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NOTE 

The views expressed in the report are those of the participants in the Meeting of National Programme 
Managers for Emerging Infectious Diseases and NationallliR. Focal Points in the Western Pacific Region 
and do not necessarily reflect the policies of the Organization. 

This report has been prepared by the World Health Organization Regional Office for the 
Western Pacific for governments of Member States in the Region and for those who participated in the 
Meeting of National Programme Managers for Emerging Infectious Diseases and NationallliR. Focal 
Points in the Western Pacific Region, held in Manila, Philippines from 31 August to 3 September 2009. 



SUI\.1MARY 

The ongoing sharing ofinfonnation will be a fundamenial strategy in the global response to the current influenza (HlNl) pandemic. This is particularly vital because although the pandemic is now more than :five months old, it has really only just begun. 

Globally, rates of illness are generally dropping in temperate areas ofthe southemhemisphere. Tropical areas now appear to be experiencing sporadic activity and in some areas rates are increasing. The north em hemisphere is seeing continued, sometimes intense, localized spread. Response activities have been implemented in all countries. Most countries initially start with sporadic imported cases, then community level outbreaks, followed by sustained community transmission leading to national sprea.ci The key issue is when to change from a response strategy of .. containment" to one of "mitigation". Once colJJlD.l.l11ity transmission _has begun, then it is important to change to mitigation. 
Response capabilities across the Region have been strengthened by the investments made in implementing the I8R (2005) and the associated Asia Pacific Strategy for Emerging Diseases (APSED) .framework The progress made by Member States with implementing APSED since 2006, and in particular the commi1ment to surveillance and response functions," has certainly been put to the test since in recent man~. One of the major highlights of the effort devoted to the lliR (2005) has been the significant contribution made at both national and regional levels by NationallliR Focal Points (NFPs). NationallliR Focal Points have played a crucial role in mfonuing WHO and allowing WHO to perfonn its functions and share information with Member States, including risk assessments and the evolving course of the pandemic. · 

Vaccines are just one component of the overall response strategy, but a potentially very significant one. As it is now too late for any vaccine to support containment measures in most countries in the Region vaccines will be used to support mitigation strategies. The pandemic vaccine is also unlikely to rednce rates of seasonal influenza because it can take about five months from identification of the virus to the production of the first commercially available vaccine. The strategy for pandemic vaccination is still in development andis ultimately up to each country to determine. Objectives will vary depending on the epidemiology and severity of pandemic (including perceived severity), vaccine supply and costs. Health oare workers should generally be the ;fust priority. The reason for prioritization is to make the most effective use of limited supplies. However, even when there is sufficient supply for the entire population, the vaccine will only become available in batches and so should be targeted to certain groups :first. 
Risk communication is now recognized as a mainstream component of public health. risk communication is most effective when it is integrated into a public health response from the very beginning, and not seen as a last minute addition. 

Given that the :five year APSED time frame has only 15 months left" to run, preliminary 
consideration was given to the strategy needed for the next 5 years from 2011 to 2015. While some countries already have multi-hazard surveillance and response systems, progressively incorporating capabilities a.ssociated with threats other than emerging .infectious diseases (EIDs) into the successor to APSED would bring benefits to many couutrie,s. However, countries will need to take care not to lose the gains already made in relation to EIDs. Additionally, seeking all hazards functionality across the full spectrum of public health capabilities all at once may be too ambitious. One approach would be to continue the current focus on EIDs, while also beginning to integrate all-hazards functions. 1bis could start by incorporating surveillance, risk assessment and reporting capabilities. The associated response function should be linked to existing interagency arrangements for generic health emergency management. The NFP coordination role can provide leadership for developing and integrating these systems. 
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I. INTRODUCTION 

The Meeting of National Programme Managers for Emer~in~ Infectious Diseases ancl 
National IHR Focal Points in the Western Pacific Region was held in Mattila, Philippines from 31 August 
to 3 September 2009. 

1.1 Objectives 

The objectives of the meeting were: 

( 1) to share updated information on emerging infectious diseases, including pandemic 
(HlN1) 2009; 

(2) to review progress of pandemic preparedness and response, APSED and 
International Health Regulations (IHR) implementation with a focus on surveillance and response, 
and laboratory capacity at the country level; and 

(3) to discuss and identify next steps to implement the 2009 Technical Advisory Group (TAG) 
recommendations on emerging infectious diseases in the Region, in particular a framework for 
responding to community-level transmission of pandemic (H1Nl) 2009. 

1.2 Opening Session 

Dr Shin Young-soo, WHO Regional Director for the Western Pacific, welcomed participants to 
Manila and to the Meeting of National Programme Managers for Emerging Infectious Diseases and 
National IHR Focal Points. Dr Shin noted the important context of the current pandemic to the meeting's 
proceedings. While the overall impact of pandemic (HlNl) 2009 has so far been moderate, this new 
virus has already caused hundreds of fatalities across the Region and it is still at a relatively early stage in 
the event. Fortunately, preparations to date under the umbrella of APSED have improved preparedness 
across the Region. Even prior to the pandemic, the Region faced significant issues with a wide range of 
EIDs, notably including Severe Acute Respiratory Syndrome (SARS) in 2003. The APSED was 
developed to help address the ongoing challenge of EIDs and provide a framework to assist countries with 
the implementation oflliR (2005). This meeting will: 

• review progress and challenges faced 

• develop detailed action plans 

• share knowledge and agree on next steps. 

The vaccine is now a potential tool for helping to manage pandemic (HlNl) 2009, a luxury not 
available in previous influenza pandemics. The vaccine deployment meeting occurred at the same time, 
with some common working groups to maximize synergies with the National Programme Managers 
meeting. This will assist in the development of coordinated approaches to enhance regional health 
security (the full text of Dr Shin Young-soo's speech is attached at Annex 1). 

Vaccine Deployment Objectives 

Dr Yang Baoping, Regional Adviser, Expanded Programme on Immunization (EPI) 
WHO Regional Office for the Western Pacific 

There were joint sessions with the vaccine deployment programme to ensure coordination between 
the vaccine programme and the response to the pandemic, being managed under the framework of the 
IHR (2005). Working groups considered the development of a draft deployment plan to address the 
workforce, planning and logistics components needed to roll out an effective and efficient vaccine 
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response to the current influenza pandemic, including legal, project management, public information and 
waste management elements. 

EID Programme Managers and National Focal Points Meeting 

Dr Takes hi Kasai, Regional Adviser, Communicable Disease Surveillance and Response (CSR) 
WHO Regional Office for the Western Pacljic 

Dr Kasai noted that this regular meeting now has a sharpened focus as a consequence of the 
emergence of pandemic (HlNl) 2009. The focus was on reviewing progress with pandemic preparedness 
and response, and in particular, on implementation of the APSED/lliR requirements. Working groups 
were tasked with developing detailed programmes for the final IS months of the 2006-2010 APSED 
framework. 

1.3 Appointment of Chairperson, Vice-Chairperson and Rapporteur 

Professor John Mackenzie, Technical Advisory Group (TAG) member, 
Curtin University of Technology, Australia was appointed as Chair for the meeting and 
Dr Nobuhiko Okabe, Director, Infectious Disease Surveillance Center, National Institute for 
Infectious Diseases, Japan was appointed as Co-Chair. In addition, Dr Mark Jacobs, Director of 
Public Health, Ministry of Health, New Zealand and Dr Bounlay Phommasack, Director, 
National Animal and Human Influenza Coordination Office, the Lao People's 
Democratic Republic, graciously served as interim Chair and Co-Chair respectively until 
Professor Mackenzie and Dr Okabe arrived. Mr Andrew Forsyth, Ministry of Health, New Zealand 
was appointed as Rapporteur. 

1.4 Organization of the meeting 

The Meeting of National Programme Managers for Emerging Infectious Diseases and 
NationallliR Focal Points in the Western Pacific was held over four days, from 
31 August to 3 September 2009, in Manila, Philippines. The agenda and programme of activities is 
attached at Annex 2. 

Representatives from 14 countries and territories in the Western Pacific Region attended the 
meeting. A list of participants is shown in Annex 3. 

The methods of work included plenary presentations and panel discussions. Small group 
breakout sessions were conducted by the participants and by the donors and partners group. Draft 
findings, conclusions and recommendations were presented by the Chairperson and Rapporteur to 
the final plenary session for review. 

2. PROCEEDINGS 

2.1 Session One: Update on Pandemic (HINI) 2009 Goint session with pandemic vaccine 
deployment participants) 

Chair: DrY ang Baoping, Regional Adviser, BPI, WHO Regional Office for the Western Pacific 

Global update on pandemic (HlNl) 2009 

Dr Anthony Mounts, Global Influenza Programme, WHO, Geneva 

Dr Mounts expressed his appreciation for the invitation to Manila and the opportunity to learn from 
front line experience with the pandemic response. One of the best ways for countries to support each 
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other is by sharing information and in this regard, the meeting was timely. WHO is no longer closely 
following the number of laboratory confirmed cases, as these increasingly bear no relation to the 
evolution of the event (currently there are over 180 000 confirmed cases, but the true number is much 
higher). The pandemic (HlNl) 2009 virus is the result of a triple re-assortment, including genetic 
material from swine, avian and human influenza viruses. To date, the virus has been relatively stable and 
no further re-assortment events have been reported. However, this is beini watched closely as there is 
evidence of cross infection in poultry and pigs. 

The majority of cases have uncomplicated influenza illness that resolves itself. While producing 
only relatively mild symptoms in most cases, the virus is noteworthy for producing more severe 
respiratory and gastro-enteric symptoms than other influenza viruses, and more deaths among children 
and young adults, pregnant women and those with underlying health conditions. The majority of deaths 
arise from severe viral pneumonia. Approximately 60%-80% of severe cases have underlying health 
conditions e.g. obesity, asthma, or hypertension. Pregnancy is a known risk factor for seasonal influenza, 
especially in the 3rd trimester and hence this group is usually recommended for vaccination. Experience 
from previous influenza pandemics in the United States of America shows that pregnant women have had 
high mortality (27%-45% ofmortality in 1919 and up to half of all deaths in 1957). While the new virus 
is co-circulating with other influenza viruses, it has become the dominant strain e.g. in Victoria, Australia 
>90% is now pandemic (HlNl) 2009. In New Zealand pandemic (HlNl) 2009 and other viruses are 
circulating, but again the pandemic strain has largely displaced the others. 

Rates of illness are dropping in temperate areas of the southern hemisphere. Tropical areas now 
appear to be experiencing an increase, possibly associated with the monsoon season. The 
northern hemisphere is seeing continued, sometimes intense, localized spread, but not a sweeping spread, 
as is often seen with seasonal influenza. Overall, the virus is capable of highly efficient person-to-person 
transmission, with those ages 5 - 25 most commonly affected, but this is quite variable depending on 
local conditions. Globally, it has been difficult to monitor because of non-standardized surveillance and 
reporting systems, e.g. different age groupings used by different countries. 

Regional update pandemic (HlNl) 2009 and framework for pandemic response 

Dr Takes hi Kasai, Regional Adviser, CSR, WHO Regional Office for the Western Pacific 

The first cases of pandemic influenza in the Western Pacific Region were reported by 
New Zealand on 28 April2009. These cases were associated with a school party returning from a trip to 
Mexico. Hong Kong (China) reported the next cases, followed very rapidly by an increasing number of 
countries across the Region. To date, reports of cases have been received from 34 out of 37 countries and 
areas in the Region. In the northern hemisphere, the influenza season appears to be beginning earlier than 
usual. In the southern hemisphere, some temperate countries have been affected with significantly greater 
numbers than normal seasonal rates, but many now appear to be post-peak. In the Pacific, the virus 
continues to circulate. Fatalities in the Region have tended to follow global trends, e.g. 75% of deaths are 
associated with underlying health conditions. Currently 80% of WHO Western Pacific Region countries 
and areas are reporting low impacts on health care services and 20% are experiencing moderate impacts. 

Response activities have been implemented in all countries. Most countries initially start with 
sporadic cases, then community-level outbreaks, for example in schools, then sustained community 
transmission leading to national spread. The key issue is when to change from a response strategy of 
"containment" to one of "mitigation". Once community transmission has begun, it is important to change 
to mitigation. 

The APSED framework serves as a road map to strengthen core capacities, enhance pandemic 
preparedness and support implementation of the lliR (2005). A rapid gap analysis was undertaken and 
the focus is now on a command structure supported by surveillance (including laboratory surveillance). 
This informs and directs public health interventions, which in tum involves balancing the costs of 
interventions alongside their benefits). Clinical care providers, including recognition of infection 
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prevention and control, are essential elements of the response, as are effective public communications, 
including key hygiene measures and understanding of societal interventions. 

The Region also remains mindful of other EIDs, including H5Nl and tuberculosis, as well as the 
possibility of re-assortmeut or other changes in the pandemic (H lNl ) 2009 virus. Findings from the 
3 rd meeting of national influenza centres emphasized the importance of surveillance, and of shifting in a 
smooth and timely manner from containment to mitigation. 

Influenza vaccines and vaccination 

Dr Md Shafiqul Hossain, EPI, WHO Regional Office for the Western Pacific 

Influenza normally shows an annual global attack rate of about 5%-10% in adults and 20%-30% in 
children. Most cases usually present during winter in temperate latitudes. In the tropics, influenza can 
circulate all year round. Transmission primarily occurs through coughing or sneezing, or from contact 
with contaminated surfaces. There are three main strains of influenza, A, B and C, with A the main cause 
of epidemics with high mortality. 

