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1
 IHR 2005 Article5 and 13, and Annex 1A: 5: http://www.who.int/ihr/9789241596664/en/index.html 
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4
 Countries cannot see the data from another country. 



5
 In 2005, WHO launched the Global Observatory for eHealth; the Observatory’s mission is to improve health by providing States 

Parties with strategic information and guidance on effective practices and standards. 
6
 Inter-operable is a property referring to the ability of diverse tools to work together. 





7
 Relevant sectors and disciplines include, for example, all levels of the health care system (local community, primary public health 

response, intermediate and national/central levels) NGOs, and ministries of agriculture (zoonosis, veterinary laboratory),  transport 
(transport policy, civil aviation, ports and maritime transport), trade and/or industry (food safety and quality control), foreign trade 
(consumer protection, control of compulsory standard enforcement), communication, defense (information about migration flow), 
treasury or finance (customs) of the environment, the interior, home office, health and tourism. 
8
 The early warning component detects departures from normal. 

9
 PoE surveillance is considered as part of the national surveillance system or as otherwise defined by the country. 

 
 



 

  
 

1.
 The WHO Constitution provides that once a new revision of the IHR is adopted by the Health Assembly, all WHO Member 

States are automatically legally bound by it unless the Member State affirmatively and formally opts out of the new IHR within 
a limited time period. The deadline to reject or make a reservation to the IHR (2005) passed on 15 December 2006. No 
Member State rejected or opted out of the IHR (2005); only two Member States made reservations. Accordingly, all WHO 
Member States were legally bound as a matter of international law to the IHR (2005). Under the WHO Constitution and the 
IHR, it is not required that Member States individually ratify or sign the IHR in order to be bound by it as of 2007. 

2.
 The capability level of a component is the same as that of the indicator under this component, as there is a one-to-one 

relationship between a component and an indicator. 
3.
 Not strictly a technical core capacity, but important to facilitate implementation of other core capacities of technical nature. 

4.
 A sufficient legal framework for complying with IHR obligations was required as of the date the IHR entered into legal force for 

all States Parties in 2007; the 2012 deadline for implementation of additional technical capacities in Annex 1 does not apply to 
the legal framework. 

5.
 See 1. 

6.
 While an assessment and revision of national legislation for IHR implementation is not explicitly required in the IHR, it has been 

strongly urged by the WHA, and advised in WHO guidance documents. For detailed information, see Section I.2 of the WHO 
Toolkit for IHR Implementation in National Legislation at http://www.who.int/ihr/3._Part_I_Questions_and_Answers.pdf. 
Moreover, as technical capacities and national governance and legal contexts have evolved since entry into force of the IHR 



(2005) in 2007, an assessment of this period is advisable. For advantages and benefits of revising legislation, laws, regulations, 
administrative requirements, policies or other government instruments, see paragraph 4 on Page 14 of this document.  

7.
 WHO does not endorse or recommend specific legislation. For information purposes, WHO publishes a compilation of national 

IHR-Related legislation adopted by States Parties on its web site 
http://www.who.int/ihr/7._Part_III_Compilation_of_examples_of_national_legislation.pdf  Other relevant documents and 
materials are available to download on the WHO IHR website, at: 
http://www.who.int/ihr/legal_issues/legislation/en/index.html. 

8.
 Technical core capacities include surveillance, response, preparedness, risk communication, human resources and laboratory. 

9.
 In addition to coordination and communications, expanded roles of the NFP include risk assessment, core capacity 

development, advocacy etc. 
10.

 This includes government or other sources of funding for IHR implementation. 
11.

 While the IHR require that the technically core capacities in Annex 1 be developed, they do not require particular financing or 
related resource mechanisms. This approach of a budget-line item or other relevant allocation was deemed to be an important 
option by the Expert Group, depending upon the particular context. 

