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Introduction 

 

 

Since late 2009, the South-East Regional Office and the Western Pacific Regional Office have worked 

together to formulate a revised APSED, as recommended by the fourth Technical Advisory Group 

(TAG) meeting.   A key element of this revision has been a consultative process with Member States of 

both regions to gain their perspectives, ideas and opinions on the future direction of APSED.  National 

counterparts in the ministry of health and partners in other relevant sectors have been consulted in 

this process, which has been conducted through a variety of formats, including national workshops, 

regional meetings and informal discussions.  

 

In this process, countries were asked to review their progress in APSED implementation and to identify 

their key public health concerns and requirements for focused capacity strengthening efforts in the 

next five years.  In addition, countries also were asked to identify any special situations and other 

considerations that also may be addressed in a revised APSED.  

 

In total, 23 distinct issues that may affect the health security of the Asia Pacific Region were identified.  

From these results, the South-East Asia Regional Office and the Western Pacific Regional Office 

collaborated to formulate a technical paper for each issue, offering an Asia Pacific situation analysis 

and suggesting strategic approaches and possible actions that may be taken.  In total, 23 papers were 

drawn up and presented and reviewed by technical experts during the Biregional Consultation on 

APSED and Beyond, held in Kuala Lumpur, Malaysia, from 24 to 26 May 2010.  

 

The biregional consultation produced lively discussion and debate on the direction of the revised 

APSED and the components of the strategy.  All 23 papers were discussed, reviewed and some even 

integrated into other papers.  For instance, Public Health Interventions were identified during the 

country consultative process as a potential new area to be addressed.  Through the experience of 

pandemic influenza A (H1N1) 2009, public health authorities in the Region became acutely aware that 

the challenge of implementing public health interventions had been underestimated.  Good 

implementation of public health interventions clearly required balanced and transparent decision-

making, which in turn required risk assessment, advance planning and researched evidence to validate 

the intervention.  A technical paper was prepared to address this issue and was presented and 

discussed during the biregional consultation.  However, it was found that these needs could be met by 

integrating public health interventions into the functions of other APSED areas such as risk 

assessment1 and public health emergency planning2. 

 

The biregional consultation raised two additional issues for consideration:  

• Separation of infection control from clinical management and health care preparedness:  The 

prepared technical paper attempted to combine these issues into one focus area.  But, given 

the importance and difference of these issues, it was decided that they be kept separate. 

• Capacity-Building:  Capacity-building was recognized as the core principle that underpins 

APSED.  In recognition of the importance of strategic and institutional capacity-building 

approaches in order to ensure sustainability, a new technical paper was formulated during the 

consultation to highlight the importance of institutional Capacity-Building and is included in 

this volume.  

 

 

                                                 
1
 In 'Surveillance, Risk Assessment and Response' 

2
 In 'Public Heath Emergency Preparedness and Interventions 
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Through the consultative process conducted with countries and discussion and review by technical 

experts in the Region, these papers have been refined to articulate the priorities and situation of the 

Region and to suggest APSED approaches to address these issues.  The revised technical papers can be 

separated into four distinct categories:  

 

1. Current and existing in APSED (2005) 

This category includes issues that were key existing components in the first phase of APSED and 

that were identified by Member States in the country consultative process as still relevant and 

important for further strengthening in APSED (2010).  These technical papers build on the 

experiences and achievements of past APSED implementation, to analyse if past approaches are 

still relevant, if new functions should be added and what future actions can be proposed.  

For two of these components – laboratory and zoonoses – separate strategies had been drawn up 

since the launch of APSED in 2005.  In these cases, the technical papers address how APSED can 

complement these strategies while ensuring strengthened capacities for emerging infectious 

diseases (EID) and other acute public health threats.   

 

2. Requested and recommended to include during APSED (2005) implementation: 

This category includes issues that were requested or recommended by Member States to be 

included in APSED during implementation of the first phase of the strategy.  These technical 

papers thus introduce the basic concepts of these areas, identify the key issues and components 

and discuss how they can be incorporated into APSED.  In the case of Points of Entry, technical 

consultations on the issue already have been held in the Region.  This paper then builds upon this 

expertise to also provide suggested actions for consideration.  

 

3. Potential new areas 

This category includes newly identified issues that may affect regional health security.  The 

purpose of these papers is to describe the issue and any programmes that already exist.  In the 

case of well-established areas (food safety and humanitarian emergencies), the papers identify 

synergies that can be formed between these existing programmes and EID programmes.  In two 

unique situations (mass gatherings and deliberate releases), the papers attempt to examine how 

APSED capacities can address these threats.  

 

4. Special considerations 

This category includes a number of topics and contextual issues that should be considered on a 

case-by-case basis.  The technical papers in this category examine the relationship of these issues 

to EID programmes and offer possible approaches to take these issues into consideration.  

 

These reviewed papers now form the technical basis from which APSED (2010) has been shaped and 

formulated, to be implemented as a common strategic framework by the countries and areas of the 

Asia Pacific to ensure the health security of the Region.  
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Table 1. Categorization of identified issues 

 

1. Current and existing in APSED 

(2005) 

 

Only or mainly under APSED 

• Capacity-Building Approach 

• Surveillance, Risk Assessment and Response 

• Field Epidemiology Training Programme  

• Infection Prevention and Control 

• Risk Communications  

• Regional Surveillance, Risk Assessment and Response  

• Monitoring and Evaluation  

Areas with other initiatives 

• Laboratory 

• Zoonoses 

2. Requested and recommended to 

include during APSED (2005) 

implementation 

 

• Response Logistics  

• Health Care Preparedness and Response and Case (Clinical) 

Management 

• Public Health Emergency Preparedness and Interventions 

• Points of Entry  

• Information-Sharing for Public Health Action  

3. Potential new areas  

 

Existing programme with synergies 

• Food Safety  

• Humanitarian Emergencies 

Other Areas 

• Deliberate Release of Biological, Chemical and 

Radiological/Nuclear Agents  

• Mass Gatherings 

4. Special considerations 

 

• Special Considerations for Pacific Island Countries and Areas 

• Social Determinants of Health  

• Climate Change and Health:  Impacts and adaptation 

• Organization Structure and National IHR Focal Point (NFP) 

Function  

• Sustainable Financial Mechanisms and Partnerships 
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1.1 Capacity-Building Approach     

 

 

Introduction  
 

APSED (2005) provides Member States with a strategic framework and guidance to build core capacity 

in the five identified areas:  surveillance and response, laboratory, zoonoses, infection control and risk 

communications.  The strategy provides a systemic approach and a good platform for the entire 

institutional capacity-building which avoids ad hoc-based activities, including ad hoc-based training.   

All activities defined under APSED are the capacity-building activities, such as strengthening national 

systems and structures for EID, formulation of national policies and technical guidelines and training 

programmes such as field epidemiological training.  

 

As countries move towards the next phase of APSED, continuous advocacy and systemic process must 

be part of institutionalizing capacity-building to ensure viability and sustainability of programmes.  In 

order for that to materialize, it is vital that Member States have a good appreciation of institutional 

and systemic capacity-building. 

 

Systemic capacity-building 

 

Institutional capacity-building, in a broad context, refers to the creation and enhancement of skills, 

knowledge, capital – including human capital, technology, funding and infrastructure – and the 

structures that are necessary for effective programme performance.  It is a systemic process that 

involves the identification of shortcomings as part of overall programme planning.  

 

Institutional capacity is a vital ingredient in achieving effective outcomes.  From the perspective of 

public health, equitable policies and advocacy, coupled with a skilled set of personnel and technology, 

will ensure an effective programme performance. 

 

Capacity shortfalls in terms of individual components can provide a better understanding of 

organizational shortfalls and can be assessed in a logical approach based on the need for action where 

it is most required. 

 

Institutional capacity-building can be approached systematically using a series of interconnected levels 

with separate but interdependent components.  This approach is organized logically to show how the 

effectiveness of one form of capacity depends on, and builds on, the effectiveness of other forms of 

capacity-building.  

 

 



CAPACITY BUILDING APPROACH 

TECHNICAL PAPERS   8 

 
Figure 1. Systemic Capacity-Building 

 

 

Health Systems Strengthening and Capacity-Building 

 

The logical pyramid of systemic capacity-building involves three tiers.  The policy and management 

tiers are related to overall health system strengthening which, when performing effectively, enables 

the creation of relevant skills and technology under the technical tier, which may be dedicated to EID 

and in other programme areas such as food safety and natural disasters.  

 

Steps forward 

 

In order for capacity-building to remain relevant and sustainable in the long term, APSED (2010) 

should include an institutional capacity gap analysis based on the pyramid above and adopt a systemic 

approach towards capacity-building to address the needs in a strategic manner.  Activities contributing 

to overall capacity-building, while emphasizing different aspects and adopting varying approaches 

should progress in a systemic manner. 

 

 

Reference 
 
Potter and Brough.  2004.  Systemic capacity building:  a hierarchy of needs. Health Policy and Planning; 19(5):  336-345. 

Component Elements 
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1.2 Surveillance, Risk Assessment and 

Response  

 

 

Introduction  
 

The International Health Regulations (2005)— IHR (2005) — define the collective responsibility to 

protect global health security and call for Member States to draw up and strengthen their national 

capacity to rapidly detect and respond to potential public health events.  The Asia Pacific Strategy for 

Emerging Diseases (APSED) has provided a framework for Member States to work out a robust system 

of surveillance and response (Figure 1).  This system includes indicator-based surveillance (IBS) and 

event-based surveillance (EBS) systems that can detect and monitor public health events at the local 

level and a rapid response capacity at the national and subnational levels.  IBS and EBS systems are 

complementary and both are an essential component of a national surveillance system.  

 

The aim of IBS systems is to collect timely, reliable and appropriate data on priority diseases, 

syndromes and conditions.  Data collection follows a predefined format and includes specific case and 

syndrome definitions.  Data reporting and 

analysis occurs regularly, normally once a 

week, and alert or epidemic thresholds 

are often used to identify outbreaks.  The 

aims of IBS systems include outbreak 

detection, monitoring of disease trends 

and disease control programmes, 

programme planning and policy 

development. 

 

EBS is the organized and rapid capture of 

information about events that are a 

potential risk to public health 3 . This 

information can be rumours and other ad 

hoc reports transmitted through formal 

(e.g. established routine reporting 

channels) and informal (e.g. media, health 

workers, nongovernmental organization 

(NGO) reports) channels, and include:  

                                                 
3
 The definition of event-based surveillance has been adapted from the unpublished WHO EWARN guideline. 

Event-based Surveillance

Rapid detection, reporting, confirmation,

assessment of public health events,

including
• Clusters of disease

• Rumours of unexplained deaths

Commonly

• Immediate reporting

Indicator-based Surveillance

Routine reporting of cases of disease, 

including

• Notifiable disease surveillance systems

• Sentinel surveillance

• Laboratory based surveillance

Commonly

• Health care facility based

• Weekly, monthly reporting

Response

Linked to surveillance

National and subnational capacity to respond to alerts

Risk 
Assessment

Figure 1. Surveillance and response system 
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• Events related to the occurrence of disease in humans such as clusters of cases of a disease, 

unusual disease patterns or unexpected deaths as recognized by health workers and other key 

informants in the country. 

• Events related to potential human exposure such as events related to diseases and deaths in 

animals, contaminated foods or water and environmental hazards, including chemical and 

radiological and nuclear events.  

 

Unlike IBS, EBS is not based on routine collection of indicators and automated thresholds for action 

but instead is based on unstructured descriptions and reports. 

 

For the rapid detection of rare but potentially high-impact public health events (e.g. severe acute 

respiratory syndrome (SARS)) or emerging or unknown diseases, EBS systems are more effective than 

IBS systems for the following reasons:  they enable immediate reporting, are designed specifically to 

detect unusual or unexpected events in humans, animals and/or in the environment that are not 

captured by IBS definitions and systems and can detect events that occur in populations that do not 

usually access health care through formal channels.  

 

Ideally, the surveillance and response staff are collocated to facilitate the rapid exchange of 

information.  However, as we move further towards the public health threats approach, which covers 

more than just infectious diseases, this is not always possible.  Therefore, strong links, either formal or 

informal, will need to be established to ensure that once a risk assessment indicates the need for a 

response, an appropriate team can be deployed.  

 

 

Situation analysis and key issues 
 

EBS and IBS systems are complementary and both are essential components of a national surveillance 

system.  All countries have one or more IBS systems, most notably the traditional notifiable or routine 

disease surveillance system for priority diseases and conditions.  Countries and territories of the 

Pacific Region have, in addition, adopted an early warning system based on standard syndromic 

surveillance.  The Philippines, Mongolia, China, the Lao People’s Democratic Republic, Cambodia and 

all countries in the South-East Asia Region have established EBS systems.  

 

All Member States have rapid response teams, trained in infectious disease outbreak response, at the 

national and subnational levels.  However, the response capacity can vary among subnational levels.  

As the surveillance systems strengthen, more potential alerts and events will be identified and, 

therefore, more rapid response teams (RRTs) will be required.  In fact, surveillance systems will fail 

without well-trained teams and an appropriate response capacity capable of responding to any public 

health event.  This is especially true for the EBS systems, where reports from health care settings and 

the community will soon stop if appropriate responses are not provided.  

 

Surveillance, risk assessment and response capacity are prerequisites for effective risk reduction and 

effective, evidence-based interventions for acute public health events. In moving forward, 

consideration should be given to the following issues: 

 

Issue 1.  Further improvement of existing systems  

 

In many countries, ensuring that the IBS systems are able to meet their objectives, provide timely 

information, have a simple reporting structure and provide information for action remains a challenge.  

Many systems include duplicate case definitions and long lists of notifiable diseases.  The EBS systems 
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in operation either just have been implemented or only have been running for two to three years.  

Continuing growth of these systems and sharing examples of best practise will be essential.  

 

There is also a need to increase the number of trained and available RRTs.  As the surveillance systems 

improve and EBS systems identify more events that require investigation, the demand for skilled RRTs 

will increase.  In addition, given the expanding scope of surveillance systems to include all public 

health events, it will be essential that links with other key units and departments are made, such as 

food safety, environmental health and animal health.  RRT training also will need to include a focus 

beyond infectious diseases.  

 

Issue 2.  Limited risk assessment capacity 

 

There is limited capacity to triangulate incoming information from the IBS and EBS systems, and 

systematic risk assessments of incoming information often are not carried out.  If systems are to 

operate effectively and link to the response system rapidly, it is essential that all alerts and event 

reports from the IBS and EBS systems are managed in a timely and appropriate way, including 

appropriate responses initiated, rapid and effective control measures implemented and rapid 

communication of critical information disseminated to decision-makers.  Therefore, a systematic risk 

assessment should be carried out on all incoming information received through either the IBS or EBS 

systems.  This would require: 

• National and subnational risk assessment capacity. 

• Both formal and informal interagency and departmental collaboration to ensure that when a 

potential public health threat is detected, a rapid risk assessment involving relevant technical 

staff is carried out. 

 

 

 
 

Figure 2.  Risk management framework for public health events 
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Risk assessment is a systematic process of organizing information within a risk management 

framework (Figure 2).  Risk assessment consists of the identification and characterization of threats 

and the analysis and evaluation of risks associated with exposure to those threats.  For example, the 

number of cases exceeding an alert threshold as part of IBS or public health events reported to EBS 

would be assessed in terms of the type of threat (e.g. infectious disease, chemical hazard), exposure 

(e.g. mode of transmission, population affected) and vulnerability (e.g. the health status of the 

affected community, the capacity of the local health care system).  Once all information has been 

assessed, a level of risk is assigned.  The speed and type of this response is linked to the level of risk. 

Risk assessments should be carried out at regular intervals until the event is closed and also can be 

used to prioritize control measures. 

 

Issue 3:  Coordination  

 

Effective risk assessment of incoming events and appropriate rapid response require that strong 

operational links and active information-sharing be established with other key departments and units 

or agencies outside the infectious disease arena.  If the surveillance systems identify a chemical, food 

safety or zoonotic disease event, an effective risk assessment would depend upon the active 

involvement of animal health, chemical, poison and food safety experts.  Formal and informal links 

would need to be established in advance between the units responsible for surveillance and response 

and other relevant partners.  

 

Many countries already have interagency task forces and coordination mechanisms.  However, these 

often focus on the coordination of control measures and involve formal meetings and high-level 

policy-makers.  In terms of carrying out rapid risk assessments, it is the informal links at the technical 

level that will need to be established.  An effective risk assessment often requires immediate contact 

over the phone to share incoming information and to discuss technical information (e.g. possible 

routes of transmission, clinical presentation).  

 

It is also important to note that information about public health threats also may come from these 

partners.  For example, the risk assessment of toxins in foods communicated through the food safety 

channels at the national and international levels also can trigger a joint risk assessment that would 

then use the established surveillance and response systems for case-finding and field investigations.  

 

Issue 4:  Information communication technology (ICT) for surveillance and response  

 

Rapid reporting is a recurring theme in a successful surveillance and response system, and new and 

emerging ICT tools increasingly are being adapted to support the rapid transfer of public health 

information.  The challenge in the coming years will be for Member States to evaluate and strengthen 

IT infrastructures and IT resources and identify the most appropriate and sustainable technologies 

that can support, for example, the rapid communication of IBS and EBS data, the storage of field data 

collected as part of outbreak investigations and decision-making.  
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Goal and strategic direction 
 

To ensure national and global health security through the establishment of an effective system of 

surveillance, risk assessment and response: 

• An EBS system capable of detecting public health events (including noninfectious disease 

events) at the local level and rapidly transmitting the information to other levels for action. 

• An IBS system for priority diseases and syndromes capable of detecting outbreaks and 

monitoring trends over time. 

• Risk assessment capacity at all levels that ensures all incoming surveillance information is 

assessed and an appropriate response is carried out. 

• Rapid response capacity at all levels capable of an appropriate response to any public health 

event.  

 

 

Strategic approach 
 

The surveillance and response system should be flexible enough to adapt to the detection of 

noninfectious disease events (e.g. chemical and food safety events) and to special epidemiological 

situations (e.g. mass gatherings, disaster responses). However, the surveillance and response priorities 

should be determined by the needs of the Member States and informed through risk mapping. 

 

 

Suggested actions 
 

• Continue to strengthen and build the EBS, IBS and rapid response components of national 

surveillance and response systems. 

• Expand the training of RRTs to an all-hazards approach, with a specific focus on the initial 

assessment of events of unknown aetiology. 

• Strengthen and/or build risk assessment capacity at all levels. 

• Create national risk and vulnerability maps. 

• Continue to promote coordination among surveillance, risk assessment and response, 

including interdepartmental and interagency coordination. 

• Consider the use of appropriate ICT tools to support surveillance, risk assessment and 

response activities. 

 

 

References 
 
1. The International Health Regulations (2005).  Second Edition.  http://www.who.int/ihr/en/ Accessed on 17 May 2010. 

2.     A guide to establishing event-based surveillance, WHO 2008.  http://www.wpro.who.int/NR/ rdonlyres/92E766DB-

DF19-4F4F-90FD-C80597C0F34F/0/eventbasedsurv.pdf.  Accessed on 27 May 2010. 
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1.3 Field Epidemiology Training Programme   

 

 

Introduction  
 

The universal experience of countries in the Asia Pacific Region with Field Epidemiology Training 

Programmes (FETPs) is that it can be of crucial value in building capacity for early detection, 

investigation and response to acute public health threats.  During regional outbreaks of SARS, human 

avian influenza and pandemic influenza A (H1N1) 2009, FETP trainees provided significant surge 

capacity for national responses.  It is also noteworthy that in countries with longstanding programmes, 

many public health officials working at high levels within the ministries of health, including with 

national public health programmes, are FETP graduates.  

 

FETPs are qualitatively different from most training courses in that they are competency-based and 

constructed around the principle of learning by doing.  Didactic lectures are complemented with case 

studies, exercises and field practises of surveillance, risk assessment and outbreak response activities 

in the real world under the supervision of a mentor.  Because these field placements are made within 

the existing national public health infrastructure, learning takes place in the context in which trainees 

subsequently will be expected to work.  In addition, during their period of study, the trainees make an 

important service contribution to the health system.  

 

In countries where they are established, FETPs make a critical contribution to the formation of a 

critical mass of practical epidemiological skills in the public health system.  Through improving national 

resilience to deal with acute public health threats, FETPs also make an important contribution to 

regional and global health security.  In addition, FETPs in the Region are becoming increasingly 

interconnected by a number of initiatives, including providing support to attend international 

meetings to present research findings, the establishment of International FETPs (IFETP) in India and 

Thailand and the participation in cross-border outbreak investigations.   

 

In these ways, FETPs contribute to the establishment of informal and formal regional networks and 

support regional self-reliance in outbreak containment.  In addition, the skill sets acquired by FETP 

trainees enable them to respond to noninfectious acute public health events such as chemical, 

radiological, environmental and humanitarian emergencies.  

 

The infrastructure required to start up and subsequently support a two-year programme is significant.  

Therefore, FETPs require long-term commitments and investments to ensure sustainability.  Although 

there is significant interest in establishing programmes, there are problems that apply particularly to 

smaller nations.  For example, the entry capacity for two-year programmes is usually limited, which 

means it can take time before a critical mass of skilled staff is established to serve national needs.  

Moreover, the programme itself requires a critical mass of epidemiologists to run it. The 
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establishment of international FETPs (IFETPs) that provide training for potential FETP trainers for 

countries is a way of addressing one of the key start-up barriers. 

 

In addition, a regional FETP needs assessment that was conducted in countries that currently do not 

have a programme identified a modified approach as a viable option.  A modified FETP is essentially a 

shorter course, but this approach also allows drawing up and implementing different training modules 

over time (i.e. with priority competencies being addressed first), which can be stepping stones 

towards working out a longer course. 

 

To support further improvement of FETPs, it will be critical to mobilize additional resources and share 

examples of best practise on how to enhance sustainability.  Strengthening programme capacity, 

establishing stronger linkages with the public health system and academic institutes and adapting 

training models to meet country needs likely will all add value and improve the quality of FETP 

trainees' skills and experiences.  

 

The establishment of an agreed regional framework for an FETP likely would facilitate universal 

establishment of programmes in all Member States and may help with resource mobilization. The 

details would need to be agreed by consensus, but activities could potentially include the following: 

• Support for attendance at regional meetings to present the results of epidemiological 

investigations. 

• Facilitating participation in regional outbreak responses. 

• Support for the publication of epidemiological findings. 

• Support for workshops for training of trainers, mentors and lecturers. 

• Sharing of best practise in models of training. 

• Providing a forum to reach consensus on formulation of competency-based standards for a 

national FETP in the Region. 

• Resource mobilization. 

 

 

Situation analysis and key issues 
 

The APSED identifies surveillance, risk assessment and response as key components; Member States 

accordingly have scaled up efforts to build capacity in these areas.  In recent years, the APSED 

Technical Advisory Group (TAG) and the Delhi Declaration of Epidemiology have supported the 

concept that establishment of an FETP is the most effective mechanism to establish this capacity.  

 

A two-year FETP is generally accepted to be the gold standard that results in the highest levels of 

competency.  The challenge is to build this epidemiological capacity in all Member States.  At present, 

10 countries in the Region have established two-year FETPs -- Australia, China, India, Indonesia, Japan, 

Malaysia, the Philippines, the Republic of Korea, Thailand and Viet Nam.  Some of these programmes 

only recently were established while others now have more than two decades of experience.  

Modified FETPs were launched in 2009 in Cambodia, the Lao People’s Democratic Republic and 

Mongolia, with each course adapted to the needs of the national public health system.  

 

Some of the key challenges and issues include the following: 
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Issue 1:  Sustainability of an existing FETP  

 

Sustainability requires high-level commitment to the maintenance of adequate human and financial 

resources.  To obtain this political commitment, FETPs, in turn, need to demonstrate clear value to the 

public health system in addressing critical health issues.  

 

1.1 Sustainability by placing an FETP at the centre of efforts to build a public health infrastructure.  

 

Advocacy may be required initially to promote the concept that establishing FETPs can be an effective 

mechanism to build critical epidemiological capacity.  However, if this strategic approach is accepted, 

an FETP increasingly will be regarded as a worthwhile investment as the programme becomes 

embedded within the public health system and as outputs begin to demonstrate value.  Supporting 

this initial phase may require external backing, including direct funding by partners and establishment 

of sponsorships.  It also will be important to establish incentives to attract and retain high-quality 

applicants, which might include establishing career structures and supporting publication of research 

findings in peer-reviewed journals. 

 

 1.2 Sustainability through ensuring the quality of the training programme  

 

Sustainability will result if FETPs can demonstrate clear value, standards and outputs which will be 

critically dependent on the quality of the programme.  The quality of an FETP is likely to depend on a 

number of factors, including the adopted training model, the quality of training and the nature of the 

field placement (which will determine whether there are opportunities to do useful work).  Standards 

also are likely to be improved by the use of audits and the adoption of a system of continuous quality 

improvement (CQI).  Quality also may be improved by establishing links with academic institutes with 

appropriate expertise. 

 

1.3 Sustainability through building regional security out of strong and mutually supportive national 

surveillance, risk assessment and outbreak response systems  

 

Because infectious diseases do not respect national boundaries, it is in the interest of every country to 

ensure regional resilience in confronting public health threats.  This requires the establishment of 

strong surveillance, risk assessment and outbreak response systems in each country, without 

exception.  Seen from this perspective, if FETPs are adopted as the primary mechanism for building 

national capacities, then as they become established, FETPs can demonstrate their value as a powerful 

regional public health good that all Member States will value and wish to sustain.  Regional resilience 

likely also will benefit in the long term from drawing up a regional FETP road map under APSED. 

 

Issue 2:  Capacity-building of countries without an FETP 

 

Ensuring that countries without FETPs are able to meet their identified needs should be considered as 

a regional priority.  This effort will require advocacy, identification of human and financial resources, 

identification of national FETP champions and formulation of a long-term strategy.  A flexible and step-

wise approach may be more feasible for small countries with limited resources.  The  IFETP approach 

may be an option that has the additional benefit of building informal regional networks and facilitating 

an exchange of experiences among trainees from different countries.  However, IFETPs have their own 

challenges:  language skills may be a barrier to recruiting trainees, training will take place outside of 

the national context and such programmes may be costly and unsustainable in the long term. 

 

Another option is to undertake a training needs assessment and then adapt and establish a modified 

programme.  An advantage of the modified FETP approach is that it builds in-country capacity from 

the outset.  
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Goal and strategic direction 

 

To ensure national and global health security through the establishment of personnel within the public 

health system who have essential epidemiological skills required to undertake effective surveillance, 

risk assessment and outbreak response for emerging diseases and other public health threats.  

 

The establishment of sustainable FETPs will help to ensure this critical capacity in all Member States.  

 

 

Strategic approaches 
 

1.  Sustainability of existing FETPs:  

 

Member States should undertake efforts to ensure long-term commitment of political support and 

allocation of human and financial resources to sustain existing FETPs. 

 

2.  Capacity-building for countries with no established FETPs 

 

While priority should be given to supporting countries to establish their own national long-term FETP 

programme, the international FETP approach and modified FETP approach should be considered for 

those countries where a national programme is not feasible.  In establishing modified FETPs, 

consideration must be given to meeting identified country needs while maintaining the quality of 

training.  

 

 

Suggested actions 
 

1.  Growth and sustainability by placing an FETP at the centre of efforts to build public health 

infrastructure.  

 

The effort should include national and regional advocacy, a strategic approach that embeds FETP 

within the existing public health infrastructure, drawing up incentives for trainees and identification of 

adequate resources. 

 

2.  Ensuring the quality of the training programme by efforts within a country 

 

Quality will be established and maintained by adopting an appropriate training model, ensuring high 

quality of training and field placements, establishing a CQI system and by building links with other 

institutions with appropriate expertise. 

 

3.  Sustainability through building regional security out of strong and mutually supportive national 

surveillance, risk assessment and outbreak response systems 

 

National FETPs may become more sustainable simply when national public health authorities perceive 

that they have a role in strengthening regional health security. 

 

The following may be useful:  Working out an APSED roadmap for strengthening FETPs, advocating for 

resource mobilization, documenting lessons learnt from FETPs in the Region, formulating an advocacy 

package for national leaders, partners and other stakeholders and providing technical support for 

existing FETPs to strengthen faculty improvement.  
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1.4 Infection Prevention and Control    

 

 

Introduction  
 

Establishing effective infection prevention and control (IPC) practises in health care is essential for 

reducing the transmission of EIDs to health care workers (HCWs), patients and their families and the 

community.  Inconsistent practises during the outbreak of SARS in 2003 highlighted the differences in 

cross-infection outcomes for HCWs.  Hong Kong was affected significantly by SARS in 2003.  The total 

number of reported cases was 1755; of these, 302 died.  A total of 405 HCWs were infected4.  A case-

control study in five Hong Kong hospitals that compared 241 noninfected and 13 infected staff (with 

documented exposures to 11 index patients with SARS during patient care) revealed that 69 HCWs 

who had followed appropriate droplet precautions (use of mask, gloves, gowns and hand-washing) did 

not get infected whereas all staff who became infected had omitted at least one of the specified 

measures5.  

  

IPC is, therefore, a key element of the APSED.  Over the past five years, this biregional strategy has 

played an important role, both in highlighting IPC as an essential element of outbreak response and in 

advocating for capacity-building to establish strong IPC programmes at national and local levels.  

Through APSED, a particular focus has been directed towards four minimum infection control 

components: 

• National infection control structure  

• National policy, guidelines and information, education and communication (IEC) materials  

• Education and training  

• Infrastructure and logistics  

 

The outbreak of pandemic influenza A (H1N1) 2009 provided an opportunity to review, reflect and 

reformulate national plans for strengthening IPC programmes and practises in all Member States.  It 

has become increasingly evident that good IPC practise is far from being routine in many health care 

settings.  Similarly, IPC is not yet considered a priority in many countries when compared with other 

elements required for responding to an outbreak.  In the context of an outbreak response, it is 

important to stress that the normative, daily function of IPC in hospitals is scaled up when an epidemic 

occurs.  Good routine IPC practise is therefore a prerequisite for responses to be effective.  

                                                 
4
 GM Leung, AJ Hedley, et al.  The epidemiology for Severe Acute Respiratory Syndrome in the 2003 Hong Kong epidemic; An 

analysis of all 1755 patients.  Annals Int Med. 2004;141 (9), 662-74 
5
 Seto WH, Tshaq D, et al.  Effectiveness of precautions against droplets and contact in prevention of nosocomial transmission 

of severe acute respiratory syndrome (SARS).Lancet. 2003 Jul 5;362(9377):76 
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Situation analysis and key issues 

 

Efforts to improve IPC in the Asia Pacific Region have been assisted by the formulation of a number of 

important WHO guidelines.  In 2004 a biregional South-East Asia Regional Office-Western Pacific 

Regional Office document, “Practical Guidelines for Infection Control in Health Care Facilities”, was 

produced.  In 2006, with support from the Regional Offices, Headquarters also produced “Infection 

Prevention and Control Guidelines for Epidemic and Pandemic Prone Acute Respiratory Diseases in 

Health Care”.  In 2008, a consensus document, "Core Components for Infection Prevention and 

Control Programmes", was published.  This important document was a more complete version of the 

APSED "core components of IPC" document described above.  The regions also supported drawing up 

specific IPC guidelines for human infection with avian influenza A (H5N1) and pandemic (H1N1) 2009.  

An additional important WHO initiative with significant input from the Asia Pacific Region has been the 

formulation in 2009 of guidelines for natural ventilation for infection control in health care settings. 

 

APSED also has provided an enabling environment for regional stakeholders to support working out 

and implementing training materials on IPC.  Besides IPC being an essential component of the training 

provided to RRTs in the Region, a package of training materials on Respiratory Infection Prevention 

and Control was created through the collaboration of the South-East Asia Regional Office, the Western 

Pacific Regional Office, the United States of America Centers for Disease Control and Prevention, the 

Regional Emerging Diseases Intervention (REDI) Centre, Singapore, and Jhpiego, which is affiliated with 

Johns Hopkins University in Baltimore, Maryland.  Further, two Train the Trainer workshops were 

delivered to nominated participants from 14 Member States and materials were translated into 

Chinese, Vietnamese and Thai. 

 

Another significant milestone in the Asia Pacific Region was the designation of a WHO Infection 

Control Collaborating Centre for Research and Outbreak Response in Hong Kong in 2009.  To date, 

study tours to the centre have been organized for IPC experts from Cambodia, the Lao People’s 

Democratic Republic, Thailand and Viet Nam.  Plans were being drawn up for additional support to the 

Region.  

 

Despite the significant progress that has been made, there are some key issues that need to be 

addressed: 

 

Issue 1:  Improve compliance of IPC practise during EID outbreaks 

 

After the SARS outbreak, an understanding of the importance of IPC was achieved in many countries. 

This provided an impetus for advocating for the systematic establishment of IPC programmes in many 

nations.  However, the outbreak of pandemic influenza A (H1N1) 2009 also revealed that compliance 

with IPC practises remained low in many health care facilities (HCFs), even when good quality 

guidelines were available and training had been delivered.   Anecdotally, it appeared that initial 

concern on the part of health care workers was replaced with an attitude of complacency when their 

perception of self-risk was low, even though the greater risk was probably for inpatients with pre-

existing conditions.  In some settings, the problems undoubtedly were compounded by a lack of both 

human resources and logistical supplies.  

 

Issue 2:  Embed good practise in normal, daily hospital care as a key to improve IPC during an 

outbreak  

 

Effective IPC programmes need to engage individuals working in many different professional groups 

(doctors, nurses, laboratory staff, cleaners and administrators) and also across many different clinical 

specialities.  They also require establishment of a safe working environment, both in terms of physical 

infrastructure of health care settings, regular supply of commodities and good administrative controls 
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(e.g. arrangements to transfer infectious patients from an emergency room to an inpatient ward by 

the safest route).  In this respect, its application requires a cross-cutting approach and, therefore, 

building IPC capacity without sector-wide collaboration is impossible.  

 

Issue 3:  Need to address IPC strategically and in line with other relevant components, including 

clinical management and health care preparedness and response, to ensure strengthened capacity 

and outcomes during an outbreak response 

 

IPC is closely interlinked with clinical management and health care preparedness and response.  The 

three components are prerequisites to a good outbreak response.  Building capacity for IPC will also 

contribute to empower the clinical management and to support providing good health care as a whole.  

 

 

Goal and strategic direction 
 

To contribute to national, regional and international health security by strengthening existing IPC 

programmes, capacities and routine practises and promoting IPC during outbreaks. 

