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The consultation report was written by Dr Sian Lewis 
Printed in Switzerland  
 

Note to reader 
This report aims to capture the key themes and messages to emerge from the presentations and 
discussion, rather than attempting a strictly chronological account of the meeting.  
 
Some points were emphasized and re-emphasized across multiple sessions—in these cases, the 
points are not necessarily repeated in detail in the text for each session but do form the basis for key 
themes of the executive summary. 
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Executive summary 
 
In December 2017, more than 80 people from 
33 countries attended the Stakeholder 
Consultation on National Health Security and 
Pandemic Influenza Preparedness Planning in 
Accra, Ghana. The meeting brought two 
Strategic Partnership Networks—the global 
health security network and the international 
influenza network—together for the very first 
time to find the critical synergies between 
national health security planning and influenza 
pandemic preparedness that can strengthen 
countries’ ability to cope with health threats 
with pandemic potential. 
 

Defences are weak  
Despite huge scientific advances over the past 
century and extraordinary progress in health 
standards, national and regional preparedness 
remains largely inadequate. Countries still face 
health security threats from a growing range of 
infectious and non-infectious hazards; and 
influenza continues to pose a major risk for all. 
Around the world, recurrent public health 
emergencies in both acute and protracted 
forms are collectively reversing years of 
development gains. 
 
Participants at the Ghana meeting—which 
included delegates from governments, 
international organizations, regional and local 
institutions, technical partners and donors—
argued that the threat of a pandemic was of 
shared and significant concern for all countries; 
and that actions to prevent a pandemic, or 
mitigate its consequences, were likewise a 
shared responsibility of all countries. 
 

Collaboration matters 
The number of initiatives targeting 
preparedness and health security may be 
rising, but to be truly effective these must work 
in concert. Participants called for a step change 
in multisectoral collaboration and coordination 
to ensure a coherent approach to defending 
countries and communities against potential 
pandemics. 
 

Such collaboration, they said, must include 
linking surveillance systems, sharing data and 
analysis, jointly assessing risks and 
investigating outbreaks together to better 
understand disease epidemiology and quickly 
implement the right management and control 
measures to prevent further spread.  
 
Collaboration and coordination also includes 
establishing strong lines of communication 
with all stakeholders and delivering consistent 
messages to ensure public awareness and 
understanding about what is going on and 
what can be done at individual, household and 
community levels. 
 
In all cases, participants underscored the need 
to leverage existing resources and 
infrastructure to improve efficiencies during 
emergencies and enable a quicker response. 
That includes capitalizing on the momentum 
around the health security and influenza 
networks; it also includes making use of 
existing public and animal health systems and 
structures. 
 
Strategic partnerships 
A One Health approach that includes 
stakeholders across the human-animal-
environment interface and beyond is critical to 
ensuring national preparedness plans are both 
comprehensive and effective. But enabling 
joint planning and action across the different 
stakeholder groups is not always easy.  
 
Strategic multisectoral partnerships have a 
critical role in establishing the links between 
sectors needed for a One Health approach; and 
in bridging national preparedness plans for 
both pandemic influenza and health security to 
deliver joined-up, country-specific actions that 
lead to sustainable and global health security. 
 
To that end, the Ghana meeting provided a 
forum for different preparedness stakeholders 
to come together and seek synergies in what 
they do and identify opportunities for closer 
alignment in their work. 



 

viii 
 

 
In effect, the Ghana meeting served as a 
strategic cross-walk between two actionable 
country plans: the national influenza pandemic 
preparedness plan (NIPPP) and national action 
plan for health security (NAPHS). Participants 
agreed both are critical, but both can be 
improved by working together.  
 
They also agreed that by aligning key priorities 
between NIPPPs and NAPHS, countries will be 
in the best position to build strategic 
partnerships and policies for both.  
 
The view ahead 
Having acknowledged the need for their own 
networks to work more closely together, the 
meeting participants agreed five guiding 
principles to support stronger collaboration 
and coordination among themselves (see 
right). 
 
They also made ten recommendations to 
countries and partners, outlining what they 
think must happen next to strengthen national 
preparedness for both pandemic influenza and 
health security more broadly (see Table 
below). 

 

 
 
 
 
 
 

  Recommendation 
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1 Develop a national strategic framework for multisectoral collaboration.  

2 
Take a holistic approach in developing your national health emergency preparedness 
and include all relevant strategic and operational partners in key activities. 

3 Take immediate action to ensure up-to-date plans.  

4 
Develop a long-term plan to test, review and periodically update your preparedness 
plans to make sure they reflect the latest experience and expertise. 

5 
Think about how to enable optimal collaboration before, during, and after public health 
emergencies, including harmonizing all the plans, procedures and tools you use. 

6 Use global coordination and monitoring mechanisms to boost availability of vaccines. 

W
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 7 
Support countries to build a national framework for multisectoral collaboration and 
partnership, making sure that it includes influenza pandemic preparedness. 

8 
Develop strategies for transforming plans into actual capacities and actions, and support 
countries to implement them. 

9 
Continue to support countries to test and update their plans for both influenza and 
health security (NIPPPs and NAPHS). 

Figure.  Five guiding principles for working together 
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10 

Invest in public health research capacities within the region to find new solutions and 
innovations that can enhance countries’ preparedness for preventing, detecting and 
responding to a new strain of influenza. 

 

Table.  Participants made ten recommendations to countries and partners  
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Introduction 
 
Infectious disease outbreaks pose a real and 
present threat to national, regional and global 
health security. Despite huge scientific advances 
over the past century and extraordinary 
progress in health standards, we still live in a 
world where an infectious agent can emerge 
without warning and quickly spread to 
communities and households with no regard for 
geopolitical borders or social status.  
 
From Severe Acute Respiratory Syndrome 
(SARS) and H1N1 influenza to Middle East 
respiratory syndrome coronavirus (MERS-CoV) 
and Ebola, the 21st century has seen dozens of 
newly emerging diseases with pandemic 
potential prompt a protracted global health 
crisis. At the same time, ‘old’ diseases like 
malaria, cholera, meningitis, tuberculosis, 
yellow fever, and Zika have re-emerged on an 
unprecedented scale, taking an enormous social 
and economic toll on the countries they reach. 
 
The world’s ability to counter such diseases 
remains far from adequate. The International 
Health Regulations (IHR (2005)) require all 
countries to detect, assess and respond to 
potential ‘public health emergencies of 
international concern’ (PHEIC); and to quickly 
report such events to WHO to determine 
whether a coordinated and global response is 
needed. But many nations lack the capacities to 
do so. Weak national health systems and 
inadequate investment in preparedness 
compound the problem. 
 
The Strategic Partnership for International 
Health Regulations (2005) and Health Security 
(SPH) is a WHO-led mechanism designed to help 
build capacities to detect, prevent and respond 
to public health emergencies by providing a 
more aligned and coherent approach to 
multilateral and bilateral collaboration. The SPH 
actively supports collaboration and partnership 
within and among countries, partners and 
donors to ensure information is shared in a 
timely manner and capacity-strengthening is 
effectively targeted. This includes, for example, 
sharing data and convening high-level forums to 

match health security gaps and priorities with 
investment and resources.  
 
Underpinning the SPH is a recognition that all 
countries are at risk of health emergencies and 
that the risk factors extend far beyond the 
health sector. Through its Strategic Partnership 
Networks, the SPH provides a platform for 
stakeholders across different sectors and 
networks to exchange experience and expertise, 
and to establish strong multisectoral 
partnerships that can help countries identify 
gaps, set priorities and allocate resources for 
improved health security. 
 
In December 2017, at its Stakeholder 
Consultation on National Health Security and 
Pandemic Influenza Preparedness Planning in 
Accra, Ghana, the SPH brought two such 
networks together for the first time. More than 
80 people from 33 countries attended the 
meeting, including representatives from 
governments, international organizations, 
regional and local institutions, technical 
partners and donors. Together, they set out to 
explore the critical synergies between national 
health security planning and influenza pandemic 
preparedness that can strengthen countries’ 
abilities to detect, prevent and respond to 
public health emergencies.  

http://www.who.int/ihr/publications/9789241580496/en/
http://www.who.int/ihr/publications/9789241580496/en/
https://extranet.who.int/sph/
https://extranet.who.int/sph/
https://extranet.who.int/sph/
https://extranet.who.int/sph/networks
https://extranet.who.int/sph/networks
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Meeting objectives 
 
1. To strengthen collaboration and 

coordination in implementing national 
and global action plans for influenza 
pandemic preparedness and response. 

2. To finalize priorities and strategies for 
influenza pandemic preparedness and 
response. 

3. To share the status of countries’ influenza 
pandemic preparedness, identify gaps and 
challenges, and prioritize actions at 
national, regional and global levels. 

4. To align efforts to implement the WHO 
Pandemic Influenza Preparedness Plan, 
within the framework of National Action 
Plans for Health Security (NAPHS). 
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Part I: Setting the scene 

Opening remarks 

The meeting was ceremonially opened by 
Ghana’s Minister of Health, Honourable Mr 
Kwaku Agyemang-Manu, who emphasized the 
importance of multisectoral action for health 
security and lauded the meeting as a historic 
step towards such action. 
 
Other speakers to address the opening session 
were: Dr Owen Kaluwa, WHO Country 
Representative, Ghana; Dr Stella Chungong, Chief 
of Country Monitoring and Evaluation (CME), 
WHO; and Dr Lawrence Kerr, Director or 
Pandemic and Emerging Threats, US Department 
of Human Health Services. The main themes of 
their discussion are summarized below. 
 

The African context 
 
Every year, countries in the Africa region1 are hit 
by more than 100 public health emergencies, 
for which many are ill-equipped. More than 85% 
of these events begin with an outbreak of 
infectious disease; many have the potential to 
spread far and wide in a very short time.  
 
The most common threats come from:  

• recurrent diseases, like cholera and 
measles;  

• re-emerging diseases, like yellow fever and 
Rift Valley fever; and  

• emerging diseases like Zika, dengue and 
new strains of influenza. 

 
Risk assessment done by WHO  indicates that all 
countries in the region are vulnerable, and that 
there are many risk factors involved, most of 
which lie beyond the health sector. 
 
African governments are committed to tackling 
the problem. For example, in 2016, African 
Ministers of Health adopted the four-year 
Regional Strategy for Health Security and 
Emergencies that included a note to strengthen 

                                                           
1 All regions in this document refer to WHO’s regional 
groupings. 

multisectoral IHR implementation. A year later, 
in July 2017, African Heads of State and 
Government adopted the Declaration on 
Accelerating Implementation of IHR in Africa, 
which includes a commitment to mobilize 
resources and establish multisectoral 
mechanisms to build IHR capacities in disease 
outbreak prevention, preparedness and 
response. 
 

 
 
WHO helps countries improve their 
preparedness by, for example, supporting 
multisectoral self-assessments of IHR capacities 
through voluntary Joint External Evaluations 
(JEEs). By the end of 2017, more than half of 
African nations had completed their JEE and 
were in the process of turning their findings into 

“This meeting between global 
health security and pandemic 
influenza preparedness networks 
is crucial and historic: it is the first 
time these two international 
networks meet and collaborate.” 
Hon Mr Kwaku Agyemang-Manu, Ghana 

Figure 1. JEEs completed in Africa by end 
2017 

https://afro.who.int/countries
https://afro.who.int/sites/default/files/2017-07/afr-rc66-6-en-2107.pdf
https://afro.who.int/sites/default/files/2017-07/afr-rc66-6-en-2107.pdf
https://au.int/sites/default/files/pressreleases/32667-pr-african_union_heads_of_state_and_government_commit_to_accelerate_the_implementation_of_international_health_regulations.pdf
https://au.int/sites/default/files/pressreleases/32667-pr-african_union_heads_of_state_and_government_commit_to_accelerate_the_implementation_of_international_health_regulations.pdf
http://www.who.int/ihr/procedures/mission-reports-africa/en/
http://www.who.int/ihr/procedures/mission-reports-africa/en/
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a costed multisectoral National Action Plan for 
Health Security (NAPHS). 

 

 

 

Finding synergies 
 
Speakers in the opening session underscored 
the immediate priorities for action in 
supporting countries—in Africa and beyond—to 
detect, prevent and respond to public health 
emergencies. They urged meeting participants 
to find the critical synergies between national 
health security planning and influenza 
pandemic preparedness that can ensure the 
world is better prepared to tackle the next 
global health emergency wherever it arises.  
 
