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Foreword

The Sasakawa Peace Foundation has been working on pandemic issues since 2008 under its Non-Traditional
Security Issues program, which targets common and borderless threats to human life, security and the
socio-economy in Asia. The project is led by Dr. Hitoshi Oshitani, Professor of Department of Virology, Tohoku
University Graduate School of Medicine and envisions enhancement of preparedness at the local level as well as

cooperation at the regional level as strategies to mitigate the impact of pandemic influenza.

In the project, Tohoku University has handled pandemic preparedness at the local level. The university has been
working with the Research Institute for Tropical Medicine (RITM) in the Philippines and has been implementing a
pneumonia study in Eastern Visayas Region (Region VIII) in the Philippines. They have been working with local
hospitals and regional offices of the Department of Health (DOH) of the Philippines.  Fully utilizing this platform,
the university has conducted studies on risk factors of pneumonia during the pandemic, as well as pilot studies on

surveillance and education.

In order to share the findings from the project and discuss lessons learned and future perspectives among Asian
countries, the University and the Sasakawa Peace Foundation held the “International Workshop on HIN1 in South
East Asia: Local Response, Best Practices, Future Preparedness and Control” in February 2011, Manila. At the
first conference on pandemic A (HIN1) in Tokyo March 2010, the workshop focused on lessons learned from local

perspectives.

This report is a summary of speakers’ presentations and panel discussions at the workshop. We hope the
discussions will be shared with stakeholders in Asian countries and will contribute to better local preparedness

against emerging infectious diseases including HSN1 in Asian countries.

We would like to express our special gratitude to Professor Hitoshi Oshitani from Tohoku University and Assistant
Professors Dr. Raita Tamaki, Dr. Akira Suzuki, Dr. Taro Kamigaki, Dr. Mariko Saito and Dr. Michiko Okamoto, Ms.
Mariko Takashina, Ms. Mary-glor C Guevara and Mr. Takeo Tamura for their dedicated work. We would also like
to thank Dr. Remigio M. Olveda and Dr. Socorro P. Lupisan from the Research Institute for Tropical Medicine (RITM)
in the Philippines, Dr. Hitoshi Murakami from United Nations System Influenza Coordination and Dr. Kiyosu

Taniguchi from the National Institute of Infectious Diseases in Japan for their extensive support.

Jiro Hanyu
Chairman

The Sasakawa Peace Foundation
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Keynote speech
Influenza pandemics and pandemic preparedness in South East Asia

Dr. Hitoshi Oshitani, Professor, Tohoku University Graduate School of Medicine

Before 1997 there was no pandemic preparedness plan anywhere in the
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world, including South East Asia. In 1999, WHO published the outline of a
pandemic preparedness plan and many countries developed their own plan.
Because of H5N1, many countries have established better laboratory
capacities to respond to pandemics with the support of the US CDC. A
laboratory network was established before 2003 and this was utilized during
pandemic HIN1.

We also identified many gaps during pandemic H1N1. Anti-viral drug

shortage was an issue during the 2009 pandemic. Most countries had a
problem switching their control strategy from containment to mitigation during the HIN1 pandemic.
Because of H5N1 in South East Asian countries, many pandemic preparedness plans focused on rapid containment.
In the rapid containment model, national-level response is more important and the national government is
supposed to support local response. This is also the case for other localized outbreaks. Most outbreaks are
localized, thus if there is significant outbreak, the national government usually supports the local government’s
response. But this model didn’t work well for pandemic HIN1. HIN1 outbreak occurred simultaneously in many
places in each of the countries affected, therefore the respective national governments could not support the
local governments sufficiently

That’s why the local government response is important. We need to improve local response capacity based on

the response to the HIN1 pandemic in 2009. That is the main objective of this workshop.
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Morning Session

WHO Global Picture of the influenza A (H1N1) Pandemic
Dr. Jeffrey Michael Partridge, Medical Officer, WHO

Overview of global epidemiology

Around 18,400 deaths have been recorded in more
than 125 countries from H1IN1, though the official
number underestimates the actual number. By May
2009, the pandemic had spread to more than 50
countries including southern hemisphere countries. It
peaked at the end of 2009 in Middle East and Africa,
and a resurgence of transmission occurred in 2010 in
parts of the tropics, but it was generally milder than

the 2009 wave.

Infection and disease

The highest rates of clinical infection were among
teens and young adults. Regarding hospitalization,
children under five years old had the highest rates,
with a median of 20 to 30. Adults between the ages of
50 to 64 with a median of 35 to 51 showed the highest
death rates. This age group is young compared to that
with seasonal influenza. The highest risk of death once
infected increased with age above 65, though there
were relatively low absolute numbers of deaths in
this age group. People with underlying medical

conditions, those at extremes of age, and pregnant

women, had higher risk of severe or fatal outcome.