 

 

Strategic approaches 
 

• Improve compliance with recommended IPC practise 

 

In order to increase compliance with IPC practise, especially during an outbreak, basic IPC 

capacity-building is fundamental.  In addition, more needs to be done to raise awareness of the 

importance of IPC and the risks associated with low standards of practise.  To achieve this, it is 

necessary to establish strong IPC programmes at national and local levels backed up by dedicated 

staff, appropriate surveillance, good training and a system for quality improvement.  The key issue 

is that IPC must be established as a routine normative practise at all levels of HCFs, but one that 

can then be stepped up when an outbreak occurs.  

 

To support the framework for achieving good IPC practise in HCFs, more effective and outcome-

oriented communication of IPC practise also should be encouraged.  Good IPC practise should 

reduce the overall financial burden of HCFs by reducing unnecessary cost.  Resources need to be 

spent strategically for equipment, and evidence on successful IPC measures needs to be gathered 

to improve compliance in all HCFs during the outbreak.  

 

• Strengthen IPC coordination and leadership 

 

Overall, the establishment of a strong national IPC programme led by an empowered national IPC 

committee is critical.  There are a number of mechanisms that may help to improve IPC practise, 

including incorporation of core components for an IPC programme (WHO) into the requirements 

for hospital accreditation and building capacity through training in-country IPC experts to gain 

better advocacy skills.  Fragmentation and a lack of an institutionalized approach results in an 

inability to provide a framework for sustained action and quality improvement. 
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Suggested actions 
 

Some key actions should be taken to address the major work required to move IPC forward and to 

maintain continuing efforts: 

• Implement key components of IPC programmes in line with the WHO consensus document4., 

including strengthening the organizational structure of national IPC programmes, formulation 

and implementation of IPC policies and technical guidelines, enabling the environment (e.g. 

facilities, equipment and supplies) and supporting compliance with IPC practises. 

• Support the building and strengthening of national IPC resource centres and a regional centre 

of excellence. 

• Strengthen advocacy for action through holding regional meetings, training of advocates and 

disseminating evidence of cost effectiveness. 

 

 

References 
 
1. GM Leung, AJ Hedley, et al.  The epidemiology for Severe Acute Respiratory Syndrome in the 2003 Hong Kong epidemic; 

An analysis of all 1755 patients.  Annals Int Med. 2004; 141 (9), 662-74. 

2. Seto WH, Tshaq D, et al.  Effectiveness of precautions against droplets and contact in prevention of nosocomial 

transmission of severe acute respiratory syndrome (SARS). Lancet. 2003 Jul 5;362(9377):76Asia Pacific Strategy for 

Emerging Diseases.  WHO 2005, ISBN 92 9061209 6. 

3. Asia Pacific Strategy for Emerging Diseases Workplan.  WHO WPR/RC57.R2. 20 September 2006. 

4. Core components for infection prevention and control programmes report of the second meeting informal network on 

infection prevention and control in health care.  Geneva, Switzerland. WHO/HSE/EPR/2009.1. 26-27 June 2008. 

5. Infection Prevention and Control Strategies for Specific Procedures in Health Care Facilities. WHO 2008, 

WHO/SE/EPR/2008. 

6. Practical Guidelines for Infection Control in Health Care Facilities.  WHO2004. 

7. DRAFT WHO guidance:  HOSPITAL PREPAREDNESS FOR EPIDEMICS Special Modules Epidemic and Pandemic-Prone Acute 

Respiratory Diseases Responding to Concurrent Epidemics and Another Emergency.  WHO 2009. 

8. TAG 2009 meeting document.  The State of Pandemic Preparedness WHO Western Pacific Regional Office Progress 

Report (July 2008 – June 2009), July 2009. 



RISK COMMUNICATIONS 

TECHNICAL PAPERS   23 

 

 

 

 

1.5 Risk Communications     

 

 

Introduction  
 

Risk communication is an interactive process of exchange and evaluation of information among 

stakeholders and the establishment of appropriate and effective communication actions and 

responses.  It comprises a range of different activities, including mass media information 

dissemination, operation communication and social mobilization.  It is an integral component of public 

health risk management. 

 

Good risk communication also strives to ensure that communication strategies are evidence-based. 

Risk communication can be complex and cross-disciplinary and often results from risk assessments of 

the event or situation.  

 

Under the International Health Regulations (2005), risk communication for public health emergencies 

encompass the range of communication capacities required during the preparedness, response and 

recovery phases of a serious public health event in order to encourage informed decision-making, 

positive behaviour change and the maintenance of trust. 

 

APSED (2005) has raised the profile of risk communication, placing it as one of the five core areas. 

Through APSED, Member States are guided on the formulation of national and regional 

communication plans and are working to build the necessary skills to implement these plans 

effectively.  Such plans were put to test during outbreaks of diseases such as H1N1, H5N1, dengue, 

malaria, anthrax, Ebola-Reston and leptospirosis.  In addition, APSED also provided the opportunity for 

risk communication and media training for Member States.  

 

Effective communication remains absolutely fundamental to managing emerging diseases and other 

health threats.  While most of APSED focused on reacting to health emergencies, going forward risk 

communications should be expanded to cover both health emergencies and day-to-day routine 

communication and adopting a more proactive approach.  

 

Risk communication skills are increasingly being recognized for their ability to: 

• manage fear and anxiety during outbreak events; 

• influence health-protecting and health-seeking behaviour; 

• build and maintain public trust within Member States; and 

• facilitate effective communications among health care workers, policy-makers and other 

stakeholders. 
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Health emergency events can have both direct and indirect impacts.  While we are unable to totally 

prevent disease outbreaks or other health emergencies from happening, their adverse direct and 

indirect impacts can be mitigated through effective risk communication. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Figure 1.  Direct and Indirect impact of a health-related event 

 

 

In some instances, good risk communication even can result in positive behaviour changes that have 

the potential of reducing recurrences of certain health threats.  Examples where good risk 

communication had mitigated the effects of adverse events included Singapore's and Hong Kong’s 

handling of SARS in 20036 and Iran's handling of cholera in 2000.7  These examples illustrated that 

good risk communications mitigated the adverse health events, which could have had an ever-larger 

negative impact.  

 

The process is seldom smooth sailing.  Risk communicators and decision-makers often are faced with 

uncertainty, especially during a health emergency or disease outbreak.  Even with comprehensive risk 

assessment, the situation continually evolves.  At the same time, they are faced with enormous 

pressure to act rapidly to draw up strategies and health messages that communicates the risk, 

uncertainty and evolving nature of the situation to the intended audience effectively so that they can 

take the appropriate action or not allow unfounded fear to spiral out of control.  

 

Another challenge for risk communicators involves how to reach the intended audience, to make this 

risk comprehensible and relatable to other risks and how to predict an audience’s responses to the 

communication.  This becomes even more challenging when dealing with hard-to-reach communities, 

as in the cases of the H5N1 outbreak in Thailand and during the Ebola outbreak in Congo and Uganda.8 

Some Member States also are faced with the issue of trust, making messaging an even more 

challenging task.  

 

It is therefore vital that Member States continue to strengthen their risk communication capacity and 

work towards a long-term sustainable risk communication structure.  It is also noteworthy to mention 

that most risk communication work in the past occurred after an event.  This is understandable in 

outbreaks in which the communication work focuses on outbreak and post-outbreak responses.  The 

revised APSED strategy, while continuing to focus on outbreaks and event responses, also should 

                                                 
6
 Sandman P & Lanard J Sars communication:   What Singapore is doing right, [Internet]. 2003. Available from: 

http://www.psandman.com/articles/sars-2.htm 
7
 WHO Outbreak communication: best practises for communicating with the public during an outbreak, pp 16 [internet], 2004.  

Available from: http://www.who.int/csr/resources/publications/WHO_CDS_2005_32web.pdf 
8
 Ibid p16 
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explore opportunities for proactive responses such as tagging onto high-profile mass events (e.g. 

World Cup, Olympics and other high-visibility regional events) and using these as platforms to create 

functional risk communications units.  

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Figure 2.  Structure of Risk Communications and Corresponding Needs 

 

 

Risk communications is defined by three interlinked components 

• Health emergency communications – the rapid dissemination of information and health 

messages to target audiences during a health emergency with the aim of building public trust, 

enable populations to adopt protective measures, reduce confusion and facilitate heightened 

disease surveillance.  This includes the first announcement and information dissemination 

through mass media.  Such communication also serves to protect organization reputation.  

• Operational communication – the timely exchange of information among public health 

authorities, clinicians, laboratories, decision-makers and other disciplines.  Effective operation 

communications keeps decision-makers informed of the situation and to make informed 

choices on possible next steps and even policy changes.  

• Behaviour change communication – the establishment of health promotion programmes for 

the prevention of EID, including the promotion of protective behaviours and social 

mobilization.  
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Situation analysis and key issues  
 

Issue 1:  Lack of clear understanding of the components of risk communications 

 

Because of the varying conditions and emphasis for different Member States, the understanding of 

risk communication may not be uniform always.  Some Member States equate risk communication 

with media communication while some may interpret it as mainly comprising health promotion 

activities.  Because of the lack of consensus and clarity, Member States often emphasize the area they 

understand to represent risk communication and neglect other aspects.  This results in unequal 

resources being placed into the growth of one area while neglecting another.  A good understanding 

and appreciation of risk communication and its components will enable Member States to adopt a 

more multidimensional approach to issues.  

 

Issue 2:  Approach to risk communications 

 

Through APSED (2005), Member States established the risk communication capacity in pandemic 

preparedness and disease outbreaks. However, risk communication efforts remain diverse and 

somewhat reactive in many Member States.  In addition, the role of risk communications is often 

dedicated to an existing division within a department of health or its related affiliates, which core 

functions are not always risk communication.  The lack of an overarching structure overseeing risk 

communication results in a noncentralized approach to the issues.  

 

Risk communication also often is regarded as a short-term need only required in times of emergencies 

or outbreak.  However, without long-term planning, careful resource allocation and training, it is 

difficult for risk communication to achieve its desired results.  In order for risk communication to be 

effective, Member States need to adopt a longer-term approach, ensuring that plans are sustainable 

and holistic, to reap the benefits of early preparation, planning and training.  This even may involve a 

mindset shift in some Member States.  

 

Issue 3:  Need for system integration for risk communications 

 

Risk communication often is viewed as an independent unit.  This results in the formulation of risk 

communication plans without, or with little, consideration for other activities.  In reality, risk 

communication is cross-cutting and is closely linked with other related activities such as surveillance 

and risk assessment. 

 

Issue 4:  Need to include nonoutbreak health events 

 

APSED (2005) sought to improve the Region's ability to respond to infectious disease threats and build 

capacity in pandemic preparedness.  This strategy had served the Region well for the past five years.  

However, recent events demonstrated that health threats also could arise from situations other than 

disease outbreaks.  Examples of health threats caused by nonoutbreak events include food 

contamination, emergency situations (e.g. natural disasters) and bioterrorism.  This calls for the need 

for cross-jurisdiction coordination with other departments within the government.  Current risk 

communication plans do not normally make provisions for such situations.  Going forward, these 

special situations need to be given due consideration. 
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Goal and strategic direction 

 

To facilitate the strengthening of risk communications capacity in Member States and the formulation 

of functional risk communications plans to deal with both health emergencies and day-to-day routine 

health communication. 

 

 

Strategic approach 
 

In order to be effective, risk communication should be a continuous process that is integrated into the 

overall developmental scheme of events.  There is a need to formulate longer-term and more strategic 

approaches to risk communications, including the establishment of a functional risk communication 

team within each Member State.  The approach should take into consideration the different levels of 

resources available in each Member State.  

 

• Option 1. Targeted, evidence-based approach: Adoption of a proactive and cross-cutting 

approach towards communications planning.  This approach allows Member States to channel 

their limited resources into critical areas based on needs.  It seeks to plug immediate gaps and is 

relevant to both day-to-day routine communications and health emergencies. 

 

• Option 2. Functional approach: Member States are encouraged to establish a functional 

communication unit or team by pooling existing resources as an integral part of their governing 

organization to create a structured and strategic approach to risk communication.  A functional 

approach allows Member States to pool resources and build capacity.  The dual roles held by 

personnel allows a cross exchange of ideas between the various units.  The presence of the 

communication team leader will allow for long-term goal settings and activities planning.  As the 

team’s functions expand, and as resources allow, the team gradually should move towards an 

integrated holistic approach.  

 

• Option 3. Integrated, multihazards approach:  Member States with the required resources to set 

up a more permanent risk communications team as part of the governing structure within a 

ministry of health.  The team will look into the various aspects of communication and is 

responsible for capacity-building and fulfilling the function of risk communication.  This approach 

allows for dedicated resource allocation and for Member States to focus on sustainably long-term 

capacity-building in the various components.  

 

 

Suggested actions 
 

• Establish and promote risk communications concepts: Different people have different 

understandings, interpretations and practises of risk communications.  A conceptual and 

operational framework for risk communications should be established and communicated with 

national policy-makers, communications officers, technical experts and the community.  Risk- and 

disaster-reduction concepts are fundamental to giving risk communication its rightful place in 

disaster and outbreak management.  

 

• Establish and enhance structural and coordination mechanisms for risk communication:  A gap 

and needs analysis will help Member States identify key areas and structural deficiencies which in 

turn can be used to strengthen institutional capacity (such as a risk communication unit) and guide 

the drafting of a communication plan.  This plan is to take into consideration health emergencies 

and routine day-to-day functions.  
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Such an analysis also means that Member States adopt a proactive approach (rather than a 

reactive one) towards filling in existing gaps.  Gaps can be identified through the regular outbreaks 

or through forthcoming mass gathering events. 

 

• Share risk communications best practise building on real world experiences in responding to 

public health emergencies. 
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Annex 1:  Figures of Functional and Integrated Approaches to Risk Communications 

 

I.   FUNCTIONAL APPROACH 
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Annex 2:  IHR Risk Communication Capacity Component
9
 

 

1. Transparency and first announcement of a real or potential risk:  The management of information 

related to a health emergency, including the first announcement warning a population of a potential 

risk and continuing transparency of decision-making, help ensure that those at real or potential risk 

can protect themselves and that trust among authorities, populations and partners is maintained and 

strengthened. 

 

2. Public communication coordination:  The cross-jurisdictional nature of public health emergencies 

demands that public health authorities be able to effectively engage and coordinate public 

communication with other involved organizations, including designating roles and responsibilities of 

lead and supporting agencies.  This capacity helps take advantage of available public communication 

resources, allows for coordinated messaging reducing the possibility of confusion and overlap and 

strengthens the reach and influence of the advice provided. 

 

3. Information dissemination, including media relations:  The extreme time pressure associated with 

emergencies, high demand for information and the crucial role of advice and warning to minimize a 

threat makes the rapid and effective dissemination of information crucial during serious public health 

events.  Mass media relations remain a pillar of effective information dissemination.  However, it is 

increasingly important to access other trusted information sources of the population group at risk, 

including new media channels, existing information-sharing networks and nontraditional media. 

 

4. Listening through dialogue:  Listening to those affected and involved in an organized, purposeful 

manner is a crucial capacity to ensuring communication efforts are effective and support sound 

emergency management decision-making.  Understanding community perceptions of risk and then 

acting upon that understanding by making appropriate adaptations to communication messages, 

materials and strategies demands a meaningful engagement with those affected and involved. 

 

 

 

                                                 
9
 Adopted by the IHR Working Group for Risk Communications 
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1.6 Regional Surveillance, Risk Assessment 

and Response     

 

 

Introduction  
 

An essential function of WHO is to be prepared for and capable of supporting Member States with 

responses to acute public health events.  As with Member States, the IHR (2005) require WHO to 

maintain surveillance at the regional level and to ensure that rapid and appropriate support can be 

provided for the investigation, risk assessment and response to these events.  

 

The primary purpose of strengthening regional surveillance capacity is to ensure strong support to 

Member States as required of WHO under IHR (2005).  Establishing surveillance capacity in all Member 

States is clearly necessary, but because infectious diseases do not respect international boundaries, 

mechanisms also are required to monitor trends in disease incidence, rapidly detect surveillance 

signals, undertake joint risk assessments and feed back information when needed.  In this way, the 

collective creation of strong national and regional surveillance and risk assessment mechanisms 

constitutes a regional public health good and benefits all who actively participate.  

 

Since April 2000, WHO has coordinated and supported the Global Outbreak Alert and Response 

Network (GOARN).  This partnership with key institutions worldwide has provided a framework to 

mobilize and connect resources required for the control of known and emerging disease outbreaks.  

Strengthening GOARN within the Western Pacific Region has been a key activity under APSED, and 

annual meetings have proved to be an effective way of recruiting partners while providing a forum for 

advocacy to Member States.  They increasingly are recognizing the value of a response network with a 

critical mass of expertise within the Region and access to specialist skills globally.1-4  

 

Appropriate clinical management of critically ill patients during outbreaks of emerging infectious 

diseases saves lives.  During the pandemic, clinical networks provided a timely mechanism for 

information-sharing of clinical information and guidance for Member States.  
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Situation analysis and key issues  
 

Regional Surveillance and Risk Assessment 

 

To fulfil its obligation of supporting the Member States to be aware of events that ultimately may be 

public health emergencies of international concern, a regional event-based surveillance system (EBS) 

has been established in both the WHO South-East Asia Regional Office and the Western Pacific 

Regional Office that use formal and informal sources of information, including official communications 

under the IHR (2005).  In addition to the EBS system, data also are collected on regional priority 

diseases -- for example, dengue data collected from government websites.  A daily risk assessment is 

carried out on all undefined events and reports on priority diseases to ensure that WHO is 

operationally ready to support Member States at any time.  

 

Issue 1:  There is a need to establish a regional indicator-based surveillance (IBS) system. 

 

Formalizing a regional indicator-based surveillance (IBS) system that includes reporting of routinely 

collected national disease data to the regional level, accompanied by timely analysis and joint risk 

assessment, has the potential to provide an additional early warning system for all Member States, 

particularly for diseases that can spread rapidly across the region (e.g. dengue).  Influenza surveillance 

provides a useful model that illustrates how collating and presenting data obtained at a national level 

may be beneficial in making decisions on vaccination policy.  For example, this approach will improve 

the understanding of patterns of influenza seasonality and provide key information on spatio-

temporal trends of the most important circulating strains which, in turn, may help decisions about 

whether southern or northern influenza vaccine will provide the best protection in temperate 

countries, regardless of which side of the equator they are situated. 

 

Regional Response  

 

Ensuring that WHO has the appropriate resources and mechanisms to either directly provide or 

facilitate support to Member States during an outbreak response also is an essential component of 

regional preparedness.  Experience with responding to outbreaks of known diseases such as cholera 

and dengue and newly-emerging diseases such as SARS, avian influenza H5N1 and Nipah, clearly has 

demonstrated that no single institution has the capacity to respond to every event.  In addition, 

response capacity is also required for noninfectious acute public health events -- for example, those 

related to food contamination and toxic agents.  

 

In both the South-East Asia Regional Office and the Western Pacific Regional Office, the building of 

regional response capacity to support Member States has been designed to complement rather than 

duplicate existing networks.  Regional activities have focused on improving existing networks and 

establishing new networks where gaps exist.  Each region has a slight difference in the type and 

structure of existing networks; therefore, each region has a slightly different focus. 

 

In addition to the activities undertaken by WHO, there are a number of existing regional and 

subregional networks that seek to build capacity for surveillance, risk assessment and response and 

research, among other technical areas.  Most of these networks straddle the WHO regional 

boundaries and include the South-East Asian Infectious Diseases Clinical Research Network -- SEAICRN 

(formerly the SEA Influenza Clinical Research Network), the ASEAN+3 Emerging Infectious Diseases 

(EID) network and the Mekong Basin Disease Surveillance (MBDS) network.  WHO supports these 

networks where appropriate. 
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Global Outbreak Alert and Response Network (GOARN)  

 

The Western Pacific Regional Office is committed to strengthening and improving global and regional 

networks, such as GOARN, and the regional clinical management network.  Currently, 50 of the 150 

GOARN partners are from the Western Pacific Region.  These two networks are the foundation upon 

which regional response capacity in the Western Pacific has been built.  

 

The GOARN training courses play a valuable role in preparing and indentifying potential GOARN team 

members in the Western Pacific Region.7-9  There have been four GOARN outbreak response courses 

and one rapid containment course held in the Region, and graduates of these regional courses were 

mobilized in all of the regional GOARN missions in 2009.  In the same year, GOARN partners assisted 

governments in the Western Pacific Region in response to the threats posed by pandemic influenza A 

(H1N1) 2009, an outbreak of Vibrio vulnificus in New Caledonia and one of the largest outbreaks of 

leptospirosis recorded in the Philippines.  Partners from the Region also have been active in 

supporting GOARN missions in Europe and Africa. 

 

There are eight GOARN partners in the South-East Asia Region, but the South-East Asia Regional Office 

is committed to building national and regional self-reliance as a priority, with less emphasis placed on 

GOARN.  At the regional level, the focus is on improving regional response capacity through 

strengthening and establishing expert networks and mapping institutions and individuals with the 

different types of expertise required to respond to infectious and noninfectious acute public events. 

 

Issue 2:  There is a need to strengthen GOARN as a regional resource to supply surge capacity and 

specialist skills for outbreak response. 

 

Experience from previous GOARN missions has highlighted the critical role that rapid mobilization of 

technically proficient, experienced field teams from partner institutions have played in providing 

effective support to national outbreak response efforts.  At the annual partners meeting in Siem Reap, 

Cambodia, from 23 to 25 March 2010,4 the current GOARN partners in the Western Pacific Region 

identified a number of key issues, including the need to:  

1. Expand institutional expertise to include additional expertise -- for example, chemical and 

toxicology, animal health and logistics; 

2. Formulate an effective communication strategy that includes engaging current partners in 

drafting  advocacy materials, identifying opportunities for advocacy with Member States and 

current and potential partners and recruiting new partners;  

3. Expand the scope of the network to include targeted activities related to outbreak 

preparedness and capacity-building for outbreak response; and 

4. Improve the training courses to include other critical areas -- for example, leadership skills, 

logistics and engaging partners in the drawing up and delivery of training courses. 

 

Clinical management network 

 

In the Western Pacific Region, the Regional Clinical Network on Emerging Infectious Diseases was 

established in 2008.10  The network consists of clinicians with expertise in critical care medicine, 

pulmonary medicine, infectious diseases and paediatrics.  The goals of the network are to: 

• Provide rapid access to expertise in clinical management during outbreak responses; and  

• Facilitate timely identification of best practises in the care of critically ill patients during 

outbreaks of emerging infectious diseases.  
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The recommendations of the 2009 meeting of the Regional Clinical Network emphasized that sharing 

clinical experiences among the network members was an important part of the clinical guideline 

development process.11  It also was noted that, in coordination with GOARN, clinicians from the 

network should be trained in outbreak response and, where appropriate, deployed as part of GOARN 

missions.  During all of the GOARN outbreak responses in the Western Pacific Regional Offices in 2009, 

clinical management support was requested and, in two of the missions, a member of the network 

was deployed. 

 

Issue 3:  The Regional Clinical Network should continue to be strengthened. 

 

To continue to provide support to improve the clinical management of infectious diseases in Member 

States, further improvement of the Regional Clinical Network is needed.  To be successful, the network 

should be output-driven, operational and lead to demonstrable improvements in clinical guidance and 

practise during outbreaks.  The annual meetings can provide a setting for formulating a plan of action 

to guide the network's activities for the forthcoming year. 

 

Because the network is made up of busy clinical practitioners with limited time, to continue their 

engagement they must see demonstrable benefits from their involvement in the network.  To the 

extent that international experts provide assistance with formulating guidelines or giving technical 

advice, there is a need to ensure that the resulting guidance is adjusted to the local context.  

 

Regional database of institutes and experts  

 

The primary aim of the South-East Asia Regional Office is to enhance regional self-reliance for 

outbreak response by strengthening national and regional capacities.  Therefore, the South-East Asia 

Regional Office works with GOARN to enhance regional capacity and facilitate access to global 

expertise.  But it does so without sole reliance on this mechanism.  In the South-East Asia Regional 

Office, building regional response capacity is focused on establishing and strengthening existing 

networks, as described below, and building a database to capture the essential skills and expertise 

required to support response to acute public health events.   The South-East Asia Regional Office is 

involved in mapping regional expertise (including both institutions and individuals) to establish an 

online database that can be used to support both regional capacity-building and event risk assessment 

and response.  

 

Issue 4:  Efforts to map regional expertise in an online database need to be continued.  

 

The South-East Asia Regional Office regional database project is continuing, although there is still a 

need to clearly define the expertise that the database will include, to establish criteria for enrolling 

people and institutions in the database to ensure quality control measures are in place and to 

formulate a communications strategy aimed at identifying and encouraging technical experts and 

institutions to enroll in the database.  

 

Laboratory network  

 

As a result of the differences in Member States' laboratory capacity across both regions, one of the 

primary aims of influenza preparedness was building national laboratory capacity for diagnosing 

influenza and/or ensuring rapid access to international diagnostic capacity.  

 

The South-East Asia Regional Office has been active in facilitating the establishment of links between 

laboratories, including fashioning a memorandum of understanding for diagnosis of influenza A (H1N1) 

between Bhutan and the Armed Forces Research Institute for Medical Sciences, Bangkok (AFRIMS, 

WHO CC on Emerging Diseases); establishing technical collaboration between Nepal and NIV Pune 
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(WHO H5 Reference Laboratory); the Maldives and National Influenza Centre, Thailand (NIH 

Nonthaburi); and Timor Leste and the WHO Collaborating Centre on Influenza, Melbourne.  

 

In addition, the South-East Asia Regional Office and the Western Pacific Regional Office are promoting 

and supporting regional networks of public health laboratories to enhance the capacity for responding 

to emerging infectious diseases, including the National Influenza Centres (NIC) network and the 

Association of South East Asian Nations (ASEAN) Partnership Laboratories. 

 

Issue 5:  In order to respond to all public health events, the laboratory network should be expanded 

to include noninfectious acute public health events -- for example, food contamination and chemical 

events.  

 

Risk Communication Network 

 

Work began in 2009 on an initiative to establish a regional Risk Communication Network for Asia, 

which would include WHO (the South-East Asia Regional Office and the Western Pacific Regional 

Office), the Food and Agriculture Organization, UNICEF, the United Nations System Influenza 

Coordination (UNSIC), ASEAN, the International Federation of Red Cross and Red Crescent Societies 

(IFRC). 

 

The short-term aim is to establish a mechanism to better provide risk communications assistance in 

response to the current pandemic influenza A (H1N1) threat.  In the longer term, the aim of the 

network is to draw up a sustained interagency approach to building risk communication capacity in 

response to any emerging health threat in Asia.  An additional aim is to document and promote good 

risk communication practise.  Expected outputs are: 

• Promotion of the network – through formulating an advocacy document and through internal 

advocacy; 

• Establishing mechanisms for coordination, including establishment of a shared web-based 

workspace, building a management structure and terms of reference and agreement on 

shared core principles; 

• Strengthening resources and skills through pooling of materials and expertise; 

• Delivery of technical assistance, which could include coordination of messages and materials, 

joint missions and specific initiative-driven activities; 

• Documentation of case studies and examples of good practise; and 

• Monitoring and evaluation – greater consistency of approaches through sharing tools and 

previous assessments. 

 

Issue 6:  The Risk Communication Network should be fully established. 

 

The network should provide a forum for collaboration rather than simply for sharing of information.  

To be successful, it will require obtaining and sustaining commitment from a variety of organizations 

and overcoming organizational barriers, including different ways of working and different ways of 

clearing messages.  Although it may be difficult, it is critical that regional efforts be translated to the 

country level, especially since there is such diversity in political and organizational structures across 

Member States.  
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Regional guidance  

 

Guidelines and tools have been established by WHO to help support Member States to improve 

surveillance and response activities.  These include guidelines and training materials on respiratory 

infection prevention and control; early warning and response to outbreaks and other public health 

events; clinical management guidance for priority diseases; a planning tool for the containment of a 

pandemic; an outbreak investigation training package; and event-based surveillance guidance.  

 

Issue 7:  WHO should continue to provide timely and relevant technical guidance and tools and 

promote their implementation and evaluation. 

 

To provide relevant resources, WHO needs to better forecast future demands.  For example, Regional 

Offices should work closely with all levels of the organization to identify regional guidance required by 

Member States.  To support the strategic direction for national surveillance and response, WHO 

should prioritize guidance on ICT tools.  It also must be acknowledged that production of guidelines 

alone is insufficient to institute change.  Further efforts should be directed at how guidelines are 

disseminated and how their implementation is supported. Support also should be provided to 

evaluate their use and usefulness. 

 

 

Goal and strategic direction 
 

To improve national, regional and international health security through building regional surveillance, 

risk assessment and response capacity (and surge capacity) that complement and support national 

activities. 

 

There is a need to establish and maintain effective regional surveillance systems for priority infectious 

diseases and public health events of significance.  In addition, timely information and assistance with 

conducting appropriate risk assessments should be provided to Member States in the Asia Pacific  

Region.  This support will be possible through the establishment and strengthening of regional 

technical networks for surveillance, risk assessment and response and the drafting, dissemination and 

evaluation of the implementation of appropriate regional guidance.  

 

 

Suggested approaches and actions 
 

Regional surveillance and risk assessment  

 

Building a regional IBS system will involve submission of data for one or more priority diseases to the 

regional level.  Collaboration in this initiative will be greatly facilitated if information obtained is 

packaged at the regional level and fed back to countries in a format that gives maximum value.  There 

is also no question that the system would benefit from the adoption of standard case definitions 

across the Region, although it should be flexible enough to accept data submitted in different formats.  

The benefits include standardized baseline rates for each Member State that allow national 

benchmarking and provide an early warning system if regional trends indicate a potential threat.  

Detection of such geospatial trends only may be feasible if comparable data from countries with 

similar demographics are collated.  This is of particular importance where Member States share land 

borders. 

 

Actions may include: 

• Establishing a regional IBS system for priority diseases. 



REGIONAL SURVEILLANCE, RISK ASSESSMENT AND RESPONSE 

TECHNICAL PAPERS   37 

• In collaboration with Member States, agreeing on a short list of priority diseases for data 

collection, analysis and joint risk assessment. 

• Creating rapid feedback mechanisms for surveillance information using a regional surveillance 

bulletin and other ad hoc communications. 

• Advocating for the use of common case definitions and surveillance standards for selected 

diseases while allowing the system to be flexible enough to accept data in different formats. 

• Continuing to draft, disseminate and evaluate the implementation of technical guidelines and 

training to assist Member States.  

• Formulating consistent methodologies for strengthening surveillance in humanitarian 

emergency situations (such as a tsunami, typhoon or earthquake).  

• Promoting linkage among surveillance, risk assessment and response as elements of risk 

management, including communication with responsible authorities and departments. 

• Considering creating  a minimum data set for rapid assessment for novel (previously unknown) 

diseases. 

 

Technical response networks 

 

Actions may include: 

• Identifying opportunities to expand and use the GOARN partners and other experts in the 

preparation for and response to acute public health events.  

• Where appropriate, using the model of the Regional Clinical Network for EID (as a forum for 

regional collaboration) to build similar networks of relevant experts, including epidemiologists, 

clinicians, toxicologists, to support preparedness and response for outbreaks and other acute 

public health events. 

• Facilitating access to highly specialized laboratory facilities by increasing communication and 

linkages between national and reference laboratories.  The laboratories should include those 

with expertise beyond infectious diseases to ensure that there is capacity to deal with any 

acute public health event. 
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1.7 Monitoring and Evaluation 

 

 

Introduction  
 

Monitoring refers to the process of regular and continuing oversight of the implementation of 

activities, seeking to ensure that input deliveries, work schedules, targeted outputs and other required 

actions are progressing as planned.  Evaluation refers to a process that seeks to determine, as 

systematically and objectively as possible, the relevance, effectiveness and impact of a programme, 

project or policy in light of its objectives and accomplishments. 

 

The information generated by monitoring and evaluation (M&E) systems is of interest to both internal 

and external stakeholders.  Internally, managers and decision-makers may use this system as a 

management tool to check progress, implement corrective actions (if needed) and achieve planned 

results and targets.  This process also can generate invaluable information, including lessons and best 

practises for further use.  Externally, the information produced will be of interest to those wanting to 

see results and to understand how they were achieved (e.g. citizens, civil society, donors and the 

wider community).  

 

Implementation of a robust M&E system is fundamental to meet two key management needs:  

accountability and learning.  In the context of APSED, accountability is important for evidence that 

APSED is effective in achieving its objectives (i.e. adequate sustainable change or results), that APSED 

priorities are correct and to know that funds have been used and how.  Learning is key to 

understanding what is working, what can be done better, the reasons why and to ensure evidence-

based decision-making and continual improvement. 

 

For APSED, the information gathered by an M&E system is required by a number of key stakeholders 

including: 

• Member States:  to assess their capacity-building needs, gaps and lessons for improvements; 

• International health community:  to monitor if countries are meeting their IHR (2005) 

obligations; 

• WHO:  to demonstrate and track needed technical support and the value added by WHO; and, 

• Development partners:  to confirm that APSED is a quality investment (relevance, effectiveness, 

efficiency, sustainability and health impacts). 

M&E are integral components of any policy or strategy -- from formulation to implementation to 

impact.  As such, M&E should be applied systematically at all stages of the planning and 

implementation cycle to ensure that management is operating well and that identified goals and set 
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objectives are being met.  An M&E framework for APSED ideally should be formulated during national 

planning processes and included in any national plan (e.g. plans for emerging diseases).  Depending on 

the resources available, countries also may consider the creation of various indicators and country-

specific tools to facilitate their M&E processes.  

 

 

Situation analysis and key issues 
 

Implementing a comprehensive M&E system for APSED has posed significant challenges during the 

first cycle of the strategy.  The diverse range of stakeholders implementing or involved in APSED 

resulted in an M&E system operating at different levels and examining different aspects of the 

strategy.  The tools used also have evolved as lessons have been learnt and feedback has been 

incorporated over the duration of the strategy. 

 

Baseline Data Collection  

 

Existing technical assessment and monitoring tools were studied in the first year of APSED in order to 

collect baseline data, including technical assessment tools for surveillance, laboratory and infection 

control (tools for zoonoses and risk communications were not found).  These assessment tools -- such 

as the WHO Early Warning Assessment Guide – were found to be useful but highly resource-intensive 

to implement.  As such, it was determined that they were not practical for baseline assessment or 

monitoring.  The first meeting of the TAG in 2006 therefore recommended that a tool be adapted that 

realistically could be implemented by Member States and that this tool be used to conduct a baseline 

assessment before the second meeting of TAG in 2007.  

