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Stroke

Lung Disease

Coronary Heart Disease
Lung Cancers

Influenza and Pneumonia
Suicide

Liver Disease

Liver Cancer

44,241(21.2%)
26,976(13.0%)
25917(12.4%)

12,755( 6.1%)
12,490(6.0%)
9,790(4.7%)
6,121( 2.9%)

4,819 (2.3%_)

Kidney Disease 4,276

Hypertension 4,215

Diabetes Mellitus 4,062
Colon-Rectum Cancers 3,837
Stomach Cancer 3,279

Other Injuries 2714
Road Traffic Accidents 2,602

ol

0 10,000 20,000 30,000 40,000 50,000
=: WHO 2014 update

. . 12 12
A= http://www.worldlifeexpectancy.com/country-health-profile/north-korea
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. Communicable, maternal, neonatal, and nutritional diseases
' Non-communicable diseases

Injuries
2005 ranking 2015 ranking

Low back & neck pain Low back & neck pain

Sense organ dizeazes Sensze organ dizeazes

Iron-deficiency anemia -—— Skin dizeazes
Skin dizeazes B *a Iron-deficiency anemia

o

Deprezsive dizorders Deprezsive dizorders

Other musculoskeletal

Other rusculozkeletal

Diabetes Diabetes
Anxiety dizorders COPD
Migraine Anxiety disorders
COPD Migraine

Leading causes of YLDs in 2015 and percent change, 2005-2015

% change 2003-2013
7.8%
15.0%
-1.2%
-19.7%
5.6%
4.3%
20.0%
23.6%
1.1%
1.0%
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humanitarian assistance

A X(development assistance]
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Xt=: Zellweger Kethi (2005), North Korea: Development Cooperation in the Context of a

Changing Environment.
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Ownership
(Partner countries)

Alignhment
(Donors - Partner)

Harmonisatio
(Donors - Donors)

set the
agenda

Aligni_ng Using
With | partners’
partners systems
agenda
Establishin .
v Simplifying | Sharing
common : :
arrangements| Procedures information




2) ILSX Z =M : UN Country Program Process

CCA UNDAF Country programs/projects

Information Gathering

3 -5 Priorities
¢ for UN development

UN Agency 1
Country
Programme

Assessment co-operation

l Outcome

Identify Challenges

l UNDAF Non-UN

Partner
Contributions

Qutcome 1

Analysis

—> Cause 1
UN Agency 2
Country

UNDAF Programme

—> Cause 2

Short list
challenges for
development co-operation

Xt=: UN, Common Country Assessment and UN Development Assistance Framework, July 2004

UN Agency 1
Country
Programme
Output 1

UN Agency 1
Country
Programme
Output 2

UN Agency 2
Country
Programme
Output

UN Agency 3
Project
Outcomes
and Outputs




UNDAF RESULTS MATRIX

« INDICATORS, BASELINE, TARGET

. Monitoring and .
MEANS OF VERIFICATION evaluatigon Analysis

» RISKS AND ASSUMPTIONS

 ROLE OF PARTNERS

Prioritizing
development

Designing country
programs and
projects challenges

Clarifying expected
results and the role
of different actors
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4. Relief, Rehabilitation and Development: LRRD

=21 22(Relief]

9|5, =+![(Recovery,
Rehabilitation)

JiZ(Development)
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Xt=: Julia Steets, “Donor Strategies for Addressing the Transition Gap and Linking Humanitarian
and Development Assistance
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QY% Food and Agriculture Organization

of the United Nations

i@ World Health
% Organization
+ ( International Federation

of Red Cross and Red Crescent Societies

(_ he Global SIon@PurInershm i
\)investing in our future unlceT ‘éx_f\_;!f UNAIDS

To Fight AIDS, Tuberculosis and Malaria

QGAVI

g@ INTERNATIONAL
S VACCINE INSTITUTE

ALLIANCE &EAST'WEST CENTER

COLLABORATION ¢+ EXPERTISE + LEADERSHIP SINCE 1960

{""\E International
L 1Y Labour @ IPPF s

federation

Organization




@ Cluster approach

1= X|2l
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Children)

He]
SR AL RpA I
(IFRC)Y
faLar|T
B, 714 gla) (UNHCR
SH OIS
(UMICEF)

of ME? XA+

=74 UN OCHA

24



E‘éﬁéf‘é'ﬂﬁEhE ‘“’”*ALS

GO0EIHERLTH UALITY GENCTER GLERN WHTER
AR WELL-BENG ECRIGATION EI]I_IJ.I_IT'I ARE EARITATION
REDUCED 1 mm: 2 RESPONSELE
] INEQUALITIES
E mmmm

J.HF'IIF

PEACE. JUSTICE
ANDSTRONG FOR THE GRALS
INSTITUTICNS

v |®

13 icton 14 woww [ 10 wine

SUET AINABLE
DEVELOPMENT

16 &
- GOALS

Olre | &




T8 1HNIQF LRRD &2 8=

1) WHOC 58] 2|4 HHOIT &H M= 2014- 2019

Prevent and control of NCDs.

Address women’s and children’s health to reduce vulnerability and promote
disaster risk reduction.

Prevent and control communicable diseases.
Strengthen health systems to improve service delivery.

Ensure WHO country presence to support sustainable national health
development.



Child Outcomes —

Inadequate Food

Immediate Causes —»
Intake

Vulnerability to Food
Insecurity

Underlying Causes —

Root Causes — Climate Change

F) M4E A

nx
0
A
o
[I:(]

lliness and Disease

Gaps in Availability of
Resources for
the Social Services

Availability of
Resources

=49 JIE = UNICEF

Maternal, Neonatal and Child Mortality, Poor Health and Nutrition Status
and Learning Achievement

Gaps in Access to
Improved Sanitation
and Quality Education

Knowledge, Attitudes,
and Practices of
Gender [nequality

Customs & Traditions

u 56%, HZO| R A| A 54%, §X|& 50%, & 38%



3) LRRD E S 42 B20|8 y=

@ Rehabilitation Development 2 Sustainability

I
. Need-based Governance system :
Governance and Sustainable Human
. EHSHA Hol=l S ELl Effectiveness WA Development (UNDP,1997]
HE5Z2F AL A E A ‘
59| Network of Administrators » Empowerment
- Cooperation

Equitu
- 7|=8 L5t0 et W qEEIL?:’:‘ %‘?ﬁ Sustainability
(Bossert, 1990) - Security

Good governance is, among other things, participatory,
transparent and accountable. It is also effective and

equitable. And it promotes the rule of law. Good

governance ensures that political, social and economic

priorities are based on broad consensus in society
and that the voices of the poorest and the most
vulnerable are heard in decision-making over the

allocation of development resources.
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-wide , Sector -wide approach
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4) LRRD E IS it OtAl

@ List of CRS Purpose Codes

DAC 5 CRS DESCRIPTION
CODE CODE

110 EDUCATION

120 HEALTH

121 Health, general

12110 Health policy and administrative management
12181 Medical education/training
12182 Medical research
12191 Medical services

122 Basic health
12220 Basic health care
12230 Basic health infrastructure
12240 Basic nutrition
12250 Infectious disease control
12261 Health education
12262 Malaria control
12263 Tuberculosis control
12281 Health personnel development



DAC 5
CODE

130

List of CRS Purpose Codes

CRS DESCRIPTION
CODE

POPULATION POLICIES/PROGRAMMES AND
REPRODUCTIVE HEALTH
13010 Population policy and administrative management
13020 Reproductive health care
13030 Family planning
13040 STD control including HIV/AIDS

13081 Personnel development for population and reproductive
health

33



DAC 5
CODE

140

321

CRS
CODE

14010

14015
14020
14021
14022
14030
14031
14032
14040
14050
14081

List of CRS Purpose Codes

DESCRIPTION

WATER AND SANITATION
Water sector policy and administrative management

Water resources conservation (including data collection)
Water supply and sanitation - large systems

