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1. Objectives of the meeting 

Overall objective 

The overall objective of the meeting was: 

To strengthen the capacity of the Asia-Pacific Region to combat 

emerging infectious diseases (EIDs). 

Specific objectives 

The specific objectives of the meeting were: 

 to review the progress of implementation of International Health 

Regulations (2005) and Asia-Pacific Strategy for Emerging Diseases 

(2010), including national status, towards fulfilling the IHR core 

capacity requirements; 

 to discuss the current situation on EIDs and other public health 

events and emergencies in the Asia-Pacific Region and ways to 

strengthen public health responses; 

 to recommend priority activities for the forthcoming year by 

Member States and WHO; and 

 to strengthen public health response through strengthening core 

capacity for Member States and WHO. 

2. Summary of the meeting 

The International Health Regulations (IHR (2005)) have been in force since 

15 June 2007, ensuring that national, regional and international capacities 

are in place to manage public health events and emergencies in a 

collective, coordinated and effective manner. IHR (2005) requires each 

State Party to meet core capacity requirements by 15 June 2014, excepting 

an extension mechanism available for countries that need additional time 

to meet the requirements. In the South-East Asia and Western Pacific 

Regions, APSED (2010) serves as a key regional tool to help countries meet 
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their IHR core capacity requirements. The recommendations of the 

Technical Advisory Group (TAG) led to a series of intensive country-level 

assessments and discussions, as well as a biregional consultation that 

brought together regional and global experts together with public health 

officials from various Member States. Those assessments and consultations 

led to a draft Asia-Pacific Strategy for Emerging Diseases (2010) in which 

three new focus areas were added: public health emergency preparedness 

(PHEP); regional preparedness, alert and response; and monitoring and 

evaluation (M&E). Historically, the original strategy was developed in 2005, 

and an updated version, APSED (2010) reviewed and endorsed by the TAG 

at its fifth annual meeting in July 2010. While maintaining the focus on 

emerging diseases, the present biregional meeting tested and reviewed the 

achievement of all the focus areas mentioned in APSED (2010), addressing 

developing capacities to detect and respond to a broader range of acute 

public health events as required under IHR (2005). 

The meeting reviewed the progress and achievements made and the 

major challenges encountered by countries in developing and maintaining 

the IHR core capacities using the APSED (2010) frameworks. Online 

questionnaires monitoring the outcomes of the global IHR for 2012 showed 

a 72% response rate (140 submissions). Outputs of monitoring IHR core 

 capacity development entailed National IHR Focal Point (NFP) reports. 

Reports of the World Health Assembly, the Executive Board and the  Review 

Committee provided country profiles that enabled national stakeholders to 

assess the programme.  

Effective implementation of national workplans is crucial for successful 

development and maintenance of core capacities. Implementation requires 

sustainable national investment, as well as technical and financial support 

from external sources. Member States, WHO and development partners 

promote the need for more predictable financial resources and improved 

resource mobilization through increased high-level advocacy and 

collaboration in the Region.  

Prioritization of national action is essential. The priority technical areas 

for further strengthening of national and regional capacity in 2012–2013 

included strengthening of M&E systems, upgrading regional and national 

surveillance and laboratory systems, enhancing health emergency 

communications and improving PHEP. Strengthening operational links and 
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intersectoral collaboration among technical programmes and government 

ministries is also essential for success.  

3. Introduction  

3.1 Overview of APSED achievement in the South-East Asia 

Region  

An overview of APSED achievements was presented by Dr Richard Brown, 

Regional Adviser, Disease Surveillance and Epidemiology, WHO Regional 

Office for South-East Asia. All 11 Member States of the South-East Asia 

Region were granted a two-year extension for the  establishment of IHR 

core capacities. For this reason, and in order to ensure that APSED 

implementation is  aligned to national priorities, the APSED (2010) workplan 

has been supplemented by national priorities  defined in the 11 national 

IHR 2005 core capacity extension plans. The following report  summarizes 

national and regional progress made in the context of the workplan, as well 

as the work  undertaken to establish IHR core capacities in the past year.   

Considerable progress has been made in strengthening APSED and 

IHR core capacities in the  Region. The summary level of all core capacity 

implementation as measured by the IHR self-monitoring  tool shows an 

average improvement from 60% to 67% between 2010 and 2012, with the 

greatest  improvement being seen in surveillance (from 65% to 78%) and 

zoonoses (from 71% to 83%).    

All countries in the Region have a list of priority diseases, conditions 

and case definitions for  surveillance and all have units designated for 

surveillance of public health risks. In addition, in the South-East Asia 

Region, 10 of the 11 countries  analyse surveillance data on epidemic-prone 

and priority diseases at least weekly at the national and sub national levels. 

Enhancing capacity for risk assessment of events and outbreak response are 

 important regional priorities. All countries have now established rapid 

response teams (RRTs) that can be  mobilized within 48 hours of an event 

being reported, and national guidelines and standard operating  procedures 

(SOPs) for RRT deployment are available in nine countries of the South-East 

Asia Region.   
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All countries in the Region have laboratory capacity to use polymerase 

chain reaction (PCR) assays for diagnostic purposes, and regional 

 laboratories have been identified to provide referral services. National 

laboratory quality standards or  guidelines are available in all countries. At 

present, eight countries have designated national influenza centres and the 

remaining three countries recently declared their intention to develop this 

 capacity.  

All countries in the Region have established a coordination 

mechanism between animal and human  health sectors for detection and 

response to zoonotic events. Most countries have identified zoonotic 

 diseases of national importance and have access to national or international 

laboratories for  confirmation of an event.  

Considerable work still needs to be undertaken to strengthen infection 

prevention and control   (IPC) in the Region. However, although not all 

countries have yet established multidisciplinary IPC  committees, it is 

encouraging that all except one have national IPC policies and operational 

plans. 

All countries have identified partners, stakeholders and spokespersons 

to support risk  communication in emergency public health events. Risk 

communication plans are place in 10  countries, and such plans have been 

implemented or tested either during an actual emergency or through 

 simulation exercises in half of these.  

All countries in the Region have public health emergency response 

management procedures in  place and all have developed national plans to 

meet the IHR core capacity requirements. In addition, all  countries have 

procedures and plans to mobilize resources and distribute logistic supplies 

(for example, antiviral drugs and personal protective equipment) in 

 response to a public health emergency.  The past year has seen important 

initiatives to strengthen event surveillance, risk assessment and  international 

outbreak response at both regional and national levels. Operational 

arrangements to  support the response to events are also being strengthened 

in WHO offices.   

All countries currently have IHR core capacity implementation plans, 

and adherence with  completing the IHR self-monitoring tool is very high. 
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There is significant scope to strengthen and include  data on social 

determinants of health, including gender, in the current work to support 

M&E.  

Challenges 

Although surveillance is strong in the Region, arrangements for risk 

assessment of public health  events are not in place in all countries. Human 

resources also continue to be a constraint in many  countries. Sustaining 

regional surveillance capacities and field epidemiology training will also 

require  additional commitment and funding. 

Although laboratory capacity and networks have been strengthened in 

the Region, capacity for bio safety is still a significant limitation in many 

countries, and more effort is required to provide guidance  and to update 

biosafety regulation, procedures and practice. Maintaining laboratory 

capacities will also  require sustainable resources, including equipment, 

laboratory reagents and PCR primers. 

Veterinary public health services need to be strengthened to enhance 

intersectoral  collaboration. Similarly, in some countries, zoonoses are not 

considered a priority and only attract the  attention of national authorities 

when a major outbreak occurs. Although progress has been made in 

 establishing a functional “One Health” approach, more work needs to be 

done to establish  infrastructure in some countries. 

A significant amount of work is required to strengthen infrastructure 

and practices for infection pre ention and contro  in the  Region. Although 

a   countries ha e de e oped  P  p ans  their imp ementation re uires 

 su stantia  in estment  especia    for the esta  ishment of iso ation and 

ne ati e pressure  enti ation  facilities.  Even when training in IPC has been 

delivered, establishing safe IP  practices is a cha  en e   Although many 

countries have specific risk communication p ans  on   a few of these are 

re u ar    assessed   ost countries ha e focused on hea th emer enc  

communication and  eha iour  communication, but operational 

communications are still not clearly defined in many countries. Significant 

work is also needed to strengthen capacity at points of entr  and for 

chemica  and  radiation safet    fforts are needed to stren then intersectora  

 collaboration for all of these areas of work    tren thenin  capacit  for 
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internationa  out reak response is a si nificant cha  en e in the  e ion     

  thou h adherence with comp etin  the     se f-monitorin  too  is  er  

hi h  use of the  supplementary APSED monitoring indicators is low, partl  

 ecause of  ack of c arit  on their practica   application. 

For the next steps, it is necessary to document best practices in event-

based surveillance, which is currently being undertaken.  Tentative plans are 

also in place to roll out regional training in risk assessment. Investment in 

long- and  short-term field epidemiology training will continue at the 

regional and national levels.  Efforts will be made to strengthen laboratory 

capacity for biosafety. WHO will also continue to  advocate for mobilization 

of resources, and work with partners to enhance laboratory networks. 

 Supporting the establishment of National Influenza Centres (NICs) in 

Bhutan, Maldives and Timor-Leste will also be an  important priority in 

2013–2014.   

For zoonoses, additional work needs to be undertaken to advocate for 

“One  ea th” at the  country level. It will also be important to strengthen 

preparedness in collaboration with animal health  colleagues for the possible 

spread of avian influenza A/H7N9.   

Additionally, Bhutan, Sri Lanka and Maldives received support for 

training in communication for behavioural impact (COMBI) in 2013–2014, 

and a regional training workshop  for journalists was held in October 2013. 

A primer on emerging infectious diseases for media and  policy-makers is 

also being developed by the Regional Office.  Work will be undertaken to 

develop practical guidance on establishment of core capacities at  ground 

crossings. ‘A STRATEGIC FRAMEWORK FOR CHEMICAL AND 

RADIATION SAFETY IN THE CONTEXT OF IHR’ was  finalized in October 

2013.  

Business continuity plans and standard operating procedures for event 

response will be updated  in the Regional Office and tested through table-

top and simulation exercises. Further training on international  outbreak 

response will be organized.  The use of APSED supplementary indicators will 

be strengthened and work on  social determinants of health, including 

gender, will be supported.  



Asia-Pacific strategy for emerging diseases (APSED) 

7 

3.2 Summary of the speech of His Excellency, Minister of Health 

and Population, Nepal 

His Excellency, Mr Vidyadhar Malik, Minister of Health and Population, 

said that potential public health emergencies and threats continue to 

prevail in the Region. For preparedness, it is necessary to implement 

national IHR core capacity and recruit epidemiologists for disease control. 

Early warning systems are in place; national policy guidelines for the public 

health legislation system are being applied; the mechanism of the 

coordination system is well practised; and risk communication, national 

health education and communication centres are all in place. The APSED 

multisectoral plan also needs to be in place, he said. 

3.3 Summary of the speech by the WHO Regional Director for 

South-East Asia 

The WHO Regional Director for South-East Asia, Dr Samlee 

Pliangbangchang, said the Asia-Pacific Region continues to face significant 

threats to public health,  including emerging infectious diseases and natural 

disasters, as well as other public  health emergencies such as those caused 

by chemical and radionuclear accidents. The Regional Director stressed the 

importance of the emergence of a new and virulent strain of influenza A 

(su t pe  7N9) in the Peop e’s  Republic of China, where it had caused 

132 cases till then and  resulted in the death of almost one third of those 

individuals. In the Middle East also, cases of a new coronavirus (MERS-CoV) 

continue  to cause significant morbidity and mortality, especially among 

vulnerable populations.  It is important that   APSED continues to serve  as a 

framework to help Member States strengthen their preparedness against 

 emerging threats and to meet IHR (2005)  core capacity requirements .  The 

first version of the APSED Strategy was  developed in 2005 ; in the same 

year, the Asia-Pacific Technical Advisory Group (TAG) on Emerging 

Diseases was formed in to provide guidance to the Regional Directors and 

Member States on priority actions to be implemented through APSED.  

In accordance with the meeting agenda, the Chair, co-Chair and 

Rapporteur were elected for the three-day meeting as follows: 

 Chairperson: Dr Garib Das Thakur (Nepal) 
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 Co-chair: Dr Haruo Watanabe (Japan)  

 Rapporteur: Dr Paba Palihawadana (Sri Lanka). 

4. Technical sessions 

4.1 Overview of the International Health Regulations (2005) and 

the Asia-Pacific Strategy for Emerging Diseases 

Overview of public health events in the WHO South-East Asia and 

Western Pacific regions 

Dr Richard Brown (DSE, WHO Regional Office for South-East Asia) 

discussed the EID threat in the two regions. Newly emerging infections such 

as avian influenza A/H7N9, Nipah virus and MERS-CoV pose threats to 

both regions, in addition to known epidemic-prone diseases such as 

dengue fever, chikungunya, hand-foot-and-mouth disease (HFMD), cholera 

and leptospirosis. Crimean Congo Fever in India is the newest threat and is 

of particular concern because it has caused illness and even deaths among 

health-care workers. Some outbreaks of scrub typhus in Rajasthan and 

avian and human influenza A/H5N1 in Indonesia have occurred. There 

were 24 cases of Nipah virus infection in Bangladesh in 2013. However, in 

contrast to previous years when there have been many cases, only one 

human case of influenza A/H5N1 in Indonesia has been reported to WHO 

till July 2013. In Cambodia there have been sporadic human cases of avian 

influenza A/H5N1 in the past year. There was also an outbreak of dengue 

in the Solomon Islands between March and June 2013, with 6313 cases 

and eight deaths reported. The past year had also seen an outbreak of 

leptospirosis in the Philippines, in which there were 539 cases, including 50 

deaths.  

The most important event in the Region was an outbreak of avian 

influenza A/ 7N9 in the Peop e’s  epu  ic of  hina  which  ed to the 

closure of live bird markets and the institution of other measures such as 

restrictions on the movement of poultry. This is the first time that infection 

with this subtype has occurred in humans and the disease is difficult to 

track in poultry, because in contrast to humans it does not appear to cause 

illness in birds. There is ongoing concern that the infection in poultry might 
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overspill into neighbouring countries. The virus exhibits some genetic 

changes associated with adaptation to mammals, and the lack of immunity 

in the human population is evident in the disease severity. Fortunately, 

there is no evidence of sustained or ongoing person-to-person transmission. 

With regard to MERS-CoV, the situation continues to evolve, with 

exported cases being reported in more and more countries leading to 

concern about importation into the Asia-Pacific Region. There is particular 

concern about pilgrims from countries in the Asia-Pacific Region going to 

Umra and Haj in Saudi Arabia. Moreover, significant numbers of people 

from the Middle East also visit Thailand seeking medical care.  In summary, 

it is noteworthy that 10 years after SARS appeared in China, EIDs continue 

to occur leading to public health emergencies with potential regional and 

global consequences. 

Overview of International Health Regulations and the Asia-Pacific 

Strategy for Emerging Diseases 

APSED is a biregional tool that has eight pillars or core areas. The strategy 

has been endorsed by the Technical Advisory Group as well as by senior 

public health officials from Member States. Recent initiatives include work 

to strengthen risk assessment and to establish emergency operation centres 

(EOCs).  EOCs can provide a national and/or regional platform to link to 

countries and partners during the response to a multicountry event, 

including any joint risk assessment that may need to be undertaken.  

APSED implementation has underpinned the development of capacities to 

manage regional events caused by avian influenza A/H5N1 as well as the 

pandemic caused by influenza A/H1N1, including the  strengthening of 

surveillance systems, laboratories and arrangements for risk communication.  