Dr Kaluwa underscored the need for 
stakeholders across both fields to align efforts 
to address country-defined gaps and priorities 
in preparedness and response; and to work 
together to strengthen the WHO-led SPH.  
 
Dr Chungong went further, outlining four 
specific areas where national health security  
 
 

 
 
 
 
 
and influenza preparedness networks should 
focus their collaborative efforts. She 
highlighted the need to: 
 
1. Support countries to complete both a 

national influenza pandemic preparedness 
plan (NIPPP) and a costed NAPHS.  

2. Advocate for domestic and external 
resources to implement national action 
plans, including resources to strengthen 
health systems (such as policies, human 
resources, infrastructure and equipment). 

3. Strengthen coordination between 
stakeholders, using a One Health approach, 
to synergize efforts towards a common goal 
of reducing the negative impact of health 
threats. 

4. Invest in public health research capacities 
to find new solutions and innovations, 
including new diagnostics and therapies, for 
dealing with emerging threats, particularly 
new strains of influenza.  

 
 

https://extranet.who.int/sph/country-planning
https://extranet.who.int/sph/country-planning
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Linking IHR, global health security and pandemic 
influenza preparedness 

 

WHO-led initiatives 
 
Presenters in this session described four WHO-
led initiatives that support global health 
security and pandemic influenza preparedness. 
 

IHR Monitoring and Evaluation Framework 
(IHR MEF) 
 
The IHR MEF ensures the mutual accountability 
of Member States and WHO for global health 
security through transparent reporting and 
dialogue. It comprises four components (see 
Figure 2):  

• Annual reporting to the World Health 
Assembly (WHA). This is compulsory under 
the IHR (2005). Focusing on capacity, these 
self-reported data monitor a country’s 
progress towards full implementation of 
IHR. 

• Joint external evaluations (JEEs). These are 
voluntary multisectoral self-assessments of 
a country’s IHR core capacities to identify 
the most urgent needs and priorities within 
their health security system. 

• Simulation exercises. These are voluntary, 
qualitative training and quality assurance 
tools designed to test and evaluate 
emergency policies, plans and procedures 
before a crisis. 

• After action reviews. Also voluntary, these 
qualitative reviews examine the response 
to an emergency after it has happened. 
They seek to identify what worked well and 
what needs improving.  

 

 
Together, the four components of the IHR MEF 
provide a comprehensive, multisectoral picture 

of a country’s capacity and functionality in 
detecting, notifying and responding to public 
health emergencies.  
 

About this session 
 
This session, which comprised a series of short 
presentations followed by a panel discussion, 
aimed to explore the links between IHR, global 
health security, and pandemic influenza 
preparedness.  
 
Chair:  Professor Ellis Owusu-Dabo, Kumasi 
Centre for Collaborative Research in Tropical 
Medicine (KCCR) 
 
Presenters: Dr Stella Chungong, WHO; Mr 
Ludy Suryantoro, WHO; Dr Weigong Zhou, 
WHO  
 
Panel discussants: Dr Larry Kerr, US 
Department of Health and Human Services; Dr 
Anthony Seddoh, World Bank; Dr Richard 
Suu-Ire, Eco Health Alliance; Dr Philip 
Onyebujoh, Africa CDC 
 

Figure 2. The IHR MEF provides the building blocks 
for developing a NAPHS  

https://extranet.who.int/sph/ihr-monitoring-evaluation
https://extranet.who.int/sph/ihr-monitoring-evaluation
https://extranet.who.int/sph/jee-dashboard
https://extranet.who.int/sph/simulation-exercise
https://extranet.who.int/sph/after-action-review
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By helping countries to identify both their 
strengths and weaknesses in operational 
readiness, the IHR MEF offers the building 
blocks needed to develop an effective NAPHS 
that can build long-term capacities, embedded 
into health sector development strategies. 
 

Strategic Partnership for Health (SPH) 
 
The SPH is a multisectoral platform for global 
health security collaboration to accelerate the 
implementation of IHR. Founded on the 
understanding that strong collaboration and 
coordination is vital to our collective ability to 
prevent, detect and respond to global health 
threats, SPH promotes multisectoral 
partnership and exchange through four key 
activities. 
 

• The Strategic Partnership Leadership is a 
multi-stakeholder advisory group that gives 
SPH leadership and oversight. 

• The Strategic Partnership Networks bring 
stakeholders across different fields 
together so that countries, partners and 
donors can share experience and expertise 
and forge new partnerships. 

• The Strategic Partnership Resources is an 
online gateway to diverse country data 
along with donor and expert profiles, 
guidelines, tools, resource maps, and other 
useful links related to IHR implementation 
and health security. 

• The Strategic Partnership Forum brings 
countries, partners and donors together in 
high-level events to foster relationships and 
align investment priorities for IHR and 
health security with country-defined needs 
and gaps. 
 

Through these four initiatives, SPH helps 
countries shape their national plans to 
contribute to regional and global health 
security; and ensure they can mobilize 
domestic and international resources to fulfil 
them.  
 

WHO Global Influenza Programme (GIP) 
 
Established in 1947, the GIP is more than 70 
years old. Designed to provide Member States 

with strategic advice, technical support and 
coordination of activities, it includes the 
network of public health laboratories called 
Global Influenza Surveillance and Response 
System (GISRS)  (see Part IV below), as well as a 
diverse range of guidance and tools for both 
surveillance and pandemic preparedness. 
 
The GIP hosts global databases for regional 
influenza epidemiological data (FluID) and 
virological data (FluNet) that facilitate the 
tracking of the global spread, intensity, and 
impact of influenza. 
 
Through these platforms, the GIP provides 
continuous seasonal and zoonotic influenza 
monitoring, providing WHO Member States 
with regular updates during outbreaks.  
 
Other activities under the GIP include:  

• calculating estimates of influenza disease 
burden;  

• offering regular training courses for 
national influenza laboratories;  

• publishing guidelines for influenza 
programmes; and  

• carrying out capacity-building activities and 
simulation exercises to support national 
pandemic preparedness planning. 

 

Figure 3. The four key components of SPH  

https://extranet.who.int/sph/leadership
https://extranet.who.int/sph/networks
https://extranet.who.int/sph/resources
https://extranet.who.int/sph/forum
http://www.who.int/influenza/gisrs_laboratory/en/
http://www.who.int/influenza/gisrs_laboratory/en/
http://www.who.int/influenza/surveillance_monitoring/fluid/en/
http://www.who.int/influenza/gisrs_laboratory/flunet/en/
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Pandemic Influenza Preparedness (PIP) 
Framework  
 
The PIP Framework, established in 2011, 
complements the GIP and is specifically aimed 
at improving global pandemic influenza 
preparedness and response. The framework 
has two pillars: improving the sharing of 
influenza viruses with human pandemic 
potential and increasing the access of low- and 
middle-income countries (LMICs) to vaccines 
and other relevant supplies. 
 
Through the PIP Framework, countries regularly 
share their influenza viruses with pandemic 
potential with GISRS, which uses them to 
develop candidate vaccine viruses and assess 
the risk of pandemic influenza. 
 
The framework includes a benefit-sharing 
mechanism called the Partnership Contribution 
(PC) that supports activities to build or 
strengthen preparedness capacities in LMICs. 
The PC is collected as an annual cash 
contribution from influenza vaccine, diagnostic 
and pharmaceutical manufacturers that use 
GISRS.  

 

Key messages from discussion 
 
There is an unprecedented momentum behind 
health emergency preparedness. 
At a global level, interest in supporting health 
emergency preparedness has never been 
stronger. The G7 is investing in preparedness 
across 76 countries; while initiatives such as the 
WHO Emergency Contingency Fund (CEF), 
World Bank Pandemic Emergency Financing 
Facility (PEF) provides much-needed funds in 
the early stages of outbreak response.  
 
From the PIP Framework to the Emerging 
Pandemic Threats programme support for 
capacity-building is growing. Likewise, 
Initiatives like the Global Partnership (GP), 
Global Health Security Agenda (GHSA), Asian 
Pacific Strategy Emerging Diseases (APSED) and 
African Caribbean Pacific (APC) initiatives can 
work with WHO SPH to forge new multilateral 
and multisectoral partnerships at national, 

regional and global levels to further strengthen 
IHR and preparedness capacities.  
 
Nevertheless, many countries remain ill-
prepared and ill-equipped. 
Meeting participants stressed that, despite 
progress made through the increasing number 
of initiatives, national and regional 
preparedness remains largely inadequate. 
Countries still face health security threats from 
a growing range of infectious and non-
infectious hazards; and influenza continues to 
pose a major risk for all. Around the world, 
recurrent public health emergencies in both 
acute and protracted forms are collectively 
reversing years of development gains, including 
progress made in strengthening health systems.  
 
Pandemics pose a shared threat that demands 
concerted action.  
Participants agreed that the threat of a 
pandemic was of shared and significant concern 
for all countries; and that actions to prevent a 
pandemic, or mitigate its consequences, were 
likewise a shared responsibility of all countries. 
 
The number of initiatives targeting 
preparedness and health security may be rising, 
but to be truly effective these must work in 
concert. There is plenty of room for improving 
the transparency, coordination and alignment 
of all these initiatives. 
 
Some speakers pointed to the ways in which 
WHO and partners are laying the foundations 
for concerted action. For example, by: 

• helping countries to pool their efforts to 
build all-hazard preparedness capacities; 

• implementing strategies to increase the 
momentum around IHR; and 

• fostering a global community of health 
security stakeholders by convening major 
events and forums (for example, the 2016 
Advancing Global Health Security meeting 
in Bali; and the 2017 Delivering Global 
Health Security through sustainable 
financing meeting in Seoul). 

 
Preparedness demands a One Health 
approach. 

http://www.who.int/influenza/pip/benefit_sharing/partnership_contribution/en/
http://www.worldbank.org/en/topic/pandemics/brief/pandemic-emergency-facility-frequently-asked-questions
http://www.worldbank.org/en/topic/pandemics/brief/pandemic-emergency-facility-frequently-asked-questions
https://www.ghsagenda.org/
https://www.ghsagenda.org/
https://extranet.who.int/sph/sites/default/files/document-library/document/WHO-HSE-GCR-2016.15-eng.pdf
https://extranet.who.int/sph/sites/default/files/document-library/document/WHO-WHE-CPI-2018.38-eng.pdf
https://extranet.who.int/sph/sites/default/files/document-library/document/WHO-WHE-CPI-2018.38-eng.pdf
https://extranet.who.int/sph/sites/default/files/document-library/document/WHO-WHE-CPI-2018.38-eng.pdf
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Participants and speakers alike pointed to a 
One Health approach as the foundation for 
effective national health security and pandemic 
preparedness plans. When it comes to 
influenza preparedness, the complex nature of 
zoonotic diseases and the limited resources 
available in LMICs make a global One Health 
approach especially important. 
 
Strategic partnerships have a critical role. 
Strategic multisectoral partnerships have a 
critical role in establishing the links between 
sectors needed for a One Health approach; and 
in bridging national health security and 
preparedness plans to deliver joined-up, 
country-specific actions that lead to sustainable 
and global health security.  
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Part II: Lessons learnt and best practice 

Practical experience and expertise 
 

 

National perspectives  
 

Ghana 
In 2013, a review of Ghana’s strategic response 
plan for pandemic influenza concluded that the 
country’s health emergency preparedness was 
in disarray. Around three-quarters of health 

facilities were found to lack emergency 
preparedness plans or surge capacity plans. 
 
The government responded with an action plan, 
allocating around US$1 million to boost 
preparedness through activities in five 
integrated areas: 

• planning and coordination; 

• surveillance, monitoring and assessment; 

• prevention and containment; 

• health system response; and 

• communications. 
 
Ghana’s preparedness was further boosted 
through its JEE, which was completed in early 
2017. In response to the JEE, Ghana revised its 
guidelines for an Integrated Disease 
Surveillance and Response System. The new 
document spells out the strategies for 
preventing, detecting and responding to the 
international spread of diseases in the 
Ghanaian local context. 
 
The JEE has also prompted capacity-building 
efforts, supported by WHO and the US Centers 
for Disease Control and Prevention (CDC), to 
train field epidemiologists. And it has sparked a 
range of activities to improve collaboration 
across institutes, countries and sectors. Ghana 
is now part of the African Network for Influenza 
Surveillance and Epidemiology; and there is also 
talk of integrating animal and human health 
and academic institutions in influenza to further 
improve surveillance.  
 

Indonesia 
Indonesia is considered a high-risk country for 
emerging infectious disease outbreaks, 
especially for those at the interface between 
animal and human ecosystems.  
 
