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1. INTRODUCTION 

The threat of a human influenza pandemic has greatly increased over the past several 
years with the emergence of highly virulent avian influenza viruses, notably H5N1 viruses, 
which have infected humans in many countries of WHO’s Eastern Mediterranean Region. 
Influenza pandemic is a threat to global health security with potential detrimental impacts on 
governance, social and economic systems with severe humanitarian consequences. Previous 
influenza pandemics have arrived with little or no warning, but the current widespread 
circulation of H5N1 viruses among avian populations and their potential for increased 
transmission to humans have unfolded an unprecedented opportunity to prepare for the next 
pandemic threat. The global response to the threat of a new influenza pandemic has already 
been emphatically proactive by taking full advantage of early warning and advance planning 
and preparedness for an imminent pandemic. 

In order to prepare countries for an impeding influenza pandemic, WHO developed a 
strategic action plan for pandemic influenza and works with countries to assess preparedness 
and response needs. Many countries have started developing and implementing national 
influenza pandemic preparedness plans. However, the level of preparedness varies among 
countries, particularly among the low-income countries which are often beset with strained 
health care resources and other competing health priorities. Moreover, the public health and 
clinical infrastructure of low-income countries is often inadequate to deal with a widespread 
health crisis, such as the influenza pandemic.  

The world is currently in Phase 3 of the six-phase pandemic alert system, in which a 
new influenza virus subtype is causing disease in humans, but is not yet spreading efficiently 
and in a sustained way among humans. If this virus acquires the ability to spread efficiently 
from human to human, all of the prerequisites for an influenza pandemic will be fulfilled.  

Should a pandemic emerge, whether from the current H5N1 subtype of concern or from 
another influenza virus with pandemic potential, the Member States of the Eastern 
Mediterreanean Region need to be better positioned to detect an outbreak early and to support 
an international effort to contain the pandemic in its earliest stages, in order to limit the 
spread of the pandemic, and to save lives. As has been stated in the World Health Report 
2007, there will be an influenza pandemic, it is not a question of if but when. The underlying 
threat of a pandemic is still looming large while the virus continues to circulate, leaving no 
room for complacency.  

It is against this background that the WHO Regional Office for the Eastern 
Mediterranean (EMRO) held an intercountry meeting for technical staff and policy- and 
decision-makers on human pandemic influenza preparedness and containment, in Rabat, 
Morocco, from 12 to 16 May 2008. Representatives from the Centers for Disease Control 
(CDC), Atlanta, the US Naval Medical Research Unit Three (NAMRU-3), members of 
Surveillance Regional Advisory Group (SRAG), the UN and representatives from Member 
States of the Region, in addition to staff from WHO headquarters attended the meeting.     
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The objectives of the meeting were to: 

• update Member States on newly-developed WHO preparedness plans for the 
containment of human pandemic influenza; 

• review national preparedness plans for human pandemic influenza;  
• support the development of national networks for rapid acquisition and exchange and 

monitoring of epidemiological and laboratory information on influenza and influenza-
like illnesses; 

• plan for expanded missions to assess the level of preparedness at national and 
subnational levels.  

Dr Said Salah Youssouf, WHO Representative, Morocco, delivered the opening 
remarks of Dr Hussein A Gezairy, WHO Regional Director for the Eastern Mediterranean. Dr 
Gezairy said that since the first avian influenza outbreak in 1997, there had been concern that 
the influenza A (H5N1) virus might either mutate and adapt, to allow efficient transmission 
during the infection of mammals or reassort resulting in a new virus that would be both 
highly lethal and transmissible from person to person. Such events were believed to have 
preceded the influenza pandemics of 1918, 1957 and 1968. Several lines of evidence 
indicated that the currently circulating influenza A (H5N1) viruses had in fact evolved to 
more virulent forms since 1997 with a higher mortality among human cases, different 
antigenic properties and an expanded host range. 

The first few months of 2008 had seen new outbreaks of highly pathogenic avian 
influenza in domestic poultry in three Member States of the Region: Egypt, Islamic Republic 
of Iran and Pakistan. Human cases of avian influenza were detected following these 
outbreaks in Egypt and Pakistan. In Egypt, the outbreaks of avian influenza seemed to have 
receded but only to reappear again during the early months of 2008. In January 2008, four 
people died of this disease in Egypt in just one week after safety precautions were relaxed in 
the belief that the virus had disappeared when no case had been reported for six months. 
Egypt, today, has the highest burden of human cases of avian influenza reported outside 
South-East Asia. In Pakistan, on the other hand, a detailed field investigation revealed 
limited, but not sustained, human-to-human transmission in a family cluster which carried 
grave significant risk to public health.  

The current situation in the Eastern Mediterranean Region was a stark reminder of the 
urgent need to act now before a pandemic human influenza could challenge the health 
scetor’s capacity, resources and resilience to cope with the catastrophic humanitarian 
consequences that might follow this pandemic.  

Dr Gezairy reminded everyone that the visibility of avian influenza and pandemic 
preparedness might have waned in the media compared to what has been observed in 2005 
and also in 2006, but the threat of avian influenza and the potential for an influenza pandemic 
had remained constant.  

Dr Gezairy summarized some of the few challenges for the Region in terms of 
preparedness and containment of human pandemic human influenza, and said that the 
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meeting was to review and discuss issues relating to improving pandemic preparedness plans 
and not avian influenza only. The strategies for containing human pandemic influenza would 
differ from those currently being implemented for avian influenza and possibly would require 
greater policy coherence across all sectors in the society. National preparedness plans should 
focus on management of crisis rather than on a disease alone.  

The Regional Office had started working on a strategy for influenza and other 
epidemic-prone respiratory illnesses. This strategy would encourage all Member States to 
follow a roadmap and combine their resources and national efforts to strengthen pandemic 
preparedness for human influenza. This regional strategy would aim to complement the 
global preparedness plan through enhancing the capacity of Member States to pre-empt an 
influenza pandemic, as well as to mitigate the negative effect of a full-blown pandemic.  

Dr Gezairy assured that the WHO Regional Office was fully committed to assisting 
countries in developing national preparedness and response for pandemic influenza. This was 
in line with the 2005 Regional Committee resolution on emergency preparedness and 
response (EM/RC52/R.2). The Regional Office would continue to assist countries in 
developing national preparedness plans and would support conduct of small-scale field 
simulation exercises to ensure that these plans were implementable and were good enough to 
maintain humanitarian services.  

The chairmanship was shared on a rotating basis. Dr Ali Mafi (Islamic Republic of 
Iran), Dr Hala Esmat (Egypt) and Dr Irshad Shaikh (Egypt) were elected Rapporteurs of the 
meeting. The programme and list of participants are included in Annexes 1 and 2, 
respectively. 

