Fax: (675) 325 0568, luod@who.int 

 

WHO VIET NAM Dr Masaya Kato, Medical Officer (Team Leader), Communicable Disease 

Group Coordination, Office of the WHO Representative in the Socialist 

Republic of Viet Nam, World Health Organization, P. O. Box 52 

304 Kim Ma Street, Ba Dinh District, Hanoi, Socialist Republic of  

Viet Nam, Tel: (844) 3850 0299, Fax: (844) 3726 5519, katom@who.int 

 

WHO VIET NAM Dr Satoko Otsu, Team Leader, Emerging Disease Surveillance and 

Response, Office of the WHO Representative in the Socialist Republic of 

Viet Nam, World Health Organization, P. O. Box 52, 304 Kim Ma Street, 

Ba Dinh District, Hanoi, Socialist Republic of Viet Nam,  

Tel: (844) 3850 0318, Fax: (844) 3726 5519, otsus@who.int 

 

WHO REGIONAL 

OFFICE 

FOR THE SOUTH-

EAST ASIA 

 

Dr Gyanendra Gongal, Technical Officer, Country Health Emergency 

Preparedness and IHR, Health Emergencies Programme, World Health 

Organization, Regional Office for South-East Asia, Indraprastha Estate, 

New Delhi-110002, India, Tel: (91 11) 2337 0804, Fax: (91 11) 2337 0197, 

gongalg@who.int 
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WHO 

HEADQUARTERS 

Mr Ludy Prapancha Suryantoro, Team Leader, Core Capacity Assessment, 

Monitoring and Evaluation, Health Emergencies Programme, World Health 

Organization, Avenue Appia 20, CH-1211 Geneva 27, Switzerland,  

Tel: (41 22) 791 2111, Fax : (41 22) 791 3111, suryantorol@who.int 

 

 Mr Paul Michael Cox, Team Leader, Emergency Management & Support  

Health Emergencies Programme, World Health Organization, Avenue 

Appia 20, CH-1211 Geneva 27, Switzerland, Tel : (41 22) 791 2111,  

Fax: (41 22) 791 3111, coxpa@who.int 

 
 



www.wpro.who.int