Since 2005, a broad range of projects and 
programmes have sought to improve biosafety 
and biosecurity in Indonesia, ranging from the 
development of national standards and 

About this session 
 
This session, which was split into two, 
comprised a series of expert presentations 
with a brief question and answer, followed 
by panel and plenary discussions. Speakers 
showcased a wealth of experience and 
expertise in pandemic influenza 
preparedness from countries, regions and 
partners. Together, they shared best practice 
in managing and planning pandemics and 
epidemics, with a focus on the value of 
multisectoral collaboration for country 
preparedness 
 
Chair:  Dr Mathilda Manjo, Cameroon 
Ministry of Health 
 
Presenters: Professor Ellis Owusu-Dabo, 
Ghana; Dr Anupong Sujarizakul, Thailand; 
Professor Le Thi Quynh Mai, Vietnam; Dr 
Belinda Herring, WHO AFRO; Dr Ahmed El 
Idrissi, FAO; Dr Ismaila Kane, OIE; Dr 
Meredith McMorrow, US CDC South Africa. 
 
Panel discussants: Dr Pretty Multihartina 
Djoko Sasono, Indonesia; Mr Adamu 
Mekonnen, Ethiopia, Dr Than Tun Aung, 
Myanmar; Dr Louise Lansbury, WHO 
Collaborating Centre for Pandemic Influenza 
and Research. 
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strategies to the introduction of new 
conferences, curricula and courses for 
researchers and professionals. 
 
 
 
 

 
Not least has been the country’s efforts to 
improve its surveillance capacity for emerging 
infectious diseases, including influenza. With a 
decentralized system of government, 
responsibility for managing and responding to 
infectious diseases lies largely with provincial 
and district governments; the central 
government limits its role to oversight, support 
and management. 
 
Today (December 2017), almost every province 
in the Indonesian archipelago hosts at least one 
influenza laboratory; nearly a third of provinces 
also host a disease investigation centre that 
forms part of a national veterinary laboratory 
network (see Figure 4). 
 

Myanmar 
In Myanmar, an outbreak of seasonal influenza 
(H1N1) in 2017 sparked a flurry of activities that 
served to improve general awareness and 
understanding about the virus, and to 
strengthen national capacity for surveillance 
and management. 
 

Before the 2017 outbreak, Myanmar had just 
two sentinel sites for surveying influenza, 
limited background data and low awareness of 
the need for surveillance among clinicians and 
health care workers. 
 
During the 2017 outbreak, the country quickly 

established an H1N1 containment committee 
that included seven sub-committees to tackle 
different elements of the outbreak, ranging 
from surveillance to case management to 
logistics (see Figure 5). 
 
Through the committee, which was led by the 
Minister for Health, the country began testing 
cases of severe acute respiratory infection 
(SARI) and monitoring data more rigorously. It 
also developed technical resources and 
recommendations; built partnerships with 
international agencies and the private sector; 
and opened active channels of communication 
with the public through national, international 
and social media.  
 
Today (December 2017), the country has seven 
sentinel sites for influenza surveillance, and is 
about to finalize its influenza surveillance 
guidelines and One Health action plan (based 
on a JEE completed in 2017). It has plans to 
increase training for field epidemiology and 
rapid response and is investing in simulation 
exercises and risk communications to better 
plan and prepare for future outbreaks. 

Figure 4. National influenza and veterinary laboratory network in Indonesia 
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Thailand 
In January 2004, a highly pathogenic avian 
influenza virus A(H5N1) broke out in poultry 
and people in Thailand. More than 62 million 
birds were either killed by the virus or culled; 
and 12 people also died. The outbreak led to 
the introduction of diverse control measures, 
including culling poultry flocks, restricting 
poultry movement and improving hygiene. It 
also prompted the development of a national 
strategic plan for avian and pandemic 
influenza preparedness and response. 
 
In 2013, the focus on avian and pandemic 
influenza was expanded to include all emerging 
infectious diseases (EIDs).  
 
Today (December 2017), the country has a 
national committee and strategic plan for 
tackling EIDs, including pandemic and avian 
inflluenza. Both take a One Health approach, 
implemented with partners from both human 
and animal health authorities, as well as 
foreign affairs, wildlife, finance, security, 
education, labour, commerce and public 
communications. 
 

The strategic plan relies on strong surveillance, 
which has been developed over decades to 
include routine disease reporting from 506 
health care facilities around the country along 
with event-based surveillance, sentinel 
surveillance for influenza-like illness (ILI) and 
SARI, and community-based lay reporting of 
outbreaks in poultry. 
 
Since 2008, 
Thailand has also 
carried out an 
annual 
vaccination 
campaign to 
protect high-risk 
groups (including pregnant women, children, 
the elderly, healthcare workers and sick 
people) from seasonal influenza. 
 
Other elements of Thailand’s preparedness 
activities include simulation exercises, 
investment in influenza vaccine development, 
manufacturing, approval and regulation, and 
public communications. 
 

Figure 5. Myanmar’s H1N1 Containment Committee established during the 2017 outbreak of 
seasonal influenza (H1N1) included seven sub-committees 

“Monitoring individuals, and 
following up after in communities, 
requires a good coordination 
between sectors.” 
Dr Le Quynh Mai, Vietnam 
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Today (December 2017), the country’s 
preparedness is challenged by diminishing 
policy attention and limited funds and capacity.  
 

Vietnam 
In 2009, during the world’s first global 
influenza pandemic of the 21st century, more 
than 11,000 people across Vietnam caught 
influenza A(H1N1); 53 people died. 
 
At the time of the outbreak, the country had a 
national programme in place for responding to 
avian and human influenza.2 The Ministry of 
Health quickly alerted national and regional 
public health authorities, enhanced 
surveillance and implemented strict 
containment measures, including: 

• using health declaration cards and thermal 
detectors at ports of entry to screen all 
incoming passengers; 

• tracing and following up co-passengers and 
close contacts of people acquiring the virus 
after arriving; 

• isolating and treating suspected and 
confirmed cases in hospitals; and 

• developing guidelines for diagnosing, 
treating and managing confirmed cases. 

 
Vietnam’s experience in coping with the 2009 
pandemic highlighted the importance of a 
robust surveillance system that can cope with 
rapid expansion in both monitoring suspicious 
cases, collecting samples and testing for the 
virus. Limited stocks of reagents and 
consumables can hold up tests, which cause 
delays in reporting results and managing 
patients.  
 
Clinical management can also be impaired by 
limited stocks of antivirals, shortages of 
isolation rooms and a lack of trained 
personnel. Vietnam’s experience also 
highlighted the importance of context-specific 
information to support clinical case 
management. The Ministry of Health 
developed practice guidelines for health 
workers before the first case of A(H1N1) was 

                                                           
2 Vietnam. Integrated National Operational Program 
for Avian and Human Influenza (OPI), 2006–2010. 

even confirmed—but these were often poorly 
applied at the district level. 
 

Regional perspectives 
 

Africa 
Respiratory illness (as reported as ILI and SARI) 
is among the top ten causes of illness and 
death in Africa. Maintaining a constant 
awareness of this disease activity is critical to 
pandemic influenza preparedness as a way of 
monitoring changes in viruses and detecting 
unusual outbreaks. To achieve that, Africa 
requires stronger virologic and epidemiologic 
surveillance, carried out through integrated 
systems using standard data collection 
methods so that data can be aggregated and 
compared across countries. 
 
The WHO Regional Office for Africa (AFRO) 
undertakes activities in five areas to strengthen 
influenza surveillance in Africa: 

• Developing norms and standards, such as 
the national protocol for sentinel 
surveillance. 

• Building surveillance capacity, for 
example, by providing hands-on training, 

Vietnam: Ministry of Agriculture and Rural 
Development; 2006.  
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supporting laboratory equipment and 
procuring reagents and supplies. 

• Supporting outbreak investigation and 
response, for example, by deploying 
experts, mobile laboratories or rapid 
response teams. 

• Developing information products, 
including public health articles and 
bulletins, situation reports and a regional 
database for monitoring public health 
emergencies. 

• Supporting partnerships, namely the CDC 
Cooperative Agreement and the PIP 
Framework. 

 
Despite progress in strengthening surveillance 
through the activities above, gaps in African 
preparedness remain. Knowledge on the 
human and animal health interface remains 
weak and in need of more, and immediate, 
attention. That, in turn, requires closer 
collaboration between animal and human 
health across the continent. 
 
Updating pandemic preparedness plans with 
an all-hazards approach is also an immediate 
priority across Africa—one that is being tackled 
through the PIP Framework, supported by 
AFRO (see Figure 6). 
 
But developing and updating preparedness 
plans is not always easy. Key challenges include 
a high staff turnover that requires continued 
training, frequent disease outbreaks that take 
up constant time and capacity, short-term 
availability of financial support and a lack of 
interest among African politicians, who tend 
not to see influenza as a high priority.  
 
 

Tripartite tools 
 
Over the past decade, highly pathogenic avian 
influenza (HPAI) has killed tens of millions of 
domestic and wild birds all over the world; as 
well as hundreds of people. 
 

                                                           
3 FAO, OIE, WHO. The FAO-OIE-WHO Collaboration: 
A Tripartite Concept Note. Geneva; 2010 

The tripartite (FAO, OIE and WHO) and 
partners work with affected and at-risk 
countries in Africa, Asia, Europe, Latin America 
and the Middle East to strengthen HPAI 
intelligence and emergency preparedness in 
support of global health security. 
 
Speakers from the tripartite organizations 
described nine joint initiatives developed to 
help countries strengthen cooperation across 
human and animal health and implement more 
effective health risk management strategies for 
HPAI and other shared threats.  

 

1. One Health strategic collaboration 
For years, the tripartite organizations have 
worked together to prevent, detect, control 
and eliminate health threats to humans that 
originate from animals. In 2010, they issued a 
concept note outlining their approach to share 
responsibilities and coordinate activities to 
address risks at the animal-human-ecosystem 
interface.3 
 
Since then, the tripartite organizations have 
strengthened their collaboration with an 
operational framework and two strategic 
documents. Current priorities in the One 

Health collaboration that are particularly 
relevant to pandemic preparedness and global 
health security include: 

 

• strengthening early warning and 
surveillance systems; 

• improving foresight, preparedness and 
response to emerging, re-emerging and 
neglected infectious diseases; and 

• promoting coordinated research and 
development to achieve a common 
understanding of priority zoonotic 
diseases. 

(www.who.int/foodsafety/areas_work/zoonose/co
ncept-note, accessed 26 October 2018).  

Figure 6. Regional approach to supporting African nations 
to develop and update pandemic preparedness plans 
(PPPs) 

Figure 7. Four-way linking approach to 
enhancing surveillance. 

http://www.who.int/foodsafety/areas_work/zoonose/concept-note
http://www.who.int/foodsafety/areas_work/zoonose/concept-note
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2. Four-way linking 
The tripartite four-way linking approach aims 
to better control health risks from zoonotic 
influenza by promoting joint risk assessment 
and improving communication and data 
sharing across sectors and administrative levels 
(see Figure 7 below).  
 
The approach, which connects epidemiological 
and laboratory data from across public health 
and animal health authorities, has already 
been used to enhance surveillance and 
communicate risks to decision makers in 
Bangladesh, Egypt, Indonesia and Viet Nam. 

 

3. Global Framework for the Progressive 
Control of Transboundary Animal 
Diseases (GF-TADs) 

Launched in 2004, GF-TADs is a joint initiative 
of FAO and OIE to prevent, detect and control 
transboundary animal diseases. The initiative 
acts as a support mechanism to facilitate 
regional alliances and build capacities for 
tackling regional priority diseases. 
 
Regional steering committees provide multi-
stakeholder platforms for exchanging 
information to identify opportunities for 
collaboration and joint action, and to avoid 
overlap. 

 

4. Global Early Warning and Risk 
Assessment (GLEWS)  

A key component of GF-TADs, GLEWS was 
designed to allow quick sharing of information 
and assessing of health events of potential 
international concern. It relies on existing 
surveillance infrastructure, pooling data from a 
country’s various reporting systems. It also 
tracks rumours and disease alerts and, most 
recently, includes data on food safety and 
wildlife.  

 

5. Laboratory Mapping Tool  
This evaluation and capacity development tool 
is used to assess the functionality of veterinary 
laboratories in a country, identify areas for 
improvement and create strategic plans for 
development. 