2. GLOBAL AND REGIONAL PERSPECTIVES 

2.1 WHO’s activities on avian influenza and pandemic influenza preparedness: an 
overview and future directions  
Dr Keiji Fukuda, Coordinator, Global Influenza Programme, EPR/CDS, WHO/HQ 

Emerging infectious diseases are a reality and threat that will continue into the future. 
Among them, avian and pandemic influenza have received extraordinary attention for several 
reasons. Avian H5N1 influenza has uniquely combined global spread, persistence, and high-
level pathogenicity and lethality. It has had significant adverse health, economic and social 
impacts on countries and remains the most visible (and feared) threat to cause the next 
pandemic.  

Pandemics of influenza are distinctly different events that have occurred repeatedly 
over centuries and have demonstrated their potential to cause high levels of morbidity and 
mortality within months. In the 20th century, the number of deaths from each pandemic (1918, 
1957, 1968) varied widely. 

Currently, H5N1 avian influenza primarily infects animals and people sometimes; 
however, it does not have the capacity to cause sustained human-to-human transmission. If 
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H5N1 evolves to develop this capacity, a critical evolutionary threshold will have been 
crossed. If detected early, there may be a brief window of time to attempt a rapid pandemic 
containment operation. Large community outbreaks and sustained person-to-person 
transmission will characterize a pandemic of influenza and all countries will be at risk.  

Following emergence of H5N1, WHO immediately undertook several steps, including 
awareness-raising, solicitation of funding on behalf of Member States and provision of urgent 
technical support to countries. In addition, WHO developed a strategic plan with the critically 
needed guidance through extensive technical consultations. In addition to creating an antiviral 
medicine and H5N1 vaccine stockpiles, WHO took steps to strengthen national capacities in 
different areas, such as the Pandemic Influenza Vaccine Global Action Plan, rapid pandemic 
containment operations and pandemic severity scales. WHO has also worked to strengthen 
relations with other key partners and sectors. It has strengthened its own influenza capacities 
by distributing responsibilities, activities and funding among all levels and relevant 
programmes, as well as restructuring and strengthening the Global Influenza Programme. At 
this time, despite very significant progress made by countries in controlling H5N1 the virus 
has proven its extreme persistence.  

WHO published preparedness guidance in 1999 and 2005 and now is planning to revise 
its guidance as the global landscape has changed significantly. Countries now have accrued 
much national experience with avian influenza H5N1 and pandemic preparedness efforts and 
have identified evolving needs, gaps and questions. There is also more scientific information 
and modelling experience available globally.  

2.2 Avian influenza and pandemic influenza preparedness in the Eastern 
Mediterranean Region: recent developments and strategic directions 
Dr John Jabbour, Medical Officer, International Health Regulations, Communicable 
Disease Forecasting and Control, EMRO 

The regional strategy for pandemic preparedness was developed based on five global 
strategic directions: reducing human exposure to H5N1; strengthening early warning systems; 
intensifying rapid containment operations; building capacities to cope with the pandemic; and 
promoting operational research. This strategy includes provision of technical support, 
building national capacities, improvement of the level of transparency, promotion of social 
mobilization, improvement of national pandemic preparedness (adequate stockpiling and 
supporting vaccine development) and supporting epidemiological and operational research. 

The avian influenza virus (H5N1) is still entrenched in Egypt. Large avian influenza 
outbreaks occurred in Saudi Arabia and Pakistan. The virus caused 50 human infections with 
22 deaths in Egypt and three new confirmed cases in Pakistan during 2007 and the first half 
of 2008. 

To improve preparedness for pandemic influenza in the Region, the following issues 
need to be given high importance. 

• establishment of national influenza programmes in all Member States; 
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• establishment of high-level national committees to implement national preparedness 
plans; 

• ensuring implementation of the International Health Regulations (IHR 2005) and 
relevant national regulations with regard to pandemic influenza; 

• further strengthening of epidemiological and laboratory surveillance systems; 
• ensuring full transparency and timely exchange of information related to cases of 

influenza; 
• establishment of mechanisms for risk communication to the public; 
• promotion of community participation in pandemic preparedness and response; 
• strengthening regional and country capacities to produce antiviral medicines and 

vaccines. 

WHO Regional Office will assist the Member States to: 

• establish functional or initiate steps for establishing national influenza centres in all 
countries by the end of 2008; 

• assist countries to assess their laboratory capacities and upgrade the biosafety level to 
BL3 (potential regional laboratories); 

• increase capacities of countries for shipment of biological specimens; 
• implement RASDOON in three to five countries, including influenza surveillance; 
• conduct assessment missions to review/assist in updating national preparedness plans. 

The Regional Office is facing major challenges to improve national pandemic 
preparedness. Among these are: level of transparency in reporting and information-sharing; 
inadequate epidemiological and laboratory surveillance capacities in most countries of the 
Region; poor or non-existent infection control programmes; development of social 
mobilization programmes; better collaboration between international organizations; and  
preparedness for implementation of the IHR (2005) before and during the pandemic. 

3. HUMAN PANDEMIC INFLUENZA: PLANNING STRATEGIES FOR 
PREPAREDNESS AND RESPONSE 

3.1 Pandemic preparedness: overarching principles, strategies and planning scenarios 
for pandemic phases 
Dr Keiji Fukuda, Coordinator, Global Influenza Programme, EPR/CDS, WHO/HQ 

In 2007 and 2008, an intergovernmental meeting process had been underway to address 
several issues related to the sharing of influenza viruses and related benefits. The issues 
include: i) conditions for countries to share influenza viruses including bilateral versus 
multilateral approaches; ii) global risk assessment and response capacities; iii) fair, equitable 
and sustainable benefits (particularly for developing countries); iv) national sovereignty, 
intellectual property, patents, research and others. Following the November 2007 
intergovernmental meeting, WHO established an influenza virus traceability system for 
H5N1 and other potentially pandemic human viruses. This basic system and transitional 
mechanism went online in January 2008 and currently is undergoing revisions. A more 
permanent system is planned but its implementation will depend on donor funding.  
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An advisory mechanism to WHO would be established by the WHO Director-General, 
in consultation with an intergovernmental meeting bureau, Regional Directors, and possibly 
others. An open-ended working group meeting is scheduled to start on 9 November, 2008, in 
Geneva, to be followed by resumption of the intergovernmental meeting.  

In summary, countries cannot remove the threats posed by avian and pandemic 
influenza but can take steps to significantly strengthen their broad-based capacities (such as 
surveillance, laboratory and regulatory infrastructure), as well as threat-specific capacities 
(such as vaccines and national influenza expertise).  

WHO published preparedness guidance in 1999 and 2005 and now is planning to revise 
its guidance because the global landscape has changed significantly. Countries now have 
accrued much national experience with avian influenza (H5N1) and pandemic preparedness 
efforts and have identified evolving needs, gaps and questions. The IHR (2005) are now in 
force and provide an overarching international framework. New concepts and tools are now 
available, including WHO stockpiles of antiviral medicines and H5N1 vaccines, a pandemic 
rapid containment operations, and pandemic severity scales. There is also more scientific 
information and modelling experience. Since 2007, WHO has been conducting several 
working groups, task forces and technical consultations leading to a 6–9 May 2008 global 
technical consultation in Geneva. Based on these meetings and input, the draft of the updated 
2008 guidance is anticipated to cover: (i) incorporation of the IHR; (ii) adaptation of a more 
"whole-of-society perspective;" (iii) substantial revision of the pandemic phases (to reflect 
"pandemic risk" more accurately, to highlight the pivotal importance of phase 4 to 
recommend earlier implementation of certain actions, and to more explicitly recognize a 
period of pandemic recovery; (iv) rapid pandemic containment operations; (v) a pandemic 
severity assessment scale to aid communications and management decisions; and (vi) more 
guidance on pandemic disease control options. The target publication date is by the end of 
2008 followed by translation into official languages. 