Water supply - large systems

Sanitation - large systems

Basic drinking water supply and basic sanitation

Basic drinking water supply

Basic sanitation

River basins’ development

Waste management / disposal

Education and training in water supply and sanitation

INDUSTRY

32168 Pharmaceutical production

34



DAC 5
CODE

700
720

730

740

CRS
CODE

72010
72040
72050
73010

74010

List of CRS Purpose Codes

DESCRIPTION

HUMANITARIAN AID

Emergency Response

Material relief assistance and services

Emergency food aid

Relief co-ordination; protection and support services
Reconstruction relief and rehabilitation
Reconstruction relief and rehabilitation

Disaster prevention and preparedness

Disaster prevention and preparedness

= X: www.oecd.org/dac/stats/crs/directives

35
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HISTORY OF EID*
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TECHNICAL BACKGROUND

*emerging infectious disease
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SARS

VEW, YORKPOS @12

NEW SARS CRISIS

13303

The cost of deadly




EMERGING INFECTIOUS DISEASES

HIV
>30 million deaths

2014-16

Ebola
Zika

D.I AHN
Nature Reviewes | lmmunaoloav



EPIDEMIOLOGICAL MODEL

INFECTIOUS DISEASE

MICROBIAL AGENT HUMAN HOST

ENVIRONMENT

(external to the host)




D.I AHN

ANIMAL TO ANIMAL

ANIMAL TO HUMAN

HUMAN TO HUMAN

PANDEMIC

HOST SHIFTING

Spillover host
(severe infection and
high mortality)

Coronavirus

Nature Reviews | Immunology
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WHD PANDEMIC PHASE DESCR IPTIONS AND MAIN ACTIONS BY PHASE

PANDEMIC PHASES S oo WS e ey

OF PANDEMIC COUNTRIES COUNTRIES
PHASE 1 Mo animal influenza virus
WHO cinculating among animals has
been reporied to cawse infection
in humans.
PHASE 2 An animal influenza virus
g:ﬁrﬁmf antﬁmf&ﬁg Froducing, implementing, exerciing,
. : o - and harmonizing national pandemic
Uncertain infeciion in lumans and is influenza preparedness and response
therefore considered a specific olans with national emergency
poteniial pandermic threat. pre pared ness and response plans.
PHASE 3 An animal or human-animal
influenza reassortant virus has
caused sporadic cases oramall
clusters of disease in people, but
has not resulted in human-to-human
transmission sufficient to sustain
PANDEMIC INFLUENZA PHASES (2009) community-level outbreaks.
PHASE 4 Human-to-human transmission of
- an animal or human-animal : Readiness for
hgﬂ:;hm influenza reassortant virus able to cmtpé?r?rﬁ ent pandemic
sustain community-level outbreaks ' response.
PANDEMIC
PHASE 5 The same identiied virus has caused
POST PEAK High to sustained community-evel _
POST certain outbreaks in at least two countries Panderm-:ch
in one WHO region. response: ea _
n PANDEMIC country fo e
- - imminent
im plement actions
PHASE 6 In addition to the criteria defined in as called for in their response.
TIME Pandemic in Phasze 5, the same virus has caused national plans.
T ‘ T progress sustained communitydevel outhreaks
in at least one other country in
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PANDEMIC PHASES
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PANDEMIC PHASES

WHO

PANDEMIC INFLUENZA PHASES (2009)
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TRANSMISSION / CONTACT TRACING

Generation of transmission

Index case First Second Third

Nigeria
July-October)

Senegal
(August-October) .

Mali Case 1
October-January)

Mali Case 2 '
(October-January)

[l One case
— | rANSMISSION



SUPER-SPREADING OF SARS

METROPOLE HOTEL IN HONGKONG

Chain of Transmission Among Guests at Hotel M — Hong Kong, 2003

2 close contacts

Guanagdon 4 family
P;ov?nce . members T 10 HCWs
China

United
States

-
-)

-] 0 e
.........

Vietnam

HCW . 37 HCWs

Unknown
. number
HCW close contacts

e

4
“ * Health-care workers,
N Al guests excepts G and K stayed on the 9% floor of the hotel, Guest G stayed on the 14" floor,
“ and Guest K stayed on the 1™ floor.
3 5Guests L and M (spouses) were not at Hotel M during the same time as index Guest A but
were at the hotel during the same times as Guests G, H, and |, who were il during this period.
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MERS IN KOREA

FIGURE 2

Simplified transmission diagram illustrating the superspreading events associated with Cases 1, 14, 16 and fourth-
generation infections of MERS-CoV, South Korea, 11 May-19 June 2015 (n = 166)

Hospital D

Hospital N

Primary case

N

4
%%/

Pl

2nd generation 3rd generation 4th generation

16



MERS IN KOREA

Distribution of transmission of Middle East respiratory syndrome coronavirus

clusters and suspected super spreader in South Korea (20 May to 12 June, 2015).
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Disease Case Fatality Rates

Average s of infected who die

Sk
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AIDS @Q’
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B5% Bird Flu

&%

Tubercolosis
45 5%,

<
Bubonic Plague
5%
@
Swine Flu
0.5%
.
Malaria
0.3%

Seasonal Flu

0.1%**

source; Worldwide figures from World Health Organisation, COC, Guardian David McCandless /7 v1.2 // Sep 09
*estimated from secondary sources £/ ** based on US figuras InformationlsBeautitul_nel
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INTERNATIONAL HEALTH REGULATION

IHR (Dr Kavita Yadav)

What are International Health Regulations

(116{)? Why néw IHR
¢ The International Health Regulations (IHR) are an » — 1995--Ebola virus outbreak in Central Africa captures global

international legal instrument that is binding on 194 countries

, , attention; WHA calls upon WHO Director-General to overhaul the
across the globe, including all member states of the World

Health Organization (WHO). IHR
O The United States 1s one of these member states. * The recent increase 1n trade and tourism.
* IHR are intended to: » — 2003--SARS spreads from China to 25 other countries via air

O help prevent the spread of disease across borders travel

O outline the minimum requirements for functional public health system that
allows countries to quickly detect and respond to disease outbreaks in their * — 2005--WHA adopts the revised International Health

SUNMBNDAS Regulations (2005)



NOTIFICATION & COMMUNICATION FLOW

IHR

—i

/

-

Events detected by national surveillance system or reported by
media or any non-governmental organization

e
/UNUSUAI. DISEASES\
» Smallpox v

» Human influenzae
(new subtype)

» Wild poliovirus

» Severe acute

| respiratory syndrome ,

/ Any event

of potential
internation
al public
health

concern

*|s there significant risk of travel or trade restriction?

\

*|s the public health impact of the event serious?

*|s the event unusual or unexpected?
*Is there significant risk of international spread?

ﬂxuown EPIDEMIC \

PRONE DISEASES
»Cholera

»Pneumonic plague v/
»Viral haemorrhagic
fevers(ebola,las\z?)
»Yellow fever

»West Nile fever
»Other locally or

regionally important
\ diseases /

| If yes to any two of these questions l

=

National IHR focal point to notify WHO

v/

1969 IHR



Make sure surwillance
systems and laboratories can
detect potential threats

The IHR require that
all countries can:

, Dl

!

-
Y

We share a responsibliity to protect our worid from outbreaks of Infectious diseases and
other health threats. The goal of the IHR is to stop events in their tracks before they
become international emergencies.