 

Due to different backgrounds and continuing activities, the South-East Asia and Western Pacific 

Regions initially took different approaches to this baseline assessment.  In the Western Pacific Region, 

a tool intended for both baseline assessment and monitoring was created 

.  This tool was composed of individual surveys or checklists of capacities for each APSED programme 

area.  However, after this tool was implemented by Member States, it became clear that although the 

format of the tool was useful for baseline assessment, it could not be applied easily to monitoring.  

The entire tool also took on average three to seven days to be completed, making it impractical for 

regular monitoring purposes.  

• Lesson Learnt 1:  Various technical assessment tools are available but are too resource-

intensive to be practical for Member States to use for baseline assessment and monitoring. 

 

Before APSED, the South-East Asia Regional Office had established assessment tools for disease 

surveillance, implementation of National Influenza Pandemic Preparedness Plans (NIPPs) and progress 

in IHR implementation (the two latter assessments having been carried out in South-East Asia Regional 

Office Member States between 2004 and 2007).  These monitoring tools were used to collect baseline 

data for countries in the South-East Asia Region. 

 

Exploring other monitoring approaches 

 

In the Western Pacific Regional Office, other approaches to creating a monitoring tool were explored, 

including a logical framework (logframe) approach.  This approach is widely recognized as a valuable 

method for strategic planning, monitoring and evaluation of projects and is commonly used by 

international development and donor agencies.  However, major logistical challenges became 

apparent because the scope and complexity of the strategy and its five programme areas were beyond 

the normal project or programme scope of a logframe.  A model logframe was produced successfully 
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but was proved to be an extremely long and complicated tool. Given the intensive effort required to 

implement it, the logframe approach was judged to be an impractical M&E tool for Member States.  

 

In lieu of a logframe, performance assessment approaches then were considered.  However it soon 

became clear that these types of assessment were useful only after systems had been established, not 

during the development phase. 

• Lesson Learnt 2:  Logical Framework Approach to monitor APSED is too complicated and 

resource-intensive to be implemented by Member States.  

• Lesson Learnt 3:  Performance assessment approaches not applicable to APSED, particularly in 

the development phase.  

 

Mid-Term Review (2008) 

 

In 2008, WHO conducted a mid-term review of APSED with the support of national counterparts in Sri 

Lanka (South-East Asia Regional Office) and the Lao People’s Democratic Republic (Western Pacific 

Regional Office).  The review was led by a team of WHO staff from both country and regional offices 

who visited Sri Lanka and the Lao People’s Democratic Republic to meet with country implementers 

and review progress and activities.  Only two countries were asked to participate in the review 

because of the number of staff and time required.  Nonetheless, the results of the mid-term review 

still provided a valuable snapshot of how APSED was functioning in the Region.  

 

During the mid-term review, participants in the Lao People’s Democratic Republic reported that 

national work plans were being used successfully to monitor APSED implementation progress.  The 

TAG noted that although they were not results-based monitoring, the use of work plans was a 

practical, economical and efficient approach to monitoring the progress of APSED implementation at 

the country level.  

• Lesson Learnt 4:  Work plan monitoring may be a practical, economic and efficient approach 

to monitor progress.  

 

Pandemic Readiness Survey (Western Pacific Regional Office, between 2008 and 2010) 

 

The TAG also highlighted the importance of assessing function (or performance), particularly for 

priority areas such as pandemic preparedness, in order to rapidly identify critical functional areas to 

be strengthened should a pandemic occur.  In response to this, the Western Pacific Regional Office 

adapted a pandemic readiness monitoring tool by selecting and adapting relevant indicators from the 

Baseline Data Collection checklist, using the function of pandemic readiness as a proxy indicator of 

overall APSED function.  This tool was integrated with a similar tool developed by the United States of 

America CDC in order to increase efficiency and avoid duplication in survey administration.  The Joint 

Western Pacific Regional Office/CDC Annual Pandemic Preparedness Survey was implemented in the 

Region in 2008, 2009 and 2010.  

• Lesson Learnt 5:  Functional assessment is needed, including outcome and performance 

indicators.  Pandemic preparedness can be indicative of overall APSED functionality, but other 

assessments also should be explored. 

 

Common Indicators Assessment (2009-2010) 

 

In 2008, donors and the TAG recommended that a common indicator tool be created to harmonize 

data and reporting between regions.  From this recommendation, a Common Indicators Assessment 

was established in consultation with Member States, using the Western Pacific Regional Office 

baseline assessment as a foundation.  This tool was presented at the fourth TAG meeting in Bangkok 
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in 2009 and implemented in both regions.  This tool has been used at the country level by national 

governments to monitor their own progress, identify gaps and redirect focus in their efforts to 

strengthen core capacities.  The results also have been aggregated by the South-East Asia Region and 

the Western Pacific Region to provide a regional picture of APSED progress. 

• Lesson Learnt 6:  A common assessment tool is needed between both regions. 

• Lesson Learnt 7:  The Common Indicators Assessment can be used well by Member States to 

monitor national implementation. 

 

APSED evaluation between April and May 2010 

 

An APSED evaluation recently has been conducted in five selected countries.  Between April and May 

2010, a team lead by an independent team leader visited Indonesia, the Lao People’s Democratic 

Republic, Mongolia, Palau and Sri Lanka to evaluate the APSED approach, including experiences, 

lessons learnt and possible approaches for the future.  The evaluation also will produce findings that 

will be taken into consideration as appropriate when drafting the revised APSED strategy.  The final 

evaluation report was to be available in late June 2010.  

 

Technical Advisory Group (TAG) on Emerging Infectious Diseases 

 

The annual TAG meeting has performed a unique monitoring role for APSED.  The TAG reviews 

progress made in the previous year and makes recommendations for the focus of the forthcoming 

year of APSED implementation. For example, the TAG has provided clear guidance as to which 

priorities in surveillance and response should be implemented first.  Following these 

recommendations, countries successfully have implemented training for RRTs followed by event-

based and indicator-based surveillance to strengthen capacities in a structured and strategic way.  

 

The annual TAG meeting has been organized alternately by the Western Pacific Regional Office and 

the South-East Asia Regional Office.  Each Region has organized this meeting in their own style and has 

added unique characteristics.  South-East Asia Regional Office TAG meetings involve TAG members 

and are focused strongly on technical issues.  In contrast, Western Pacific Regional Office TAG 

meetings also involve representatives from Member States and partners, resulting in discussions more 

focused on implementation issues.  

 

The TAG has functioned well as a monitoring mechanism but also has its weaknesses.  While the 

annual meeting provides an open, transparent and fair opportunity for intervention, there is no 

mechanism for nonparticipants to provide input.  Therefore, it is critical to have consistent attendance 

at each TAG meeting and to have participants disseminate and follow-up TAG recommendations at the 

country level.  

• Lesson Learnt 8:  The TAG approach has been effective but is difficult to understand without 

participation. 

• Lesson Learnt 9:  Discussions regarding M&E have been held at the regional level but not as 

intensively at the country level.  There is room to improve country level monitoring and 

linkages with regional level monitoring and evaluation.  
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Figure 1.  APSED Monitoring and Evaluation activities 

 

There are several issues that require consideration in planning and drafting future M&E activities: 

 

Issue 1:  M&E as an essential APSED pillar 

 

M&E should be regarded as part of the core business of Member States and WHO.  M&E is an 

essential part of performance management, providing both an overall assessment of value and 

performance and as an important feedback mechanism that can be used by governments and 

organizations to improve the way they achieve results.  There is power in measuring performance.  

Without measured results, there is no way to document and ultimately to validate the legitimacy of a 

strategy, policy, programme or project.  

 

It should be reiterated that M&E are integral components of any policy or strategy, from formulation 

to implementation to impact.  M&E mechanisms should be applied systematically at all stages of the 

planning and implementation cycle to ensure that management is operating well and that goals and 

objectives are being met.  M&E should be included as an essential APSED pillar to ensure that these 

critical components are integrated into the entire strategy and into all activities. 

 

Issue 2:  Need for a common, simplified M&E framework 

 

Feedback from stakeholders to date has indicated a strong interest to draw up a simplified common 

APSED M&E framework for the future.  The current system, although generating a large amount of 

valuable information, also produces a considerable assessment burden at the national level, 

particularly when combined with other concurrent assessment obligations.  This assessment burden 

also may be amplified by a perception of APSED M&E as an external process of reporting to WHO and 

donors.  There is also a need to strengthen links, feedback and communication channels between the 

M&E mechanisms and various stakeholders in a simplified, yet comprehensive manner.  

 

Issue 3:  Harmonization with international requirements 

 

An international effort is being implemented to further refine the global monitoring system for IHR 

(2005) core capacities. This system – the IHR Monitoring Framework: Questionnaire for monitoring 

progress in the implementation of IHR core capacities in states parties – links a wide range of 

indicators to monitor progress in Member States' implementation of IHR (2005) core capacities to key 
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World Health Assembly (WHA) indicators.  By 2012, it is expected that the IHR Monitoring Framework 

and its set of key performance indicators will be used by all Member States in their mandatory 

reporting to the WHA.  

 

The IHR Monitoring Framework was used by Member States for the first time in 2010.  Initial feedback 

indicates that although comprehensive, this tool is time-consuming and complex to complete. 

However, as this reporting is mandatory and as APSED has been designed to support Member States 

to achieve IHR (2005) core capacity requirements, significant thought should be given to both 

simplifying this tool and also adapting it to be used for APSED monitoring.  

 

Issue 4:  Capacity-building and ownership of M&E 

 

Robust M&E produces evidence to justify changes or corrections to policy or strategy – it is a powerful 

management tool that can provide in-country managers and officers with important information to 

direct and improve their own approaches.  To realize these benefits, Member States should be 

supported to strengthen core capacities needed to implement and use M&E systems.  This capacity 

should include the ability to interpret successful indicators and the means to collect, analyse and 

report data on these indicators.  Human resource capacity also needs to be strengthened, including 

staff trained in information technology and management skills.  Strengthening this capacity will 

support countries to meet their mandatory international reporting requirements and also will  assist 

countries in using M&E systems for their own purposes and benefit. 

 

Issue 5:  Funding  

 

A critical consideration in the establishment of an M&E system is the need to identify appropriate 

funding to support it.  Experience often has shown that M&E does not receive the prioritization that it 

requires from both the programmatic and budgetary perspectives. Adequate financial and other 

resources must be identified and allocated to strengthen and support M&E for the life of the strategy.  

One approach is to incorporate M&E as a strong component of APSED and allocate required costs as a 

component of the implementation budget.  

 

 

Goal and strategic direction 
 

To ensure national and global health security through the establishment of accountable, appropriate 

and flexible M&E systems that provides feedback on progress and evaluate the success and relevance 

of strategic actions at national and regional levels.  

 

 

Strategic approach 
 

M&E, in particular, should be strengthened and streamlined, building on the experience and lessons 

learnt from the current APSED and IHR (2005) implementation.  Because APSED was established in 

order to support Member States in the Asia Pacific to implement the IHR (2005), the core capacities 

required by both APSED and IHR are highly comparable.  It then may be practical to replace current 

APSED M&E tools with a single, harmonized IHR and APSED monitoring tool (e.g. a simplified and 

adapted version of the IHR Monitoring Framework) in order to rationalize systems of information 

collection and reduce duplication and workload for Member States.  

 

In some cases, APSED may identify a special regional need for support (e.g. building a syndromic 

surveillance system in the Pacific).  In these cases, supplementary questions may be formulated for 
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monitoring purposes.  However, in principle, such additional assessment should be kept to a 

minimum.  

 

 

Suggested actions 
 

Strengthen Member States' M&E capacity 

 

The capacity of Member States to implement and use M&E systems should be strengthened, in 

particular their capacity to complete the IHR Monitoring Framework tool using a multidisciplinary and 

multisectoral approach.  Member States also may be supported to build capacity to implement other 

internal M&E systems (such as work plan monitoring) in order to assess implementation progress and 

identify gaps and opportunities. This may be particularly useful for resource-poor countries to 

facilitate donor coordination.  Member States also may find a peer review process useful to share 

lessons learnt in building this capacity or may seek more systematic involvement or support from 

WHO.  

 

Enhance the M&E Function of the TAG  

 

The TAG mechanism should be enhanced as a more robust annual monitoring mechanism.  Currently, 

the scope of TAG is to review relevance, effectiveness, implementation issues, sustainability (in terms 

of institutional strengthening) and lessons learnt from APSED and to use this information to formulate 

recommendations for the next year of implementation.  To strengthen this function, data from the IHR 

monitoring tool may be summarized (to maintain Member States' confidentiality) and reviewed at the 

annual TAG meeting.  Member States also should be encouraged to participate actively in TAG every 

year and a health M&E specialist may be included in a revised multidisciplinary TAG membership. 

 

Strengthen annual M&E processes 

 

Regular annual M&E processes, including the IHR Monitoring Framework tool and the TAG, should be 

emphasized to collect regular information annually.  These mechanisms may replace more intensive 

evaluation tools such as the mid-term review, which, because of the intensity of resources required 

(i.e. time, funding, staff) are not able to be implemented in all countries in the Asia Pacific.  However, 

an end-of-term review or final evaluation of APSED still may be beneficial as an opportunity to reflect 

on the overall implementation of the strategy. 
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1.8 Laboratory    

 

 

Introduction  
 

Efficient and reliable health laboratory services are an essential and fundamental component of any 

health system that aims to respond effectively to emerging infectious diseases.  Reliable and timely 

results from laboratory investigations are crucial in decision-making in almost all aspects of emerging 

disease programmes.  In the broad area of emerging infectious diseases, the role of laboratory 

services as an integral component of both clinical and public health functions is increasingly being 

recognized.  As indicated in Figure 1, surveillance, diagnosis and treatment all rely on laboratory 

services.  

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

Figure 1:  Linkage laboratory services and surveillance, diagnosis and treatment 

 

 

Laboratories play an important role in establishing early diagnoses and confirming illness, conducting 

surveillance and generating evidence-based data, identifying sources of infection and tracing 

epidemiological links, conducting molecular characterization, monitoring drug resistance, screening 

the environment and blood products and supporting research and development for drugs and 

vaccines and operational research.  Importantly, laboratories help to generate evidence-based 

information as required under the IHR (2005), provided that the diagnostic laboratories maintain 

international standards and quality laboratory investigations are carried out.  

 

Accurate and timely results from laboratory investigations are crucial to decision-making in many 

aspects of health services.  Critical decisions that depend on laboratory results influence not only the 
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health and well-being of individuals, but also health security, national economies and the ability to 

meet the IHR (2005).  

 

Antimicrobial resistance is an emerging public health problem associated with the use of 

antimicrobials in food production and prophylactic and therapeutic use in medical and veterinary 

practices.  Medical, veterinary and food laboratories play an important role in identifying instances of 

antimicrobial resistance and conducting continuing surveillance and research. According to the 

European Centre for Diseases Control (ECDC), antimicrobial resistance is possibly the single greatest 

threat the world is facing in the area of infectious diseases.  Unfortunately, combating antimicrobial 

resistance has not been accorded the priority and attention it deserves in Member States despite 

resolutions (e.g. WHA51.17 and WHA58.27) that have been endorsed by the World Health Assembly 

on the rational use of drugs and the prevention of antimicrobial resistance.1,2 

 

 

Situation analysis 
 

Given the important role of health laboratories in improving overall health services and the need for 

coordination among various health laboratories in Member States of the Asia Pacific Region, the WHO 

Regional Offices for South-East Asia and the Western Pacific formulated the Asia Pacific Strategy for 

Strengthening Health Laboratory Services (2010-2015).3  This strategy encourages all Member States 

in the two regions to draw up an appropriate, scientifically sound, evidence-based, practical and 

sustainable national strategy for strengthening health laboratory services within their national health 

systems.  The strategy envisages close collaboration and networking among health laboratories -- 

clinical, public health and health research laboratories.  In addition, participants in the Biregional 

Consultation on Emerging Diseases and the fourth APSED TAG recommended that Member States 

strengthen laboratory capacities to ensure the prompt and accurate diagnosis of infectious diseases 

and strengthen laboratory services at subnational levels.4 

 

Establishing and strengthening public health functions of laboratories was one of the priority 

programme areas under APSED.5  APSED has supported Member States to build laboratory services 

that diagnose accurately and safely and contribute relevant information to national surveillance 

systems.  In bolstering the effectiveness of laboratories and ensuring resources are used effectively, 

APSED also has called for the building of laboratory networks at the national and regional levels.  

Strong and effective laboratory networks of public health and clinical laboratories are essential to 

underpin much of APSED.  The APSED laboratory component has been focused primarily on influenza.  

Enhancing biosafety and biosecurity in public health laboratories under APSED (between 2006 and 

2010) was important in the context of avian influenza and pandemic influenza preparedness, which 

has been partially accomplished.  

 

In the Asia Pacific Region, considerable effort has gone into improving health laboratory services.  But 

much of the focus has been on specific disease-control programmes such as poliomyelitis, measles, 

HIV/AIDS, TB and malaria, where funding has been available through global health initiatives. This 

assistance has built considerable capacity in Member States and sometimes has had a positive 

spillover effect into other parts of health services.  

 

A number of general issues concerning laboratory services exist: 

 

(1) As an unintended consequence of multiple initiatives to strengthen laboratory services, 

fragmentation is occurring. 

 

Frequently, the connection between the various laboratory initiatives has not been strong, especially 

between the public health-oriented services and the clinical services, and the focus has been more on 
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short-term missions rather than on long-term capacity-building.  As a result, inefficiency has been 

introduced in some areas (and duplication in others), some aspects have been neglected, long-term 

sustainability has been put at risk and health laboratory services have been further fragmented.  

 

(2) There are limited resources and appropriate national policies to support good laboratory 

practises. 

 

Good laboratory practises exist in some countries but are insufficient in others because of a lack of 

resources and appropriate national policies.  Few international resources are made available for 

emerging diseases other than influenza. 

 

(3)  There is a need to place a higher priority on strengthening laboratory services. 

 

The laboratories provide vital support and facilitate the initiation and monitoring of appropriate 

clinical and public health interventions.  Despite this central role, strengthening laboratory services 

has, until recently, received little or inadequate attention in many countries.     

 

 

(4)  Antimicrobial resistance remains an issue of public health concern in countries of Asia Pacific 

Region.  

 

The South-East Asia Regional Office created a regional strategy on prevention and containment of 

antimicrobial resistance (for the period 2010-2015) which seeks to give particular attention to 

interventions involving the introduction of legislation and policies governing the use of antimicrobial 

agents, the establishment of laboratory-based networks for the surveillance of resistance and the 

assurance of rational use of these drugs at all levels of health care settings.6 

 

(5)  Additional efforts are needed to improve laboratory services. 

 

Even though countries in the Asia Pacific Region are at varying stages of development, there are 

several common issues that impede efficient and effective response from the health laboratories, 

including: 

• Quality and standardization of laboratory investigation and testing; 

• Accuracy and reliability of laboratory results; 

• Use of laboratory support for action; 

• Coordination among laboratories within the health system; 

• Insufficient networking of laboratories for optimal use; 

• Care and safety of human resource and biological material in the laboratory; and 

• Insufficient or lack of laboratory services at the subnational level. 

 

Many countries in the Asia Pacific Region have insufficient resources and a limited scope for building 

laboratory capacities; consequently, they rely on regional reference laboratories and WHO 

Collaborating Centres for diagnosis, supply of reagents and other services. There are catalogues 

available to provide information on reference laboratories, such as the LabNet catalogue in the 

Secretariat of Pacific Countries (SPC).  However, there is a need to create a Yellow Pages or directory 

of laboratories that takes into consideration the existing catalogue and established regional reference 

laboratories and regional networks to cater to specialized services to small countries with limited 

resources and technical expertise.  In addition, a policy should be formulated to facilitate sharing of 
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samples and reagents and provide external quality assessment (EQA) between regional reference 

laboratories and national laboratories.  

 

The laboratory has a major role in achieving the overall objectives of APSED, recognizing vertical and 

horizontal linkages.  The laboratory should be a pillar for surveillance and epidemiology of diseases 

and should be coordinated in line with the Asia Pacific Strategy for Strengthening Health Laboratory 

Services in order to synergize action and avoid duplications.  Laboratory activities should focus on 

coordination and cooperation among laboratories beyond health sectors in order to promote a holistic 

approach for laboratory investigation of EIDs and other public health threats. 

 

 In line with the recommendation from the fourth APSED TAG meeting for strengthening laboratory 

activities,4 there is a need to emphasize the formulation of a strategy within Member States that 

advocates for the establishment of a sustainable and coherent national framework for laboratory 

services that encompasses a national laboratory policy, national regulatory mechanisms and a national 

laboratory plan with a designated focal point.  The strategy should articulate the need for sufficient 

resources and appropriate financing mechanisms to promote the rational use of services.  A 

comprehensive approach will be needed that aims to build quality laboratories that have sustained 

funding to maintain expertise and keep pace with the rapid advances in technologies. 

 

The major areas on which the laboratory component should build up its activities at the country and 

regional level are coordination among human, animal and food laboratories and the drafting of holistic 

approaches for EIDs.  The objective is to have good laboratories functioning as an integral part of the 

health system and not stand-alone laboratories.  

 

Many activities can be conducted to strengthen laboratory services as a whole, including: 

• Establish a coherent national framework for laboratory services;  

• Establish and strengthen coordination among human, animal and food laboratories through 

networking and joint activities; 

• Establish an international directory of available laboratory services;  

• Promote establishment of centres of excellence for laboratory reference services (capacity-

building, supply of reagents and EQA);  

• Advocate donors and partners for providing appropriate resourcing of the public health 

laboratory service system; 

• Promote the rational use of available laboratory services and networks; 

• Assure the quality and safety of laboratory services; 

• Support laboratory research capacity-building; and 

• Advocate for formulating policies to facilitate seamless sharing of specimens, reagents and 

training of laboratory professionals on biosafety, good laboratory practise and laboratory 

management between national laboratories and regional reference laboratories.  

 

 

Key issues and strategic approach 

 

The key components of laboratory capacity-building to support emerging disease management under 

APSED include: 

• Accurate laboratory diagnosis; 

• Laboratory support for surveillance and response; 
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• Laboratory coordination and networking; and 

• Biosafety. 

 

There is a need to continue to focus on laboratory capacity-building for EIDs based on the progress 

made under APSED.  There is also a need to link laboratory activities under APSED with the newly 

endorsed Regional Asia Pacific Strategy for Strengthening Health Laboratory Services.  More focused 

efforts for laboratory capacity-building under APSED should contribute to the implementation of the 

regional strategy for laboratory services.  

 

 

Goal and strategic direction 
 

 

To strengthen laboratory capacity to detect, verify and respond to emerging infectious diseases and 

other public health events through strengthening accurate and safe laboratory diagnosis, laboratory 

support of surveillance and response, effective coordination and networking.   

 

 

Suggested actions 
 

• Strengthen accurate laboratory diagnosis capacity for priority emerging diseases through 

national internal quality control and EQA. 

• Strengthen laboratory support and participation in disease or public health event surveillance 

and response systems. 

• Ensure effective laboratory referral systems through strengthening national, regional and 

international laboratory networking, optional linkages and coordination with other laboratory 

services (such as animal and food laboratories). 

• Strengthen laboratory biosafety-related activities to ensure laboratory diagnosis of emerging 

diseases in a safe environment. 
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1.9 Zoonoses    

 

 

Introduction  
 

WHO defines zoonoses (zoonosis, singular) as “those diseases and infections naturally transmitted 

between vertebrate animals and humans”1.  There are more than 250 zoonotic diseases2 and zoonotic 

agents may be viral, bacterial, parasitic, fungal or involve unconventional agents such as prion.  They 

compose the majority of emerging and re-emerging infectious diseases.  Newly evolving zoonoses are 

difficult to discern.  Typically, their emergence will be suspected only when deaths of humans are 

associated with animal deaths (e.g. Hendra and Nipah viruses), or when a previously unrecognized 

agent is isolated from human cases (e.g. SARS, AIDS, vJCD). Some emerging zoonoses rapidly become 

endemic in the animal population (e.g. avian influenza H5N1), while some may suddenly disappear or 

go unrecognized until circumstances favour their resurgence (e.g. Ebola). 

 

Approximately 60 percent of all human diseases recognized so far and about 75 percent of emerging 

diseases that have affected people over the last 3 decades have originated from animals.2,3,4 The 

increase in zoonoses is predicted to continue with an average of two new animal diseases with 

crossover capabilities to emerge every year.,3,4,5,6  Zoonoses are of growing concern because of their 

often novel and unpredictable nature.  Zoonoses can emerge anywhere and have the potential to 

spread rapidly around the globe.  Pandemic influenza A H1N1 (2009) is a well-known example.  Human 

actions (including agricultural practices, encroachment into natural environments, globalization of the 

live animal trade and illegal trade of wildlife) and environmental changes (e.g. deforestation and 

urbanization) have been identified as some of the drivers for the emergence of these diseases. 2, 7, 8  

 

The epidemiology of emerging zoonoses is difficult to understand due to involvement of animal hosts 

and complex modes of transmission. Understanding why pathogens emerge or re-emerge is 

fundamental to effective management. Ultimately, the control of zoonoses requires appropriate 

interventions at the source of origin (whether animal or human), which demands integrated and/or 

coordinated multidisciplinary approaches.  APSED (2005-2010) recognized that in order to maximize 

resource allocation, avoid duplication of work and create synergies in addressing emerging zoonoses, 

a coordination mechanism between the animal and human health sectors would be more cost-

effective and sustainable than the establishment of a separate, vertical zoonoses control program.  A 

framework was thus created to guide collaboration on zoonoses between human and animal sectors 

in four areas:  risk-reduction, surveillance for information-sharing, coordinated response and 

collaborative research.  

 

Coordinated country risk assessments are useful to inform appropriate zoonoses prevention and 

control focus activities for both short-term (outbreak) and long-term (strategic) goals and address the 

fourth TAG meeting for EID 20099 recommendation that efforts should be made to respond effectively 
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to these diseases with well-developed risk reduction strategies and a coordinated plan of action.  In 

addition, more collaborative research is needed to better understand the epidemiology and 

pathogenesis of various zoonoses, to improve diagnostic methods and to develop cost-effective 

vaccines and drugs.  

 

The collaborative framework is unique because it is formulated not only to strengthen links between 

human and animal health sectors for the above four areas of work but also because it clearly defines 

roles and responsibility of each and takes advantage of the resources and expertise within existing 

structures.  The framework is not disease-specific and can be used to address any zoonotic disease 

events and emergencies.  While animal and human health sectors have come together to respond to 

particular zoonotic diseases, the structures or systems established either were too exclusive (e.g. 

disease-specific) or were often short-lived, lasting only until a particular disease event or crisis was 

finished.  The framework for zoonoses collaboration has become one of the important pillars of APSED, 

contributing to the core capacity-building of emerging infectious disease in countries of the Asia 

Pacific Region.  

 

 Countries’ experiences with avian influenza (H5N1) and pandemic (H1N1) 2009 have reinforced the 

need for sustained, well-coordinated, multisectoral, multidisciplinary, community-based actions to 

address high-impact disease threats that arise at the animal-human interface.  It is necessary to devise 

adaptive, forward-looking and multidisciplinary solutions to the challenges that undoubtedly lie ahead.  

An effective zoonotic disease surveillance and response system needs to be holistic so that it identifies 

and responds to human and animal disease threats at the earliest time possible, without regard to 

national boundaries or professional discipline.  

 

The importance of the control of zoonoses has been highlighted recently.   To effectively address this 

need, a well-developed strategy and programme must be implemented through a coordinated and 

pragmatic plan of action. The approach, often referred to as One Health, was introduced in 2007 at 

the International Ministerial Conference on Avian and Pandemic Influenza (IMCAPI) in New Delhi, 

India, and further promoted at the IMCAPI in Sharm el-Sheikh, Egypt, in 2008. One Health is a 

progressive step towards establishment of a coordinated multidisciplinary approach to prevent, detect 

and control emerging or re-emerging infectious diseases that exist at the animal-human-ecosystem 

interface.  

 

The One Health approach has been applied primarily in the APSED zoonoses framework through 

establishment of a functional coordination mechanism between human and animal health sectors to 

address zoonoses.  The Hanoi Declaration adopted at IMCAPI 2010 urged the international technical 

agencies and the multilateral development banks to use resources and technical expertise at their 

disposal to assist countries in formulating strategies to address the global One Health challenges10.  

WHO, FAO and the World Organization for Animal Health (OIE) have recognized that addressing health 

risks at the human-animal-ecosystem interface requires strong partnership among technical partners, 

and committed to promote One Health in their respective areas.11 An expert consultation meeting 

held in Atlanta, Georgia, United States of America, in May 2010 identified key operational 

opportunities and barriers to the implementation of One Health and drafted strategies to address 

them. 

 

 

Situation analysis and key issues 
 

Recent epidemics of SARS, avian influenza H5N1 and pandemic influenza A (H1N1) 2009 have 

underscored the importance of emerging zoonoses and their impact on health, economic growth and 

international travel, trade and tourism.  The losses resulting from the outbreaks of SARS and avian 

influenza alone in countries of the Asia Pacific Region are estimated at billions of dollars.  The Asia 
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Pacific Region is, unfortunately, at the epicenter of such emerging zoonoses.  Leptospirosis, rabies, 

anthrax, Streptococcus suis infections, brucellosis, henipaviruses and tick-borne encephalitis are some 

examples of emerging zoonoses that recently were detected and now have established endemicity.  

These infections are progressing steadily to conquer new areas and populations and, with other 

diseases, remain a threat to public health and livelihoods in the Region. 

 

Considering the high burden of zoonotic diseases and the complex zoonoses situation in South-East 

Asia, the South-East Asia Regional Office has established a regional strategic framework for prevention 

and control of zoonoses that is complementary to the APSED Zoonoses Framework of 2007 and 

provides guidance to further strengthen coordination mechanisms between human and animal health 

sectors by applying the principle of One Health.12  The South-East Asia Regional Office also has 

identified priority areas for research in communicable diseases, including zoonoses, and avian and 

pandemic influenza.13 

 

Under the APSED Zoonoses Framework, a regional coordination mechanism was established among 

the WHO, FAO, OIE regional offices, and these organizations produced "Zoonotic Diseases: A Guide to 

Establishing Collaboration between Animal and Human Health sectors at the Country Level"14 in 2008. 

This guide has helped countries, such as the Lao People’s Democratic Republic, the Philippines, 

Mongolia and Viet Nam to establish functional in-country zoonoses coordination mechanisms capable 

of responding to and reducing the risk of emerging and re-emerging zoonotic diseases.  These 

countries have used the zoonoses coordination mechanism to response to zoonotic disease outbreaks 

such as avian influenza, anthrax, rabies, and Ebola-Reston in a more efficient and effective manner.  In 

the Lao People’s Democratic Republic, this coordination mechanism has contributed to risk reduction 

intervention activities in live bird and wet markets.  

 

It will be necessary to further formulate intersectoral coordination mechanisms at all levels as a part 

of core capacity development for implementation of the IHR (2005).  For example, by optimizing the 

use of limited logistic and human resources, public health and animal health services at the local level 

will become better prepared to respond to endemic and epidemic diseases.  

 

During the APSED 2010 in-country consultations, conducted between December 2009 and April 2010, 

Member States expressed the need to continue strengthening collaboration on zoonoses by 

addressing a number of key issues: 

 

Issue 1:  Ensure functionality of zoonoses coordination mechanisms 

 

The WHO/FAO/OIE guide has assisted in the coordination of public health and animal health sectors in 

a number of countries.  It promotes the establishment of an intersectoral national zoonoses 

coordination committee with agreed terms of reference, standard operating procedures and a joint 

work plan.  Functionality of the coordination mechanism is enhanced through activities, including 

regular sharing of surveillance information, coordinated risk assessments and responses to zoonotic 

threats (through exercises or real time events), collaborative research and formulation of appropriate 

public health policies.  Coordinated activities in-country may become joint activities where synergies 

and improved efficiencies become apparent.  

 

Issue 2:  Coordination from national to local levels 

 

To enhance early detection and rapid response to emergency zoonotic events, a zoonoses 

collaboration mechanism ideally exists at all levels.  For Member States that already have an effective 

national mechanism, support to assisting functionality at lower levels should be prioritized, 

recognizing that this will be dependent on the availability of local resources and capacity in these 

localities. 
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Issue 3:  Multisectoral collaboration on zoonoses  

 

To better address all avenues of zoonoses emergence and to strengthen the ability of the 

collaboration mechanism to make appropriate decisions, there is also a need to establish strong links 

with expertise in the areas of wildlife, food safety and the environment.  The established zoonoses 

coordination mechanism should apply the One Health approach to further enhance intersectoral and 

cross-disciplinary collaboration.  

 

 

Goal and strategic direction 
 

To strengthen and expand functional zoonoses coordination mechanisms for multisectoral 

collaboration capable of informing prevention, detection, control and response to zoonotic diseases in 

the Asia Pacific. 

 

Strengthen zoonoses coordination mechanisms: 

• To enable Member States to better prepare for and appropriately respond to emergency 

zoonotic events and to enable Member States to apply situation-appropriate medium- to long-

term risk-reduction strategies;  

• To further apply and use the One Health approach.  

 

 

 

Suggested actions 
 

Zoonoses coordination mechanisms will continue to play a significant coordinating role in national 

efforts to reduce the risk from, and prevent and control zoonotic diseases.  To achieve this, the 

following actions are suggested, building on progress made under APSED:   

1. Continue to strengthen and maintain the existing coordination and collaborative mechanisms 

for sharing of surveillance information and coordinated response to zoonoses, including: 

• linkage with the existing emerging disease and event surveillance and response systems to 

enhance joint risk assessment of zoonoses events, including foodborne zoonoses; 

• coordination of animal and human health laboratories for sharing of samples, laboratory 

findings and scientific information of mutual interest through networking; and 

• sharing of information and coordinated response at provincial and local levels as 

appropriate to the country situation. 

2. Craft and implement medium- to long-term risk-reduction measures through promoting good 

farming practices and linkages with food safety and other sectors as appropriate. 

3. Promote collaborative operational research on zoonoses to better inform policies on 

prevention and control, including zoonoses burden estimation. 

 

 

References 
 
1. World Health Organization.  Asia Pacific Strategy for Emerging Diseases.  2005.  Manila, New Delhi:  The Organization, 

Western Pacific and South-East Asia Regions. [cited 2010 May 10]: Available from: 

http://www.wpro.who.int/NR/rdonlyres/9E5E4116-19A1-4D0C-8991-

4C0A284533DD/0/APSEDfinalendorsedandeditedbyEDTmapremovedFORMAT.pdf  



ZOONOSES 

TECHNICAL PAPERS   54 

2. Mark E.J. Woolhouse and Sonya Gowtage Sequeria, Host range and emerging and re-emerging patogens.  [cited 2010 

May 10]: EID Vol.11 No. 12, Dec 2005. 