12.
 Hazards such as zoonotic diseases, food safety events, chemical events, radiological and nuclear etc. 

13.
 Committed: resources for IHR implementation. 

 



 

  
 

 
1. A coordination mechanism (such as a multi-sectoral, multidisciplinary body, committee or task force addressing IHR 

requirements on surveillance) is available and functional (membership from all relevant sectors, established 
communications channels, access to decision-makers and contacts, joint activities, meeting reports, plans and 
evaluations. 

2. Advocacy is a strategic process designed to get specific target audiences (such as political leaders and stakeholders) to 
demonstrate commitment to IHR implementation. Commitment may be shown through new or changed laws, increased 
funding, or active awareness-raising among all relevant stakeholders of the IHR and their roles in their implementation. 



3. Relevant sectors and disciplines (private and public), for example, all levels of the health care system (national, sub-
national and community/primary public health) NGOs, and ministries of agriculture (zoonosis, veterinary laboratory), 
transport (transport policy, civil aviation, ports and maritime transport), trade and/or industry (food safety and quality 
control), foreign trade (consumer protection, control of compulsory standard enforcement), communication, defence 
(information about migration flow), treasury or finance (customs) of the environment, the interior, home office, health 
and tourism. 

4. Should detail the terms of reference, roles and responsibilities of the IHR NFP; implementing structures; and stakeholders 
in the implementation of the IHR. 

5. Countries decide who will chair this committee or taskforce, but it should include participation of the national IHR NFP in 
meetings and decision making processes. 

6. The IHR NFP should have been established as of 2007, and comprise the following mandatory elements for all Member 
States: 24/7 availability for communications with WHO; the capacity to send urgent communications regarding IHR to 

WHO; information collection from all relevant sectors to send to WHO under IHR WHO (Arts. 5 – 12); urgent 
dissemination of IHR information from WHO to relevant government sectors etc.; functional communications channels 
with all sectors and decision-maker(s); and communications with competent authorities on health measures 
implemented. 

7. Stakeholders are any groups, organizations or systems that can help affect or be affected by a public health event.  
8. The States Parties obligations, rights and other provisions concerning SPs are included throughout the IHR and make up 

more than half the provisions in the IHR. 
9. Used at least monthly. 
10. Specific activities (such as advocacy meetings, trainings, workshops etc.) carried out regularly to increase the awareness 

of the IHR with stakeholders including with relevant ministries and partners. 
11. The webpage should be regularly reviewed and updated with timely information. 
12. http://www.who.int/ihr/elibrary/legal/en/index.html. 

 



 

  
 

 



 

  
 

 
1. Indicator-based surveillance is the routine reporting of cases of disease, and includes notifiable disease surveillance 

systems, sentinel surveillance, laboratory-based surveillance etc. This routine reporting is commonly health care facility-
based with reporting done on a weekly or monthly basis. 

2. Surveillance is the systematic on-going collection, collation and analysis of data for public health purposes and the timely 
dissemination to those who need to know for public health action. Surveillance functions should be carried out according 
to international standards, with well-defined roles, established chains of command and communications, nationally and 
internationally, relevant standards, guidelines and SOP, appropriate data management and analysis and regular feedback 
and supervision. 

3. An early warning component detects departures from what is normal. 
4. Priority diseases are those with the highest public health significance as defined by the country and should include the 

diseases in Annex 2 of the IHR. 
5. As defined by country standards. 
6. e.g., documented investigations of an actual disease situation other than acute flaccid paralysis (Any reports of AFP is 

assumed to be routinely investigated). 
7. As defined by country. 
8. e.g. Epidemiological bulletins, electronic summaries, newsletters, surveillance reports, etc. 
9. Event-based surveillance is the organized and rapid capture of information about events that are a potential risk to public 

health. This information can be rumours and other ad-hoc reports transmitted through formal channels (i.e. established 
routine reporting systems) and informal channels (i.e. media, health workers and NGO reports).  