 

6. Surveillance Evaluation Tool (SET)  
SET provides a framework for doing a 
standardized and comprehensive assessment 
of a country’s entire animal surveillance 
system’s capacity and performance. By 
evaluating different areas of a surveillance 
system (including communication, data 
management, institutional organization and 
epidemiology workforce), SET can help 
countries identify strengths and weaknesses in 
their system and develop improvement plans. 

 

7. The Crisis Management Centre–Animal 
Health (CMC-AH)  

The CMC-AH is FAO’s rapid response 
mechanism to animal disease emergencies. 
Since it was established in 2006, the centre has 
deployed 89 emergency missions to help 
veterinary services respond to disease 
emergencies across 45 countries. The centre 
also promotes the development of good 
emergency management practice (GEMP), 
hosting 28 GEMP workshops across 59 
countries since 2011. 
 

8. PVS Pathway 
OIE’s PVS Pathway for the sustainable 
improvement of veterinary services is an 
independent evaluation tool for countries to 
assess their compliance with OIE quality 

http://www.gf-tads.org/
http://www.glews.net/
http://www.fao.org/emergencies/how-we-work/prepare-and-respond/emc-ah/en/
http://www.oie.int/solidarity/pvs-pathway/
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standards and calculate the investment and 
legislative and technical reforms needed to 
improve. More than 140 countries have used 
the PVS Pathway to evaluate their animal 
health systems and establish an improvement 
plan. 
 

9. OIE-FAO Network of Expertise on 
Animal Influenza (OFFLU) 

OFFLU is a global scientific network that 
supports veterinary services reduce risks to 
animal and public health from animal influenza 
viruses. Through OFFLU, countries can access 
technical advice, training and veterinary 
expertise to support the prevention, diagnosis, 
surveillance and control of animal influenza.  
 
Members of the network exchange scientific 
data and biological materials (including virus 
strains) for analysis. They work together to 
highlight influenza research needs and 
promote their development. And they 
collaborate with the WHO influenza network 
on issues relating to the animal-human 
interface, including early preparation of human 
vaccines.  
 

Partner perspectives 
 
Reflecting on the US experience of the 
influenza (H1N1) pandemic in 2009, partners 
from CDC highlighted four lessons learnt in 
tackling pandemic influenza: 
1. Planning and practicing pays off. Robust 

preparedness activities during the years 
leading up to the 2009 pandemic—
including elevating novel influenza A to a 
notifiable disease, developing and 
distributing new diagnostics for it and 
practicing data collection, risk assessment 
and surveillance—ensured that the country 
was ready when the pandemic hit. 

2. Base response on existing routine 
systems. In 2009, CDC used routine viral, 
morbidity and mortality surveillance 
systems to monitor the H1N1 pandemic, 
but introduced small, well-rehearsed 
adjustments (such as a shift to daily 
reporting) to meet pandemic surveillance 
needs. 

Common challenges 
 
Reflecting on their experience of tackling 
influenza across different countries and 
contexts, speakers and participants identified 
the challenges they faced in effectively 
preventing, detecting and responding to 
outbreaks and emergencies. Some of the most 
common challenges cited are listed below. 
 
Resources and political will 

• Limited political will and manpower for 
preparedness planning. 

• Limited funds for laboratory investigation. 

• Shortage of isolation rooms during 
outbreaks. 

 
Coordination 

• Lack of coordination between sectors and 
across administrative levels. 

• Little infrastructure and appetite for 
sharing information. 

• Poor links between epidemiologic, 
laboratory and clinical data sources. 

• Unclear roles and responsibilities across 
authorities. 

 
Communications 

• Insufficient public communication on 
influenza. 

• Public panic and misunderstanding due to 
poor communication on influenza. 

• Lack of understanding about determinants 
of risk. 

• Lack of communication among influenza 
networks. 

 
Access to supplies and services 

• Insecure access to pandemic vaccines. 

• Shortages of reagents and consumables 
for laboratory testing and diagnosis during 
outbreaks. 

• Limited stocks of antivirals during 
outbreaks. 

• Overburdened laboratory services during 
outbreaks. 

• Stockpiling because of poor logistics and 
deployment. 

 

http://www.offlu.net/
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3. Consider, and plan for, data needs ahead 
of time. In the United States, the CDC 
thought about the questions that 
policymakers might ask during a pandemic. 
They established systems to answer these, 
including systems that could report and 
investigate individual cases at state level, 
and then display their results to enable 
quick analysis of the current situation and 
easy interpretation of trends and 
geographical spread. 
 

4. Communicate, communicate, 
communicate. During a pandemic, public 
perception and understanding is a key 
measure of the response’s success. 
Communicating with the public often, with 
both empathy and transparency, is 
important. 

 
Since 2009, many activities and initiatives have 
drawn on the lessons learnt—by CDC and 
others—to drive improvements across all 
sectors to ensure the world is better prepared 
to respond to the next pandemic when it 
comes.  
 
For example, CDC and partners have developed 
new response tools to strengthen risk and 
severity assessments, like the Influenza Risk 
Assessment Tool (IRAT), the Tool for Influenza 
Pandemic Risk Assessment or the Pandemic 
Severity Assessment Framework (PSAF). Most 
recently, the publication of new guidelines for 
non-pharmaceutical interventions aims to 
support community mitigation and slow 
transmission of a novel influenza virus in 
communities even before a vaccine is available 
(see Community mitigation guidelines in Part IV 
below).4 
 
Dr Joseph Bresee of CDC, drew attention to 
CDC’s efforts to strengthen readiness across 
four dimensions: pandemic planning, 
surveillance, diagnostics and vaccines (see 
Figure 8). 
 

  

                                                           
4 Qualls N, Levitt A, Kanade N, Wright-Jegede N, 
Dopson S, Biggerstaff M et al. Community 
Mitigation Guidelines to Prevent Pandemic 

Influenza - United States, 2017. MMWR Recomm 
Rep. 2017; 21:66. doi:10.15585/mmwr.rr6601a1.  

“Case-based reporting and 
investigation [during the 2009 
pandemic] allowed for rapid 
understanding of critical clinical 
and epidemiologic characteristics 
that then drove policy.” 
Dr Joseph Bresee, CDC, United States 

Figure 8.  Some example improvements in readiness, supported by CDC.   

https://www.cdc.gov/flu/pandemic-resources/national-strategy/risk-assessment.htm
https://www.cdc.gov/flu/pandemic-resources/national-strategy/risk-assessment.htm
http://www.who.int/influenza/areas_of_work/human_animal_interface/tipra/en/
http://www.who.int/influenza/areas_of_work/human_animal_interface/tipra/en/
https://www.cdc.gov/flu/pandemic-resources/national-strategy/severity-assessment-framework.html
https://www.cdc.gov/flu/pandemic-resources/national-strategy/severity-assessment-framework.html
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Collaboration counts 
Key messages from discussion  
 
For ten years, support for preparedness has 
been growing, but now is not the time for 
complacency. It was clear from both the 
presentations and the discussion that 
awareness of the risks of influenza has 
increased significantly over the past decade, 
resulting in considerable governmental support 
for both pandemic influenza preparedness and 
capacity building (influenza-specific and 
broader health security capacity building). But 
while much has been done to improve 
preparedness since 2009, significant gaps 
remain. These gaps can only be filled with joint 

commitment and action across all countries. 
 
Multisectoral collaboration within countries 
needs strengthening. Speakers made it equally 
clear that, following the 2009 H1N1 pandemic 
during which multisectoral collaboration 
proved its worth, such collaboration has been 
strengthened in low- and high-income 
countries alike. Nevertheless, many speakers 
stressed the need to enhance collaboration 
within countries even further, particularly 
among the different sectors responsible for 
human health, animal health and the 
environment.  
In both Indonesia and Myanmar, multisectoral 

collaborations that extend beyond the health 
sector have been critical in strengthening 
national laboratory capacity, developing 

national plans and ensuring country 
preparedness.  
 
Linking surveillance data across sectors can 
improve risk assessment for zoonotic 
influenza. Country representatives and 
partners alike emphasized the importance of 
linking, and jointly analysing, epidemiological 
and virological information from across the 
animal and public health sectors. To that end, 
FAO, OIE and WHO have developed a ‘four-way 
linking’ approach that connects surveillance 
and laboratory diagnosis data from the 
ministries of agriculture and health (see Figure 
7 above).  
 
Regional cooperation matters. Speakers 
emphasized the value of establishing clear 
structures for coordination and information 
sharing across sectors at a regional level, 
including representatives of the Economic 
Community of West African States, the West 
African Health Organisation and Africa CDC.  
 
Dr Aung described a new regional collaborative 
initiative called the Greater Mekong Health 
Security project, which sees governments of 

Cambodia, Lao PDR, Myanmar and Vietnam 
joining forces with the Asian Development 
Bank to strengthen regional and national 
health security systems for preventing and 
controlling emerging infectious diseases. The 
project will invest around US$12 million in 
activities to improve collaboration, strengthen 
national surveillance in the area and improve 
regional capacity to diagnose and manage 
infectious diseases.  
 

“Intensive enhanced surveillance 
using existing laboratory networks 
is very important to understand 
the situation and revise the 
response strategy to reflect real 
life.” 
Dr Le Quynh Mai, Vietnam 

 
“Global health security requires 
inclusion of different disciplines 
and sectors and adoption of 
holistic and multidisciplinary 
approaches such as One Health.” 
Dr Ahmed El Idrissi, FAO 

“Influenza is a global threat; the 
response requires a global 
consortium” 
Dr Joseph Bresee, CDC, United States 
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Risk communications is key. Many speakers 
also reiterated the need for countries to 
continue strengthening their risk 
communications. For example, establishing 
strong lines of communication with all 
stakeholders, including national, international 
and social media, was presented as one of the 
key strengths of Myanmar’s approach to the 
2017 seasonal influenza (H1N1) outbreak. This 
includes real-time sharing of information 
through government websites, press releases 
and interviews, and the Myanmar CDC  
In Thailand, risk communications have similarly 

been found essential in tackling influenza 
outbreaks. The need for diverse 
communications aimed at keeping the public 
informed and aware of influenza risk at all 
times during an emergency is embedded in all 
Thailand’s national strategies and plans for 
disaster preparedness. 
 
Countries need to make the most of existing 
infrastructure. Speakers and participants 
underscored the need to leverage existing 
resources and infrastructure to improve 
efficiencies during emergencies and enable a 
quicker response. That includes capitalizing on 
the momentum around the health security and 
influenza networks; it also includes making use 
of existing public and animal health systems 
and structures. For example, if a country has a 
well-established system for routine 
vaccination, it can use it to quickly scale up 
preventive measures in the event of a public 
health emergency. 
 

Reflecting on their experience during the 2009 
pandemic of influenza A(H1N1), speakers from 
the CDC described how existing surveillance 
systems can be quickly adjusted during a 
pandemic to inform a speedy and effective 
response. For example, shifting to more 
frequent mortality and clinical ILI reporting to 
compile more frequent influenza bulletins that 
can be used to inform decisions about policy 
and practice. 
 
Evidence and flexibility enable a more 
effective response. Several speakers spoke 
about the value of enhanced surveillance 
across human and animal populations in 
spotting an outbreak when it emerges; and in 
maintaining a thorough understanding of the 
outbreak as it unfolds. Using surveillance data 
to inform and tailor the response as it happens 
can make response activities more effective. 
But this relies on countries being able to 
maintain a flexible approach that can mobilize 
resources and implement interventions 
quickly.   

“Experiences in response to public 
health emergencies have 
highlighted the need to keep the 
people well informed of the 
situation and problems, and 
sufficiently educated.” 
Dr Anupong Sujariyakul, Thailand 
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Part III. A continuum of activities 
 

From evaluation to costed plan 
 

 
National influenza pandemic preparedness 
plans (NIPPPs) are an important component of 
national health security, but not the only one. 
As disease-specific plans, they can only go so 
far in ensuring countries have the IHR core 
capacities they need to detect, assess, notify 
and respond to any public health risk or 
emergency of national and international 
concern.  
 
That is, in part, why WHO advocates a One-
Health, all-hazards and whole-of-government 
approach to health security capacity 
development that stretches beyond pandemic 
influenza to include other infectious diseases, 

natural disasters and a broad range of public 
health hazards.  
 
Part of WHO’s approach includes promoting a 
national action plan for health security 
(NAPHS) partnerships to strengthen their One 
Health that addresses multiple preparedness 
priorities, including pandemic influenza.  
 

National action plan for health 
security (NAPHS)  
 

 
 
WHO supports countries to develop a costed 
NAPHS after they have completed a JEE, or 
similar self-assessment of health security. The 
process, which is country-led, includes 
representatives from multiple sectors working 
together to acknowledge, coordinate and 
collaborate on different areas of health 
security, define stakeholders’ roles and 
responsibilities, and consolidate the 
information into a single comprehensive 
national action plan.  
 