3. Daszak P, Epstein JH, Kilpatrick AM, Aguirre AA, Karesh WB, Cunningham AA: Collaborative research approaches to the 

role of wildlife in zoonotic disease emergence. Curr Top Microbiol Immunol.) 2007;315:463-75 [cited 2010 May 10]. 

4. Taylor LH, Latham SM, Woolhouse ME.  Risk factors for human disease emergence.  [cited 2010 May 10]:  Philos Trans R 

Soc Lond B Biol Sci. 2001 Jul 29; 356(1411):983-94. 

5. Kate E. Jones, Nikkita G. Patel, Marc A. Levy, Adam Storeygard, Deborah Balk, John L. Gittleman & Peter Daszak.  Global 

trends in emerging infectious diseases.  [cited 2010 May 10]: Nature 451(2009), 990-993. 

6. Department for International Development.  New initiative to prevent ‘next global pandemic’, 10 December 2009 [cited 

2010 May 6]:  Available from:  http://www.dfid.gov.uk/Media-Room/Press-releases/2009/New-initiative-to-prevent-

next-global-pandemic/ 

7. Nicoll, A., Huang, J. Xie, Z the Foresight China Project Group.  Foresight Infectious Disease China Project – A novel 

appropriate to anticipating future trends in risk of infectious diseases in China:  Methodology and results from initial 

application (2009).  Eurosurveillance, vol.14. issue 27, 9 July 2009. [cited 2010 May 6]:  Available from:  

www.eurosurveillance.org  

8. Newman, Scott H.; Epstein, Jonathan H.; Schloegel, Lisa M. (2005):   

The nature of emerging zoonotic diseases:  ecology, prediction, and prevention.  Medical Laboratory Observer(2005).  

[cited 2010 May 4]: Available from:  www.mlo-online.com   

9. World Health Organization.  Meeting report of fourth TAG meeting for Asia Pacific Strategy for Emerging Diseases, 

Bangkok 2009.  [cited 2010 May 10]. 

10. International Ministerial Conference on ‘Animal and Pandemic Influenza:  The Way Forward’ (IMCAPI Ha Noi 2010).  

Available from:  http://www.imcapi-hanoi-2010.org/ .  [Cited 2010 May 19). 

11. Tripartite Concept Note "The FAO-OIE-WHO Collaboration:  Sharing responsibilities and coordinating global activities to 

address health risks at the animal-human-ecosystems interfaces".  Available from:  

http://www.fao.org/docrep/012/ak736e/ak736e00.pdf .  [Cited 2010 May 19). 

12. World Health Organization, South-East Asia Region:  Regional Strategic Framework for Prevention and Control of 

Zoonoses in the South-East Asia Region, New Delhi 2007.  [cited 2010 May 10]. 

13. World Health Organization, South-East Asia Region:  Priority Areas for Research in Communicable Diseases, SEA-CD-197, 

New Delhi 2009.  [cited 2010 May 10). 

14. World Health Organization, Western Pacific Region.  Zoonotic Diseases:  A Guide to establishing Animal and Human 

Health Sectors Collaboration at the Country Level.  [cited 2010 May 10]: Available from: 

http://www.wpro.who.int/publications/PUB_9789290613992.htm 

 



ZOONOSES 

TECHNICAL PAPERS   55 

 

 

 

 

 

Category 2



RESPONSE LOGISTICS 

TECHNICAL PAPERS   56 

 

 

 

 

2.1 Response Logistics  

 

 

Introduction  
 

In the past 10 years, the Asia Pacific Region has witnessed widespread infectious disease outbreaks 

(e.g. novel influenza viruses, Nipah virus and SARS) and frequent natural disasters (e.g. tsunamis, 

cyclones and earthquakes).  Public health responses to these events required not only the rapid 

transport of medical supplies but also the rapid movement of people and information.  For a 

successful response to an outbreak, emergency response or humanitarian crisis at the local, national 

or international level, each Member State should establish effective and efficient response logistics 

systems. 

 

Logistics is not simply a supply-procurement process.  Logistics encompasses several elements that 

specifically address the support needs for activities undertaken by organizations, including responses 

to public health emergencies of various causes (e.g. outbreaks, EIDs).  

 

Supply-procurement can be described as the process of acquiring and obtaining goods, work or 

services.10  

 

Logistics often is defined as the branch of military science having to do with procuring, maintaining 

and transporting material, personnel and facilities.11  In business terms, logistics can be described as 

the management (and its related activities) of the flow of goods, information and other resources 

between the point of origin and the point of consumption in order to meet the requirements of 

consumers.  In other words, logistics involves the integration and management of systems that link 

information, transportation, warehousing, material handling and distribution. 

 

In short, supply-procurement tends to focus on the process of acquisition of goods, while logistics 

encompasses a more comprehensive system that supports the operations or activities of a business, 

an organization, or even an emergency response.  

 

Response logistics for public health emergencies,12 although there is no standard definition, can be 

understood as the practise of the principles of logistics applied in emergency settings wherein rapid 

action and coordination of resources and information are required.  The elements of the response 

logistics needed for a given situation vary according to the type and magnitude of the emergency, 

evolution of needs and functions required to support the work of organizations.  However, in these 

                                                 
10

 
Logistics Purchasing Supply Manual, 2nd edition Oxfam GB 

11
 
Oxford English dictionary

 
12

 
Results of the metrics exercise conducted with the group on Humanitarian Logistics Conference, 2004, Geneva, fritz Institutes
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situations, the support commonly required not only includes obtaining goods or medical supplies, but 

also requires other support (e.g. staff movement and accommodation, safety and security and 

communication support) that differentiates response logistics from common logistics.  

 

Response logistics can be defined as providing a swift response of expanded logistic support for which 

coordination is an important key to ensure the needed support is adequate.  The time-frames for 

response logistics are driven by the need to respond to rapid, unplanned, evolving situations that 

often require immediate action.  The types of goods and services needed, and the time-frame and 

actions to be taken before, during and after an emergency are outlined in Table 1.  
 

Table 1.  Overview of Response Logistics actions before, during and after emergencies 

 

Actions that need to be taken 

Requirement for 

emergency situation 

Examples of goods 

and services that 

need to be delivered Before emergency 

During response- 

a limited time- 

frame 

After emergency 

Medical supplies, 

PPE, medical 

equipment, 

laboratory media 

Prepositioning 

and stockpiling  

Transport to 

affected area 

Draw lessons to 

improve systems, 

type of goods 

needed, etc. 
Rapid provision of 

resources 
Staff and experts  Putting together a 

roster and training 

people 

Deployment to 

affected area  

Draw lessons to 

improve systems, 

databases  

Communications, ICT 

equipment,  

Pre-positioning 

and stockpiling  

Transport to 

affected area and 

ensure 

functionality  

Draw lessons to 

improve systems, 

goods, etc Rapid provision and 

identification of 

support 

infrastructure 
Field offices, security 

and safety, transport, 

storage and 

warehousing 

Prearrangements 

and agreements  

Ensuring 

implementation of 

agreements  

Draw lessons to 

improve systems, 

agreements, 

procedures, etc. 

Information 

management  

Stockpile and 

inventory tracking 

Human resources 

database  

Formulate 

appropriate 

protocols and 

databases for 

information 

management prior 

to emergencies 

Implement and 

use protocols  

Draw lessons to 

improve 

information 

sharing and its 

protocols and 

support systems 

Coordination 

Suppliers, couriers, 

customs and 

government 

clearance, partners 

(e.g. health and 

humanitarian actors) 

Discussions of 

policies, 

procedures, 

formalize 

agreements if 

needed; joint drills 

and training  

Ensuring 

implementation of 

agreements, 

procedures, etc. 

Draw lessons to 

improve pre 

arrangements  

 

 

Situation analysis and key issues 
 

To support public health preparedness and response, several initiatives have been supported by WHO 

(e.g. ASEAN Member States stockpile, South-East Asia Regional Office web-based shipment tracking 



RESPONSE LOGISTICS 

TECHNICAL PAPERS   58 

and stockpiling systems).  However, as a result of the collaboration with WHO for the Rapid 

Containment Stockpile Project, the JAPAN-ASEAN Integration Fund (JAIF) programme demonstrated 

further the need to have rapid containment operations supported by response logistics, not only at 

the regional but also at the country level.  This need was also expressed and indicated by the ASEAN 

Member States13.  

 

Currently, the level of development of operations and logistics systems varies across ministries of 

health and organizations.  Some have comprehensive systems while others have only certain elements.  

 

In a review of the response to H1N1 conducted by the South-East Asia Regional Office and World 

Customs Organization (WCO)-Thailand for the Ministry of Public Health-Thailand, logistics was one of 

the main subject areas assessed.  Although there were some specific findings, the review also 

identified some common issues. 

 

Issue 1:  Logistics is not well understood in health agencies and organizations 

 

The scope of logistics usually has been limited to only a supply-procurement function in many 

ministries of health and health organizations.  With other components (e.g. people, communications 

and information, safety and security) logistics for outbreak response and public health emergencies 

covers a wider range of issues and requires a system and structure for such.  Moreover, logistics for 

outbreaks and public health emergencies performs functions along an extended time-frame, before, 

during and after the emergency.  

 

The importance of response logistics needs to be well-communicated within ministries of health and 

organizations so that the creation of a system for it to be implemented can be well-supported.  It is 

important to understand how logistics supports day-to-day operations and how it can be scaled up for 

outbreak response.  

 

Issue 2:  Systems and structures for logistics do not exist in many health agencies 

 

Partly as a result of the first issue, systems and structures for logistics are lacking.  Currently, there is 

no clear for model or framework to set up logistics systems in health organizations and ministries of 

health.  Although the details of how a logistics system should be structured depend on the specific 

health systems in a country, there remains a need for several basic components of a health system to 

be in place, such as policies, standard operating procedures,14 an information system, preparedness 

and logistics capacities of health facilities, to support response logistics for public health emergencies 

and events. 

 

In Member States and in WHO’s Asia Pacific Regional Offices there have been efforts and initiatives in 

drawing up logistics to prepare for and respond to emergencies.  For example, in information 

management, the following have been established:  

• A system for web-based shipment tracking in the South-East Asia Region;15,16  

• A system for inventory and warehousing in the Western Pacific Region;17 and  

• A system for web-based tracking of Oseltamivir requests and delivery in the Ministry of 

Health-Thailand18.  

                                                 
13 Completion report on Logistics Capacity Building under JAIF, Manila-WPRO 

14 
OPALS Operations Planning Application for Logistics and Supplies

 
 

15 
Web-based shipment tracking for South-East Asia Regional Office

 

16 
Currently being adapted for a more global system with HQ

 

17 
CSMS (CSR Stock pile Management System)

 

18 
Ministry of Public Health-Thailand - VMI system
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These initiatives and efforts should continue and be organized within a more comprehensive 

framework in line with health system characteristics of the countries.  In the case of WHO, this applies 

to the organization in general and its mandate to the Member States it serves.  

 

Various options for setting up systems can be adapted depending not only on how health systems are 

structured but also on how other responders (e.g. military, civil defence) in various emergencies are 

placed in the larger coordination mechanisms of countries.  After proper review and analysis, options 

such as those described below can be considered:  

• Dedicated logisticians and resources for an outbreak response; and 

• Deployment of logistics teams from other programmes with a dedicated team (e.g. 

vaccination programmes). 

 

In addition, as per health system and country context, short-, medium- and long-term activities should 

be identified so improvement in systems can come significantly and incrementally, as per option 

chosen.  

 

Lastly, it is important to incorporate response logistics into preparedness activities such as planning 

and training of staff (including table top exercises and simulations).  Moreover, this can ensure efficacy 

of operations and logistics systems at the subnational level through activities such as the drafting of 

SOPs and systems for stockpiling and training for health care facility staff. 

 

Issue 3:  Human resource development for logistics  

 

Another factor that contributes to the absence of comprehensive logistics systems is that there are 

few trained logisticians or even many institutes that train logisticians.  Further, few trained logisticians 

in countries work to support public health and development.  This problem is exacerbated by the 

absence of a career track for logisticians in ministries of health or organizations.  Usually this discipline 

lies within the procurement unit and is limited to the supply-procurement function.  

 

A clear human resource management plan for logistics and related functions (e.g. operations 

managers, epidemiologists) in countries and organizations that have training resources should be in 

place.  

 

Issue 4:  Need for coordination mechanisms  

 

Coordination among multiple partners is important for logistics during emergencies to be efficient.  In 

many countries, agreements and coordination with national disaster management authorities and 

military services are in place to support logistics for emergencies.  However, this is usually for disasters 

from natural hazards and may not be as developed for disease outbreaks.  Prearrangements and 

coordination with customs and clearance authorities is also essential for proper and rapid handling of 

medicines and health equipment.  The swift clearance and acceptance of such items in countries is 

needed so as not to encounter unnecessary delays.  

 

Response Logistics for public health emergencies involves a wide range of activities:  ensuring the 

provision of resources (e.g. medical supplies, personal protective equipment (PPE), samples, 

infrastructures and people), transportation (including supply chain, procurement, distribution) and  

sometimes security.  In such a complex work environment, multisectoral coordination is of the 

essence.19  Coordination with other agencies and organizations for joint transport and warehousing20 

should be further explored, including better coordination with the private sector. 

                                                 
19

 National Assessment/Training on outbreak logistics presentation, 7-11 Nov 2008, Manila, Western Pacific Regional Office. 
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Goal and strategic direction 

 

To have adequate response logistics capacity in the health sector for outbreak and public health 

emergency response in all Member States. 

 

 

Strategic approach 
 

Strengthen logistics activities and assist in the establishment of operations and logistics as appropriate 

in current health systems, including:  

1. Sequentially training and guiding identified logistics focal points under a ministry of health to be 

responsible for response logistics in support of outbreak and emergency responses. 

2. Strengthening the existing logistics activities in the current system and gradually inserting 

additional components to become a strong response logistics system. 

 

 

Suggested actions 
 

• Advocate with ministries of health and other policy-makers and senior managers to clarify the 

scope and requirements for operations and logistics to fulfil the needs in outbreaks and public 

health emergencies responses. 

• Fashion a clear model for outbreak response logistics, including coordination mechanisms 

during a public health emergency.  

• Address human resource needs for operations and logistics as part of national health systems 

through a health human resource development plan.  

• Systematically analyse operations and logistics in existing health systems and, based on this 

information, identify the suitable actions to fill identified gaps and decide on the most feasible 

option as described above. 
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2.2 Health Care Preparedness and Response 

and Case (Clinical) Management   

 

 

Introduction  
 

During an outbreak of an EID, health care facilities (HCFs) are the main locations for diagnosis and 

treatment of severely ill patients, and delivery of quality care will minimize morbidity and mortality.  

HCFs also can mitigate the likelihood of infection spreading back to the community through both 

appropriate IPC practises and case management.  

 

Patients will suffer unnecessary morbidity and mortality if appropriate clinical management cannot be 

provided in health care settings during EID outbreaks or if there is not sufficient guidance for providing 

case management in other settings, such as home-based care.  In addition, the rapid identification and 

treatment of cases by clinicians is an important component of the public health outbreak response 

through assisting with containment of disease in the HCF and preventing onward spread to the 

community.  

 

However, during a large outbreak, it is possible that the demand for care will exceed the capacity of 

health care facilities.  Therefore, there is a need for hospitals to formulate plans and strengthen 

capacity to cope with the additional demand.  Plans should include arrangements to provide surge 

capacity and activities for building capacity for infection control and case (clinical) management.  In 

recognition of the importance of preparedness and response in HCFs, health care response was 

therefore considered one of the five key components in the WHO framework of action for the 

pandemic.  In this context, the outbreak of pandemic influenza A (H1N1) 2009 provided a wake-up call 

and an opportunity for HCFs in the Region to review their capacity to provide appropriate care for a 

large volume of patients.  It also provided an opportunity for hospitals to review their IPC measures 

and clinical management.  

 

There is a continuing need to strengthen capacity for health care preparedness and response and case 

(clinical) management throughout the Region.  

 

 

Situation analysis and key issues 
 

In 2006, the WHO Headquarters , the South-East Asia Regional Office and the Western Pacific Regional 

Office, in collaboration with the Asia Disaster Preparedness Centre (ADPC), held a workshop on health 

care facility preparedness for outbreaks in Bangkok, Thailand, with the participation of Bhutan, the 
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Philippines, Thailand and Viet Nam.  After careful evaluation of the workshop outcomes, and with 

support from the regions, a guideline on HCF preparedness was being finalized by Headquarters.  One 

of the principles advocated is that outbreak preparedness should be an integral part of an all-hazards 

HCF plan.  

 

Appropriate case management includes promoting early and appropriate health care-seeking 

behaviour, safe and effective clinical management and compliance with recommended treatments. 

The need to build capacity for case management has been demonstrated during many regional 

outbreaks.  In 2007, many children died during an outbreak of dengue in Cambodia, and it is believed 

that suboptimal maintenance of fluid balance for paediatric cases was a contributory factor. Hand, 

foot and mouth disease (HFMD) is mostly a self-limiting disease, but some cases can develop severe 

encephalopathy due to infection with Enterovirus 71 (EV71).  The incidence of EV71 infection in the 

Region is increasing, so clinical management of severe cases of HFMD is becoming a priority.  

Outbreaks of leptospirosis in the Philippines in 2009 resulted in a large number of cases with acute 

renal failure, again illustrating the need to strengthen capacity for clinical management.  Clinical 

management of severe cases of pandemic influenza A (H1N1) 2009 also presented challenges, 

especially when the outbreak was evolving and little was known about the clinical presentation and 

pathology of this new disease.  

 

Regional Offices and stockpile operations also have played a critical role in providing treatment.  

Examples include the provision of oseltamivir for avian and pandemic influenza, the procurement of 

botulinum antitoxin for a large outbreak in Thailand in 2007 and the urgent supply of diphtheria 

antitoxin to a hospital in Myanmar in 2009.  Perhaps the strongest rationale for stockpiling is seen with 

diseases where a specific (often relatively expensive), lifesaving therapy needs to be rapidly 

administered.  

 

A regional clinical management network was established in the Western Pacific Regional Office in 

2008 to provide timely and high-quality technical support on EIDs.  In the first meeting of this network, 

all clinicians showed a strong commitment to sharing knowledge and experiences in the event of 

outbreaks.  The South-East Asia Regional Office also has supported network growth by providing 

training courses to clinicians on priority infectious diseases in the Region by academic and public 

health Institutions. 

 

To promote health care preparedness and response and clinical management, several issues must be 

addressed:  

 

Issue 1:  Strengthen and coordinate outbreak responses in HCFs in alignment with an all-hazards 

preparedness and response plan 

 

The importance of every health care setting having arrangements for preparedness and response was 

highlighted during the outbreaks of SARS and pandemic influenza A (H1N1) 2009.  As a result, health 

care preparedness and response was included as one of the five key components in the WHO 

framework of action for the pandemic.  

 

Carefully drawn up and tested health care preparedness and response plans should provide a 

comprehensive framework for responding appropriately to any infectious disease outbreak.  These 

plans normally include planning for providing surge capacity (for beds, staff, screening and triage, 

laboratory testing, communications), stockpiling and resource mobilization and routine capacities such 

as clinical management and IPC.  

 

It is important that at the local level, plans for health care facilities should be consistent with each 

other (for example, in determining what to do when hospitals become full).  This implies that a degree 
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of joint planning is required (possibly based on a common basic planning framework) and a higher 

level coordination of resources such as Emergency Medical Services (EMS). 

 

Issue 2:  Define the scope and acknowledge and support the role of clinicians in the detection and 

response to infectious disease outbreaks 

 

There are several ways that clinical management can be supported: 

1. Providing direct technical support during an outbreak (e.g. mobilizing expertise through the 

GOARN.  

2. Sharing expert knowledge and experience during an outbreak (e.g. clinical management for 

pandemic (H1N1) 2009). 

3. Formulating clinical management guidelines (e.g. HFMD). 

4. Stockpiling essential drugs and logistic supplies.  

 

A regional clinical management network was established in 2008.  More work is needed to identify 

and engage clinicians with specific expertise and clearly to define the roles and responsibilities within 

the network.  

 

For most clinicians, the public health aspects of outbreak response are not considered a priority when 

compared with their immediate routine work.  However, the strong interest and support shown in 

response to the formation of the clinical network has been encouraging.  In order to sustain this 

initiative, it will be important to identify resources, proactively advocate for its effective use and craft 

optimal mechanisms for functionality.  

 

Issue 3:  There is a need strategically to address clinical management and health care preparedness 

and response in line with IPC to ensure strengthened capacity and outcomes during an outbreak 

response 

 

IPC, clinical management and health care preparedness and response are all important components of 

outbreak response that need to be strengthened.  There are strong links between these three areas of 

work, but they are different types of activities with different target audiences and will require 

significantly different levels of support to provide optimal outcomes.  IPC has been a priority area of 

work for APSED, but achieving progress in capacity-building has been challenging and much still needs 

to be done.  For these reasons, it is important to consider from a strategic perspective how these 

three important areas of work are coordinated.  One proposal is that IPC is sufficiently important and 

distinct to merit designation as a discrete area of work.  If so, it will be important to determine how 

APSED will establish and maintain links to clinical management and health care preparedness and 

response.  

 

 

Goal and strategic direction 
 

To contribute to national, regional and international health security by strengthening health care 

preparedness and response and case (clinical) management to ensure appropriate delivery of care for 

people affected by emerging infectious diseases and other public health threats. 
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Strategic approach 
 

Health care preparedness and response is primarily a planning activity and ideally should be integrated 

into an all-hazards approach as part of overall public health emergency preparedness and response 

efforts.  Priority should be placed on ensuring that all HCFs have preparedness plans that are locally 

consistent and feasible.  The strengthening of case (clinical) management can be carried out within the 

context of health care preparedness and response, with a focus on information-sharing, development 

and dissemination of care and treatment guidance and use of GOARN when additional clinical 

expertise is needed. 

 

 

Suggested actions 
 

• Formulate guidance, organize regional and national workshops and support the development and 

testing of national and subnational plans (including how oversight on quality will be conducted 

and how and when mutual support will be provided). 

• Support all hospitals to formulate locally consistent preparedness and response plans. 

• Identify and address information needs for providing care and treatment. 

• Prepare guidelines and training materials and distribute them in a timely manner before and 

during an outbreak. 

• Mobilize experts to provide on the ground support when needed through GOARN and/or local 

networks.  

• Support the clinical management network and support other fora to connect experts for sharing of 

knowledge, skills and experiences.  
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2.3 Public Health Emergency Preparedness 

and Interventions 

 

 

Introduction  
 

Public health emergency preparedness encompasses preparing not only for natural events or complex 

emergencies and the outbreaks secondary to the event but also situations in which a communicable 

disease or exposure to toxins or chemicals will need major public health interventions to contain its 

spread.21  In the context of APSED, public health emergency preparedness focuses on primarily 

preparing for those emergencies caused by emerging infectious disease outbreaks, including post-

disaster infectious disease outbreaks, and other acute public health events such as food safety events.  

 

ANNEX 1 provides a snapshot of the burden and impact that emergencies of various causes can have 

on people’s health in the Asia Pacific Region.  As the table highlights, strengthened surveillance, 

provision of basic health services, psychosocial support and mental health services, maternal and child 

health and water and sanitation needs are always priority issues that need attention from response to 

recovery for natural hazards and complex emergencies.  Often, this requires an all-hazard perspective 

in order to tackle the complexities involved.  Public health preparedness that is focused for 

communicable diseases will need to focus less on replacing infrastructural and broad health service 

delivery needs and more on surveillance and public health interventions to minimize further 

propagation of the disease.  

 

There are many commonalities between the approach to prevent and control outbreaks and the 

approach to promote and protect public health during emergencies of various causes.  These are 

summarized in ANNEX 2.  However, despite commonalities in approaches, in many cases these two 

areas are often in separate, vertical programmes in ministries of health and agencies.  

 

In response to the H5N1 threat, all Member States urgently formulated national pandemic 

preparedness plans independent to other EID plans.  Following the establishment of the vertical 

preparedness and response system for pandemic influenza, there has been a request to explore the 

possibility of integrating pandemic preparedness with more general public health emergency 

preparedness.  

 

                                                 
21

 Note that surveillance and outbreak response-related efforts are addressed in separate technical papers. 
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Situation analysis and key issues 
 

One essential public health function is to reduce the impact of emergencies and disasters on public 

health needs brought about by events of various causes.22  Reducing impact on health by emergencies 

requires installing preparedness and readiness capacities.  This function relates to the mandates and 

authorities of health ministries and various health agencies and organizations.  In essence, to be able 

to address this essential public health function, the health sector needs to be prepared, approach the 

issue in a risk management framework, take an all-hazards approach (e.g. natural, technological, 

complex) and work with internal and external partners.  

 

Two events dramatically have changed the way in which public health preparedness and response is 

now addressed:  the SARS outbreak of 2002 and the earthquake and tsunami of 26 December 2004.  

From these events, to be better prepared and enabled to respond, several key guides and legal 

frameworks were established.  The revised IHR (2005) were adopted and entered into force in 2007.  

The humanitarian reform, conducted in consultation with hundreds of international nongovernmental 

organizations (INGOs), has reset the approaches for humanitarian response.  The South-East Asia 

Region “Benchmarks for Emergency Preparedness and Response” set standards, and health and other 

sector indicators that are useful for monitoring and evaluating that status of preparedness at national 

and subnational levels. 

 

Issue 1:  Based upon recent events and the profile of the health system in a country, consideration 

should be given regarding whether to adopt generic and comprehensive preparedness framework 

for all hazards or to take a disease-specific or event-specific preparedness approach.  

 

As described in ANNEX 2, there are more common approaches than differences in preparedness in 

health emergencies.  Understanding this will better direct how capacities for preparedness will be 

established in the health system and health sector in countries.  Certainly, each approach has its 

advantages and disadvantages.  An integrated programming and all-hazards approach can optimize 

and maximize existing resources and promote better coordination, provide a more comprehensive 

picture and promote coherence of systems and synergy of resources.  But a disease-specific approach 

can provide for more focused implementation and intervention (e.g. the smallpox and polio 

eradication programmes).  

 

Each Member State should establish its own model and framework for public health emergency 

preparedness. T he choice of a generic and all-hazards approach vs. focused outbreak preparedness 

and response approach should depend upon the country context and consider the following factors:  

• the overall disaster management structure;  

• governance structures;  

• policies, systems and structures within the ministry of health at all levels; and  

• Resources and capacities within the ministry of health.  

 

From this main issue, other key sub-issues are as follows:  

 

Issue 2:  Installing capacities for public health preparedness in health systems 

 

Public health preparedness and risk-reduction programmes need to have a structure and framework in 

line with an existing health system.  Various aspects of the existing health system, such as the health 

                                                 
22

 Essential Public Health Function 11 – Pan American Health Organization (PAHO)/Americas Regional Office WHO available at 

www.paho.org; accessed on 5 May 2010.  
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system structure (e.g. decentralized vs. centralized), available resources (e.g. financial, human) and 

existing policies and legislation will define how a public health preparedness programme is structured.  

Moreover, how the health sector is incorporated within the larger national disaster management 

authority will influence how preparedness and risk-reduction programmes are established.  

 

Another important issue is human resources. A clear career track for emergency managers in the 

public health sector is not well-defined.  Initiatives to tackle this have been undertaken jointly by the 

Western Pacific Regional Office and the South-East Asia Regional Office23 to bring coherence to the 

role of emergency managers and other functionaries in the public health system.  In the long run, it is 

necessary that the people running any public health risk-reduction and preparedness system and/or 

an epidemic and pandemic preparedness programme are trained well and have a professional future. 

 

Issue 3:  Planning for public health preparedness and interventions 

 

There is no denying the importance of the planning process as a prerequisite for providing an effective 

public health response during an emergency, regardless of the cause.  The planning process, either 

integrated and all-hazards or disease-specific, requires specific skills in the development, coordination 

or integration.  Currently, several types of plans exist in countries, but rarely are these linked clearly or 

incorporated formally.  

 

A special situation exists for public health interventions.  There are often interventions that are 

implemented to minimize the spread of disease.  However, often any evidence for their effectiveness 

is balanced against a matrix of other social, economic, political and scientific inputs before a decision is 

made.  Such interventions include both pharmaceutical actions (vaccines, prophylaxis medicine, 

larvicides, etc.) and societal and other interventions (infection control in the community, school 

closures, etc.).  ANNEX 3 describes the function of these interventions.  Since many of these 

interventions have a large impact on the way that a society functions, it is imperative that the planning 

process takes place before there is a need. 

 

Issue 4:  Standards and indicators for performance and quality of risk management programmes in 

the health sector  

 

Because risk-reduction, preparedness and emergency management in the health sector is a fairly 

recent and evolving discipline, there is no global consensus on definitions, standards and indicators of 

performance and quality.  WHO, as a leading public health agency, should head the effort in 

standardizing these, using the IHR (2005), pandemic preparedness planning checklists and the South-

East Asia Region benchmarks as resources.  

 

Issue 5:  Establishing and maintaining coordination mechanisms throughout the emergency 

management cycle   

 

Coordination is managing stakeholders involved in managing risks and responding to emergencies and 

disasters.  Mechanisms should support both technical and operational needs of this public health 

function.  To ensure efficiency written protocols, set procedures and prearrangements that facilitate 

coordination need to be established for the whole cycle of emergency risk management.  For this issue, 

it is important to access and coordinate with networks that are available in countries (e.g. health 

cluster and interagency and nongovernmental organization (NGO) emergency health working groups).  

Coordination within the ministries of health also needs improvement, either through formal 

mechanisms or through joint planning activities.  As per country context, these can have specificities; 

however, written and agreed systems have to be in place.  

                                                 
23

 Joint Inter-Regional public health emergency management in Asia and the Pacific (PHEMAP) course and joint review of 

health human resources in emergency management  
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Depending on the approach chosen (all-hazards vs. event and disease-specific), different solutions 

may arise and different issues may be identified.  

 

 

Goal and strategic direction 
 

To improve public health preparedness and interventions in countries through better integration and 

coordination across different public health risk management programmes.  

 

 

Strategic approach 
 

Since public health preparedness approaches depend upon what systems already exist in-country, 

issues of standards setting, capacity-building and coordination mechanisms will have specific 

differences depending on the approach taken.  It is possible to consider the integration of vertical 

disease preparedness and response systems under a common EID preparedness and response system, 

and subsequently consider the integration of chemical incidents as per IHR (2005) recommendations.  

This may be followed by the integration of other public health emergencies (e.g., natural disasters, 

conflicts) to create a comprehensive all-hazards preparedness and response system.  Moreover, there 

is a need to take into account the need for planning of appropriate public health interventions and to 

plan with relevant organizations that are often outside health arena.  Considering these points, the 

options are described below:  

 

Option 1:  Establishment and/or maintenance of separate programmes for:  

1. Public health management in emergencies (e.g. natural disasters, conflicts); 

2. Outbreak preparedness and response; and  

3. Chemical, biological and radiological-nuclear incidents. 

  

Examples:  This continues to be the approach in many ministries of health in countries in the Asia 

Pacific Region (e.g. Bangladesh, Thailand, the Lao People’s Democratic Republic Viet Nam). 

 

Option 2:  Establishment of integrated programmes for managing health emergencies from all hazards. 

 

Examples:  Health Protection Agency (the United Kingdom of Great Britain and Northern Ireland), 

Singapore, United States of America CDC. 

 

 

Strategic actions 
 

Key actions include: 

• Conduct further study to determine the best approaches to integrate multiple disease 

response systems and then the disease response system with response systems for other 

public health emergencies (natural disaster, chemical incidents, etc.). 

• Formulate the best effective plan for addressing public health emergencies. 
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Annex 1.  List of the major disasters and epidemics of the past decade in the Asia Pacific 

Year Type of Event Country (location affected ) Deaths /Impact 

2001 (January) Earthquake  India (Gujarat)  Over 13 000 deaths, over 160 

000 injured ; destroyed over  

1300 health facilities  

2002  Severe Acute 

Respiratory Syndrome 

(SARS) 

All countries of Asia Pacific 

affected with severe impact in 

Hong Kong (China); Viet Nam, 

Singapore, Thailand  

Between November 2002 and 

July 2003 a total 8096 known 

cases of the disease and 774 

deaths (a mortality rate of 9.6%). 