Scurce: Report %o the Uroctor Goneral of +e Rowew Comevtice on S
Futdiahiong Nationd Pubdic Heelih Capactes et oo THR ligdsmeeddion, Nererenbse 7004

b4
1 N Second Ldcnzons for CDC :’

FRAMEWORK

IHR

Determine whether

Advise

an event constitutes a : .
WHO Director-General &=
PHEIC and |

recommend measures

AL LA RE L L L RRL L ERL L)

WHO IHR

Lontact Points

-00rcinats

AR L LA l‘

Recelve, assess and
respond to events

|

notified

National IHR Focal Points (NFPs)

Consult with or notify O

WHO Of any events that N at'ona' I | "{ * Important role in implementation of IHR
. » The national centre for communications with WHO:
mav Cons“tUte 4 pHElc an' POlnTc' © On a 24/7 basis (by telephone, fax, email)
© NOT an individual person
* To notify PHEIC to WHO

* To respond to requests for verification of information of such
events.

» Support field investigations, provide early diagnosis and provide
technical guidance to states for timely and effective response to
PHEIC

» Co-ordination with state units and WHO

Detect, assess, and report
urgent or unexpectecdevents £




PHEIC: PUBLIC HEALTH EMERGENCY OF INTERNATIONAL CONCERN
IHR

- Travel ban (Canada

* An extraordinary EUblic
during SARS, Brazil health event Wth

olympic) » constitutes a public health
risk to other countries

through international spread
of disease

» potentially requires a
coordinated international
response

National emergency

declaration
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Global |

GHSA - a global accelerator

A Health Security effort launched

in February, 2014.

Brings together about 50
countries and key international

organizations + NG Stakeholders

Transcends borders in the fight
against biological health threats

A five-year IHR and PVS
accelerator

Agenda

GHSA

GLOBAL HEALTH SECURITY AGENDA

.........................................................................................................................................................................................................

The 11 GHSA Action Package Targets cover 3 areas:

&

PREVENT

wold 1‘.;|..

GlOb«ﬂ HMealth
rity Agenda

 11ACTION PACKAGES:

&

DETECT

gpldemics threatls early

RESPOND

rapidly and effectively
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Images courtesy of
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GHSA & IHR

Overlap Between GHSA and IHR

1: National legislation, policy P-3: National Biosafety and

and financing Biosecurity System GHSA IHR

Biosafety & Biosecurity
Capacity Building

8: Laboratories

¢ Prevent AMR
¢ Vaccination Programs
* Nosocomial infection

® Legislation, Policy &
Financing
® Risk communication

control ¢ Coordination and NFP
3: Surveillance P-2: Zoonotic Disease ¢ Regional Communication
biosurveillance hubs * Pointsof En
6: Risk Communication D-1: National Lab Syst . WARAE oints of kntry
Disease Surveillance, I = AL AL * Sample sharing ® Food Safety

¢ Novel diagnostics
¢ Sharing medical

countermeasures and
Zoonotic Events D-5: Workforce Development personnel

Detection, Diagnosis, and 7: Human Resources D-2/3: Surveillance Systems

- ® Chemical Events
Reporting

8: Laboratories D-4: Disease Reporting * Radiological Emergencies

Cooperative Research

NO OVERLAP

Milken Institute School THE GEORGE

ot Public Health WASHINGTON
UNIVERSITY
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APSED

ASIA PACIFIC STRATEGY FOR EMERGING DISEASE

WHO 2010

Vision
An Asia Pacific region prepared to mitigate the risk and impact of emerging
diseases and other public heaith emergencies through collective responsibility
for public health security.

Goal
To build sustainable national and regional capacities and partnerships to ensure
public health security through preparedness planning, prevention, early detection
and rapid response to emerging diseases and other public health emergendies.

uemm: Strengthen e:iy ‘Strengthen ,.:u Stleugdten‘ " sustainable
detection response

effective partnerships
preparedness

Focus Areas

Surveillance, Risk Assessment
and Response
Laboratories
Infection Prevention
and Control
Risk Communi ations
Public Health Emergency
Preparedness
Regional Preparedness, Alert
and Response
Monitoring and Evaluation

27
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APSED

FOCUS AREA 1: FOCUS AREA 6:

Surveillance, Risk Assessment and Response Public Health Emergency Preparedness

e Sensitive and timely surveillance
systems can trigger early alerts
and rapid response to minimize
the impact of a potential
outbreak.

e Comprehensive plans and well-
prepared systems can reduce the
negative health, social and
economic impacts of public
health emergencies

e Key components

i @

— Event-based surveillance Key components .

_ _ — Public health emergency planning
— Indicator-based surveillance — National IHR Focal Point functions

— Risk assessment capacity — Points of entry preparedness

— Rapid response capacity ~ Response |ogistics

— Clinical case management

— Field epidemiology training

29
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EBOLA - SYSTEM FAILURE

Figure 1: Estimated gap in numbers of doctors, nurses and midwives in
Liberia, Sierra Leone, Guinea and Guinea-Bissau

40,000

35,000

37,059

ALMOST NO SYSTEM 30,000
25,000

19,611

TO BE UTILISED 20.000 - # Doctors gap

B Nurse/midwife gap

BY DISESE SPECIFIC PROGRAM 15,000

9,593

10,000

5,889

g

5,000 -~ ] od

Liberia SL Guinea GB total

1,966

652

Mote: Estimates by Oxfam, based on the WHO minimum standard of 2.3 doctors, nurses and
midwives per 1,000 persons. See Annex 1 for calculations.
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Foreword

The Asia Pacific Strategy for Emerging Diseases (APSED) was developed in 2005 to meet
the challenges of emerging diseases that pose serious threats to regional and global
health security. It provided a common framework to strengthen national and regional
capacities to manage emerging diseases, improve pandemic preparedness and comply
with the core capacity requirements of the International Health Regulations (2005).

Implementation of APSED over the past five years in the 11 countries that comprise the
WHO South-East Asia Region and 37 countries and areas that make up the WHO Western
Pacific Region provided important lessons in pandemic response and demonstrated
the need to further strengthen public health emergency preparedness and improve
monitoring and evaluation.

The Asia Pacific Technical Advisory Group on Emerging Infectious Diseases, at its fourth
annual meeting in July 2009, reviewed the significant achievements obtained in the five
priority areas identified in the original strategy: surveillance and response; laboratory;
zoonoses; infection control; and risk communications. The Technical Advisory Group
recommended that APSED be updated to enhance the gains already achieved in the
original five priority areas and use the achievements as a foundation to address a
wider range of acute public health threats.

The recommendation of the Technical Advisory Group led to a series of intensive country-
level assessments and discussions, as well as a biregional consultation that brought
together regional and global experts, along with public health officials from various
Member States. Those assessments and consultations led to a draft APSED (2010) in
which three new focus areas have been added: public health emergency preparedness;
regional preparedness, alert and response; and monitoring and evaluation. The draft
APSED (2010) was reviewed and endorsed by the Technical Advisory Group at its fifth
annual meeting in July 2010.

The development of the original APSED in 2005 was greatly influenced by several events
in the Asia Pacific Region, including the emergence of severe acute respiratory syndrome
(SARS) and avian influenza A(H5N1), and also by the adoption of the International
Health Regulations (2005).

Since that time, the Asia Pacific region has experienced an increasing number of threats
to public health, including the establishment of avian influenza as an endemic disease
in some areas, the onset and subsequent global spread of pandemic influenza (HIN1)
2009, and a large number of other acute events with significant public health impact.

FOREWORD 5



The past five years have also led to a greater appreciation of the need to acknowledge
and strengthen links among agencies responsible for confronting acute public health
threats. These include animal health authorities, departments concerned with the
response to humanitarian emergencies, and those tasked with food, chemical and
radiological safety. APSED (2010) aims to establish stronger links among these related
public health programmes, thereby ensuring a joint approach to preparedness and
response to all public health emergencies.

We all recognize that regional and global public health security cannot be achieved
without strong mechanisms for international cooperation. One of the great successes
of APSED and its alignment with the International Health Regulations (2005) has been
the ability to draw together a wide range of partners, including Member States, donors,
multilateral organizations and technical agencies. By engaging with all partners in this
way and working towards a common vision, we also build regional solidarity, resilience
and self-reliance.