In practice, developing a NAPHS comprises a 
continuum of activities across four stages, 

Figure 9.  Regional distribution of completed NAPHS. 

About this session 
 
This session comprised four short 
presentations and a panel discussion followed 
by open discussion in plenary. Speakers from 
WHO and partners described approaches and 
tools available for planning national 
preparedness and action. Country 
representatives shared their experience in 
implementing these.  
 
Chair:  Dr Balla Jatta, Gambia Ministry of 
Health and Social Welfare 
 
Presenters:  Mr Ludy Suryantoro, WHO; Mr 
Gabriel Joseph, Namibia; Mr Abdoulie 
Camara, Gambia; Dr Richard Suu-Ire, Eco 
Health Alliance 
 
Panel discussants: Dr Almiro Rogerio Tivane, 
Mozambique; Dr Asim Altaf, Pakistan; Mr 
Ahmed Emano Mustefa, Ethiopia; Dr Souha 
Mrad Eb Bougatef, Tunisia. 
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ranging from assessing existing capacity and 
prioritizing action to costing activities, securing 
finance and monitoring progress (see Figure 
10). 
 
Tanzania was the first country to develop a 
NAPHS in this way, in 2016. Today (December 
2017), 13 countries have completed a NAPHS 
(see Figure 9). 
 

NAPHS in practice 
 
Participants at the Ghana meeting heard from 
representatives of two countries that have 
developed multisectoral national plans to 
strengthen health security: Gambia and 

Namibia. 
 

Gambia 
Gambia has long promoted a One Health 
approach to preparedness and response. As 
early as 2005, during the Avian influenza 
outbreak, Gambia gathered experts from 

different government ministries as well as 
national and international partners to consider 
how best to deal with the outbreak and stop 
any others from happening. 
 
Soon after the 2005 outbreak, the country 
established a multisectoral national taskforce 
for emergency preparedness and response 
beyond avian influenza. The taskforce was 
well-connected to national, regional and 
international organizations to ensure Gambia’s 
efforts align with regional and international 
policy and priorities. 
 
Today, the taskforce is complemented by the 
National Disaster Management Agency 

(NDMA), which coordinates all disaster-related 
preparedness and response in Gambia. 
Through the taskforce and NDMA, various 
multisectoral studies and assessments have 
helped the country prepare and respond to a 
diverse range of public health threats (see 
Figure 11). 

Figure 10.  In practice, developing a NAPHS comprises a continuum of activities. 
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Namibia 
In 2016, Namibia completed its JEE and 
distributed the results to all relevant 
stakeholders. In the past year, responding to 
the JEE findings, Namibia has begun developing 
its NAPHS.  
 
Representatives from 22 institutions—
including ministries of health, agriculture, 
environment, finance, urban and rural 
development, city authorities, universities and 
the office of the prime minister—have been 

involved in developing Namibia’s NAPHS.  A 
first full draft of the plan is already available.   
 
Early next year (2018), Namibia will share the 
final plan with WHO for feedback and then cost 
it, in time for final endorsement by parliament 
in April 2018. 
 
In parallel to developing its NAPHS, Namibia 
also established a National Institute of Public 
Health in 2017, working with different 
stakeholders to support peer-to-peer visits to 
other African nations for the institute. It has 
also launched a revamped district health 
information system that provides a single 
platform to capture and aggregate all health 
data. 
 
The JEE has driven other improvements too, 
including: 

• training of most ministries in 
mainstreaming disaster risk reduction and 
climate change adaptation into 
development planning; 

• establishing three isolation facilities near 
major ports of entry; and 

• using residents of field epidemiology and 
laboratory training programmes to help 
investigate outbreaks. 

 

Key messages from discussion 
 
There is a need for stronger multisectoral 
planning. JEEs conducted around the world 
reveal a widespread need for stronger 
multisectoral planning to ensure plans can be 
effectively implemented. This is where NAPHS 
can add real value: however good a NIPPP may 
be, it is necessarily still a disease-specific plan; 
NAPHS cover all hazards and involve building 
partnerships in a mutual and coordinated 
effort.  
 
Health security and influenza networks need 
support to work in concert. Participants 
underlined the importance of joint planning 
and action to all aspects of health security; and 
of the need for health security and influenza 
networks to leverage each other and work in 
concert. And yet there is a clear lack of 
effective national frameworks that can enable 

Figure 11.  Timeline of multisectoral plans 
developed by Gambia. 
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this sort of collaboration. That means stronger 
joint efforts are needed to develop and 
operationalize policies and best practices for 
countries to devise national action plans for 

both health security and pandemic influenza 
preparedness that are aligned and 
complementary.  

 

The environmental dimension 
Zoonotic infectious diseases have been an 
important concern to humankind for more 
than 10,000 years. Today, around two-thirds of 
the 1,500 or so diseases recognized in humans 
are zoonoses; 75% of all recently emerging 
infectious diseases are zoonoses.  
 
Wild birds, such as waterfowl and shorebirds, 
are natural reservoirs for all influenza type A 
viruses. Birds may be the original source for 
these viruses, but most emerging zoonoses 

result from a complex range of interrelated 
anthropogenic, genetic, ecologic, 
socioeconomic, and climatic factors that make 
them very difficult to predict or prevent. 
Biodiversity loss, climate change and other 
changes to ecosystems all serve to increase 
disease risks. 
 

Once they emerge, zoonoses can have a 
devastating effect, both social and financial 
(see Figure 12). For example, in 1999, when 
Nipah virus broke out in Malaysia, more than a 
million pigs were culled, 36,000 people lost 
their jobs, and the country suffered US$450 
million in economic losses. 
 
Participants at the Ghana meeting argued that 
the complex nature of zoonotic diseases 
reinforces the need for a One Health approach 

that embeds a strong environmental 
dimension into pandemic preparedness and 
serves to strengthen environmental health 
services to promote health security.  
 
To that end, supported by the World Bank, 
Ghana is developing a national assessment tool 
that focuses on the environmental dimensions 
of preparedness. The tool complements (and 

“The Ebola epidemic in West Africa is a 
stark reminder of the role animal 
reservoirs play in public health and 
reinforces the urgent need to globally 
operationalize a One Health approach.” 
Dr Richard Suu-Ire, Ghana 

Figure 12.  The socio-economic costs of zoonoses are severe and diverse. 
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links to) existing self-assessments such as the 
JEE and OIE PVS pathway. It is intended to 
facilitate links with key environmental 

stakeholders and to inform the development 
and costing of an integrated NAPHS.
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Part IV. Pandemic influenza in focus 

Shaping a global strategy for influenza  

 

Global approaches 
 
Historically, influenza pandemics have been 
the most feared PHEIC. These unpredictable 
but recurring events can have serious 
consequences for human health and economic 
well-being worldwide. Presenters in this 
session described three global initiatives that 
help countries prepare for, detect and prevent 
pandemic influenza. 
 

Global Influenza Surveillance and Response 
System (GISRS) 
For more than half a century, the world’s 
collective influenza virological surveillance has 
been carried out through GISRS.  
 
Established in 1952, GISRS comprises diverse 
collaborators across 114 countries, including 
national and regional epidemiological 
laboratories, regulatory agencies, veterinary 
institutions, academia and vaccine 
manufacturers. Together, these collaborators 
provide an active global system of influenza 
surveillance, preparedness and response. 

 
GISRS activities fall into three categories: 

• Detect. GISRS provides year-round 
surveillance of seasonal, pandemic and 
zoonotic influenza, collecting and testing 
specimens and monitoring virus evolution. 
It also supports virus sharing, publishes 
weekly surveillance reports and supports 
capacity-building activities in LMICs.  

• Respond. GISRS provides risk assessments 
and recommendations in key areas 
including laboratory diagnostics, 
surveillance strategies, vaccines and 
antivirals.  

• Advance. GISRS guides global research and 
works to promote new tools and 
technologies for virus monitoring and 
assessment, as well as next-generation 
vaccines and other treatments to combat 
influenza. 

 
 

 

About this session 
 
In this session, WHO and partners described 
three global initiatives to tackle pandemic 
influenza. WHO then presented the new 
global influenza strategy and participants 
were invited to feed back on the strategy’s 
goals, objectives and deliverables; and to help 
shape its future development. 
 
Chair:  Dr Pretty Multihartina Djoko Sasono, 
Indonesia Ministry of Health 
 
Presenters:  Dr Wenqing Zhang, WHO; Mrs 
Claudia Nannei, WHO; Dr Joseph Bresee, US 
CDC 
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The GAP Sustainability Checklist 
In 2006, WHO and partners developed a ten-
year comprehensive strategy to reduce the 
global shortage of, and inequitable access to, 
influenza vaccines (for both seasonal epidemics 
and pandemic influenza).  
 
The strategy, called the Global Action Plan for 
Influenza Vaccines (GAP) aimed to ensure 
immunization for 70% of the global population 
(the equivalent of around 10 billion doses of 
vaccines). It had three objectives: 
1. Increase evidence-based seasonal vaccine 

use 
2. Expand vaccine production and regulatory 

capacity  
3. Research and development for better 

vaccines 
 
Under the second objective, the GAP 
established a technology transfer initiative 

through which 14 countries were given funds 
and technical support to establish influenza 
vaccine manufacturers. Over the past 
decade, six of these countries have licensed 
locally produced influenza vaccines, of which 
three are now prequalified by WHO. Other 
countries are making progress towards this 
goal.  
 
To establish whether this increased capacity is 
sustainable, WHO and partners assessed the 
environment around local vaccine production 
and identified all the different elements that 
might challenge its sustainability, summarizing 
their results in a ‘sustainability checklist’. 
 
The sustainability checklist covers five key 
areas:  

• Policy environment and healthcare 
(including both health and other policies) 

• Surveillance system and influenza-specific 
evidence 

• Production development, manufacturing 
and procurement 

• Product approval and regulation 

• Communication for influenza vaccination 
 
The checklist is not a prescriptive list; nor is it a 
tool for measuring performance or collecting 
data. Rather, it is offered to governments and 
other in-country stakeholders as a device for 
sparking discussion and facilitating dialogue 
around the sustainability of local vaccine 
production. It is designed to complement the 
JEE and add value to countries’ consideration 
of health security. 
 

Partnership for Influenza Vaccine 
Introduction (PIVI) 
PIVI is a public-private initiative through which 
The Task Force for Global Health works with 
CDC, national health ministries, corporate 
partners and others to: 

• promote sustainable, routine, seasonal 
influenza vaccination in LMICs; and 

• build the immunization infrastructure, 
capacity and vaccine delivery systems 
required for future influenza pandemics 
and other infectious disease epidemics. 
 

Figure 13. GISRS in 2017  
(Source: WHO. GISRS Global Influenza Surveillance & 
Response System. Geneva: World Health 
Organization; 2017.) 

https://www.taskforce.org/
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In practice, PIVI country partners lead national 
efforts by developing influenza vaccine policy 
and implementing vaccination programmes. 
Contributing partners provide vaccines, 
shipping, supplies and financial support. And 
technical collaborators support evaluation and 
provide technical advice and support. 
 
Since 2012, PIVI has provided more than three 
million doses of influenza vaccine to eight 
partner countries,5 effectively reducing the 
disease burden in these nations. It has also 
helped partner countries identify and engage 
target groups, monitor vaccination uptake, and 

evaluate vaccine safety and effectiveness, as 
well as supporting sustainability planning to 
ensure long-term benefits. 
 
Despite the progress, some challenges remain. 
Perceptions of influenza illness and vaccine 
safety remain a major hurdle to vaccination. 
Cost of vaccines and competing public health 
priorities are often also a barrier. And the lack 
of established programmes targeting key risk 
groups poses an ongoing challenge in many 
partner countries. 
 

 

Key messages from discussion 
 
Seasonal influenza is a killer. Every year, 
seasonal influenza causes millions of severe 
illnesses and hundreds of thousands of deaths 
around the world. Children, pregnant women, 
the elderly and health workers are among the 
most vulnerable, especially in LMICs. And yet 
the incidence of disease and deaths remains 
poorly understood in these countries. 
 
The lack of seasonal vaccination programmes 
threatens pandemic response. The 2009 H1N1 
pandemic proved that countries that do not 
have the infrastructure or capacity for seasonal 
influenza vaccination cannot rapidly deploy 
influenza vaccines during a pandemic. In 2009, 
affected countries without vaccination 
programmes had to establish regulatory 
pathways, legal liability agreements, national 
vaccine policies and distribution systems. All 
this extra preparatory work slowed down the 
deployment of vaccines. It also often led to low 
levels of acceptance of the vaccine. 
 