Tremendous negative economic 

impact on trade, travel and 

tourism, estimated loss of US$ 

30 to US $150 billion  

2004 

(December) 

Earthquake and 

Tsunami 

Indonesia (Banda Aceh), India 

(Tamil Nadu coastline), Sri Lanka, 

Thailand, Maldives, Sri Lanka  

220 000 deaths,  

hundreds of critical 

infrastructure damaged in 

countries in particular health 

facilities  

2005  Avian Influenza  Viet Nam, Indonesia, Thailand  High case fatality ratio in 

Indonesia – about 80%  

2006 (May) Earthquake  Indonesia (Yogyakarta)  Severe damage to health 

facilities and several hundreds 

injured  

2008 (May) Cyclone Nargis  Myanmar (Ayeryawaddy Delta 

most affected) 

130 000 deaths,  

57% of health facilities in the 

affected areas, damaged 

About 10% - 15% of these were 

totally destroyed 

2008 (May) Earthquake  China (Wenchuan) 87 476 deaths  

2008 (June) Tropical Cyclone 

Fengshen 

The Philippines 644 deaths, more than 4 million 

individuals affected; 89 health 

facilities damaged or destroyed; 

typhoon sank a passenger ship 

carrying five toxic pesticides 

2008 (August) Tropical Cyclone 

Kammuri 

Viet Nam 133 deaths, 404 injured, 64 

missing, more than 2 million 

individuals affected; six hospitals 

destroyed or damaged and 151 

community health stations 

damaged or flooded 

2008 (August) Floods The Lao People’s Democratic 

Republic 

150 000 people affected in the 

capital of Vientiane City; floods 

threatened water safety and 

supply; communicable diseases 

increased 

2008 (August) Complex Emergency Philippines (Mindanao Island) 163 deaths; 162 000 people 

affected; displacement of 

thousands of families needing 

basic needs and psychosocial 

support 
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2009 April  Sri Lanka conflict end  Sri Lanka Displacement of over 300 000 

people in temporary shelters  

2009 February Floods Solomon Islands 21 deaths, 7000 people affected; 

floods threatened water and 

food supply; communicable 

diseases increased 

2009 April H1N1 Pandemic  All countries  Pandemic influenza A (H1N1) 

2009: As of 2 May 2010, more 

than 214 countries and overseas 

territories or communities have 

reported laboratory-confirmed 

cases of pandemic influenza A 

H1N1 2009, including over 18 

001 deaths 

2009 

September  

Sumatra Earthquake  Sumatra Estimated over a 1000 deaths; 

over 3500 injured and around 

3500 displaced.   Damage to 29 

hospitals, 81 community health 

centre  

2009 

September to 

October 

Typhoons Ketsana and 

Parma, with 

accompanying floods 

The Philippines, Viet Nam In the Philippines, 464 were 

killed, 1.9 million families were 

affected, thousands of these 

were evacuated; initial survey 

reported 14 major hospitals in 

Metro Manila damaged 

amounting to US$ 13.8 million; 

communicable diseases 

increased, including leptospirosis 

 

In Viet Nam, 286 were killed in 

two typhoons, 40 000 people 

were affected; 561 health 

facilities were damaged 

amounting to US$ 895 079; 

communicable diseases 

increased 

2009 

September 

Tsunami Tonga Nine deaths, 500 displaced, 335 

families affected; one hospital 

seriously damaged 

2009 December Fiji Fiji 3845 people affected; safe water 

supply threatened 

2010 January Earthquake Solomon Islands 8067 individuals affected; 

communicable diseases 

increased; safe water and food 

supply threatened 

2010 April Earthquake China 2220 deaths, 70 missing, more 

than 100 000 affected; high 

altitude and low temperature 

affected the health of victims 

and rescuers alike 
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Annex 2. Comparison of key elements in health preparedness in all hazards emergencies and in 

diseases control programmes 

Key elements in 

preparedness for the public 

health sector  

For emergencies due to natural, 

technological hazards, complex 

emergencies  

For public health emergencies due to 

communicable diseases  

Risk assessment Health profiles overlay on hazard 

mapping and identification; scenario- 

building based on information as 

basis for contingency planning  

Health profile of population at risk  

 

Risk communication Applies for various public health 

issues  

Applies for specific disease issues  

 

Information and surveillance 

systems 

More comprehensive health 

information is collected, tracked and 

analysed – covers communicable 

diseases, injuries, psychosocial 

needs; health human resources  

May be limited to strengthened 

surveillance for the specific disease – 

from alerts to case definitions- 

recording-collation and analysis 

Legal and ethical issues Pertaining to human rights, refugee 

and humanitarian law and how they 

are implemented as standards in 

delivery of services (e.g. SPHERE) 

Pertaining to human rights; agreement 

to IHR and ethical issues with relevance 

to medical and pharmaceutical 

interventions  

Operational platform and 

framework 

An Emergency Operations Centre 

(EOC), incident command system 

(command and control) , 

coordination mechanism (e.g. cluster 

approach) ; information 

management; field offices; logistics 

management system and health 

facilities  

Control room, incident command 

system, coordination mechanism, 

information management; field offices; 

and health facilities  

 

 

Logistics management Ensure delivery of goods, materials 

and human resources at the right 

place, at the right cost and at the 

right time 

Similar needs but focusing on 

communicable diseases supplies and 

materials 

Special features resource mobilization mechanisms; 

and coordination mechanisms -- 

more multisectoral in approaches  

all-hazards approach 

Laboratory capacities and networks; 

clinical management; infection control 

measures use of public health 

interventions to minimize disease spread 

Capacity issues  Ensure health staff at all levels 

equipped necessary skills and 

knowledge on health emergency 

management (HEM), including risk 

management, disaster management, 

risk communication, rapid health 

assessment, mass casualty 

management  

Similar needs for competencies and skills 

for staff in all levels of the health system 

with more focus on communicable and 

outbreak control; and environmental 

health  
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Annex 3. Contextual flow chart for public health interventions 
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2.4 Points of Entry   

 

 

Introduction  
 

Historically, points of entry (POE) have played an important role in preventing or stopping 

transmission of three quarantinable diseases — yellow fever, plague and cholera — as per the 

mandate of the IHR (1969).  Under the substantially revised IHR, known as IHR (2005), a POE is defined 

as “a passage for international entry or exit of travellers, baggage, cargo, containers, conveyance, 

goods and postal parcels as well as agencies and areas providing services to them on entry or exit”.1  

The term "points of entry" used in this document includes international airports, ports and ground 

crossings. 

 

Traditionally, the main public health measures at POE for these quarantinable diseases focused on 

vaccination, screening, isolation, quarantines targeting international travellers and stringent measures 

related to aircrafts and vessels from countries at high risk for these diseases.  However, as part of the 

collective defence system for EIDs and other potential acute public health risks, POE have a unique 

role to play in detecting and responding to acute public health events and emergencies of national, 

regional and international concern.  

 

The world is changing, with much faster means of transportation and increasing international travel 

and trade.  POE are much more interconnected and interactive than ever before.  Infectious diseases 

do not respect international borders and can rapidly spread from one country to another because of 

many factors, including the nature of infectious disease itself.  Traditional measures with focus on 

passenger screening, isolations and quarantines may not be effective always and may fail to prevent 

disease entry as observed in SARS and pandemic influenza A (H1N1) 2009.  Only a limited number of 

publications and studies have reviewed the effectiveness of international border measures in 

detecting and preventing SARS, influenza and other diseases and have highlighted both the positive 

roles for and limitations of POE measures.2,3,4  

 

The adoption of the new IHR represents the following paradigm shift involving a number of major 

changes in managing public health events: 

• from a fixed list of diseases to public health events and emergencies; 

• from control of borders to containment also at the source; and 

• from preset measures to adapted responses. 

 

With the above paradigm shift, POE should adjust or adopt a new role to better contribute to regional 

and international health security.  The role of POE can be better highlighted only if it is placed under 
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the context of the overall national and international systems for managing emerging infectious 

diseases and public health emergencies.  Strengthening public health security in travel and transport 

has been one of the areas of work for IHR (2005) implementation.5  

 

However, POE were not fully incorporated into the APSED.  This was preliminarily due to the urgent 

need to build and strengthen the basic national surveillance and response systems as the highest 

priority in many countries before POE public health capacities could be linked with the existing 

national surveillance and response systems.  With the joint effort of Member States, WHO and other 

partners over the past years, most countries in the Asia Pacific Region have established and/or 

strengthened their basic national and subnational systems and capacities for disease and event 

surveillance and response, laboratory services, zoonoses collaboration, infection control and risk 

communication.  

 

During the Beyond APSED country consultations conducted since December 2009, many countries 

expressed the need for inclusion of POE public health work into the next APSED in order to help 

strengthen links between POE roles and the existing systems for emerging infectious diseases and 

other public health emergencies.  

 

This paper highlights the new context and changing situations that POE are facing, identifies key issues 

to be addressed and proposes strategic directions and possible actions.  It has been formulated mainly 

based on the IHR (2005) requirements, a preliminary review of current experiences and lessons learnt, 

the recommendations of the first WHO-ASEAN meeting on public health measures at international 

POE (November 2009) and the informal expert consultation on public health emergency contingency 

planning at designated POE (Feb 2010).6 

 

 

Situation analysis and key issues  
 

The current status and progress towards strengthening public health functions and response capacity 

varies from country to country in the Asia Pacific Region.  While much progress has been made in 

strengthening POE capacities in some countries, others are still in the initial stage of strengthening 

basic POE public health functions and emergency response capacity in line with IHR (2005).  

 

A number of challenges and issues exist in the current POE public health work.  International border 

response to pandemic influenza A (H1N1) 2009 clearly highlighted both strengths and weaknesses of 

POE public health actions in the Asia Pacific Region.7  Experiences and lessons learnt over the past 

years will help to strengthen POE public health measures and emergency response capacities in the 

future.  

 

Many challenges remain in the Asia Pacific Region, including a lack of awareness of, or misperception 

about, border measures and their objectives; a lack of multisectoral collaboration to ensure public 

health functions of POE; the need for prioritization of POE for IHR (2005) core capacities; a lack of 

guidance about POE designation under the IHR (2005); the capacity requirement for ground crossings; 

the need for cross-border collaboration (including sharing information); the limited capacity for 

inspection to ensure ship sanitation in some countries, such as in the Pacific island countries; the 

harmonization of different types of forms such as health declaration forms and immigration forms; 

and practical arrangement of facilities and services (e.g. quarantine).  In the next few years, it also may 

not be appropriate to aim for regional consistency in border PH measures given diverse national 

contexts.  
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The key issues identified include: 

 

Issue 1:  Need for awareness and sensitization about the new role of POE under the IHR (2005), 

including the potential benefits and limitations of border measures in preventing the international 

spread of disease 

 

Many health quarantine personnel are accustomed to performing POE public health functions based 

on the philosophy of the IHR (1969), which sought to prevent or stop entry of three quarantinable 

diseases.  There is the general misperception that the use of border measures is only about border 

screening.  In fact, there are a range of public health measures available for POE, including health 

information and alerts to travellers, use of health declaration forms, temperature screening, on-board 

inspection, international travel advisory or restriction, isolation and treatment of symptomatic 

travellers and the quarantine of symptomatic or exposed travellers.  

 

There is a need to strengthen planning around a range of possible border measures to help countries 

consider the implications of different potential border measures and to plan for how a Member State 

would implement possible border measures, including exit measures. 

 

The new requirements under IHR (2005) pose novel challenges but also provide opportunities for POE 

public health work.  There is the need to reframe the vision of POE in the future and to promote new 

roles of POE that will contribute to regional health security.  The traditional approach of managing 

diseases at POE no longer may be effective in the changing global environment.  Countries will have to 

adjust the roles of their POE to adapt to the changing environment, moving from the disease-specific 

approach to an approach that includes all public health events.  

 

Different countries have different national and subnational structures to ensure public health 

functions at POE.  Multiple stakeholders, agencies and service providers at subnational, national and 

international levels are involved in various aspects of public health services and emergency response 

related to POE.  However, roles and responsibilities often are not defined clearly.  In some countries, 

public heath functions at POE are not under the direct responsibility of public health authorities.  In 

addition, the lack of standardized terminology makes communication difficult.  

 

Issue 2:  Need for prioritization of POE core capacity development  

 

The IHR (2005) require Member States to strengthen core capacities at designated international 

airports, ports and ground crossings by June 2010.  The core capacities have two main components: 

routine public health functions (especially preventive measures) and public health emergency 

response capacities (See Annex 1B of IHR (2005)). 

 

There are significant numbers of POE -- big or small -- in the Region.  Theoretically, countries have two 

basic options to strengthen POE core capacities:  strengthen the IHR (2005) core capacities at all 

international airports, ports and ground crossings and strengthen the IHR (2005) core capacities at 

designated international airports, ports or ground crossings based on a prioritization of needs.  

 

The conclusions from previous regional meetings have clearly highlighted that it would not be feasible 

for countries — lower of higher income, small or big — to designate all of their POE and achieve the 

IHR (2005) core capacities by June 2010.  Each country will need to prioritize its POE designation based 

on key criteria, such as risk profiles and resource availability, and make a balanced decision on the IHR 

(2005) core capacity development for any designated POE.  A WHO assessment tool for core capacity 

requirements at designated airports, ports and ground crossings is available to guide the core capacity 

development process.8  

 



POINTS OF ENTRY 

TECHNICAL PAPERS   77 

The 2009 WHO-ASEAN meeting on public health measures at international POE and the 2010 informal 

expert consultation on public health emergency contingency planning at designated POE 

recommended that all countries — regardless of size and level of economic status —designate at least 

one international airport and port where the IHR (2005) core capacities will be established by June 

2010.  More POE should be designated as needed and when resources become available, especially in 

big and/or higher income countries.  

 

Issue 3:  Need for effective POE public health emergency planning 

  

One lesson learnt from pandemic influenza A (H1N1) 2009 was that POE response to a public health 

emergency of international concern should not be an isolated or stand-alone public health action.  

POE public health emergency planning should be placed in a broader picture of a national and 

international emergency response.  

 

One major challenge for POE response during a public health emergency is that there is a lack of 

scientific evidence to support (or not support) many of the border measures, including using thermal 

scanning, requiring health declaration forms and quarantining suspected passengers. The interim 

guide on “Responding to new Influenza A (H1N1): options for public health interventions at 

international points of entry” (May 2009) highlights one approach to address such dilemmas.9  

 

Key issues to be addressed include how to ensure the best balance between implementing public 

health measures at POE and minimizing interference with international travel and trade, how to 

implement evidence-based public health interventions at POE whenever possible and how to ensure 

effective mechanisms are in place for implementing consistent border health measures across 

countries in responding to a public health emergency of potential international concern and to ensure 

better coordination among countries.  

 

Issue 4:  Need for regional partnership and networking to ensure harmonization of POE response 

 

Emerging infectious diseases do not respect international borders.  An infectious agent could spread 

quickly from one country to another through cross-border movement and international travel.  There 

is the need for POE public health or other competent authorities to link with POE in other countries so 

that information can be shared in a timely manner and coordinated response, such as border public 

health interventions, can be implemented to prevent disease spread while minimizing unnecessary 

interference with international travel and trade. 

 

Countries may have two basic options to carry out their POE public health measures during a public 

health emergency situation such as a pandemic:  responding exclusively based on national interests, 

which as a stand-alone action may serve neither national nor international requirements and 

obligations, or participating in regional and international collective responses to ensure harmonization 

of POE measures.  There is a need for regional partnerships and networking to ensure harmonization 

of POE response to the extent possible.  POE should be considered as part of the collective regional 

defence system for regional health security.  

 

 

Goal and Strategic direction 
 

To contribute to national, regional and international health security through the promotion of 

collective efforts in managing public health risks and events at POE as per requirements under IHR 

(2005), establishing effective POE public health emergency planning, sharing information and 

implementing coordinated and consistent public health measures, when possible, at international 

borders in the Asia Pacific Region. 
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Strategic approach 
 

• Promoting the new role of POE under the IHR (2005) –  a paradigm shift. 

• Using existing tools and guidelines (e.g. inspection) to strengthen routine public health measures 

at POE, including strengthening cross-border collaboration. 

• Encouraging POE participation in the existing national and local systems for surveillance, response 

and emergency preparedness.  

• Promoting the use of existing public health facilities and services as well as making practical 

arrangements with relevant agencies and service providers to ensure POE public health functions, 

if and when required.  

• Encouraging regional networking and collaboration of POE public health authorities to ensure 

coordinated and consistent international border public health measures, when possible, in the 

Asia Pacific Region. 

 

 

Suggested actions 
 

• Advocacy and sensitization about the new role of POE under the IHR (2005) for both routine 

measures and emergency response. 

• Prioritization of POE designation and establishment of the IHR (2005) core capacity at designated 

POE, especially through public health emergency planning. 

• Strengthening of POE public health emergency contingency planning in the context of the overall 

national public health emergency response structure.  

• Dissemination of updated tools and technical guidelines on public health measures and 

strengthening of monitoring of guideline implementation. 

• Strengthening of cross-border collaboration, especially sharing of information on diseases and 

public health events.  

• Strengthening of regional and international partnership and networking on managing POE public 

health events and emergencies.  
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2.5 Information-Sharing for Public Health 

Action at the Regional Level   

 

 

Introduction  
 

Information that may be useful in informing optimal public health action can include the following; 

• Immediate information on acute public health events; 

• Real time information on evolving public health events;  

• Exchange of information on events that are potentially sensitive but which do not fulfil IHR 

criteria of public health risk; 

• Surveillance data; 

• Guidelines, reports, examples of best practise in public health control of EID; and 

• Publications on regionally relevant epidemiological findings. 

 

Immediate information on acute public health events 

 

A mechanism for exchange of Information on acute public health events that fulfil criteria defined 

under IHR (2005) currently exists.  Any country directly concerned with an event will be contacted 

directly upon notification but, in addition, reports also are posted on a secure website to which 

national IHR focal points and WHO counterparts have access. 

 

It is also possible there may be a role for a similar kind of mechanism to be established for concerned 

countries to share information on events that are considered too potentially sensitive to be made 

publicly available but which fall short of fulfilling IHR criteria of public health risk. 

 

Information exchange of this type is considered in Paper 1 (Surveillance, Risk Assessment and 

Response) and Paper 5 (Risk Communication). 

 

Real time information on evolving public health events  

 

Information on evolving public health events can include raw relatively unprocessed information (e.g. 

clinicians sharing experiences of treating individual cases of a new disease) and information that is 

obtained from a more considered risk assessment or data analysis (e.g.  analysis of clinical and 

epidemiological features of a series of cases).  There are good examples of this kind of information 

exchange during the SARS epidemic and the more recent pandemic influenza A (H1N1) 2009.  

Similarly, there is value in sharing information required for effective risk communication activities (key 

messages and talking points) as events occur and new information becomes available.  Information 
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exchange of this type clearly can be a bilateral and multilateral activity among countries but will be 

facilitated by the geographic reach and access to expertise that WHO has at regional and global levels.  

 

Information exchange of this type is considered in Paper 1 (Surveillance, Risk Assessment and 

Response), Paper 5 (Risk Communication) and in the establishment of expert networks in Paper 11 

(Regional Surveillance, Risk Assessment and Response). 

 

Surveillance data 

 

Surveillance data forms the foundation of the evidence base for public health action and policy. 

Surveillance data produced at the national or subnational level is often limited in circulation within the 

ministry of health or published electronically to the ministry of health website.  Since public health 

events do not respect borders, the epidemiological situation in one country can be of relevance to 

neighbouring countries or the whole region.  In addition, the proposed Regional Indicator Based 

Surveillance (Paper 11, Regional Surveillance, Risk Assessment and Response) will produce reports 

that need to be distributed to all Member States.  A platform for sharing surveillance data would be 

beneficial for all Member States.  

 

Guidelines, reports, examples of best practise in public health control of EID 

 

Guidelines and reports, such as surveillance reports, often are available in hard copy at national and 

subnational levels and may be published electronically on ministry of health websites, but awareness 

of their existence may be low in other countries or at regional levels and they sometimes can be 

difficult to locate if required urgently.  Therefore, there is value in establishing a repository (a kind of 

one stop shop) where such documents are collected together to facilitate easy access.  The South-East 

Asia Regional Office has started undertaking this work and a number of such materials are available in 

a "Toolkit for Emerging Infectious Diseases”.  

 

Publications on regionally relevant epidemiological findings 

 

Field epidemiology is the investigation of public health events to inform the process of selecting and 

implementing interventions to lessen or prevent illness or death.1   Public health events include 

outbreaks of communicable diseases, natural disasters, bioterrorism and chemical or radiological 

events.  In recent years, there have been a number of significant public health events in the Asia 

Pacific Region, including the emergence of new diseases such as SARS, melamine contamination of 

milk and the Indian Ocean tsunami.   When a public health event occurs, both affected and unaffected 

countries are faced with conducting a risk assessment and drawing up a response to the new threat, 

often with limited information.  

 

In order to inform decision-makers, quality epidemiological data from surveillance and response 

activities must be collected, analysed, interpreted and disseminated in a timely fashion.  It is essential 

that all countries have the systems and appropriately skilled human resources to provide context- 

specific information for responding to public health events.  In addition, to effectively communicate 

epidemiological findings, high-level writing skills and a means for communicating to the target 

audience are required.  

 

Publication of epidemiological findings provides benefit both at the country and regional levels.  For 

Member States, publishing is an opportunity to showcase the countries’ activities and build capacity in 

communicating epidemiological findings.  Further, writing a publication for external audiences 

requires more in-depth analysis of investigation methods and responses, thereby providing an 

opportunity for evaluation.  At the regional level, since many countries face similar challenges, 

countries can learn from experiences and lessons learnt.  



INFORMATION-SHARING FOR PUBLIC HEALTH ACTION AT THE REGIONAL LEVEL 

TECHNICAL PAPERS   82 

 

As long as the Asia Pacific Region remains vulnerable to emerging infectious diseases and natural 

disasters, the need to rapidly and effectively communicate epidemiological findings will remain an 

important strategy for preparedness and response to these public health events.  

 

 

Situation analysis and key issues 
 

Through implementation of APSED, many countries have established and/or improved indicator- and 

event-based surveillance systems, resulting in the collection of better quality data.  Additionally, the 

establishment of FETPs in many Member States has built capacity in the ability to analyse data and 

conduct epidemiological investigations.  Therefore, there is now an opportunity to increase sharing of 

information for public health action within the Region and globally.  

 

The benefits of regional information-sharing go beyond informing public health action.  Regional 

information-sharing also can be a tool for further capacity-building.  First, writing a publication on 

surveillance data or epidemiological findings requires an in-depth analysis of approaches and 

responses, providing an opportunity for identifying areas of improvement.  Second, through 

publishing, Member States can collectively learn from similar challenges faced in the regions. 

 

The three key issues for publication of information for public health action in the regions are the 

capacity to collect, analyse and interpret quality epidemiological data, the ability to communicate the 

findings and the opportunity to disseminate.  

 

Issue 1:  Dissemination of Information for Public Health Action  

 

A recommendation from the TAG Meeting (2009) was to encourage information-sharing, for example 

through publishing of surveillance reports and outbreak investigations in peer-reviewed journals.2   

Similarly, a recommendation from the meeting of the National Influenza Centres was to establish a 

regional influenza information-sharing mechanism in the Asia Pacific.3 

 

Currently, there are a number of mechanisms for information-sharing among Member States.  These 

include the Disease Outbreak News (DON), which is a WHO web-based alert system for outbreaks of 

communicable diseases.  The Event Information System (EIS) serves as a confidential information-

sharing system between governments for events that fulfil the criteria of a public health emergency of 

international concern (PHEIC) under IHR (2005).  A number of regional partnerships also seek to 

contribute to timely information-sharing, for example the Mekong Basin Disease Surveillance 

Programme (including through its collaboration with ProMED) and the ASEAN+3 Emerging Infectious 

Diseases Programme.  In addition, there are also biomedical journals through which information 

regarding surveillance and response activities can be shared.  One of these journals, Outbreak 

Surveillance and Investigation Reports (OSIR), is a free access e-journal based in the Thai FETP, which 

has already built links with other established and developing regional FETPs.  

 

These current information-sharing mechanisms have different strengths and weaknesses, but it is 

perhaps important that consideration is given to whether they actually meet current needs in terms of 

quality and timeliness of information, i.e. to determine if there is a significant gap in free and timely 

dissemination of epidemiological findings from Member States.  First, while DON is freely accessible 

on the WHO website, EIS postings are only accessible by governments and biomedical journals and 

often require paid subscription.  Second, DON and EIS may be timely, but publishing in biomedical 

journals can take months.  Third, DON and EIS have a very narrow scope, only reporting alerts for 

outbreaks of communicable diseases and PHEIC, respectively.   In addition, while publication of OSIR is 
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an interesting development, it is relatively new and is only beginning to establish itself, so it will need 

support to obtain recognition from the public health community.  

 

The pandemic (H1N1) 2009 demonstrated that there is potential for establishing or strengthening an 

acknowledged and credible source for the free and timely publication of information for public health 

action in the Asia Pacific Region.  Several Asia Pacific Region countries published articles in the 

European-focused communicable disease journal, Eurosurveillance 

(http://www.eurosurveillance.org/), on the progression and impact of the pandemic.  There were five 

articles published from Australia, five from Japan, three from New Zealand and one from Thailand.  

 

Issue 2:  Capacity for Epidemiology 

 

Publication of epidemiological findings requires the collection, analysis and interpretation of quality 

data and the human resources able to perform these activities.  The meetings of the TAG and the 

National Influenza Centres both recognized the progress in the collection of data by Member States.2,3  

In addition, many Member States have established or continued supporting FETPs.   However, 

improving the capacity for epidemiology remains a priority for APSED (2010).  

 

Issue 3:  Communication of Information for Public Health Action 

 

Effectively communicating information for public health action requires a high level of skill in writing. 

The English language dominates biomedical publications.4  This provides an additional challenge for 

many of the non-English speaking countries in the Asia Pacific Region to disseminate their findings to a 

wide audience.  Also, writing publications is not the primary role for ministries of health, which are 

involved in field epidemiology.  Therefore, building capacity in communication of information for 

public health action would enable greater information-sharing.  

 

 

Goal and strategic direction 
 

To ensure national and global health security through strengthening the timely and accurate sharing 

of information to inform evidence-based public health action. 

  

 

Strategic approach 
 

Approaches to achieve the goal will vary depending on the Member States but may include: 

• Strengthening existing regional mechanisms for information dissemination; 

• Establishing new mechanisms for information-sharing and dissemination where a clear need is 

demonstrated (for example, a web-based platform); 

• Building capacity in epidemiology to enable Member States to collect, analyse and interpret 

quality epidemiological data; and 

• Building capacity in effectively communicating epidemiological findings and risk assessment.  
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Suggested actions 
 

Strengthening regional or biregional mechanism for information-sharing: 

 

Establishing a web-based centre for information-sharing 

 

Member States and WHO have a mandate to strengthen core capacities for surveillance and response 

of public health events.  Part of this mandate includes strengthening information-sharing to provide an 

evidence base for public health action.  An option is to create a web-based centre for information- 

sharing.  In addition, it also could be an opportunity for the WHO regional offices to publish regional 

analyses of data that has now been collected from Member States as a result of APSED 

implementation.  The centre would need to be engaged with the existing networks in the regions, such 

as the National Influenza Centres, WHO Collaborating Centres, FETPs and GOARN and the WHO 

regional and country offices.  

 

Establishing this centre would benefit Member States by providing a freely accessible, one-stop 

platform for information dissemination on all public health events.  The centre not only would publish 

conventional research papers but also routine surveillance reports, lessons learnt, perspectives, 

meeting and conference reports and WHO technical and guidance documents relevant to the 

surveillance and response of public health events in the Asia Pacific Region.  

 

The centre would be the first point of reference for public health authorities and practitioners for 

information on public health events in the regions and would have the ability to publish rapidly to a 

wide audience any new information on emerging public health threats as they come to light.  The 

centre may be regional or biregional, depending on the needs of the regions.  

 

Strengthening existing Asia Pacific regional mechanisms and networks for information 

dissemination  

 

Mechanisms for information dissemination exist in the Region and membership of these networks 

generally reflect current geopolitical alliances, resulting in some strengths but also some weaknesses.  

In addition, it is worth noting that the first two stated guiding principles of APSED are as follows: 

• The primary focus of the strategy is on country activities supported by partnerships between 

countries and at subregional, regional and global levels. 

• The actions taken are sustainable and build on existing structures. 

 

It is therefore also noteworthy that a relatively new, but free access web-based publication on 

surveillance and response currently exists in the Region, that it already has strong links with regional 

FETPs, dedicated funding and staff and an established network for peer review.  It also specifically 

aims to strengthen the standard of scientific writing in FETPs through a network of country editors and 

mentors, and there are plans to hold regional workshops on scientific writing and critical appraisal.  

Where possible, the intention is to publish articles in both English and local languages. 

 

In summary, it is suggested that an informed decision on which strategic direction beyond APSED that 

should be pursued would need to be based on a careful consideration of the relative strengths and 

weaknesses of these options.  
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Building capacity in epidemiology:  

 

There is a clearly recognized need for continuing to build capacity in epidemiology to ensure the 

collection, analysis and interpretation of quality data.  The approaches to addressing this issue are 

covered in Paper 1.2 (Surveillance, Risk Assessment and Response) and Paper 1.3 (FETPs).  

Building capacity in communication of epidemiological findings: 

 

In addition to building capacity in epidemiology, it is essential that Member States have the skills to 

effectively communicate findings from surveillance data, epidemiological investigations and risk 

assessments.  Possible approaches to building capacity in communication of information for public 

health action by the WHO Regional Office include: 

• Conducting training on scientific writing.  

• Providing translation services which assist in wider dissemination of information for public 

health action for non-English-speaking Member States.   
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3.1 Food Safety   

 

 

Introduction  
 

Food safety is the assurance that food will not cause harm to the consumer when it is prepared and 

eaten according to its intended use.  To assure food safety, national governments need to establish 

effective and efficient food control systems and actively engage food businesses to increase their 

commitment to ensuring the food they supply is safe and healthy.  

 

In the Asia Pacific Region, foodborne diseases and food contamination constitute a growing public 

health concern as international trade in food continues to expand.  In recent years, several events 

have generated media and consumer attention on food handling in the Asia Pacific Region, including 

infant formula contaminated with melamine, infant formula without adequate nutrients, Ebola-Reston 

virus in pigs, excessively high levels of iodine in soy milk products, Salmonella in peanut butter and 

salami, Vibrio cholerae in dog meat, fish poisoning in the Pacific and Indian Ocean island countries, 

hepatitis A infections associated with semidried tomatoes, pesticide residues and poisonings and 

chloropropanol contamination of soy sauce.  In addition, food and waterborne diarrhoeal diseases 

continue to have extensive public health, social and economic consequences in the Region.  The issue 

of food safety and the threat of zoonotic diseases being transmitted through food supply chains have 

made sanitary standards a focal point of food trade policy.  The Codex Alimentarius Commission, The 

World Trade Organization and the World Organization for Animal health (OIE) have been playing a 

catalytic role in formulating and promoting food and sanitary standards acceptable by all parties 

involved in international food trade.  

 

 

Situation analysis 
 

Since 1998 and 2001, the South-East Asia1 and Western Pacific Regional Food Safety Strategies 2 have 

guided the strengthening of food control at both the country and regional levels, respectively, and 

have done so within the global guidance provided by World Health Assembly Resolution 53.15 3.  This 

effort has been aided by more recent cooperative programmes such as the Asia-Pacific Economic 

Cooperation's (APEC) Food Safety Cooperation Forum and the ASEAN Food Safety Improvement Plan.  

Consequently, in recent years the Asia Pacific Region has witnessed a growing recognition of the public 

health significance of food safety and advances have been achieved in different components of food 

control systems.  

 

In most countries and areas of the Asia Pacific Region, there has been a growing recognition of the 

need for a farm-to-table coordinated approach to food safety.  However, there appears to be a 
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preference to employ a multiple organization approach with clearer roles and responsibilities for each 

organization.  Many countries and areas are modernizing their legislation and are examining how best 

to harmonize standards to facilitate trade in safe and healthy food.  A number of countries also are 

recognizing the importance of having competent authorities with the capacity to effectively enforce 

the new legislation and have begun a programme of training and deployment of an increasing number 

of food inspectors.  Monitoring the contamination of food and surveillance of foodborne diseases are 

also integral components of food control programmes.  Several countries are monitoring the presence 

of contaminants in the diet to better inform risk management decisions and some have foodborne 

diseases included in their disease surveillance systems.  Information-sharing also has been 

strengthened through both International Health Regulations and the establishment of the FAO/WHO 

International Food Safety Authorities Network (INFOSAN). 

 

Despite these advances, many countries and areas in Asia Pacific have food control systems that 

remain underdeveloped and lack sufficient human, financial and technical resources.  Food control 

management in many countries remains largely compartmentalized and in need of review to reduce 

the gaps and overlaps along the length of the food production and processing chain.  Several countries 

and areas have no overarching food law, regulations under primary legislation or standards to better 

protect their consumers.  Enforcement is weak, with few countries applying any form of imported 

food control.  Inspection of food premises and processes within countries is also quite variable, with a 

few focusing on registering and monitoring larger, export-focused businesses or focusing on end-

product testing instead of working with industry to promote a preventative approach.  In addition, 

most countries and areas have food inspectors who are inadequately trained and resourced.  

 

Monitoring and surveillance are also in need of strengthening to better guide national and regional 

action.  Surveillance of foodborne diseases relies on the capacity of communicable disease 

surveillance, and as APSED strengthens this component, there is an opportunity to also strengthen 

foodborne disease surveillance.  There also remains a great need to strengthen food emergency 

preparedness and response and to increase the effectiveness of INFOSAN in sharing information 

associated with food safety events of international interest.  

 

It is therefore clear that a number of issues still face countries and areas in their efforts to strengthen 

their food control programmes. These are outlined below: 

 

(1)  Availability of food safety data to better guide national, regional and international food 

control efforts 

 

In 2007, in recognition of the growing threat posed by foodborne diseases worldwide, over 50 higher 

and lower income countries, at a high-level international forum, adopted the Beijing Declaration on 

Food Safety4.  The declaration urges all countries to base their food safety measures on sound 

scientific evidence and risk analysis.  To do so, there is a need to get a better estimate of the global 

burden of foodborne diseases; to strengthen national surveillance systems, to build capacity to 

effectively investigate outbreaks and properly ensure attribution of food as a source of disease, to 

focus contaminant monitoring through programmes such as total diet study (TDS) programmes and to 

enhance analytical capacity within countries and areas of the Asia Pacific.  

 

Country burden of disease studies will provide countries with direct burden of foodborne disease 

information and policy situation analyses for policy-making and cost-effectiveness analyses, build 

capacity in the area of burden of disease methodologies and policy situation analyses at the country 

level and supplement data for the overall global picture of foodborne disease burden5 using 

comparable approaches.  It is also therefore essential to have accurate information about people's 

actual dietary exposure to toxic chemicals.  This is the main intent of TDS,6 which are among the most 



FOOD SAFETY 

TECHNICAL PAPERS   89 

cost-effective methods for generally assuring that the dietary intake of chemicals is within safe limits 

and for setting priorities for further study. 

 

Focusing on strengthening national surveillance systems and enhancing outbreak investigation 

capacity is not unique to foodborne diseases among the prevalent and emerging diseases.  APSED and 

APSED Beyond 2010 provide a solid platform for a holistic improvement in surveillance and outbreak 

investigation.  In association with APSED and APSED Beyond 2010 capacity-building strategies for 

strengthening national surveillance systems and enhancing outbreak investigation, it is imperative that 

countries also are able to detect and deal with clusters of foodborne pathogens and disease.  This 

requires intersectoral collaboration and communication among microbiologists and epidemiologists in 

public health, animal health and food-related disciplines.  There is a need for countries and areas to 

conduct integrated surveillance for foodborne and other enteric infections from the farm to the table. 

When countries take action on communicable disease surveillance under APSED Beyond 2010, they 

might also consider how to better integrate foodborne diseases and zoonoses, which are 

complementary to each other. 

 

(2)  Preparedness and response to food safety incidents and emergencies  

 

As with other emerging diseases, in order to reduce the risk and extent of foodborne diseases, it is 

essential that countries are prepared and able to respond quickly to any incident or emergency.  

However, the management of food-related health events in-country is rarely the responsibility of a 

single agency or organization, so an intersectoral approach is needed to ensure coordination and swift 

response in the case of an emergency.  To achieve this, countries have to plan ahead and have 

systems in place. Therefore, national food safety emergency response plans, food recall protocols and 

food complaints systems are all key elements of an effective food control system. 

 

In addition, because many food safety issues of public health significance are cross-border issues, it is 

essential to promote the rapid exchange of information during food safety-related events.  In this 

regard, in 2004 WHO launched INFOSAN in collaboration with the FAO.  INFOSAN is now a joint 

FAO/WHO initiative, with the Secretariat in WHO.  There remains much work to be done to translate 

this international network into a strong functional network engaging different sectors at the national 

level. 