IHR challenges  

The next deadline for establishment of IHR core capacities is approaching, 

but some countries will require time to achieve full compliance. Moreover, 

countries should sustain what they are currently achieving. Although other 

hazards need to be addressed, EIDs continue to be accorded top priority. 

Results-based monitoring and quality reporting is very important for these 

cases. Dr Li, Director, Division of Health Security and Emergencies, WHO 

Western Pacific Region, also said that when we consider how well countries 
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in this Region are responding to real world events, it gives an indication of 

the real progress made in APSED implementation. Moving forward, 

updated national workplans are being implemented, which should be in 

line with APSED and IHR requirements. There is also a need to focus on 

cross-cutting capacities that will address preparedness and response to all-

hazards.  

The participants discussed the importance of engaging in hazard-

specific preparedness efforts, such as those for chemical and radionuclear 

events. Access to existing regional and international resources is needed, 

and efforts should be made to identify and map out resources in the region, 

which may not always be under the purview of the health sector, he said. 

Member countries also need to demonstrate the value of past investment 

and learn critical lessons.  

Keys to success 

Dr Li highlighted that countries should develop a clear vision; decide on 

priorities, set clear targets, and implement activities through a step-by-step 

approach together with the involvement of key partners and using a strategy 

jointly managing shared risks.  If this work is taken forward when no big 

outbreaks are occurring, we will be better prepared when largescale public 

health events do occur.  

Summary of the deliberations of the Technical Advisory Group 

Dr John Mackenzie, Professor of Tropical Infectious Diseases, Cutrin 

University, Australia, presented a summary of the findings of the TAG which 

was held on 15th July: 

Key APSED achievements and challenges include the following:  

 Impressive progress has been made by all countries in building 

IHR/APSED capacities. 

 Some gaps remain: 

– many countries have still not achieved full IHR compliance, 

– support must be focused on these countries over the next 

year, 
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– flexibility is needed; that is, countries should use and apply 

applicable strategies that are suitable. 

 There are further challenges ahead. These include: 

– The approaching next deadline for establishment of IHR 

core capacities. 

– The financial situation is still an important constraint for most 

countries. 

– All countries must sustain achievements already made after 

compliance with IHR core capacities is achieved.  

– All countries need to strengthen event-based surveillance 

(EBS) systems. 

– All countries need to strengthen and establish IPC in their 

health-care settings. 

– Non-infectious hazards also need attention. 

– All countries need to build capacities for emerging diseases 

(especially novel agents such as MERS-CoV and avian 

influenza A/H7N9 reference labs). There is also a need to 

establish reference laboratories in the Asia-Pacific Region.  

– WHO capacity needs to be strengthened in several areas, 

including internal surge capacities and operational 

communications. Networks that are coordinated by WHO 

can also be strengthened, including the Global Outbreak 

Alert and Response Network and those overseeing research. 

– Results-based M&E needs enhanced commitment. 

– Advocacy for resource mobilization continues to be 

important.  

Discussions 

During the discussions, a question was raised a out W O’s position on 

MERS-CoV in relation to Saudi Arabia's recommendation that no people 

with chronic illnesses should go on the Haj pilgrimage. Dr Nuttall, Director, 

Global Capacity, Alert and Response Department (GCR), WHO HQ, 

responded that it is the responsibility of Saudi Arabia to provide protection 
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to pilgrims, as they do every year, and that the Emergency Committee 

would shortly provide more information. 

Dr Graham Tallis, Medical Officer, WHO Country office for Indonesia 

asked about the value of voluntary certification of ports of entry (POEs).  

Dr Nuttall explained the different ways that countries can do this, but that 

they must demonstrate that they have developed a certain level of capacity.  

In some countries, private companies manage airports and may wish to 

obtain certification to enhance their ‘standin ’    W O pu  ishes a  ist of 

certified airports and ports, but certification is not intended for all of them; 

it is not an obligation and will also have financial implications. WHO will 

develop guidelines for certification. Some countries have requested WHO 

certification for accreditation of their port and airport.  It is proposed that in 

the future, a WHO-led assessment team will make a planned certification 

visit and terms of reference will be drafted to support this process. 

Collaboration with transport sectors will be needed for finalization of 

procedures and a pool of experts will be identified and provided with 

additional standardized training in order to form these assessment teams. 

Dr Darren Hunt, Deputy Director of Public Health, Ministry of 

Health, New Zealand asked whether priorities have shifted over the past 

year. Dr Brown responded on behalf of the South-East Asia Region that 

when implementation plans are extended they may need some 

reorientation to focus on preparedness for A/H7N9 and MERS-CoV. 

On behalf of the Western Pacific Region, Dr Li mentioned the need to 

expand the scope of some generic capacities to cover an all-hazards 

approach, including event-based surveillance systematic risk assessment 

and public health emergency preparedness. One central activity that can 

underpin all these areas of work is to strengthen EOCs.  

Progress in the South-East Asia Region, 2012–2013  

Dr Richard Brown explained through a presentation new arrangements for 

collating and publishing surveillance data by the Regional Public Health 

Observatory and the collection of examples for better practice of EBS. An 

influenza data-management training workshop was held in early 2013, in 

Bangkok, Thailand.  
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Risk assessment of events 

Risk management training for facilitators was organized by the WHO 

Regional Office for South-East Asia and WHO headquarters and included 

participants from the National Centre for Disease Control (NCDC) in India 

and the Bureau of Epidemiology, Ministry of Public Health,Thailand, both 

of which are WHO collaborating centres that deliver training in field 

epidemiology. The challenges are the new emerging threats such as 

A/H7N9 and MERS-CoV, the need to practise standardize approaches for 

EBS and risk assessment and broaden their scope to include non-infectious 

hazards. 

Epidemiology and outbreak response 

Progress has been made in epidemiology and outbreak response in the 

Region. Support was provided to develop modules for field epidemiology 

training programmes in Myanmar.  Training on international outbreak 

response was provided in Indonesia in 2012 by SEARO in collaboration 

with WHO headquarters. It included participants from countries of the 

Western Pacific Region. WHO support for FETP probably needs to focus on 

areas where we have comparative advantages, such as support for that 

course. 

Progress has been made in zoonoses. The Food and Agriculture 

Organization of the United Nations (FAO), World Organization for Animal 

Health (OIE)  and WHO held a joint workshop in 2012 in Bali, Indonesia. 

There had been support for a South-East Asian Association for Regional 

 ooperation (     ) project to e iminate human ra ies  “One  ea th” 

workshops in Bhutan and Bangladesh are now being supported, together 

with back-to-back training of trainers on clinical recognition, case 

management, control of zoonoses, and application of intradermal rabies 

 accination    “priorit  zoonotic disease” workshop was he d in  hian  

Mai, Thailand, in August 2013. Support has also been provided for a study 

tour to Thailand for laboratory technicians in the Maldives to develop skills 

in PCR diagnosis.  

 A regional workshop was held for training of trainers in laboratory 

diagnosis of bacterial EIDs. National influenza centres have already been 

designated in all countries in the South-East Asia Region except Bhutan, 
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Maldives and Timor-Leste. Support was also recently provided by SEARO 

for the development of national IPC guidelines for the Maldives. It is also 

proposed to update SEARO training materials on respiratory infection 

prevention and control to cover A/H7N9 and MERS-CoV, and to finalize a 

guideline on health-care facility preparedness for infectious disease 

outbreaks. A regional workshop on public health legislation was held in 

Yangon in April 2013. There will be an assessment of public health 

legislation in Maldives in July 2013, and a similar assessment is proposed in 

Bhutan. In relation to POE, assessments at airports in Nepal and Sri Lanka 

were undertaken and support was provided for a POE assessment in Timor-

Leste. A regional meeting on strengthening capacities of POE was held in 

June 2013, along with a training workshop on the issuance of Ship 

Sanitation Certificates (SSC). A regional meeting on nutrition and food 

safety alone was also held in Jakarta, Indonesia in December 2012. Another 

important activity was a regional consultation to develop a regional strategy 

for preparedness and response to chemical and radiation events in the 

context of IHR (2005), that was held in Bangkok, Thailand, in March 2013. 

A regional meeting to finalize this strategy was held in October 2013. 

Regarding mass gatherings, an observer group from Myanmar 

attended the London Olympics in 2012 with support from WHO. There 

were challenges in PHEP, such as lack of guidelines (risk-mapping, all-

hazard preparedness, lack of training material), strengthening PoE capacities 

at land crossings, and intersectoral collaboration with different ministries.  

With regard to disease-specific initiatives, a meeting is tentatively 

planned that will focus on preparedness for A/H7N9 and MERS-CoV in the 

Region. Some other planned activities at regional level include the 

following: 

(1) Training in risk assessment. 

(2) Training in international outbreak response. 

(3) A study tour of SAARC officials to Thailand for cross-border 

collaboration. 

Progress in the Western Pacific Region 

In his presentation, Dr Chin Kei LEE, Team Leader, Emerging Disease 

Surveillance and Response, said that the WHO Regional Office for the 
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Western Pacific continued to sustain and strengthen indicator-based 

surveillance (IBS) as well as the detection of outbreaks through EBS (Focus 

Area 1). Developments in field epidemiology training included programme 

assessments in Cambodia and Viet Nam. Future priorities include a new 

FETP in Papua New Guinea. The Regional Office for the Western Pacific is 

upgrading IBS, and guidance and support for surveillance of influenza-like 

illness severe acute respiratory infection (SARI) by laboratories. Western 

Pacific Region Member States are also working for timely laboratory 

diagnosis (Focus Area 2), and treatment of emerging respiratory pathogens, 

including through networks of regional clinicians. Diagnosis of A/H7N9 is 

now much more rapid thanks to the support of WHO collaborating centres, 

such as those in the Peop e’s  epu  ic of China, Japan and Australia.  

Key achievements were the establishment of EID policies in Laos, 

Malaysia, Pacific island countries and Viet Nam; national progress 

laboratory quality management systems and information management 

systems; development of manuals for specimen collection, transport and 

referral during infectious diseases outbreaks; and introduction of several 

new technologies and techniques. Laboratory capacity was strengthened for 

the Region for aerial shipment of infectious materials according to 

international norms. Training was provided in diagnosis of influenza viruses 

and leptospirosis, together with diagnostic testing for avian influenza 

A/H7N9 and MERS-CoV and quality control of dengue testing. Countries in 

the Western Pacific Region also made progress in influenza epidemiology 

and research, while implementing national public health laboratory 

workplans and approaches to establishing syndromic surveillance.  

A biregional meeting was held in Manila, from 4-6 June 2013, to 

discuss the regional laboratory workplan and how to consolidate the 

capacity of national laboratory systems. There was collaboration with 

epidemiologists and clinicians for the laboratory components of SARI 

surveillance. Table-top exercises were also held to strengthen preparedness.  

Important zoonotic events included an upsurge in human cases of  

A/H5N1 in Cambodia, as well as the outbreak of avian influenza A/H7N9 

in the Peop e’s  epu  ic in  hina   ontro  of these zoonosis diseases 

included intersectoral collaboration with animal authorities at the national 

level as well as regional collaboration through WHO with FAO and OIE. 

Countries also displayed a high level of concern for the outbreak of MERS-
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CoV in the Middle East and elsewhere. Future priorities for the Western 

Pacific Region will be to continue to build and expand close and 

sustainable inter-sectoral collaboration. Information sharing on risk 

reduction, surveillance and outbreak response will be further strengthened. 

With respect to Focus Area 4, infection prevention and control 

technical guidelines have been developed in Lao PDR, Mongolia, Papua 

New Guinea and Viet Nam.  National functional organizational structures of 

the IPC programme were developed in Cambodia, Lao PDR, Malaysia and 

Papua New Guinea. The future priority will be to strengthen IPC capacity 

throu h a “hea th s stems” approach    

For Focus Area 5, risk communication, key components include 

behaviour change communication, health emergency communication and 

operation communications. Risk communication is established within the 

Ministry of Health as an essential component of health emergency response 

actions and is integrated into the routine prevention function.  

Some examples of achievements are surveillance of avian influenza 

A/H7N9 in China, dengue in Lao PDR and the Solomon Islands, 

leptospirosis in the Philippines and avian influenza A/H5N1 in Cambodia.  

For future priorities, the Regional Office for the Western Pacific will 

facilitate regional exchange of experiences, share evaluation and review 

lessons learnt and best practices. It will also be important to build 

systematic links to risk assessment, so that the results of such assessments 

inform risk communication actions.  

In relation to Focus Area 6 public health emergency preparedness, 

many Member States in the Asia-Pacific Region have PHEP and response 

plans in place, together with command and control systems supported by a 

functional EOC to effectively respond to all acute public health 

emergencies. 

Establishment of functional EOCs is an APSED priority. Such centres 

should be set up with the support of the Ministry of Health. Facilities, 

functions and both daily operational procedures and emergency response 

activities will be a focus of the work of these centres. The establishment of 

EOCs is a also a defined “mi estone” in the  P  D imp ementation p an; 
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and to date the ministries of health of Lao PDR, Mongolia and Viet Nam 

have established them.  

For the period July 2012 to May 2013, the IHR contact point/Regional 

Office for the Western Pacific received over 1200 IHR communication 

emails from NFPs, including messages about HFMD in Cambodia, norovirus 

in Fiji, plague in China, chikungunya in Papua New Guinea, avian influenza 

A/H5N1 in Cambodia, and avian influenza A/H7N9 in China. NFP access 

to the W O on ine “  ent  nformation  ite (   )”more than dou  ed in the 

past 12 months (from 1228 to 2515). 

For POE preparedness, 73% of countries had formally designated 

ports, airports and ground crossings as defined by the International Health 

Regulations (2005). 

A regional priority under Focus Area 7 will be upgrading the EOC in the 

Regional Office to serve as a central control system for regional 

preparedness, alert and response in alignment with the new WHO 

‘ mer enc   esponse Framework (  F)  The  e iona  Office for the 

Western Pacific will also continue to routinely provide biweekly (fortnightly) 

updates on avian influenza, dengue and HFMD and circulate these to 

Member countries and other Regions.  In addition, the journal, Western 

Pacific Surveillance and Response (WPSAR), will continue to provide 

information for public health action, including the dissemination of 

information during public health events, such as in publications that 

described the unique age and sex distribution of avian influenza A/H7N9.  

Publication of research was also supported through scientific writing 

workshops held in Mongolia and Lao PDR in August 2013. Work taken 

forward under Focus Area 8, (M&E), includes annual TAG meetings, and a 

national planning review process, including the establishment of a national 

M&E team. Work is also being undertaken to further develop 

supplementary APSED performance indicators. 

Discussions 

Some questions about management and preparedness for MERS-CoV were 

asked by participants from Bangladesh, in relation to pilgrims attending the 

Haj pilgrimage. Dr Nuttall, of WHO Headquarters (IHR) responded that 

meetings of the IHR emergency committee will continue to be held 
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whenever required and the proceedings and conclusions disseminated. The 

government of Saudi Arabia is providing timely recommendations on what 

to do before proceeding for Haj. Individuals with significant co-morbidities 

are currently being recommended to consider postponing their travel. 

WHO will continue to provide guidance. 