3.2 Planning for influenza pandemic within the context of all hazard approach: 
command, control and coordination structure 

         Dr Irshad Shaikh, Technical Officer, Emergency Humanitarian Action, WHO/EMRO 

The Region is home to some of today’s intractable crises. War, internal conflict and 
natural disasters continue to affect populations across the Region. The current humanitarian 
context indicates that approximately 76 million people in the Region live in complex 
emergency situations of varying magnitude; over 10 million of these are displaced. Six 
countries (Afghanistan, Iraq, Lebanon, occupied Palestinian territory, Somalia and Sudan) are 
currently faced with complex humanitarian emergencies that have left thousands of dead and 
millions of people displaced. In addition, five countries of the Region are listed as high risk 
for avian/pandemic influenza. 

Disasters, public health emergencies and crises do not respect national boundaries and 
place sudden and intense demands on health systems, exposing its inherent weaknesses. In 
many countries, emergencies have seriously disrupted routine health care services. 
Recovering from the disastrous effects of major and complex emergencies and crises can take 
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years and can seriously affect recovery and reconstruction efforts. An efficient response to 
humanitarian crises requires collective action by the international community, strong national 
public health capacity and efficient global and regional coordination. 

The guiding principles for the WHO’s six-year strategy on health sector risk reduction 
and emergency preparedness indicates that risk reduction and emergency preparedness are the 
responsibility of all sectors at all levels. During the fifty-second session of the Regional 
Committee in 2005, ministers of health endorsed a new resolution, by which Member States 
are encouraged to further strengthen national emergency preparedness and response 
programmes through legislative, technical, financial and logistical measures.  

The key components of emergency preparedness plans are: i) comprehensive 
emergency management framework; ii) command, control and coordination; and finally iii) 
the incident command systems. Planning processes and application of other tools necessary 
for emergency preparedness, mitigation, and response are similar regardless of the nature of 
the hazard. This highlights the “all hazards approach” as an essential component of the 
emergency management framework.  

Command, control and coordination is “effective and efficient management of people 
and resources during response and recovery operations” and is comprised of information 
management; resource management; decision-making; problem-solving and reporting to 
higher levels of authority. While the incident command system is the system used for 
commanding, controlling and coordinating the efforts of individual agencies with the 
common goal of stabilizing an emergency in an effort to protect life, property and the 
environment. 

The Regional office will be working to ensure that the governments with minimal 
capacities or weakened by complex emergencies in the region are able to cope in the event of 
a pandemic. Using the “all-hazards approach” in emergency management framework, WHO 
Regional Office will assist the countries, in the event of pandemic, to maintain the continuity 
of essential services, and maximize the capacity of the health sector to minimize the 
pandemic risk on public health.  

3.3 Surveillance and information needs during a pandemic: guiding principles, 
monitoring and assessment 
Dr Sylvie Briand, Medical Officer, Global Influenza Programme, WHO/HQ 

During a pandemic, information will be vital to detect the emergence of a new virus and 
the start of the pandemic and to manage epidemic waves with appropriate indicators to decide 
on the implementation of pharmaceutical and non-pharmaceutical interventions. Decision-
makers at the country level will need this information to respond to the epidemic and monitor 
the situation. This information will be used at the regional and global level to provide the 
necessary indicators to mitigate the impact of the global threat while maintaining, to a certain 
extent, global trade and tourism.  
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During a pandemic there will be changing priorities and needs related to information 
gathering, analysis and dissemination. Three essential functions are needed for carrying out 
effective surveillance.  

• Early detection and response to detect the start of the pandemic and to characterize the 
new virus to enable the development of the vaccine and to trigger rapid containment 
operations; 

• Comprehensive assessment to gather epidemiological, clinical and virological data to 
define key parameters needed for increasing effectiveness of response activities, such as 
defining high-risk groups to prioritize vaccination, and for assessing severity of the 
pandemic to decide on the best public health measures; 

• Monitoring to follow-up the geographical spread of the trends and circulating viruses on a 
weekly basis. 

During the pandemic, surveillance at national or global level is more likely to be 
functional if most of the processes are already in place and used for seasonal influenza or 
other events/diseases. Countries are encouraged to assess their information needs during a 
pandemic, review existing surveillance capacities, and build on existing mechanism/networks 
to meet pandemic requirements. While developing their national surveillance capacity for a 
pandemic situation, countries should also take into account the need to actively participate in 
the global surveillance effort, for which WHO is preparing guidance. 

3.4 Surveillance for seasonal influenza: importance and implication for pandemic 
preparedness  
Dr Wenqing Zhang, Medical Officer, Global Influenza Programme, WHO/HQ 

While focusing on H5N1 avian influenza response and pandemic preparedness, people 
often neglect seasonal influenza surveillance. Seasonal and pandemic influenza are closely 
linked. Looking at the recorded three pandemics in the past century, once a pandemic virus 
established itself in human and caused pandemic, it became a seasonal virus circulating in 
humans until the next pandemic. If history repeats, the current circulating H1 and H3 viruses 
will be replaced with next pandemic virus, although it is not clear what it is: it could be H5, 
H2, H7, H9, or anything else. 

The objective of seasonal influenza surveillance is to reduce morbidity and mortality 
through monitoring the evolution of influenza viruses for the purpose of vaccine development 
and production, antiviral susceptibility testing, diagnostics, risk assessment, as well as 
introducing vaccine use. The introduction of vaccine use needs to start with influenza disease 
burden assessment to assist national authorities to develop vaccination policies in order to 
gradually introduce influenza vaccine use, which will facilitate improvement of vaccine 
production capacity for both seasonal and pandemic influenza vaccines. 

Seasonal influenza surveillance through the WHO Global Influenza Surveillance 
Network (GISN) is a mechanism for the detection of emerging novel strains with the 
potential of creating a pandemic. Seasonal influenza surveillance is also an efficient way for 
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building capacity for pandemic response, including diagnostic capacity, response capacity, 
vaccine capacity and antiviral use.  

Handling influenza, one cannot separate seasonal influenza from H5N1 or pandemic 
influenza. The same or similar techniques, processes and mechanisms have been used for 
seasonal surveillance, H5N1 response and pandemic preparedness. Member States are 
recommended to start now and to start with seasonal influenza, to participate in the WHO 
GISN, to build their experience and confidence via H5N1 outbreak response. This is an 
efficient way for capacity-building for pandemic preparedness which will yield real benefit 
for the countries. 