 

(3)  Modernization, harmonization and strengthening of regulatory frameworks and their 

enforcement 

 

The drafting of relevant and enforceable food safety laws and regulations is an essential part of any 

modern food control system.  Modern food law should contain the necessary statutory powers to 

ensure jurisdiction over food safety from farm to table and allow competent food authorities to take 

immediate preventive and enforcement measures.  Attention must be given to avoiding conflict and 

confusion resulting from inconsistencies between different laws and from a lack of clarity concerning 

responsibilities of different government departments and enforcement authorities.  Also in the 

formulation of food regulations and standards, countries should take full advantage of standards, 

guidelines and other recommendations of the Codex Alimentarius Commission.  In the Asia Pacific, 

there remains a need to raise the bar for better food safety legislation to provide an appropriate level 

of health protection and to facilitate trade. 

 

It is also imperative that any legislation is effectively, efficiently and transparently enforced from farm 

to table.  This requires a qualified, trained, efficient and honest food inspection service.  The 

reputation and integrity of the food control system depends, to a very large extent, on the integrity 

and skill of these inspectors. Therefore, there needs to be greater effort in training inspectors.  
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(4)  Empowerment of consumers and industry through food safety education, information and 

communication is central to safer food handling 

 

All those involved in the food control system need to have an adequate understanding of the issues. 

Those working professionally in relation to food need to be educated appropriately and trained.  

Stakeholders at all points of the food production and processing chain need to be trained in good 

agriculture practises (GAP), good veterinary practises (GVP), good manufacturing practises (GMP), 

good health practises (GHP) and hazard analysis and critical control points (HACCP), as appropriate.  In 

addition, it should be remembered that a high proportion of foodborne disease is caused by foods 

improperly prepared or handled at home or in food service establishments.  Education of consumers 

and food handlers to raise awareness of food safety risks is, therefore, essential to prevent foodborne 

diseases and ensure better health.  Teaching about food and food safety in schools needs to be 

reviewed to see if improvements could be made which would generally contribute to the public’s 

knowledge and understanding about food safety matters.  

 

During food safety incidents and emergencies, it is also imperative that the public is best served by a 

single consistent authoritative source of advice they can trust.  There is a need to build national 

capacity and willingness to cooperate in this regard if public confidence in the government’s ability to 

manage food safety is not to be undermined.  The best way to do this is to strengthen risk 

communication capacity within the relevant government authorities. 

 

 

 

Key issues and possible approaches 
 

The key question to be addressed in this paper is what are the synergies between food safety, 

zoonoses and communicable diseases surveillance and response.  In assessing how APSED Beyond 

2010 and regional food safety strategies can contribute synergistically to the goal and the strategic 

directions for food safety and APSED Beyond 2010, attention needs to be given to areas common to 

communicable diseases surveillance and response, zoonoses and food safety.  Possible approaches to 

this include:  

 

1. Strengthen foodborne disease surveillance and monitoring of antimicrobial resistance 

 

• Assess the value of including priority foodborne diseases along with surveillance for other 

public health priority concerns. 

• Plan for and establish mechanisms that facilitate the integration of food safety personnel, 

veterinary public health personnel and food safety and zoonoses data into training on disease 

surveillance and antimicrobial resistance monitoring.  

• Identify priority chemical and microbial testing capabilities in food and ensure access to such 

testing, either nationally or internationally.  In the case of using overseas laboratories, build 

systems to ensure rapid sending of samples.  

• Strengthen the capacity to attribute an outbreak to a food related source by making use of the 

Global Foodborne Infections Network (GFIN) and other relevant training groups and  

integrating food safety and veterinary public health personnel into (FETP). 

• Work out and apply harmonized schemes for monitoring antimicrobial resistance in zoonotic 

and enteric bacteria.  This should include appropriate sampling and laboratory capacity-

building and networking.  
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2. Enhance preparedness and capacity for rapid response to foodborne diseases and 

contamination events 

 

• Formulate and implement food emergency response plans using FAO/WHO guidance and 

facilitate the integration of these plans with overarching public health emergency response 

plans. 

• Build national INFOSAN networks (ensuring farm-to-table representation) and increase their 

operational capacity. 

• Enhance communication between INFOSAN emergency contact points and IHR focal points. 

• Create and implement a national food recall system, including an interface with the INFOSAN 

and IHR systems. 

 

3. Enhancing food safety risk communication capacity 

 

• Build risk communication capacity of food safety authorities in association with the 

introduction of food emergency response plans, food recall protocols and food complaints 

systems.  

• Provide training with the engagement of food safety authorities and communicable diseases 

personnel (and veterinary public health personnel), as appropriate. 

 

4. Enhancing risk assessment capacity 

 

• When building risk assessment capacity among communicable diseases personnel in-country, 

an integrated approach should be taken to ensure food safety personnel and food safety 

examples are included in capacity-building where possible and appropriate. 

• When food safety personnel are engaged in a risk assessment there should be a mechanism 

for engaging relevant communicable diseases personnel in the process. 

• Establish food safety risk assessment and risk management capacities for urgent situations 

within national agencies responsible for food safety. 

• Formal and informal collaboration and coordination mechanisms should be established to 

enable food safety personnel and other related human and animal health personnel to be 

engaged in rapid risk assessments related to relevant public health threats. 

 

5. Enhancing imported food control 

 

• Ensure coordination with points of entry authorities to enhance control of imported foods. 
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3.2 Humanitarian Emergencies     

 

 

Introduction  
 

When unmanaged, recurring natural hazards and an increasing number of technological hazards that 

may cause emergencies can become disasters.  Therefore, there is a great need for Member States to 

increase efforts in risk reduction and health emergency preparedness.  

 

The health sector has a critical role in any response to humanitarian emergencies, regardless of the 

cause.  Prompt and appropriate action by the health sector depends on sound and systematic 

preparedness.   

 

WHO has defined four functions in emergencies: assessment and information management, 

coordination, gap-filling, and capacity-building.  WHO has to lead and manage health sector efforts 

with partners with regard to these functions.  In this regard, it is the designated health cluster lead in 

the cluster approach to emergencies that is implemented by the United Nations together with other 

INGOs and NGOs.  

 

Applying indicators and guides in preparedness, risk reduction and response interventions is key in the 

work of emergency managers.  Thus far, only SPHERE, which provides indicators and standards for 

response, are acknowledged and available globally.  An effort to measure progress of preparedness 

and response through indicators also has started in the South-East Asia Region.  

 

Set mechanisms for information management are key in all phases of disasters.  However, an 

established system for organized archiving, retrieval and collection of information is not yet firmly in 

place and not agreed upon globally.  The Asia Pacific Region has begun to address this, although 

further strengthening is required.  

 

Well-coordinated operations supported by logistics are essential to responding to humanitarian 

emergencies.  The approach to humanitarian emergencies is built around a risk management 

framework against all hazards that begins with risk-reduction efforts and preparedness and 

encompasses comprehensive risk analysis (e.g. is based on hazards, capacity and vulnerability 

assessment) and planning.  There is also the need to highlight the issue of keeping health facilities safe 

and functional during disasters to ensure continuity in the provision of health services during disaster 

situations.  

 

It is evident from recent disasters that response mechanisms need to be strengthened to ensure 

effective delivery of health services.  Coordination could be further enhanced through a health system 

that is organized for humanitarian emergencies and engagement with international agencies can be 
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better accomplished through the health cluster approach applied according to country context. 

Collaboration among partners also should be maintained to optimize use of limited resources and to 

support collective efforts.  

 

There are several key public health challenges in humanitarian emergencies:  

• Increasing preparedness for response to recurring natural hazards and technological hazards 

in vulnerable and inadequately prepared communities. 

• Working out and using guides and indicators to measure emergency preparedness and 

response interventions in the health sector. 

• Strengthening institutional capacity for emergency management in the health sector through 

a systematic approach. 

• Increasing collaboration among partner agencies to enhance coordination and appropriate use 

of limited resources and collective efforts in emergency management. 

• Strengthening systematic and reliable public health information in and for emergencies to 

facilitate sound management.  

• Increasing efforts in building the evidence base for emergency preparedness and response. 

 

Situation analysis 
 

The Asia Pacific Region is vulnerable to disasters.  From 1999 to 2008, the combined mortality data for 

the South-East Asia Region and the Western Pacific Region accounted for over 70% of the total 

number of people killed in disasters caused by natural hazards, highlighting the importance of 

addressing public health issues in humanitarian emergencies.  

 

Two events are regarded as turning points with regard to the way in which public health emergency 

preparedness and response is now addressed:  The SARS outbreak of 2002 and the earthquake and 

tsunami of 26 December 2004.  

 

Following these events, several key guides and legal frameworks were established.  The revised IHR 

(2005) were adopted and entered into force in 2007.  The humanitarian reform, conducted in 

consultation with hundreds of INGOs, have reset the approaches for humanitarian response.  The 

South-East Asia Region’s “Benchmarks for Emergency Preparedness and Response” set standards and 

health and other sector indicators that are useful for monitoring and evaluating that status of 

preparedness at national and subnational levels.  Moreover, a fund to provide timely arrival of 

resources was established by Member States.  The South-East Asia Regional Emergency fund, which 

was established in 2008, has supported major emergencies that have occurred in South-East Asia since 

its establishment, including Cyclone Nargis, the Kosi River floods in Nepal, the conflict in Sri Lanka and 

the earthquake in Sumatra. 

 

In 2008, the number of people affected by natural disasters was about 214 million, and more than 235 

000 people were killed.  In addition, although the number of recorded natural disasters (354) were less 

than the annual average during the period 2000-2007 (397), the death toll was three times higher than 

the annual average for the same time period.   This was mainly caused by two major events:  Cyclone 

Nargis, which killed 138 366 people in Myanmar and the Wenchuan earthquake in China, which killed 

87 476 people.  The economic costs reached over an estimated US$ 190 billion.  

 

In the Western Pacific Region in 2009, major emergencies that occurred included Tropical Storm 

Ketsana that affected Cambodia, the Lao People's Democratic Republic, the Philippines, and Viet Nam, 

a tsunami that caused devastation in Tonga and Samoa and an outbreak of leptospirosis following 

flooding in the Philippines, which is documented as one of the largest post-disaster outbreaks.  In the 
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South-East Asia Region in 2009, a 7.2 magnitude earthquake in Sumatra left more than 1117 people 

dead, 788 seriously injured and 2727 people were treated for minor injuries. 

 

Of concern are not just one-off natural disasters of great magnitude, but also recurring hazards:  the 

monsoon annually brings floods to Bhutan, Nepal, northeast India, Bangladesh, Myanmar and Thailand.  

There has been a recent series of tropical cyclones that hit the Pacific.  

 

Complex emergencies also affect the Asia Pacific Region.  Armed conflict in the Philippines continues 

to affect the southern island of Mindanao.  A 30-year-long conflict in Sri Lanka ended in April 2009 and 

nearly 150 000 people are being relocated to their original homes after months or years of 

displacement because of it.  

 

 

Key issues and possible approaches 
 

The key question to be addressed is what are synergies and common elements for humanitarian 

emergencies, disease-specific emergency (like influenza pandemic) and other public health 

emergencies.   

 

Although these seem daunting and require many resources, there are common approaches and 

potential synergies with other public health disciplines (in particular, communicable disease 

prevention and control) in health systems that can help address these.  This reality is more felt in 

health settings where resources are scarce. 

 

To sustain outbreak preparedness and response efforts, it may be helpful for implementation to occur 

within a humanitarian emergency and disaster context.  The primary challenge is to identify the 

synergies and common elements for complex humanitarian emergencies, disease-specific 

emergencies (e.g. influenza pandemics), and other public health emergencies.  There are common 

approaches and potential synergies with other public health disciplines (e.g. communicable disease 

prevention and control) that can be used.  The necessity of a cross-discipline and multisectoral 

approach is particularly apparent in settings where resources are scarce.  Table 1 below summarizes 

common approaches and potential synergies.  
 

Table 1.  Common approaches and potential synergies 

 

Common approaches Potential synergies 

Risk management - from risk 

assessments to risk-reduction 

interventions; preparedness and 

readiness measures  

• Drawing up and use of common tools in risk assessment  

• Vulnerability and hazard mapping exercises and joint analysis  

• Common risk communication strategies  

• Comprehensive interventions in protection and promotion of public 

health in emergencies (e.g. integrated surveillance of communicable 

diseases and injuries)  

Working within a health system - 

the mechanisms and resources used 

for any emergency are similar and 

work within a health system 

framework. This includes health 

information, human resources and 

policy  

All components in a health system should be able to perform in an emergency 

context, including:  

• Health information systems - protocols and formats should be able to be 

adapted for emergencies  

• Policies and procedures in ministries of health 

• IHR (2005) competencies within ministries of health  

• Human resource development - integrated training strategies  

Operational platform -  a system to 

facilitate the flow of technical and 

physical resources  

Sharing of resources for addressing action in the field:  common field offices 

and Emergency Operation Centres (EOCs), common logistics systems, 

common information management for operations and mechanisms for 

coordination  
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Depending on existing systems and structures for emergency and disaster preparedness and response 

in countries, whether within the ministries of health or externally with national disaster management 

authorities, several approaches are possible for improving capacities to respond to public health 

threats in the context of a humanitarian emergency:  

 

1. Establishment and/or maintenance of separate programmes for public health management in 

emergencies (e.g. natural disasters, conflicts), of outbreak preparedness and response and 

chemical/biological/radiological-nuclear incidents.  This approach is common in countries of the 

Asia Pacific Region (e.g. Bangladesh, Thailand, the Lao People’s Democratic Republic and Viet 

Nam). 

 

2. Establishment and/or maintenance of a mixed mode setup of emergency-related programmes in 

the health sector, such as integrated response activities but separate preparedness activities, or 

vice versa (e.g. the Philippines).  

 

3. Establishment of integrated programmes for managing health emergencies from all hazards (e.g. 

Health Protection Agency (United Kingdom), Singapore, United States of America CDC).  
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3.3 Deliberate Release of Biological, Chemical 

and Radiological/Nuclear Agents      

 

 

Introduction  
 

“The risk of a bioterrorist attack occurring anywhere in the world has increased with the increased 

willingness of terrorists to inflict mass casualties.”  Indeed, this is true not only for the risk of a 

bioterrorist attack but for any type of terrorist attack.  The attack on the World Trade Center in New 

York on 11 September 2001 changed the world.  The subsequent anthrax letter incidents added 

further to the fear and alerted governments to the need to increase their planning and preparedness.  

The repercussions of such attacks can be enormous.  Populations feel threatened and there is 

disruption and inconvenience to activities of daily life and invasion of privacy, for example, with the 

use of whole body scanners and retinal scans for heightened security checks at airports and in certain 

government buildings.  

 

The revised IHR (2005) have a broad scope that encompass all hazards, not just infectious diseases.  

Member States and WHO need to have systems in place to detect, assess and respond to any threat to 

public health, which includes the incidents described above. 

 

The emergency response to terrorism has been concerned mostly with overt attacks (e.g. bombings). 

Chemical terrorism events also are likely to be overt since the effects of chemical agents absorbed 

through inhalation or by absorption through the skin or mucous membranes are usually immediate 

and obvious.  Attacks with biological agents are more likely to be covert.  Also, certain chemical agents 

also can be delivered covertly through contaminated food or water.  The first casualties of a covert 

attack likely will be identified by clinicians or other primary health care providers.  

 

It is likely that only a brief window of opportunity will exist between the time the first cases are 

identified and a second wave of illness in the population is experienced.  During that period, public 

health officials will need to determine that an attack has occurred, identify the organism and prevent 

more casualties through such strategies as mass vaccination or prophylactic treatment.  As person-to-

person transmission continues, successive waves could spread infection globally.  

 

The deliberate release of chemical, biological and radiological and nuclear (CBRN) agents represents 

rare, uncertain but possible events.  These incidents result in the need for a public health response. 

Decision-making tools can assist countries in determining whether events are deliberate and in 

launching appropriate responses.  
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Sound epidemiological investigation of a disease outbreak, whether natural or human-engineered, will 

assist medical personnel in identifying the pathogen and instituting the appropriate medical 

interventions.  Documenting who is affected, possible routes of exposure, signs and symptoms of 

disease and the rapid identification of the causative agents greatly will increase the ability to plan an 

appropriate medical and public health response.  Good epidemiological information will allow the 

appropriate follow-up of those potentially exposed as and assist in risk communication and responses 

to the media. 

 

Therefore, it is necessary to build on capacities that exist in risk assessment, surveillance and response, 

preparedness planning and laboratories.  

 

The components of a preparedness and response strategy to deliberate-release events are no 

different from the components contained in IHR (2005) and APSED.  

 

These components include:  

• preparedness and prevention;  

• detection and surveillance;  

• diagnosis and characterization of biological and chemical agents;  

• response; and  

• communication.  

 

However, for each of the components listed above, additional information and measures need to be 

included for deliberate-release events.  

 

 

Situation analysis  
 

The 2010 annual report of the WHO Director-General to the World Health Assembly states that 

globally there are challenges in IHR (2005) implementation in addressing the broad scope of IHR 

(2005).  This is also true for the Asia Pacific Region, where good progress has been made in 

surveillance and response to infectious diseases but not for building capacity to detect and respond to 

all hazards, such as events due to chemicals or radiological andnuclear agents.  

 

The Asia Pacific Region is no stranger to terrorist attacks.  Aum Shinrikyo, a Japanese religious 

movement, secretly manufactured the nerve agent sarin in 1993 and used it in several assassinations 

during the period 1994 -1995.  On 27 June 1994, the group carried out the world’s first use of chemical 

weapons in a terrorist attack against civilians, releasing sarin in Matsumoto, Nagano.  Eight people 

were killed and 200 injured.  In 1995, the group released sarin on five trains on the Tokyo subway 

system, resulting in 12 deaths and almost 1000 people affected.  The 2002 suicide bombings in Bali, 

Indonesia, involved chemical explosions.  

 

Moving away from the Asia Pacific Region, an incident involving polonium210 occurred in London, 

England, in November 2006, killing Alexander Litvinenko.  The work of public health agencies involved 

investigating the polonium trails in and out of London left by the victim and his contacts, some of 

whom were thought to have handled the agent.  Traces were found in the hotel, a car in which the 

victim traveled and on planes used by the contacts.  British Airways published a list of about 200 

flights in which the contaminated plane was used.  Consequently, the Department of Health had to be 

prepared to receive inquiries from 33 000 passengers.  
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A recent radiation incident in India emphasizes the need to identify potential threats and have in place 

clear plans and procedures for dealing with them should they occur.  Radioactive material was 

recovered in a scrap metal market in Delhi.  The origin of the radioactive material (cobalt60) was traced 

to the chemistry department in a Delhi university and involved the unauthorized disposal of scrap 

material.  This incident caused severe radiation injuries to several people and the death of a worker in 

a scrap shop because of handling radioactive material.  

 

In preparing for and responding to the deliberate release of CBRN agents, several key issues need to 

be addressed: 

 

(1) National planning based on country risk assessment  

 

A risk assessment detailing hazards particular to a country should be undertaken and hazards mapped 

in order to plan appropriately how to detect and respond.  Another term for this is threat analysis.  

 

(2) Surveillance and response systems capable of detecting and responding to CBRN events  

 

To be effective, surveillance and response systems need to be more timely and able to detect diseases 

caused by rare pathogens.  To assist early detection, health care professionals and public health 

authorities should be aware of the threat of biological, chemical, radiological and nuclear incidents 

and have an increased index of suspicion that they could occur.  

 

(3) Laboratory capacity to quickly diagnose the agent that is involved in the event 

 

Laboratory capacity can be addressed through in-country capacity or through a regional network of 

laboratories, with certain laboratories having expertise for detecting certain agents.  

 

(4) Coordination and information-sharing mechanisms need strengthening with other sectors such 

as the police and in intelligence units in national and subnational law enforcement authorities   

 

CBRN events present some particular challenges that require advanced planning to ensure that proper 

coordination and information-sharing occur.  Field investigations in response to CBRN events must 

take into consideration whether the events resulted from deliberate actions.  To assess whether a 

covert event has occurred and to respond to CBRN events, expertise from a variety of sectors will be 

needed.  For example, because of the implications for criminal charges, any potential evidence must 

be preserved with clearly documented chain-of-custody.  

 

(5) To the extent possible, there should be continuity of organizations' critical functions and 

essential services in the event of a disruption.  

 

As with any large-scale emergency or an event that requires the commitment of many resources and 

sectors, agencies must ensure they have adequate surge capacity to carry out and maintain their 

critical responsibilities.  In addition, depending upon the nature of the event, organizations may have 

to use their business continuity plans, so it will be important that the plans have been formulated and 

exercised in advance to minimize the impact of potential disruption.  

 

 



DELIBERATE RELEASE OF BIOLOGICAL, CHEMICAL AND RADIOLOGICAL / NUCLEAR AGENTS 

TECHNICAL PAPERS   100 

Possible approaches  
 

To address the public health threats posed by the deliberate release of CBRN agents, it is essential to 

use existing public health preparedness and response systems as opposed to creating new ones.  In 

this regard, approaches to address deliberate releases should build upon the foundations already 

established by APSED, both in-country and in the Region.  The specific actions and efforts taken should 

reflect each country’s context and needs.  In addition, a threat analysis should inform the level of 

investment in planning and preparedness. 

 

(1) Use and strengthen existing national surveillance and response systems, networks and 

coordination mechanisms to detect and respond to events related to the deliberate release of CBRN 

 

Build on the capacity strengthening programmes already in place.  The public health preparedness 

plan and emergency plan should contain the procedures and the roles and responsibilities of those 

who will be called to respond.  The plan should be tested regularly in simulation exercises, and those 

who will be called into the response should know their roles and responsibilities.  

 

Tailor training activities to include topics related to potential hazards in a particular country.  For 

example, training should include the distinguishing features of a biological attack compared to a 

chemical attack.  In addition to health care workers, ambulance, police and fire personnel need to be 

trained.  The emergency services will be the first on the scene.  They will need training in 

decontamination and how to use PPE.  

 

Depending on the potential hazards in a country, some personnel will need to be vaccinated against 

certain diseases.  

 

Health care personnel should be alerted and sensitized to potential hazards and risks to increase their 

index of suspicion when treating patients.  The public also should be sensitized if an event has 

occurred.  

 

(2) Identify and strengthen regional and international mechanisms to support planning and 

response 

 

Increase regional expert institutions to assist in the detection and response.  Institutes such as the 

Radiation Authority (India) and the chemical help desk in the Chulabhorn Research Institute (Thailand) 

should be engaged.  A regional stockpile of antidotes should be available.  

 

Map laboratory capacity in the Region to ascertain those capable of testing for unusual biological 

agents and chemicals and radiological agents and build capacity where gaps exist.  While capacity is 

being built, links with other centres should be formed.  There should be a network of labs within the 

Region capable of detecting causative agents.  

 

NB: This topic relates to the public health emergency preparedness and should be in line with the 

approaches contained therein.  
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3.4 Mass Gatherings     

 

 

Introduction  
 

In the context of this document, a mass gathering (MG)24 is defined as any event25 at which the 

number of people attending is sufficient to strain the planning and response resources of the 

community, state or nation hosting the event.  These events can be unplanned or organized and 

include sports competitions (e.g. the Olympics), spontaneous demonstrations, social functions and 

political, religious or cultural gatherings. 

 

MGs increasingly are common and their international dimension is becoming more pronounced. 

Because of the resources that may be allocated for large, organized mass gatherings, they can provide 

an opportunity for strengthening public health services in preparation for the particular event while 

also providing legacies -- systems and services that are sustained beyond the life of the event.  

 

However, mass gatherings also may impose a new need for national public health systems to become 

stronger and more cross-cutting and for health sector authorities (e.g. ministries of health) to ensure 

public health planning and response efforts are integrated with other important components of 

overall mass gathering event management.  

 

These considerations are important because major mass gatherings bring with them additional risk:  

• With the influx of large numbers of people caused by mass gatherings, together with the 

infrastructural changes needed to support them, health systems are stretched to surge 

capacity so that business-as-usual health measures become difficult and impossible to 

implement. 

• Mass gatherings imply a higher than usual potential for introduction and dissemination of new 

or nonendemic infectious diseases (including via the possibility of intentional acts of 

bioterrorism because of the high political visibility of certain mass gatherings) and the 

propagation of epidemics among large groups of closely-gathered persons. 

• Additional challenges are presented by the necessity of an all-hazard approach to risk 

mitigation across disciplines and ministries (e.g. communicable disease, food safety) and the 

                                                 
24

 A gathering of people is usually defined as “more than a specified number of persons (which may be as few as 1000 

persons although much of the available literature describes gatherings exceeding 25 000 persons) at a specific location for a 

specific purpose (a social function, large public event or sports competition) for a defined period of time”. 
25

 While an “event” is referred to as a mass gathering here, depending on context, “event” can also mean a manifestation of 

disease or an occurrence that creates a potential for disease (as defined by the IHR 2005)). 
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crucial requirement for the capability to mount rapid, effective and functionally multisectoral 

responses to any mass gathering-related health event. 

• Communication, including crucial communication of risk, is made difficult by political and 

media pressures and by the international dimension of certain events (e.g. language and 

culture barriers). 

 

These contextual changes mean that the normal functioning of public health systems requires 

carefully planned adjustments to accommodate mass gatherings.  It also should be noted that mass 

gatherings may have implications for countries that do not host them if people who attend the event 

contract a communicable disease and then return seeking health care or  transmit the infection to 

others. 

 

 

Situation analysis  
 

With continuing financial growth, it is expected that more mass gatherings will be held in the Asia 

Pacific Region, including in lower income countries where public health capacities need to be 

enhanced to cope with these events.  On request from Member States, WHO will provide support to 

the planning and operation of mass gatherings. 

 

There are several examples of recent and forthcoming mass gatherings, some of which are not 

formally organized and occur spontaneously: 

• World Youth Day 2008 (Sydney, Australia) 

• Beijing Olympic Games 2008 (Beijing, China) 

• Southeast Asian Games 2009 (Vientiane, the Lao People’s Democratic Republic) 

• Pacific Mini Games 2009 (Cook Island) 

• Shanghai Expo 2010 (Shanghai, China) 

• Asian Games 2010 (Guangzhou, China) 

• Youth Olympic Games 2010 (Singapore) 

• Commonwealth Games 2010 (Delhi, India)  

• Kings Cup Football 2010 (Phuket, Thailand) 

• Rugby World Cup 2011 (New Zealand) 

• Annual religious gatherings:  Hajji, al-Arbaeen in Karbala (sunni or shiite, every year), Kuhn --  

unorganized 

• Yellow Shirt and Red Shirt political protests (Bangkok, Thailand) -- spontaneous 

 

Some countries have managed public health planning and response in relation to a number of mass 

gatherings with great success over the past years.  Particular challenges remain, however, because of 

the diverse public health capacities of the Asia Pacific countries and the continuing threat of emerging 

infectious diseases in the Region and globally.  

 

(1) Use of existing systems and mechanisms 

 

Strengthened national systems for public health event detection, assessment and response can be 

used to manage communicable disease outbreaks and other acute public health events (e.g. food 

poisoning) during mass gatherings.  Countries are encouraged to use regional and international 

resources and experiences.  APSED provides a common framework for countries to strengthen 
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national and subnational capacity for surveillance and response, laboratory work, zoonoses 

collaboration, infection control and risk communication.  WHO has supported several major mass 

gatherings in past years, and tools and resources are available to countries in managing MGs-related 

risks under the framework of the IHR (2005) and other relevant networks such as INFOSAN, GOARN, 

The Virtual Interdisciplinary Advisory Group on mass gatherings (VIAG).  

 

(2) Carrying out integrated and multisectoral planning 

 

A mass gathering will entail the coordination of a vast array of organizations, agencies, services and 

resources. For a mass gathering, it is vital that the health sector be involved early in the planning 

phase and that communicable disease sectors work with other health and nonhealth sectors.  It is 

necessary to have a comprehensive approach to risk mitigation across disciplines and ministries (e.g. 

communicable disease, food safety, transport, incident command systems), and to build capacity to 

mount rapid, effective and functionally multisectoral responses to any mass gathering-related health 

event. 

 

(3) Maximizing opportunities to establish health system legacies 

 

While grounded in existing public health systems, preparation for mass gatherings often requires 

substantial investment and capacity-building that can provide permanent benefits for the host 

country’s public health infrastructure.  Certain aspects of these legacy benefits can be shared.  The 

experiences and lessons learnt in one mass gathering also can be of great benefit to the preparation of 

further mass gatherings within the same or other countries, thus enhancing the effectiveness of the 

countries' MGs planning and optimizing Member States' and regional capacities.  

 

 

Possible approaches  
 

To address the potential public health threats posed by mass gatherings, it is essential to use existing 

public health preparedness and response systems as opposed to creating new ones.  In this regard, 

approaches should build upon the foundations already established by APSED, both in-country and in 

the Region.  Approaches to preparing for such gatherings are contingent on such structures, policies, 

standard operating procedures and guidelines.  

 

When possible, Member States also should take advantage of any additional resources that may be 

available for organizing mass gatherings to make long-term improvements to existing public health 

systems and capacities. 

 

There is a need to promote and advocate for collective efforts by Member States and WHO through 

various conferences, networks and platforms in the following ways:  

• To prepare for alert and response concerning public health events during mass gatherings, 

particularly for those that involve substantial numbers of international travellers and those for 

which host countries request WHO technical support.26  

• To facilitate sharing of experiences and lessons from planning and implementing measures to 

ensure public health security in mass gatherings.  

 

                                                 
26

 The above applies not only to large international MGs but to any occasion in countries where subregional or bilateral 

gatherings stretches the existing PH systems. 
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These efforts may include substantial strengthening of existing public health services before 

(sometimes even months or years before), during and after mass gatherings and may integrate with 

other APSED capacity areas, such as the following: 

• Intersectoral coordination.  Coordination with relevant authorities and agencies, especially 

those outside the health sector, should be in place. This ensures, among others,   

comprehensive risk assessment and planning, optimizing resources and prearrangements that 

will facilitate rapid response.  

• Legacy planning.  All of the following activities should be carried out with emphasis on long-

term benefits for host countries.  Public health work for mass gatherings should create a 

legacy that will be valuable in subsequent efforts.  Work should be evaluated and documented 

so as to enable the transfer of knowledge and experience to future mass gatherings . 

• Risk assessment. A continuous process that should include a continuing assessment of how 

public health systems will cope or are coping with increases in communicable disease risk (or, 

more broadly, all-hazard public health risks) related to the mass gathering.  WHO may provide 

information on risk assessment (and corresponding risk management) concerning importation 

and exportation of infectious diseases related to international travel.  

• Surveillance and response.  Major strengthening of the existing early warning and reporting 

system (EWARS) and, potentially, the introduction of new or enhanced methods for detecting 

and managing disease and other public health risks may be required.  Regional Offices and 

Country Offices will need to enhance the regional outbreak surveillance network and 

corresponding outbreak communication during mass gatherings.  

• Laboratory.  National and, as necessary, international, laboratory networks can be set up to 

provide surge capacity for laboratory diagnostic services, for confirmation and reference 

purposes and for outbreak alert.  Mobile laboratories could be of use.  WHO will need to build 

up its regional laboratory network in order to provide technical support where required during 

the mass gathering.  

• Command and control.  In a mass gathering, rapid decisions have to be made involving all 

actors of the planning and response processes.  A functional and trained intersectoral 

command structure is an integral component of running a mass gathering.  WHO can assist 

with the building of this structure, supporting training for its functioning and assisting directly 

to ensure its smooth operation. 

• Training.  Host countries may need to build up human resources and other capacities to cope 

with mass gatherings.  This can integrate the mass gathering-specific training programme with 

other regional initiatives such as GOARN training, FETPs (and modified FETPs), IHR (2005) 

tabletop exercises and risk communication training.  
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4.1 Special Consideration for Pacific Island 

Countries and Areas  

 

 

Introduction  
 

The Pacific island countries and areas comprise 23 countries and territories spread across a vast 

expanse of ocean from Micronesia in the North Pacific to New Zealand in the South Pacific.  The Pacific 

Region covers one third of the Earth's surface and the population is extremely diverse with respect to 

ethnicity, culture, economy and health.  Health indicators in the Pacific Region are reasonably 

favourable by international standards.  However, communicable diseases, such as typhoid fever, 

dengue and leptospirosis remain a major burden in many of those countries and the Pacific historically 

has been disproportionately affected by epidemics such as measles and influenza.  

 

 

Situation analysis and key issues 
 

All of the Pacific island countries and areas have begun implementing the APSED and the IHR (2005) in 

order to contribute to national, regional and international public health security.  The level of 

implementation has varied considerably across the Region.  However, all Pacific island countries have 

designated National IHR Focal Points, have completed the core capacity assessments and have created 

National IHR and APSED implementation plans.  From 2006 to 2008, WHO supported the Pacific island 

countries with IHR (2005) implementation missions to the Cook Islands, the Federated States of 

Micronesia, Fiji, the Marshall Islands, Nauru, Niue, Palau, Samoa, Solomon Islands, Tonga, Tuvalu, 

Vanuatu and Papua New Guinea.   Additional countries were supported by telephone and email. 

  

In surveillance and response, major achievements include a regional pandemic influenza A (H1N1) 

2009 surveillance system, strengthened national EpiNet (epidemiologic surveillance and response) 

teams, multiple successful collaborative outbreak investigations, several surveillance and response 

training workshops, distance learning modules on surveillance and outbreak response and the 

inception of a regional syndromic surveillance and early warning system.  Several Pacific island 

countries have used the IHR (2005) mechanism competently to communicate and collaborate on 

public health emergencies of international concern such as dengue, Zika virus and the pandemic 

influenza A (H1N1) 2009 virus. The Pacific Public Health Surveillance Network (PPHSN), particularly 

through the online forum PacNet, continues to play an integral role in international collaboration and 

communication and thus strengthens the Region's surveillance and response capabilities.  An outbreak 

response manual recently has been distributed throughout the Pacific island countries.  
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In laboratory strengthening, major achievements include the establishment of influenza laboratories 

in Fiji and Palau with polymerase chain reaction (PCR) technique capability; progress towards 

establishing PCR testing capability in the Marshall Islands and the Federated States of Micronesia; 

strengthening of the laboratory referral network; provision of sampling supplies for H1N1 throughout 

the Pacific island countries; the carrying out of several laboratory strengthening workshops; the 

formulation of national laboratory policies in several Pacific island countries; and the establishment of 

an Association of United States of America-Associated Pacific Island Laboratories.  

  

In infection control, an infection control manual template for the Pacific was created by PPHSN and 

distributed to the Pacific island countries.  Several of those countries, such as the Federated States of 

Micronesia, have adapted this manual to their own country-specific settings.  There have been several 

infection control workshops throughout the Region and a number of successful nosocomial infection 

outbreak investigations.  