Vaccines need greater consideration in 
preparedness. Influenza is vaccine-
preventable. But vaccine coverage is low, and 
vaccine efficacy and effectiveness remains 
suboptimal. Several speakers emphasized the 
need to give vaccines greater consideration in 
NIPPPs, and not simply in terms of producing 

                                                           
5 PIVI partner countries: Albania, Armenia, 
Kyrgyzstan, Lao PDR, Moldova, Mongolia, Morocco, 
Nicaragua and Republic of Georgia. 

and deploying vaccines as part of the response 
to a pandemic. Of course, this poses significant 

challenges, not least that our collective 
knowledge on influenza viruses is still limited 
and countermeasures such as vaccines can only 
be developed after, instead of before, virus 
evolution. 
  
National influenza pandemic preparedness is 
fragmented. There are many different 
templates, checklists and frameworks available 
to support national efforts to prepare for 
pandemic influenza. The number of 
preparedeness support tools available 
increases further if you consider those 
designed for other public health threats. Some 
speakers argued for greater harmonization 
across these different tools to support a more 
coherent approach to preparedness that can 
bridge pandemic influenza preparedness and 
global health security. This might include, for 
example, embedding a pandemic influenza 
preparedness specialist in JEE teams. 
 

“Donors of vaccines may favour 
countries with proven records of strong 
vaccine programmes.” 
Dr Joseph Bresee, CDC, United States 
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A new global influenza strategy 
 
Following the close of the GAP, and building on 
lessons learnt over the past decade’s 
experience in tackling influenza pandemics, 
WHO and partners are developing a new global 
influenza strategy to be launched at the end of 
2018. 
 
The new strategy, which extends over the next 
ten years and is global in scope, has been 
designed to fulfil the vision of a world where 
WHO and its partners work together to reduce 
the disease burden and societal impact of 
seasonal, zoonotic and pandemic influenza. 
 
It is intended to complement existing global 
efforts, with links to IHR, global health security, 
universal health coverage and other tripartite 
strategies to build capacity for all hazards 
preparedness. 
 
The new global influenza strategy articulates 
three goals and nine strategic objectives (see 
Table 1). It is built on three key principles:  
1. Global collaboration is essential for 

prevention and control of influenza. 
2. Seasonal influenza is central to influenza 

surveillance, preparedness and response. 
3. Effective vaccines are the cornerstone of 

mitigation of impact of influenza. 
 
Implementing the strategy rests on three 
pillars of action at national, regional and global 
levels:  

1. Expand prevention and control policies and 
programmes 

2. Strengthen preparedness for health 
emergencies 

3. Intensify research and innovation 
 
The Ghana meeting served as a forum for 
consultation on the latest draft of the new 
global influenza strategy. 
 
Participants were asked to consider each goal 
and strategic objective in turn and to: 

• comment on its applicability in the evolving 
global context,  

• highlight potential opportunities or 
obstacles to implementation, and  

• identify any gaps in content. 
 
Participants were also invited to comment on 
the proposed plan for developing the strategy, 
which includes a year-long process of 
consultation and refinement, both within WHO 
and with partners and stakeholders. 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 GOAL STRATEGIC OBJECTIVE 

SE
A

SO
N

A
L 

 

 
Mitigate the disease 
burden and societal 
impact of seasonal 
influenza especially in 
vulnerable populations 
 

1.1. Strengthen the global system GISRS with quality 
virological and epidemiologic surveillance in place 
globally and surveillance output guiding response timely   

 
1.2. Build and implement evidence-based immunization and 

treatment policies, especially in LMIC 
 
1.3. Promote research and innovation for improved seasonal 

vaccines 
 

1 

Table 1. Draft Global Influenza Strategy presented to participants at the Ghana meeting  
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ZO
O

N
O

TI
C

 

Reduce the risk of 
zoonotic influenza to 
decrease the risk of 
pandemic influenza 

2.1. Improve influenza surveillance at the animal-human 
interface for rapid risk assessment and response 

 
2.2. Increase country pandemic preparedness through IHR 

and GHS capacity building for rapid detection and 
response  

 

2.3. Promote research to elucidate factors contributing to 
efficient and sustained H-2-H transmission of viruses 
circulating in non-human hosts  

 

P
A

N
D

EM
IC

 

Reduce the disease and 
societal impact of 
pandemic influenza 

3.1. Develop or update country-level pandemic plans and 
build capacity towards readiness 

 
3.2. Reduce bottlenecks in the production, delivery and 

acceptance of pandemic vaccines to ensure timely, 
affordable and equitable vaccine access   

 

3.3. Promote research, development and licensure of 
lifesaving vaccines and treatments for pandemic 
influenza 

 

  

2 

3 
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Strategy feedback 
Using a World Café format, participants at the 
Ghana meeting reviewed the draft global 
influenza strategy to comment on its strategic 
objectives and milestones. Key messages to 
emerge from the discussion are summarized 
below. 
 

Goal 1. Seasonal influenza 
 
Additional objectives are needed to promote 
local seasonal flu vaccine development, 
production, availability and uptake in LMICs, 
and to promote disease burden studies and 
cost-effective interventions to inform decision 
making. 
 
Research and development needs to extend 
beyond vaccines to encompass diagnostics and 
treatments. Non-pharmaceutical interventions 
should also be considered. 
 
The surveillance objective should emphasize 
the need for harmonized and coordinated (as 
well as quality) epidemiological and laboratory 
data.  
 

Goal 2.  Zoonotic influenza 
 
Overall, this goal needs to better reflect One 
Health concept and principles. It is important 
not to lose sight of influenza-specific needs in 
focusing on IHR and global health security. It is 
also important to consider the role of public-
private partnerships in defining the interface 
and support for response. 
 
The surveillance objective needs to specify the 
need for community-level surveillance, ensure 
that environment and wildlife are included and 
clearly define the components of the ‘animal-
human interface’. 
 
The preparedness objective should promote 
intersectoral collaboration, involve all key 
stakeholders and clarify the terms of reference 
for rapid response. 
 

The research objective needs to promote virus 
sharing, ensure that all stakeholders are 
included and consider the ethical and 
biosecurity implications of dual-use 
experiments. 
 
A further objective may be needed on risk 
mitigation strategies. 
 

Goal 3. Pandemic influenza 
 
Overall, this goal needs to ensure the societal 
impact is also considered in non-medical terms 
(economic, education, manufacturing).   
 
After development, preparedness plans need 
to be tested; they must also be regularly 
reviewed and refined to reflect lessons learnt. 
They must be supported with a robust 
financing mechanism, including contingency 
funds. 
 
Vaccine production and delivery are different 
activities and need to be acknowledged as 
such. Production is typically a regional or global 
function; delivery is typically a national one. 
 
Public-private partnerships have a role in 
promoting research and development.  
 
Further objectives may be needed to promote 
risk communication plans and to improve 
awareness of the disease among different 
stakeholder groups.  
 

Other feedback 
 
The strategy’s deliverables have some notable 
gaps: deliverables for partners, deliverables for 
improved influenza diagnostics (especially 
point-of-care diagnostics), and deliverables for 
non-pharmaceutical interventions. 
 
In developing the global strategy, WHO and 
partners must ensure robust consultation with 
all stakeholders in both high- and low-income 
countries. 
 

http://www.theworldcafe.com/key-concepts-resources/world-cafe-method/
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Consideration needs to be given to how the 
strategy will secure Member State buy in and 

commitment, how it will be implemented and 
how progress will be measured.

 

Influenza preparedness: from strategy to practice 

 

Community mitigation 
guidelines 
 
When a novel influenza virus with pandemic 
potential emerges, the absence of an effective 
vaccine or medical treatment makes non-
pharmaceutical interventions (NPIs) critical in 
minimizing transmission of the virus. Also 
known as community mitigation measures, 
NPIs are actions that individuals and 
communities can take to slow the spread of 
infections, including seasonal and pandemic 
influenza. They include, for example, hand 
washing, self-quarantine and the use of 
individual face masks as well as school closures 
and social distancing. 
 
In 2017, the CDC published a set of community 
mitigation guidelines to provide evidence-
based recommendations on the use of NPIs in 

                                                           
6 CDC. Community Mitigation Guidelines to Prevent 
Pandemic Influenza — 
United States, 2017. MMWR Recomm Rep. 2017; 
66:1 

mitigating the effects of pandemic influenza.6 
Drafted in consultation with federal agencies, 
public health officials, business and education 
partners and external stakeholders over two 
years, the 2017 guidelines update and expand 
the US 2007 strategy for community 
mitigation.  
 
The new guidelines explain why NPIs should be 
used during a flu pandemic, summarize key 
lessons learned from the 2009 H1N1 pandemic 
response, describe new pandemic planning and 
assessment tools, and provide the latest 
scientific findings on the use of NPIs. 
 
They group NPIs into two categories: those 
that are recommended at all times, and those 
that should be reserved for pandemics. Specific 
recommendations will vary depending on an 
initial assessment of the potential impact of 
the pandemic at hand, which is evaluated using 
the Pandemic Severity Assessment Framework. 
 
To help public health departments and 
community institutes, such as schools and 
workplaces, put the updated guidelines into 
action and prepare for pandemics effectively, 
CDC has ‘translated’ the guidelines into a series 
of plain-English NPI planning guides and 
pandemic flu checklists. At the same time, it 
runs an online training course on NPIs for 
public health professionals. CDC has also 
published a range of communications and 
educational materials for the general public to 
promote the use of NPIs in different 
community settings. 
 

WHO PIRM Guidance 
 

(www.cdc.gov/mmwr/volumes/66/rr/pdfs/rr6601.p
df, accessed 30 October 2018). 

About this session 
 
In this session, WHO and partners presented 
some of the most recent pandemic influenza 
preparedness guidelines and tools. 
Participants broke into small groups to feed 
into the WHO’s latest documentation 
outlining the essential steps in pandemic 
preparedness planning. 
 
Chair:  Dr Ibrahim Alkassoum Salifou, Nigeria 
Ministry of Public Health 
 
Presenters:  Dr Wenqing Zhang, WHO; Dr 
Amra Uzicanin, US CDC. 
 

https://www.cdc.gov/mmwr/volumes/66/rr/pdfs/rr6601.pdf
https://www.cdc.gov/mmwr/volumes/66/rr/pdfs/rr6601.pdf
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In May 2017, WHO published its guide to 
Pandemic Influenza Risk Management (PIRM)7 
as a tool to support advance planning and 
preparedness. The guide, which updates and 
replaces the organization’s 2009 guidance, 
incorporates lessons learnt during the 2009 
H1N1 pandemic. 
 
The PIRM guide promotes an all-hazards 
approach to emergency risk management for 
health, which aims to:  

• strengthen capacities to manage the health 
risks from all hazards; 

• embed comprehensive emergency risk 
management in the health sector; and 

• enable and promote multisectoral links and 
integration across the whole of 
government and whole of society. 

 
It introduces a risk-based approach to 
managing pandemic influenza that separates 
global phasing (to describe the spread of 
emerging influenza viruses) from national 
action (to manage influenza risks). So, the 
PIRM guidance encourages countries to 
develop flexible plans that use their own 
national risk assessments to inform 
management decisions for the benefit of their 
specific situation and needs. 
 

WHO tools in development 
 
To support the PIRM guide, and help turn 
strategy into practice, WHO is also developing 
four key tools for influenza pandemic 
preparedness planning.  
 

1. Checklist for action and capacity8 
This checklist for pandemic influenza risk and 
impact management highlights important 
pandemic preparedness planning actions and 

                                                           
7 WHO. Pandemic Influenza Risk Management. 
Geneva: World Health Organization; 2017 
(www.who.int/influenza/preparedness/pandemic/i
nfluenza_risk_management_update2017, accessed 
30 October 2018). 
8 WHO. A checklist for pandemic influenza risk and 
impact management. Geneva: World Health 
Organization; 2018 
(www.who.int/influenza/preparedness/pandemic/i

capacity requirements that countries should 
consider when developing or revising NIPPPs. 
 
Designed to help countries implement the 
PIRM framework, this checklist emphasizes 
multisectoral and multidisciplinary approaches, 
and advocates for national response plans that 
are tailored to a country’s own experience, 
resources and vulnerabilities.  
It also serves as an important bridge between 
pandemic influenza preparedness and global 
health security. It draws direct links between 
pandemic planning activities and IHR core 
capacity requirements, integrating the 
essential capacities needed to manage 
pandemic influenza with the core capacities 
required to manage broader health security 
threats. 
 