Global update on IHR implementation 

Dr Nuttall presented a global update on capacity-building and an update 

on the IHR costing tool and tools for monitoring IHR implementation. In 

2012, 140 Member States submitted data through IHR self-monitoring 

questionnaires. Information on IHR implementation is also obtained from 

World Health Assembly reports, Executive Board reports and from the IHR 

 e iew committee  W O is a so de e opin  an “    costin  too ” which is 

a piece of software to facilitate an estimation of the costs of core capacity 

implementation. To develop the tool, a number of consultations have taken 

place with experts, and a number of country visits are planned in order to 

pilot test this tool. Plans are also in place to provide training on the 

application of the tool. Work is also being taken forward to strengthen EBS, 

which is the organized and rapid capture of information on events that are 

a potential risk to public health. Information may be found in internet-

accessible information sources such as newsmedia sites, disease reporting 

networks, and in other ad hoc reports transmitted through formal and 

informal channels. EBS can provide near real-time data on potential and 

confirmed disease outbreaks and other public health events, including 

events related to the occurrence of disease in humans, such as clusters of 

cases and events related to potential human exposure (e.g. diseases and 

deaths in animals, contaminated food or water, and environmental hazards, 

including chemical, radiological and nuclear events. WHO headquarters is 

facilitating a global approach to media monitoring to capture public health 

events from various sources. In addition, a guideline on EBS is being 

developed through a working group that includes WHO and experts from a 

variety of different countries and institutions. Pilot-testing of the guideline 

has taken place in selected countries, and it is expected to be finalized in 

December 2013. 

Collaboration between FAO, OIE and WHO is being continued. The 

OIE Performance of Veterinary Services pathway is a global programme for 

the sustainable improvement of a country's compliance with OIE standards 
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on the quality of veterinary services. This is an important foundation for 

improving animal and public health and enhancing compliance with 

sanitary and phytosanitary standards at the national, regional and 

international level. Specific training, costing of tool prototypes and 

adjustment of the IHR assessment tool are needed at the animal–human 

health interface. The next steps are to hold workshops to discuss ways to 

enhance practical coordination and validation of needs in capacity-building 

using both PVS and IHR monitoring tools. The workshops will be for WHO 

and OIE staff, IHR NFPs and national representatives from animal health.  

5. Monitoring and evaluation 

5.1 Introduction to APSED monitoring and evaluation guide and 

performance indicators 

In his presentation, Mr Matthias Percl, Technical Officer (M&E) for the 

Regional Office and WHO Western Pacific, discussed the national 

assessment and reporting burden, with many indicators in existence for 

various initiatives and projects. He also outlined the need for a common 

harmonized and simplified M&E framework for both Regions. The need for 

country ownership of APSED monitoring was also stressed. The two key 

activities required are to support the development of national capacity for 

M&E and to develop a practical M&E guideline. Ongoing learning and 

accountability are required to ensure that resources are invested properly. 

M&E is needed at all steps of the planning, implementation and review 

cycle. M&E of APSED and IHR needs to be owned by Member States; it 

also needs to be well integrated with existing activities, and systems and 

should aim at facilitating learning and sharing of information. 

There is a need to strengthen national capacities to establish a simple, 

practical and country-owned M&E system and to continue using M&E 

functions of the TAG mechanism. The key elements of M&E are as follows: 

 Planning and review meetings that include planning the 

implementation of national APSED activities and agreement on the 

activities and timeframe of a national workplan.  
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 Describing measured progress, target-and-performance indicators, 

workplan reviews and the results from completion of IHR 

monitoring questionnaires. 

These indicators, IHR monitoring questionnaires, APSED performance 

indicators, and success stories were shared with country audiences for the 

WHO Western Pacific and South-East Asia regions. 

The benefits of an integrated monitoring and evaluation process are: 

(1) Planning and review process at the national and regional level. 

(2) Working relations fostered through engagement of 

implementers. 

(3) Prioritization and harmonization of various activities facilitated. 

(4) Coordinated collective efforts of countries and partners 

improved. 

Expected outputs were as follows: 

At the national level: 

 APSED workplans developed and updated. 

 Annual APSED progress reports prepared. 

 IHR monitoring questionnaires and APSED performance indicators 

prepared. 

At the regional level: 

 Annual regional APSED progress report prepared. 

 Regional TAG forum convened. 

APSED performance indicators consist of six common indicators 

specific to APSED 2010: these aim to capture in a functional manner the 

combined results of capacity-building efforts. The process for collecting the 

information would include consultative meetings and a structured outbreak 

review. 
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Details of some proposed APSED performance indicators are as 

follows:  

 Proportion of urgent events in the past 12 months with an 

appropriate risk assessment carried out at the national level. 

 Number of events annually reviewed by the expert group. 

The structured outbreak review would look at a real event that 

occurred in the country and consider how the capacities for surveillance, 

risk assessment and response; FETP, risk communications and zoonoses 

collaboration; infection control and PHEP; and regional preparedness and 

response operated from a ‘functiona ’ perspecti e  

The way forward is for Member States to be encouraged to hold 

regular national planning and review meetings to develop or update 

national workplans. Progress made against these workplans should also be 

assessed using results-based monitoring to develop an annual national 

progress report, including the results of the planning and review meetings, 

such as key events or experiences and lessons learned from implementation 

of the APSED / IHR workplans.  

5.2 Review of national outbreak responses: country 

presentations 

Country from the South-East Asia Region: Indonesia 

A case study of a re-emerging infectious disease, rabies, was presented by 

Dr Priagung Adhi Bawono. He discussed the history of rabies in Indonesia 

and the geographical prevalence of the disease in Indonesia in 2008. 

Historically, Bali was rabies-free until 2008 but now rabies is considered a 

re-emerging disease that has spread to new geographical areas. Regarding 

event detection, on 18 November 2008 the South Kuta health centre 

received a report that a case of suspected rabies with a history of dog bite 

had been admitted to a provincial hospital in South Kuta. On 20 November 

a provincial-level animal and human health Rapid Response Team was 

mobilized to the field. During the investigation, three more dog-bite victims 

were found; the dog and a suspected human case died on 23 November. 

The autopsy on the dog was performed at the local animal health 
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laboratory and rabies confirmed. A rabies control programme had been set 

up as a national activity to provide national guidelines on rabies prevention 

and control, provincial regulation, anti-rabies vaccine and anti-rabies 

serum. The programme included an information, education and 

communication awareness campaign for communities, together with 

epidemiological investigations and active surveillance jointly by the Ministry 

of Health and Ministry of Agriculture. Control measures included active and 

passive surveillance; establishment of a coordination team; provision of 

training in management of dog-bite cases for health-care workers in nine 

districts/municipalities since 2009; and establishment of rabies centres 

(totalling 58). The outbreak was investigated and controlled by integrated 

teams from the ministries of health and agriculture, and four mass 

vaccination campaigns for dogs have taken place between 2010 and 2013. 

Cases involving dog bites by suspected rabid animals are followed up. In 

addition, there is a health promotion/education campaign in Bali and 

training on intradermal rabies vaccination is provided. The national FETP 

will undertake research, including a detailed analysis of risk factors in 

accordance with the concept of “One  ea th”    e ardin  constraints  

there is inter-island movement of dogs related to the activities of fishermen 

and this warrants integrated measures for prevention and management. 

Fishermen often take their dogs on extended trips. Additional constraints 

are the provision of funding for rabies prevention and control and the 

general public ignorance about rabies.  

For lessons learned, better coordination among visitors and 

stakeholders is essential. An integrated control programme for the 

management of dog-bite cases, including prevention of rabies cases, is 

required. Moreover, knowledge and skills among health workers need to be 

improved, together with empowerment of communities and 

decentralization of the programme at the provincial and district levels. 

Regarding APSED focus areas, surveillance can detect events quickly 

but the rise in dog-bite cases could have been alerted sooner. There is a 

need for mobilizing teams to respond rapidly and verify the event quickly. It 

is also necessary that reporting and information sharing should work well. In 

summary, RRT was organized, laboratory investigation strengthened, and 

awareness of zoonoses and risk communication raised through the 

observance of World Rabies Day. 
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Country from the Western Pacific Region: Lao People’s Democratic 

Republic 

In his presentation, Dr Phengta Vongphrachanh, Director of the National 

Centre for Laboratory and Epidemiology, Lao PDR, described the dengue 

epidemic and response in the country in 2013. He also discussed 

laboratory strengthening for avian influenza. Dengue is endemic in Lao 

PDR and in 2010 there was an epidemic with 22 890 cases. All four 

serotypes of the virus were in circulation, predominantly serotypes DEV1 

and DEV3. As of 15 July 2013, a total of 25 788 cases had been reported, 

including 71 deaths. 

The Government’s response strategy in 2012 included: 

 strengthening of coordination and leadership, 

 enhancement of community-based vector control, 

 enhancement of clinical management and surging capacity, 

 enhancement of surveillance response and risk assessment, 

 risk communication; and  

 laboratory support. 

Dr Vongphrachanh also spoke about the need for coordination and 

leadership, and enhanced community-based vector control, including 

support for a campaign on weekly cleaning up of larvae. Health education 

involving community volunteers had been provided in 11 affected 

provinces.  In the affected villages, there was monthly action on vector 

surveillance in three sentinel sites and enhanced clinical management 

(training on clinical management for provincial clinicians, supervision, 

provision of essential drugs and equipment, SOP guidelines, and surge 

capacity for 208 medical students and 237 nursing students). Enhanced 

dengue surveillance, response and risk assessment was established in all 17 

provinces and field epidemiology training was provided in five of the most 

severely affected provinces. A daily report was sent to the Secretariat of the 

National Assembly, the office of the Prime Minister, and all provincial 

health offices, health departments and centres conducting investigation and 

response in the affected areas. WHO assisted in risk assessment of the 

dengue situation and provided the appropriate recommendations. 
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Regarding risk communication, the responses to the dengue epidemic were 

developed into talking points on radio and TV, and awareness campaigns 

were conducted in public areas in dengue-affected provinces. Information, 

education and communication materials were developed and distributed in 

all 17 provinces. Regarding laboratory aspects, the National Centre for 

Laboratory and Epidemiology coordinates all major health facility 

laboratories; additional rapid test kits are provided to all provinces for 

enhanced dengue sentinel surveillance and to monitor serotypes of dengue 

virus.  

Conclusion 

The surveillance system provides daily information on the worst dengue 

epidemic in the history of Lao PDR. The virus is epidemic in 15 of the 17 

provinces. Capacity-building was achieved through implementation of the 

APSED. Regarding lessons learned, capacity strengthening through 

implementation of APSED was mostly at the national level; peripheral and 

subnational levels also need to be strengthened.  

6. Response to chemical, radiation and zoonosis 

threats 

6.1 Tripartite coordination to respond to zoonotic threats  

The regional outlook on zoonotic diseases (growth and development, 

emerging diseases risk, disease burden and impacts, the zoonoses situation, 

animal health initiatives) was outlined in this presentation.  

Asian livestock populations have grown remarkably over the past 20 

years, and have even accelerated in the present decade compared with the 

previous one.  

There are three important components of capacity-building, which 

relate to emerging zoonotic diseases, foodborne zoonotic disease and 

antimicrobial resistance. In relation to human health, 75% of emerging 

infectious diseases are believed to have a zoonotic origin.  
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Tripartite coordination of response to zoonotic disease was jointly 

presented by participants from OIE and FAO.  

The representative from OIE presented its role and current activities, 

including work to quantify the disease burden and impact. The most 

important zoonotic public health events directly or indirectly threatening 

the South-East Asia and Western Pacific regions in 2013 were:  

 Crimean Congo haemorrhagic fever in India. 

 Nipah virus in Bangladesh. 

 Avian influenza A/H5N1 in Cambodia. 

 Dengue in Lao PDR. 

 Leptospirosis in the Philippines. 

 Avian influenza A/H7N9 in China. 

 MERS-CoV in the Middle East. 

Current joint initiatives include the following: 

 “One Health”, including FAO/OIE/WHO collaboration. 

 OIE and FAO working together complementarily and 

synergistically. 

 An FAO/OIE network of expertise on animal influenza. 

 A global framework for transboundary animal disease.  

Work will also be undertaken to strengthen the following areas: 

 Setting of international standards. 

 Regional and national initiatives to support “One Health”, 

including advocacy. 

 Initiatives to support capacity-building of Member countries. 

 Initiatives to support specific “One Health” concerns, e.g. rabies 

and antimicrobial resistance. 

The role of the Performance of Veterinary Services pathway was also 

shared in the presentation. Regarding health initiatives, one of OIE's 
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strategic objectives is to ensure transparency in global animal diseases, 

including zoonoses. OIE members have an obligation for notification 

according to established criteria for specified diseases e.g. those that have 

the potential for international spread, not globally endemic, those that are 

capable of transmission to humans, those that cause significant morbidity in 

domestic and wild animals and those for which the means of 

detection/diagnosis are available. 

Animal health initiatives of FAO in the South-East Asia Region cover 

social, cultural, technical, organizational and political aspects. FAO focus 

areas and functions are as follows: 

 Health risk-specific tick and arthropod-borne diseases: foot-and-

mouth disease (FMD), porcine reproductive and respiratory 

syndrome, African swine fever, peste des petits ruminants. 

 EIDs (Avian influenza A/H5N1, A/H7N9). 

 Zoonoses: brucellosis, rabies. 

 Antimicrobial resistance: campylobacter, salmonella. 

Cross-cutting areas include: 

 Laboratory capacity. 

 Field epidemiology training. 

 Continuing professional development. 

 “One Health” approaches. 

 Animal health management. 

Functions 

Functions cover regional coordination of the Global Framework for the 

Progressive Control of Trans-boundary Animal Diseases (GFTAD), support 

to ASEAN and SAARC, re iona  “One  ea th” coordination; and support 

for development of disease-specific strategies, including A/H7N9 and foot-

and-mouth diseases, and control of rabies and antimicrobial resistance 

(AMR).  
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Regarding capacity-building, the following areas will be strengthened: 

 Cross-border emergency preparedness and response to A/H7N9. 

 Laboratory training on diagnosis of FMD, classical swine fever, 

porcine reproductive and respiratory syndrome, bovine TB and 

brucellosis. 

 FAO/OIE/WHO collaboration, especially in global laboratory 

networking. 

 Field epidemiology training programmes for veterinarians. 

 Environmental animal health management. 

Regarding information generation and sharing, there is an FAO/OIE 

network of expertise on animal influenza (www.offlu.net). Work is also 

being undertaken in Indonesia and Viet Nam to facilitate information 

sharing through a four-way linking initiative that links epidemiological and 

laboratory information of the human and animal health sectors. Numerous 

specific issues were presented, including A/H7N9, FMD, antimicrobial 

resistance, the livestock value chain and cross-border trade studies, and the 

economic impact of trans-boundary animal diseases. 

An emergency risk assessment meeting was held as a response to 

avian influenza A/H7N9. The following were concrete outputs in the form 

of a guiding document covering surveillance, risk assessment, risk 

management and protocols for laboratory diagnosis. 

The immediate objectives in confronting avian influenza A/H7N9 are 

to determine the possible extent of spread of A/H7N9 in China, and to 

countries in South and South-East Asia as well as to strengthen national 

capacities for surveillance and laboratory diagnosis. 

The rabies control initiative was presented, including activities in 

support of World Rabies Day, field support and dog ecology studies in Lao 

PDR, the Philippines and Viet Nam. In conclusion, it was stated that 

intensification of agriculture and livestock production is not always a risk 

amplifier for emerging infectious diseases. However, in this Region, rapid 

growth and intensification of livestock production has sometimes occurred 

within poorly regulated environments and without the concomitant 

strengthening of veterinary services and public health systems. To date 

http://www.offlu.net/
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there are no systematic comprehensive and comparative studies on the 

costs and benefits of the control of zoonotic diseases. 