3.5 Seasonal influenza surveillance and trilateral agreement in the Region 
Dr H Esmat, WHO Temporary Adviser  

A well-organized network of diagnostic laboratories forms the basis for the successful 
influenza surveillance as it allows accurate identification of the virus, excludes other 
infections, allows isolation of the virus which is crucial for determining its type and subtype, 
further characterization and helps in the selection of appropriate vaccine strains. It also allows 
detection and identification of any newly-emerging epidemic variants in a timely manner. 

WHO, individual Member States and NAMRU-3, as the WHO Collaborating Centre, 
has signed a trilateral agreement to establish a seasonal influenza surveillance programme in 
Member States of the Region. The rationale for this agreement is based on the fact that 
surveillance for seasonal influenza is a high priority for WHO Eastern Mediterranean Region. 
NAMRU-3 is a regional reference laboratory that has the needed technical expertise on 
influenza surveillance. Many countries within the Region have their own seasonal influenza 
surveillance programme but they do not share data or experiences on a regular basis. 

The objectives of the agreement are to: (i) characterize circulating influenza viruses; (ii) 
determine the intensity and impact of influenza activity; (iii) upgrade laboratory and 
epidemiological capacities for influenza surveillance; (iv) foster collaboration and data 
sharing among Member States; (v) detect unusual events, including the emergence of new 
strains; (vi) assist in disease control by making recommendations based on surveillance data; 
and (vii) assist in the evaluation of prevention activities. 

Steps of the agreement include signing the agreement by the three partners, initial visit 
“to explain work, meet all the partners, meet point of contact, choose and visit the collecting 
sites, assessment of the laboratory capacity and agree on plan of work”, training visit “field 
and laboratory” and follow-up visits “when needed”. 

Eight countries in the Region have already joined the agreement and the remaining 
countries are invited to join. A checklist is prepared for those countries intending to join the 
trilateral agreement in order to assess the capacity of their national institutions so that 
technical backstopping could be provided by the Regional Office and NAMRU-3 for 
formulating a plan for assistance in upgrading such capacities. 
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3.6 National influenza centres: roles and functions in the global influenza surveillance 
network 
Dr Wenqing Zhang, Medical Officer, Global Influenza Programme, WHO/HQ  

The WHO global influenza surveillance network is a collaboration between national 
influenza centres, WHO collaborating centres, other specialized technical groups (such as 
WHO H5 reference laboratories, WHO working group on PCR primers) and WHO. National 
influenza centres sample the patients with influenza-like-illness and submit representative 
isolates to the WHO collaborating centres for antigenic and genetic analyses, based on which 
WHO  recommends twice a year the content of the influenza vaccine for the subsequent 
influenza season. Frequent updating of the influenza vaccine content is necessary as influenza 
viruses are permanently evolving. 

The network serves also as a global alert mechanism for the emergence of influenza 
viruses with pandemic potential. Its activities have contributed greatly to the understanding of 
influenza epidemiology. The network was established in 1952, after a WHO Expert 
Committee recommended that through an international network of laboratories, WHO would 
be able to advise WHO Member States as to “what influenza control measures are useful, 
useless or harmful”. 

National influenza centres are qualified institutions designated by national authorities 
and recognized by WHO after assessing their capacities. They may also have other national 
roles in addition to their terms of reference as national influenza centres. These centres are 
the standard of a country's overall capacity on influenza preparedness and response and a 
standing expertise on influenza ready to serve the national authority. They also cover the 
country with global surveillance. The centres have important roles during the inter-pandemic, 
pandemic alert and pandemic periods. As an integral component of the network family, the 
centres will benefit from a real-time updating on development of knowledge, experience, 
events and materials. Currently, 122 institutions from 94 countries are recognized by WHO as 
national influenza centres. A recent comprehensive analysis on the capacities and activities of 
these has revealed that 87 participate actively in the WHO network. Eight national influenza 
centres in the Region are officially designated/recognized by WHO (Egypt, Islamic Republic 
of Iran, Kuwait, Lebanon, Morocco, Pakistan, Sudan, Tunisia). 

To support shipping influenza isolates/specimens to WHO collaborating centres and 
WHO H5 reference laboratories WHO started its shipment fund project in July 2005 with a 
simple well-defined process. Costs will be covered by WHO for shipments done strictly 
according to defined process. WHO will pay directly to World Courier and is unable to accept 
invoice or reimburse cost from laboratories. Member States are encouraged to use this facility 
for shipment of their specimens. 

WHO is also in the process of revision of an interim document, and is also developing 
the national influenza centres contingency plan and a virological surveillance guideline 
during pandemics that is expected to be released in 2009. 
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The WHO global influenza surveillance network (GISN) needs to increase its 
geographical coverage and become a highly interactive network of national influenza centres 
and collaborating centres. Increased availability of electronic communication will support 
real time reporting of both virological isolations and epidemiological data and facilitate rapid 
detection of emerging variant or pandemic strains. This will facilitate linking disease 
surveillance and virological information, improve regional and global communicable disease 
response, and enable exchange and collaboration between centres. 

3.7 National influenza centres in the current situation and future plans 
Anthony A. Marfin and Serge Manoncourt, NAMRU-3 

Improved laboratory and epidemiology capacities for seasonal influenza will increase 
the capability of countries to identify and control zoonotic diseases due to highly pathologic 
avian influenza and pandemic influenza. National influenza centres include laboratory and 
epidemiological surveillance and provide modalities for implementing the seasonal influenza 
surveillance.  

The burden of seasonal influenza is well documented in temperate-zone countries, but 
in the Region the burden is largely unknown. Of 22 Member States in the Region, eight have 
national influenza centres (Egypt, Islamic Republic of Iran, Kuwait, Lebanon, Morocco, 
Pakistan, Sudan, Tunisia). Considering the critical role of the centres in the early detection 
and control of the HPAI/pandemic influenza, increasing the number of centres in the Region 
is a priority. 

Laboratory-based surveillance is usually carried out through sentinel sites, with a 
sample of influenza-like illness patients. It is primarily concerned with virus isolation from 
individuals with influenza-like illness. Therefore, it can provide information on seasonality, 
distribution of concerned viruses, and proportion of influenza-like illness due to influenza, 
but cannot determine the burden of influenza A/B due to the methods applied.  

Epidemiology-based surveillance is a syndromic surveillance with a specific case 
definition of influenza-like illness. It provides information on the number of influenza-like 
illness cases, the occurrence of an outbreak if the epidemic threshold is crossed, but does not 
give any information on the virological aetiology. Therefore, it is not possible to determine if 
the circulating influenza virus is a significant problem. 