  

A growing awareness of the importance of risk communication has led to increased emphasis on this 

work area, particularly in relation to the H1N1 pandemic.  A triagency (UNICEF/Secretariat of the 

Pacific Community (SPC)/WHO) risk communication training program was rolled out throughout the 

Pacific in response to the pandemic.  Risk communication continues to improve because of the 

increasing use of PacNet to provide timely reports of outbreak-related information among Pacific 

island countries’ public health authorities and other stakeholders.  

  

Relatively little progress has been made in the zoonoses arena, perhaps because of the continued 

absence of avian influenza in the Region combined with a lack of human resources in animal health.  

Achievements include the establishment of the Pacific Heads of Veterinary and Animal Production 

Services (PHOVAPS) and increased public awareness about the need to report animal (particularly bird) 

die-offs.  

  

Implementation of APSED and IHR (2005) is far from complete in the Pacific.  Many gaps remain in 

implementation of the five core APSED areas (plus POE, addressed in a separate chapter). There is also 

a need to strengthen cross-cutting issues such as human resources development, procurement and 

stock management and intersectoral collaboration.  Further, the building of capacity in EID is a 

continuing process, particularly in the Pacific where staff turnover is extremely high, making it likely 

that there will be a need for APSED well beyond 2017.  Specifically, the threat of avian influenza 

continues to loom from the periphery of the Pacific while other threats such as dengue gain 

importance.  

 

Historically, the Pacific has been affected disproportionately by epidemics of communicable diseases, 

such as the 1918 influenza pandemic (with Samoa experiencing 20% mortality), other influenza 

epidemics (such as an outbreak in the 1940s that killed 40% of the population of Jaluit in the Marshall 

Islands) and measles.  Geographical isolation, malnutrition and human resource challenges have been 

contributing factors.  Despite generally close-knit community structures, within government in many 

Pacific island countries there has been a relatively low level of integration of health and nonhealth 

sectors (e.g. animal health, disaster preparedness and public safety) or hospital-based and community 

health services.  There is, therefore, a need to increase representation of nonhealth sectors on 

emerging disease preparedness task forces (and to increase representation of public health in natural 

disaster preparedness task forces) and to improve communication within the health sector.  Other 

cross-cutting needs include improvement of business continuity plans and more attention to health 

care surge capacity.  
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Issue 1:  Very limited human resources  

 

A cross-cutting issue that slows progress against all APSED work areas is the lack of qualified human 

resources in the Pacific.  This is the most common complaint cited when referencing failure to 

implement desired programmes.  Many Pacific island countries do not have staff specifically dedicated 

to the core capacities for APSED.  In particular, a lack of skilled people with experience in epidemiology 

and outbreak control, laboratory staff with formal training, including training in basic epidemiology, 

trained health spokespeople for risk communication and no specific animal health authorities 

(particularly veterinarians), relying instead on a combination of border quarantine and agriculture 

authorities to fill this void. 

 

Even when funds are available for human resources, there is often a lack of qualified technical staff 

available to use these funds.  As the number of candidates in the pipeline and entering the workforce 

for public health positions continues to dwindle, and as qualified people continue to emigrate from 

the Region, the remaining qualified staff take on more and more responsibilities.  In order to 

overcome this shortfall, there is a need to focus on building human resource capacity, possibly 

through funding of formal training programmes in public health (either within the Pacific to retain 

capacity within the Region or outside the Region but tied to service obligations, but particularly tied to 

close mentorship).  Existing health careers curricula need to be expanded to address the range of 

capabilities required to meet the IHR (2005) requirements.  

 

Issue 2:  Low baseline capacity 

 

Surveillance and response.  Timely surveillance tied to rapid response continues to be a key issue. 

Many Pacific island countries have burdensome indicator-based surveillance systems, often with more 

than 50 notifiable diseases and excessive information requirements but with little data analysis or a 

delay in analysis (for example, semiannual reports) that precludes rapid response to outbreaks.  In 

addition, many of those countries lack the laboratory capacity to confirm diagnoses for notifiable 

diseases.  While informal rumour surveillance is a key component of many public health systems, few 

Pacific island countries have formalized event-based surveillance systems.  Because of this, the recent 

meeting for Pacific IHR National Focal Points and PPHSN-EPINET Representatives on Syndromic 

Surveillance for the Pacific in Auckland, New Zealand, established an agreed standardized syndromic 

surveillance system for the Region (consisting of four main syndromes) in combination with event-

based reporting.  There will be a need to provide technical support to the implementation of this 

syndromic surveillance system.  As the system becomes well-established, there will be a need to 

expand its coverage and perhaps the range of syndromes covered.  

 

Zoonoses.   Many Pacific island countries do not have specific animal health authorities (particularly 

veterinarians).  Instead, they rely on a combination of border quarantine and agriculture authorities to 

fill this void.  This shortage of animal health expertise complicates the interface between human and 

animal health.  There are few written SOPs for risk-reduction during animal production, transportation 

or at the marketplace.  Laboratory testing for animal diseases is virtually unavailable in the Pacific.  

 

Even where animal health capacity is present, it is not well-integrated with public health. Several 

Pacific island countries have not had any training for joint rapid response between human and animal 

health authorities.  Because avian influenza has not been a tangible concern thus far in the Pacific, 

there has been relatively little opportunity for collaboration between the animal and human health 

sectors, particularly in terms of preparedness and joint exercises.  There is first a need to improve 

animal health human resources in the Region.  Then there is a need for workshops that bring together 

human and animal health staff to establish SOPs and exercise jointly in zoonotic disease response 

scenarios.  In most Pacific island countries, there is a need to establish or formalize animal health 

disease monitoring then to integrate these data with those received from human health surveillance. 
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Laboratories.  Most Pacific island countries do not have dedicated public health labs, relying instead 

on hospital-based clinical labs to provide public health testing services, which usually must compete 

for resources with clinical diagnosis functions.  Most Pacific island countries have no or partial laws or 

regulations for laboratory services.  Most do not have mechanisms for private or animal laboratories 

to share data with public health surveillance.   Further, there continues to be a divide between public 

health and laboratory departments; therefore, improved communication is needed.  While 

establishing in-country lab capacity is crucial, there always will be a need for efficient reference 

laboratory referral services because of the small populations and vast geographic distances involved.  

 

There continues to be a need to balance between the desire to increase laboratory capacity in-country 

and the desire to increase efficiency and regional cohesion.  As with all other functional areas, Pacific 

island countries’ laboratories suffer from human resource limitations (as discussed above) and other 

issues such as procurement.  There are three levels requiring support:  continuing support to capacity 

at the country level (as is currently happening in several Pacific island countries that  are acquiring PCR 

capability), the building of Level 2 laboratories capable of additional testing, and which may be able to 

provide limited referral services for neighboring countries (e.g. Mataika House in Fiji providing 

influenza PCR testing to neighboring countries for the pandemic) and referral to international 

reference labs through an efficient network.  Much progress has been made in the first and third of 

these areas.  Additional work is required to expand the second-tier, regional or subregional, capacity.  

 

The importance of the laboratory to public health event detection and response is often under-

appreciated.  For example, many laboratories do not have specific budgets, including budgets to 

support public health rather than clinical diagnostic functions.  The recently unveiled Asia-Pacific 

Strategy for Strengthening Health Laboratory Services serves as a roadmap to improve laboratory 

services across all technical areas.  This strategy should be supported by specific emphasis on the 

laboratory as a key partner in the APSED framework.  

 

Infection control.  The policies, procedures, and support for infection prevention and control measures 

is limited in many of the Pacific island countries.  For example, many of them do not have infection 

control protocols for the management of patients with highly pathogenic infections (e.g. SARS, avian 

influenza).  Most Pacific island countries do not have a supply tracking system for infection control 

equipment.  Many of them do not have dedicated infection control personnel or the capacity to 

provide training and education on infection control to local areas or outer islands.  Most of them do 

not have an antimicrobial resistance monitoring system in place at national and subnational levels.  

 

There needs to be more training and testing on infection control and PPE use and written guidelines 

for the same.  Basic infection control supplies often are lacking in the health care setting – not just 

airborne respirators or coverall gowns, but simple necessities such as soap, bathroom tissue and paper 

towels.  No amount of training about the importance of infection control will succeed if the staff is not 

given the resources to implement good practises.  Further, the hospital often is viewed as less clean 

than the community.  For the hospital to be a leader in the fight against infectious diseases, it must 

lead by example. 

 

There is relatively little public awareness of the importance of infection control.  Community 

education about the importance of infection control should begin in the hospital but also should be 

taken to the village level, using participatory methods that assess the community’s beliefs, needs and 

constraints.  Such parameters will vary tremendously from one Pacific island country to another, and 

even within those countries, indicating that a one-size-fits-all approach will not work.  A few Pacific 

island countries have established community-based infection control strategies; to date, there has 

been little implementation. 
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The threat of nosocomial (health care-associated) infections receives inadequate attention in many 

Pacific island countries.  Yet there have been several significant nosocomial outbreaks in recent years, 

including bloodstream infections and neonatal intensive care unit outbreaks in Fiji and possible 

nosocomial transmission of multidrug-resistant TB in the Marshall Islands.  The formulation of the 

Pacific-adapted PPHSN Infection Control and Prevention Guidelines provides an excellent platform 

upon which to build an infection control programme.  However, human resource limitations are again 

a bottleneck to the implementation of sound programmes because many countries lack a staff 

dedicated to infection control.  

 

Issue 3:  Multiple agency coordination 

  

The Pacific island countries receive technical support for their surveillance and outbreak response 

from the Secretariat of the Pacific Community (SPC) and WHO Papua New Guinea.  In addition, the SPC 

has a large public health component.  Some Pacific island countries are associated with France, New 

Zealand or the United States of America and get support from these countries' public health 

institutions.  To ensure effective use of resources, a coordinated approach to emerging diseases is 

required.  

 

 

Goal and strategic direction 
 

To build up sustainable in-country and regional or subregional capacity to minimize the health, 

economic and social impact through better preparedness, prompt detection, assessment, response 

and effective partnerships in the Pacific Region for emerging infectious diseases and public health 

emergencies. 

  

Capacity-building in the Pacific must be accomplished through the maximization of training in-country.   

This includes on-the-job training of staff members by experienced mentors.  It is important to 

minimize the burden on already thinly-stretched public health resources caused by excessively 

frequent international workshops, which draw critical staff away from their duties, further decreasing 

available in-country capacity.  

 

Wherever possible, the technical agencies should strive to proactively work together to support the 

needs of the Pacific island countries and to avoid duplication of effort and gaps in support.  

 

 

Strategic approaches 
 

At the same time that the Pacific island countries have many shared issues, there is a need to consider 

different approaches for different groups of countries, given the regional diversity.  Different island 

countries are at different stages of development with regard to their capabilities for implementing the 

IHR (2005), necessitating tailored approaches.  Further, there is a need to shift from support that is 

resource-based (i.e. technical and financial support is offered and imposed on a country based upon 

availability and skills within the supporting agencies) to support that is needs-based (i.e. driven by the 

country’s expressed needs, as outlined in their strategic plans).  

  

A good option is one that is appropriate to the needs of the country while satisfying the baseline 

capacity requirements outlined in its IHR (2005) obligations, that is in line with the overall strategic 

development goals of the country and that is sustainable within the country’s own budget and that 

takes into consideration cross-cutting issues such as human resources, issues of equity and the impact 

of climate change.  
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1. Address human resource development as a priority. Options for building up human 

resources include: 

• Distance learning; 

• In-country training; and 

• Formal educational training focused on public health. 

 

2. Allow flexibility to adapt the regional strategy to meet Pacific island countries’ needs  

a. Subregional approaches to share resources  

• Grouping of countries with similar needs 

• Streamlining the surveillance system 

b. Adoption of standardized syndromic surveillance system 

• Review and update of the national notifiable diseases list 

• Formalization of event-based surveillance 

 

3. Strengthen regional coordination among WHO, SPC and nations with Pacific island 

countries’ territories 

a. Strengthening international laboratory networks 

• Establishment of PCR capacity in select Pacific island countries 

• Improvement of referral laboratory logistics 

b. Improvement of interagency technical consultations 

• Interagency technical consultations 

• Joint missions 

• Harmonized data collection 

 

 

Strategic actions 
 

One of the best ways to accomplish the goal is through continuing on-the-job training, such as the 

inclusion of inexperienced local staff in outbreak investigations, with the terms of reference of 

technical consultants to specifically include mentoring of these staff.  Mentoring should focus on 

technically appropriate (i.e. not too complex) knowledge transfer based on the needs and available 

resources of in-country counterparts.  Training provided in this way is relevant, practical and long-

lasting.  

 

There is a tendency for international meetings to train the same individuals repeatedly, often people 

who are not directly involved in the technical areas for which the workshops are being held.  In-

country training also has the benefit of allowing for greater multisectoral participation (as opposed to 

vertically-focused workshops) -- for example, incorporating animal and human health counterparts, 

public health and laboratory staff, border control, etc.  It may be strategic to also involve promising 

pre-health students in training opportunities, to expose them to the public health field and increase 

recruitment into the pipeline.  

  

The presence of a well-trained, enthusiastic staff is not enough:  prompt detection of, and response to, 

emerging public health emergencies hinges on an efficient surveillance system.  A good surveillance 

system must gather information from a variety of sources and must do so rapidly enough to allow for 

a timely response.  Syndromic surveillance is the most effective way to detect events rapidly within 

the formal health care system.  At the same time, event-based (rumour-based) surveillance serves to 

provide alerts about information not captured in the syndromic system, particularly from sources 
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outside the usual health care channels (e.g. animal health events reported by counterparts in this 

sector); this further serves to strengthen intersectoral collaboration.  

 

Both syndromic- and event-based surveillance have been incorporated into the recently initiated 

standardized syndromic surveillance system.  It is therefore crucial that this system receives the full 

support, both in-country and on a regional level, needed to assure its success.  Meanwhile, unusual 

events, once detected, will continue to require laboratory confirmation as part of the investigative 

process.  Closely integrating the surveillance system with a robust referral network is thus paramount.  
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4.2 Social Determinants of Health   

 

 

Introduction  
 

Improved human health is not only an objective of socioeconomic growth but also a means to achieve 

it.  Economic growth generates factors favourable to good health.  At the same time, a population's 

level of education and skills can vitally influence its health and the success of national growth efforts.  

The United Nations recognizes health as a fundamental human right regardless of age, gender, 

socioeconomic status, race, religion, ethnicity or political beliefs.  The Alma-Ata Declaration mobilized 

a primary health care movement to tackle the “politically, socially, and economically unacceptable” 

health inequalities globally.  

 

On average, people now live longer and have better health.  However, inequalities are increasing 

rather than decreasing in many countries, indicating that the substantial gains in health and health 

care over recent decades have been unequally distributed among countries and within countries.  To 

attain the goal of health for all, we need an approach to health care perhaps further removed from 

the current biomedical model and closer to a social, political and spiritual model.  

 

The term "social determinants of health" (SDH) refers to the social conditions under which people live 

and work.  These are considered as the causes behind the causes of ill health since the outcome of 

these interactions directly affects health.  The SDH approach is a process to analyse and identify health 

gaps among population subgroups and to analyse root causes for the differences in health status 

among subgroups in order to locate where and how to intervene to reduce health inequities.  SDH 

aims to use scientific knowledge or evidence to influence effective policy to reduce health inequities.  

 

 

Situation analysis  
 

The Asia Pacific Region has a considerable ill health and disease burden.  Despite great success in 

reducing the burden of infectious disease, the Region contributed almost half (46%) of total disability-

adjusted life years (DALYs) lost worldwide in 2002.  It was found that one fifth of all deaths are caused 

by infectious diseases in this Region.  Emerging disease threats in the Region include the epidemic- 

prone diseases such as dengue and chikungunya and newly emerging diseases such as avian influenza 

H5N1, Ebola-Reston and pandemic influenza A (H1N1) 2009.  The burden of HIV/AIDS and other 

sexually transmitted diseases is increasing in several countries while progress in tuberculosis (TB) 

control has been threatened by the emergence of drug resistance and TB-HIV coinfection.  Multidrug 

resistant (MDR) TB and extended multidrug resistant (XDR) TB are considered emerging infectious 

diseases.  
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Several social determinants contribute to disease spread, such as poverty and urbanization, which 

force millions of people to live in overcrowded and unhygienic conditions where lack of clean water 

and poor sanitation provide breeding grounds for infectious diseases.  Overcrowding increases the risk 

of respiratory infections and the lack of clean water and poor sanitation lead to foodborne and 

waterborne illnesses.  

 

Unequal distribution of disease burden 

 

The disease burden in the Asia Pacific Region is not equally distributed among different population 

subgroups.  Within a country, there are significant health gaps between rich and poor, rural and urban 

dwellers and advantaged and marginalized groups of society.  Despite the rapid response to H5N1 

outbreaks by the affected countries, it remains a threat to rural populations.  Small-scale farmers who 

rely on poultry as their main source of household income are most affected.  

 

Despite the advancement of medical and health technologies that have proven to be effective in 

combating many diseases, these interventions do not reach all segments of society equally.  

 

Reasons for unequal distribution 

 

On the supply side, the health care system and high cost of medical services are barriers for the poor.  

Between countries, as well as between urban and rural areas within countries, unequal distribution of 

health resources (e.g. health financing, health workforce and medical supplies) can be a barrier to 

providing health and medical services to all segments of society.  

 

On the demand side, socioeconomic and cultural factors inhibit equal access to health care.  The poor 

are less likely to access medical services.  Women are less likely to access health services, leading to 

lack of decision-making power.  The low social status of girls and women, in the family as well as 

society limits their access to education, economic resources and health facilities for better health 

outcomes.  This social injustice stems from many reasons, among them poor politics, social policies 

and programmes.  

 

Poverty  

 

Poverty refers not only to low household income but also encompasses quality of life, quality of 

housing, the environment, lack of access to services, resources and skills, vulnerability, insecurity, lack 

of voice and powerlessness.  Poverty determines how the poor are treated by others, the goods and 

services they can provide for themselves and what the society will provide for them.  

Multidimensional poverty determines health risks, health-seeking behaviour, access and use of health 

services and health outcomes. The reciprocal relationship between poverty and health can be 

represented by two reinforcing cycles.  One is the vicious cycle, in which poverty breeds ill-health.  Ill-

health can lead to poverty.  The second is the virtuous cycle, in which higher income is linked to good 

health.  Good health is linked to higher income and welfare.  

 

Poorer people are twice as likely to have TB, three times less likely to have access to health care for TB, 

four times less likely to complete TB treatment and five times more likely to incur impoverishing 

payments for TB care.  Poor housing, overcrowding, poor ventilation, malnutrition and risk behaviour 

also play important roles.  Stigmatization and social exclusion lead to divorce, rejection and undermine 

the ability to look after the family and children.  TB in children causes their withdrawal from school or 

employment.  
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Poorer farmers do not report sick and dying poultry to the authorities because compensatory 

mechanisms are not in place or are inadequate.  This leads to further illness and, in some cases, 

smuggling of sick poultry across borders.  

 

Gender  

 

Gender is a major determinant of health risks, disease burden, access to service and health outcomes 

in the Region.  The distribution of health and disease problems among females and males is unequal 

throughout their life because of biological and social constructs of gender roles and responsibilities.  It 

is estimated that 70% of the world poor are women who carry a double burden, combining productive 

activities with reproductive activities. 

 

Gender norms may affect risk of vector-borne disease through their influence on sleeping and work 

patterns, on the use of bed nets and access to clinics.  In Kolkata, India, boys with diarrhoea are more 

likely to be given oral dehydration fluids and to be taken to qualified health professionals for 

treatment than girls.  Similarly, boys in Bangladesh are taken for health care services sooner than girls.  

 

Host behaviour  

 

Epidemiological theory holds that the occurrence of disease in human beings is the result of 

unbalanced interaction among host, agent and environment.  In the past, the attempt to control 

disease heavily emphasized agents, with relatively less emphasis on host behaviours and social-

cultural environments.  However, the component of human host includes not only biological factors or 

host characteristics (e.g. age and sex) but also human host behaviours.  To tackle diseases effectively, 

host behaviours and social-cultural environments need to be taken into consideration.  

 

Risk behaviour  

 

Living and working conditions of backyard poultry farmers in Indonesia are associated with human 

exposure to avian influenza (H5N1).  These conditions include backyard poultry-rearing without cages 

(or with improper cleaning of cages) near houses or kitchens due to lack of space and for fear of theft, 

placing sick and healthy poultry together, eating sick dead chickens and eating half-cooked or 

uncooked poultry eggs as supplementary food (e.g. jamu).  Food handlers at home and in the wet 

market use the same utensils for slaughtering and preparing chicken and other foodstuff.  In addition, 

farmers did not separate the sick poultry from the healthy poultry while transporting them in bamboo 

cages.  Cultural and ritual ceremonies can include risky behaviour, including the drinking of fresh 

chicken or duck blood and using poultry blood in house construction ceremonies to protect family 

members from evil spirits.  

 

Preventive behaviours 

 

In Indonesia, people in avian influenza (H5N1)-affected areas do not use personal protective 

equipment, such as latex gloves and face masks, because these are expensive and inconvenient.  Hand 

washing with soap is sometimes not practised because of different perceptions of the meaning of the 

term “cleanliness."  In general, people in areas where human avian influenza cases have been 

reported are more likely to practise preventive measures – people tend to protect themselves 

according to their risk perception, including perceived susceptibility to, and severity of, disease.  For 

example, in Thailand, childhood diarrhoea is seen as part of growth and development like crawling, 

walking and is therefore often not perceived as illness.  
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Health seeking behaviour 

 

Health-seeking behaviour is determined by both demand and supply-side factors.  On the demand 

side, sociocultural, psychological, economical factors and health literacy are crucial determinants for 

delay in seeking health care and for the choice of types of healers.  For example, in Indonesia, some 

people self-prescribe for AI using unapproved drugs and traditional herbs while others visit local 

healers, private practitioners or private medical clinics.  

 

Social stigmatization is a crucial psychosocial factor determining delay in care-seeking among those 

stigmatized by diseases (e.g. TB, HIV, leprosy) due to fear of excommunication, discrimination and loss 

of standing in the eyes of the community and society.  

 

Compliant behaviour 

 

Poultry culling is the major avian influenza (H5N1) control measure during the beginning of outbreaks 

in most countries.  This control measure has not been well-accepted by poultry farmers due to social, 

cultural, financial and psychological factors.  Most poultry farmers refuse to cooperate with the 

government for many reasons, such as inadequate compensation and negative attitudes towards 

poultry culling for AI control.  Many poultry farmers do not report sick and dead poultry to the local 

authorities because they do not perceive it as a major problem and incorrectly believe that sick and 

dead poultry can be consumed safely. 

 

Non-community participation  

 

Historically, in spite of the availability of effective preventive measures, many disease control 

programmes failed because of noncooperation from communities.  For example, the in malaria-

endemic areas of rural Thailand, people did not allow insecticide spraying or blood tests because 

health workers did not understand the sociocultural contexts of the community.  Community 

participation is determined by self-sufficiency, which is an individual’s belief in his capacity to 

successfully learn and perform a specific behaviour.  This theory suggests that communities need to be 

empowered and motivated to manage their health so that they feel confident about their ability to 

protect themselves from infectious diseases. 

 

Migration, urbanization and cross-border migration   

 

Population migration leads to rapid and unplanned urbanization in this Region.  According to UN- 

Habitat, over 40% of the urban population of South Asia live in slums with inadequate health care 

infrastructure, lack of safe drinking water and sanitation, crowded and inadequate living conditions 

and no solid waste management.  In some cities, temporary migrant workers who may be illegal are 

marginalized with reduced access to public health and medical services.  Language barriers complicate 

effectiveness of health information and disease prevention and control activities.  Though they are the 

most vulnerable group in regard to health and infectious disease, they are also the hardest to reach 

population for disease prevention.  Consequently, the above factors lead to health inequities and 

inequalities in health outcomes, particularly for this vulnerable population. 

 

The three most predominant diseases in urban areas affecting migrant workers are diarrhoea, 

respiratory infections and injuries.  Other important communicable diseases are viral hepatitis and 

vector-borne infectious diseases, especially dengue fever and chikungunya.  Migrant workers can carry 

communicable diseases from their countries of origin.  For example, cross-border migration of workers 

in Thailand, Cambodia and Myanmar creates a great challenge to effective malaria control and brings 

about re-emerging diseases such as dengue, filariasis, HIV and TB.  
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Environmental and sanitation problems 

 

Environmental health challenges leading to respiratory tract infections include indoor smoke from 

burning fluid fuels for cooking and heating, which contributes to 1 million deaths a year.  Urbanization, 

as a result from migration from rural to urban areas, leads to outdoor urban air pollution, which 

contributes to over 500 000 deaths annually.  Additionally, cross-border air pollution from forest fires 

and volcanic eruptions induce health hazards in South-East Asia, and the same is true for dust and 

sandstorms in North-East Asia.  Lack of safe drinking water and sanitation, occupational diseases, 

industrial and agricultural workplace injuries, food insecurity, under-nutrition and food contamination 

lead to the occurrence of many diseases and increase risk to the health of the population in the Asia 

Pacific Region.  

 

Climate Change  

 

It is anticipated that climate change will have both a direct and an indirect impact on human health 

and safety.  Global warming may lead to changes in epidemiological patterns of infectious diseases 

such as waterborne diseases and the resurgence and emergence of vector-borne diseases and others.  

For more details, please refer to chapter '4.3 Climate Change and Health: Impacts and adaptation'. 

 

Health care system 

 

The health care system is a social determinant of health, influenced by and influencing the effect of 

other social determinants. The characteristics of good health care service include accessibility, 

acceptability, affordability and user satisfaction.  Health care systems are significantly different across 

the 48 countries of the Asia Pacific Region, and evidence suggests that there is common inequity in 

access to health services, goods and facilities.  The primary health care objective to achieve health for 

all requires health systems that “put people at the centre of health care”.  Therefore, the health care 

system must take into account citizens’ health needs and expectations for design and operation of 

health care services. 

 

Universal access and use of health care services are crucial factors for health equity.  In Bangladesh, 

even though health care services are provided free of charge in the public sector, evidence suggests 

that the poor often do not use these services due to dissatisfaction with the services provided, 

including absent health care staff, nonavailability of drugs and commodities, discriminatory 

behaviours by providers and high cost through illegal payments or ineffectual exemption systems.  To 

strengthen universal access and use of health care services, a people-centred approach can facilitate 

reducing social gaps between health care providers and clients. Involvement of the community in 

designing a health care services system to serve their health needs is also required for this purpose. 

 

Political forces determine health care systems, health care resource distribution and equity and access 

to medical care.  

 

Best practises of SDH approaches 

 

A number of countries in the Asia Pacific Region have successfully adopted SDH approaches.  

 

In Ahmedabad, Gujarat, India, the Self-Employed Women’s Association (SEWA), a trade union of 700 

000 women workers in the informal economy, is a good example of SDH approaches to tackle social 

and economic determinants of health through women’s empowerment.  The focus of this women-led 

community-based organization is on self-reliance, with an integrated approach involving health and 

microcredit schemes.  Experience indicates that this approach has empowered women, resulting in 

income security, food security, self reliance, access to better health care and housing, which has led 
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towards a more equitable distribution of better outcomes.  The SEWA experience demonstrates that 

action at the grass roots level can result in positive health outcomes among people and communities. 

 

The 100% Condom Use Programme (100% CUP) in Thailand has been adapted and implemented in 

Cambodia, China, The Lao’s People‘s Democratic Republic, Myanmar, Mongolia, the Philippines and 

Viet Nam.   The programme strategy is intended to empower sex workers to better negotiate condom 

use and to enlist the support of gate keepers of establishment-based sex work to enforce the area-

wide policy of “No Condom No Sex”.  The experience in Mongolia has shown that the strategy can be 

adapted to nonestablishment-based or freelance sex work.  The 100% CUP strategy has been credited 

with contributing to the reversal of HIV endemic in Cambodia and Thailand. 

 

In Bangladesh, a multidimensional social and economic development project – Bangladesh Rural 

Advancement Committee (BRAC) and Micro-Credit, launched in 2002 – focused on the participation of 

the extra poor in a microfinance initiative.  The integrated project provides training in income-

generation skills and access to health care services while raising awareness of rights and social justice 

and mobilizing local elites for programme support.  Evaluation found that the poverty and chronic 

food deficit decreased in the first three years of the project.  Keys to success include work with the 

local elite to create an enabling environment for the programmes, the provision of health education 

and identity cards to facilitate access to local health care facilities and the installation of latrines and 

tube wells to improve sanitation.  

 

Successful collaboration between government and NGOs in providing DOTS at workplaces and at the 

community level are outstanding examples in Bangladesh, India, Indonesia, Myanmar and Nepal. 

Innovative DOTS approaches include free diagnosis and treatment, community involvement and 

empowerment of women as community volunteers in rural and slum areas as well as in DOTS 

committees by the National TB Programme in Nepal.  

 

 

The conceptual framework proposed by the Commission on Social 

Determinants of Health  
 

The conceptual framework proposed by the Commission on Social Determinants of Health (Figure 1) 

includes two categories: structural determinants and intermediary determinants.  The former category 

comprises two key components:  socioeconomic-political context and socioeconomic position. The 

framework can be used as a guide for operating the SDH approach at different levels. 

 

The commission recommended the following strategic directions and approaches:  

1. Improve the condition of daily life or the circumstances in which people are born, grow, live, 

work and age; 

2. Tackle the inequitable distribution of power, money and resources to facilitate equal access 

to and use of health care, leading to equitable health; and, 

3. Measure the problem, evaluate action, expand the knowledge base, create a workforce that 

is trained in the social determinants of health and raise public awareness about the social 

determinants of health. 
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Figure 1.  Commission on Social Determinants of Health conceptual framework 

 

APSED does not have the role or scope to directly address SDH.  Such efforts are mainly undertaken by 

other specific bodies such as departments of women’s affairs, housing, sanitation, nutrition or 

education.  However, there is no doubt that SDH affect vulnerability to EID and other public health 

threats, such as food safety, environmental and chemical hazards.  Thus, although APSED is not 

designed to directly address the social determinants of health, the strategy and policies that will be 

formulated to support it should be designed with these determinants and recommendations in mind 

in order to incorporate a wider responsibility for creating healthy societies. 

 

A number of practical approaches are suggested below to move this agenda forward within the scope 

of the revised APSED strategy: 

 

Inclusion of SDH as an APSED cross-cutting issue 

 

SDH may be considered a cross-cutting issue to be integrated or included for special consideration into 

all APSED pillars.  This can be implemented by ensuring that all guidance documents include special 

considerations for SDH, that situation papers that identify the relationship between APSED areas of 

work and SDH are formulated and that interventions are tailored or adapted to take into account 

relevant and specific SDH into account, as appropriate.  

 

Holistic or integrated health and socioeconomic development 

 

Public health prevention and control programmes need to be integrated into general socioeconomic 

and health improvement efforts.  Unequal living and working conditions need to be removed by 

integration of poverty reduction, gender equity, water and sanitation. This can be done by integrated 

growth based on health policies favouring the poor, a human rights-based approach in line with the 

health-related Millennium Development Goals (MDG).  

1. Consider the role of social determinants when designing public health interventions that will 

work – e.g. predicting the use of a vaccine, if people will comply with banning live animal 

markets, etc. 

2. Consider the role of social determinants when designing risk communications – e.g. defining 

target audiences and appropriate communication channels. 
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3. Consider the role of social determinants when looking at surveillance data – e.g. data on 

hospital admittances may only reflect those who are rich enough or live close enough to a 

hospital. 

 

Intersectoral and multidisciplinary  

 

Health improvement and addressing public health events rely on the involvement of many sectors, 

both health and nonhealth.  To be successful, intersectoral approaches need to involve all 

stakeholders from all relevant sectors, such as education, communication, agriculture, industry, 

women's and rural development, urban planning, labour, social welfare and other social and economic 

growth sectors.  In addition, NGOs, local authorities and, most importantly, communities themselves 

should be engaged.  

 

The health sector can take a lead role in encouraging a wider and more strategic approach to 

formulating healthy public policies by encouraging intersectoral approaches and ensuring that their 

own policies are directed towards a more equitable distribution of health resources in relation to 

inequities in health status.27  This can be encouraged by: 

1. Clearly defining the role a ministry of health will play; 

2. Engaging with other ministries to identify shared concerns and potential areas of 

collaboration or integrated policy-making; and 

3. Broadening intersectoral networks with partner institutions and agencies, private and public 

sector actors. 

 

Strengthening of an evidence base  

 

APSED activities should contribute to strengthening the evidence base on the effects of SDH by 

actively collecting data and performing analyses that take these determinants into consideration.  The 

use of evidence-based information to craft policies and social actions is essential to actively engage 

and convince policy-makers, local authorities and communities.  Data stratified by gender, age groups, 

place of residence, socioeconomic status, occupation, ethnic group and access to health care services 

by certain groups should be analysed to provide evidence of existing inequalities.  Such data can be 

used to inform policies to address the inequitable distribution of health care financing and resource 

allocation.  This research also can be used to formulate analytical background documentation to 

inform the design of more effective interventions.  Countries can contribute to the formulation of an 

evidence base by: 

1. Promoting the disaggregation of surveillance and epidemiological data into priority social 

indicators; 

2. Integrating social indicators into monitoring and evaluation frameworks; and 

3. Using this data to conduct analyses and research.  

 

Advocacy and awareness-raising  

 

Political will and institutional capacity are important influences on policy decisions.  Policy-makers 

need to understand what affects the populations’ health.  Action on SDH also requires capacity- 

building among practitioners, including the incorporation of SDH into the curricula of health and 

medical personnel.  Health promotion and communication strategies should attempt to raise public 

awareness about existing social determinants of health and its relation to health outcomes.  In 

                                                 
27 Ibid, p. 61 
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addition, advocacy for raising awareness and training of policy-makers and other stakeholders on SDH 

is needed.  Advocacy and raising of awareness can be done by:  

1. Integrating social determinants of health into advocacy and communications plans to inform 

decision-makers and mobilize action; 

2. Formulating position papers, where appropriate; and 

3. Incorporating social determinants of health into teaching curricula for health and medical 

personnel. 

 

Strategic direction 
 

• When relevant and possible, take social determinants into consideration while 

strengthening the core capacities for EIDs and public health emergencies (e.g. risk- 

reduction, surveillance and response). 

 

• Support and participate in other programme activities related to advocacy for 

integrated health and socioeconomic development and intersectoral, multidisciplinary 

approaches. 