Seasonal vaccine contains three varieties two A strains and one B type-though the exact 
composition changes each year. With current global demand exceeding 600 million doses, there are some 
30 manufacturers worldwide using different manufacturing techniques. The live attenuated influenza 
vaccine can be administered simultaneously with other vaccines, but is not recommended for people at 
higher risk of complications on account of underlying health conditions. Average duration of protection 
is 4- 6 months and so re-vaccination is required annually. Seasonal influenza vaccine provides 70%-
90% protection against clinical disease. Influenza vaccination programmes have been shown to be cost 
effective, as they minimize health care and individual costs and reduce productivity loss due to workforce 
absences. The World Health Assembly has resolved to seek 75% coverage with trivalent inactivated 
influenza vaccine. 

Pandemic (HlNl 2009 vaccine and vaccination strategy 

Dr Manju Rani, EPI, WHO Regional Office for the Western Pacific 

Vaccine was not used in previous pandemics as it was produced too late for 1957 and 1968 (and 
was not available at all in 1918). Vaccine was developed for the outbreak of swine influenza in the 
United States of America in 1976, but this was discontinued. In the Western Pacific Region only higher 
income countries routinely administer influenza vaccine programmes, and in the Pacific there is only very 
limited experience. It was noted that vaccines are just one aspect of the overall response strategy. For 
just about all countries in the Region, it is now too late for any vaccine to support containment measures. 
Hence it will be used to support mitigation, for example to protect providers of essential services and 
support those at higher risk of adverse outcomes such as people with co-morbidities. There will be a 
benefit in disrupting transmission from herd immunity if population-wide programmes are used. The 
pandemic vaccine is unlikely to reduce rates of seasonal influenza. Adjuvants include alum or oil in 
water, with production substrate egg-based or cell culture-based. Vaccines can be administered by 
intramuscular injection (inactivated) or nasal spray (live attenuated). Two doses are likely to be 
recommended, but this has yet to be determined. 

It can take about five months from the first identification of the virus to the first commercial 
availability of vaccine. Challenges include multiple formulations and types may become available at the 
same time. This poses training, public communication and other problems, especially for low income 
countries with less resources. A meeting is to be held in Melbourne in September 2009 to discuss the 
composition of the southern hemisphere seasonal vaccine. The strategy for pandemic vaccination is still 
in development and is ultimately up to each country to determine. Objectives will vary depending on the 
epidemiology and severity of pandemic (including perceived severity), vaccine supply and costs. Health 
care workers should generally be the first priority, followed by pregnant women (pregnant women 
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comprise about 1.5% of the total population in developed countries, but 3% in developing countries). 
People with underlying health conditions (ranging between 13%-29% of the population) may also be 
prioritized, though very careful consideration needs to be given to which conditions and how they are 
defmed. Then age cohorts can be included, such as healthy young adults aged 15-49, healthy children 
<15, healthy adults 50--65, then 65+. This is quite different from the prioritization for seasonal influenza, 
and of course should be considered interim guidance to assist countries to determine which approach to 
take. The reason for prioritization is to make the most effective use oflimited supplies. However, even 
when there is sufficient for the entire population (which only very few countries in the Region are likely 
to enjoy) the vaccine will only become available in batches and so should be rolled out to certain groups 
first. 

The Chair invited comments and questions: 

• The Lao People's Democratic Republic reported its first case on 5 June 2009 and is now affected 
by the pandemic. The country's representative expressed appreciation to WHO for the assistance 
provided and sought clarification of the broad distinctions being made between the northern and 
southern hemispheres given the current focus on the latter while noting that the pandemic started in 
the central and northern Americas. Influenza does show a strong seasonal pattern and this can be 
helpful in understanding the spread of the virus and inform the process of determining the 
composition of vaccines. It was also noted that not every region south of the equator will 
necessarily have the same experience. The virus originated in Central America and then spread 
rapidly around the world, but even experts do not fully understand exactly how it circulates. It was 
acknowledged that the northern/southern division is simplistic, but can be relevant for risk 
assessment purposes. This "jet set" virus has spread globally with unprecedented speed and so the 
usual methods for quantifying transmission in space and time are not necessarily appropriate. 

• The need for standardized reporting is essential for any global picture to be assembled. For 
example, some countries use slightly different age groups for surveillance and therefore reporting 
purposes. The raw numbers of reported deaths are quite different between Chile and Argentina, but 
it appears that the underlying rates per 100 000 population are in fact comparable. Rates of 
influenza like illness (ILl) in the community generally increase first, followed by hospitalization 
rates and then mortality will peak later again. Every country has its own systems for gathering and 
analysing information- this need to be recognized, while still seeking to promote standardization 
where possible. 

• Guidance was sought on the likelihood of a second wave. Reappearance of the virus may be 
linked to the underlying seasonal pattern, i.e. it first appeared in northern hemisphere during the 
summer, which did not provide ideal conditions for the virus to spread, so the onset of the northern 
winter is likely to trigger a further rise in infection rates. What this means for tropical countries is 
still not clear, but the "take home message" for all countries is the fundamental importance of 
reliable, and in the early stages, sensitive, surveillance systems. 

• Guidance will be appreciated on matters regarding vaccine policy. For example, to help political 
decision-makers understand why health workers should be given priority. The main reason to 
prioritize health workers is to reduce workforce absences in order to help maintain continuity of 
essential health services for the wider population. This is not primarily for the benefit of the health 
care workers themselves, but so that they can continue to provide health care, both to meet the 
additional demand for health care associated with the pandemic and also to provide routine health 
services. This is important for economic as well as social reasons and may need to be explained in 
public communications. It was acknowledged that different countries can, and will, use different 
strategies that are relevant to their circumstances, including issues of availability and the ability of 
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the country to implement vaccination programmes. Every effort should be made to help policy
makers, politicians and the public understand the rationale behind the prioritization process. Even 
developed countries planning to vaccinate their entire population will not be able to vaccinate 
everyone at once, and so they too will need to make decisions about which population groups to 
vaccinate first. Each country can form a panel of public health and ethical experts to consider this 
issue in the context of their own demo~aphic, economic and cultural circumstances. 

• How long will the pandemic last? The answer depends on the definition of pandemic, but this 
virus is likely to continue circulating for some time. It has already shown its ability to spread in 
any season. It is expected to be the dominant virus in the coming northern hemisphere winter and 
to probably again be the dominant strain in following 2010 southern hemisphere winter. Previous 
influenza pandemics have lasted for several years, and it is unclear whether this virus will become 
the new seasonal influenza, or will eventually be replaced, a matter that will only become clearer 
over the next couple of years. 

• Will the Chinese single dose vaccine be widely available? Only one set of clinical trials have 
been completed and these were only preliminary trials from one manufacturer, so it is too early to 
say. This vaccine has not yet received regulatory approval. There is also a European 
manufacturer, but both are relatively small companies and lack the capacity for large scale 
manufacture. The Chinese vaccine is likely to be used exclusively for domestic use. 

• What are the side effects of the vaccine? Trials include healthy adults and will draw on 
experience with seasonal influenza vaccines. New vaccines with new adjuvants will have some 
uncertainties attached, but these will be tested in trials and reviewed as part of the regulatory 
approval process. Results from some new adjuvants so far look promising. The expectation is that 
adverse events should be rare, but globally vaccination programmes will reach very large numbers 
of people and so some adverse reactions are a mathematical certainty. Monitoring and 
management of adverse events will be an important part of vaccination programme design and 
implementation, as well as associated public communications. 

• Clarification was sought as to the apparently differing levels of natural immunity to the pandemic 
virus. The pandemic is caused by an HlNl virus, but it is different enough to earlier HlNl strains 
to give most people under age 65 no real immunity. Because the number of people being infected 
is higher, then correspondingly greater numbers need hospitalization. A serological survey in USA 
found that 33% of those over age 65 have some form of antibodies, so a similar virus must have 
circulated at some time previously. A Hong Kong (China) serological survey found 37% of those 
over 65 also have antibodies. This virus may not be fully adapted to humans, and it may yet 
change in terms of either virulence and/or transmissibility. 

• How long will the pandemic vaccine be effective? This may be influenced by the age of the 
recipient, but as with seasonal influenza, annual vaccination is likely to be needed. 

• How best to ensure the public understand that any vaccine will not be 100% effective? As for 
any vaccination programme, this will be important for public communications, for example, 
seasonal vaccine is about 70o/o-90% effective. Efficacy and safety data is required from clinical 
trials. If pandemic vaccine has a similar efficacy, then a proportion of those vaccinated will still 
get pandemic influenza as well as being potentially susceptible to seasonal influenza. 
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Session Two: Update on Emerging Diseases and Pandemic (HlNl) 2009 Response 

Chair: Dr Mark Jacobs, Director of Public Health, Ministry of Health, New Zealand 

Co-Chair: Dr Bounlay Phommasack, Director, National Emerging Infectious Diseases 
Coordination Office, Lao People's Democratic Republic 

Regional update on emerging inf~r.tions ffisP.as~s 

Data ' Dr Tee Ah Sian, Director, Combating Communicable Diseases, 
WHO Regional Office for the Western Pacific 

Dr Tee expressed her thanks to those who had travelled a long way to attend and indicated a need 
to get maximum value out of the time available for the meeting. Dr Tee emphasized the importance of 
the biregional approach embodied in the APSED strategy, not least because the Western Pacific and 
South East Asia Regions, with a significant proportion of the globe's population, have played host to the 
emergence of a number of new diseases and are closely interrelated geographically. Both Regions have a 
strong interest in EIDs, including highly pathogenic avian influenza (H5Nl), tuberculosis, dengue, hand, 
foot and mouth disease and others. Reported events in the Western Pacific Region since July 2008 
number 206, approximately 69% ofwhich were attributable to EIDs, 17% from animal sources and 13% 
of chemical origin. The current pandemic has spread with unprecedented speed around the world, and 
most countries with more than minimal case numbers are also reporting deaths. Dr Tee noted that the 
focus should be on the disease trends, rather than the detail of reported case numbers. NationallliR 
Focal Points and National Programme Managers play a vital role in supporting risk assessments and 
analysing the surveillance data to interpret the trends and inform decision-making. 

As well as the current focus on pandemic (HlNl) 2009, Highly Pathogenic Avian Influenza 
(H5Nl) continues to be an ongoing concern, given the very high case fatality ratio, although to date, 
transmissibility has fortunately been very low. The Philippines has reston ebola virus causing high 
mortality (> 90%) in pigs. This may be linked to fruit bats. Dengue is expanding to Regions that 
previously had not reported this mosquito borne virus, with a total of 24 countries and areas in the 
Western Pacific Region reporting cases, including 160 deaths. Hand, foot and mouth disease is a growing 
concern in the South East Asia Region. Cholera also continues to be a sporadic problem, especially as its 
epidemic potential is significant. In conclusion, EIDs continue to warrant the attention of national policy
makers throughout the Western Pacific Region. While the immediate priority is on pandemic influenza, 
countries and WHO must maintain vigilance against a wide range ofEIDs. In this context, the five 
APSED work programme areas (i.e. surveillance and response, laboratory capacity, infection control, 
zoonoses and risk communication) remain as important as ever. Dr Tee also reminded participants of 
their obligations under the lliR (2005) and in particular, those relating to the review, strengthening and 
maintenance of core public health capacities. 

Regional response to pandemic (HlNl) 2009 

Dr Satoko Otsu, Medical Officer, CSR, WHO Regional Office for the Western Pacific 

Dr Otsu noted the step-wise intervention framework for dealing with different stages of a 
pandemic. This begins with sporadic cases, then clusters or outbreaks, followed by community-level 
transmission, and lastly, extensive and sustained transmission. The recommended two-tiered response 
model includes the development of a plan and increasing readiness across the health sector and other 
sectors. In 2009, the WHO Regional Office for the Western Pacific and the US Centres for Disease 
Control undertook a preparedness assessment of the APSED work areas. Surveillance and response was 
found to have improved significantly, but infection control and risk communication in particular needed 
further development. As a result of this assessment, the WHO Regional Office for the Western Pacific 
undertook to continue to support pandemic preparedness. In the early stages of an epidemic, surveillance 
and public health responses are vital, whereas the health care response becomes progressively more 
important in later stages when case numbers increase. Public health strategies can be highly resource 
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intensive and cannot be sustained indefinitely. When clusters are multiplying in number or size and 
transmission is becoming sustained at the community level, then the emphasis of the response should 
move from one of "containment" to "mitigation". However, there is not a single cut-off point and 
depending on local circumstances, aspects of both strategies can be relevant at any time. For this reason, 
local surveillance and risk assessment capabilities assume special significance because of their role in 
informing local response decisions, as well as c.ontrih11tine; to nationallr:vr:l ovr:rsieht 

Pandemic situation and response in the Americas Region 

Dr Sylvain Aldighieri, Pan American Health Organization, WHO Regional Office 
for the Americas 

Dr Aldighieri described the early stages of the pandemic to the participants. Nearly two years after 
their entry into force, this pandemic is the first public health emergency of international concern (PHEIC) 
declared by WHO under the IHR (2005). In mid-April2009 cases of acute respiratory illness and atypical 
pneumonia were detected in Mexico and reported in the media. Cases were also detected in neighbouring 
California, USA. This triggered an urgent teleconference of various stakeholders, including Mexico, 
USA, Canada and the Pan American Health Organization (P AHO) to share information about their 
respective situations. P AHO sent a response team to Mexico to assist with investigation and control. 
WHO convened the Emergency Committee and, on its recommendation, on the 26 April the 
Director-General determined that the event constituted a PHEIC under the IHR. On 11 June, WHO 
increased the alert level from phase 5 to phase 6 -pandemic. By the end of June, just about all countries 
in the Region were reporting cases ofpandemic influenza and as of28 August, all35 countries were 
affected, including 2200 deaths. Mexico experienced two distinct peaks of infection as the virus spread 
throughout the country (the first peak in March/April and a second peak several months later). All 
information flows were communicated via National IHR Focal Points. From 16 July, the new WHO 
surveillance guidelines have been used throughout the Americas Region, including the four qualitative 
indicators. Additionally, P AHO publishes a weekly regional update each Friday which incorporates 
coordination with the Caribbean IHR NFP network covering 21 countries and areas. 