WHO global role in response to the pandemic

WHO has responsibility for the following areas:

- Monitoring and risk assessment

- Technical guidance, support of Regional
Offices/Member States, and capacity building

- Coordination of global health response

- Communication and information dissemination

- Mobilizing resources, deploying stockpiles, and

ensuring equitable access to pharmaceutical

interventions

In the Western Pacific Region, the framework

"Preparing for and Responding to Pandemic (H1N1)

2009, included the following components:

- Surveillance

- Healthcare system response (clinical
management)

- Public health intervention

- Communication

WHO global pandemic response

1) Laboratory testing, surveillance, capacity

WHO provided laboratory diagnostic protocols for
testing and supported countries in capacity building.
Biosafety recommendations were also provided for
laboratory diagnostics, virus isolation, and vaccine

development and production.

2) Surveillance and epidemiology
After developing guidelines on pandemic surveillance,

WHO conducted intense ongoing global monitoring.



WHO published regular situation updates and a
Weekly Epidemiology Record online.

3) Clinical management

WHO has a multi-disciplinary patient care team
covering areas such as child survival, pregnancy,
infection control, and displaced populations. WHO
provides guidelines for clinical care at various levels
such as national and district hospital, community

health centre, and home care.

4) Antivirals

WHO developed antiviral guidelines and monitored
antiviral resistance globally. WHO ensured equitable
access, coordination, and deployment of antiviral

stockpile.

5) Vaccine development, safety and policy

Vaccine virus strain  selection and vaccine

recommendation, distribution and qualification
process were carried out. The WHO Strategic Advisory
Group of Experts on Immunization (SAGE) reviewed
epidemiology data and made vaccine target group

recommendations.

6) Vaccine procurement and deployment

The WHO coordinated distribution of donated
pandemic influenza vaccine to eligible countries and
prepared countries to receive vaccines. Governments,
foundations and manufacturers pledged
approximately 200 million doses of vaccine (122
million doses were committed to reach at least 10%
population coverage), 70 million syringes, and USS 48

million for operations.

What'’s next?

Review of the WHO response and lessons learned is
now underway. We are also interested in advancing
the global public health research agenda for influenza.
We will refine the framework for assessing pandemic
severity and review and update numerous guidance

documents.

m

Q&A
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Q: It took quite a long time to deliver vaccines during
the pandemic. Is there any prospect to shorten the
delivery process in the future?

A: There is a global plan for increasing access to
vaccines. There are several components, for example,
developing additional manufacturers worldwide
through technology transfer; streamlining regulatory
processes; and refining deployment plans not only
from the WHO side but also from the recipient
country side.

Q: In

overwhelmed by specimens. Is there any WHO

the 2009 pandemic, laboratories were
guidance for testing specimens?

A: There is guidance on this with systematic
recommendations. However, each country must
consider and adapt these recommendations because
of differences in capacity. We want to identify some
specific lessons learnt on this as part of the regional
pandemic review meeting that will take place in

Beijing in March.



National response for Pandemic (H1N1) in the Philippines

Dr. Enrique A. Tayag, Director IV, National Epidemiology Center and San Lazaro Hospital,

Department of Health, Philippines

Chronology of Influenza A (H1IN1)
[2009]

Events

April 30: The secretary of health had a command
conference with representatives from all regions to
firm up preparedness and readiness to a potential
pandemic.

May 4: The first guideline was posted on the website.
May 24: We reported the HIN1 outbreak at a mass
gathering. We exchanged information with Taiwan
though Taiwan is not recognized as a member state of
WHO.

June 3: The first HIN1 outbreak in a university was
reported.

June 11: WHO raised pandemic alert to level 6.

June 15: The first sustained transmission following a
community outbreak was reported.

June 21: The first HIN1 death was reported with an
episode of difficulty in breathing. It was problematic
because we could not correlate the death to HIN1.
June 24: DOH shifted its strategy from containment to
mitigation. We were waiting for WHO announcement
so we delayed moving to mitigation.

September 12: We harmonized influenza reporting
together with laboratory surveillance reporting. We

were gathering information from the media.

[2010]

March 20: Over 5,000 cases of pandemic HIN1 with
32 deaths were reported. Laboratory testing in the
country started to link with treatment.

April 26: The Philippines was the first country to
receive vaccines - over three million doses - though

WHO informed us to reduce that by half.

Early weeks of the pandemic

Organizing response: we established a task force as
central command.