10. Indicator-based and event-based surveillance are not necessarily separate surveillance systems and both contribute to 
the early warning function critical for early detection and prompt response. Although the surveillance functions described 
are often common to both types of surveillance, the expert working group proposed that the two strategies be separated 
in this document. This would help countries better identify areas to strengthen in implementing this newer concept, 
particularly since routine surveillance (IBS) is already well established in many countries.  

11. This may be part of the existing routine surveillance system. 
12. Covers event capture, reporting, epidemiological confirmation, assessment and notification as appropriate. 
13. Sources of information can include some, or all of the following: Health sources include poison centres, veterinary and 

animal health sources, environmental health services, pharmacovigilance centres, quarantine service, sanitation agencies 
and associated laboratories (water, food, environmental monitoring, etc.), food safety authorities/agencies, health 
inspection agencies (restaurants, hotels, buildings), water supply companies and competent authorities at PoE. Non-
Health sources include radiation protection offices, radiological monitoring services, nuclear regulatory bodies, consumer 
protection groups, political sources, NGOs, embassies, the military, prisons, media, published sources (internet, academic 
press) and community based sources. Sources that reflect the impact of health events include pharmacies, to monitor 
drug consumption patterns; schools, to monitor student absenteeism; and metrological centres, to monitor effects of 
weather changes (rainfall, temperatures). 



14. This includes events related to the occurrence of disease in humans, such as clustered cases of a disease or syndromes, 
unusual disease patterns or unexpected deaths as recognized by health workers and other key informants in the country; 
and events related to potential exposure for humans. 

15. e.g. including veterinary, media (print, broadcast, community, electronic, internet etc.)  
16. Risk assessment can be carried out at various levels (national or sub-national) depending on national structure. 
17. For the purposes of Annex 1, the criteria for urgent events include serious public health impact and/or unusual or 

unexpected nature with high potential for spread. 
18. Risk assessment can be carried out at various levels (national or sub-national) depending on national structure. 



 

  
 



 

  
 

 



 

  
 

 
1. This includes emergencies relevant to the IHR. 
2. RRT is a group of :multisectoral/multidisciplinary persons that are ready to respond on a 24 hour basis (Annex 1A, Article 

6h) to a public health event; trained in outbreak investigation and control, infection control and decontamination, social 
mobilization and communication, specimen collection and transportation, chemical event investigation and management 
and if applicable, radiation event investigation and management. The composition of the team is determined by the 
country concerned. 

3. The amount of time considered here is the time between detection of the event and initiation of a recommended 
response. 

4. Note: some hazard responses may require more timely response than 48 hours. 
5. The amount of time considered here is the time between detection of the event and initiation of a recommended 

response. 
6. For the purposes of Annex 1, the criteria for urgent events include serious public health impact and/or unusual or 

unexpected nature with high potential for spread. 
7. Hazards such as zoonotic diseases, food safety events, chemical events, radiological and nuclear etc. 
8. Priority diseases should include IHR specified diseases in Annex 2 (IHR 2005): smallpox, poliomyelitis due to wild-type 

poliovirus, human influenza caused by a new subtype, severe acute respiratory syndrome (SARS) etc.  
9. Nuclear, chemical, zoonotic and food safety. 
10. As specified in Article 57, 2(d) IHR (2005). 
11. Annex 1B, 1(b) IHR (2005). 
12. This refers to an institutionalized national IPC authority with a dedicated staff, budget, objectives, scope and functions. 

Healthcare facilities are needed to elaborate and implement local policies in accordance with national IPC programme 
and standards. Comprehensive information on infection control can be found in the WHO document “Core components 
for infection prevention and control programmes” at 
http://www.who.int/csr/resources/publications/WHO_HSE_EPR_2009_1/en/. 