Challenges included mobilizing response teams, when the initial capacity had already been 
deployed to Mexico, so support was requested from the Global Outbreak and Alert Response Network 
(GOARN). GOARN personnel were deployed from across the Americas and Europe to support 
investigation and control measures. Additionally, few countries had the capability to implement the 
US CDC real-time PCR kits, so rapid building oflaboratory capability was an early priority. One of the 
features of the regional response was a demand for online training, for example, in relation to outbreak 
investigation. Virological surveillance across the Americas Region continues on a weekly basis. By the 
end of June, the Pandemic (HlN1) 2009 virus had become the predominant virus circulating in the 
Region. Based on this experience, the key findings were the importance of active international 
collaboration in verification processes and response measures, and the need for ongoing and timely 
information sharing. 

The Chair invited comments and questions 

• Dr Jacobs invited the participants to reflect on the challenges of working with multiple 
countries in the very early stages of a response. For example, the day after the first posting on 
the WHO secure event information site, New Zealand received its first imported case. The 
information available on the WHO site assisted New Zealand with its risk assessment and with 
the management of cases. Dr Aldighieri noted the importance of both e-mail and 
teleconferencing as means of rapid information sharing. Mexico had six surveillance systems 
and multi-layered health services working in this environment, and with other countries 
closely involved in the early stages, telephone communications in particular were essential. 



-9-

• The early stages of the event in Mexico were accompanied by intense media coverage, 
including speculation on suspected case numbers. This resulted in the need for health 
authorities to provide more accurate numbers, which then appeared to contradict the earlier 
media reports and public perceptions. This required very active and ongoing engagement with 
the media. 

• Case definitions were changed by the Mexican authorities partly as a result of laboratory 
capacity. In the later stages, surveillance moved to a syndromic focus, based on respiratory 
symptoms for ILL 

• Are there coordination gaps that may affect risk assessments? It was noted that the WHO 
Regional Office for the Western Pacific does tend to work more closely with the WHO 
Regional Office for South East Asia than AMRO/P AHO, but certainly does share information 
and there were regular teleconferences for the first two months of the pandemic. 

• Joint WHO/US CDC risk assessments initially appeared to be limited to only developed 
countries, though the WHO Regional Office for the Western Pacific noted that a range of 
countries have been covered. 

Country situation: experiences and lessons from pandemic response- Philippines 

Planning and coordination- when WHO raised the alert to level 5 in late April, the Philippines 
convened a meeting of al117 regions and established the national command and control system. The 
planning team developed interim guidelines (available on the Ministry of Health's website). The 
operations, logistics and finance teams were also activated. 

Situation monitoring and assessment- the initial priority was to enhance surveillance systems in 
collaboration with the National Research Institute for Tropical Medicine. This allowed for contact tracing 
of returning Filipinos, reported by other NFPs as contacts. This also supported the ongoing assessment of 
the pandemic and has been updated to reflect the four qualitative indicators required for WHO reporting. 

Epidemiological surveillance- trends showed a similar age pattern to that observed in other 
countries. Fever and cough were the symptoms seen in the majority of cases. A mortality report has been 
compiled, which among other things, compares symptoms and demographics for clinical cases with cases 
ending in death. Heart disease and lung disease were the commonest co-morbidities among fatalities. 

Laboratory capacity - was increased to include five additional facilities to support the 
National Research Institute. 

Reducing the spread of disease - entry screening was maintained and some cases were detected at 
the border. Stockpiles of antivirals were managed efficiently, including initial use in containment 
measures and later in the management of severe cases. The field epidemiology training programme has 
been in place for more than 20 years and this provided capacity throughout the country. 

Continuity of health care provision -this included a managed transition from strategies aimed at 
containment to mitigation. Active public communications was integral to this to explain what was 
happening, why it was occurring and what it would mean for the public. Coordination with local 
government and the private sector was also maintained. 

Communications - regular media conferences were held and risk communication strategies were 
employed throughout (though personal information was withheld for privacy reasons). Subsequently, 
daily reports were then changed to weekly reports. In the mitigation stage, information to the public was 
only issued as and when necessary. 

Country situation: experiences and lessons from pandemic response- Singapore 

Singapore used a mix of containment strategies (to delay community spread) and mitigation (to 
minimize impact on severe cases and wider social disruption). During containment, border controls and 
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surveillance were intensified, contact tracing and quarantine of contacts and isolation of cases were 
implemented. These measures were supported by strong messages to the public about personal hygiene. 
In the mitigation phase, the public education campaign continued but the focus moved to managing the 
impact on individuals and the wider community, and maintaining essential services and strengthening 
infection control in health care settings. As oflate August, Singapore was just coming off peak 
attendances at polyclinics. Consistent with other countries, the pandemic strain is now the predominant 
influenza circulating. About half of polyclinic presentations had no clear risk factors. Of the balance, the 
main risk factors were asthma/chronic lung disease, diabetes and children age <5. Some 54% ofiCU 
patients required mechanical ventilation and 1.1% of all hospitalizations resulted in death. Lessons 
gained by Singapore include the importance of preparedness, while retaining the flexibility to change and 
adapt the plans as required to the circumstances. Another lesson was to creatively build surge capacity 
during "peacetime" and then deploy that capacity as required in the response. A key conclusion was that 
the best intelligence available and scientific principles must underpin outbreak response decision-making. 
A thorough review of actions is now underway, to help with preparations for a possible second wave of 
infection. 

The United Nations System for Influenza Coordination: update on pandemic preparedness 
and response 

Dr Hitoshi Murakami, Medical Officer, United Nations System Influenza Coordinator, 
Bangkok, Thailand 

The United Nations System Influenza Coordinator (UNSIC) covers animal health, human health, 
donor coordination and other matters relevant to the wide range of sectors and agencies engaged in 
different aspects of pandemic influenza preparedness and response. UNSIC focuses on public health 
capacities and whole of society preparedness with a strong commitment to APSED as a sustainable 
mid/long term framework for preparedness and response. Overall, in the Asia Pacific Region, requests 
received following a gap analysis focus more on mitigation strategies than on rapid containment. Along 
with the need to prioritize and resource the requests, vaccine has emerged as a major challenge in terms of 
supporting the global response to the pandemic. Another key consideration is to make response capacity 
sustainable, so that it is not just limited to this pandemic. In this sense, APSED provides an important 
long-term framework. 

Application of the International Health Regulations (2005): experiences, challenges and the 
future of pandemic response and preparedness 

Mr Fernando Gonzalez-Martin, Regulations, Procedures and Information, International Health 
Regulations Coordination, WHO, Geneva 

There are a number of provisions in the lliR (2005) that are directly relevant to the management of 
the current influenza pandemic. These provisions were developed with the experience gained during the 
global SARS epidemic directly in mind. Foremost among these is the purpose ofthe IHR (2005), to 
protect against the international spread of disease in ways that are commensurate with the level of risk 
and which do not unduly interfere with travel and trade. Following the adoption of the IHR in May 2005, 
but prior to their entry into force in June 2007, WHO updated influenza preparedness guidance. Key 
features include: 

(1) Reporting by Member States-this is guided by the Decision Instrument and directly informs 
WHO's global surveillance function. However, WHO can also take account, and seek verification 
of information received from sources other thim formal notifications by Member States. 

(2) The authority of the Director-General to declare a public health emergency of international 
concern. PHEICs are defined as extraordinary events determined by the Director-General to 
constitute a public health threat to other states and which may potentially require a coordinated 
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international response. The Director-General takes expert advice from the Emergency Committee 
and considers reports from the Member State(s) concerned. The Emergency Committee first met 
on 25 April and three more times in following weeks. The Committee reviewed all the information 
relevant to the event gathered by WHO, in particular evidence of sustained community 
transmission of a novel influenza virus and that initial reports suggested the possibility of a high 
death rate in Mexico. The Committee members were unanimous in recommending that in their 
view, the evont did oonGtitutc u PHEIC. Subsequent ndvicc from the Committee informed 
decisions to increase the alert level from phase 4 to phase 5. At the World Health Assembly there 
was some reluctance to move to pandemic phase 6, but phase 6 was announced on 11 June. It was 
noted that much pandemic planning was based around a scenario involving a severe pandemic. 
While there have been hundreds of fatalities and impacts on ICUs have been significant, overall 
this pandemic has been mild for the large majority of people affected. This has enabled response 
measures to be applied selectively, as not all the kind measures that might be warranted in a severe 
pandemic have been required. 

(3) The issuance of temporary recommendations under Article 15- these are effectively 
emergency measures that WHO can recommend to Member States to assist with the coordinated 
global management of the PHEIC. 

( 4) Additional measures -Member States can implement measures that go beyond the normal 
IHR requirements or even measures that the Director-General might recommend, provided these 
measures can be justified, especially in light of their impact on international travel and trade. 

Further challenges for the implementation of the IHR (2005) include mobilizing resources, the 
activation of national action plans, strengthening core capacities, Points of Entry and ensuring rapid 
reporting of acute public health risks to WHO. WHO has developed further checklist indicators to assist 
Member States build and maintain core capacities and is currently planning for the future of the global 
pandemic response in an evolving context. 

The Chair invited comments and questions 

• Clarification was sought whether quarantine in Philippines included compensation? Entry 
screening focused initially on high risk countries, but as the list of countries increased almost 
daily, after two weeks the focus moved to screening all arriving international travellers. This 
was supported by a protocol for symptomatic travellers to be referred to designated health 
facilities. To inform the public, information was provided but the personal details of the cases 
were withheld. As health care and accommodation were provided at no charge to the cases, 
compensation issues did not arise, with local government providing the requirements for 
quarantined cases in-country. 

• Singapore's case fatality ratio was 0.01% but ICUs were very busy with paediatric ICUs in 
particular strained. New Zealand has experienced at least one death with no access to health 
services, a case at home, going to bed at night with mild to moderate symptoms and then 
rapidly deteriorating overnight and dying. 

• The United States experience with confirmed cases was that only a small proportion of 
these travellers had any symptoms when crossing the border and so border control was not 
seen as a priority. The Philippines was aware that many cases would pass through un
detected, but as well as identifying some cases this measure also helped to educate the public 
about the need to look out for symptoms and what to do if they did subsequently become ill. 
Singapore expressed a similar view. 
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Panel Discussion: Mitigating the impact of pandemic (HlNl) 2009 

Facilitator: Dr Hitoshi Oshitani, WHO Temporary Adviser 

Panel: China, Japan, Lao People's Democratic Republic, Malaysia and New Zealand 

Dr Oshitani noted we are still at the beginning of this pandemic, and while the virus will continue 
to circulate around the globe and attect dltterent countries at ditlerent times, we need to understand that it 
is likely to be with us for several years. Hence it is vital to share our experience now to help prepare for 
likely resurgence in case numbers in the months or even years ahead. 

China has a very large population with high density and mobility. Major response 
measures include joint prevention and control mechanisms at the national and local levels. Plans 
and technical protocols were developed and circulated to local response centres. Surveillance 
activities and inspection/quarantine services were intensified, health care facilities were put on 
heightened readiness, research and development for vaccine production was accelerated. The 
primary strategy was to exclude and contain the virus, and then delay transmission once it arrived, 
all with a view to gain time to increase preparedness. One major uncertainty concerned how the 
virus might interact with other viruses circulating and addressing this calls for the open and timely 
sharing of information between countries. 

Japan has made a major investment in surveillance activity. This followed localized 
outbreaks centred on schools. Two schools were closed. This was found to be an effective 
intervention, but has to be considered in light of the wider social and economic impacts. After 
numbers grew, from 24 July case-based surveillance was discontinued and the focus moved to 
cluster surveillance, ILl from sentinel surveillance, hospital admissions and monitoring of school 
absences. The picture now is not of exceptionally high numbers of cases, but a possible earlier 
than usual start to the normal influenza season. One unusual feature has been paediatric cases with 
acute encephalopathy. 

Malaysia's first case was on 15 May with the first cluster on 14 July. The daily media 
release generated intense interest in the number of positive cases, and in some cases confusion 
about how to interpret them. Subsequently, the Ministry of Health moved away from an undue 
focus on case numbers, and now media releases provide information on admissions, case numbers 
and deaths. A number of practical issues were confronted: whether or not to use rapid test for 
confirmation due to public demand, but low sensitivity, with high numbers of false negatives; 
liberal use of antivirals; and the fact that there have been a number of deaths among people with 
pandemic (HlNl) 2009 but not necessarily caused by the virus. 

New Zealand's challenges included the timing of the change from containment to 
mitigation and how to manage the transition across the different elements of the health sector and 
communicate this to the public. Early and vigorous containment measures appeared to provide 
New Zealand with about 6--7 weeks to increase preparedness. Some components of the health 
sector were subjected to major pressure, in particular laboratory capacity and ICUs. Continually 
having to update the Ministry's website and provide information to the sector created a heavy 
workload. The surveillance strategy was continually reviewed and revised. Mitigation strategies 
targeted testing and treatment services to those at higher risk and discouraged those with only mild 
symptoms from visiting their doctor or hospital. Current activities focus on maintaining mitigation 
strategies as appropriate during the post peak period while also beginning preparations for 
resurgence. A major effort was devoted informing and preparing the media and the public for the 
change from containment to mitigation, and what this would mean for the public and their access to 
health services, for example some deferral of elective services. New Zealand also put in place 
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selective exit screening measures to try and minimize spread into the Pacific and is well advanced 
with planning for a vaccine programme. 