First line of defense: surveillance.

Calming public anxiety: risk communication. We had

daily media meetings with members of the press to

provide briefings

CENTRAL COMMAND

- Sééretafiétand ”
Safety Team .
Liaison
PLANNING OPERATIONS LOGISTICS FINANCE
DOH Central Office | | Surveillance Hospital Budget
Directors Operations
| | Quarantine
CHD Directors Quix
—— | Field Operations
DOH Hospitals '
Communication
Expert Panel E—

Etc..

Firming up stockpiles: logistics. The strategy was
initially to use stockpiles to contain the pandemic.
Overriding management imperative: containment to

prevent virus spread.



The responsibilities of each group of central command
were as follows. Planning group is responsible for the
plan and guidelines. Operations group is responsible
for implementation. Logistics and finance support the

implementation.

Points of entry: A containment paradigm

Thermal scanning to screen for febrile illness was
conducted but we could not even detect more than 10
cases at points of entry. We advocated voluntary
home quarantine for returning residents and other
travelers, not to undertake exit screening, and contact
tracing where practicable and feasible. For
surveillance, we included important parties. CUO (case
under observation) investigation form was distributed

and filled out for every case.

Towards the peak of the pandemic

We anticipated widespread transmission so we had
to enhance surveillance. However, during the peak of
the pandemic, the laboratory capacity could not cope
with the surge of patients seeking tests. Although
laboratory tests were extended to other nations,
patients recovered while waiting for tests. Antivirals
were not offered because we were waiting for the
results.
We used different surveillance forms and this led to
different counts of cases and deaths. That was
problematic.
Then we shifted to mitigation and stopped testing
everyone. We did not get all specimens any more. We

were also isolating other influenza viruses.

Guided response (24 guidelines)

We started from clinical management guideline and
developed 24 guidelines on infection control,
laboratory diagnosis, mitigation response and so on.

They are available on our website.

Stepwise approach

In order to calibrate our response, we investigated the
site of cluster infection. Three levels of mitigation
response were set and we gradually shifted from
containment to mitigation. On level 1, there is no
clustering of cases and community level transmission.
On level 2, community level transmission is beginning.
Information awareness should be the focus here. On
level 3, there is sustained community transmission.
We have to maintain health facilities and make sure of

home care.

Level 1 Level 2 Level 3

CONTAINMENT

= Department of Health oY

Lessons learned

- Early detection, risk assessment, information
sharing and response, and global coordination
were keys in mitigating the impact of the
pandemic.

- We also had to calibrate our response according
to the information we were getting from the field.

We have to thank the highly motivated and dedicated

key health officials. Many people and organizations

were involved in averting a larger disaster.

Chronology of Influenza A (H1!



Influenza Preparedness and Local response in Region VIl
Dr. Nicolas Antonio B. Bautista, Medical Specialist IV, CHD-DOH Tacloban, Philippines

Before the HIN1 pandemic
SARS and H5N1 surveillance and preparedness were in
place. Identification of referral hospitals and training

of staff on infection control were carried out.

Profile of cases

Cases with pneumonia required mechanical
ventilation but we had only less than 20 ventilators.
On April 30 we received a call in Manila asking what

we would do if HIN1 arrived.

The start of the pandemic

Information dissemination as an advocacy campaignin
all six provinces in Region VIII was conducted. Case
definition and containment were emphasized.
Barangay (Village) health emergency response team
which was organized during SARS was reactivated. The
team was responsible for monitoring the suspected
cases at that time. We had to monitor passengers
arriving in Barangay from foreign countries for 14 days

and Barangay reported immediately to a higher level.

The operation center at Region VIII was responsible
for health management service. A series of meetings
with government organizations (GOs) and other

regional directors had been conducted.

W Samar -

| land area: 21,432 km2
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School closure

A critical issue was coordination with stakeholders,
especially the Department of Inter-Local Governance
(DILG) and Department of Education (DepEd) on when
to close schools. Classes start in June. We tried to
separate the students with symptoms inside the
schools, though this didn’t work.

On June 15, a new shopping mall opened. On June 30
all people went to the fiesta. This might be the reason
and / or risk factor why Tacloban city had the highest

confirmed cases.

During the height of the pandemic
Only one public referral hospital was admitting cases.

So, we advocated that private hospitals admit

HIN1 cases. We shifted from containment to



mitigation activities. We performed random sampling
for laboratory examinations and advocated voluntary
home quarantine. In July we were overwhelmed by

recording. In August we practically stopped reporting.