13. May be the same responsible entity (unit/person) responsible for health-care associated infections 
14. Isolation precautions include: a designated area (e.g., a single room or ward), an adequate number of staff and 

appropriate equipment for management of the risk of infection. 
15. High risk groups include intensive care unit patients, neonates, immunosuppressed patients, emergency department 

patients with unusual infections, etc. 
16. This includes preventive measures and treatment offered to health care workers, e.g., influenza or hepatitis vaccine 

programmes for health care workers and personal protective equipment. 
17. This capacity is understood as actions taken during response at sites. 
18. As defined in the IHR (2005), vector means an insect or other animal which normally transports an infectious agent that 

constitutes a public health risk. 
19. Note that for small countries this might not be necessary. 
20. Personal protective equipment, disinfectants etc. 
21. Decontamination capability includes inspecting, inventorying, storing and purchasing personal protective equipment 

when needed, upkeep and maintenance of the decontamination equipment, maintenance of training records, on-going 
training, recruitment of new team members, maintenance of exposure records etc. 



 

  
 

 
1. Preparedness for development of public health emergency systems including implementation of the IHR.  



2. i.e. mapping of local infrastructure, PoE, health facilities, major equipment and supplies, staff, funding sources, experts, 
equipment, laboratories, institutions, NGOs to assist with community-level work, and transport. 

3. Surge capacity: the ability of the health system to expand beyond normal operations to meet a sudden increased 
demand. Surge capacity encompasses potential patient beds; available space in which patients may be triaged, managed, 
vaccinated, decontaminated, or simply located; available personnel of all types; necessary medications, supplies and 
equipment; and even the legal capacity to deliver health care under situations which exceed authorized capacity (Health 
Care at the Crossroads: Strategies for Creating and Sustaining Community-wide Emergency Preparedness Strategies. 
JCAHO 2003). 

4. The risks are not only due to the source, but also the vulnerabilities and the absence or presence of capacities. This risk 
assessment should include the mapping of various hazards, disease outbreaks patterns, local disease transmission 
patterns, contaminated food or water sources, etc. as well as possible hazard sites or facilities which could be the source 
of a chemical, radiological, nuclear or biological public health emergency of international concern, vulnerable 
populations. 

5. i.e. mapping of local infrastructure, PoE, health facilities, major equipment and supplies, staff, funding sources, experts, 
equipment, laboratories, institutions, NGOs to assist with community-level work, and transport. 

6. Could include management of international resources if needed. 
7. This includes the rotation of stocks in respect to their expiry dates, proper storage conditions for various drugs, logistic 

requirements and distribution to pharmacies and hospitals around the country. 



 

  
 

 
1. Stakeholders are any groups, organizations or systems that can help affect or be affected by communications during a 

public health event. 
2. The risk communication plan should include the roles and responsibilities of the stakeholders as well as the social 

mobilization of communities 
3. Procedures in place for clearance by scientific, technical and communications staff before information is released during 

public health events. 
4. Transparency implies openness, communication and accountability, i.e., all information about public health risk is open 

and freely available. 
5. This includes, as appropriate, community meetings, press briefings, national radio broadcasts, web sites/webpages (at 

national level) etc. 
6. The views and perceptions of individuals, partners and communities affected by public health emergencies should be 

systematically taken into account. This includes vulnerable, minority, disadvantaged or other at-risk populations. 



 

  
 

 
1. Assessment of training needs includes circulating a questionnaire, a consensus of experts or systematic review. 



 

   



 

   



 

   

 
1. IHR (2005) Annex 1, paragraph 6(b): “Public health response to provide support through specialized staff, laboratory 

analysis of samples (domestically or through collaborating centres) and logistical assistance (e.g. equipment, supplies and 
transport”). 

2. ‘Laboratory(ies)’ in this Core Capacity refers to national laboratories or external laboratories that the country has access 
to, through agreements. 