How was exit screening implemented? Dr Jacobs explained that this involved the 
provision of information to travellers about the importance of not travelling when unwell and 
positioning health staff at the check-in to observe departing travellers. Public health staff also 
worked closely with airlines, as airlines should not generally accept travellers for boarding who are 
obviously unwell. 

The Lao People's Democratic Republic representative expressed his appreciation of the 
assistance provided by WHO and other countries in support for their response. The media were 
interested in the pandemic, but may have inadvertently contributed to confusion on some 
occasions. Initially, it proved difficult to engage with the public to promote awareness of the 
disease and personal hygiene precautions. Another challenge was engaging with other government 
agencies, such as tourism, as they often have quite different priorities. 

Coordination with other government agencies is a key issue for pandemic management. 
Malaysia has a technical advisory committee with very wide membership. There is also a standing 
committee for emergency management chaired by the Deputy Prime Minister. Both these 
mechanisms have proved valuable in working with other agencies, such as coordinating with the 
education sector. 

New Zealand has well established mechanisms for working across government agencies 
for emergency management purposes, and the pandemic response was able to fit into this pre
existing coordination and reporting system. Additionally, pandemic preparedness activities over 
recent years have deliberately and explicitly been a whole of government process and the relevant 
networks just had to be activated for the response. 

Surveillance requirements need to be reconciled with clinicians seeking laboratory results 
for the management of patients. China has significant laboratory testing capacity, and where the 
numbers increased rapidly, they were able to adjust the testing protocols accordingly. In Japan, 
careful sampling is sufficient for national surveillance, but clinicians will still often want to 
complete testing anyway, even though for cases with mild ILl symptoms, the treatment regime will 
be clear without the need for test results. 

The Lao People's Democratic Republic intensified surveillance from weekly to daily 
reporting in late April as a result of guidance from WHO. Once case numbers reached 200 
pressure mounted on the limited laboratory capacity, so the testing regime was adjusted to focus on 
those with severe symptoms and on suspected cases in provinces with no previously reported cases 
of pandemic influenza. 

Papua New Guinea had to work hard to build a relationship with private clinics to support 
reporting of laboratory tests. Initially this was challenging, but has improved recently. 

In New Zealand, community expectations about testing continuing into the mitigation 
stage were managed proactively. Prior to the move to mitigation, officials explained to the public 
why the testing policy would change and that it would not be necessary nor possible to test 
everyone. The key message was if someone had ILl then it was probably the new pandemic strain 
for which the treatment regime was established. The goal was to "manage down" expectations 
about testing. 
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Mongolia currently has no confirmed cases but expects the pandemic to eventually arrive 
with imported cases. It is understood that initially pandemic influenza will not be the main strain, 
but later in the course of the epidemic the likelihood will be that the majority of influenza cases 
will be pandemic (HlNl) 2009. 

In this context, is the use of the rapid test effective and useful? Sensitivity and reliability are 
similar to seasonal influenza, i.e. approximately 70%-80%. However, the rapid test is only a screening 
test and should not be used for confirmatory testing. 

Japan achieved high levels of compliance with public health measures during the management of 
the initial cases. At that time though, reliable information about severity and transmissibility was not 
available. It was noted that there might now be more reluctance to implement some control measures, 
such as school closures, given that the large majority of cases will only have mild symptoms and seasonal 
influenza does not usually result in closures. Additionally, if schools are closed, then students should be 
discouraged from congregating in other locations, i.e. it is important to reinforce the social distancing 
rationale for this measure. An alternative to school closure used by the Philippines was to promote 
isolation of student cases at home and to promote personal hygiene. In New Zealand some schools and 
classes were closed during the containment phase, and the message of staying home when sick was 
actively promoted to all schools and workplaces. In New Zealand the two week school holidays in July 
coincided with the peak of the epidemic curve. 

Communications may be a challenge if the pandemic lasts for several years-how can officials 
sustain media interest and public awareness? In New Zealand this has been recognized as a priority, and 
one way is to advise the public in advance (as to the change in strategy from containment to mitigation). 
Hence, even though the first wave of infection is only just subsiding in New Zealand, the Ministry is 
already providing information about the possibility of a later resurgence. While media interest will 
inevitably decrease over time, if and when a potentially newsworthy event occurs, even a relatively minor 
matter, this can be used to revive interest by providing a fresh side to the story. Another approach is to 
include infectious diseases in the school curriculum, so that students study the basics of disease outbreaks, 
hygiene, and recurring epidemics. 

Hospital preparedness proved important for Malaysia, for example in relation to ICU capacity. In 
China the web was used to provide training material and circulate technical guidelines. Traditionally 
public health is often separate from hospitals and clinical or treatment focused services. In the 
Lao People's Democratic Republic, the APSED strategy has been used to engage with clinicians on 
matters such as infection control and laboratory capacity. This in tum generated a platform for ongoing 
communication and relationships with clinical colleagues. The WHO Regional Office for the 
Western Pacific acknowledged that hospital preparedness could be strengthened in the successor Strategy 
to APSED. The Philippines established an expert panel comprised of public and private sector experts to 
review clinical and other technical guidelines. It was noted that the need for mechanical ventilation and 
ICU capacity will be an important feature of national level responses to the pandemic. Under the 
APSED, the WHO Regional Office for the Western Pacific could seek to improve or even standardize the 
procurement of equipment such as ventilators. However, it was also noted that in addition to equipment, 
one of the most critical issues for ICU functionality is the availability of trained staff. 

The Association of Southeast Asian Nations (A SEAN) asked whether WHO Regional Office for 
the Western Pacific could provide advice or ethical guidelines on prioritization criteria for treatment or 
use of antivirals. There is already some guidance on ethical issues on the WHO website, but ultimately 
countries will need to look at all the evidence and make these sorts of decisions themselves, taking 
account of their unique resources, conditions and sociocultural circumstances. To assist with this, WHO 
collates and shares information on clinical outcomes, including which patient groups respond best to 
which treatments and which risk factors are associated with adverse outcomes. 
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2.3 Session Three: Progress on the International Health Regulations (IHR) 2005 and the Asia 
Pacific Strategy for Emerging Diseases (APSED) 

Chair: Professor John Mackenzie, Technical Advisory Group member 

Co-Chair: Dr Nobuhiko Okabe, Technical Advisory Group member 

Regional update on the International Health Regulations (2005) 

Dr Li Ailan, Medical Officer, CSR, WHO Regional Office for the Western Pacific 

The WHO Regional Office for the Western Pacific has identified a range of activities to support 
further implementation of the lliR (2005). These include advocacy, to promote awareness and 
partnerships, and the provision of technical support to Member States, for example through national 
workshops. A vital component is the strengthening oflliR event communication capability. This 
requires the collation of all-sources surveillance information, the sharing of information across 
government agencies and then the National IHR Focal Point (NFP) capturing and reflecting this in formal 
communications with WHO on behalf of their Government. A scenario based exercise (Exercise Crystal 
2008) was conducted in November and December 2008 to validate IHR event communications with 
23 out of 27 Member States participating in this exercise. Some communications problems were 
encountered but overall the exercise was successful. 

The WHO Regional Office for the Western Pacific has worked actively to promote NFP capability 
in both its domestic and international information sharing functions, but further strengthening of the NFP 
role is still required across the Region. APSED has also been employed to direct national efforts to 
improve surveillance systems, laboratory capacity and health sector preparedness, the latter focusing on 
infection control, risk communication and coordination with animal health agencies in relation to 
zoonoses. In the Western Pacific Region, further work on Points of Entry remains a high priority, given 
that border control strategies are a significant feature of event management for many island nations. 
Other challenges include further encouraging the use of the Decision Instrument as a trigger for 
communication with WHO, and the application of evidence-based and balanced public health measures in 
response to events. In the context of the current pandemic, NFPs should be fully integrated into the 
national command structure for each Member State's pandemic response. 

The Chair invited comments and questions: 

• The Lao People's Democratic Republic shared its experience with the return of an infected 
traveller from Asia. Information about an individual exposed to pandemic influenza went from 
the country of origin to the WHO Regional Office for South East Asia and from there to the 
WHO Regional Office for the Western Pacific and then to the Lao People's Democratic 
Republic. In the meantime, the student had returned and attended school before being able to 
be traced and isolated at home. In particular, NFPs should be encouraged to communicate with 
each other directly to allow timely response measures. To facilitate such communication 
between Member States, all NFP contact details are available on the WHO secure Event 
Information Site. The WHO Regional Office for the Western Pacific also acknowledged that it 
did learn from the particular incident referred to and is seeking to improve its own procedures 
to support timely communications. Countries only need to put themselves in the shoes of other 
countries-i.e. share the type of information that they themselves would expect to be provided 
with, if the situations were reversed. 
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Implementing APSED: where are we? 

Mr Wayne Antkowiak, Programme Management Officer, CSR, WHO Regional Office for the 
Western Pacific 

APSED provides a biregional framework for surveillance and response, laboratory capacity, 
zoonoses, infection control and risk communications. APSED also assists countri0s to plan for and 
implement the core capacities specified in the IHR (2005). Both Regions had developed their own 
indicators, and these were reviewed against the baseline assessments conducted in 2007. The Common 
Indicator Survey ran from 2007-2009 in five countries, and responses to questions under each of the five 
areas were coded in a threefold scale: "yes fully", "yes partially" or "no". For risk communication, there 
was significant progress from the 2007 baseline, i.e. a 20.4% increase in "yes fully" answers, an 8.6% 
increase in "yes partially" answers and a corresponding 26.2% drop in "no" answers to indicator 
questions. For surveillance and response, there were also consistent improvements in the answers to 
indicator questions. For laboratory capacity the picture was more variable, with some slippage from the 
2007 baselines for some of the indicator questions. Overall infection control yielded a positive trend, 
though of only modest proportions. Zoonoses provided only small increases to "yes" and "yes partially" 
answers, although zoonotic surveillance had a decrease in "yes fully" answers. While progress overall 
was positive, countries were encouraged to review the survey findings to further strengthen the APSED 
work areas. The WHO Regional Office for the Western Pacific may also need to consider a more 
comprehensive evaluation. 

Surveillance and response 

Amy Cawthorne, Epidemiologist, CSR, WHO Regional Office for the Western Pacific 

In light of the focus on surveillance and close linkages between surveillance and response 
capabilities, the goal has been the development of reliable and adequately resourced surveillance systems 
which can inform timely and evidence-based response measures. Most Member States have both event
and indicator-based surveillance systems, but common difficulties have also been identified. These 
include a lack of human resources, ensuring timely and complete reporting to the surveillance system, 
engaging front line clinical staff in the process, and ensuring they understand the value and uses of the 
information they provide, and application of surveillance information to support systematic risk 
assessment for events detected at both the local and national level. 

• Event-based surveillance - gaps include the need for formal recognition of informal 
reporting (e.g. acknowledging the important role sometimes performed by the "astute 
clinician"), ensuring rapid reporting for acute events, encouraging the reporting of unusual or 
undefined events, and maintaining 2417 availability of a trained event verification and response 
team. 

• Indicator-based surveillance- consider reviewing the value of what can sometimes be long 
disease lists. An undue or narrow emphasis on lists can occur at the expense of focusing on 
high risk, epidemic prone diseases or events of unknown origin. 

One high-level challenge in many Member States is that surveillance and response functions are 
spread across multiple units and agencies. A further challenge is the need to take an overview and 
develop a coordinated training strategy to ensure that duplication is avoided and that incremental 
approaches to training are used to address capability shortfalls. At the regional level, a greater use of 
GOARN networks would be beneficial. For outbreak responses, the effective use of partners at the 
regional level is an area for improvement. Member States should continue to improve event-based 
surveillance and to evaluate and improve the quality of indicator-based surveillance systems. Strengthen 
the use of information and communication technology to enhance proactive surveillance and response 
(e.g. this might be as simple as encouraging reporting by SMS/texting). Finally, it is important to ensure 
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that response capacity is increased at both the local and national levels and that both are closely 
coordinated with animal health agencies. 

Laboratory capacity 

Dr Christopher Oxenford, Laboratory Coordinator, CSR, WHO Regional Office for the 
Western Pacific 

The current pandemic has imposed a tremendous burden on laboratories across the Region. High 
workloads have been driven by the need to develop and circulate new reagents, the logistics of collecting, 
packaging and transporting specimens and high testing volumes. Laboratories have had to manage this 
additional pressure while still continuing to support demand for other routine functions. Overall the 
regional laboratories have performed well. This is due to the established Global Influenza Surveillance 
Network (GISN), a functioning EQA programme and strong support from donors. Significant workloads 
for laboratory staff were generated by pressure to continually update the numbers to support the media 
and public expectations, even though this has not always been of direct importance to clinical 
management. A further challenge was the change from containment to mitigation strategies. 
Furthermore, in some instances clinicians may have little confidence in laboratory results (e.g. reports of 
doctors sending multiple specimens to different laboratories and then choosing the result they liked best). 
Other challenges include limited availability of Personal Protective Equipment (PPE) and bio-safety in 
facilities which have not been designed or constructed to provide for adequate containment. Clinicians 
need to be encouraged to collaborate with laboratories in partnership to improve both clinical and public 
health outcomes. A question has been raised as to whether safety and quality factors should be the 
subject oflegislative requirements. Member States were also encouraged to designate a national 
laboratory focal point to act as a single point of contact to promote laboratory resourcing and best practice 
throughout tl:).e country. Such focal points can also provide for coordination between all the various 
components of laboratory infrastructure, both policy and operational, public and private. Laboratory data 
should be routinely included in national infectious disease surveillance systems, both for indicator and 
event-based systems. Laboratory leaders need to move beyond infectious diseases and to build capability 
and capacity to deal with noncommunicable diseases, for example chemical contamination incidents such 
as melamine in food products. 