We continue this journey in the aftermath of pandemic influenza (H1N1) 2009, which
although not as severe as initially feared, tested public health and health care systems,
revealing strengths and weaknesses but also providing opportunities to learn lessons
and to improve our preparedness for future pandemic threats.

We certainly will continue to face new challenges as we move forward. But we can
do so knowing that a strong foundation has been established, and that, thanks to the
updated Asia Pacific Strategy for Emerging Diseases, we have a clear direction for the
future.

SQMZL %aéajclg/

Samlee Plianbangchang, M.D., Dr.P.H. Shin Young-soo, M.D., Ph.D.
Regional Director Regional Director
South-East Asia Region Western Pacific Region



Executive Summary

In recent years, the Asia Pacific region has been an epicentre for emerging diseases,
resulting in significant impacts on health, social and economic development. Protecting
the region from acute public health threats is, therefore, a top priority. The Asia
Pacific Strategy for Emerging Diseases (APSED) was launched in 2005 as a common
strategic framework for countries and areas of the region to strengthen their capacity
to manage and respond to emerging disease threats, including influenza pandemics. In
June 2007, the revised International Health Regulations (2005), known as IHR (2005),
entered into force, calling upon countries and the World Health Organization (WHO) to
strengthen their core capacities to detect, report and respond to acute public health
events in order to build a global public health defence system. APSED serves as a road
map to guide all countries in the region towards meeting the IHR (2005) core capacity
requirements, thus ensuring regional and global health security.

Over the past five years, considerable progress has been made in the development and
strengthening of the required core capacities. Incorporating recommendations from
Member States and learning from experiences in implementing the original Asia Pacific
Strategy for Emerging Diseases, which was jointly developed by the WHO South-East
Asia Region and the WHO Western Pacific Region, as well as the response to pandemic
influenza (H1N1) 2009, an updated strategy, APSED (2010), has been developed. APSED
(2010) will be implemented by building on the achievements of the original APSED,
while recognizing variations in existing capacity levels across countries. It is intended
that APSED (2010) will further support progress towards meeting IHR (2005) obligations
and consolidate gains already made in establishing collective regional public health
security. While APSED (2010) continues to focus on emerging diseases, it also seeks
to maximize the benefits already achieved by widening its scope to include other
acute public health threats and by identifying additional areas of synergy and special
situations to which the Strategy can make important contributions.

APSED (2010) has expanded its scope to include eight “focus areas”:
(1) surveillance, risk assessment and response;
(2) laboratories;
(3) zoonoses;
(4) infection prevention and control;
(5) risk communications;

(6) public health emergency preparedness;
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(7) regional preparedness, alert and response; and

(8) monitoring and evaluation.

Focus areas 1 to 6 concentrate on national and local capacity-building, focus area 7
addresses WHO regional capacity, and focus area 8 covers both national and regional
monitoring and evaluation of APSED (2010) implementation.

While APSED (2010) is a common framework for all countries and areas, the individual
situation and context in each of the 48 countries and areas of the Asia Pacific region
must be considered when implementing the Strategy. This will require countries to
develop individual APSED implementation plans to suit their own context and needs.

The intended audience for APSED (2010) is expected to be ministries of health, agencies
working on emerging diseases in animal health sectors, food safety authorities and
departments concerned with the management of other public health emergencies.
Development agencies, donors and other partners are also strongly encouraged to
use this framework to prioritize support to countries and thus maximize efficient use
of resources.

In considering how APSED (2010) will be implemented, the collective and coordinated
actions of Member States, technical experts, WHO and partners will be essential in
ensuring that the goals and objectives are achieved. A multisectoral approach is most
likely to enhance coordination, collaboration and harmonization among multiple
national and regional stakeholders. It is of critical importance that capacity-building
is supported by sustainable financing mechanisms and adequate human resources.
Thus, countries and partners will be requested to develop and support a strategic
approach to mobilizing the necessary resources to implement the Strategy at country
and regional levels.

In order to ensure effective coordination and oversight of the Strategy, it is expected
that the Asia Pacific Technical Advisory Group (TAG) on Emerging Diseases will continue
to function. The TAG will be the key mechanism for provision of technical advice on
the development and implementation of the Strategy.



SECTION 3: Focus Areas and Actions

This section describes each focus area, including its key components and proposed
strategic actions that should be implemented for systematic capacity-strengthening.

Table 3.1 APSED (2010) focus areas and key components

Focus area Key components

1. Surveillance, risk assessmentand | =  Event-based surveillance
response = Indicator-based surveillance

=  Risk assessment capacity

=  Rapid response capacity

= Field epidemiology training

2. Laboratories = Accurate laboratory diagnosis

= |aboratory support for surveillance and response
=  Coordination and laboratory networking

=  Biosafety

3. Zoonoses =  Coordination mechanism for:

o sharing of surveillance information
o  coordinated response

o risk reduction

o research

4. Infection prevention and control = National infection prevention and control (IPC) structure

= |PC policy and technical guidelines

= Enabling environment (e.g. facilities, equipment and supplies)
= Supporting compliance with IPC practices

5. Risk communications = Health emergency communications
= (peration communications
= Behaviour change communications

6. Public health emergency = Public health emergency planning
preparedness = National IHR Focal Point functions

= Points-of-entry preparedness

=  Response logistics

= (Clinical case management

= Health care facility preparedness and response

1. Regional preparedness, alert and = Regional surveillance and risk assessment
response = Regional information-sharing system
=  Regional preparedness and response

8. Monitoring and evaluation = Country-level monitoring (including workplan and APSED/IHR
indicators)

= Regional-level monitoring: Technical Advisory Group

=  Evaluation

SECTION 3: FOCUS AREAS AND ACTIONS 15
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3.1 Surveillance, risk assessment and response

Surveillance, risk assessment and outbreak response capacity is a prerequisite for
effective management of emerging disease outbreaks and other acute public health
events. Effective national surveillance systems generate reliable information for timely
risk assessment that informs rapid public health actions.

3.11 Key components

The key components required for an effective system of surveillance, risk assessment
and response at the national and local levels are:

e event-based surveillance (EBS);

e indicator-based surveillance (IBS);
e risk assessment capacity;

* rapid response capacity;

o field epidemiology training (FET).

EBS is the organized and rapid capture of information about events that are a potential
risk to public health. Information may be found in internet-accessible information
sources such as news media sites, disease reporting networks, and other ad hoc reports
transmitted through formal and informal channels. EBS can provide near real-time
data on potential and confirmed disease outbreaks and other public health events,
including events related to the occurrence of disease in humans, such as clusters of
cases of disease and events related to potential human exposure (e.g. diseases and
deaths in animals, contaminated food or water, and environmental hazards, including
chemical, radiological and nuclear events).

Figure 3.1 Surveillance, risk assessment and response framework

Event-based Surveillance Indicator-based Surveillance

Rapid detection, reporting, Routine reporting of cases of
confirmation and assessment of disease, including:
public health events including: * notifiable disease surveillance
¢ clusters of disease systems
¢ rumours of unexplained deaths ¢ sentinel surveillance
Commonly: ¢ laboratory-based surveillance
¢ Immediate reporting Commonly:
¢ Health care facility-based

reporting
* Weekly, monthly reporting

Risk Assessment

Response

Linked to surveillance
National and subnational capacity to respond to alerts




IBS is the systematic collection and analysis of timely, reliable and appropriate data
on priority diseases, syndromes and conditions. Data collection follows a predefined
format and includes specific case or syndrome definitions. Data reporting and analysis
occur regularly, typically once a week, and alert or epidemic thresholds are often used
to identify outbreaks. IBS aims at outbreak detection, monitoring of disease trends and
disease control programmes and programme planning. Use of appropriate information
and communication technology (ICT) tools may aid in improving the quality of collection
and collation of surveillance data at the national and local levels.