Assuming that the same influenza-like illness case definition is used, data from both 
systems, i.e. laboratory and epidemiological, should be combined to determine the burden of 
seasonal influenza. NAMRU-3 proposes a two-step plan to increase the number of functional 
national influenza centres in the Eastern Mediterranean Region: i) to assess the status of 
existing eight national influenza centres (in Egypt, Islamic Republic of Iran, Kuwait, 
Lebanon, Morocco, Pakistan, Sudan, Tunisia) in both areas; and ii) to evaluate country needs 
to develop country-specific plans to increase and improve incountry capacities to implement 
an influenza surveillance programme. The proposal includes a 4-stage development level to 
standardize the assessment and to help each country to better define its goals. 
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4. INTERNATIONAL HEALTH REGULATIONS: LEGAL PLATFORM FOR 
PANDEMIC INFLUENZA PREPAREDNESS 
Dr John Jabbour, Medical Officer, International Health Regulations, Communicable 
Disease Forecasting and Control, EMRO 

The IHR (2005) are an international legal instrument, which is legally binding on all 
WHO States Parties for global health security. It is an international commitment for shared 
responsibilities and collective defence against disease spread. The revised IHR have 
undergone a paradigm shift: a) from control at borders into containment at source, which 
requires a set of guidelines, protocols and procedures; b) from pre-defined list of diseases to 
all threats which requires efficient communication systems and high levels of transparency; 
and finally c) from preset measures to adapted and real-time response this needs trained and 
skilled capacities and efficient alert, surveillance and response systems. 

The regulations entered into force on 15 June 2007 and will be implemented in a 5-year 
period subject to extension to a four additional years if strongly justified and cleared by the 
WHO Director-General. The regulations contain a set of rights, obligations and procedures to 
be implemented by States Parties; they are restricted to public health risks and should avoid 
unnecessary interference with international traffic and trade. 

The purpose and scope of the new IHR are to prevent, protect against, control and 
provide a public health response to the international spread of disease, in ways that are 
commensurate with, and restricted to, public health risks, and which avoid unnecessary 
interference with international traffic and trade. State Parties are required to develop certain 
minimum core public health capacities, and to notify WHO of all events which may 
constitute a public health emergency of international concern (PHEIC).  PHEIC are not 
restricted to diseases with epidemic or pandemic potential but may include emergencies due 
to contamination with toxins, chemicals or radioactive material due to industrial leaks or 
intentional release.  

With the coming into force of the revised IHR on 15 June 2007, each Member State is 
expected, no later than five years from the entry into force of regulations, to assess its core 
alert and response capacities, develop a plan of action for implementation of the revised IHR, 
and to monitor and evaluate progress towards achieving these capacities. In addition, the 
State Parties are required to do likewise for designated ports, sea ports and ground crossings. 
WHO is mandated to provide the appropriate tools, guidance and technical support to the 
Member states to achieve these goals. As a pre-requisite for developing a plan of action for 
implementation of IHR, Member States are required to assess its core capacities using a 
standardized protocol.  

To this effect, the Regional Office has developed a set of checklists for assessing the 
core capacities for surveillance and response in State Parties in accordance with Annex 1A of 
the IHR (2005). A set of questionnaires were developed in order to assess 12 core 
components of surveillance and response system in Member States. It is envisaged that 
Member States can, now, use these checklists for self-assessment of IHR core capacities for 
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event detection, notification and verification. The tools will soon be ready for use by Member 
States.  

Non-compliance to the IHR (2005) has implications for the State Parties. If any State 
Party does not notify an event which may constitute a PHEIC, WHO will know from 
different sources, especially using international networks such as GPHIN, EPIZOOTIC-
ALERT among others. WHO will request the State Party to verify the event and report within 
24 hours under article 10 of the regulations, which allow WHO to use whatever available 
information to alert other partners. Compliant State Parties to improve transparency and will 
receive timely international support when needed. 

The Region faces several important challenges as regards to implementation of IHR 
(2005), these include: 

• empowering national IHR focal points, their line of authorities, discharge of 
responsibilities and operations;  

• ensuring effective functioning of disease surveillance, early warning and response 
systems in Member States; 

• practising transparency in reporting events of potential international concern; 
• maintaining and expanding of existing partnerships and sustaining commitment from all 

pertinent stakeholders for implementation of the IHR (2005). 

5. RAPID CONTAINMENT OPERATIONS FOR PANDEMIC INFLUENZA 

5.1 Rapid containment protocol pandemic influenza 
Dr Sylvie Briand, Medical Officer, Global Influenza Programme, WHO/HQ 

The rapid containment strategy aims at stopping the development of pandemic 
influenza when it is initially detected, before the virus spreads more widely. WHO has 
developed a rapid containment protocol which outlines “what” should be done, provides 
some information about how to do it, serves as a foundation for WHO and Member States to 
build more detailed operational plans, and encourages integration of containment planning 
into national pandemic preparedness planning. 

The decision to launch a rapid containment operation must take into account all 
available and relevant information. This includes virological, epidemiological and logisitical 
factors. Since a rapid containment operation will have considerable implications 
internationally and for the country of concern, the assessment must be undertaken jointly by 
WHO and national authorities of the country in which the operation is proposed.  

The basic containment strategy is geographically-based. The starting point is 
identification of the initial cases (i.e. index cluster) as early as possible. While it is still 
limited to a localized area and implementation of routine control measures, including the use 
of antivirals to treat cases and provide prophylaxis for their contacts, a geographically-
defined containment zone would be created around the index cluster at its largest possible 
area. This is the zone where perimeter controls and extensive use of antivirals and non-
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pharmaceutical measures would be used. It must be large enough to include all known 
persons infected by pandemic influenza, as well as the people in frequent contact with them. 
As persons inside the containment zone are the ones most likely to have influenza or have 
been exposed to someone with influenza, it is critical to discourage all non-essential 
movements of persons in and out of the containment zone. 

A buffer zone should be defined to surround the containment zone. The buffer zone is 
where new cases are most likely to appear. Therefore, active and complete surveillance 
should be initiated in the buffer zone to detect any possible cases of pandemic influenza. 
There would be no perimeter controls restricting movements out of the buffer zone. 

Deployment of a containment operation will require extraordinary international 
advance planning on the part of WHO and countries worldwide to implement as rapidly as 
possible. It is highly unlikely that any single country, no matter how well prepared and 
resourced, would be able to undertake containment without assistance. A global response will 
be needed to provide the necessary human, financial, technical and logistical resources. 

Previous global public health responses, such as the one prompted by the SARS 
outbreak point to the necessity of a clear organizational structure at global and national levels 
with well-defined roles, responsibilities, chains of communication and the authority to 
implement the measures detailed in a containment plan. Finally, all measures employed 
during containment should adhere to ethical principles set within a framework of 
international human rights. 

5.2 Pandemic influenza vaccine: obstacles and opportunities  
Dr Sylvie Briand, Medical Officer, Global Influenza Programme, WHO/HQ 

Vaccination is the primary means of preventing influenza. Around the world, seasonal 
vaccination strategies are generally targeted at persons at risk of influenza-related 
complications and to contacts of these persons, to reduce severe morbidity and mortality. 
How to best use a pandemic influenza vaccine requires special consideration. The critical 
elements guiding the use of a pandemic vaccine are outlined below. 