The Chair invited comments and questions 

• The success of laboratories in responding to pandemic influenza has to some extent been based 
on national influenza centres, WHO collaborating centres and the strong networks already in 
place. However, there remain problems in sourcing funds for tuberculosis and other infectious 
diseases which are not as well resourced. Donors and pharmaceutical companies have tended to 
focus on HP AI (H5Nl ). Other networks to support a wider range of communicable diseases (and 
even noncommunicable diseases) will also benefit from additional resourcing. 

• The Australian Government Overseas Aid Program (AusAID) noted the occasional duplication of 
training and vertical or disease-specific programrries within health systems. This can reduce 
coordination and effectiveness and suggests that improvements to support generic health sector 
capacity-building have merit. 

• It was noted that donors expect to see specific programme enhancements that can be attributed to 
the resources they have provided. A challenge will be matching the wider benefits of generic 
capacity-building with the need for accountability for funds provided. This may merit further 
consideration. 
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• Laboratories can require high levels of sometimes expensive consumables and this can make it 
difficult to maintain services, particularly during periods of intensive activity. This aspect of 
laboratory work should be reflected in ongoing baseline funding (as well as other services) as part 
of an overall strategy for sustainable health services, including training, recruitment and retention 
of staff, and support to surveillance systems as well as clinical services. 

• Donors can be encouraged to understand, in the context of requests for increased resources, how 
specific requests link to related programmes and other donor activities. This can assist and 
inform assessments of relative priorities. For example, if resources are needed for multiple 
purposes, clarifying their interrelationships and dependencies can be helpful to both the donor and 
the recipient. 

• Monitoring and evaluation is not just about providing information to keep donors happy. They 
are vital management tools for measuring progress, reviewing and adjusting priorities and 
ensuring that resources are deployed or redeployed to where they are most needed. For these 
reasons, countries need to be actively involved in the development of monitoring and evaluation 
frameworks . 

Zoonoses 

Dr Bee Ong, Zoonotic Epidemiologist, CSR, WHO Regional Office for the Western Pacific 

Intersectoral zoonotic surveillance and response is one of the five key work areas specified in the 
APSED framework. This requires ongoing and active coordination between human and animal health 
sectors, including information sharing and research. In 2007 WHO and the World Organization for 
Animal Health (OlE) collaborated to develop guidelines for all Member States. These guidelines propose 
that an interagency committee or working group develop a country specific work plan for an effective 
coordination process. The roles and responsibilities of each sector should be defined and agreed, and 
existing structures used to ensure ongoing coordination. Country work plans have addressed: 

• SOPs for information sharing, for example for HPAI (HSNI) and any other emerging 
zoonoses; 

• Developing a risk reduction programme for the prevention and management of priority 
zoonotic diseases e.g. rabies, anthrax, and brucellosis; 

• Preparation of a communications strategy for public awareness and behavioural change. 

All countries are now encouraged to establish processes for improved coordination by 2010 and to 
demonstrate their functionality. It is recognized that it can take some time and commitment for the 
systems to become operational at both the national and local levels. The coordination should be 
sustainable, e.g. by way of regular meetings, shared risk assessments and active use of coordination 
mechanisms, including appropriate use of documentation to ensure continuity can survive staff turnover. 
Next steps are to support in-country workshops to establish or strengthen coordination mechanisms, 
provision of further technical advice, including assistance to run a scenario-based exercise. 

The Chair invited comments and questions 

• ASEAN commented on two areas of activity. The first is the promotion of human and animal 
health collaboration, including workshops to clarify respective roles and responsibilities at 
both the national and regional levels. Secondly, ASEAN has set a target for rabies 
elimination by 2020, which is supported by a series of specific programmes addressing 
prevention and control components. 
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• A hypothetical scenario was proposed, to stimulate consideration about a novel zoonotic 
agent originating from an area with shared borders, for example, somewhere such as Borneo. 
Given a scenario with subsequent spread, how quickly could such an agent be detected, 
assessed and a coordinated response mounted? 

• With zoonoses, sometimes animal health agencies are reluctant, or lack the expertise, to 
address the human health aspects associated with their activities. How can agencies be 
encouraged to take account of the human health implications of zoonotic outbreaks and 
response? The Asian Development Bank noted that at the level of Food and Agriculture 
Organization (F AO) and OlE, there is a strong commitment to collaboration with human 
health agencies. This means that national ministries of health have a mandate to raise 
awareness and provide information to animal health agencies to promote engagement and 
coordination at the national and local levels. 

Infection Control 

Dr Satoko Otsu, Medical Officer, CSR, WHO Regional Office for the Western Pacific 

Infection control is a complex area, involving national structures and policies, training and 
guidelines and management of equipment and supplies. Despite the fact that individual hospitals, clinics 
and clinicians may be committed to the principles and practice of infection prevention and control, 
unfortunately this area is all too often given a low priority at the national level. Overall, although 
knowledge is usually high, actual compliance is often low. Some improvements have been seen as a 
result of the APSED framework, but significant further progress is still needed in a number of areas, 
including multidisciplinary committees, surge capacity and logistical support for consumables and PPE. 
A priority is the mobilization of well trained infection control clinicians to lead, promote and role-model 
good practice among their front line health care colleagues. Preventing or at least minimizing infection 
among health care personnel is vital to enable sustained responses to infectious disease outbreaks and is 
especially critical in epidemics. The single most important objective is to improve compliance at all 
levels of health care delivery and this should be led by a functional, national infection control committee 
with strong links to all health care settings and clinical and professional networks. 

Risk Communication 

Mr John Larkin, Communication Specialist, CSR, WHO Regional Office for the Western Pacific 

The multi-country outbreak of SARS in 2003 gave risk communication a high profile. That it is 
now recognized as a mainstream component of public health activity is demonstrated by its explicit 
inclusion in the APSED framework. Three types can be distinguished: operational communications, 
outbreak communications and communications to reduce individual vulnerability. The WHO Regional 
Office for the Western Pacific has worked actively to ensure that risk communication is systematically 
embedded in pandemic plans and has a tri-agency partnership initiative which has, for example, supported 
the development of behaviour-change material. The WHO Western Pacific Region is very diverse and 
risk communication must always be tailored to the circumstances of an event, including the characteristics 
of the target audience. This can vary significantly within countries as well as between countries. 
Technical assistance to Member States, in collaboration with partners, remains a core activity for the 
WHO Regional Office for the Western Pacific, which might also seek to improve its own capacity in this 
specialized area, as more in-house capacity would help with continuity of advice and relationship 
management with Member States. Some approaches to address this could include more support to 
Country Offices, greater use of online resources and more proactive follow-up with in-country missions. 
Risk communication is most effective when it is integrated into a public health response from the very 
beginning, and not seen as a last minute addition or an "after-thought". 
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The Chair invited comments: 

• If vaccination of heath care workers is considered to be a priority, this could be linked to 
infection control practice. 

• Impact assessments rather than process evaluations can include post-event surveys to evaluate 
behaviour change 

• The WHO Regional Office for the Western Pacific gives a high priority to providing 
information to the media and has a website for the public to seek answers to questions of both 
a general or specific nature. 

Beyond APSED 

Dr Takeshi Kasai, Regional Adviser, CSR, WHO Regional Office for the Western Pacific 

With APSED's five year time frame having only 15 months to go, it is timely now to start 
considering what sort of strategy will be needed for the next five years to 2015. Most countries are well 
advanced with APSED implementation, although there are some areas that still need further development. 
Meeting participants were invited to pool their wisdom to help guide the development of a future strategy. 
This will then be reviewed and refined by the Technical Advisory Group in 2010. The intention is to 
build directly on the experience gained with the APSED progress report included in the meeting agenda 
documents. The TAG has already done some preliminary thinking and suggested consideration of three 
broad options for the scope of the strategy beyond APSED; 

1. retain the APSED focus on emerging infectious diseases; 

2. adopt an all-hazards approach, to reflect the breadth of the IHR (2005); and 

3. a combination of the above two options. 

TAG's strong preference was the third option, to retain the primary focus on EIDs, while also 
giving appropriate consideration to other potential threats to public health. 

2.4 Session Four: Group Feedback and Action Plans 

Chair: Professor John Mackenzie, Technical Advisory Group member 

Group 1: National IHR Focal Points 

Presented by the Chair of Group 1: Dr Enrique Tayag, Director, 
National Epidemiology Centre, Philippines 

IHR event communications and NFP functions, including experience from pandemic 
response 

A series of presentations were made from countries on their experience with the pandemic 
response, lliR event communications and the functioning of, and implications for, NFPs. A number of 
key themes emerged, including: 

• The need to pre-emptively intensify, review, and revise surveillance activities; to share 
information through the WHO event information website (EIS); and, work closely with 
national surveillance systems to disseminate the analysis ("turn data into information for 
action"); 
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• The value of activating national pandemic plans and NFP Standard Operating Procedures 
(SOPs), information sharing with other government agencies; and, increasing preparedness 
in, and providing information to, the health sector; 

• The importance of recognizing that significant workload increases require prioritization of 
activities, ensuring tasks are allocated appropriately (and followed-up), and~nsuring a team 
approach is taken to help sustain the response. 

Priority actions to implement the 2009 TAG recommendations and other IHR activities 

An overview was provided of the NFP role and how it can support Member States' national 
responses to the current influenza pandemic. It was highlighted that when we use the term National Focal 
Point, we are actually referring to a functional institute or office with established links to other agencies 
and sectors. Nevertheless, individuals do need to be identified to carry out specific functions. 

Command and control 

All Member States represented have NFPs who participate in the national command and control 
system or structure, though with varying roles and responsibilities. The participation ofthe NFP in the 
command and control structure provides an opportunity for the NFP to have a broader understanding of 
government plans and actions, and to be able to communicate about them with other parts of government, 
the public, and WHO. There is a need to continually emphasize and highlight the importance of the 
IHR (2005) during prevention, control, and response discussions. 

It was recognized that different NFP structures exist in various Member States. There was 
discussion about whether the NFP should be located at the policy-making, technical, operational, or even 
local level. Although WHO is willing to provide country-specific advice, the designation of the NFP is a 
decision for each Member State to make. Irrespective of which centre or institution is designated as the 
NFP, all aspects of the NFP role and responsibilities need to be coordinated and engaged as appropriate. 

Standard Operating Procedures (SOPs) to support NFP function 

Some Member States have formally specified the NFP designation/functions in laws, regulations or 
decrees. However, the operational details for how functions will be carried out need to be documented 
and can provide an opportunity for identifying lessons learnt, including the need to revise and streamline 
SOPs (as the WHO Regional Office for the Western Pacific has learnt). 

SOPs are helpful for ensuring that NFP functions are carried out effectively and efficiently. Some 
Member States have already drafted SOPs to support NFP functions and may share their drafts with 
others. 

To develop SOPs, Member States have various resources to draw on. As part of efforts to develop 
and/or revise the SOPs, assessments, training, and exercises should be considered. The assessments may 
be rapid or formal assessments, and may be initiated within the country. WHO Headquarters, Geneva is 
conducting an assessment of the implementation, including where IHR NFPs are located, and a review of 
IHR functions to identify strengths, gaps, and opportunities for improvement. The results are expected to 
be available in 2010. 

Information sharing, including use of the Event Information Site (EIS) 

The current uses of the EIS extend beyond the original purpose for which it was defined (i.e. for 
WHO to fulfil its obligation to share information with Member States). Participants were reminded of the 
variety of uses of the EIS, for example to obtain updated information about a situation; to understand the 
ongoing use of information, particularly ongoing risk assessment; to verify and compare public (e.g. 
media) reports on events; to see examples of different ways of reporting events; tracking the situation in 
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another Member State to help inform one's own response; and contacting NFPs in other Member States to 
obtain information directly. 

For any event notified to WHO, there is a requirement under the lliR (2005) to provide further 
information to WHO (see details in Article 6). fu the context of the current influenza pandemic, to ease 
the burden of ongoing reporting, WHO has developed a simple template for reporting on a weekly basis. 

It was acknowledged that confidentiality remains a concern. One Member State has information 
posted to the EIS with the expectation that confidentiality will be respected. However, in case the 
information is shared publicly, they have risk communication preparations in place. 

While there are formal mechanisms for providing event notifications, additional operational details 
are needed. For example, it would be helpful to have a tracking system of requests between Member 
States to ensure appropriate follow-up. In addition, requests should be acknowledged, and ifthe request 
cannot be immediately answered, there should be some feedback as to whether the information does not 
exist, is still being collected or analysed. 

There was insufficient time to discuss other information sharing needs and mechanisms. However, 
it was noted that duplicative information sharing can occur via other networks, such as embassies and 
ASEAN. 

Risk assessment and IHR Decision Instrument 

A systematic process is needed for detecting events that may be of public health concern, 
evaluating the likelihood and consequences of the harm that might occur, and using this information to 
inform decision-making and response strategies. The Decision Instrument contained in Annex 2 of the 
lliR (2005) should be used for these purposes. For events that are "near misses" but do not perhaps quite 
meet the criteria for a formal notification to WHO, Member States can still consult with WHO (under 
Article 8) or engage in an informal discussion and seek advice. 