3. Based on countries needs and priorities related to IHR. 
4. Services include authorized tests, procedures and resources (human resources and budget). 
5. E.g., virology, haematology, immunology, microbiology, etc. 
6. International standards: ISO 9001, ISO 17025, ISO 15189, WHO standards for polio, measles, etc.  
7. Greater than 80%. 
8. International Civil Aviation Organization (ICAO); International Air Transport Association (IATA).  
9. Proper samples collected and stored in good conditions, and sent to appropriate laboratories in a timely manner.  
10. Influenza surveillance here is used as a proxy for diseases in Annex 2 of IHR.  
11. Management of biorisks in, or associated with the laboratory. 
12. With allocated resources, SOPs etc. 
13. This includes local policies or regulations for the protection of laboratory workers (e.g., immunization, emergency 

antiviral therapy, specific measures for pregnant women, protective personal equipment use, etc.) and guidelines for the 
management and disposal of hazardous substances. 

14. This could be an expert group, committee or institution. 
15. Biorisk is combination of the probability of occurrence of harm and the severity of that harm where the source of harm is 

a biological agent or toxin e.g. risks posed by the handling, manipulation, storage, and disposal of infectious substances.  
16. Stakeholders include the ministry of health’s epidemiological department, national reference laboratories and private 

laboratories, as applicable. 
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1. Indicate the number of designated Airports, Ports and Ground crossings in the comment box. 



2. The competent authority is the authority responsible for the implementation and application of health measures under 
the International Health Regulations (2005). The National IHR Focal Point is the national centre designated by a State 
Party to the International Health Regulations (2005) that is accessible at all times for communication with the World 
Health Organization contact points. (Articles 1 and 22). 

3. International certificate of vaccination or prophylaxis, the Ship Sanitation Control Certificate, the Maritime declaration of 
Health, and the health part of the Aircraft General Declaration. 

4. e.g. with PoE core capacities assessment tool and excel spread sheet 
http://www.who.int/ihr/ports_airports/PoE/en/index.html 

5. National communication link between competent authorities at points of entry and health authorities at local, 
intermediate and national levels, Direct operational link with other senior health officials, Communication link with 
conveyance operators, Communication link with travellers for health related information, Communication link with 
service providers, Communication mechanism for the dissemination of information and recommendations received from 
WHO, International communication link with competent  authorities at other points of entry  

6. Procedures include SOPs or protocols, for example. 
7. Note that this is cross-referenced with core capacity 2, and these attributes should also be considered under core 

capacity 2.  
8. This could be part of the national surveillance system, or as assigned by the country. 
9. Including potable water supplies, eating establishments, flight catering facilities, public washrooms, appropriate solid and 

liquid waste disposal services and other potential risk are, as appropriate. 
10. By establishing arrangements with local medical and veterinary facilities for their isolation, treatment and other support 

services that may be required. 
11. Include entry or exit controls for arriving and departing travellers, and measures to disinsect, derat, disinfect, 

decontaminate or otherwise treat baggage, cargo, containers, conveyances, goods or postal parcels including, when 
appropriate, at locations specifically designated and equipped for this purpose. 



 

  
 

 
1. Note that coordination for surveillance and coordination for response may be the responsibility of different authorities.  
2. Information sharing, meetings, SOPs developed for collaborative response etc. 
3. A joint working group or other mechanism between the animal health surveillance system and the human health 

surveillance system and other relevant sectors. 
4. Timeliness is judged and determined by each country. 
5. “Timely” referred to here is the time between detection and response. 

 



 

 

  
 



 

  
 

 

1. This could be based on international standards. 
2. The National Food Safety Control System includes: food law and regulations, food control management, inspection 

services, laboratory services: food monitoring and epidemiological data, information, education, communication and 
training. 

3. A network, task force, committee or other mechanism to share information about events that may affect food safety and 
which is able to operate in a timely manner and effectively reduce the risk of foodborne illness. 

4. The International Food Safety Authorities Network (INFOSAN) is a global network of 177 national food safety authorities, 
developed and managed by WHO in collaboration with the Food and Agriculture Organization of the United Nations 
(FAO), that disseminates important global food safety information, and improves national and international collaboration.  