6.2 Response to chemical and radiological emergencies  

An overview was provided by Dr Mohd Nasir Hassan, of the WHO 

Regional Office for the Western Pacific. The production and use of 

chemicals is increasing worldwide and contributes more than 25% 

(including chemical radionuclear exposures) to the environmental burden 

of disease. The relevance of chemical events to IHR was explained: some 

events have serious public health impact, such as the illegal dumping of 

toxic waste in a large city or extensive environmental contamination with 

lead as a consequence of artisanal gold mining. In this type of event, 

external assistance can provide antidotes and chelators to support treatment 

of human illness. Some unusual or unexpected events can occur with 

unknown aetiology of illness.  Moreover, events such as a spill of chemicals 

into a river system or children's toys containing toxic solvents carry a 

significant risk of international spread. The example of melamine-

contaminated milk illustrates the potential significant risk to international 

travel and trade restrictions. IHR and chemical focal points may have good 

networks through a national disaster committee; and an EOC can serve as a 

focal point or coordination/communications hub for the response to such 

an event. Regarding national capacity for detection, risk assessment and 

response to chemical emergencies, some countries have national policies, 

capacities and specific preparedness plans that include coordination 

between sectors for timely and systematic exchange of information. These 

include national chemical profiles, inventories of major hazard sites, 

identified priority chemical events/syndromes, manuals and SOPs for 

assessment, poison centres; public health experts for assessment and 

response, and laboratory capacity. However, in many countries 

preparedness for chemical events can be significantly enhanced.  

There are some challenges; For example, raising awareness about the 

Strategic Approach to International Chemicals Management (SAICM) in the 

Ministry of Health. This initiative serves to establish capacities in the 

ministry for coordination and intersectoral planning, among other factors, 

and has the potential to raise awareness of IHR in other concerned 

ministries. In the discussion following this presentation, it was suggested 

that it would be useful to review how many countries had established 
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poison centres and for the South Pacific island countries to have its own 

networking. The question of how poison centres relate to normal IHR work 

was raised, and also how many countries in the Region have a National 

Environmental Health Action Plan to increase the networking of health 

sectors. 

6.3 Draft Strategic Framework for chemical and radionuclear 

events in the context of IHR  

Dr Richard Brown presented the draft Strategic Framework in the context 

of IHR. The eight core capacities defined by the IHR (2005) are: 

 legislation, policy and financing 

 coordination and NFP communication 

 surveillance and alert 

 response 

 preparedness 

 risk communication 

 human resource 

 laboratories 

These capacities need to be established at all organizational levels in 

any country, as well as at designated points of entry. These capacities also 

need to be established in relation to infectious diseases, zoonoses, food 

safety, chemical safety and radionuclear safety. In the South-East Asia 

Region, the areas of chemical and radionuclear safety appear to be the 

weakest, so there is significant potential for capacity strengthening in these 

areas.  

All 11 Member States of the South-East Asia Region requested a 

period of extension until June 2014 for implementation of core capacities. 

Accordingly, all Member States in the Region have developed and 

submitted an IHR core capacity implementation plan. IHR implementation 

has received attention at a high level, and was discussed at the meeting of 

health ministers in Yogyakarta in September 2012. There are a number of 

possible explanations for the relative lack of progress. In hindsight, the 
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initial five-year timeline to establish capacities was challenging. Chemical 

radionuclear issues are perhaps not an initial priority for some Member 

countries. Lack of funding is also an issue, some capacities require more 

time, and responsibility for some technical areas may rest outside the 

ministry of health. In addition to APSED, there are some other existing 

regional/biregional strategies and frameworks that can support 

establishment of IHR core capacities, including  the Asia-Pacific Strategy for 

Strengthening of Health Laboratories, South-East Asia Region benchmarks 

for emergency preparedness and response and the regional strategy on 

food safety. It was in this context that a decision was made to develop a 

”re iona  strate   for preparedness and response to chemica  and radiation 

e ents in the context of    ”. 

To develop this strategy, an informal consultation on strengthening 

regional capacity for preparedness, detection and response to chemical and 

radionuclear events for South-East Asia took place in Colombo, Sri Lanka, 

in March 2013. A regional workshop on chemical safety was also held in 

Bangkok in June 2013, which provided additional inputs. In order to 

finalize the strategy, a meeting on preparedness, detection and response to 

chemical and radionuclear events is also planned later in 2013. It is 

important that countries in the South-East Asia Region build on existing 

capacities uti izin  a “hea th s stems” approach to he p in meeting IHR core 

capacity requirements. The strategy aims to support the IHR focal point in 

the  inistr  of  ea th as a “noda  point” for capacit -building in 

coordination with other stakeholders. Countries should define their own 

work priorities and timelines and build on existing capacities. 

6.5 Country presentations 

Bangladesh 

Professor Be-Nazir Ahmed, gave an account of a food poisoning outbreak 

caused by the consumption of Xanthium strumarium seedlings in large 

quantities in Sylhet district in Bangladesh in November 2007.  The outbreak 

provides an example of a control coordination system and outbreak 

investigation teams at various levels: i.e. including central coordination (the 

unit responsible for communicable disease control in the Ministry of Health 

and Family Welfare), and investigation by RRTs at the national, district and 
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sub-district levels. The clinical presentation of the outbreak was 

characterized by symptoms including vomiting and abdominal pain, with 

some individuals showing rapid progression to unconsciousness and death. 

The time from onset of illness to death was very short. The activities of the 

RRTs included initial management of cases, line listing of epidemiological 

and clinical information, visits to hospitals to identify possible additional 

cases and collection of specimens from suspected cases. 

Regarding the epidemiology, cases presenting to the hospital were 

identified and their clinical signs and symptoms described. Patients and 

families were interviewed to collect illness histories. An epidemiological 

study was conducted in two outbreak villages to investigate risk factors; the 

outbreak investigation needed multisectoral involvement. In biochemical 

investigations, 7 of 11 samples showed high levels of the enzyme serum 

glutamic pyruvic transaminase and one sample showed high creatinine. 

Following the identification of a similar case report from another country, it 

was concluded that the consumption of X. strumarium seedlings in large 

quantities caused the clinical syndrome. 

Cambodia 

Dr Ly Sovann, Deputy Director, Department of Communicable Disease 

Control, described a major public health event and the Cambodian 

national response to it. An outbreak of avian influenza occurred in humans 

in Cambodian villages between January and June 2013. The outbreak was 

detected with the use of IBS/EBS sources of information. Use of the 

surveillance system enabled detection of cases in other villages. 

In total, there were 13 confirmed human cases, including nine 

fatalities. Outbreaks in poultry were also identified in five villages. There 

was no evidence of human-to-human transmission from index cases in any 

community. Regarding IBS, mobile text messaging was used by health 

centres, operational district offices and provincial health departments to 

send weekly reports. EBS information was reported on an ad hoc and 

weekly basis.  All 13 cases were investigated to assess risk of human-to-

human transmission, confirm the source and mode of infection, trace 

contacts, establish enhanced surveillance of ILI/SARI for 14 days, to detect 

any additional cases in the village and to provide A/H5N1 health education 

to family members and neighbours. Information was shared from 
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subnational to national level, where outbreak reports, IHR notification and 

press releases were developed. Reports were also provided to the 

international community and WHO.  Collaboration was multisectoral: a 

technical working group for zoonosis was in place with a coordination 

mechanism in the animal health sector.   

Regarding response and risk management, an EOC is being developed 

at the national level, and public health emergency response 

procedures/protocols/SOPs are being developed. Serious health events are 

reported to the Secretary of State and the Minister of Health.  The National 

Institute of Public Health undertakes laboratory testing for influenza 

specimens collected at sentinel sites and public hospitals, and the Pasteur 

Institute confirms the tests.  

IPC is well integrated in the Ministry of Health's annual operational 

plan; national protocols for the collection, packaging and transport of 

specimens are being developed, together with national biosafety guidelines. 

A national protocol for avian influenza A/H5N1 investigation needs to be 

well established. Timely sharing of information is needed. During the 

outbreak, press releases were issued on a regular basis. A RRT network was 

organized, comprising 1500 members of staff, an FETP and a 

complementary programme for Applied Epidemiology Training (AET) with 

20 staff and experts was organized.  

Many challenges remain, including strengthening the clinical 

management of SARI and providing surge capacity for outbreak response. 

Prevention and control of poultry outbreaks is also a challenge because of a 

limited early warning and response system for animal health; a high 

positivity rate of avian influenza A/H5N1 in live poultry markets and lack of 

financial compensation when infected poultry is culled.  Although people 

appear well informed, they do not necessarily show any change in their 

behaviour. Resources are limited, but adequate surge capacity to respond 

to emergencies must be ensured. The key lessons learnt were the 

importance of leadership, the necessity for open and truthful reporting, and 

that the methods for handling outbreaks must be simple, applicable and 

affordable.  

The discussion for this session was led by Dr Watanabe, Director-

General, National Institute of Infectious Diseases, Tokyo, Japan.  
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He recommended that for establishing all-hazard preparedness, the focal 

points for any disease (infectious, zoonotic, food safety, chemical safety, 

radiation safety) in a region should use an all-hazard approach. All-hazards 

emergency preparedness requires the establishment of functional contacts 

between the Ministry of Health and all other relevant sectors in order to 

facilitate event detection, risk assessment and response, including the rapid 

sharing of information. Mapping of existing capacity will be helpful in order 

to share resources and expertise.   

Dr Darren Hunt, of New Zealand, enquired about the extent of 

engagement by WHO with other international agencies when considering 

plans to strengthen chemical and radionuclear capacities. Dr Richard 

Brown emphasized that working with the International Atomic Energy 

Agency (IAEA) and the United Nations Environment Programme (UNEP) is 

essential to develop the South-East Asia Regional Strategy and highlight that 

both organizations had participated in the consultation held earlier in 2013. 

An important initiative for WHO is to establish a   network of existing 

poisons centres, as well as to support the development of such centres in 

countries that do not currently have one. Networking is especially 

important for small countries, including those in  the Pacific. Access to 

antidotes in cases of chemical poisonings is also needed. Many Asian 

countries have national environmental hazard plans, including response to 

 environmental disasters, and national committees are in place. The pressing 

question is how  much coordination exists between these bodies responsible 

for response and the IHR NFPs.  

7. Emerging infectious diseases of public health 

concern 

7.1 Response to human infection with avian influenza A/H7N9 in 

China 

Delegates from China presented an overview of the avian influenza 

A/H7N9 epidemic, including the response strategy and the prevention 

control measures. The history of the detection, confirmation and 

notification of the epidemic was presented. 
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The epidemic began with a report from Shanghai of three cases of 

pneumonia of unknown origin. On 31 March, the National Health and 

Family Planning Commission (NHFPC) of the People's Republic of China 

notified WHO of the event and has continued to proactively share 

information on a regular basis since then. During the outbreak, a total of 

133 cases and 43 deaths were reported in 10 provinces of China, and in 

Taiwan. Shanghai, Jiangsu and Zhejiang provinces had most of the cases. 

The outbreak epidemic curve peaked in April and then decreased for 

reasons that are not clear, although this may relate to a decision to close 

live bird markets, or it may be due to the seasons. Most cases have 

occurred in adults, with the highest rates seen in those aged over 60. There 

is also an uneven gender distribution, with the majority of cases seen in 

males. An increased risk of infection also appears to be associated with the 

presence of co-morbid conditions. The clinical features of A/H7N9 

infection include initial flu-like symptoms such as fever and cough. 

Lymphocytopaenia and thrombocytopaenia were found in some cases. 

Mortality is high once multiple organ failure develops. Regarding the 

aetiology of A/H7N9, through surveillance conducted in animals (mostly in 

birds) by the agriculture sector, 900 000 samples were collected. But only 

53 tested positive for avian influenza A/H7N9. An important aspect of this 

event is that birds infected with avian influenza A/H7N9 do not show any 

symptoms, which complicates the establishment of surveillance for human 

cases. 

Despite the presence of four family clusters, no strong evidence of 

human-to-human transmission was found (for these clusters, the possibility 

of co-exposure could not be excluded).  Response strategies and prevention 

and control measures were implemented, including the establishment of 

provincial multisectoral joint prevention and control mechanisms. 

Health centres provided treatment for patients and health authorities 

have developed guidance on diagnosis and treatment, including technical 

guidelines for hospital infection control. Early treatment of human cases 

with neuraminidase inhibitors is very important. Fast-track approval of a 

new antiviral drug, peramivir, was facilitated. An important preventive 

measure was a decision to close live poultry markets in order to reduce 

human contact with live birds: in addition regulations were also introduced 

to limit the transportation of live birds. Enhanced surveillance of ILI and 

pneumonias of unknown origin was also strengthened. The agriculture 
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sector also undertook operational research, tracing sources of infection and 

conducting epidemiological investigations in the field. 

As a result, authorities were able to release information, share updates 

in a timely manner and provide appropriate risk communication. There was 

also prompt notification of the epidemic to WHO, FAO and OIE, including 

sharing of virus strains with the international community. Training was 

provided for health workers at all levels.  No new cases were reported after 

29 May. According to the WHO-China joint investigation team, the 

 hinese  o ernment’s response to this epidemic was well prepared, rapid, 

effective and professional. For the future, China will continue to utilize the 

joint prevention and control mechanism, and communicate with relevant 

sectors in a timely manner. China will also continue to monitor pneumonia 

cases with unknown causes, ILI, and uncharacterized animal deaths, and 

will continue to explore ways to control the live poultry market. 

7.2 Update on outbreak of MERS-CoV 

Dr Li Ailan (WHO Regional Office for the Western Pacific) and Dr Isabelle 

Nuttal (WHO headquarters) presented an update on the MERS-CoV 

outbreak. 

The outbreak began in Jordan in April 2012 as an uncharacterized 

acute respiratory illness.  These cases in Jordan were reported by Promed® 

in June 2012, and WHO was notified on 22 September. At present there 

are 83 laboratory-confirmed cases with 45 deaths, 85% of 62 cases have a 

pre-existing condition and all symptomatic cases have had respiratory 

disease. There have been two cases in France, three in Italy, two in Jordan, 

two in Qatar, two in Tunisia, three in the United Kingdom, 67 in Saudi 

Arabia and one in the United Arab Emirates. However, due to the limited 

surveillance being conducted in the majority of countries, the full 

geographical extent of this disease is not currently known. Among eight 

asymptomatic cases in Saudi Arabia, four were among health-care workers 

and four were female. Typically, initial cases are severe and secondary 

cases are milder. The median age of cases is 51 years, with males 

representing 67% of them. Cases are clustered at specific health-care 

facilities. Cases in Europe are exported cases. There is a high degree of 

suspicion but at present, only limited proof of human-to-human 

transmission. However, as yet there is no evidence to support the existence 
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of any sustained chains of human-to-human transmission.  Cases have an 

average incubation period of two weeks. In addition to respiratory 

symptoms cases also present with fever and gastrointestinal symptoms. Tests 

on upper respiratory specimens are not always sensitive enough to detect 

virus, so in suspected cases it is strongly recommended that specimens are 

obtained from the lower respiratory tract.  

WHO monitoring is in accordance with IHR (2005), and regional 

implementation of the APSED 2010 Strategy is used to strengthen 

preparedness for South-East Asia and Western Pacific Region countries. At 

present, monitoring, coordination, internal investigation and information 

sharing are ongoing. WHO has carried out regular risk assessments, and 

disseminated risk communication information via the internal Event 

Management System (EMS), the Event Information Site for national IHR 

Foca  Points (   )  and the W O ‘Disease Out reak News’ (DON)  as we   

as at the World Health Assembly. WHO has also worked hard to provide 

public health and travel advice as well as updating guidance on 

surveillance, clinical management, laboratory diagnosis and infection 

prevention and control. Field investigations and operational/scientific 

research are ongoing.  