IHR implementation monitoring 

WHO, in collaboration with Member States, is reviewing the indicators for monitoring the ongoing 
implementation of the lliR (2005). Eight core indicators were agreed on for the purposes of reporting to 
the World Health Assembly (WHA). A further set of optional indicators are also available for use by 
Member States. This framework will be tested in selected countries in each WHO Region and then 
finalized as a replacement of the questionnaires completed by Member States in 2008 and 2009. 

Completing the annual State Party report on lliR implementation can serve as an awareness raising 
exercise within the Ministry of Health and help to clarify and confirm the allocation of roles and 
responsibilities. In addition, Member States can continue to use the APSED framework and associated 
action plans to guide their implementation of core lliR capacities. 

It would be advantageous if the "beyond APSED" process takes account of the new global lliR 
implementation indicators currently being developed by WHO. 

Preliminary thinking on beyond APSED 

Moving to explicitly address threats other than EIDs would bring potential benefits to areas clearly 
in need of support, but countries must also be careful not to lose the gains already made in relation to 
BIDs. Additionally, seeking to integrate all-hazards into the full range of core public health capabilities 
all at once may not be realistic. It was noted that some Member States already have multi-hazard 
surveillance, risk assessment and/or response capabilities. 

One approach would be to continue the focus on BIDs as provided for in APSED, but looking 
ahead, countries should also seek to strengthen the existing APSED/lliR core capacities by working to 
integrate all-hazards functions. This broader approach could begin with a focus on surveillance, 
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assessment and reporting capabilities. The associated response function should be linked to existing 
interagency arrangements for generic health emergency management. The NFP coordination role can 
provide leadership for developing and integrating these systems. 

Comments: 

• Clarification was sought regarding official reporting to the WHO Regional Office for the 
Western Pacific and in particular the threshold for how serious the event needs to be and what 
level of certainty is required. For example, should the NFP await laboratory confirmation? 
The lliR Decision Instrument guides Member States to make the necessary judgements on 
what and when and how to notify to, or consult with, WHO. Member States are also 
encouraged to develop SOPs to support the operation of key ll-IR and NFP functions such as 
the assessment and notification of events which may constitute a potential public health 
emergency of international concern. 

• The use of the Decision Instrument appears to be problematic for some countries. Of some 600 
events in the WHO event management system, only a very small proportion of these were 
notified as a result of a Member State applying the Decision Instrument. It was noted that 
WHO Geneva is reviewing the use of the Annex 2 and that there is also an online training 
package for its use. 

• It was acknowledged that there had been very good communication between 
Member States and the WHO Regional Office for the Western Pacific in the early stages of the 
pandemic. It is important that this continue, for example to help detect any drug resistance or 
adverse events resulting from pandemic vaccine. 

Group 2: Surveillance and response 

Presented by: Dr Mark Jacobs, Director of Public Health, Ministry of Health, New Zealand 

Dr Jacobs noted the fruitful discussions that occurred in the group, and the information shared via 
the poster presentations on indicator and event-based surveillance systems. 

Over the next 15 months, Member States should continue to strengthen surveillance and response 
capacity, particularly at the national level, and use this to inform and engage with political leadership and 
key decision-makers to further support the implementation of the ll-IR (2005). 

The value of having a central unit to manage surveillance and response was recognized, but some 
countries prefer to have the functions operate in different areas. In such circumstances there is a need for 
clear communication channels and strong coordination at the national level. 

Lessons learnt 

• The need for communicable disease law and policy to provide a framework for reporting and 
response. 

• Importance of good communication and coordination within and between departments, 
including: 

Strong central management or coordinating unit 
- Preventive medicine and curative sector (including clinicians/private facilities) 
- Laboratory and epidemiology units. 

• Benefits of good relationships with other sectors, academia, nongovernmental organizations and 
donors. 
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• Need for surveillance systems to be simple, practical and to integrate and analyse data through 
well-defined, everyday, functioning reporting pathways from a variety of pathways: 

Horizontal and vertical levels 
Indicator and event-based surveillance systems (including sentinel sites) 
Other sources: Pharmacy data, school absences and free phone calls 

• Bonofit3 of obtaining timely and complete dntn fi."'m across the country, including from remote 
areas and densely populated areas: 

Web-based reporting can improve timeliness but reliance on the Internet can be 
challenging. 

• Imperative of developing human resources, including enhancing local-level ability to analyse 
and respond: 

Establishment of a training strategy 
Utilization of small group sessions rather than didactic training 
Oversight and supervision of Rapid Response Teams 
Implementation of field epidemiology training programmes 

• Central surge capacity for epidemiology and laboratory functions. 
Short-term staff 
Reallocating staff from other departments 

• Need for balancing multiple priorities (including HlNl and other diseases) within limited 
resources. 

What to do differently 

• Provide sufficient resources for event-based surveillance: 
Ensure staffing and SOPs/guidelines to defme, evaluate, and respond to events 
Integrate community reporting and conventional (indicator-based) reporting, and 
include other established sources (for example schools and institutions). 

• Improve effectiveness of training activities 
- Establishing training strategy and evaluate training methods 

Examples of good practice 

• Demonstrate political commitment, collaboration, and coordination: 
Support provincial level staff and resources 

• Establish a culture that supports surveillance and response 
Establish a legal framework 
Carry out advocacy efforts 
Provide timely feedback and share information through monthly reports and 
bulletins 
Build trust 
Encourage ownership and leadership 

• Improve data management (timeliness, completeness, quality and analysis) and use: 
Easy, practical reporting systems 
Streamline different surveillance systems 

• Use lTC (hotlines, Geo-chat, and SMS/text reporting) to cope with information requests, ease 
reporting and provide feedback. to cope with information requests, ease reporting and provide 
feedback. 

• To facilitate timely outbreak response. 



Establish checklists and indicators for routine monitoring of core functions at all 
levels 
Provide regular, frequent feedback on reports 
Develop analytic methods, including automated alerts. 

• Strengthen laboratory services. 
Decentralize laboratory t~ervicefl 
Develop laboratory SOPs and provide related training 
Support laboratory services through reliable procurements and skilled personnel. 

• Foster collaboration between laboratory and epidemiology units. 

• Improve rapid response 
Provide rapid response team training 
Utilize field epidemiology training programme 

• Establish animal health surveillance systems with appropriate sharing at different levels 
(horizontal and vertical). 

Comments: 

The presentation referred to a "central unit", what is meant by this and where should it be located? 
This refers to TAG recommendations and reflects the fact that Member States have a variety of 
organizational structures for surveillance and response functions and that these are not always well linked 
or their information and outputs well coordinated. If there is not a single national centre, then the 
coordination role can be performed by a "virtual" national centre, so that the necessary linkages between 
surveillance, assessment and response at the national level are maintained. 

Group 3: Laboratory 

Presented by: Dr Christopher Oxenford, WHO Regional Office for the Western Pacific 

Considerable progress has been made in influenza diagnosis capacity by Member States, 
particularly at the national level. A key challenge is to spread this capacity horizontally out to the sub
national level to support health care delivery and public health functions at the local level, including 
diagnostic capabilities other than influenza. 

With respect to specimen handling and networking, if no laboratory staff are involved in outbreak 
investigation, specimen quality may be lower. The WHO Regional Office for the Western Pacific should 
support "train the trainer" programmes to support specimen collection, packing, labelling, and transport to 
help make the best of the available laboratory capacity. 

In some instances there may be difficulties with clinical and public health laboratories being 
controlled by different parts of the Ministry of Health. This presents opportunities for greater 
coordination of operational and administrative functions. It was noted that regional laboratory networks 
may be less effective during a pandemic. 

Many laboratories are already participating in a range of External Quality Assurance programmes. 
Such programmes are considered to be an activity likely to attract support from donors, as EQA can 
provide quantitative evidence of an improvement in capacity and can help identify problem areas and lead 
to corrective actions. 

Disease most in need of EQA include dengue, chikungunya, bacterial enteric pathogens 
(Salmonella , Shigella, V. cholerae), blood borne pathogens (such as hepatitis B) and syphilis. Some EQA 
programmes are provided at no cost, some charge fees. Cost can be a barrier to participation, so Member 
States were encouraged to take advantage of capacity already in place, in particular, those already 
providing EQA programmes and those with proven expertise and commitment in the Region. 
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There is generally good awareness of the importance ofbiosafety at the central level. However, at 
the subnationallevel, awareness was often less well developed. The importance of appropriate design 
and construction of facilities was recognized. The problem of maintenance of equipment was widespread 
because of the lack of trained biomedical personnel and cost. 

Beyond APSED, the main challenges will be to build on the work done, to expand the capacity 
he:ynnci thP- r.11rrP-nt RTP-R.<; Rnci tn Rr.hil':ve greater coordination between different vertical programm~e, for 
example by establishing contacts with other facilities and laboratory capabilities. However, expanding 
the scope beyond its current areas would be extremely challenging and would mean engaging a 
completely different set of laboratories covered by a range of government departments. Therefore 
initially, for the remainder of the current APSED framework, any expansion of scope should be limited to 
establishing contacts. 

Comments: 

• Bilateral linkages between laboratories for mutual benefit (sometimes called "twinning") can be 
a relatively straight forward mechanism for capacity-building. 

• Linkages between laboratory services and with clinicians and public health services should be 
encouraged. Information sharing needs to occur in a timely and reliable manner and will be 
enhanced by actively promoting cooperation between clinical, public health and animal health 
laboratories. It was also noted that in some instances clinicians have a lack of trust in laboratory 
services and the results they produce. 

• Biomedical engineering is a vital support component for the effective, efficient and safe 
operation oflaboratories, but it is a specialty and can be expensive. Hence, countries may look at 
options for capacity-building in this area, and were encouraged to see this investment as a specialist 
national resource, for example, best located in a national laboratory, but able to be deployed to local 
facilities as well. 

Partners' meeting 

Presented by: Dr Luningning Villa, Programme Facilitator, ASEAN Secretariat 

Key findings: 

1. Partners, whether technical or donor, should encourage countries to ensure that programmes 
relating to emerging infectious diseases are aligned with the umbrella of APSED. 

2. There is a need to develop better output and result indicators for APSED to measure the impacts 
achieved. 

3. Donors should develop mechanisms that will enhance sharing of information among other donors 
with reference to emerging infectious disease projects that they are supporting. 

4. Donors need to explore the possibility of developing a single, common reporting system for 
APSED. 

The Chair invited general comments and questions 

• It was agreed that donors and technical partners should be involved in the development of 
outcome indicators and the review planned for 2010. 

• With respect to laboratories supporting public health surveillance and response, how should 
coordination be improved given the need to network with a range of facilities, including private 
laboratories and even collaboration with off-shore laboratory partners? Each country will of course 
organize their laboratories differently. Sometimes this is only a matter of administrative 
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arrangements, and may even vary between different localities within a particular Member State, 
therefore each Member State needs to address this issue in a way that reflects their own particular 
circumstances. 

• The presentations suggest good implementation of APSED across the Region. However, during 
the current pandemic, the delay between surveillance and risk communication can sometimes be 
significant. The United Natiom~ has designated the United Nutiono Childron'o Fund (UNICEF) U3 

the lead agency for risk communication, but in the pandemic response this can create some practical 
difficulties - how can the 
United Nations system be better harmonized with WHOIIHR roles, given that during the response 
stage the NFP may be extremely busy. During the response, the NFP may need to be supported by 
additional staff to assist with the in-country responsibilities, as well as the increased external 
communications function. 

• Management of infectious waste has been an ongoing issue in some countries, but the additional 
volumes associated with the pandemic has now made this problem more acute. How best to deal with 
this? It was acknowledged that the disposal of infectious waste is an important issue and one that 
has been neglected for some time. This is a problem for laboratories and hospitals in particular, but 
also affects clinics. It was noted that this may need further consideration at both the national and 
regional levels, to support adequate solutions at the facility level. 

Review of action plans on zoonoses, infection control and risk communication 

Chair: Dr Nobuhiko Okabe, TAG member 

Zoonoses 

Dr Bee Lee Ong, Zoonotic Epidemiologist, CSR, WHO Regional Office for the 
Western Pacific 

The following summary outlines the key findings and the next steps for improved management of 
zoonoses : 

• 

• 

• 

• 

• 
• 

• 
• 

• 

A coordination mechanism should be established by 2010 to actively promote information 
sharing and collaboration between human and animal health agencies, and to demonstrate 
coordination on an ongoing basis, as it can take time to filter down from the national to the 
local level; 

The importance of having a written agreement and policy to support collaboration between 
the animal health and human health sectors; 

Advocacy meetings are needed to promote an understanding of roles and common interests 
and encourage active steps to manage the interface; 

Support for an in-country workshop to establish or strengthen a national coordination 
mechanism; 

Technical support for country-level implementation; 

Support countries to test coordination mechanisms by way of a review of actual events and/or 
an exercise; 

Support countries in the documentation of "good practices"; 

The importance capacity building within both sectors in surveillance and laboratory support 
for zoonotic diseases, in order to allow sharing of information and cooperation; 

Explore collaborative projects such as joint human and animal health laboratories, common 
epidemiology components. 
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Comments: 

• Improving communication and cooperation between animal and human health remains an 
ongoing challenge. One possibility might be to actively bring the sectors together, for example 
establishing an overarching communicable disease committee, with membership from both sectors. 

• Some vertical progrannnc11, for example rabie11, may hold the key to makiug fut tltet vwgt ess iu 
this area as they require such cooperation in order to be effective. 

• Field epidemiology training in the Lao People's Democratic Republic has been used to provide 
common training for the two disciplines, enabling personnel to learn together and gain a better 
appreciation of each other's approaches. Some countries have veterinary personnel, but not always 
veterinary epidemiologists, so developing this particular speciality might also be productive. 