5. Timeliness is judged and determined by each country. 
6. Examples of essential steps in a food event response system after an alert include investigation, risk assessment, risk 

management, risk communication, effectiveness checks and recall follow-up. 
7. This would include all products that could be the source of contamination, e.g., feed, food ingredients and food products. 
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1. Includes chemical risk assessors, risk managers, and clinical toxicologists 
2. Elements of alert include SOPs for coverage, criteria of when and how to alert, duty rosters etc.  
3. Note that this cross-references with legislation, policy and financing (core capacities 1 and 2) and these attributes for this 

component should be also fully addressed under those core capacities. They are under this hazard for coherence, flow, 
and triangulation where this is administered to the hazard expert. 

4. E.g., large chemical installations, factories, hazardous waste sites, specific transportation routes, storage sites for pesticides 
etc. 

5. E.g. chemical surveillance, environmental monitoring and chemical incident reporting. 
6. Definition and relevant information of National Chemical Profile, are available at  

http://www2.unitar.org/cwm/nphomepage/index.html 
7. E.g., clinical toxicology, 7/24 hotline, material data sheet, safety data sheet, and contact details of chemical 

manufactures. 



 

  
 



 

  
 

 
8. Note that this cross-references with legislation, policy and financing (core capacities 1 and 2).and these attributes 

for this component should be also fully addressed under those core capacities. They are under this hazard for 
coherence, flow, and triangulation where this is administered to the hazard expert.  



9. Information sharing, meetings, SOPs developed for collaborative response etc. 
10. Coordination for risk assessments, risk communications, planning, exercising, monitoring and including coordination 

during urgent radiological events and potential risks that may constitute a public health emergency of international 
concern. 

11. Have agreements, established arrangements and mechanisms to access these capacities in relevant collaborating 
institutions in country or in other countries. 

12. To measure and monitor the amount of incorporated radioactivity in the human body by the use of whole-body 
counters, lung monitors, thyroid monitors, or in biological samples. 

13. ESR: electron-spin resonance, measures a dose of radiation absorbed in the human body by measuring a special 
signal from tooth enamel, nails, hair or other material samples that may be found in items of closing, mobile phones, 
etc. 

 



 

 

 

 

10
 Potter C, Brough R. Systemic capacity building: a hierarchy of needs. Health Policy Plan 2004, 19(5): 336 – 345. 



11
 James R. Practical Guidelines for the Monitoring and Evaluation of Capacity Building: Experiences from Africa. The 

International NGO Training and Research Centre. Occasional Paper Series Number 36, 2001. 
http://www.intrac.org/publications.php?id=53 



12
 The Capability Maturity Model ® Integration (CMMISM), Version 1.1. http://www.sei.cmu.edu/reports/02tr012.pdf. 

13
 According to the CMM model, level 1 is an initial state before intervention, level 2 is a managed processes of improvement 

    (reactive), level 3 are is characterized by defined processes (proactive), level 4 is quantitative (measured/controlled), and 
    level 5 is optimizing (process improvement). 







 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 







 

 

 

 

 

 

 
 

 

 

 

 

14
 A coordination mechanism/body is available and functional, with terms of reference, membership from all relevant sectors, 

established communications channels, access to decision-makers and contacts, joint activities, meeting reports, plans, and 

evaluation. 
15

 Relevant sectors and disciplines include, for example, all levels of the health care system (local community, primary public 

health response, intermediate and national/central levels) NGOs, and ministries of agriculture (zoonosis, veterinary laboratory), 

transport (transport policy, civil aviation, ports and maritime transport), trade and/or industry (food safety and quality control), 

foreign trade (consumer protection, control of compulsory standard enforcement), communication, defense (information 

about migration flow), treasury or finance (customs) of the environment, the interior, home office, health and tourism.  
16

 The early warning component detects departures from normal. 
17

 As defined in the IHR (2005), vector means an insect or other animal which normally transports an infectious agent that 

constitutes a public health risk. 



 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

18
 Management of laboratory biorisk. 

19
 This is part of the national surveillance system, or as assigned by the country. 



 

 

 