The internal WHO Emergency Response Framework has proved to be 

a usefu  too  to faci itate the W O response to this e ent  W O’s current 

risk assessment suggests that further cases of MERS-CoV are to be expected, 

but that human-to-human transmission will remain limited provided that 

public health interventions continue. Special screening at POE is not 

advised, nor are any travel or trade restrictions. The risk of infection for 

pilgrims attending Haj in Saudi Arabia, 13–18 October 2013, was 

discussed. WHO guidance is that POE screening is not likely to be effective 

in detecting cases. More important will be to sensitize clinicians seeing 

patients with respiratory illness to take a travel history and be aware of the 

clinical manifestations of this disease. It is also important to stress that 

pilgrims travel to the Middle East throughout the year. In addition, many 

countries in the Region send workers to the Middle East, including health-

care workers. This also illustrates the importance of ensuring that health-

care facilities strengthen arrangements for surveillance and clinical 

management of ILI and SARI. 
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It is expected that further guidance will be provided on this issue after 

a meeting of the IHR Emergency Committee on 17 July 2013. Specifically, 

the Emergency Committee will decide whether the event should be 

declared a public health event of international concern (PHEIC) and 

whether any temporary recommendations will be issued (under the IHR). 

8. Preparedness for effective response to EIDs of 

public health concern 

8.1 Country presentations 

Thailand 

The Thai “nationa  strate ic p an for emer in  infectious diseases (  Ds) 

2012-2016” was de e oped     roadenin  the scope of the second 

national strategic plan for avian influenza control and influenza pandemic. 

The “One Health” approach is a central guiding principle of this strategic 

plan, including specific components such as safe animal husbandry, 

research and development, emergency preparedness and response, and 

risk communication. The “One Health” concept is also incorporated into 

national economic and social development plans in Thailand. 

The national strategic plan for EIDs consists of an overarching master 

plan for EID preparedness, prevention and response, together with 

operational plans/programmes/projects that relate to IHR 2005, APSED and 

ASEAN. Thailand is also practising an integrated multidisciplinary approach 

for zoonotic disease through multiple initiatives, for example the ASEAN+3 

Field Epidemiology Training Network. The “One Health” mechanism 

includes a multidisciplinary emergency response team. Ongoing key 

activities include strengthening, surveillance and response capacities, 

including expansion of surveillance and rapid response teams (SRRT), 

upgrading laboratory capacities and involving private hospitals more in 

disease reporting.  The role of SRRTs includes surveillance, outbreak 

investigation, initial disease control and risk communication. EBS for avian 

influenza is well established, including a mechanism for intersectoral 

information sharing at provincial level. Steps are also being taken to 

upgrade and broaden the scope of the national stockpile system to address 
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non-infectious public health emergencies. Work also continues on 

developing national capacity for the production of influenza vaccine. 

Laboratory capacities have been strengthened and upgraded at 12 regional 

public health laboratories and in 1000 public hospitals. Capacity for 

delivery of critical care and for isolation of individuals with infectious 

diseases has also been strengthened in all 700 district hospitals. 

Multisectoral cooperation is also being strengthened, including 

development of business continuity plans for large-scale emergencies.  

Sustaining high level policy engagement for investment in preparedness is 

an ongoing challenge, together with insufficiency of human resources. 

Viet Nam 

In APSED Focus Area 1 (Surveillance, risk assessment and response), the 

Ministry of Health, Viet Nam had piloted a web-based IBS system, and 

disseminated Ministry of Health circulars on declaration, reporting and 

surveillance. A two-year course on FETP was implemented; RRTs have 

been established at multiple levels of the system.  EBS has been 

implemented, including development of a protocol, and work has 

commenced on strengthening risk assessment. Some challenges remain, 

such as lack of experienced staff and insufficient budget. 

In APSED Focus Area 2 (laboratory services), laboratory capacity was 

strengthened for surveillance and response and laboratory biosafety 

enhanced starting with biosafety level-3 laboratories. An external quality 

assessment (EQA) scheme for selected diseases was set up and a national 

strategy laboratory plan is being developed. Challenges include timely 

acquisition of equipment and reagents and establishment of an EQA project 

involving international organizations. 

For APSED Focus Area 3 (zoonoses), the key achievements are an 

approved mechanism for collaboration between animal health and human 

health, joint development of guidelines, a joint programme on rabies 

control and elimination, and commencing joint “One Health” training.  The 

challenges include differences in priorities, capacity-building and lack of 

coordination. 
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In APSED Focus Area 4 (Infection prevention and control), the key 

achievements include establishment and implementation of a national IPC 

policy and a national IPC committee/working group, development of a 

national training curriculum and establishment of an IPC department in 

each hospital. The challenges include a lack of IPC prioritization in clinical 

settings, limited infrastructure and shortage of medical supplies. 

For APSED Focus Area 5 (risk communication), the key achievements 

are development of a risk communication workplan, assignment of a focal 

point for health emergency communications, delivery of several public 

health education campaigns, joint training of staff of Ministry of Health, 

Ministry of Agriculture and Rural Development and journalists, and 

evaluation of media content (media surveillance). The challenges are lack of 

experienced staff, limited cooperation between response teams and lack of 

involvement of other sectors. 

In APSED Focus Area 8 (M&E), the key achievements are utilization of 

the IHR core capacity monitoring tool and APSED 2010 performance 

indicators, conducting an annual meeting to review progress, conducting a 

country evaluation report and setting up a national multisectoral working 

group. The challenges are the lack of an evaluation culture, country-level 

monitoring (including the national workplan), involvement of other 

ministries and sustainability. 

The presenter also described the situation with inflammatory 

palmoplantar hyperkeratosis (IPPH) disease, including its background and 

the results of investigations. IPPH is characterized by chronic intoxication 

that can lead to inflammation and lesions of the hands, feet and liver; 

patients typically also suffer from malnourishment. The risk factor is the 

eating of rice from the previous harvest (aflatoxin was present in a few rice 

samples). Intervention activities include provision of new rice in exchange, 

advice on proper storage methods, distribution of vitamin and nutrient 

supplements, follow-up intervention and investigation, and risk 

communication. The intervention with new rice has been effective and 

monitoring and follow-up will continue. The lessons learnt include the 

importance of the critical role of the local public health agency and 

multisectoral collaboration, direct timely intervention in parallel with 

investigation and intervention, transparency of information provision for 

people, and the importance of consultation and collaboration with WHO, 
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CDC and other agencies. The presenter also described Viet Nam's response 

to avian influenza A/H7N9. The country worked closely with WHO and 

CDC, deploying an active surveillance system, enhanced SARI surveillance, 

and IPC measures, and working closely with the Ministry of Agriculture and 

Rural Development and other relevant agencies. 

8.2 Avian influenza A/H7N9 and MERS-CoV: A framework for 

action  

Dr Babatunde Olowokure, WCO, Viet Nam, described the two infections 

as unusual situations caused by unrelated viruses. Both cause severe 

respiratory disease with many unknowns and both are considered to have 

the potential to evolve and spread. The male to female ratio of cases was 

2.7:1 for avian influenza A/H7N9 and 1.9:1 for MERS-CoV. 

The A/H7N9 outbreak affected China only; MERS-CoV was found in 

the Middle East and in travellers and their contacts in nine countries. The 

distribution of cases by date of onset was presented. At present, the 

definitive source of infection is unknown for both diseases. A/H7N9 had at 

least four family clusters but if it occurs, human-to-human transmission is 

very limited. In contrast, MERS-CoV has shown at least seven clusters, all in 

health-care settings, families and co-workers. There is concern about these 

two diseases because it is clear that both have caused severe illness and 

further cases are expected. It is, therefore, important that all countries in 

the Region should prepare to respond to possible imported cases and 

clusters.  

WHO responses are guided by IHR (2005). The timely collection of 

information, risk assessment and communication of information are vital for 

decision-making and for linking the right people with the right expertise at 

the right time. During an emergency it is essential to use a common 

operational platform, such as an Emergency Operations Centre (EOC). 

Consideration should be given to testing any person with an unexplained 

SARI if they are either part of a cluster, a health-care worker caring for SARI 

patients, or if there is history of travel to affected areas within 14 days 

before the onset of fever, or contact with a case of A/H7N9. Any patient 

with an acute respiratory infection who had close contact with a 

symptomatic probable or confirmed case of MERS-CoV within 14 days 

before onset of illness should also be tested. Regarding the WHO 
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recommendation for contact tracing, this should include anyone who 

provides care for these patients, including health-care workers, family 

members, and other close physical contacts occupying the same place 

(living with or visiting). For avian influenza A/H7N9, a contact is defined 

from one day before to 14 days after onset of illness.  Daily checks on body 

temperature and monitoring of respiratory symptoms are needed in 

symptomatic contacts, together with pro-active assessments of 

asymptomatic persons. For MERS-CoV, contacts with probable or 

confirmed cases and patients while they are symptomatic should be tested 

with polymerase chain reaction and acute and convalescent serology in 

order to facilitate gathering information on the severity and course of 

illness. 

Regarding laboratory testing for A/H7N9, both PCR assays for at least 

two specific targets and serological tests are needed. A framework to 

encourage a good standard of IPC practice is required for SARI pathogens 

including avian influenza A/H5N1, avian influenza A/H7N9 and MERS-

CoV, including the application of contact and droplet precaution. In 

addition to these precautions, airborne precautions are added when 

conductin  ‘aeroso -  eneratin ’ procedures   e ardin  W O 

recommendations for trade and travel, there are no restrictions or 

recommendations on screening at POEs. Nevertheless, WHO encourages 

reduction of risk while travelling that is, avoidance of close contact with 

people with ILI, frequent handwashing, safe food practices and respiratory 

hygiene. Individuals with any symptoms of infectious disease are 

encouraged to delay travel until they are no longer symptomatic. 

In summary, these are unusual infections and the situation is evolving 

with many unknowns. There is a need for preparedness to respond within a 

framework for action, such as to refine command and coordination, and 

also to establish, strengthen and sustain EBS and SARI surveillance 

combined with laboratory detection, to undertake risk assessment and risk 

communication, to encourage good IPC practices and to strengthen clinical 

management, expand or re-examine pandemic plans and retain a high level 

of vigilance and increased awareness. 
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9. Group work and Partners’ Forum 

The participants were divided into three groups for the next session.  Two 

groups included participants from Member States and focused on technical 

and policy issues which were: 1. Surveillance and response for EIDS of 

public health concern, and 2. Preparedness for response for EIDS of public 

health concern. The third group was arranged as a forum for a discussion 

on potential support by partners. The WHO secretariat was represented in 

all three groups, both to facilitate and participate in the discussion. The 

feedback resulting from the detailed discussions of these three parallel 

sessions was presented in a plenary on the morning of Day 3 of the 

meeting, and is included later in this report. 

9.1 Partners’ Forum 

The Partners’ Forum included a number of structured presentations, which 

are documented here. The session commenced with the results of a 

previous management review of APSED, which was undertaken before the 

development of APSED 2010 to evaluate the extent to which the stated 

objectives of APSED (2005-2010) have been met and have contributed to 

the achievement of the strategic goal and vision. Based on this evaluation a 

decision was to be made to revise or continue APSED in order to guide the 

work of Member States. Recommendations were accordingly made, 

including documentation of priority technical networks, increasing the focus 

on building in-country capacities, assessing constraints to supporting field 

epidemiology programmes and better documenting the support that is 

provided to countries. Another recommendation was made to increase 

funding to countries to incorporate gender equity into their EID 

programmes. It was also recommended that monitoring and evaluation 

should be strengthened, which has since been achieved both through the 

use of the IHR monitoring tool as well as the development and application 

of supplementary APSED indicators.  

The next presentation focused on possibilities for mainstreaming 

gender in APSED implementation. The predominance of male cases of 

avian influenza A/H7N9 (compared with avian influenza A/H5N1) is an 

illustration that gender can play a role in the apparent incidence of EIDs. 

Such differences may relate to vulnerability, exposure, biological response, 
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or to the effectiveness of interventions. Since it was first recommended in 

September 2007, WHO has taken a number of steps to integrate gender 

into programmatic components under APSED, culminating in the 

publication, “Takin  sex and  ender into account in emer in  infectious 

disease programmes: An ana  tica  framework”   teps ha e a so  een taken 

to encourage FETPs to incorporate a gender-based approach in their 

epidemiological analyses. As a result, pilot studies in Lao PDR and Mongolia 

have shown that incorporation of this approach is feasible. Examples of the 

application of this approach were then provided through presentations of 

studies and work undertaken in these countries, as well as in Indonesia.  

A presentation was also delivered on advocacy and resource mobilization 

for APSED. 

A similar partners’ forum in the WPRO APSED meeting in 2012 

estimated the total funding requirement for implementation of APSED/IHR 

at US$ 310.5 million, a figure that excluded China. As a result, a 

recommendation was made for WPRO to develop an advocacy campaign 

to facilitate resource mobilization. The focus of this campaign was to 

demonstrate the tangible results of capacity-building, including, for example 

that EBS has been established in about 26 countries in the Western Pacific 

Region and RRTs are functional in 24 countries. Advocacy through action 

has also been possible through documentation of the capacity-building 

undertaken in China in the 10 years since SARS emerged that has 

enormously facilitated the response to avian influenza A/H7N9. However, 

further work, backed up by high quality evidence, also needs to be 

undertaken in order to make a better case for investing in health security. It 

is hoped that such investment would facilitate a paradigm shift from 

emergency management to emergency risk management. At present, there 

are indications that partners may be losing interest in supporting this 

important area of work throu h what has  een descri ed as “pandemic 

fati ue”  The concern is that without further in estment  the achie ements 

of APSED to date will not be consolidated and built upon. 

Updates were also provided from both SEARO and WPRO in the form 

of financial reports. Both Regional Offices are heavily dependent on 

voluntary contributions and have been fortunate in receiving generous 

support for IHR / APSED capacity-building from many partners, many of 

whom were represented in this meeting. However, for both Regional 

Offices, funds received for national and regional capacity-building are not 
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matched with estimated requirements, and the order of magnitude of the 

deficit (funding gap) for both offices in 2014-2015 amounts to millions of 

US dollars. In particular, funding income projections for both Regional 

Offices after 2014 are currently very uncertain. The IHR costing tool being 

developed by WHO headquarters can be expected to help countries and 

WHO to more accurately identify financial needs and may help to build a 

case to advocate for additional funds.  

9.2 Forum session: feedback from the groups 

Group A: Surveillance and response for EIDs of public health concern 

Group A was requested to consider a number of specific questions, as 

described below: 

 What have countries done to strengthen detection of avian 

influenza A/H7N9/MERS- oV’? 

Most importantly, countries have been updating or adapting existing 

pandemic plans, although a majority consider themselves to be much better 

prepared for a possible incursion of A/H7N9 than MERS. National influenza 

surveillance systems and laboratory capacity have been strengthened, 

supplemented by new diagnostic tests for these pathogens.  Work has been 

undertaken to raise awareness or provide training to health-care workers. 

Strengthening risk communication has also been a priority, although 

challenges in implementation remain. Screening at POE for fever has been 

implemented in some countries (for example Malaysia, the Philippines and 

the Republic of Korea).  

 What are the challenges for establishing SARI surveillance to 

detect EIDs? 

It was stressed that different counties faced very different challenges 

according to their national context. A significant challenge in some settings 

is the systematic inclusion of the private sector in disease surveillance 

systems. It is also necessary to create and sustain awareness amongst 

clinicians to detect diseases when they present in health-care settings. 

Ensuring that appropriate specimens are taken can also be problematic (for 
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example, lower respiratory samples may be required for detection of MERS-

CoV). Safe transport of specimens can be problematic.  

 What types of SARI surveillance are achievable/sustainable?  

There is a role for each type of surveillance system (cluster detection, 

sentine   t pes of  B  and routine ‘indicator- ased’ sur ei  ance)   t is  er  

important to build on existing surveillance systems. Involvement of 

community leaders in rural areas makes EBS more feasible. A health 

insurance system (if appropriate in the national context) can help to bring in 

the private sector. 