Lessons learned

Good and dynamic leadership is very important.
Multi-sector collaboration is important such as joint
response from several GOs. We established good
communication. There was a conference at least 2 or 3
times a week. Health system should be developed to

build up capacity and capability

Institutionalization of response

Surveillance reached Barangay level. We proposed a
new surveillance level at Inter Local Health Zone. This
is composed of 3 or 4 municipalities. Each municipality
reported notifiable diseases to the Inter Local Health

Zone Unit.

Operational Design for Disease

Ertting Sistem
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Challenges

Our challenges are:

- Political

- Technical capability to meet new emerging
diseases

- Availability and timely prepositioning of

appropriate resources

- When to shift from containment to mitigation

Comments

In the province of Leyte in the Philippines, we made a
point of closing schools. Because during mitigation
phase the Provincial Health Office was the one giving
the information to close the schools but when the
schools reopened there was always a stress of briefing

different schools.



Local response in Cordillera Autonomous Region (CAR)
Dr. Nicolas R. Gordo, Medical Specialist IV, CHD-DOH, CAR, Philippines
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National Pandemic Preparedness Response Plan
Based on national response, we have the influenza
task force. For the risk communication plan, we only

tasked one official spokesperson on HIN1.

Regional structure for planning and decision making

Initially, the regional structure for planning and
decision making followed the existing CHD-CAR Health
Emergency Management Staff (HEMS) structure. On
15 June 2009 the unified regional command was
created for pandemic response to Influenza A (HIN1).
We followed the framework provided by DOH. The
framework for action was strong “surveillance” at the
start of pandemic, strengthening “Command”,
“Communication”, “Healthcare Response” and “Public
Health Intervention” to mitigate the impacts. We

were prepared for SARS and experienced a

meningococcal outbreak before HIN1.

Framework for Action

SURVEILLANCE

l \ Laboratorys .,
.
.

had COMMUMNICATION By
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transmission
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Scenario Building

We estimated the cases by scenario building and knew
the relevant proportions. Since Baguio General
Hospital could not accommodate the surge in cases,
we included some private hospitals in Baguio City later

on, considering poor road conditions.

Population 1,500,000
l 20% 30%
Sick 300,000 450,000

1

1

1

1

I

1

1

l .
1

1

:
1

I

I

1

I

I

1

1

9%
40,500

9%
27,000

2%
9,000

2%
6,000 A
l 0.1%
450

0.1%

Fig. Scenario Building

0.5%

2,250

0.5%

1,500

Facility preparedness

Logistics including PPEs, specimen collection supplies
and antivirals were allocated, distributed and
pre-positioned in all provinces through the Provincial
Health Offices. A series of trainings on Facility
Preparedness Planning and response, Infection
Control and Triaging for Health workers in public
health and hospitals, and table top exercises were
conducted. Continuous surveillance and detection,
contact tracing during containment phase, diagnosis

and management were also conducted.

Risk communication
Only the identified spokesperson provided official
information and

communications on the H1IN1

updates. All 23 interim guidelines were circulated



Cordillera Administrative Region
Facilty | Number

Rural Heaith
Units
APAYAS Barangay Health

Hospitals (beds

region-wide. Tri-media campaigns on describing the
flu pandemic and basic prevention and control

measures for the public were carried out.

Pandemic Response

May 26: We had the first confirmed case of HIN1.
June 24: Shifting from containment to mitigation.

July 8: Some schools in Baguio City suspended classes
due to increasing ILI cases.

During containment phase cases were reported to
health facilities for care. During the mitigation phase
the strategy was home care. All pregnant women and
other high risk groups like the elderly were targeted
for vaccination.

Our pandemic responses were:

- Medical intervention

- Non-medical interventions

- Social services (to keep society running)

13



Knowledge, Attitudes, Practices (KAP) on Non-Pharmaceutical Interventions against Influenza A
(H1N1) Region VIII, Philippines
Dr. Raita Tamaki, Assistant Professor, Tohoku University Graduate School of Medicine

Introduction/Rational of KAP

KAP studies are qualitative and/or quantitative
cross-sectional surveys to assess mostly health-related
events for health planning/evaluation for policy
makers.
Non-pharmaceutical interventions/ preventive
measures such as mask use, hand washing and social
distance might be essential strategies along with good
community awareness and compliance.

To create an effective strategy against pandemics
requires understanding of the factors associated with
community KAP for health planning. However, little is
known about KAP regarding Influenza A (H1N1)

pandemic among people in the Philippines.

Prevention and Protection
from Novel Influenza A (HANAI)

[ =e 7 died/

What is Influenza A (HAN4) ?