Risk assessment is a systematic process for gathering, assessing and documenting
information to assign a level of risk for a potential public health event. This enables
objective evidence-based decisions while giving consideration to the uncertainties
and limitations of the information available at a particular point in time. It involves
understanding the identity and character of a hazard and evaluating the risk of an
adverse outcome in a population following exposure to that hazard. The process can
also assess the risk associated with potential intervention measures. During an event,
risk assessment is an ongoing process, not a one-time activity.

Rapid response capacity in this context refers to the ability to mobilize a routine and
rapid investigation of and response to public health events at national and local levels.
This includes development and deployment of rapid response teams (RRTs) to any level
in the public health sector.

IBS and EBS are complementary and both are essential components of national surveillance
systems. Surveillance information is used to help risk assessment, which in turn informs
public health actions. Surveillance, risk assessment and response often require effective
multilevel, multidisciplinary and multisectoral coordination. APSED (2010) provides a
framework for Member States to create a robust system of surveillance, risk assessment
and response that includes the above interlinked components, as described in Figure 3.1.

The surveillance and response system should be sensitive and broad enough to allow
detection of other public health events, including non-infectious disease events (e.g.
chemical and food safety-related events) and flexible enough to be adapted to special
situations (e.g. mass gatherings, natural disasters). The surveillance and response priorities
of each country should be informed through risk mapping so that any identified needs
can be met.

FET has proved invaluable in establishing national capacities for early detection, prompt
investigation and effective response to public health events. FET focuses on learning
by doing in a work setting and building competencies applicable to emerging disease
outbreaks and other public health events.

3.1.2 Strategic actions

e Continue to strengthen the existing EBS, IBS and rapid response components
of national surveillance and response systems.

SECTION 3: FOCUS AREAS AND ACTIONS
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e Expand the scope of training of RRTs to support an all-hazards approach, with
a specific focus on the initial assessment of events.

e Strengthen risk assessment capacity at all levels.

e Conduct national risk and vulnerability mapping to identify threats to public
health, exposure factors, and the risk and protective factors that increase or
decrease the adverse impact of an outbreak or other acute public health event
on the population at risk.

e Build on existing mechanisms to promote and strengthen multidisciplinary
and interagency coordination for surveillance, risk assessment and response.

e Consider the use of appropriate information and communication technology
tools to support surveillance, risk assessment, and response activities.

e Strengthen field epidemiology training.

3.2 Laboratory

Efficient and reliable public health laboratory services are an essential component of
any public health system that aims to effectively respond to emerging diseases.

Timely, accurate laboratory diagnosis in a safe environment is a cornerstone of any
surveillance and response system for emerging diseases and other public health
events. Strengthening national and regional capacity for accurate laboratory diagnosis,
laboratory-based surveillance and networking, and biosafety is therefore an essential
component of efforts to ensure regional health security. Public health laboratory
capacity-building will continue to focus on emerging diseases under APSED (2010),
and these activities need to be coordinated with the WHO Asia Pacific Strategy for
Strengthening Health Laboratory Services (2010-2015) and distinct regional strategies
on the prevention and containment of antimicrobial resistance.

3.21 Key components

The key components of laboratory capacity-building to support emerging disease
management are:

e accurate laboratory diagnosis;
e laboratory support for surveillance and response;
e coordination and laboratory networking;
e biosafety.
Accurate and timely laboratory diagnosis is essential for evidence-based clinical case

management and also informs surveillance and risk assessment. Strong diagnostic
capacity is therefore necessary to ensure implementation of appropriate measures to



reduce risk and mitigate the impact of disease outbreaks. Laboratory capacity needs
to be established in all countries for the diagnosis of potential emerging diseases. This
involves ensuring that internal quality control (IQC) and external quality assurance
(EQA) are in place. In addition, links with reference laboratories will further enhance
the capacity of public health laboratories and help with identification of unusual or
new pathogens.

Support should be given to strengthen or establish links between public health
laboratories and other laboratories that may need to be involved in surveillance,
risk assessment and response activities, including clinical, veterinary and research
laboratories. It is also important to strengthen laboratory capacities at the local level
to support early detection of disease events and more routine surveillance activities.
There is a need to provide incentives to recruit and retain skilled laboratory staff at
the local level (e.g. provincial and district levels).

Because laboratory capacity varies within and between countries—and experience
in dealing with different infectious agents is similarly uneven—national, regional and
global laboratory networks are vital to support public health surveillance and responses.
Laboratory networking between local and national reference laboratories needs to
be strengthened and coordination among public health, clinical, food, veterinary and
other laboratories ensured. Links should also be established with regional and global
reference laboratories that provide highly specialized services. For example, chemical
analysis and toxicology are unavailable or unobtainable in many countries. There is
also a need to advocate for the formulation of policies and agreed procedures to
facilitate seamless sharing of samples, reagents, training materials, guidelines and
the experiences of laboratory management between national and regional reference
laboratories.

Safe laboratory environments and safe practices are required to avoid staff members
and other people from becoming infected by the hazardous agents they are handling
orif there is an accidental release of the agent. Laboratory biosafety is best addressed
by strengthening programmes through policy development, promotion of best
practices through training and quality improvement activities, and ensuring that
levels of biosecurity applied to every laboratory are matched to levels of assessed risk
(i.e. according to the agent handled).

3.2.2 Strategic actions

e Strengthen accurate laboratory diagnostic capacity for priority emerging
diseases through national IQC and EQA.

e Strengthen laboratory support and participation in emerging diseases or public
health event surveillance, risk assessment and response systems.

SECTION 3: FOCUS AREAS AND ACTIONS
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e Ensure effective laboratory referral systems through strengthening national,
regional and international laboratory networking and coordination with other
laboratory services (such as animal and food laboratories) and highly specialized
laboratory services.

e Strengthen laboratory biosafety activities to ensure diagnoses of emerging
diseases are conducted in safe environments.

3.3 Zoonoses

Zoonotic diseases (i.e. zoonoses) are described as diseases or infections that are naturally
transmissible from vertebrate animals to humans and vice versa. Recent evidence has
shown that approximately 60% of all human diseases currently recognized and about
75% of emerging diseases that have affected humans over the last three decades
have originated from animals. Prevention, detection and control of zoonotic diseases
are therefore essential components of any national emerging diseases programme.
Regionally and globally, the importance of zoonotic diseases has been recognized
with the Food and Agriculture Organization of the United Nations (FAO), the World
Organisation for Animal Health (OIE), and WHO working in collaboration with each
other and with other partners to contribute to the concept of “One Health”.

Strengthening generic capacity in national surveillance, risk assessment and response
systems, as well as other APSED focus areas such as risk communications and laboratory
services, will help to ensure early recognition of, rapid response to, and prevention
and control of zoonotic diseases.

Given the unique nature of zoonotic diseases, ensuring sustainable and effective
coordination and collaboration mechanisms between the human and animal health
sectors is vitally important and needs to be further strengthened. In addition, reducing
the risk of transmission of zoonotic diseases from animals to humans often requires
close collaboration and links with the food safety, environment and wildlife sectors.
Experiences and lessons learned from avian influenza A (H5N1) in the region over the
past few years provide a good foundation to consolidate and strengthen national and
regional coordination mechanisms for surveillance information-sharing and coordinated
responses by human and animal heath sectors.

3.31 Key components

The key components of zoonoses coordination and collaboration are:
e sharing of surveillance information;
e coordinated response;
e risk reduction; and

e research.



Timely sharing of data collected through human health, animal health and food safety
surveillance networks is critical to facilitate early reporting of zoonoses of public
health importance. Coordination between human health, animal health, wildlife and
other sectors will facilitate rapid epidemiological investigation and risk assessment of
events and implementation of any required control measures. Advocacy is required to
explore ways to consolidate, improve and sustain such coordination and collaboration
mechanisms.