In conclusion, experience with pandemic (H1N1) and 2009 A/H5N1, 

as well as the establishment of influenza surveillance and laboratory 

capacit  ha e a   enhanced countries’ preparedness for avian influenza 

A/H7N9. Countries are also in the process of establishing capacities for the 

detection of MERS-CoV. Member States require additional guidance on 

systems to detect MERS among returning travellers. Diversity and 

heterogeneity in the preparedness of countries is an important factor, 

especially for MERS-CoV.  

Recommendations from Group A: 

 It is important to ensure that private sector providers are connected 

with national surveillance systems and there may be a role for both 

medical associations and health insurance in facilitating such 

connections.  

 Additional practical guidance is needed from WHO for both the 

laboratory diagnosis (especially specimen collection) and 

surveillance required for both viruses. 

 It is important to engage with and mobilize health-care workers in 

responding to such events. 

 Routine surveillance is not sufficient, a travel history is essential and 

should be obtained for all individuals presenting with SARI. 

 Further assistance is needed with risk communication in many 

countries. 
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Group B: Preparedness for response to EIDs of public health concern 

Group B was also requested to consider a number of specific questions, as 

described below: 

 Do all countries have a pandemic influenza plan in place? 

Although all countries represented have a plan, it was acknowledged 

that there are many different definitions of what a plan is. Examples include 

the following: 

 Strategic plans / workplans 

 Tactical plans / incident action plans 

 Contingency plans / operational plans (that are created ahead of 

time in anticipation of an emergency). 

It was also stressed that plans tell you WHAT to do, but SOPs tell you 

HOW to take action (and that, both of these are needed). 

With these caveats, it was further established that all countries have at 

least a pandemic plan and the majority have a pandemic influenza plan. 

Some countries have revised these plans, particularly after the pandemic 

(H1N1) 2009. A smaller subset have developed p ans that take an ‘a  -

hazards’ approach   ome p ans ha e  een tested   ut in other countries 

testing has not yet been done.  

 Do you have plans to add additional EIDs? How do you decide to 

prioritize which ones to include? Does everyone use the risk 

assessment process to identify these? 

Some countries have separate plans for various diseases, while others 

ha e se era  diseases under one “um re  a” p an   ome examp es of 

disease-specific plans include dengue, cholera, SARIs and natural disaster 

plans.  All-hazard planning is a challenge because of the large number of 

stakeholders that potentially need to be involved. Making plans operational 

also depends a great deal on good communication/alignment. For some 

countries, a decision about what to include in a plan is informed by 

scenarios based on major risks that occur or have occurred during an event 

such as a flood.  In others, a more formal and structured prioritization 
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process is followed, including input from multiple stakeholders. An example 

of a specific risk assessment framework is THIRA (Threat/Hazard 

Identification and risk assessment). Plans can be arranged in different ways, 

(e.g. by disease types or modes of transmission), but it is important to 

appreciate that there are common elements to all plans as well as 

specificities for groups of diseases, or even specific diseases. 

The first step in developing a plan to cover more than just EIDs is to 

determine what plans exist already (e.g., chemical, nuclear) and establish 

whether or not there is a health component to these. Next, it is important 

to examine the policy environment. It is important to recognize that there 

may be partners out there who will be willing to work with you, both within 

and outside the health sector. Discussions about locus of control (MoH vs. 

others) need to take place ahead of a disaster. Then, key focal 

points/assignments need to be identified for different tasks. The different 

stages/phases of preparedness, response, recovery, etc. also need to be 

clearly defined.  

 What is needed to facilitate basic EOC development? 

The essential components are infrastructure, staff and systems. The 

two basic functions are to: 1.coordinate information for decision-making 

(communications infrastructure), and 2.manage resources. The WHO 

practical guide for establishing and developing EOCs is a useful resource.  

An EOC should be developed in a stepwise manner as follows: 

 Designate a space 

 Develop SOPs to execute the PLANS you made earlier 

 Reach out beyond the Ministry of Health 

 Test your plans/procedures 

 Look for all opportunities to use the EOC during non-emergencies. 

Recommendations for the establishment of EOCs: 

 Need to build a justification to convince policy/decision-makers 

and advocate for allocation of dedicated funds.  

 Develop a plan for establishment/upgrade of EOC. 
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 Member States should identify appropriate staffing for their 

incident management system, together with clearly defined terms 

of reference. 

 HR development and training is important. 

 Look for opportunities to share best practices (for example, through 

the WHO- ed “ O Net” current    ein   de e oped). 

Group C discussion on IHR capacity-building and extension 

Group C was arranged as a more open session and was tasked with 

examining the proposed criteria for further IHR core capacity extensions. 

The majority of countries agreed on the proposed criteria, which 

were:  

 exceptional circumstances; 

 a request submitted four months in advance of the June 2014 

deadline; 

 barriers that prevented the development and maintenance of core 

capacities should be outlined; and 

 request be accompanied by a new implementation plan. 

A plan for monitoring and evaluation of implementation should also 

be developed and should stipulate activities with timeframes and targets, 

naming the persons responsible. Costing of an extension plan will be greatly 

facilitated once the proposed WHO costing tool is developed. Running a 

table-top exercise is a useful tool to engage with other sectors. It was 

highlighted that once countries have developed IHR core capacities, these 

need to be sustained and further developed. 

Group D: Partners’ Forum 

In this group, discussion was focused on the topics for which there were 

structured presentations. Discussion points were captured based on a 

number of identified themes as described below: 

 APSED (2010) advocacy and resource mobilization 
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Advocating for funding of APSED is critical; this involves making a 

“ usiness case” for in estment  inc udin  a) the ‘human case’   ) the 

economic case, and c) the social case. APSED/IHR needs to be realistic. 

There probably needs to be greater management accountability for the 

implementation of past APSED recommendations and reviews. 

Coordination among partners with overlaps and gaps remains a challenge. 

 WHO financial accountability 

Good results have been obtained through APSED implementation and 

countries are undoubtedly better prepared. However, substantial gaps still 

remain (including for WHO to fulfil its obligations). At present, meeting and 

maintaining IHR requirements through APSED is at risk.  

 Mainstreaming gender in APSED (2010) 

Gender is an important consideration in infectious disease control as it 

affects risk of exposure, incidence, duration, severity and mortality, health-

care-seeking behaviour and access to health-care. 

Partners’ Forum recommendations for countries: 

(1) The upcoming IHR deadline presents an opportunity for 

updating existing, or developing new, realistic APSED/IHR 

workplans: 

– plans should not only focus on achieving but also on 

maintaining core capacities. 

– work is required to strengthen national commitment 

(including financial commitment) towards implementation of 

APSED/IHR workplans. 

(2) Gender mainstreaming in APSED/IHR needs to be moved from 

advocacy to action. This may be best achieved through a step-

by-step approach: moving from surveillance to other APSED 

focus areas (i.e. applying gender-sensitive analysis for public 

health actions in both preparedness and response). 
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Partners’ Forum recommendations for WHO: 

(1) WHO needs to make a sound business case for investing in 

health security. This would entail the following: 

– undertaking an economic analysis to facilitate decision-

making; 

– generating evidence to support a “return on in estment”; 

and 

– using the momentum/attention generated by avian influenza 

A/H7N9 and MERS-CoV to advocate for long-term 

sustainable investment (as opposed to short-term emergency 

funding). 

(2) WHO should monitor and report on past APSED 

recommendations and reviews in a more systematic manner. 

10. Regional alert, surveillance and response 

10.1 Overview of regional surveillance  

Dr Frank Konings (WHO Regional Office for the Western Pacific) presented 

an overview of priority diseases including dengue, HFMD and influenza. 

Diseases with high incidence, or with outbreak potential (e.g. avian 

influenza A/H5N1 and avian influenza A/H7N9), are prevalent throughout 

much of the Region and are considered to have high impact. Diseases 

caused by viruses with potential for rapid genetic change are also 

considered high priority and need to be under surveillance and continuous 

risk assessment. Regional surveillance, assessment and response includes 

collection of information, documentation, analysis and assessment in order 

to inform evidence-based action. The WPRO EOC has served as an 

operational platform for all this work, including the dengue response in Lao 

PDR in 2013, avian influenza A/H5N1 in Cambodia in 2013 and avian 

influenza A/H7N9 in China in 2013. The way forward is to sustain regional 

one-stop shops and periodic feedback for priority diseases through the 

fellowship FETP; broaden biregional surveillance to enhance assessment 

and response capacity; build on increasing public health laboratory 

capacities to enhance regional surveillance data for novel influenzas; and 
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develop EQA for EIDs. A practical training guide module and hands-on case 

studies were also shared in the session. 

10.2 GOARN training in Indonesia 

Dr Richard Brown provided a brief overview of GOARN training delivered 

in Indonesia in November 2012. The training course aimed to take 

participants with relatively little or no experience in international outbreak 

response through a simulation of an outbreak in field conditions. Twenty-

four participants from the Asia-Pacific Region were organized into four 

teams with an appropriate mixture of skills and nationalities and over the 

course of five days, guided through the sta es of an out reak ‘‘sta ed” in a 

fictional country. The course is deliberately very intensive and as such aims 

to allow participants to experience what it is like working in a stressful 

situation in unfamiliar surroundings. Course facilitators had multiple roles, 

including the delivery of didactic training, acting as individual mentors and 

“ro e p a in ” the parts of hea th-care workers and members of the public 

in the field simulations.  Although most participants found the training quite 

challenging, the post-course evaluation was almost overwhelmingly 

positive. Tentative plans are in place to hold a similar training in the future, 

subject to availability of resources. 

10.3 WHO response 

Emergency Response Framework  

Dr Isabelle Nuttall (Global Capacities Alert and Response), WHO 

headquarters (HQ) provided a briefing on the ERF, outlining the operating 

princip e   oa  and reform of W O’s emer enc  work and the 

development of the ERF and role of the global emergency management 

team (GEMT). Core commitments, event assessment, the grading process, 

performance standards, the four critical functions, emergency response 

procedures and emergency policies were also highlighted. WHO has an 

essential role in supporting Member States to prepare for, respond to and 

reco er from emer encies  Under W O’s reform  the esta  ishment of 

Category 5 (preparedness, surveillance and response) under the global 

pro ramme of work has he ped to affirm and redefine W O’s work at the 

country level and to underscore this work as a clear organizational priority. 
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In the new WHO approach to emergency response, the ERF includes 

W O’s core commitments in emer enc  response and e a orates the steps 

that WHO will take between the initial alert of an event and its eventual 

emer enc  c assification  The   F a so descri es W O’s interna   radin  

process for emergencies and performance standards for emergency 

response   n addition    F states the ro e of W O’s G  T durin  

emergency response and outlines the emergency response procedures. The 

  F inc udes three essentia  emer enc  po icies to optimize W O’s 

response: sur e   eadership and “no re rets”  The G  T is composed for 

emergency risk management, IHR, surveillance and emergency response. 

The director oversees hazard-specific work on natural hazards, epidemic-

prone diseases, zoonoses, food safety and chemical and radionuclear 

hazards. Other relevant headquarters, regional and country office 

representatives are invited to join the GEMT as required. The steps to 

determine whether an event has public health impact include monitoring 

the events to determine their potential impact on public health, triggers for 

event risk assessment, development of new information, event verification 

and initial assessment on event risk. This is followed by using the results to 

continue monitoring the event if the public health impact is unclear, 

grading or closing the event based on results, and finally, recording the 

events. WHO grading, level of support by grade, and WHO performance 

standards were also discussed. The four critical functions in emergency 

response (leadership/coordination, information, technical expertise and 

core services) were also shared.  

Regional Office for the Western Pacific support to avian influenza 

A/H7N9 response  

In his presentation, Dr Chin Kei Lee, Team Leader, Emerging Disease 

Surveillance and Response, began with first the IHR notification of  

avian influenza A/H7N9 in March 2013. WHO activated an upgraded 

emergency operation within 24 hours after the first IHR notification. 

Upgrading of the EOC in the Regional Office for the Western Pacific was 

achieved by upgrading the infrastructure, expanding the scope from a 

communicable disease outbreak to all acute events of public health 

importance, and changing daily operation and emergency response 

procedures. For rapid containment of an outbreak of influenza, the timeline 

and four decision-making points were mentioned as 1) conduct an 

operational feasibility assessment, 2) mobilize stockpiles, 3) launch rapid 
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containment, and 4) stop rapid containment. The regional stockpile for 

rapid containment is located in Singapore and includes antiviral drugs and 

PPE ready to be deployed within 24 hours.  

The Regional Office for the Western Pacific (WPRO) avian influenza 

A/H7N9 event management is composed of an overall event coordinator, 

an event manager and four teams with different roles and responsibilities 

(information and epidemiology, technical expertise, communications, core 

ser ices) under the coordinator’s supervision. WPRO EOC provided a 

platform to coordinate the WHO response to avian influenza A/H7N9. An 

event management team and EOC were been activated at all three levels of 

WHO. Regular teleconferences were held to facilitate sharing of 

information, including daily teleconferences between WHO HQ, WPRO 

and the country office in China during the peak of the outbreak. Daily 

teleconferences also took place with China CDC and GOARN partner 

institutes, including with clinicians from China and international experts. 

Regular teleconferences were also held with FAO and OIE. Information is 

also shared through the journal Western Pacific Surveillance and 

Response(WPSAR). Internal situation reports were prepared and there was 

significant investment in public health preparedness in responding to this 

e ent  W O showed a stron  examp e of “one W O” e ent mana ement; 

it had intensified activities on global coordination, monitoring, risk 

assessment, communications and technical support. In all these actions the 

International Health Regulations (2005) played a central role. 

11. Conclusions and recommendations 

11.1 Conclusions 

(1) Substantial progress has been made in the past year to establish 

capacities at both the national and regional level in APSED focus 

areas. However, results of national assessments and IHR core 

capacity self-monitoring and national APSED progress reports 

show that a significant amount of work still needs to be 

undertaken in many countries in order to strengthen 

preparedness for and response to public health emergencies in 

the Asia-Pacific Region. Several countries and areas, such as the 

Pacific as well as Bhutan, Maldives and Timor-Leste, face unique 
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national and local challenges in capacity development due to a 

combination of factors such as the small population, 

geographical isolation, limited infrastructure and resources, and 

low baseline APSED capacity. Similarly, capacity at the regional 

level can be enhanced further, including the identification and 

strengthening of technical networks and resources. 

(2) The countries in the Region responded effectively to a number 

of EID threats including dengue, avian influenza A/H5N1, and 

HFMD. In particular, the response to avian influenza A/H7N9 by 

China demonstrated the importance of political commitment 

and transparency, as well as of investing in preparedness and 

response capacities. The recent emergence of both avian 

influenza A/H7N9 and MERS-CoV also serve as important 

reminders that novel infectious agents continue to appear and 

present risks to national, regional and global health security. The 

threat posed by avian influenza A/H7N9 and MERS-CoV, in 

addition to ongoing threats such as avian influenza A/H5N1, can 

also provide a focus for efforts to strengthen capacities for 

preparedness and response as follows: 

– Enhancing both EBS and IBS to detect events of public 

health significance, including clusters and cases of novel 

infectious diseases, will continue to be of vital importance. 

– Strengthening arrangements for the safe collection, 

transportation and laboratory diagnosis of clinical specimens 

will also be crucial, including shipping samples to reference 

laboratories when appropriate. 

– Strong intersectoral collaboration between animal and 

human health authorities will continue to play a central role 

in the prevention and control of zoonoses and EID threats. 