2. Essential steps in planning9 
This document is intended to complement the 
checklist above and ensure that when 
countries develop or update an influenza 
pandemic preparedness plan, they set clear 
objectives and follow a robust process. 
 
Participants at the Ghana meeting were 
presented with a draft version of this process-
focused document and invited to comment on 
it and suggest ways to improve it (see 
‘Essential steps in planning’ below). 
 

3. Using simulations to validate plans10 
This practical guide, which is yet to be 
developed, will offer countries advice on how 
to use simulation exercises to validate their 
influenza pandemic preparedness plans. 
 
The guide will set out how to select, plan, 
conduct and evaluate simulation exercises 
specific to pandemic influenza; and how to use 

nfluenza_risk_management_checklist_2018, 
accessed 30 October 2018) 
9 WHO. Essential steps for developing or updating 
national pandemic influenza preparedness plans. 
Draft document. 
10 WHO. A practical guide for developing and 
conducting simulation exercises to validate 
pandemic influenza preparedness plans. Draft 
document. 

http://www.who.int/influenza/preparedness/pandemic/influenza_risk_management_update2017
http://www.who.int/influenza/preparedness/pandemic/influenza_risk_management_update2017
http://www.who.int/influenza/preparedness/pandemic/influenza_risk_management_checklist_2018
http://www.who.int/influenza/preparedness/pandemic/influenza_risk_management_checklist_2018
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the outcomes of these exercises to review and 
improve pandemic plans. 
   

4. An interactive M&E tool11 
This web-based platform, which was launched 
in early 2017, hosts a database of public 

NIPPPs. Users can search the database by 
country, region, JEE status and year of plan 
development.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Essential steps in planning 
At the Ghana meeting, participants broke into 
groups to consider the essential steps in 
pandemic preparedness planning. They 
reviewed the draft text for a WHO practical 
guide for use by national authorities and others 
involved in developing or updating a national 
pandemic preparedness plan.  
 
Participants were invited to comment on the 
draft guide and to propose changes to the text. 
Following the meeting, WHO revised the guide 
according to participants’ inputs; it was 
published in 2018. 

                                                           
11 WHO. National Plans for Pandemic Preparedness 
and Risk Management. Geneva: SPH; 2017 
(https://extranet.who.int/sph/influenza-plan, 
accessed 30 October 2018). 
12 WHO. Essential steps for developing or updating 
national pandemic influenza preparedness plans. 

 
The ‘Essential steps’ guide12 splits the process 
of preparedness planning into three phases 
and, for each, identifies clear objectives, sets 
out the steps and tasks required to achieve 
these and highlights key considerations. 
 
The Ghana meeting participants largely agreed 
with the phasing and the steps as they were 
articulated in the draft guide. Most of their 
feedback focused on ensuring the list of tasks 
needed to complete each step was complete, 

Geneva: World Health Organization; 2018 
(www.who.int/influenza/preparedness/pandemic/e
ssential_steps_influenza, accessed 31 October 
2018). 

https://extranet.who.int/sph/influenza-plan
http://apps.who.int/iris/bitstream/handle/10665/272253/WHO-WHE-IHM-GIP-2018.1-eng.pdf?ua=1
http://www.who.int/influenza/preparedness/pandemic/essential_steps_influenza
http://www.who.int/influenza/preparedness/pandemic/essential_steps_influenza
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and on fine-tuning the advice given on how to 
carry them out (under ‘considerations’). 

  

Figure 14.  Essential steps in pandemic preparedness planning 
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Part V. Linking worlds 

Connecting the dots between influenza pandemic 
preparedness and health security 
 

 

The need for alignment 
 
The Ghana meeting provided a forum for 
dialogue between different stakeholders—
countries, partners, donors and experts—to 
identify synergies across pandemic influenza 
and health security, and to set out their 
respective roles, functions and responsibilities.  
 
Participants agreed that by aligning key 
priorities between national health security and 
influenza pandemic preparedness planning, 
countries will be in the best position to build 
strategic partnerships and policies for both.  
 
Experience shows that outbreaks can be 
effective catalysts for stronger cross-border 
and inter-regional collaboration. But forging 
formal and informal collaborations before an 
emergency actually happens is undoubtedly 
preferable.  
 

To that end, the Ghana meeting served as a 
strategic cross-walk between two actionable 

country plans. Participants agreed both are 
critical, but both can be improved by working 
together.  
 
 

Exploring the links 
 
After watching a short film presenting an 
outbreak scenario in a fictional country, 
meeting participants split into groups and 
considered different dimensions of the link 
between pandemic influenza preparedness and 
global health security (see Figure 15). A 
summary of their discussions is presented 
below. (For a full list of the questions 
considered by meeting participants, and their 
summary answers, see Annex 1).  

  

About this session 
 
In this session, participants broke into small 
groups to consider the links between 
pandemic influenza preparedness and health 
security; and to identify collaboration and 
coordination mechanisms that can link 
national plans for both. 
 
Chair:  Mr Hilary Njenge, WHO Ghana 
 
 

Figure 15.  Different dimensions to the links between 
influenza pandemic preparedness and health security 
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Crossing the animal-human divide  
All groups were asked to consider how to 
strengthen collaboration between animal and 
human health sectors in the context of 
pandemic preparedness and health security. 
 
Participants recommended: 

• Establish a multisectoral team with regular 
trainings, coordination meetings and high-
level engagement. 

• Implement joint surveillance in real time 
with interoperable communication and 
reporting systems. 

• Open channels of communication and 
develop a single platform for sharing 
information with each other and with key 
stakeholders on both sides. 

• Assemble joint rapid response teams that 
include both field epidemiologists and 
laboratory technicians. 

• Engage stakeholders in joint activities, 
including building partnerships with the 
private sector and involving communities. 

• Develop a joint risk communication 
strategy and action plan. 

 
One group of participants pointed to specific 
actions that should be taken before, during and 
after an outbreak (see Table 2). 
 
Table 2. Actions to strengthen collaboration 
between animal and human health sectors  
 

Before 
outbreak  

• Assemble a taskforce with 
members from both 
sectors,  

• Joint communication plan 

• Link disease reporting 
systems  

• Regular stakeholder 
dialogue 

During 
outbreak 
 

• Activate a joint emergency 
operation centre 

• Hold weekly media 
briefings 

• Continue coordination 
meetings and joint 
communications  

After 
outbreak 
 

• Continue coordination 
meetings and joint 
communications 

• Talk to stakeholders  

 

Sharing information  
Tools and techniques recommended to 
promote better information sharing among 
animal and human health sectors include: 

• A standard operating protocol 

• Incentives for event reporting  

• Linked disease reporting systems 

• Joint tools for data gathering 

• Joint public awareness materials 
 
Participants were clear that information 
sharing across animal and human health needs 
to also include stakeholders from ministries of 
forestry, wildlife and interior affairs, law 
enforcement agencies, industry associations 
and civil society organizations. 
 

Linking plans  
At a country level, to ensure that NIPPPs build 
on and make best use of the outcomes of JEEs 
and NAPHS, participants said countries could: 

• Include the gaps identified through JEE and 
NAPHS processes in the NIPPP. 

• Use the NIPPP as a guide to cost the NAPHS 
and find sources of funding. 

• Build in community mitigation measures. 

• Carry out research. 
 
At a global level, participants identified aspects 
of the global influenza strategy with direct links 
to health security plans, which they 
categorized as prevent, detect and respond 
(see Table 3). 
 
 
 
Table 3. Overlaps between global influenza 
strategy and health security 
 

Prevent 
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Surveillance 
Biosafety and biosecurity 
Information sharing 
Contingency funds 
Prepositioning procurement 

Detect 
Early surveillance 
Regulatory compliance 
Laboratory systems 
Information sharing 

Respond 
Reporting rules 
Containment and controls 
Training 

 

Whole of government approach 
When asked how different sectors can work 
together more closely and share information 
more quickly and effectively to promote a 
whole of government approach to pandemic 
preparedness and health security, participants 
suggested that the first step would be to build 
a common understanding of the links between 
the country’s NIPPP and IHR. 
 
Following that, various tools can be used to 
promote closer working relationships across all 
sectors involved, including: 

• an active coordination mechanism; 

• an electronic information-sharing platform; 

• regular meetings; 

• joint investigations; and 

• legal frameworks. 
 
The coordination mechanism should ideally 
comprise a high-level, multisectoral, 
centralized, authoritative, and accountable 
committee that includes representatives from 
all relevant sectors, health and non-health.  
 
Participants suggested that this coordination 
committee could be supported by a subset of 
technical working groups (for example, on 
surveillance, case management and logistics) 
as well as an M&E and feedback mechanism. 

 

Tackling all hazards 
In thinking about linking the different national 
emergency preparedness plans, participants 
noted some key differences between them. 
The NAPHS, for example, is primarily a 
development plan. National multi-hazard plans 
are primarily preparedness plans. NIPPPs tend 
to be response plans. 
 
These varying focuses can make linking the 
plans a challenge. Linking an NIPPP with an 
NAPHS will be extra tricky if influenza is not 
listed as a priority disease under the NAPHS. 
 
Incorporating the NIPPP or multi-hazard plan 
as an annex to the NAPHS may be one way 
round the problem and a step towards 
stronger alignment. 
 
Other factors that need to be considered when 
moving between disease-specific plans and 
multi-hazard ones include: 

• how to identify and notify stakeholders; 

• how to leverage existing systems for 
specific events; and 

• how to lead, coordinate and mobilize 
resources across competing priorities 

 

Strategic partnership for health security 
Participants identified several mechanisms that 
could be used to support multisectoral 
collaboration and coordination in NIPPPs. 
These include: 

• Memoranda of understanding for 
integrated data sharing.  

• Dedicated rapid response teams. 

• Decision-making deputies. 

• Joint media plans and risk communication 
strategies. 

• Community leader participation. 

• Joint simulation exercises. 
 

When asked to consider specific support 
mechanisms that the tripartite could offer 
countries, participants suggested technical and 
financial support as well as tools and templates 
for doing pre-planning assessments and for 
linking a NIPPP with a NAPHS. These tools 
might include: 

• Simulation exercises 

• After action reviews 
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• Trainings 

• Rapid response investigations 
 

Participants also emphasized the value of the 
tripartite’s ongoing efforts to engage with 
stakeholders at country level and to galvanize 
commitment and ownership within nations. 
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Part VI. Looking ahead 

Next steps 
 

 
The meeting participants in Ghana were united 
by a shared desire to protect the health and 
wellbeing of all by strengthening health 
security. Recognizing the value of closer 
collaboration, they established a set of five 
guiding principles for doing so; and made ten 
recommendations for what countries and WHO 
should do next to strengthen national 
preparedness for both pandemic influenza and 
health security more broadly.  
 

Guiding principles 
 

1. Coordination is critical. Influenza 
pandemics are inevitable; and in today’s 
increasingly interconnected world, 
coordinating our collective preparedness 
and response to them is vital. Just as global 
health security depends on all nations 
playing their part, so pandemic influenza 
preparedness depends on the 
contributions of all relevant stakeholders. 
Coordinating an effective, comprehensive 
approach to health emergency 
preparedness at local, national, regional, 
and global levels requires effective 
collaboration between health security and 
influenza networks.  

 
2. Collaboration beats competition. Within 

governments, and across the spectrum of 
health security, competition for resources 
can lead to a duplication of efforts and an 

overlap of roles among stakeholders; it can 
also act as a disincentive to cooperate. 
Collaboration not only ensures a more 
effective future response, it also allows for 
a more efficient use of resources.   

 
3. Whole-of-government models work best. 

The best model available for developing 
national health emergency and influenza 
preparedness is the harmonized national 
health security plan, which incorporates an 
influenza pandemic preparedness plan, 
built using a whole-of-government 
coordination structure.  

 
4. Joint preparedness exercises keep 

collaborations strong. Strong 
collaborations are a function of more than 
memoranda of understanding. They 
require regular refinement and renewal 
through joint simulation exercises that 
build and maintain institutional capacity to 
mount an effective joint response.  

 
5. Strategic partnerships serve countries 

well. Strategic partnerships between 
national health security and influenza 
networks, forged with a strong One Health 
approach, are critical in furthering 
countries efforts to respond to influenza 
and enhance health security preparedness.  