Reducing the risk of disease transmission at the human—animal interface is key to
zoonoses prevention. In the past, it has occasionally been necessary to apply urgent
interventions in a somewhat ad hoc manner because good evidence on risk-reduction
measures was unavailable. A greater effort is therefore required to further identify
and implement evidence-based measures to reduce the risk of animal-to-human
transmission in a more sustainable way.

This will require collaborative research on zoonotic diseases in order to provide evidence
for intervention and policy formulation. Strengthening operational research activities
will require investment by both the animal and human health sectors.

Figure 3.2 Zoonoses coordination mechanism
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3.3.2 Strategic actions

e Continue to strengthen and maintain existing zoonoses coordination and
collaboration mechanisms for sharing of information and coordinated response
through links or connections with surveillance, risk assessment and response
systems in the human health, animal health, wildlife and food safety sectors.
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e Determine long-term risk-reduction measures for priority zoonoses and
implement sustainable risk-reduction activities through promoting best practices
at the human—animal interface, collaborating with food safety programmes
and implementing appropriate risk communications activities.

e Identify and strengthen collaborative operational research on zoonoses and
share research findings and lessons learnt in a timely manner to inform public
health action, whenever appropriate.

3.4 Infection prevention and control

Establishing effective infection prevention and control (IPC) practices in health care
settings is essential to reduce the risk of transmission of emerging diseases to health
care workers, patients, their families and the community. Systematic establishment
of good IPC practices is a challenge, and there is room for significant improvement
in many hospitals and other health care facilities in the region. IPC is not always
considered a priority in many countries when compared with other activities required
for responding to an outbreak.

Good IPC practices are especially important in health care facilities when outbreaks
occur because of the risk that facilities will become epicentres for the spread of
infection. In addition, infections in staff can critically affect delivery of health care
services and provision of surge capacity when it is most needed.

It is important to acknowledge that IPC measures applied during an outbreak should
be built on a solid foundation of good daily practice, i.e. that high-quality IPC practice
in hospitals and other health care facilities are a prerequisite for effective outbreak
response. There is now widespread consensus on the infrastructure and policies
that should be established to underpin good IPC practice. Much remains to be done,
including advocacy for implementation. Local IPC experts should be supported to be
effective practitioners, trainers and advocates. Similarly, national centres of excellence
should be identified, acknowledged and supported to eventually become IPC resources
for countries and the region.

3.41 Key components

The following components have been identified as priorities under the Strategy:
e national IPC structure;
e |PC policy and technical guidelines;
e enabling environment (including facilities, equipment and supplies); and

e supporting compliance with IPC practice.



The establishment of effective IPC practice is best achieved by establishing strong IPC
programmes, starting with health care facilities at the national level. These programmes
should be led by multidisciplinary IPC committees and underpinned by dedicated staff,
appropriate surveillance systems and mechanisms for quality improvement.

IPC policies and technical guidelines should be determined at the national level and
adapted for local implementation.

Effective IPC practice also require establishment of safe working environments, including
the physical infrastructure of hospitals and other health care facilities, regular supply
of commodities and good administrative controls (e.g. arrangements for safe and
appropriate management of health care waste).

Implementation of appropriate IPC practice can be monitored in a number of ways,
including surveillance for hospital-acquired infections and antimicrobial resistance.
However, standards of practice are probably ensured most effectively by establishment
of programmes for continuous quality improvement (e.g. audit followed by feedback
and support to address any issues identified).

3.4.2 Strategic actions

e ConductIPCneeds assessments that are helpful for advocacy, policy development,
and monitoring and evaluation.

e Establish and strengthen organizational structure of national IPC programmes,
including strengthening national and local multidisciplinary IPC committees,
designating an IPC focal point within the Ministry of Health, and establishing
a national IPC resource centre.

¢ Develop and implement evidence-based IPC policies and technical guidelines.

e Enable a supportive environment for IPC practice, including facilities, equipment
and supplies.

e Establish mechanisms to support compliance with IPC practice.

¢ Identify and support national and regional IPC experts and centres of excellence
to become agents of change.

3.5 Risk communications

Risk communications for public health emergencies encompass a broad range of
communication capacities required during the preparedness, response and recovery
phases of a serious public health event. Risk communication activities are particularly
important in supporting the management of any acute public health event, especially at an
early stage when decisive action has to be taken in the context of uncertainty. Effective risk
communications also make a fundamental contribution to the management of emerging
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diseases and other public health threats by informing decision-making, encouraging positive
behaviour change and maintaining public trust.

3.51 Key components

The key components of risk communications are three interlinked functional areas
that were identified during past outbreak responses, namely:

e health emergency communications
e operation communications

* behaviour change communications.

Health emergency communications refer to the rapid dissemination of information and
health messages to target audiences during a health emergency. The objectives of health
emergency communications are to build public trust, enable and empower populations to
adopt protective measures, reduce confusion, and facilitate enhanced disease surveillance.
This component includes the initial announcement and information dissemination through
mass media.

Operation communications are the timely exchange of information among internal
stakeholders including health authorities, clinicians, laboratories, decision-makers and
other disciplines and sectors. Effective operation communications ensure coordinated
response and keep decision-makers informed of the situation, enabling them to make
informed choices on possible next steps and policy changes. In addition, operation
communications should also take into consideration inter-country communications,
especially when disease outbreaks or other public health emergencies affect cross-
border areas.

Behaviour change communications refer to the establishment and implementation of
health promotion programmes for prevention and control of emerging diseases and
other threats to public health, including the promotion of protective behaviours and
social mobilization during public health emergencies. Behaviour change communications
adopt a long-term approach and work closely with communities.

Capacity-building efforts to date have largely focused on ad hoc outbreak communications
and behaviour change initiatives during acute public health events. APSED (2010) will
seek to strengthen risk communications capacity more systematically through the
formulation and implementation of functional plans that establish a clear mandate
for communications. It will also identify an organizational framework for the three
communications components in order to strengthen overall risk communications
capacity in a proactive rather than a reactive manner. This approach is illustrated in
Figure 3.3.



Figure 3.3 Structure of risk communications and corresponding needs
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3.5.2

Strategic actions

Establish and promote risk communications concepts and a framework to
ensure common understanding, interpretation and best practices of risk
communications.

Establish and enhance risk communications infrastructure (such as a risk
communications unit) and coordination mechanisms to strengthen institutional
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capacity. Consideration should also be given to development of ICT infrastructure
to improve the speed of communications and to keep up to date with
developments in social and online networking, which are increasingly becoming
popular sources of news.

e Sharerisk communications best practices by building on real-world experiences,
gained through responding to public health emergencies.

3.6 Public health emergency preparedness

Public health emergencies, particularly those events caused by outbreaks of emerging
diseases, pose a serious threat to national and regional health security. Recent
experience has demonstrated that effective preparedness can ensure a rapid public
health emergency response and minimize negative health, economic and social impacts.

Building on lessons learnt from the pandemic preparedness and response planning
under APSED over the past five years and experience gained through responding to
pandemic influenza (H1IN1) 2009, this focus area addresses the need for preparedness
planning for public health emergencies caused by emerging diseases and other
acute public health events. Since there are significant commonalities between
pandemic preparedness and emergency planning for other acute public health
events, APSED (2010) promotes a generic approach to public health emergency
preparedness and response planning and threat-specific plans.

Figure 3.4 Two-tiered approach for public health emergency preparedness
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Through experience and lessons learnt from pandemic preparedness, public health
emergency preparedness should involve a two-tiered approach, as described below.

e Emergency planning: The first tier is to formulate, exercise, evaluate and
revise a public health emergency response plan. Experience with exercising
and revising these plans explicitly highlights the need to ensure a continuous
cycle of developing and maintaining up-to-date emergency response plans.

¢ Increasing readiness: The second tier is to increase readiness and capacity to
activate the plan. This effort can involve strengthening event-specific activities
(such as stockpiling essential medicines for treatment and personal protective
equipment), and actions related to routine generic capacity-building.