– The occurrence of proven secondary infections among close 

contacts and  health-care workers, specifically in relation to 

MERS-CoV, also serves as a reminder about the need to 

establish systematic IPC policies and practices at all levels. 

– Lastly, concern generated by these events also highlights the 

need for effective communication of risk messages to target 

audiences, including policy-makers and the public. 
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(3) Current initiatives in countries to broaden the scope of 

preparedness by moving beyond influenza pandemic 

preparedness to cover all EIDs have recently demonstrated their 

usefulness. Similarly, in many countries, the establishment of 

EOCs has been an important catalyst in the development of 

plans and operational arrangements to support an effective 

response to public health events. However, the lack of 

appropriate WHO guidance in some key areas appears to be 

one of the barriers to the development of PHEP and response 

plans that take an all-hazards approach. 

(4) It is evident that some countries may find the achievement of 

IHR core capacities by the 15 June 2014 deadline to be a 

significant challenge. Therefore, they may require an additional 

two-year extension. If so, the requirement to submit an 

extension request in February 2014, accompanied by an 

implementation plan, means that the national planning and 

review process should start early in the fourth quarter of 2013. 

In addition, countries that have achieved compliance will still be 

expected to demonstrate that capacities are maintained in a 

sustainable way using the APSED framework, and are likely to 

wish to strengthen them further. 

(5) The need to develop and sustain IHR core capacities presents an 

opportunity for Member States, WHO and partners to work 

collectively in 2013 (and beyond) to develop cohesive and 

feasible APSED/IHR implementation plans. These plans should 

be accompanied by robust arrangements for results-based M&E 

and estimation of the financial and technical resources required 

to implement them. This would also allow the incorporation of 

arrangements to address social determinants of health, including 

gender. 

(6) It is evident that current resource constraints may prove to be a 

very significant barrier to future APSED/IHR implementation. 

Continued advocacy and resource mobilization for 

implementation is critical. 
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11.2 Recommendations  

Member States 

(1) Although substantial progress has been made in the past year 

there are a number of challenges that remain. Member States 

are urged to accelerate the implementation of the updated 

national workplans. 

(2) In the context of existing EIDs (e.g. avian influenza A/H5N1), 

and the recent emergence of avian influenza A/H7N9 and 

MERS-CoV, and by further utilizing existing capacities developed 

through APSED, Member States are encouraged to consider the 

following: 

– strengthen capacity for EBS and IBS, with a focus on 

detection of cases and clusters of SARI and ILI; 

– establishment and strengthening of laboratory referral 

pathways for specialized detection of unknown pathogens; 

– further strengthening the functional coordination mechanism 

between human health, animal health and other sectors; 

– supporting the establishment of IPC policies and practices, 

including arrangements for surge capacity during outbreaks; 

– enhancing effective communication of risk messages to 

target audiences; and 

– advocating for government investment in strengthening 

PHEP and response capacities. 

(3) Member States are encouraged to accelerate the establishment 

and strengthening of EOCs in ministries of health as a platform to 

enhance preparedness, response and operational readiness for 

public health emergencies. 

(4) Member States are urged to expand the scope of preparedness 

planning beyond avian and pandemic influenza in a stepwise 

manner to cover all EIDs. Further they are urged to consider 

moving towards the development of PHEP and response plans 

that take an all-hazards approach. Important components 

include risk communication and communication with other 

ministries. 
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(5) Member States must strengthen EBS as part of moving towards 

an all-hazards approach and establish collaboration with other 

sectors for risk assessment and response to non-infectious public 

health events (e.g. food, chemical and radiation safety). 

(6) Member States are urged to encourage use of the national 

planning and review process to: 

– update or strengthen current national APSED/IHR plans, 

– develop realistic estimates of required financial and technical 

resources, and arrangements for robust M&E, and 

– include components to address social determinants of 

health, including gender. 

WHO 

It is recommended that WHO should: 

(1) maintain and stren then W O’s human and financia  capacit  

to provide immediate and ongoing support to Member States to 

strengthen surveillance, laboratories, preparedness, coordination 

and response for current threats such as avian influenza 

A/H7N9, avian influenza A/H5N1 and MERS-CoV; 

(2) continue to provide support for the establishment and 

strengthening of EOCs in ministries of health; 

(3) take steps to enhance public health preparedness planning 

through the following; 

– support the establishment of links with other sectors for risk 

assessment and response to acute public health events; 

– support  the development of appropriate guidance; and 

– cross-programme collaboration. 

(4) work with partners to provide technical support to Member 

States in the development and strengthening of the national 

planning and review process for APSED/IHR implementation 

plans; 

(5) support the mobilization of technical and financial resources for 

APSED/IHR implementation by developing evidence-based 
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advocacy materials and the economic case for investment in 

health security; 

(6) report  to the next meeting(s) of the APSED Technical Advisory 

Group and related meetings of National IHR Focal Points and 

EID programme managers on the implementation of the 

recommendations of this meeting; 

(7) produce an annual consolidated report on the status of 

implementation of previous recommendations for WHO made 

by the APSED Technical Advisory Group and reviews 

commissioned by WHO; 

(8) identify advanced laboratories in the Region that can serve as 

reference laboratories to support the detection and 

characterization of novel agents; and  

(9) enhance the efficiency of efforts to support Member States 

through strengthened biregional collaboration. 
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Annex 1 
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(3) Breakout session 

– Group A: Surveillance and response for EIDS of public 

health concern 

– Group B: Preparedness for response to EIDS of public health 

concern  

– Group C: IHR capacity building and extension 

– Group D: Partners' Forum 

– Group Feedback 

(4) Conclusions and Recommendations  

(5) Closing session 



Asia-Pacific strategy for emerging diseases (APSED) 

61 

Annex 2 

List of participants 

TAG members (temporary advisers) 

Australia 

Dr John Mackenzie  

Professor of Tropical Infectious Diseases  

Division of Health Science 

Curtin University 

India 

Dr L S Chauhan 

Director, National Centre for Disease Control 

Directorate General of Health Services 

Ministry of Health & Family Welfare 

New Delhi  

Indonesia 

Prof. Dr Tjandra Yoga Aditama 

Director General of Disease Control and 

Environmental Health 

Ministry of Health 

Jakarta, Indonesia 

Japan 

Dr Haruo Watanabe 

Director-General 

National Institute of Infectious Diseases 

Tokyo  

Thailand 

Dr Pratap Singhasivanon 

Secretary General SEAMEO TROPMED 

Network 

Faculty of Tropical Medicine 

Mahidol University 

Bangkok  

United States of America 

Dr Beth Bell 

Director, National Center for Emerging and 

Zoonotic Infectious 

Diseases 

Center for Disease Control and Prevention 

Atlanta 

Resource persons 

Australia 

Mr Graham Rady 

Asia Performance and Quality Adviser 

Australian Agency for International 

Development 

Canberra  

Bangladesh 

Prof. Mohammad Abul Faiz 

Professor & Head of Medicine (Retired) 

Sir Salimullah Medical College Mitford Hospital 

Dhaka 

United States of America 

Mr Peter Rzeszotarski 

Operations Branch Chief 

Office of Public Health Preparedness and 

Response 

Division of Emergency Operations 

Centers for Disease Control and Prevention 

Atlanta 

Ms Ann Moen 

Health Scientist 

Associate Director for Extramural Program 

Influenza Division 

National Center for Immunization and 

Respiratory Diseases 

Centers for Disease Control and Prevention 

Atlanta 

South-East Asia Region  

Bangladesh 

Dr Be-Nazir Ahmed  

Director, Disease Control 

National Focal Point, IHR and Health and 

Population Extension Division 

Directorate General of Health Services  

Ministry of Health and Family Welfare  

Dhaka 



Report of a biregional meeting 

62 

Dr Umme Ruman Siddiqi 

Medical Officer 

Institute of Epidemiology, 

Disease control & Research, 

Dhaka 

Bhutan 

Dr Karma Lhazeen  

Chief, Communicable Disease Division 

Department of Public Health 

Ministry of Health 

Thimphu 

India 

Dr Himanshu Chauhan  

Assistant Director, National Centre for Disease 

Control (NCDC) 

Directorate General of Health Services 

New Delhi 

Dr Anil Kumar 

Additional Director& Head 

Epidemiology Division,  

National Centre for Disease Control (NCDC) 

New Delhi 

Indonesia 

Dr Tjetjep Yudiana  

Head of Provincial Health Office of Riau 

Province 

Riau 

Mr Priagung Adhi Bawono 

Head of Division of Environmental Risk Control 

Port Health Office Class I 

Denpasar (Bali) 

Maldives 

Ms Asma Ibrahim  

Director 

Health Protection Agency 

 a e’ 

Myanmar 

Dr Su Su Lin (Mrs),  

Assistant Director  

International Health Division 

Ministry of Health 

Naypyitaw 

Dr Nyan Win Myint (Mr),  

Assistant Director, Central Epidemiology Unit,  

Department of Health 

Naypyitaw 

Nepal 

Dr Garib Das Thakur  

Director,  

Epidemiology and Disease Control Division 

Ministry of Health and Population 

Kathmandu 

Dr Arjun Prasad Pant 

Officiating Director 

Shahid Sukraraj Tropical and Infectious Disease 

Hospital 

Teku, Kathmandu 

Sri Lanka 

Dr Paba Palihawadana  

Chief Epidemiologist 

Epidemiological Unit 

Colombo  

Dr L.B.H. Denuwara 

Director – Quarantine 

Ministry of Health 

Colombo  

Thailand 

Dr Potjaman Siriarayapon,  

Medical Officer, 

Senior Professional Level, Bureau of 

Epidemiology, Department of Disease Control 

Ministry of Public Health 

Nonthaburi 

Dr Woraya Luang-on, Medical Officer 

Senior Professional Level, Bureau of Emerging 

Infectious Diseases 

Department of Disease Control, Ministry of 

Public Health 

Nonthaburi  

Timor-Leste 

Mrs Ofelia Maria do Carmo  

Points of Entry Coordinator 

Department of Communicable Disease Control 

National Public Health Directorate 

Ministry of Health 

Dili 



Asia-Pacific strategy for emerging diseases (APSED) 

63 

Western Pacific Region  

Australia 

Ms Teresa Morahan 

Director, Border Health 

Office of Health Protection 

Australian Government 

Department of Health and Ageing 

Canberra  

Brunei Darussalam 

Dr Ahmad Fakhri Junaidi 

Senior Medical Officer 

Disease Control Division 

Department of Health Services 

Ministry of Health 

Bandar Seri Begawan  

Cambodia 

Dr LY Sovann 

Deputy Director 

Department of Communicable  

 Disease Control 

Ministry of Health 

Phnom Penh 

Dr Teng Srey 

Deputy Director 

Department of Communicable  

 Disease Control 

Ministry of Health 

Phnom Penh 

China 

Dr MI Yanping 

Director 

Division of General Coordination 

Office of Health Emergency 

National Health and Family Planning 

Commission 

Beijing 

Mr Cong Ze 

Programme Officer 

Department of International Cooperation 

National Health and Family Planning 

Commission 

Beijing  

Japan 

Dr Tomoya Saito 

Deputy-Director 

Tuberculosis and Infectious Diseases Control 

Division, Health Bureau 

Ministry of Health, Labour and Welfare 

Tokyo  

Dr Yui Sekitani 

Coordinator for International Health Crisis 

Management 

Office of Emergency Preparedness & Response 

IHR National Focal Point of Japan 

Ministry of Health, Labour and Welfare 

Tokyo  

Lao People's Democratic Republic  

Dr Sisavath Soutthaniraxay 

Deputy Director General 

Communicable Diseases Control Department 

Ministry of Health 

Vientiane  

Dr Phengta Vongphrachanh 

Director 

National Center for Laboratory and 

Epidemiology, Ministry of Health 

Vientiane  

Malaysia 

Dr Chong Chee Kheong 

Director 

Disease Control Division 

Ministry of Health Federal Government 

Administrative Center 

Putrajaya 

Dr Husna Maizura Ahmad Mahir 

Senior Principal Assistant Director 

Disease Control Division 

Ministry of Health Federal Government 

Administrative Center 

Putrajaya 

Mongolia 

Dr Narangerel Dorj 

Programme Manager for Infectious Diseases and 

Senior Officer for Communicable Diseases 

Control 

Ministry of Health 

Ulaanbaatar 



Report of a biregional meeting 

64 

Dr Luvsantseren, Dashtseren 

Secretary of 

International Health Regulations and 

Epidemiology 

National Center for Communicable Diseases 

Ulaanbaatar 

New Zealand 

Dr Darren Hunt 

Deputy Director of Public Health 

Office of the Director of Public Health 

(IHR National Focal Point) 

Ministry of Health 

Wellington 

Papua New Guinea 

Mr Berry Ropa 

Programme Officer 

Communicable Disease Surveillance and 

Response, Department of Health 

Waigani NCD 

Philippines 

Dr Lyndon Lee Suy 

National Programme Manager for 

Dengue and Emerging Infectious Diseases 

Department of Health 

Manila 

Dr Vito Roque, Jr 

Division Chief, National Epidemiology Center 

Department of Health 

2nd Floor, Building 19 

National Epidemiology Center 

Manila 

Republic of Korea 

Dr Lee Dong-Woo  

Chief Medical Research Officer 

Division of Infectious Disease Control 

Korea Centers for Disease Control and 

Prevention 

Ministry of Health and Welfare 

Seoul 

Viet Nam 

Dr VU Ngoc Long 

Vice Chief, Division of Communicable Disease 

Control 

General Department of Preventive Medicine 

Ministry of Health 

Hanoi 

Ms Nguyen Ha Thi My 

Officer of Health Quarantine Division 

General Department of Preventive Medicine 

Ministry of Health 

Hanoi 

UN agencies and other partners 

AUSAID 

Dr Mika Kontianen 

Director, Health Policy 

Australian Agency for International 

Development (AUSAID) 

Canberra, Australia 

Embassy of Japan 

Dr Noriaki Mamiya 

 ounse or &  edica   ttache’ 

Embassy of Japan 

Kathmandu, Nepal 

European Commission 

Mr Chris Touwaide 

Attaché (Cooperation) 

Delegation of the European Union to Nepal 

Kathmandu, Nepal 

Food and Agriculture Organization of the 

United Nations 

Dr Pasang Tshering, 

Regional Epidemiology Center (RSU) 

Coordinator, 

Regional Support Unit for SAARC 

Kathmandu, Nepal 

Dr Khadak Singh Bisht 

RSU Assistant Coordinator 

Regional Support Unit for SAARC 

Kathmandu, Nepal 

Japan International Cooperation Agency 

(JICA) 

Ms Mitsuo Isono 

Senior Adviser, Health Division 3 

Human Development Department 

Japan International Cooperation Agency (JICA) 

Tokyo, Japan 



Asia-Pacific strategy for emerging diseases (APSED) 

65 

Japan International Cooperation System 

(JICS) 

Ochai Naoko (Ms) 

International Organization Division 

Third Management Department 

Japan International Cooperation System 

Tokyo, Japan 

Mekong Basin Disease Surveillance 

Coordinating Office (MBDS) 

Dr Moe Ko Oo 

Mekong Basin Disease Surveillance 

Coordinating Office 

C/o Ministry of Public Health 

Department of Disease Control 

Nonthaburi, Thailand 

Public Health Agency of Canada 

Dr Felix Li,  

Minister Counsellor (Health)  

Canadian Embassy 

Beijing,People's Republic of China 

UNICEF Regional Office for South-Asia 

(ROSA) 

Dr Nuzhat Rafique 

UNICEF Regional Office for South Asia (ROSA) 