 
 
 

Recommendations 
 

In all cases, participants recommended that 
pandemic preparedness should follow the 
general principles of preparedness planning 
and should be linked with emergency 
management systems or mechanisms. They 
also stressed that it should aim to strengthen 
existing systems rather than develop new ones. 
 

About this session 
 
In this final session of the meeting, 
participants returned to plenary where 
WHO representatives summarized key 
messages from the meeting and outlined 
next steps. 
 
Co-chairs:  Dr Wenqing Zhang, WHO; Dr 
Stella Chungong, WHO. 
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Participants at the Ghana meeting made six 
specific recommendations for countries, as 
outlined in Table 4 below. 
 
 
Table 4. Recommendations to countries 

 
 RECOMMENDATION TO COUNTRIES NOTES 

1 Develop a national strategic framework for 
multisectoral collaboration.  
 
Base it on the common goal of better alignment of 
plans (which is also in line with the IHR (2005) 
principles). 
 

Multisectoral collaboration and partnership are 
critical to advance global pandemic influenza 
preparedness and health security; and to 
strengthen the health systems that enable countries 
to prevent, detect and respond to existing and 
emerging health threats.  

2 Take a holistic approach in developing your 
national health emergency preparedness.  
 
This means including all relevant strategic and 
operational partners in key activities (such as 
doing research, assessing risks, sharing 
information, implementing actions, monitoring 
and evaluating progress and mobilizing 
resources). It also means building capacity with a 
One Health approach, and addressing any gaps 
identified from national plan testing, JEE, OIE-PVS 
evaluations and after action reviews. 
 

As biodiversity shrinks and ever more animal and 
human diseases emerge from wildlife, the need for 
effective wildlife surveillance and research is now 
widely recognized. Countries need a strong One 
Health approach if they are to effectively detect, 
prevent, and respond to public health risks at the 
interface between humans, animals, and 
ecosystems. That includes sectors working together 
to investigate and track potential emerging viral 
strains in animal populations through monitoring 
and biosecurity. 

3 Take immediate action to ensure up-to-date 
plans.  
 
This includes developing (or reviewing and refining) 
national influenza pandemic preparedness plans 
(or the relevant component in a broader 
preparedness plan) to reflect relevant global 
guidance. 
 

In drawing up preparedness plans, countries should 
take due consideration of the global guidance 
developed by WHO (for example, the Pandemic 
Influenza Risk Management Framework, pandemic 
preparedness checklist and essential steps) and 
relevant guidance from FAO and OIE. 

4 Develop a long-term plan to test, review and 
periodically update your preparedness plans. 
 
This includes actions to ensure that NIPPPs reflect 
the latest experience and expertise.  
 

In a field that is constantly evolving, preparedness 
plans need regular review and refinement to ensure 
they reflect the current global landscape, draw on 
the latest tools and technologies, and address real 
situations (such as seasonal or zoonotic influenza 
response). 
 

5 Think about how to enable optimal collaboration 
before, during, and after public health 
emergencies. 
 
This includes potentially reviewing, harmonizing, 
updating and testing existing plans, procedures and 
tools for health security and pandemic influenza 
preparedness.  
 

Harmonizing the many templates, checklists and 
frameworks available for national preparedness 
work is important to avoid duplication. Risk 
communications and public awareness are also 
important to ensure community and media 
engagement. 
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6 Use global coordination and monitoring 
mechanisms to boost availability of vaccines. 
 
This includes bringing diverse stakeholders 
(including vaccine manufacturers) together to plan 
for and respond to public health threats.  
 

Vaccines help stop the transmission of influenza and 
must be systematically considered in national 
preparedness plans (not only in terms of 
deployment during response). This ‘vaccine 
response’ must recognize the complexity of vaccine 
manufacturing and delivery.  

 
In addition to recommendations to countries, 
participants at the Ghana meeting also made 
four specific recommendations to WHO and 
partners, urging them to: 
 

1. Support countries to build a national 
framework for multisectoral 
collaboration and partnership. Such a 
framework should include pandemic 
influenza preparedness. WHO and 
partners should further advocate the 
connection between health security and 
influenza: influenza serves as a model 
pathogen for strengthening global health 
security. They should also establish a 
high-level forum or mechanism to 
support national frameworks that 
includes all relevant sectors and the IHR 
national focal points. 

 
2. Develop strategies for transforming 

plans into actual capacities and actions. 

This includes supporting their 
implementation, taking into consideration 
the real risks from seasonal influenza 
epidemics, zoonotic outbreaks and other 
emerging situations in countries.  
 

3. Continue to support countries to test 
and update their plans. This includes 
supporting countries to revise or develop 
their NIPPP; and to leverage the 
development of a costed NAPH to better 
align their post-JEE national action plan 
with their NIPPP. 
 

4. Invest in public health research 
capacities within the region to find new 
solutions and innovations (including 
diagnostics and therapies) that can 
enhance countries’ preparedness for 
preventing, detecting and responding to a 
new strain of influenza. 
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Annex 1. Linking worlds feedback 
Questions considered by participants during 
the breakout session to explore links between 
influenza pandemic preparedness plans and 
health security (see Part V Linking Worlds 
above). 
 
All groups were asked the same first question: 
 
Q1. What are the key strategies/approaches 
for strengthening the collaboration between 
animal and human health sectors in the 
context of pandemic influenza preparedness 
and health security? 
 
Pre-outbreak: 

• Assemble a multisector task force including 
all stakeholders in both animal and human 
health with regular coordination meetings 

• Develop an effective communication plan 
between animal and human health sectors 

• Link animal and human health data by 
linking the disease reporting systems 

• Put in place a public awareness strategy 
and implement it 

• Have a platform for regular stakeholder 
dialogue 

• Regular meetings with the Vice President 
on progress of the work done by the 
taskforce  

Outbreak: 

• Activate Emergency Operation Centre 

• Weekly media briefing  

• Continue with coordination meetings 

• Continue with public Education and 
Awareness  

Post Outbreak: 

• Continue Public Awareness 

• Continue with Weekly Media briefing 

• Continue with Co-ordination meeting 

• Continue with Stakeholder dialogue  
 

• One Health strategy: Rotating sharing 
between animal and human health sectors. 

• Include wildlife/environmental  

• Rapid Response Teams (field and lab) 

• Community involvement  

• Single platform for information sharing and 
dissemination  

• Legal and policy direction 

• Identify champions  
 

•  All hazards preparedness plan (emergency 
preparedness plans for infectious hazards): 
consider actions along the prevention, 
preparedness, response and recovery 
continuum  

• A coordinated national approach to animal 
disease emergency preparedness planning: 
strategy for compensation of farmers 

• Open communication channels and engage 
with NPGL to create mutual trust 

• Engage and enhance partnerships with all 
relevant sectors including the private 
sector 

• Risk communication strategy 
 

• High-level multisectoral working group  

• Activate multisectoral EOC with clear TORs 

• Implement real time surveillance in both 
human and animal sectors with 
interoperable and interconnected 
communication and reporting systems 

• Risk communication 
 

• One Health platform: High-level 
engagement and regular meetings during 
planning  

• Multisectoral dedicated team with mid-
term monitoring and regular trainings and 
meetings 

• Multisectoral plan 

• National level commitment on resources 
provision for One Health platform 

• Data sharing among sectors 
 

Group 1. Information sharing 
animal-human health 
 
Q2. How should information be best shared 
between the animal health and human health 
sector to facilitate pandemic influenza 
preparedness and health security? 
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• Develop tools for gathering and sharing 
information between the animal health 
sector and human health sector  
o Linking animal and human health data 

by linking the disease reporting 
systems 

• Develop an SOP on how information 
should be shared between the two sectors 

• Put in place event reporting incentives for 
livestock farmers 

• Create public awareness and education 
 
Q3. Which stakeholders beyond the health 
sector need to be involved in an 
agreement/strategy for disease control across 
the animal- and human health sectors? 
 

• Poultry Farmers Association 

• Ministry of Agriculture 

• Ministry of Forestry and Wildlife 

• Law enforcement Agencies 

• Civil Society organizations like National 
Patriotic Front of Global Land 

• Ministry of Interior Affairs 

 

Group 2. Updating the 
pandemic influenza 
preparedness to strengthen 
health security 
 
Q2. What should be the key considerations of 
the Global Influenza Strategy related to Health 
Security? 
 
Prevent 

• Surveillance 

• Biosafety and biosecurity measures 

• Information sharing 

• Contingency funds 

• Prepositioning for procurement vaccine 
and medicines  

• Procedures for fast track – licensing – 
emergency guidelines for distributions – 
cold chain and administration  

• Use seasonal vaccine strategy and 
implementation as guide  

Detect 

• Early detect – Surveillance  

• Regulatory compliance (MOUs- import 
permits – MTAs) 

• Laboratory systems (speed, kits, training 
etc) 

• Information sharing  
Response 

• Agreements rules for immediate report 
and report to global community 

• Containment / movement control 

• Training 

• Search capacity in all sectors 

• Compensation? Value? 
 
Q3. Describe what could be the steps taken by 
countries to develop or update NIPPPs 
leveraging the outcomes of JEE and NAPHS? 
 

• Include gaps identified in JEE and NAPHS  

• Use pandemic plan as guide for NAPHS  
o Costing of plans 
o Funding sources (world bank 

emergency funds, MOF early 
agreements)  

• Establish EOCs or strengthen by integration 
of operational plans from all sectors  

• Community mitigation (community 
engagement and awareness) 

• Research (impact of human migration and 
social practices on virus transmission and 
pathogenicity) 

 

Group 3: Coordination for whole 
government approach 
 
Q2. How can different sectors work together 
closely and share information timely to 
integrate pandemic influenza preparedness 
and in IHR?  

 

• Understand the link between pandemic 
influenza preparedness plan and IHR 

• Activate and operationalize One Health 
mechanism 

• Create an electronic platform for 
information sharing (PW protected) 

• Regular meetings (frequency of meetings 
depends on the epidemiological situation) 

• Create formal mechanisms for information 
sharing and joint investigation 
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• Legal framework for allowing sectors to 
work together 

 
 Q3. What coordination mechanism need to be 
established or leveraged for an effective and 
sustainable collaboration between IHR and 
pandemic influenza preparedness? 
 

• A high-level, multisectoral, centralized, 
authoritative, and accountable 
coordinating committee composed of all 
relevant sectors including health and on 
health sectors, the IHR focal point 

• Establish/activate technical working groups 
(surveillance and lab; response and case 
management; communication, logistics 
HR/FR, etc) 

• Promote evidence-based research to 
better understand the underlying factors 
and root causes 

• Establish a M&E and feedback mechanism 
 

Group 4: Multi-sectoral 
Collaboration 
 
Q2. What is important to consider when 
moving from a disease specific action plan to a 
multi-hazard action plan? 
 
 Identification notification of key 

stakeholders 
 Existing systems and how to leverage them 

for specific events 
 Strong leadership, coordination and 

resource mobilization mechanisms 
 
Q3. What are the key issues and challenges in 
linking NIPPPs and NAPHS?  
 
 Flu may not be a priority disease in the 

NAPHS 
 NAPHS is a development plan, Multi-

Hazard Plan in general is a preparedness 
plan while PIP is a response plan 

 
Q4. How can alignment be ensured / 
implemented for national framework for 
multisectoral collaboration that feed into 
NIPPP and NAPHS? 
 

 Use NIPPP and multi-hazard plan as annex 
to NAPHs 

 

Group 5: Strategic Partnership 
for Health Security 
 
Q2. What would be a good mechanism to 
ensure multi-sectorial collaboration and 
coordination in NIPPPs?  
 
• Integrate data sharing MOUs between 

sectors 
• Dedicated rapid response team  
• Identify deputies in the high-level 

committee and empower them to make 
decisions  

• Committed communication strategies 
between ministries  

•  Engage community leaders during 
planning and outbreaks response 

• Conduct simulation exercises to test plans 
• Establish media strategy or plan for risk 

communication 
 
Q3. Describe from countries’ or partners’ 
perspectives how WHO, FAO, OIE could 
support countries to link NIPPPs and NAPHS? 
 
• Technical and financial assistance to 

members states 
• Support countries to conduct assessment 

for plans 
• Develop framework plans to link the 

Influenza plan with NAPHS 
• On-going engagement at country level  
• Country ownership and commitment 

needed for all member states 
 
Q4. How can WHO, FAO, OIE support countries 
to meet their targets for both pandemic 
influenza preparedness and health security? 

 
• Simulation exercises  
• After action review 
• Trainings 
• Bring on-board UNICEF 
• Support member states in rapid response 

investigations 
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