• The strain of influenza virus, which will cause a pandemic will be a new strain to which 
the global population has little or no prior immunity. Development of a pandemic 
vaccine can only begin once the pandemic has already started. It will take a minimum 
of 4–6 months from when the pandemic strain is identified to first vaccine production. 
Countries should plan to use other interventions/non-pharmaceutical interventions, use 
of antibiotics and antivirals to mitigate the effects of an influenza pandemic until the 
pandemic influenza vaccine is made available 

• Global vaccine production is limited but is expected to increase in the coming years. 
However, countries should plan for how they would use a very limited quantity of 
vaccine, if available at all. In particular, pandemic preparedness planning has to include 
the public health objective of the vaccination and related priority groups. 

• Based on experiences, the influenza pandemic is likely to unfold over time occurring in 
one or more waves. Given the international travel and its patterns, population density, 
and many other contextual factors, the exact course of the pandemic influenza is 
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unknown. Similarly, specific population groups that will be affected, the attack rate, etc. 
cannot be predicted. In case pandemic vaccine is used to mitigate the impact of the 
second wave, it will be most effective if used in populations with minimal exposure 
during the first wave. 

• As the pandemic has not started yet, there is no "pandemic vaccine" available now. No 
recommendation has been made for or against stockpiling of a novel influenza 
vaccine(s), such as H5N1 vaccine for instance, to be used before or early in the 
influenza pandemic. 

With current technology, vaccine production is limited: about 350 million doses per 
year. This does not allow vaccinating the entire global population (6.7 billion people). The 
Global Action Plan for Influenza Vaccine is a strategy to seek solutions with international and 
national partners, including the private sector, to reduce the potential global shortage of 
influenza vaccines for both epidemics and pandemics, including vaccination strategies that 
economize on the use of antigens, and development and licensing of antigen-sparring vaccine 
formulations. To this effect, the global programme has three objectives: (i) increase use of 
seasonal influenza vaccine; (ii) increase production capacity for pandemic vaccines, 
independent of seasonal vaccine use; and (iii) conduct research and develop new 
technologies.  

5.3 Non-pharmaceutical interventions to contain a pandemic 
Dr John Jabbour, Medical Officer, International Health Regulations, Communicable 
Disease Forecasting and Control, EMRO 

In 2005, WHO developed and published the updated WHO global influenza 
preparedness plan. This plan focuses greater attention on early phases when rapid 
intervention might contain or delay the spread of a new influenza virus subtype in humans. 
Such measures would include enhanced surveillance and use of non-pharmaceutical public 
health interventions and consideration of deployment of a possible global early intervention 
stockpile of antiviral medicines.  

WHO recommends that national authorities address five objectives and actions: i) 
planning and coordination; ii) situation monitoring and assessment; iii) prevention and 
containment, (vaccines, non-pharmaceutical public health interventions and antivirals); iv) 
health system response; and v) communication. However, the best countermeasure–vaccines 
–will probably be unavailable during the first wave of a pandemic; antiviral treatment may 
improve outcomes but will have only modest effects on transmission; and antiviral 
prophylaxis may have more substantial effects on reducing transmission.  

Modelling suggests that the implementation of non-pharmaceutical interventions can 
work in three ways to mitigate the overall effects of an influenza pandemic, and to shift and 
alter the overall shape of the epidemic curve. First, non-pharmaceutical interventions can 
delay disease transmission and the timing of the outbreak peak. Second, they can decompress 
and lower the peak burden on health care infrastructure, and third, they can diminish the 
overall number of cases, and subsequently, the health impacts.    
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In a broad sense, the non-pharmaceutical interventions encompass two categories of 
interventions. At the “individual level”, isolation of sick people, regardless of the severity of 
their illness and availability of the laboratory results is recommended at all stages of the 
pandemic. Quarantine of healthy individuals can be applied at either the individual or group 
and community level and should be used in combination with other interventions, such as 
surveillance, diagnosis, treatment and other preventive interventions. Infection control 
measures, such as hand-washing, cough etiquette, disinfecting surfaces, the use of masks and 
other protective equipment are interventions that can be employed at both the individual and 
community levels. 

At the “community level” quarantine of groups/sites and measures to increase social 
distance (school closures, business and market closure, cancellation of events and movement 
restrictions) and infection control correspond to the individual level. One of the important 
challenges in the Region is preparedness for religious gatherings, such as hajj and other 
pilgrimages. 

While planning for non-pharmaceutical interventions, Member States should take into 
consideration the “legal authorities” and “ethical framework” according to their systems. In 
most countries public health officials have the legal authority to enforce isolation/quarantine 
measures, however, the laws are different for each country. Prior to a pandemic phase, 
officials should review laws to ensure consistency across provincial governments and 
sufficient powers are given to public health. This necessitates efficient administrative 
communication and coordination across government departments. 

Triggers for non-pharmaceutical interventions will be contextual factors (current 
pandemic phase, local public health and emergency infrastructure and community 
understanding). Outbreak-specific factors (geographic extent and availability of resources) 
and pandemic potential (presence of clusters in defined areas over short periods) are other 
category of triggers. Non-pharmaceutical interventions should be implemented in 
coordination with all possible stakeholders combining measures for more efficacy of 
interventions. In addition, preparedness for provision of security, logistics, psychosocial 
support, and quality health care are important ingredients of the interventions.  

6. RISK COMMUNICATION AND MEDIA: ROLE OF SOCIAL MOBILIZATION 
IN PANDEMIC PREPAREDNESS  

6.1 Media management and outbreak communication 
Dr I. Kerdany, Regional Adviser, Media and Communication, and Spokesman of the 
Regional Office 

Disease outbreaks are inevitable, and often unpredictable, events. The environment 
surrounding an outbreak is unique in all of public health. Outbreaks are frequently marked by 
uncertainty, confusion and a sense of urgency. Communication, generally through the media, 
is another feature of the outbreak environment. Unfortunately, examples abound of 
communication failures which have delayed outbreak control, undermined public trust and 
compliance, and unnecessarily prolonged economic, social and political turmoil.  
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WHO believes it is now time to acknowledge that communication expertise has 
become as essential to outbreak control as epidemiological training and laboratory analysis. 
The best practices for communicating with the public, often through the mass media, during 
an outbreak are: trust, announcing early, transparency, understanding the public and planning. 

The overriding public health goal is to bring the outbreak under control as quickly as 
possible, with as little social disruption as possible. Effective outbreak communication is one 
tool to achieve that goal. 

Member States should give serious attention to the role of risk communication to the 
public in increasing the level of awareness among the public and promoting appropriate 
interventions. Responsibility for public risk communication should be clearly laid out in 
national preparedness plans. 

7. INFECTION CONTROL: RISK REDUCTION FOR HUMAN PANDEMIC 
INFLUENZA   

7.1 Infection prevention and control in health care 
Dr Fernando Otaíza, Medical Officer, Bio Risk Reduction for Dangerous Pathogens, 
WHO/HQ 

Routine infection prevention and control programmes in health care contributes to a 
better response during epidemics and pandemics, and at the same time, provides immediate 
benefits for endemic health care-associated infections, nosocomial infection outbreaks and  
community outbreaks that affect health care facilities. An ongoing well-established infection 
prevention and control programme contributes to a better adaptation to different scenarios 
and circumstances and helps to prioritize the resources when these are scarce. 