Kathmandu, Nepal 

United States Department Of Defense 

Threat Reduction Agency 

Dr Suman M. Paranjape 

Programme Lead, South-East Asia Cooperative 

Biological 

Engagement Programme 

United States Department of Defense/ 

Defense Threat Reduction Agency 

United States of America 

World Organization for Animal Health 

(OIE) 

Dr Mary Jo Gordoncillo 

Science and One Health Coordinator, OIE 

World Organization for Animal Health 

OIE Sub-Regional Representation for  

 South-East Asia 

Bangkok, Thailand 

Observers 

Dr Andrew Corwin 

 Country Director 

United States Centers for Disease Control and 

Prevention 

United States Embassy 

 Vientiane, 

Lao Peop e’s Democratic  epu  ic 

Dr Tomomi Mizuno 

Medical Officer, Bureau of International 

Medical Cooperation 

Japan National Center for Global Health and 

Medicine 

Tokyo, Japan 

Dr James "Jim" Reid 

CTR Policy 

United States Department of Defense Threat 

Reduction Agency 

United States of America 

Dr Michael Ingerson-Mahar 

AAAS Science and Technology Policy Fellow 

Threat Reduction & Arms Control 

United States Department of Defense Threat 

Reduction Agency 

United States of America 

Prof. Kedar Prasad Baral 

Patan Academy of Health Sciences 

Kathmandu, Nepal 

Secretariat 

WHO headquarters, Geneva 

Dr Isabelle Nuttall 

Director 

Global Capacity, Alert and Response 

Department (GCR) 

Regional Office for South-East Asia, New 

Delhi 

Dr Richard Brown 

Regional Adviser,  

Disease Surveillance and Epidemiology (DSE) 

Department of Communicable Diseases 

Dr Roderico Ofrin 

Coordinator 

Emergency and Humanitarian Action (EHA) 



Report of a biregional meeting 

66 

Dr Gyanendra Gongal 

Scientist, Disease Surveillance and 

Epidemiology (DSE) 

Department of Communicable Diseases 

Dr Kyi Thar 

Technical Officer (Programme Management) 

Disease Surveillance and Epidemiology (DSE) 

Department of Communicable Diseases 

Dr Min Nwe Tun 

Junior Public Health Professional 

Disease Surveillance and Epidemiology (DSE) 

Department of Communicable Diseases 

Miss Santosh Katyal 

Sr Administrative Secretary 

Disease Surveillance and Epidemiology (DSE) 

Department of Communicable Diseases 

Mr Sunil Kumar Singh Rajput 

Clerk 

Disease Surveillance and Epidemiology (DSE) 

Department of Communicable Diseases 

WHO Country Offices 

Bangladesh 

Dr M K Zaman Biswas,  

National Professional Officer (Epidemiology) 

WHO Country Office for Bangladesh 

Dhaka 

Bhutan 

Mr Kinley Dorji, NPO 

WHO Country Office for Bhutan 

Thimphu 

Dr Christian Winter, TIP (IHR) 

WHO Country Office for Bhutan 

Thimphu 

Democratic People’s Republic of Korea 

Dr Zobaidul Haque Khan, MO-CDS 

WHO Country Office for DPR Korea 

Pyongyang 

Indonesia 

Dr Graham Tallis 

DSE Programme Manager 

WHO Country Office for Indonesia 

Jakarta 

Myanmar 

Dr Lay May Yin 

WHO Country Office for Myanmar 

Yangon 

Nepal 

Dr Lin Aung 

WHO Representative to Nepal 

Kathmandu 

Dr Nihal Singh 

Medical Officer/Epidemiologist 

Dr Terrence Thompson 

Technical Officer 

Sri Lanka 

Dr Navaratnasingam Janakan 

National Professional Officer 

Focal Point CDS 

WHO Country Office for Sri Lanka 

Thailand 

Dr Dubravka Minet Selenic 

Temporary International Professional 

Regional Office for the Western Pacific, 

Manila 

Dr LI Ailan 

Director 

Division of Health Security and Emergencies 

Dr Chin Kei Lee 

Team Leader 

Emerging Disease Surveillance and Response 

Dr Gabit Ismailov 

Programme Management Officer 

Division of Health Security and Emergencies 

Dr Frank Konings 

Technical Officer (Laboratory) 

 Emerging Disease Surveillance and Response 

Dr Mohd Nasir Hassan 

Team Leader 

Environmental Health 

Mr Matthias Percl 

Technical Officer (M&E) 

Emerging Disease Surveillance and Response 



Asia-Pacific strategy for emerging diseases (APSED) 

67 

Ms Satoko Kiyota 

Short-term Consultant 

Emerging Disease Surveillance and Response 

Cambodia 

Dr Reiko Tsuyuoka 

Team Leader 

Emerging Disease Surveillance and Response 

China 

Dr Sirenda Vong 

Team Leader 

Emerging Disease Surveillance and Response 

Lao People's Democratic Republic 

Dr Luo Dapeng 

Team Leader and Epidemiologist 

Emerging Disease Surveillance and Response 

Mongolia 

Dr Ariuntuya Ochirpurev 

Technical Officer 

Emerging Disease Surveillance and Response 

Papua New Guinea 

Dr Boris Pavlin 

Team Leader and Epidemiologist 

Emerging Disease Surveillance and Response 

Philippines 

Dr Maria Nerissa Dominguez 

National Professional Officer and Team Leader 

Emerging Disease Surveillance and Response 

Viet Nam 

Dr Babatunde Olowokure 

Medical Epidemiologist and Team Leader 

Emerging Disease Surveillance and Response 



Report of a biregional meeting 

68 

Annex 3 

Summary of the Asia-Pacific Strategy for 

Emerging Diseases Technical Advisory  

Group meeting 

The APSED TAG meeting was held in Kathmandu on 15 of July 2013. The 

meeting was attended by all TAG members and WHO secretariat from 

SEAR and WPRO (see annex 2 list of participants). The agenda for this 

meeting is mentioned in annex 1 for the report. 

The session opened with an introduction by Dr Richard Brown, 

Regional Adviser, Disease Surveillance and Epidemiology (DSE), World 

Health Organization (WHO) Regional Office for South East Asia. The key 

topics discussed were the implementation of the International Health 

Regulations (IHR), financing, technical and financial support. Dr Li Ailan, 

Director, Division of Health Security and Emergencies, WHO Regional 

Office for the Western Pacific, chaired the whole session, which was 

facilitated by representatives from the two WHO regional offices. 

The objectives of the meeting were to overview major outbreaks of 

emerging infectious diseases of regional and international importance, to 

review progress made in implementation of APSED in eight focus areas in 

last one year and to make TAG recommendations to be made at the APSED 

Bi-regional workshop from 16-18 July for donors and partners, WHO 

country offices, and representatives from Member States. 

There was an overview of threats of emerging infectious diseases and 

major epidemics in the Asia-Pacific region in past one year and challeges in 

implementation of IHR/APSED.  

A decade after SARS and other EIDs in the Asia-Pacific region, new 

infectious diseases continue to emerge and cause public health 

emergencies. The emergence of enterovirus 71 in Cambodia, avian 

influenza A/H7N9 in China and Zika virus in Thailand were highlighted as 

an example of enhanced and sustained effective surveillance system in the 

region. It was possible to provide WHO support as a result of sharing 
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information through the IHR Event Information Site (EIS). The same system 

was used to record and monitor an outbreak of Enterovirus 71 (EV71) in 

July 2012. The Cambodian outbreak tested the IHR core capacities for 

surveillance and response to an acute public health event, and was notified. 

The emergence of Middle East respiratory syndrome-coronavirus 

(MERS–CoV) is a public health event of international concern which is 

currently concentrated in the Middle East and some European countries. Its 

epidemic curve shows it is a cause for concern. Cases have also been 

identified thanks to enhanced surveillance and EMS reporting, which 

brought to light many hidden asymptomatic cases. The APSED TAG 

members also raised the issue of preparedness for early detection, 

surveillance and response for potential outbreak MERS-CoV in the Member 

Countries.  

The implementation of APSED proved the importance of the effective 

surveillance and management of two viruses that are totally unrelated, 

MERS–CoV and avian influenza A/H7N9, which had previously been 

unknown. The APSED TAG Members agreed that proper preparedness was 

critical, and that now was a good time to consider a real world event to 

gauge how well the IHR was working. Quick to implement and legally 

binding, the IHR is a global legal framework providing guidance for 

managing EIDs. It also promotes the sharing of risk management practices 

as well as the building of strong national systems, including national and 

regional alert and response systems. The deadline for development of core 

capacities required for implementation of IHR (2005) is approaching. Many 

Member States have requested more time to meet the IHR core capacities 

needed for an all-hazards approach. The TAG members felt that it was 

difficult to balance meeting international standards and keeping flexibility, 

and that WHO should be ready to provide technical support for risk 

assessment, outbreak investigation and emergency response. Overall, 

investing in public health preparedness is critically important and APSED's 

success should be based on a common vision of safe and secure regions. 

Around the world, reporting systems were being expanded to include 

new emerging infectious diseases. These days, media monitoring is also 

important because it is informed of more cases and faster than government 

surveillance systems tend to be: only around 50% of events are reported by 

governments' Ministry of Health systems.The effective surveillance is greatly 
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influenced by factors such as the efficiency of laboratories, openness and a 

willingness to share outbreak information.The effectiveness of systems also 

depends upon how comprehensively regions report events and how that 

information is interpreted. 

The discussion was held on overview of progress made in 

implementation of APSED in eight focus areas as follows; 

Surveillance, risk assessment and response 

The common capacities of APSED include Event Based Surveillance (EBS), 

Rapid Response Team (RRT), Field Epidemiology Training (FET), risk 

communication, Public Health Emergency Preparedness (PHEP), 

Emergency Operation Centers (EOC), and response logistics. Currently EBS, 

RRT and EOC have been focused on EID events. There is, however, plans 

to expand the system in 2015 to include non-EID events, such as food 

safety, chemical and radionuclear incidents. In order to make this happen, 

the APSED TAG members felt that non-EID events warranted further 

discussion to find a common pathway, budget, and effective local 

implementation mechanisms. 

There was a concern about sustainability of EID event when it 

becomes as a non-EID event. For example, dengue was an emerging 

infectious disease in a country that lacks any vector control tool.  Dengue 

may become endemic in densely populated urban settings, then, it 

becomes a much bigger problem that needed more resources during 

epidemics. 

The importance of FET programme in detection of disease outbreak 

and strengthening national surveillance system in a number of countries was 

highlighted. The FET programme had existed for a very long time, bringing 

more physicians into infection outbreak areas. However, the standard of 

FET training was variable. It is a challenge to institutionalize and standardize 

FET training, particularly if funding is no longer available. It is important to 

explore possibility of involving private sector to support and sustain it. 
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Laboratory 

Laboratories were another key focus of APSED .Laboratories offered critical 

support for surveillance and response, provided they were an integral part 

of the network and ensured biosafety. In some Member States there is a 

national reference laboratory which needs to join up with international 

reference laboratories and other diagnostic laboratories to work together 

towards achieving common goals. The TAG members were briefed on 

WHO's global influenza surveillance and response system, the ASEAN 

group laboratory, Policy Steering Committee, Technical Working Group 

and assessment. There were still some challenges such as improving the 

systematic screening capacity at all levels, quality assurance, and 

strengthening biosafety/biosecurity. 

Zoonoses control 

The recent outbreak of avian influenza A/H7N9 virus, managed by the 

Regional Office for the Western Pacific, was presented as the significant 

event. Having been found in a live bird market in China, there was proper 

communication between the animal health and human health sectors. In 

fact, in the cases of both avian influenza A/H5N1 virus and avian influenza 

A/H7N9 virus there had been good collaboration between experts in 

animal and human health as well as the control of other prioritized 

zoonosis diseases at the national level e.g. anthrax. At regional level, there 

was also effective collaboration between WHO, the Food and Agricultural 

Organization (FAO) and the Office International des Epizooties (OIE).  

A tripartite workshop on zoonoses prevention and control was also planned 

in Kathmandu, Nepal, in November 2013. There would also be a 

discussion on avian influenza, particularly focusing on how the culling of 

birds should be carried out and how the compensation strategy should be 

used. There was discussion on inter-sectoral cooperation and the control of 

zoonotic diseases in the regions and role and the responsibilities of different 

sectors in surveillance of zoonotic diseases. The future challenge was 

achieving further coordination and collaboration systems between the 

public and animal health sectors at the national and regional level. 
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Infection prevention and control 

Infection prevention and control (IPC) is one of the priority areas of APSED 

and important component of the epidemic-prone disease prevention and 

control. Its key components were sustainable action based on national 

infection prevention and control, and setting up a resource centre where 

public health workers could start work immediately on an outbreak. A key 

challenge was to establish a functional and sustainable IPC system in place 

as the region continues to face potential outbreaks of epidemic-prone 

diseases such as HFMD avian influenza A/H5N1. Priorities also should be 

focused on health system development as well as infection prevention and 

control during the outbreak.  The TAG members mentioned the importance 

of the public health sector and hospitals working together, suggesting that a 

simple checklist might improve the situation. 

Risk communication 

TAG members discussed behaviour change communication and the 

delivery of health messages influencing behaviour. Health emergency 

communication should inform the public response to community concerns 

and support public health measures. In five years' time, there would also be 

a structure/team /mechanism for behavior change communication (BCC). 

This vision should be institutionalized within the Ministry of Health of 

respective Member States as an essential component of EID actions. The 

issue of misconception and miscommunication related to public health in 

the media was acknowledged. 

Overall, the communication systems and resources in the region had 

been strengthened. A document on EIDs for the media and policymakers 

was being developed. However, changing behaviour was a difficult issue; 

and, to date, few country-level communication plans had been assessed. 

Public Health Emergency Preparedness 

The Asia-Pacific region is prone to natural disaster and outbreak of EIDs 

and therefore public health emergency preparedness (PHEP) has been 

included as one of the focus areas under APSED. The role of PHEP was 

discussed, recognizing that comprehensive plans and a well prepared 

system can reduce the negative social and economic impacts of public 
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health emergencies. TAG members also highlighted past events that had a 

common operation platform for command, control and coordination. The 

timely collection of information, risk assessments and information displays 

were all vital to enable decision-making. A vision for PHEP was discussed 

that involved putting a common control system in place along with an EOC 

– both of which were needed to integrate a single PHEP and response plan. 

What's more, the EOC should operate at different levels – some local, some 

at ministry level. According to APSED, the work plan in this area would be 

finished by 2013, provided that all Member States had established an EOC 

with the help of their ministries of health. By 2015, the EOC should be able 

to support key functions.  

In terms of points of entry (PoE) preparedness in both regions, 73% of 

countries had now nominated ports and airports for capacity development; 

PHEP contingency plans had been prepared; and PoE training had been 

conducted at regional level. Strengthening points of entry at land crossings 

were essential along with detailed regional guidelines to support all-hazard 

risk mapping.   

Monitoring and Evaluation 

When it comes to monitoring and evaluation (M&E) there was continuous 

learning and accountability at country level (e.g. country work plan, APSED 

indicators, IHR monitoring indicators). There were also regular planning 

and review meetings with M&E team in-country. In some Member States, at 

regional level there were national planning and review processes in place 

along with APSED /IHR work plans and APSED performance indicators. In 

terms of future priorities, Member State will strengthen and maintain their 

national planning and review processes. There will also be an increase in 

results-based monitoring using IHR and APSED performance indicators at 

national and regional level. TAG members also agreed that strong bi-

regional collaboration was essential in M&E. 

The conclusions were made on each focus areas of APSED 

implementation in past one year which was presented by  

Dr John Mackenzie at the bioregional workshop on the behalf of TAG 

members (see page 4.1.3 in page 10 of the meeting report) 