• ASEAN also noted that it has some work programmes to focusing on specific activities to 
promote collaboration and these might benefit from technical support from WHO and other partners. 

• Another approach is to secure a mandate at the highest political level to require coordination to 
occur, particularly with the current political interest in pandemic influenza. 

Infection prevention and control 

Dr Satoko Otsu, Medical Officer, CSR, WHO Regional Office for the Western Pacific 

Review of action plans for infection control: 

• 

• 
• 

• 
• 

• 
• 

Broad understanding and acceptance of the importance and principles of infection prevention 
and control exists; · 

Raising compliance at the facility level is a challenge; 

Infection control is not just relevant to hospitals, but in operational responses to public health 
risks; 

It is important to provide "evidence" to remind staff of the importance of infection control; 

Points for consideration of "national infection control committee": 
• having too many committees and focal points 
• new structures do not necessarily have to be created 
• sustainability of committee 
• clarify the role; 

A "champion" is needed to promote infection control; 

The potential role of the national infection control mechanism includes: 
• providing leadership for infection control issues 
• helping to mobilize resources 
• coordinating logistical support and training 
• developing guidelines 
• supporting a resource centre and coordination for fragmented infection control 
activities/individuals in health care facilities. 

In conclusion, to respond adequately to current pandemic, infection control urgently needs to be 
given a high priority. Conversely, the pandemic provides an ideal opportunity to strengthen infection 
prevention and control at the country level. 
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Risk communication 

Mr John Larkin, Communications Specialist, CSR, WHO Regional Office for the 
Western Pacific 

The first priority is to strengthen risk communication capacity in Member States across the Region. 
This will ideally be supported by a regwnal nsk commumcatton network. Risk communication needs to 
be embedded, and work hand in hand with surveillance and response activities. Risk communication is 
most effective when it operates at both the local and national levels, where it should happen early and 
often. 

Another priority is to foster in-country and regional collaboration, providing technical assistance, 
including media training with examples of "good messaging" and "bad messaging". This would be 
supported by increased coordination with UNICEF and potentially other partners such as Food and 
Agriculture Organization (FAO) and World Organization for Animal Health (OlE). 

The WHO Regional Office for the Western Pacific intends to work with Member States to identify 
gaps to inform specific training requirements and to ensure that risk communication elements are 
explicitly provided for in public health response plans. At the national level, there should also be an 
overall plan for risk communication. 

Building a regional network could involve deploying WHO Regional Office for the 
Western Pacific personnel to support Member States build capacity and provide technical support to in
country risk communication staff. Member States need to develop their own staff to help ensure that 
messaging is sensitive to local social and cultural factors as the absence of such local knowledge can 
undermine even the most professional and well intended external advice. A regional forum, supported by 
virtual networking, may also be useful. However, it will take more than the remaining 15 months of the 
current APSED plan to develop this properly. 

Comments 

• ASEAN is supporting countries with risk communications capacity as part of its commitment 
to APSED. But there are also other organizations contributing to risk communications 
capacity-building, and this work can be better coordinated to maximize the effectiveness of 
resource use. 

• Risk communication must be very clear and timely with key messages and adapt to the 
changing course of an outbreak or pandemic. 

• Some key themes were the continued importance of advocacy for the work undertaken in 
APSED with high-level decision-makers, reassuring animal health practitioners that human 
health is not trying to mtrude into or usurp their role, and using actual responses as 
opportunities to build capability and capacity, including in particular the current pandemic. 
Finally, there are many plans for various public health issues, for example pandemic plans, 
lliR plans and laboratory plans, and the APSED framework provides an umbrella to bring 
them together. 

2.5. Closing remarks 

Dato' Dr Tee Ah Sian, Director, Combating Communicable Diseases, WHO Regional Office for 
the Western Pacific, reiterated that the meeting had proved a useful opportunity to share experiences in 
the context of an event not seen for 40 years. Dr Tee encouraged all those present to continue to actively 
communicate and share information with each other in the weeks and months ahead. The progress made 
by Member States with implementing APSED over the last three-and-a-half years, and in particular their 
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surveillance and response functions, has certainly been put to the test in recent months. One of the 
highlights from the effort devoted to implementing the IHR (2005) has been the significant contribution 
made at both the national and regional levels by National lliR Focal Points. NFPs have played a crucial 
role in informing WHO and allowing WHO to perform its functions and share information with Member 
States, including risk assessments and following the evolving course of the pandemic. 

Notwithstanding progress, there remain gaps in APSED implementation. These shortfalls, coupled 
with the challenge posed by pandemic (HlNl) 2009 should now spur us all to redouble our collective 
efforts to address the remaining gaps· over the next 15 months. The proposed "beyond APSED" strategy 
will build on the evaluation of APSED's impact on countries' capacities, and will not create an entirely 
new framework. Rather, it will help us to position ourselves to meet the challenges of the next five year 
period, and in particular the detection of and response to unusual or unexpected events, irrespective of 
their origin or source. 

Member States will benefit from high-level political commitment to ongoing improvement to core 
capacities and WHO will continue to provide support and technical assistance to Member States, in 
collaboration with donors and technical partners. Dr Tee concluded by thanking the participants, the 
partners and secretariat, who have all worked hard to make this a successful meeting. 

3. CONCLUSIONS AND RECOMMENDATIONS 

3.1 Main Findings and Conclusions 

Countries have put considerable effort into, and made pleasing progress with APSED workplans 
and the development of IHR core capacities. Many of these investments have now been tested, and their 
worth proven, in supporting the response to pandemic (HlNl) 2009. 

Urgent work in certain areas is still required to ensure that the impact of the current pandemic is 
minimized and that preparedness is increased for any later resurgence of pandemic (HlNl) 2009. Priority 
areas include: 

• monitoring the pandemic through epidemiological and virological surveillance systems and 
adapting surveillance to reflect the changing information needs in different stages of the 
pandemic; 

• capacity to support implementing appropriate public health measures based on local and 
national risk assessments; 

• health care system preparedness at both national and health care facility levels, including 
clinical management (e.g. intensive care unit capacity) and infection control; 

• communications to provide key behaviour change messages to the public and to promote 
understanding of and compliance with public health measures; 

• further improvements to coordination all of the above under a clear national structure for 
command and control. 

Pandemic (HlNl) 2009 is the first major and truly global test for the new IHR (2005) framework, 
which has proven to be effective for both Member States and WHO. Particular highlights have included 
the strengthening of core capacities, the use of National lliR Focal Points for communications, open and 
timely information sharing to help understand the new virus (which is ultimately for the benefit of all) and 
response coordination. 
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While the ongoing focus of attention is rightly on pandemic (HlNl) 2009, a range of other public 
health threats, including other infectious diseases (such as hand foot and mouth disease and dengue) and 
also chemical and potential radiological hazards, continue to be of concern across the Region. The impact 
of other factors, including environmental, economic and social conditions, should also not be discounted. 

Good progress with the implementation of APSED workplans in all five programme areas has been 
achieved and has helped to identify gaps where further improvements are still needed to support effective 
ongoing management of emerging infectious diseases, for example coordination of various surveillance 
systems and strengthening local surveillance and response capacities and laboratory networks. 

The APSED framework has contributed significantly to the improved management of emerging 
infectious diseases, particularly pandemic influenza, but as the end of the 2006-2010 APSED time frame 
approaches, it is now appropriate to review APSED and consider what sort of strategy will be needed for 
the challenges that lie ahead to 20 15. 

Any such Strategy should reflect the expectation that emerging infectious diseases in particular, as 
well as a potentially wide range of other threats to public health, will continue to warrant active and 
coordinated preparedness efforts. This leads directly to the multi-layered framework and broad scope of 
the lliR (2005). Under the lliR (2005) all Member States must strengthen and maintain the core public 
health capacities for the detection, assessment, reporting and management of any and all potentially 
serious threats to public health, irrespective of the causal agent, including those ofunknown or origin. 

Any strategy beyond APSED should therefore continue to be compatible with the lliR (2005) 
while also building on, and consolidating, the achievements to date. For example, the event and 
indicator-based surveillance systems and associated response capacities developed with emerging 
infectious diseases in mind, will provide a strong platform from which to expand surveillance systems to 
incorporate early warning and risk assessment capabilities geared to chemical, radiological and other 
potential threats to public health. 

3.2 Recommendations 

• Member States, with assistance from WHO as required, should urgently improve pandemic 
preparedness, including monitoring and response, to manage the current and evolving 
influenza pandemic, with priority areas to include strengthening surveillance systems, health 
care system response, capacity to support public health interventions and communications 
and coordination. · 

• Member States and WHO should work to implement the action points identified by the 
Working Groups, covering NationallliR Focal Point functions, surveillance and response, 
laboratory capacity, infection control, zoonoses, risk communication and partners' 
suggestions (see Tables 1, 2 and 3). 

• Member States and WHO should begin preparations for the development of a strategy beyond 
APSED. Such a strategy should retain the focus on emerging infectious diseases, but also 
build on the achievements to date to help identify an appropriate approach to address the 
integration of all-hazards capabilities into existing systems, starting with surveillance, risk 
assessment and reporting functions. 

·. 



Table 1. Action Items IHR implementation, focusing on strengthening National IHR Focal Points Functions 

WHO/WHO Regional Office for the Western Pacific to update the interim protocol on IHR 
communication and duty officer system, and share copy of WHO Regional Office for the 
Western Pacific SOPs for coordination and communication on · health events 

2. NFPs and WHO to facilitate sharing of event information through the IHR 
Event Information 
NFPs to facilitate and support weekly reporting and sharing of case-based information on 
severe and fatal cases associated with pandemic (HlNl) 

and update (share if NFP SOPs for coordination, 
and consultation on events. 

3. WHO Regional Office for the Western Pacific to propose list of key elements to be included 
in SOPs (including flow chart as appropriate) 

to participate in and contribute to the development of an updated APSED 

health measure 

4. 

NFPs to support preparation and submission the annual State Parties' Report to the 
World Health Assembly, including the use of any WHO recommended format, as appropriate 

5. NFPs may consider conducting/participating in national and regional training/scenario 
exercises on the use of SOPs for IHR event communication 

6. NFPs WHO may consider in national and regional 
· exercises on the use of the IHR Decision Instrument 

In a timely manner 

Each Wednesday (until 
further notice) 

er 2009 to 
0 

April2010 

Annually (before WHA 
in May 2010) 

Annually 

Annually 

Pacific 
NFPs m::.d WHO 

All NFPs and WHO 

All NFPs 

WHO/ WHO '-'-"~\!UU.C:U 
Office for the Western 
Pacific md relevant 
NFPs 
WHOandNFPs 

NFPsandWHO 

NFPs 

NFPsand WHO 

Selected NFPs and 
WHO 
NFPs ana WHO 



Table 3. Action items from the Partners' meeting 

Partners should encourage countries to ensure that programmes relating to emerging infectious 
diseases are aligned under the umbrella of APSED 

2. Develop better output and result indicators for APSED to measure impact achieved July 2010 

3. Develop mechanisms that will enhance sharing of information among donors with reference to April 2010 
emerging infectious disease projects that they are supporting 

4. Explore the possibility of developing a single, common reporting system for APSED August 2010 

Member States 
Partners and WHO 
and Member States 
Technical partners 
and donors 

Donors 



Identify capacity needs and then provide training in: 
);> effective risk messaging 
);> talking to the media and public 
);> developing crisis risk communication plans 
);> communicating during a crisis 

2. Provide support to: 
);> develop and implement risk communications plans 
);> establish and maintain in-country risk communication systems 

December 2010 

3. Build a regional network of risk communications expertise: December 2010 
);> Three risk communications specialists in the Region supported by one risk 

communications specialist at WHO Regional Office for the Western Pacific to 
build country-specific and regional networks; 

);> The network would fill communication gaps especially in remote areas during 
an emergency, using local knowledge and sensitive to local culture; 

);> Each specialist to establish local networks of risk communications specialists, 
who will coordinate community partnerships, working closely with local health 
authorities. 

4. Foster regional collaboration: December 2010 
};> nurture existing partnerships to improve quality of technical assistance to Member 
States; 
};> support WHO's Risk Communications Networks by coordinating activities with other 
agencies to penetrate deeper into communities; 
};> forum to promote regional risk communication, frequent cross-agency teleconferences 
to discuss issues. 

WHO anc Member 
States 

WHO ancMember 
States 

WHO and partners 



9. Support country to conduct exercise or test real events for coordinated response 

10. Risk reduction at animal-human health interface: identify prevention control strategy for 
diseases = -•vuu .... .... 