 

• Participate in new initiatives related to social determents of health and health impact 

(e.g. evidence-based information collection and analysis) that may be led by other 

programmes.  
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4.3 Climate Change and Health:  Impacts and 

adaptation   

 

 

Introduction  
 

Climate in a narrow sense is usually defined as the "average weather," or more rigorously, as the 

statistical description in terms of the mean and variability of relevant quantities over a period of time 

ranging from months to thousands or millions of years.  The classical period is 30 years, as defined by 

the World Meteorological Organization. 

 

According to a definition adopted by the United Nations Framework Convention on Climate Change 

and Intergovernmental Panel on Climate Change, climate change means a change of climate which is 

attributed directly or indirectly to human activity that alters the composition of the global atmosphere 

and which is in addition to natural climate variability observed over comparable time periods.1  

Climate change is one of the defining challenges of the century and increasingly recognized as a public 

health priority.2 

 

In recent usage, especially in the context of environmental policy, the term "climate change" often 

refers only to changes in modern climate, including the rise in average surface temperature known as 

global warming.  During this century, the earth’s average surface temperature increases are likely to 

exceed the safe threshold of 2°C above preindustrial average temperatures.3  Alterations in the 

quantity of atmospheric greenhouse gases determine the amount of solar energy retained by the 

planet, leading to global warming.  Rising fossil fuel burning and land use changes lead to increasing 

emission into the Earth’s atmosphere of greenhouse gases that include carbon dioxide (CO2), methane 

(CH4) and nitrous oxide (N2O).4  Normally, most of the heat from the sun in the Earth’s atmosphere is 

radiated back into space.  However, a rise in the level of greenhouse gases in the atmosphere causes a 

rise in the amount of heat from the sun withheld in the Earth’s atmosphere, leading to the greenhouse 

effect – resulting in increases in average global temperature (global warming), the main characteristics 

of climate change.5 

 

 As a consequence of global warming, the type, frequency and intensity of extreme climatic events, 

such as heat waves, tropical cyclones, floods, droughts and heavy precipitation are expected to rise 

even with relatively small increases in average temperature.  In fact, changes in some types of 

extreme climatic events already have been observed, such as increases in the frequency and intensity 

of heat waves and heavy precipitation events.6 
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Climate change will have far-reaching and wide-ranging effects on different sectors, e.g. the 

environment, socioeconomic and related sectors, including water resources, agriculture and food 

security, human health, terrestrial ecosystems and biodiversities.  Changes in rainfall pattern are likely 

to lead to severe water shortages and flooding.  Melting of glaciers can cause flooding and soil erosion 

and diminish constant sources of water supply downstream.  Rising temperatures will cause shifts in 

crop growing seasons, affecting food security and changes in the distribution of infectious agents and 

their vectors.7,8,9  

 

The impacts of climate on human health will not be distributed evenly around the world.  Lower 

income country populations, particularly in small island states, arid and high mountain zones and in 

densely populated coastal areas, are considered to be particularly vulnerable.  The average sea level 

rose by 10 cm to 20 cm during the 20th century, and an additional increase of 18 cm to 59 cm is 

expected by the year 2100.  (Higher temperatures cause ocean volume to expand and melting glaciers 

and ice caps add more water.)  If the higher end of that scale is reached, the sea could overflow the 

heavily populated coastlines of such countries as Bangladesh and such areas as the Mekong Delta, 

cause the disappearance of some nations entirely (such as the island states of the Maldives, Kiribati, 

the Marshall Islands and Tuvalu), foul freshwater supplies for billions of people and spur mass 

migrations.10  

 

Climate changes over recent decades already have affected some health outcomes. WHO estimated 

that climate change was estimated to be responsible in 2000 for about 2.4% of worldwide diarrhoea 

and 6% of malaria in some middle-income countries.11  Epidemics of weather and climate-sensitive 

infectious diseases such as malaria and meningitis will have a devastating effect on human health and 

socioeconomic growth and severely overburden health systems in many parts of the world.  Although 

vector-borne diseases will expand their reach and death tolls, the indirect effects of climate change on 

water, food security and extreme climatic events are likely to have the biggest effect on global health.3  

 

Research in climate change and human health is increasing but is comparatively undeveloped in view 

of the complexity of the issue and the potential magnitude and range of health consequences.12  To 

promote health protection from climate change, national governments asked WHO to undertake 

research under a series of defined headings.  Research on the health effects of climate change must be 

placed more firmly within the overall context of improving global health and health equity rather than 

standing alone.  This effort should include making use of the substantial existing research capacity in 

fields such as infectious disease control.  Identifying urgent and immediate research needs for 

evidence-based action is just the first step in reducing the health risks of climate change.  Filling these 

research gaps requires a sustained process to mobilize resources and update objectives as needs 

change.13 

 

 

Situation analysis 
 

The Asia Pacific Region is home to over 3.4 billion people, or 53% of the world’s population.  Countries 

in the Asia Pacific Region have long-standing social, cultural and economic ties, share common borders 

and face similar threats to health.  

 

The Asia Pacific Economic Cooperation (APEC) economies are fast-growing and account for about 60% 

of world energy consumption.  As the Region becomes increasingly industrialized and the population 

shifts from rural to urban areas, these consumption levels will continue to rise and will contribute to 

global warming.14 

 

Lower income countries of the Asia Pacific Region are the most vulnerable to climate change impacts 

because they have fewer resources to adapt, socially, technologically and financially.  These countries 
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have very different individual circumstances and the specific impacts of climate change on a country 

depend on the climate it experiences as well as its geographical, social, cultural, economic and political 

situations.  As a result, countries require a diversity of adaptation measures very much depending on 

individual circumstances.  However there are cross-cutting issues which apply across countries and 

regions.  The same sectors are affected by climate change, albeit to differing degrees.  These main 

sectors include agriculture, water resources, human health, terrestrial ecosystems and biodiversity 

and coastal zones. 

 

Climate change is anticipated to have far-reaching effects on the sustainable growth of lower income 

countries, including their ability to attain the United Nations Millennium Development Goals by 2015.  

The United Nations Climate Change Conference 2009 in Copenhagen recognized the scientific view 

that the increase in global temperature should be below 20C.  It also recognized the critical impacts of 

climate change and the potential impacts of response measures on countries particularly vulnerable to 

its adverse effects and stressed the need to establish a comprehensive adaptation programme, 

including international support.15  

 

It is generally accepted that the transmission of many infectious diseases is affected by climatic 

conditions.  The direct impact of climate on infectious diseases can occur by three principal pathways: 

effects on human behaviour, effects on the disease pathogen and effects on the disease vector.  

Diseases caused by pathogens which spend part of their life cycle outside human, or other warm-

blooded hosts, are particularly climate-sensitive.  Increases in ambient temperature above this 

threshold will shorten the time needed for the growth of the pathogen and increase reproduction 

rates, whereas temperatures in excess of the tolerance range of the pathogen may increase mortality 

rates.  In many environments, these diseases occur as epidemics, triggered in some instances by 

changes in climatic conditions favouring higher transmission rates.  High-quality, long-term disease 

data are essential for generating models relating climate to infectious disease. Multidisciplinary 

research into the identification, understanding and modelling of health impacts needs support, as do 

intergovernmental and interagency collaboration to establish health early warning systems that can 

facilitate timely, environmentally-friendly public health interventions.16  

 

Threats to health often are cited to justify actions to mitigate or adapt to climate change, as did 

United Nations Secretary-General Kofi Annan in his 2006 speech in Nairobi.17  However, a 

comprehensive strategy to support a public health response is conspicuously lacking.  A new advocacy 

and public health movement is needed urgently to bring together governments, international agencies, 

NGOs, communities and academics from all disciplines to adapt to the effects of climate change on 

health.3  The Regional Framework for Action to Protect Human Health from the Effects of Climate 

Change in the Asia Pacific Region was endorsed by the Regional Committees for South-East Asia and 

the Western Pacific in 2008.18, 19  The Regional Framework for Action includes recommended actions 

for WHO and Member States in three areas:  increase awareness of health consequences of climate 

change, strengthen health systems capacity to provide protection from climate-related risks and 

reduce greenhouse gas emissions in health systems and ensure that health concerns are addressed in 

decisions to reduce risks from climate change in other key sectors.  In 2009, the World Health 

Assembly endorsed a new WHO work plan on climate change and health20.  

 

Climate change may produce an increase in the occurrence of many emerging diseases as a 

consequence of natural disasters such as flash flooding, drought, tsunami and tropical cyclone.  It is 

within the scope of Beyond APSED 2010 to address climate change-related health impacts.  There are 

four key issues to be addressed: 
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(1)  Knowledge gap on effects of climate change on health 

 

The impact of climate change in health and disease ecology is still new, even for health professionals.  

A better understanding of the risks and effects of climate change on health will motivate and facilitate 

both behavioural change and societal support for actions taken to reduce greenhouse gas emissions.  

Improved awareness will help health sector professionals to provide leadership in supporting rapid 

and comprehensive strategies for mitigation and adaptation that will both improve health and reduce 

vulnerability. 

 

(2) Surveillance and response systems to address disease threats posed by climate change 

 

Effective surveillance and response systems are essential in managing any infectious disease, but they 

become even more important under conditions of rapid change.  These conditions include climatic 

shifts as well as increasing rates of movement of and contact between humans, pathogens and 

reservoirs.  These conditions require improved human health surveillance integrated with monitoring 

of climate and other environmental conditions that favour disease outbreaks, including disease in 

wildlife and agricultural animals.  Climate change also strengthens the case for reinforcing response 

systems for infectious disease outbreaks, including early warning systems, predefined action plans and 

maintenance of the control resources and personnel capacity necessary to mount effective responses. 

 
(3) Lack of evidence-based information and tools for policy-relevant risk assessment 

 
There are some important gaps in our knowledge, in particular about the current and potential future 

impacts of climate-related risks, the degree of population vulnerability, characteristics of vulnerable 

groups, the type of surveillance and alert and emergency management systems.  Assessing the 

impacts of and vulnerability to climate change and subsequently addressing needs for adaptation 

requires research to generate evidence-based good quality information. 

 

There is a need for improved policy-relevant risk assessment, building a stronger bridge between 

evaluation of the existing health risks from short-term to medium-term climate variability and the 

effects of gradual climate change in the context of other drivers such as socioeconomic growth and 

urbanization.  This risk assessment should pay greater attention to previously neglected mechanisms, 

such as the diverse effects of population displacement or the degradation of water supplies.  

Assessments should further focus on particularly vulnerable population groups, especially those 

exposed to multiple environmental hazards.  Both top-down and bottom-up approaches could be 

useful, depending on the objectives and scope of policy-relevant risk assessment.  

 

(4) Partnerships among major stakeholders dealing with climate change 

 

Climate change has direct or indirect impact on livelihood and health and there should be a 

coordinated approach to climate change adaptation and mitigation policies in order to ensure that 

health protection and health promotion are central.  

 

 

Strategic direction 
 

To ensure national and global health security through the strengthening of infectious disease 

surveillance and response systems through APSED to cope with the disease threats posed by climate 

change. 
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Possible approaches 
 

The evidence for anthropogenic climate change is now clear and convincing. However, there is a lack 

of data and information on impact of climate change on health and diseases ecology in countries of 

the Asia Pacific Region. There is a need of advocacy at all levels based on evidence-based data and 

information.  This scientific information will be required to plan, prepare and respond (mitigate) to the 

possible impact of climate change on health and disease ecology.   The three strategic approaches are 

as follows: 

 

(1) Assess the impact of climate change in health and disease ecology.  

 

The impact of climate change may not be distributed evenly and countries with high mountains and 

coastal areas may be vulnerable to potential health impacts posed by climate change.  Experience has 

shown that climate change has a greater impact on epidemiology of vector-borne diseases in terms of 

endemicity and vector bionomics.  Risk assessment will be carried out to assess vulnerability and 

changing disease ecology in the context of climate change and climatic variability, which will be 

documented and disseminated.  

 

(2) Promote and support research activities to generate evidence-based information in countries in 

the Asia Pacific Region. 

 

There is limited information on the impact of climate change on human health and disease ecology 

and regional database and evidence-based information are fragmented and less convincing.  Early 

warning systems have been established, especially in Africa, but the methodology and reliability of 

forecasting models need further research and development to address regional climatic variability and 

confounding factors for disease emergence.  Operational research projects will be supported to 

generate evidence-based information and work out appropriate tools and technologies to mitigate the 

health impact of climatic change. 

 

(3) Strengthen surveillance and response capacity to mitigate infectious disease problem posed by 

climate change. 

 

The existing surveillance and response capacity for emerging diseases will be strengthened further  to 

address the potential impact of climate change on disease emergence and epidemiology.  Similarly, 

appropriate tools and technologies will be adopted to improve the early warning system and to 

mitigate the impact of climate change on health and disease ecology based on regional specific 

research findings and global technological advancement. 
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4.4 Organizational Structure and National 

IHR Focal Point (NFP) Function    

 

 

Introduction  
 

An organization can be structured in many different ways, depending on its objectives and the 

environment in which it functions.  The structure of an organization will determine the manner in 

which it operates and performs.  An effective organizational structure should facilitate working 

relationships among various entities in the organization and improve the efficiency within its units.1 

 

Organizational structures should be reviewed periodically and revised as necessary so that they can 

address new contexts and requirements.  For example, Hueston argues that there is a need for a 

paradigm shift from the current public health paradigm to an alternative world view:2 

 

 
Table 1.  Current Public Health Paradigm and Alternative World View 

 

Current Paradigm Alternative World View 

Health is absence of disease  Health is well-being (in mind, body, spirit) 

Infectious disease is all about the agent Infectious disease emerges at the convergence of 

agent, host and environment 

Zero risk is achievable Risk management is the goal 

Success is eradication and cure  Success is homeostasis with microbes that are 

ubiquitous, constantly evolving and adapting 

Public health function is to react  Public health function is health promotion 

Reaction requires agent detection  Risk management can be successful whether or not a 

microbe is identified 

Urgency dictates priority  Surveillance informs policy and guides action on 

basis of importance 

Answers lie solely in technology  Answers involve people, politics and partners 

 

 

To fully implement the IHR 2005 and the function of the National IHR Focal Point (NFP), there is a need 

to ensure that enabling legislation, policy and financing are in place together with technical 
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capacities.3,4,5  It is also important that countries review the organizational structure of their public 

health departments and, in particular, their NFP units to ensure that they are optimally positioned to 

facilitate timely cooperation, coordination and completion of key tasks to manage a public health 

event or emergency with the resources available.2,6 

 

This paper highlights the new context and changing situation that public health agencies are facing, 

identifies key issues to be addressed and proposes strategic directions and possible actions to modify 

organizational structures in order to facilitate preparedness and response for public health events and 

emergencies.  The paper has been written mainly based on the IHR requirements, current experiences 

and lessons learnt reported in journal articles and strategic documents and the recommendations 

identified during the meeting of National Programme Managers for Emerging Infectious Diseases and 

National IHR Focal Points in the Western Pacific Region (September 2009). 

 

 

Situation analysis 
 

Reviews of the lessons from recent outbreaks and assessments of how to improve infectious disease 

surveillance, detection and response have identified a number of key issues related to the structure 

and function of public health departments and their ability to comply with the IHR (2005).7,8,9  These 

issues include ensuring collaboration and coordination among central and subnational and local level 

authorities,6,10 enhancing surveillance systems to improve the timeliness, sensitivity and completeness 

of reporting,11,12,13,14 establishing standardized communication protocols,2 minimum standards and 

guidelines for laboratories and data systems, strengthening preparedness and response5 and 

conducting periodic  or regular evaluations.10,11,15  

 

There is also a need to encourage timely sharing of information, technical expertise and resources 

through regional networking and collaboration among various countries and regional 

organizations,16as has been done in other regions of the world.17,18 

 

These experiences and lessons learnt over the past decade demonstrate the importance of efficient 

and functional national and local organizational structures for routine management of diseases and 

events and for emergency preparedness and response.  To ensure effectiveness and continued 

progress, structures and mechanisms must be in place to ensure collaboration, coordination, 

communication and accountability to meet IHR (2005) obligations for all hazards, particularly 

(re)emerging infectious diseases. 

 

Various organizational structures for managing EID and other public health events exist.  In the Asia 

Pacific Region, most countries have a well-established communicable disease department, division or 

similar entity that exists within the ministry or department of health or as a separate technical 

institute.  In addition, most countries have established disaster management committees or offices 

that deal with natural disasters or other emergencies.  However, relatively few countries have 

established strong divisions or units that have formulated preparedness and contingency plans for 

public health emergencies resulting from biological, chemical, environmental, nuclear and radiological 

hazards. 

 

In the past 10 years, health systems such as those of Canada,19 Hong Kong (China),20 the United 

Kingdom21 and the United States of America22 have been reorganized significantly to incorporate 

emergency management, reflecting an integrated approach with a strong focus on collaboration and 

coordination.  The newly-established public health agencies in these countries and regions address not 

only the prevention and control of infectious diseases but also preparedness, response and 

communication for public health emergencies, including those events caused by chemical, radiological 

and environmental hazards.   
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The size and specific location of the NFP in public health agencies varies across the countries of the 

Asia Pacific Region.  In some countries, the NFP function is carried out by an individual or set of 

individuals spanning multiple divisions or even ministries, while in other countries a pre-existing unit 

has been designated as the NFP.  In most countries, the NFP role is based in the communicable disease 

unit or in an emergency response unit.  In some Member States, the NFP role is carried out by staff 

located in a high-level office such as that of the minister of health.  Occasionally, the NFP activities are 

led by staff working in the quarantine unit.  

 

To promote the overall sustainability of the NFP, the function should be integrated within the existing 

government structure.  The structure, location and skills of NFP personnel may affect their ability to 

carry out mandated functions under IHR for communication for all hazards unless strong coordination 

and collaboration mechanisms are in place. This may be the case if surveillance, risk assessment and 

response activities for an event are led by a different unit from the one in which the NFP is based.  In 

addition, it is critical that the NFP be recognized clearly as representing the country and therefore is 

empowered to engage directly with other agencies, units and sectors and with NFPs from other 

countries. 

 

To ensure the effective management of (re)emerging infectious diseases as well as events that may be 

public health emergencies of international concern, the following should be addressed: 

 

(1) The development of streamlined organizational structures for managing outbreaks of 

(re)emerging infectious diseases and other public health events and emergencies 

 

The roles and responsibilities of various entities in the existing national and local organizational 

structure need to be clarified. There is a need to draw up effective and timely collaboration, 

coordination and communication mechanisms to strengthen relationships among the various entities. 

In addition, capacity and capabilities at all levels should be strengthened, particularly with regard to 

integrated surveillance, prevention and response measures. 

 

(2) Promoting clear vision and terms of reference for the NFP 

 

In order to promote a clear vision and terms of reference, there must be increased awareness about 

the IHR (2005) and roles, responsibilities and authorities of the NFP.  All Member States need to 

ensure that they are complying with the IHR 2005 requirements for all hazards and clearly identify the 

role of the NFP.  The NFP should be optimally resourced (e.g. the number of staff and their expertise) 

and positioned to ensure interagency consultation, communication and decision-making, when 

appropriate.  It also should be recognized that binational, regional and global collective responses are 

needed to help harmonize intervention measures to the extent possible.  

 

 

Strategic direction 
 

To contribute to national, regional and international health security through promoting effective 

national organizational structures and regional networking to manage emerging diseases and acute 

public health events in the Asia Pacific Region. 
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Possible approaches and options 
 

Strengthening the organization of NFPs (regardless of structure) should lead to strengthening: 

• organizational support for managing public health events and emergencies; 

• functioning of NFP capacity for all hazards; 

• coordination with nonhealth sector organizations involved in public health emergencies; and 

• linkages with proper authorities for better communication, information flow, clarity of 

responsibilities and accountability.  

 

Organizational Structure 

 

The approach and options for establishing organizational structures for IHR focal points will depend on 

the existing national and subnational health systems and structures.  As the needs, capacity and 

capabilities of public health systems increase, it will become more challenging and more critical that 

collaboration, coordination and communication occurs easily among the various public health units 

and stakeholders.  The integration of functions in a single agency can help to facilitate this exchange of 

information and improve the effectiveness of preparedness and response efforts.  

 

Option 1:  Communicable Disease Control and other units remain as they are, with an emergency 

preparedness and response unit established and maintained in a separate ministry or department  

 

In some Member States, it may not be feasible to establish an integrated approach in the near-term 

that includes all-hazards emergency preparedness and response functions within the same agency.  

For these countries, efforts must be made to establish formal and operational links within and 

between the different public health unit(s) and the emergency management entity(ies). 

 

Option 2:  Partially integrated approach for communicable diseases and emergency management, 

with an emergency preparedness and response unit established and maintained in the same 

ministry or department 

 

Several countries, including the Philippines, Fiji, Cambodia, Viet Nam and the Lao People’s Democratic 

Republic, have established multiple emergency management units within the ministry of health but 

each unit operates within the context of a particular area of public health, for example communicable 

diseases and chemical and environmental hazards. 

 

Option 3:  Integrated approach for communicable diseases and other public health threats that 

includes the consolidation of emergency management functions within a single unit 

 

The Public Health Agency of Canada (PHAC), 19 Ministry of Health Singapore,23 Health Protection 

Agency (HPA) in the United Kingdom21 and the United States of America CDC 22 provide examples of 

public health agencies that address an extensive set of issues within an organizational structure that 

also integrates an overarching emergency preparedness and response function.  

 

For example, within the Ministry of Health Singapore, the Resource Management Division addresses 

logistics and strategy to support health responses to communicable diseases and other emergencies. 23 

 

Similarly, the PHAC consists of two branches -- Planning and Public Health Integration and Infectious 

Disease and Emergency Preparedness, the latter of which includes the Centre for Emergency 

Preparedness and Response.  This centre coordinates public health security issues (including 

bioterrorism events) by formulating and maintaining national emergency response plans, monitoring 
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disease events, conducting risk assessments and establishing rules for laboratory safety and 

quarantine.19 

 

One key feature of the United Kingdom’s HPA is that it combines public health, scientific expertise, 

research and emergency planning within a single organization.  The agency consists of Local and 

Regional Services (including health protection specialists and regional epidemiologists responsible for 

preventing and reducing the impact of communicable diseases at local and regional levels), the Centre 

for Infections (the national communicable disease centre that is responsible for providing specialist 

microbioloy services), the Centre for Radiation, Chemical and Environmental Hazards, the National 

Institute of Biological Standards and Control (NIBSC) and the Centre for Emergency Preparedness and 

Response.21 

 

The CDC oversees a wide range of public health functions but also has an Emergency Operations 

Center with core staff who monitor international, national and local public health-related events.  This 

centre also serves as a base where epidemiologists, scientists, laboratory technicians, risk 

communicators, CDC leadership and others can convene to work out, implement and evaluate 

response measures.  It also functions as a base for overseeing field operations.22 

 

Table 2.  Advantages and Disadvantages of Organizational Structure Options 

 

Option Advantages Disadvantages 

1. Communicable Disease Control 

and other units remain as they 

are, with an emergency 

preparedness and response 

unit established and 

maintained in a separate 

ministry or department 

• Maintains status quo with 

respect to communicable 

disease prevention and control 

• Establishes and maintains an 

emergency preparedness and 

response unit to assist with 

event management 

• Additional challenges of 

collaboration, coordination and 

communication in the context 

of event preparedness and 

response are likely due to the 

need to work across ministries 

or departments   

2. Partially integrated approach 

for communicable diseases and 

emergency management, 

where an emergency 

preparedness and response 

unit is established and 

maintained in the same 

ministry or department 

• Can facilitate collaboration, 

coordination and 

communication on a range of 

infectious diseases and other 

hazards because the different 

issues are housed in a single 

agency 

 

• Need remains to establish 

effective working relationships 

across different emergency 

management units when the 

etiology of the threat is 

unknown and/or is determined 

to be different than originally 

suspected  

• Organizational structure may 

not reflect the full range of 

public health threats 

• Potential for redundant or 

duplicative emergency 

management functions in the 

different public health units 

3. Integrated approach for 

communicable diseases and 

other public health threats that 

includes the consolidation of 

emergency management 

functions within a single unit 

• Can facilitate collaboration, 

coordination and 

communication on a range of 

health hazards 

• Reduces the need for creating 

parallel or duplicative 

emergency management 

capacities within several 

different units 

• Need to create mechanisms to 

ensure the use of specialized 

expertise for the particular 

health threat to complement 

the expertise of core 

emergency management staff  
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National IHR Focal Point Function  

 

The NFP has a mandate to facilitate IHR event-related communications within the country and with 

the respective WHO IHR contact point.  A number of options for the structure of the national IHR focal 

points system are available, depending on the existing national and subnational health systems and 

structures.  

 

Option 1:  The NFP primarily serves to facilitate IHR event communication for all hazards  

 

To perform the minimum required NFP functions, an effective system and streamlined operating 

procedures should be in place to ensure the timely and smooth flow of IHR event communications 

(including notification, verification and sharing of information) between the NFP and relevant 

government departments and technical institutes, WHO and NFPs in other Member States.  In 

countries with NFP units, staff members may be based in different agencies or ministries. 

 

If the NFP primarily serves to facilitate IHR event communication, mechanisms and procedures must 

be established to ensure the national coordination of surveillance, detection, preparedness and 

response information for all hazards. The NFP must also ensure overall coordination of IHR activities 

such as IHR awareness and monitoring of IHR core capacities.  

 

Option 2:  The NFP facilitates IHR event communication for all hazards and coordinates IHR-related 

activities for infectious disease events 

 

In addition to IHR event-related communication, the NFP also can coordinate other IHR-related 

activities such as advocacy, planning and preparedness, implementation and monitoring and 

evaluation for infectious disease-related events.  This expanded role requires that the NFP be given 

appropriate authority to oversee these multiple functions. 

 

If the NFP is to coordinate the range of IHR-related activities for infectious diseases only, then the NFP 

may be located within the national communicable disease unit, provided that other relevant units and 

stakeholders are engaged in the case of noninfectious disease IHR event communications. 

 

Option 3:  The NFP facilitates IHR event communication and coordination for all hazards 

 

The effective implementation of the IHR requires multisectoral, multidisciplinary approaches through 

national partnerships for effective alert and response systems for all hazards.  The NFP can help to 

ensure that the structures, roles and responsibilities are clearly defined – ideally through legislation, 

policies and procedures. 

 

For countries that want to streamline the coordination of their IHR functions for all hazards, 

consideration may be given to establishing the NFP in a high level, office or unit.  In this case, the NFP 

also may be clearly delegated with authority over related statutory and programmatic issues. 
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Table 3.  Advantages and Disadvantages of NFP Options  

 

Options Advantages Disadvantages 

1. The NFP primarily serves to 

facilitate IHR event 

communication 

• Less complex approach that 

does not require as many 

resources 

• Focuses the NFP 

responsibilities on its primary 

core function  

• The system is already in place 

in most countries 

• Less proactive approach since 

the NFP is essentially serving 

as a messenger that only 

passes information 

• If the NFP has limited 

authority, then the flow of 

information may be slow or 

delayed  

• Planning, preparedness and 

response for various types of 

events may lag without the 

designation of a coordinating 

body, particularly 

noninfectious disease events 

since they may occur less 

frequently 

2. NFP facilitates IHR event 

communication and 

coordinates IHR-related 

activities for infectious 

disease events only 

• Proactive approach for IHR 

implementation in the 

context of infectious disease-

related events 

• Streamlines event 

communication and 

management for infectious 

diseases since all functions 

are carried out under the 

auspices of the NFP; 

consequently, 

communications about 

infectious disease events 

should occur more smoothly 

• Requires a significant amount 

of resources on behalf of the 

NFP 

• May require redesignation of 

NFP in some countries 

• Planning, preparedness and 

response for noninfectious 

disease events may lag 

without the designation of a 

coordinating body 

• There is a need to establish 

and test communication 

protocols to ensure there is a 

smooth flow of information 

for noninfectious disease 

related events 

3. NFP facilitates IHR event 

communication and 

coordination for all hazards 

• Proactive approach for IHR 

implementation to help 

ensure comprehensive 

planning, preparedness 

and response for events 

resulting from all types of 

hazards 

• Streamlines event 

communication and 

management since all 

functions are carried out 

under the auspices of the 

NFP 

• Requires delegation of 

authorities at the highest 

level to ensure 

coordination across 

multiple sectors for 

multiple types of hazards 

• Requires a significant 

amount of resources on 

behalf of the NFP 

• May require redesignation 

of NFP in some countries 
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4.5 Sustainable Financial Mechanisms and 

Partnerships   

 

 

Introduction  
 

Health security is the prevention or reduction of health, social and economic impact from adverse 

public health events.  Global health security was the focus of the World Health Report 2007, citing a 

shift in the global environment that has led to an increase in vulnerability to emerging infectious 

disease outbreaks and other public health events.1  Public health events do not respect borders and 

the increase in global travel and trade can facilitate the rapid spread of outbreaks of emerging 

diseases and other public health events.  This rapid international spread has been exemplified by SARS 

and pandemic influenza A (H1N1) 2009, but also noninfectious disease threats such as melamine 

contamination of milk.  A public health event in one country can potentially become a global concern, 

and ensuring health security requires a collective effort.  

 

There is much uncertainty as to when and where acute public health events may occur, but there is 

certainty that they will occur.  Influenza pandemics have occurred throughout history, and the 

emergence of the novel influenza virus in 2009 that subsequently caused a pandemic was not 

unexpected.  Establishing core capacity to detect and respond to public health events is necessary and 

is reflected in the mandate for states to the IHR (2005).  

 

APSED seeks to build health security through reducing the impact of emerging diseases and other 

acute public health events.  More specifically, APSED focuses on Member States establishing core 

capacity to prevent, prepare for and respond to public health events through building systems and 

human resources required to detect and respond to public health events.  These core capacities 

require long-term investment and sustained effort in order to reap the benefits.  Sustainable financial 

mechanisms and partnerships to enable resource mobilization to support Member States are essential 

to ensuring health security in the Region.  

 

 

Situation analysis and key issues 
 

Acute public health events are unpredictable and often occur without warning.  Historically, this has 

led to a reactive or response-driven approach to emerging diseases.  Consequently, sufficient 

resources are not allocated to preparedness for planning and capacity-building for public health 

events.  
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In the response-driven approach, resource mobilization is activated after the establishment of the 

public health event, requiring an enormous immediate input (Figure 1).  There may be difficulties 

securing such funds and delays may occur.  After the public health threat has subsided, resources 

quickly diminish.  In addition, response-driven resource mobilization also tends to provide funding for 

a single public health threat rather than providing funds for a generic approach to preparedness and 

response to all public health events.  Subsequently, the response-driven approach is often an 

inefficient use of funds and potentially leads to a greater health, social and economic impact from 

public health events due to delays in resource mobilization and lack of preparedness.  

 

The world was reminded of the threat of an influenza pandemic after the emergence of H5N1 avian 

influenza.   As a result, a preparedness-driven resource mobilization approach was initiated in which 

Member States invested in generic pandemic preparedness.  This investment included building 

capacity in core capacities for detecting and responding to public health events.  In addition, pandemic 

plans were formulated, pandemic exercises were conducted and stockpiles of antivirals and personal 

protective equipment were procured.  This approach to resource mobilization was fundamental to the 

response to pandemic influenza A (H1N1) 2009.  

 

APSED implementation has refocused Member States to preparedness planning and capacity-building 

to reduce the impact from public health events.  As a result, the financial mechanisms for resource 

mobilization must also refocus to generic, long-term preparedness to ensure efficiency and 

sustainability.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Figure 1.  Resource mobilization approaches to acute public health events 

 

 

Issue 1:  Response vs. preparedness-driven resource mobilization  

 

There is a need to shift financial mechanisms from the response-driven resource mobilization 

approach to a preparedness approach to ensure effective use of funds and maximum reduction in 

impact from public health events.  

 

Response-driven  
resource mobilization 

Preparedness-driven 
resource mobilization 

Preparedness: 

planning and capacity- 

building 

Public Health Event 

Recovery and 

evaluation 
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Issue 2:  Single event vs. generic resource mobilization  

 

Outbreaks of a single emerging disease tend to result in the allocation of resources responding to that 

disease.  A more efficient use of funds would be to use a single public health event for resource 

mobilization to strengthen core capacities or adopt a generic approach to enhance capacity of health 

systems to address all public health events.  There needs to be a shift in focus from resource 

mobilization for single public health threats to more flexible generic resource mobilization for 

strengthening health systems.  

 

Issue 3:  Lack of recognition of preparedness for public health events as part of development 

 

Preparedness for emerging diseases historically has not been viewed by donors as part of broader 

development.  However, a generic approach to emerging diseases and other public health events 

includes building capacity in systems such as laboratory and surveillance and response.  Recognizing 

the detection and response to public health events as part of broader development is essential to 

ensure the long-term investment required to build these capacities.  

 

Issue 4:  Lack of use of alternative financial mechanisms 

 

Currently, public and private partnerships for preparedness for emerging diseases do not exist.  Acute 

public health events can create significant economic impacts.  The private sector has a risk-reduction 

approach to public health events and also an economic interest in ensuring health security.  There is 

potential for public and private partnerships to increase health security in the Region in addition to 

existing government financial mechanisms.  

 

Issue 5:  Lack of clear financial resource picture 

 

For APSED 2010, there needs to be a clear picture of the financial resources required for 

implementation.  Currently, there is a lack of a clear picture of the resources required at the national, 

WHO Country Office and WHO Regional Office levels.  At all levels, there should be an identification of 

the gap between the resources required for APSED implementation and the existing resources 

available.  

 

 

Strategic direction 
 

To sustain the implementation of APSED (2010) in Member States, in conjunction with donors and 

partners, through the promotion of preparedness-driven, sustainable financial mechanisms for 

resource mobilization. It includes the formulation of national plans for resource mobilization, 

broadening current financial mechanisms and advocating for preparedness and generic-focused 

resource mobilization to donors and partners.  

 

Possible approaches 
 

1. Preparedness and generic-focused resource mobilization: 

• Use the national plan of action formulated in the APSED framework to mobilize a long-term 

commitment for resources from Member States, donors and partners. 

• Member States, donors and partners to refocus from response to a generic preparedness 

resource mobilization approach. 
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• Member states, donors and partners to investigate the possibility of the establishment of an 

emergency contingency fund for the purpose of ensuring that adequate funds are available 

immediately for response to emergency situations. 

 

2. Strengthening existing and preparing alternative financial mechanisms: 

• Member States to strengthen existing financial mechanisms and seek alternative financial 

mechanisms.  In particular, expand financial mechanisms to include partnerships with the 

private sector. 

• WHO Regional Offices to provide assistance to Member States in programme proposal and 

establishment of partnerships. 

 

3. Advocacy  

• WHO Regional Offices to draw up a set of information and advocacy packages to raise 

awareness of the revised ASPED (2010).  This can also be used to secure technical and 

financial support from various sources. 
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