The main components for an infection control programme are the organization, human 
resources (training and number proportional to the size and complexity of care), the 
surveillance system, the guidelines for procedures and isolation, proper sterilization and 
disinfection of equipment, environmental aspects, occupational health of health care workers 
and the permanent link between health care facilities and the public health system.   

There are several documents (from WHO or other organizations or groups) with 
recommendations for programmes in hospitals but very few describe the essential 
components of national programmes. The Pan-American Health Organization in collaboration 
with Centers for Disease Control and United States Agency for International Development 
have developed a quick assessment tool that covers essential components for infection control 
at the hospital level. The need to have a system for overseeing the performance of the 
institutions in infection control is under discussion. 
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7.2 Infection prevention and control strategies in health care settings: implications for 
epidemics and pandemics 
Dr Fernando Otaíza, Medical Officer, Bio Risk Reduction for Dangerous Pathogens, 
WHO/HQ 

In 2007, WHO developed and published the interim guidelines on "Infection prevention 
and control of pandemic and epidemic prone respiratory diseases in health care".  The 
objectives of these guidelines were to update the current knowledge, contribute to the 
preparedness when there is a threat of pandemics, reduce spread of the pathogens in health 
care settings and minimize outbreak amplification in health care settings, such as observed 
during the SARS epidemic and to contribute to the implementation of the IHR (2005).  

The guidelines express the main infection control strategies, a series of infection 
prevention and control recommendations for different health care settings (such as wards, 
rooms where aerosol producing procedures are performed, autopsy), considerations for 
environmental ventilation for respiratory infections and preparedness planning for acute 
infectious respiratory disease epidemics. The guidelines consider not only the pandemic 
influenza virus but also a variety of viral and bacterial respiratory pathogens except M. 
tuberculosis.   

The use of personal protective equipment was reviewed in the guidelines in order to 
promote the correct use of items according to the risk assessment considering the pathogen 
(known or suspected) and its epidemiology, the type of procedure and the conditions for 
health care. The standard infection control practices include concepts on engineering controls 
(i.e. ventilation in health care either natural, mechanical or mixed); administrative controls 
(i.e. plans for preparedness for epidemics: creation and strengthening of IC structure); 
isolation precautions with a focus on: (i) standard precautions; (ii) patient placement; (iii) 
recommendations for routine care and some specific recommendations for, under these 
circumstances, providing respirators and ventilation during aerosol-generating procedures 
that are known to be associated with increased risk in disease transmission. 

8. RECOMMENDATIONS 

   To Member States 

 National pandemic preparedness plans  

1. Develop comprehensive national pandemic preparedness plans that encompass all 
managerial levels. They should be: multisectoral; outline clear roles and 
responsibilities; contain containment plans, logistics, communication plans; involve 
higher level committees for oversight to ensure political commitment; ensure 
community/stakeholders’ participation; be flexible and dynamic (constantly updated); 
and employ an “all-hazards approach”. 

2. Conduct periodic simulation exercises (at least desktop drills) to test the efficacy of 
preparedness plans and share lessons learned with WHO on a regular basis.  
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Surveillance for influenza 

3. Establish national influenza centres under the global influenza surveillance network 
(GISN) by the end of 2009. 

4. Join the trilateral agreement, where feasible, for the seasonal influenza surveillance 
programme of WHO, NAMRU-3 and Member States in order to strengthen influenza 
laboratories and to facilitate the process of designation of influenza laboratories into 
national influenza centres.  

5. Establish a comprehensive quality assurance/quality control mechanism for regulatory 
oversight of national influenza centres. 

6. Accord high importance to the seasonal influenza surveillance programmes in 
countries considering that seasonal influenza surveillance provides the foundation for 
establishing/strengthening laboratory and epidemiological capacities of Member 
States for avian influenza/human pandemic influenza. 

7. Give due importance and priority to the laboratory component of influenza 
surveillance.  

8. Ensure and sustain coordination mechanisms with veterinary services. 

9. Integrate influenza surveillance into existing disease surveillance systems. 

10. Ensure that during a pandemic, multiple information streams augment sentinel 
surveillance sites for influenza and are part of national pandemic preparedness plans. 

11. Strengthen the capacity of health workers on detection and timely reporting of any 
unusual presentation related to influenza. 

12. Seek support from the global influenza surveillance network of WHO for free 
shipment of influenza virus isolates to WHO reference laboratories.  

Non-pharmaceutical interventions  

13. Promote appropriate non-pharmaceutical interventions that are relevant to culture and 
context as part of rapid containment of pandemic influenza. 

14. Take special measures for mass gatherings as part of rapid containment operations.  

15. Support appropriate infection control practices/measures in health care facilities. 

Pharmaceutical interventions 

Vaccines 

16. Seek active technical support from WHO in the area of technology transfer for 
production of influenza vaccines.  
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17. Use seasonal influenza vaccines as an integral part of influenza control programmes. 

18. Do not stockpile any H5N1 vaccine as the use of H5N1 pre-pandemic vaccines is not 
recommended by WHO at this stage.  

Antiviral medicines 

19. Take necessary steps for the production of antiviral medicines, where feasible.  

International Health Regulations (IHR 2005) 

20. Assess IHR core capacity and submit IHR implementation plans, based on the 
assessment results, by June 2009. 

21. Review national public health laws, and where warranted, update the law in 
compliance with the IHR (2005). 

22. Ensure timely reporting of any unusual public health event to WHO to facilitate 
appropriate international support, and to avoid overreaction at national and 
internationals levels. 

Media and communication 

23. Consider media and risk communication strategy as an integral part of national 
pandemic preparedness plans. 

24. Involve key stakeholders (religious leaders, media experts, etc.) who influence 
community behaviour for developing and implementing the communication 
component of national pandemic preparedness plans. 

25. Conduct periodic briefings or orientation sessions for key stakeholders on media and 
advocacy for pandemic influenza. 

26. Designate one spokesperson for the country to provide media-related briefings on 
pandemic influenza. 

To the Regional Office   

National preparedness plans  

27. Undertake a critical review of the national pandemic preparedness plans of Member 
States, upon their request, in order to identify strengths and weaknesses in the plans 
and suggest remedial measures where warranted. 

28. Develop and provide Member States with simulation exercise guidelines and 
checklists to test the national pandemic preparedness plans. 
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Stockpiles of antiviral medicines (Oseltamivir) 

29. Provide technical assistance to Member States in exploring methods that can extend 
the shelf-life of this medicine. 

30. Increase the production of antiviral medicines at the national level. 

Stockpiles of vaccines 

31. Provide technical support to interested Member States for the production of the 
influenza vaccine. 

National influenza centres 

32. Provide technical support to Member States for the establishment and networking of 
national influenza centres. 

33. Provide laboratory-related technical support to Member States in public health 
emergencies, including human pandemic influenza. 