Many routine activities intended to improve readiness (such as strengthening
surveillance, risk assessment and response systems, and risk communications) have
already been described in the document. This focus area describes public health
emergency planning with an emphasis on the continuous planning cycle and some
specific preparedness activities that are critical but not yet addressed as separate
focus areas under this Strategy, such as the National IHR Focal Point functions, clinical
case management and response logistics.

The key components (preparedness activities) requiring specific attention to ensure
effective public health emergency preparedness and response under this focus area are:
e public health emergency planning;
e National IHR Focal Point functions;
* points-of-entry preparedness;
* response logistics;
e clinical case management; and

e health care facility preparedness and response.

3.6.1 Public health emergency planning

Experience in recent years indicates that high impact public health events occur in the
Asia Pacific region on a regular basis. Advance planning helps to identify and engage
important partners, builds capacity and infrastructure, and provides operational
links to ensure that a structured and coordinated response will follow when a public
health emergency occurs. Many countries reported that the process of formulating
and testing national preparedness plans was critical in supporting their responses to
pandemic influenza (H1IN1) 2009. This experience provides clear proof of the usefulness
and importance of continuous public health emergency planning.
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Public health emergency planning involves the formulation, validation, evaluation and
revision of public health emergency response plans. This implies that plans should be
updated regularly and be flexible enough to adapt to changing needs during a public
health emergency response.

Two options can be considered when formulating and maintaining such public health
emergency response plans within the health sector.

e A step-by-step approach to formulate an overarching generic public health
emergency preparedness and response plan. Building on the experience of
developing a national pandemic preparedness and response plan, a generic
preparedness and response plan for all emerging diseases can be developed.
Such a plan can then link to or expand to cover other public health events,
such as food safety events. Links may also be established with emergency
response plans for other events, including natural disasters and humanitarian
emergencies.

e Specific plans can be formulated for a disease or event (e.g. an influenza
pandemic response plan, a food safety emergency response plan).

APSED recommends that its focus areas are addressed and that streamlined coordination
mechanisms be fully used to identify synergies while maximizing use of limited resources
and infrastructure.

The key actions are:

* integrate the national pandemic preparedness and response plan into a public
health emergency plan for all emerging diseases;

e formulate a generic public health emergency preparedness and response plan
to address emerging diseases and other acute public health events (e.g. food
safety events) for which the health sector is primarily responsible, and where
appropriate, link with other emergency response plans;

e test and update the plan through regular exercises (e.g. table-top and field
simulations); and

e establish tools, mechanisms and processes for multidisciplinary risk assessment
and decision-making for significant public health emergencies.

3.6.2 National IHR Focal Point functions

National IHR Focal Points (NFPs) play a vitally important role in facilitating IHR
event communications and information-sharing related to public health events and
emergencies. Strengthening NFP functions and capacities therefore contributes to
improvement of overall public health emergency management. The experience of
responding to pandemic influenza (H1IN1) 2009 clearly demonstrated how critical the



role performed by the NFP is and that the NFP should be part of national structures
for public health emergency preparedness and response. Mandatory functions of the
NFP under IHR (2005) include:

e sending urgent communications concerning IHR (2005) implementation to the
WHO IHR Contact Point, in particular those communications related to event
notification, reporting, consultation, verification, providing information, and
determining whether an event is a public health emergency of international
concern (PHEIC); and

e disseminating to and consolidating information from relevant government
departments and other sectors within the country, including those entities
responsible for surveillance and response, points of entry (POE), public health
services and hospitals.

Although the functions of the NFP are well defined, the departments or units designated
by countries to undertake these functions vary considerable in terms of their location,
roles and capacities. While the NFP role in many countries is based in a communicable
disease unit or in an emergency response unit, the NFP task is also carried out by
different offices in other countries. In terms of function, while some NFPs carry out both
communication and coordination, others focus primarily on IHR event communications.

Three options are available regarding the roles and responsibilities of NFPs.

e Primarily serve to facilitate IHR event communications for all public health
events.

e Facilitate IHR communications for all public health events and coordinate IHR-
related activities only for infectious disease events.

e Facilitate both IHR communications and coordination for all public health events.

The key actions are:

e establish, update, test and implement standard operating procedures that
address terms of reference, roles and responsibilities of the NFP, as well as
implementing structures, communication and/or coordination links with national
stakeholders and WHO; and

e strengthen the NFP role in information-sharing through the use of the secure
IHR Event Information Site (EIS) and facilitating intercountry communications,
when appropriate.

3.6.3 Points-of-entry preparedness

The adoption of IHR (2005) represents the following “paradigm shift” involving a
number of major changes in managing public health events:
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o from a fixed list of diseases to all public health events and emergencies;
¢ from control of borders to also containment at source; and

e from preset measures to adapted responses.

With this paradigm shift, and as part of the national and international collective
defence system for health security, POE now have a different role to play in detecting
and responding to acute public health events and emergencies of national, regional
and international concern.

The POE role can better be appreciated if it is placed in the context of the overall
national and international systems for managing emerging diseases and public health
emergencies. Collective efforts in managing public health risks and events at POE,
effective POE public health emergency planning, sharing information, coordination
and establishment of consistent border health measures can all contribute to national
and international health security.

Strategic approaches to strengthening the POE public health function include use of
existing tools, guidelines, facilities and services to strengthen routine public health
functions at POE; encouraging POE participation in national and local systems for
surveillance and response; emphasis on the importance of pre-arrangements with
relevant agencies and service providers to ensure effective emergency preparedness
and response; and encouraging regional collaboration and networking of POE public
health authorities to ensure coordinated and consistent public health measures at
international borders, when appropriate.

The key actions are:

e facilitate high-level advocacy and sensitization regarding the role of POE under
IHR (2005) for both routine measures and emergency response;

e prioritize POE designation and build IHR core capacity at designated POE,
especially through POE public health emergency planning in the context of the
overall national public health emergency response structure; and

e promote regional and international partnership and collaboration on managing
public health events and emergencies at POE.

3.6.4 Response logistics

In response to significant outbreaks of emerging diseases in recent years, countries in
the Asia Pacific region have expressed the need to build and strengthen capacity for
response logistics as an essential component of the response to emerging diseases
and other acute public health events.



Response logistics goes beyond routine supply-procurement processes and applies to
situations in which there is an urgent need to provide rapid logistics support, including
deploying human resources, setting up communications, ensuring security, and arranging
for the collection and shipment of clinical specimens in a compressed time frame.
Coordination is essential to ensure timely and effective response logistics support when
undertaking these activities during a disease outbreak or public health emergency.

The key actions are:

e advocate and promote the importance of response logistics within the heath
sector among national policy-makers, health officials and others;

e formulate a clear model for response logistics, including coordination
mechanisms to be used during a public health emergency situation;

e ensure human resource development (e.g. trained outbreak response
logisticians); and

e establish a more comprehensive response logistics system within existing
health structures to support outbreak and public health emergency response.

3.6.5 Clinical case management

Delivery of high-quality clinical care is critical to minimize morbidity and mortality
during any outbreak of an emerging disease. Although raising overall standards of
clinical practice is beyond the scope of APSED, delivery of high-quality clinical case
management for emerging diseases can be strengthened in some key areas.

The diversity of the Asia Pacific region results in significant variations in patterns of
infectious diseases. Experience has also shown that these patterns change over time
and that novel diseases emerge and spread, driven by factors including urbanization,
climate change and international travel. It is critical that clinicians in all countries,
including critical care specialists, are supported to rapidly identify and treat infectious
disease cases in order to apply appropriate therapeutic and IPC measures. In addition,
a vital need exists to ensure regional mechanisms are in place to facilitate sharing
of information between clinicians on the features of emerging diseases, as well as
diagnostic techniques and modalities of treatment.