11. Support in-country implementation 

12. Implement agree risk reduction measures 

13. Organize regional workshop for country to share "good practices" 

14. Compilation and documentation of"good practices" 

Establish or strengthen a national infection control committee and/or national contact 
to · on infection control issues 

3. Strengthen logistics support for infection control at the national and local levels 

4. Use the above mechanisms, in conjunction with evidence and data, to improve infection 
control compliance and practice 

June 2010 Member States and 
WHO 

June 2010 Member States 

June 2010 Member States and 
WHO 

August 2010 Member States 

August 2010 Member States and 
WHO 

December 2010 

May 2010 Member States 

June 2010 Member States 

July 2010 Member States 



7. Biosafety: 
~ Subnational assessment identify gaps and decide on priority actions; 
~ a business to make maximum use of trained biomedical 

8. Beyond APSED: Member States should consolidate the progress made to date and 
progressively seek to expand the capacity beyond the current areas and to achieve greater 
coordination between different vertical programmes, e.g. establishing contacts with other 
facilities and laboratory capabilities/networks, potentially including animal health, food, and 
drug agencies, and public and private laboratories. However, for the remaining 
15 months of APSED of should be limited to contacts 

Third quarter 2010 Member States 
Fourth quarter 2010 

2011 and ongoing Member States 

~~~~~~~~~~~~~Tm~~~~~~~ 

futersectoral collaboration: Member States 
~ Develop policy/MoD between human and animal health ministries 
~ Establish National Committee 

2. Develop joint work plan June 2010 Member States 

3. Support in country advocacy workshop, provide key elements of policy/MoD and ToR for March2010 Member States and 
national committee WHO 

4. Support in country implementation of joint work plan June 2010 Member States and 
WHO 

5. Establish mechanism for information sharing: March 2010 Member States 
~ Map surveillance capacity in each sector on agreed priority zoonoses 
~ Establish contact list 
~ Develop SOP/Flow chart for information sharing 

6. Support in country workshop on developing SOP for information sharing March2010 Member States and 
WHO 

7. Establish coordinated response to emerging and priority zoonotic disease: identify events March 2010 Member States 
and triggers for coordinated response such as epidemiological investigation, 
risk assessment and risk communication 

8. Support in-country workshop on developing triggers, SOP, risk assessment for March2010 Member States and 
coordinated response WHO 

w 
0\ 



11. WHO/WHO Regional Office for the Western Pacific to establish a regional capacity to 
carry out surveillance and response software development, work with WHO Geneva to 
develop/adapt appropriate ICT tools and negotiate additional requirements 
(e.g. alternatives to Latin script) with commercial developers, ensure the continual 

September 2010 WHO 

,..,._.,., .,.,, ... , maintenance of WHO software · used Member States . 

.. ~~~--iii~ 
Support train-the-trainer programmes on specimen packing and transport 

2. Specimen handling and networking: 
~ Identify capacities to be developed 
~ Implement existing guidelines or develop new guidelines for specimen collection and 

transport within countries 
~ Support cooperation between regional laboratories either bilaterally or through such 

bodies as ASEAN 

3. EQA: Support the establishment of a region with EQA programme covering initially a 
limited range of priority diseases and to be expanded as required 

4. To commit their central laboratories to participate in EQA programme 

5. Biosafety: 
~ Support train-the-trainer programmes for biosafety to spread awareness at the 

sub-national level; 
~ Support training programmes for biomedical engineers in equipment 

maintenance, especially for maintenance of safety cabinets 

6. Biosafety: Support translation ofWHO biosafety guidelines in national languages 

Second quarter Member States 
2010 
Second quarter 
2010 
Ongoing 

First panel to be WHO 
sent by third 

2010 
Member States 

First quarter 2010 WHO 

Fourth quarter 2010 

Third quarter 2010 Country Office 

w 
-.l 



Table 2. Action items on the APSED five areas of work 

Member States to develop national policies and work plans for surveillance and response 
to activities until 2015 December 2015 

2. Member States to continue to strengthen surveillance and response capacity at the national December 2010 
and subnationallevel including feedback to political leaders and key decision-makers to 
support full implementation of lliR (2005), securing adequate and appropriate human 
resources to enable all activities to be carried out, strengthening of surveillance and 

at the national and subnationallevel 

Member States to continue to strengthen intersectoral collaboration by identifying ongoing 
opportunities for joint activities between sectors and encouraging senior level political 

5. Member States to strengthen human resources development, including local capacity 
:> Assess training needs, develop and implement a training strategy 
:> Provide field epidemiology training (including the development of adapted 

Field Epidemiology Training Programme (FETP) curriculum for district staff) 
:> Train front-line staff in outbreak detection and response using participatory learning 

6. Establish classification schemes for relevant events and appropriate reporting mechanisms 

7. Where appropriate Member States to establish electronic surveillance reporting systems 

8. Secure financial support which may require advocacy for surveillance with donors 

9. Assure laboratory capability and capacity to identify new or re-emerging diseases 

10. WHO/WHO Regional Office for the Western Pacific to carry out assessment of the 
effectiveness and sustainability of new ICT tools and to advise MS on the application of 
ICT tools in different 

June 2012 

December 2010 

December 2012 

As required 

June 2012 

ongoing 

Member States 

Member States 

Member 3tate 

Member States 

Member States 

Member State and 
WHO 
Member State 

WHO 

w 
00 
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ANNEX 1 

OPENING REMARKS BY 
DR 3Hll.J YOUNG-SOO, WHO REGIONAL DIRECTOR FOR-

THE WESTERN PACIFIC, AT THE MEETING OF EMERGING INFECTIOUS DISEASES 
PROGRAMME MANAGERS AND THE NATIONAL IHR FOCAL POINTS 

AND 
WORKSHOP ON DEPLOYMENT OF INFLUENZA A (H1N1) VACCINE IN A PANDEMIC 

Manila, Philippines 
31 August to 4 September 2009 

DISTINGUISHED PARTICIPANTS, DEAR COLLEAGUES, LADIES 

AND GENTLEMEN. 

I am pleased to welcome you to this meeting on emerging infectious diseases and the 

workshop on the deployment of pandemic influenza vaccines. The pandemic (H1Nl) 2009 

virus continues to spread at vast speed and although it has caused mostly mild illness so far, 

more than 2800 people globally have died, including 329 deaths in the Western Pacific Region 

alone, and the danger remains of its evolution into a more pathogenic form. 

Fortunately, we are well prepared today, reaping the benefits from national capacity 

strengthening and pandemic preparedness efforts made to date. WHO has been closely 

monitoring this evolving pandemic and providing continuous technical advice with highly 

valuable contributions made by our focal points for the International Health Regulations. 

Even before this pandemic, this Region faced serious public health threats from various 

emerging diseases, such as SARS, avian influenza and dengue. The recent 4th Meeting of the 

Asia Pacific Technical Advisory Group on Emerging Infectious Diseases recommended 

maintaining the momentum in implementing the Asia Pacific Strategy for Emerging Diseases 

to meet the requirements of the International Health Regulations (2005). 

This week's meeting on emerging infectious diseases is especially important for two 

reasons. First, we can review the progress and challenges, and we can develop concrete action 

plans, to reach regional core capacity development goals by 2010. Second, we can share 

updated information, review progress on pandemic preparedness and response, and identify 

next steps to implement the Technical Advisory Group's 2009 recommendations. 
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I am also pleased to note that a regional workshop on pandemic vaccine deployment is 

taking place alongside the emerging infectious diseases meeting, with some common sessions 

fut bulh groups, and synergies on which they can build efficiently. 

Although not deployed in previous pandemics, vaccines may be one of the most 

important components of our current pandemic mitigation strategy. By July 2009, WHO had 

coordinated more than 400 shipments of 13 candidate vaccine viruses to manufacturers and 

technical institutions. With many products now at an advanced stage of clinical trials, 

availability of the vaccines is likely later this year. In line with the recommendations of the 

WHO Strategic Advisory Group of Experts on Immunization, we are maintaining a dialogue 

with manufacturers to ensure access to Pandemic (HlNl) 2009 vaccine across all countries. 

However, while efforts are made to secure vaccine supplies, it is equally important to 

make preparations to ensure the efficient use of their potentially limited supplies to maximize 

their public health impact. This needs preparations for expedited regulatory approvals for in

country vaccine licensing and for their rapid distribution to priority high-risk groups. 

In this week's meeting for programme managers dealing with emerging infectious 

diseases, some of you will work together to develop concrete workplans to speed up APSED 

and lliR implementation. The workshop will help the participants develop or update their 

pandemic vaccine deployment plans in the overall context of their national pandemic response 

plans. I sincerely hope that the two groups' common sessions will lead to stronger joint 

planning and coordinated pandemic responses in our Member States. 

I would highly encourage you, wherever you are from-developed or developing 

nations-to support one another in the spirit of collective actions to ensure global public health 

security. I'm sure you will have very successful deliberations, and I look forward to hearing 

about the outcome of these meetings. 

Enjoy your stay in Manila. 

Thank you. 



-41 -

ANNEX2 

PROG~EOFACTnnTffiS 

Day 1- Monday, 31 August 2009 

08:00-08:30 

08:30-10:00 

10:00-10:30 

10:30 -12:00 

10:30-10:50 

10:50 -1_1:10 

11:10-11:30 

11 :30 - 11 :50 

11:50- 12:00 

12:00- 13:00 

13:00-17:30 

Registration 

Opening session 

Opening remarks 
-Dr Shin Young-soo, Regional Director 

Self Introduction 

Objectives 'and agenda 
-Dr Yang Baoping, Regional Adviser, EPIIWPRO 
-Dr Takeshi Kasai, Regional Adviser, CSRIWPRO 

Administrative announcements 
- EPIIWPRO and CSRIWPR 

Group photo 

Coffee break 

Session 1: Update on pandemic (B1N1) 2009 

Global update on pandemic (HlNl) 2009 
-Dr Anthony Mounts, Global Influenza Programme, WHO Headquarters, 
Geneva 

Regional update on pandemic (HI Nl) 2009 and framework for pandemic 
response 
-Dr Takeshi Kasai, Regional Adviser, CSRIWPRO 

Influenza vaccines and vaccination 
-Dr Md Shafiqul Hossain, EPIIWPRO 

Pandemic (HlNl) vaccine development and vaccination strategy 
-Dr Manju Rani, EPIIWPRO 

Questions and clarifications 

Lunch break 

Session 2: Update on emerging diseases and pandemic (B1N1) 
response 
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13:00- 13:20 

13:20-13:40 

13:40- 14:00 

14:00- 14:10 

14:10-14:30 

14:30- 14:50 

14:50- 15:00 

15:00-15:10 

15:10-15:30 

15:30-15:50 

15:50- 16:00 

16:00- 17:30 

Korea 

18:30 
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Regional update on emerging infectious diseases 
-lJato ' lJr 'l'ee Ah Sian, Director, Combating Communicable Diseases, 
WPRO 

Regional response to pandemic (H1N1) 2009 
-Dr Satoko Otsu, Medical Officer, CSRIWPRO 

Pandemic situation and response in the American Region 
-Dr. Sylvain Aldighieri, PAHOIAMRO 

Questions and clarifications 

Country situation, experiences and lessons learned from pandemic response 
- Philippines 

Country situation, experiences and lessons learned from pandemic response 
-Singapore 

UNSIC update on pandemic preparedness and response 
-Dr Hitoshi Murakami, UNSIC, Bangkok 

Questions and clarifications 

Coffee break 

Application of the International Health Regulations (2005): experiences, 
challenges 
and future in pandemic response and preparedness 
-Dr Fernandez Gonzales-Martin, IHR, WHO Headquarter, Genera 

Questions and clarifications 

Panel discussion: Mitigating the impact of pandemic (HJNJ) 2009 
-Panel members: China, Japan, Malaysia, New Zealand and Republic of 

-Facilitator: Dr Hitoshi Oshitani, WHO Temporary Adviser 

Reception 

Day 2 -1 September (Tuesday) 

08:30- 10:00 Session 3: Progress on the International Health Regulations (IHR) and 
the Asia Pacific Strategy for Emerging Diseases (APSED) 



08:30-08:50 

08:50-09:10 

09:10-09:30 

09:30- 09:50 

09:50-10:00 

10:00- 10:20 

10:20 - 10:40 

10:40-11:00 

11 :00 - 11 :20 

11 :20 - 11 :30 

11:30- 11:50 

11:50-12:00 

12:00-13:00 

13:00-17:00 
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Regional update on the International Health Regulations (2005) 
-Dr Ailan Li, Medical Officer, CSR/WPRO 

Annex2 

Implementing the Asia Pacific Strategy for Emerging Diseases- where are 
we 
- Mr Wayne Antkowiak, CSRIWPRO 

Surveillance and response 
- Ms Amy Cawthorne, Epidemiologist, CSRIWPRO 
Laboratory capacity 
-Dr Christopher Oxenford, Laboratory Coordinator, CSRIWPRO 

Questions and clarifications 

Coffee break 

Zoonoses 
- Dr Bee Lee Ong, Zoonotic Epidemiologist, CSRIWPRO 

Infection control 
- Dr Satoko Otsu, Medical Officer, CSRIWPRO 

Risk communication 
- Mr John Larkin, WPRO 

Questions and clarifications 

Beyond APSED (the Asia Pacific Strategy for Emerging Diseases) 
-Dr Takeshi Kasai, Regional Adviser, CSRIWPRO 

Introduction of working group 
- Dr Li Ailan, CSRIWPRO 

Lunch break 

Working group on priority actions 
(See a separate agenda for each working group) 

Group 1: NationallliR Focal Points 
- Coordinator: Dr Ailan Li 

Group 2: Surveillance and response 
- Coordinator: Ms Amy Cawthorne 

Group 3: Laboratory 
- Coordinator: Dr Christopher Oxenford 
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15:00-15:30 Coffee break 

Day 3- 2 September (Wednesday) 

08:30-17:00 Working group on priority actions (Continue ... ) 

10:00 - 10:30 Coffee break 

12:00- 13:00 Lunch break 

13:00 -15:00 Partners' meeting 
- Coordinator: Mr Wayne Antkowiak 

15:00- 15:30 Coffee break 

Day 4- 3 September (Thursday) 

08:30 -10:00 

08:30-09:40 

09:40-10:00 

10:00-10:30 

10:30 - 11 :20 

11:20-12:00 

Session 4: Group feedback and action plans 

Group 1: National IHR Focal Points 
Group 2: Surveillance and response 
Group 3: Laboratory 
Partners' meeting 

Questions and discussions 

Coffee break 

Review of action plan on zoonoses, infection control and risk 
communication 

Session 5: Conclusions and next steps 

Conclusions and next steps 

Closing remarks 
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