International Health Regulations (2005) 

34. Provide self-assessment checklists/IHR core capacity assessment tools to Member 
States as soon as possible. 

35. Provide appropriate guidelines for assessment and identification of ports of entries to 
Member States. 

Rapid containment 

36. Finalize, as soon as possible, guidelines on non-pharmaceutical interventions 
including: quarantine; use of personal protective equipment at the community level; 
environmental disinfection; movement restrictions/border controls; high-risk groups 
(e.g. health care workers) for instituting social distancing; home care/outpatient care; 
and regulatory overlap between ministries.  
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        Annex 1 

                                                 PROGRAMME 

          

Monday, 12 May 2008  
08:30–09:00 Registration  

09:00–10:00 Opening session 

- Message from Dr Hussein A. Gezairy  
Regional Director, WHO/EMRO 

- Address by H.E. Ms Yasmine Baddou,  
Minister of Health, Morocco 

- Objectives of the meeting  
- Introduction of participants 
- Adoption of the agenda and programme 
- Election of session chairpersons and rapporteurs  

 

 

 

 

10:00–10:20 
 

WHO’s activities on avian influenza and pandemic 
influenza preparedness: an overview and future 
directions  

Dr K. Fukuda 
WHO/HQ 

 

10:20–10:40 Avian influenza and pandemic influenza preparedness 
in the Eastern Mediterranean Region: recent 
developments and strategic directions 

 

Dr H. El Bushra 
WHO/ EMRO  

 

10:40–11:00 Discussion  
 

 

11:00–12:00 Pandemic preparedness:  
- overarching principles, strategies and planning 

scenarios for pandemic phases 
- WHO new guidance, country perspectives and 

global checklists in pandemic preparedness 
planning 

Dr K. Fukuda 
WHO/HQ 

 

12:00–12:30 Discussion  

12:30–13:15 Planning for influenza pandemic within the context of 
all hazard approach:  
- Command, control and coordination structure  
- Indications for monitoring national preparedness 

plans in the Region 

Dr Irshad Shaikh 
WHO/EMRO 

 

13:15–15:15 Panel discussion: national pandemic preparedness 
plans in countries of Eastern Mediterranean Region—

Dr K. Fukuda 
WHO/HQ 
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current status, gaps and challenges  

15:15–15:35 Influenza surveillance during pandemic: guiding 
principles, disease control strategies, monitoring and 
assessment   

 

Dr K. Fukuda 
WHO/HQ 

 

15:35–15:50 Surveillance for seasonal influenza: importance and 
implications for pandemic preparedness 

Dr W. Zhang 
WHO/HQ 

15:50–17:00 Panel discussion: surveillance for pandemic influenza 
in the  Eastern Mediterranean Region: challenges and 
way forward 

 

Dr H. El Bushra 
WHO/EMRO 

17:00–17:30 Wrap up   

Tuesday, 13 May 2008  

09:00–09:20 Seasonal influenza surveillance activities in the 
Eastern Mediterranean Region 

  

Dr H. Esmat 
Temporary Adviser 

09:20–10:00 National influenza centres:  
- Roles and functions in the Global Influenza 

Surveillance Network 
- How to become a national influenza centre 

 

Dr W. Zhang 
WHO/HQ 

10:30–10:30 Discussion 
 

 

10:30–11:20 Surveillance for seasonal influenza and national 
influenza centres in the Eastern Mediterranean 
Region: current situation and future plans 

 

Dr A. Marfin 
NAMRU-3 

11:20–12:20 Panel discussion: setting up national influenza 
centres in the Eastern Mediterranean Region as part 
of strengthening the seasonal influenza programme 

Dr Z. Hallaj 
WHO/EMRO 

12:20–13:00 International Health Regulations: concepts and 
determinants of international health security 

 

Dr J. Jabbour 
WHO/EMRO 

13:00–15:30 Panel discussion  

15:30–15: 45 International Health Regulations and public health 
laws: Need for harmonization for policy coherence 
between legal instruments 

 

Dr J. Jabbour 
WHO/EMRO 

15:45–17:00 Plenary discussion on process for review of Oman 
public health law and the IHR  

Dr H. El Bushra 
WHO/EMRO 
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Wednesday, 14 May 2008  
09:00–09:40 Public health measures against pandemic influenza:  

- Recommended national, individual and 
community level interventions 

- Implementation of recommended public health 
measures during pandemics: legal and ethical 
issues 

Dr S. Briand 
WHO/HQ 

09:40–10:30  

 

Plenary discussion: measures to reduce spread within 
populations and in mass gatherings 

 

 

10:30–12:30 Media management and outbreak communication:  
- General guidance and principles 
- Effective media communication during public 
health emergencies 
- Examples of best practices 

Dr I. Kerdany 
WHO/EMRO 

 

12:30–13:15 

 

Rapid containment of pandemic influenza:  
- WHO interim protocol and strategies 
- Use of antivirals during pandemic influenza: 

strategies for mass distribution   
- Stockpiles of antivirals: country examples on 

calculation 

Dr S. Briand 
WHO/HQ 

13:15–15:00 Discussion  

15:00–16:30 Pandemic influenza vaccines:  
- Availability and use during pandemics  
- Virus sharing and access to benefits 

Dr S. Briand 
WHO/HQ 

16:30–17:00 Panel discussion: increasing access and availability 
of antivirals and vaccines in the Eastern 
Mediterranean Region as part of pandemic influenza 
preparedness: issues and way out 
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Thursday, 15 May 2008 
09:00– 09:45 Infection prevention and control strategies in health care settings: 

- Implications for pandemic risk containment 
- General guidelines for pandemic risk reduction 
- Settling up national intercountry programme as part of 

pandemic preparedness: process and procedure 

Dr F. Otaiza 

WHO/HQ  

09:45–10:30 Plenary discussion  

10:30–11:30 National infection control programme in the Eastern 
Mediterranean Region: Current situation 

Dr H. El Bushra 
WHO/ EMRO  

 
11:30–13:00 Plenary discussion: Building a national infection control 

programme in the Eastern Mediterranean Region: Way forward  
 

13:00–17:00 Field visit  to Emergency Operations Centre of the Royal 
Gendarmerie 

 

 

Friday, 16 May 2008 

09:00–11:00 Working groups for developing conclusions and 
recommendations 

Dr J. Mahjour 
WHO/EMRO 

11:00–13:00 Finalization of conclusion and recommendations of the meeting 
and the way forward 

 

13:00–13:30 

 

Closing session 
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       Annex 2 

      LIST OF PARTICIPANTS 

  

AFGHANISTAN  
Dr Faizullah Kakar  
Deputy Minister of Public Health  
Planning and Preventive Medicine  
Ministry of Public Health  
Kabul 

Dr Mir Jawad Ahmed Mofleh  
AI Program Coordinator  
Afghan Public Health Institute  
Ministry of Public Health  
Kabul 
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