Itis also important to acknowledge the role that health care workers play in recognizing
changes in known emerging diseases, and in the initial detection of new emerging
diseases. Both of these are important events that require prompt reporting to public
health authorities. Therefore, it is also important to establish strong links between
health care and public health systems, both to facilitate rapid reporting of events by
clinicians to surveillance departments and to ensure that public health authorities
subsequently disseminate important information to relevant individuals throughout
the health care system.
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The key actions are:

e establish arrangements to allow mobilization of experts in clinical management
to provide on-the-ground support if needed through the Global Qutbreak Alert
and Response Network (GOARN) or local networks;

e facilitate information exchanges on clinical management issues by connecting
clinicians who have information needs to others with disease-specific expertise
and specialist knowledge on clinical case management; and

e formulate relevant guidelines and training materials and distribute them in a
timely manner during an outbreak.

3.6.6 Health care facility preparedness and response

During an outbreak of an emerging disease, most severely ill patients will be diagnosed
and treated in a health care facility. However, during large outbreaks, demand for
care can exceed normal delivery capacity, so plans need to be established to deal
with this situation.

Health care facility preparedness and response plans should provide a comprehensive
framework for responding to any emerging disease outbreak. They normally will include
planning for providing surge capacity (for screening and triage, beds, staff, laboratory
testing and communications), prioritization of treatment, supplies of consumables,
and plans to strengthen clinical management and IPC. Individual facility plans should
also be coordinated with the preparedness and response plans of other health care
facilities in the same area in order to use resources in the most efficient way during
a large-scale public health event.

Planning for delivery of health care during a large outbreak also needs to be coordinated
at local and national levels. At the local level, plans for individual health care facilities
should take into account existing “civil society” structures (e.g. health care volunteer
organizations) and there must be coordination between health care facilities (e.g. a common
understanding of protocols for transfer of patients). At the national level, information
on hospital admissions, use of emergency services and use of consumables should be
collected on a daily basis and analysed to ensure the most efficient and equitable delivery
and coordination of health services.

The key actions are:

e formulate national guidance and training materials on health care facility
preparedness and response planning and support planning process;

e establish arrangements for quality assessment of health care facility
preparedness and response plans, including testing with table-top exercises
and field simulations, and revision of the plans as indicated; and



e strengthen national coordination and oversight of health care delivery during
a large outbreak to address surge capacity and ensure efficient and equitable
delivery of health services.

3.7 Regional preparedness, alert and response

Threats to public health, such as emerging diseases, go beyond national borders.
IHR (2005) places a requirement on WHO to strengthen regional and global systems
and capacity for surveillance, risk assessment and response in order to support
countries by ensuring that rapid and appropriate support can be provided for these
activities in response to acute public health events.

3.71 Key components
The key components of regional preparedness, alert and response are:

e regional surveillance and risk assessment;
¢ regional information-sharing system; and

¢ regional preparedness and response

Effective surveillance and risk assessment at the regional level relies upon having
established event-based and indicator-based surveillance systems, as it does at the
country level. Regional event-based surveillance involves collecting and analysing
information about events that may be a potential risk to regional public health.
These data are collected by using informal and formal information sources, such as
media reports and government statements and official IHR communications. Regional
indicator-based surveillance involves the collation of routinely reported national disease
data at the regional level, accompanied by timely analysis and joint risk assessment.
Surveillance has the potential to provide an additional early warning system for all
countries, particularly for diseases such as dengue that can spread rapidly across the
region. Regional risk assessment is conducted to identify and characterize public health
threats and to evaluate any associated risks. Risk assessments are conducted daily by
WHO on event-based data and reports on priority diseases in order to ensure that WHO
is operationally ready to support countries at any time, as required under IHR (2005).

Regional information-sharing is an essential part of an effective preparedness, alert
and response system. Timely and accurate sharing of information at the regional level
helps inform evidence-based public health actions. Information that may be useful in
informing optimal public health action can include immediate information on acute
public health events, real-time information on evolving public health events, surveillance
data, guidelines, reports, examples of best practices in the control of emerging diseases,
and publications on regionally relevant epidemiological and other findings.

Regional response is the capacity to provide or facilitate support to countries during
a response to an acute public health event, such as a disease outbreak, a food safety
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event, or a release of toxic agents. Ensuring this response capacity, which may include
accessing existing networks and regional stockpiles, is an essential component of
regional preparedness.

3.7.2 Strategic actions

e Strengthen regional surveillance and risk assessments by establishing a regional
indicator-based surveillance system for priority diseases and rapid feedback
mechanisms for surveillance information.

e Strengthen the regional surveillance system for public health emergencies.

e Strengthen the regional information-sharing system to help provide more
relevant and reliable data to inform evidence-based public health action.

e Strengthen comparability of national data at the regional level through a number
of initiatives, including drawing up a minimum data set for rapid assessment
of novel (previously unknown) diseases.

e Strengthen technical response networks through expanding and using GOARN
partners and other experts in the identification, preparation and response to
acute public health events.

e Build networks of relevant experts and strengthen links between national and
reference laboratories to enable access to specialized laboratory services for
emerging diseases and other public health threats.

3.8 Monitoring and evaluation

Monitoring and evaluation (M&E) are integral components of APSED (2010) and its
implementation. Robust M&E is fundamental to meet two critical management needs:
accountability and learning. In the context of this Strategy, accountability can be defined
as the ability to demonstrate that the Strategy is effective in achieving its objectives,
that its priorities are appropriate, and that resources have been used optimally.
Similarly, learning (within the context of M&E) can be defined as understanding what
is working and what can be done better, which in turn helps to ensure that decisions
are based on evidence, facilitating continuing improvement.

3.8.1 Key components

A combination of country- and regional-level components is proposed to strengthen
the M&E system under the Strategy:

3.8.1.1 Country level

e Country workplans

e APSED/IHR indicators



Establishment of national workplans to achieve APSED (2010) objectives will support
a structured approach to capacity-building. Clear timelines and progress indicators
to monitor workplan implementation can then be used to monitor implementation
of APSED, as well as the progress of national capacity-building towards IHR (2005)
compliance, when appropriate. Country workplans enable countries to assess their
own progress and identify needs and opportunities. This approach may be particularly
useful to facilitate donor coordination for resource-limited countries.

A number of APSED indicators will be identified and monitored at the regional level.
These indicators will be selected from the IHR Monitoring Framework for monitoring
progress in the implementation of IHR core capacities in State Parties and supplemented,
where necessary, by indicators set up for areas requiring specific consideration under
APSED (2010). Countries also may wish to consider referring to these APSED indicators
as the basis for a national tool to monitor capacity-building. Whenever possible, M&E
indicators from relevant existing programmes can be utilized to reduce the burden
of data collection.

3.8.1.2 Regional level

* TAG mechanism (or equivalent)

The annual Technical Advisory Group (TAG) meeting, or its equivalent, also
performs a monitoring role by reviewing progress made in the past year and making
recommendations to provide a focus for implementation in the forthcoming year. It
is a unique forum for countries, technical experts and partners to meet and discuss
APSED issues and share experiences with counterparts in the Asia Pacific region.

Figure 3.5 APSED (2010) monitoring and evaluation structure
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Strengthening M&E activities at this level will help identify national gaps in M&E and
improve each country’s capacity.

External evaluation will be conducted at the conclusion of the Strategy implementation
period, when appropriate and agreed upon by concerned countries. However, a balance
is needed to ensure that M&E helps build country capacity and improve country ownership.

3.8.2 Strategic actions

e Strengthen the capacity of countries to implement M&E tools and systems,
including use of the IHR Monitoring Framework.

e Enhance the M&E function of the TAG to become a more robust annual
monitoring mechanism e.g. through reviewing annual aggregated data from
the IHR questionnaire and encouraging Member States to participate in the
annual TAG meeting, or its equivalent.
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