Influenza A (H1N1)is caused by a novel flu virus that resulted
from the reassortment of 4 viruses from pigs. humans and
birds. This virus is spreading from person-to-person. probably
in much the same way that regular seasonal influenza viruses
spread. There is no vaccine yet to protect humans from this
virus. But there are existing and recommended medicines that
are effective in treating these Influenza A(H1N1)viruses.

tMay17) |

Image of Influenza A (HANL) virus
Photo by Hide Nishimura

‘Who can be Infected
with A (HAN1) ?

Initial case can be a patient with
Influenza like symptoms and history
of travel to an A (H1N1)affected
country OR resides in a communi
with confirmed cases of A(H1N1)OR
close contact with a suspect human
caseof A (H1N1)within 10 days of
symptom onset

What are the symptoms Who are the high risk
and signs of A (H1N1) ? Individuals ?

vInfluenza like symptoms v Pregnant woman

*Fever *Fatigue Y TB/HIV patients

*Runny Nose *Muscle or Joint Pains ¥ Children less than 5 years

*Sore throat *Lack of Appetite v'Persons 65 or older

Cou; *Nausea Vomiting ¥ People with Chronic lung disease,

+Headache *Diarrhea Cardiovascular disease.

Disease of kidney/liver/blood
m

and metabolis

How is it transmitted ?

Exposure to droplets from the cough and sneeze of the infected person
*Influenza A (H1N1)is NOT

iy
%ﬁ% How can disease be prevented ?
v i Y (cough) eti

% Cover your nose and mouth, and turn away from
people when coughing and sneezing.
* If you have a cough, wear mask not to
transmit to other person.
Q v'"Wash hands with soap and water when you get home
v'Avoid close contact with sick people
v youri ity (power of
* Eat nutritious food
> Take enough rest
* Manage your stress
> vBreak away from the crowd
,.. Y'Avoid extra gathering

MCH jea)  _ZEIE

An advocacy campaign was carried out, supported by
the Japan International Cooperation Agency (JICA) and
the Sasakawa Peace Foundation. In Biliran Province,
active intervention and house to house visit for health

education with Information Education and

14

Communication (IEC) materials was conducted by JICA.
In other sites passive intervention was performed by

placing IEC materials in Rural Health Unit.

Objectives

The objectives of the study are to determine/ assess

1. KAP on Non Pharmaceutical Intervention against
Pandemic Influenza A (HIN1) in Region VIII

2. Factors that influence KAP

3. Effectiveness of IEC campaign

Methods

Study design was a cross-sectional study by in-depth
interview with structured questionnaire on KAP on
Influenza A (H1N1). The target population was Biliran
for

active advocacy campaign sites, Leyte and

Southern Leyte province for passive advocacy
campaign sites. The study was conducted from
February to March 2010. The contents of the
questionnaire were demographic background data
and KAP on H1IN1. Scoring was done as follows:

1. Each question had one (1) point assigned.

2. For each question, the point is divided into the

number of choices.



3. Points are summed up and scored as a percentage

(%).

“ Cross-sectional study by in—depth intenviem with structured

questipnnaire on KAP on Influenza A (H1N1)
Populgtion  Biliran, Leyte, Southem Leyte prowince

Period February to March 2010
iy
b Philippine
ST Y  EEEETIEE
Phippine Bilian O Active Advocacy
o) Seo Campaign Sites
Tacdoban O Passive Advocacy
Campaign Sites.

O The Airport located

9 . Ty
o Biliran @ oo aty
= !" 7 O Highpopulation
s @, Tacloban densiy
. e O Highestrate of
Region8 - A mrveasedmm
s L ) Southern O Passive Advocacy

Leyte (Campaign Sites
O Lesspopulation

density
O Lesscases (HIN1

MAAYSIA - cases) detected

Results and discussion

Starting from demographics of study population, 73%
of the respondents were female. Income level of 85%
of households as 7S a day. Nearly 40% of households
had a risk group (such as pregnancy, asthma and
cardiovascular disorder in the family. Average number
of family members was 4.69.

The percentage of correct answers or expected
response was the highest in the attitude score of mask
use (93%) but the knowledge score on mask use was
low (16%). Health seeking behaviour was quite good
(84%).

Compared to active and passive intervention sites,
correlation between knowledge and attitude and
practice was low in urban site (Tacloban City). It
means more strict regulation or policy decision should
be made with people in urban areas. Regarding
information sources, TV was the most effective tool
but in rural areas printed material was also effective

because about 40% of the population in active and

passive sites do not have TV. Employment level is
negatively associated. This means employed people

got higher score.

Conclusion

1) KAP on HIN1

Mask: Attitude is good but not correlated with
knowledge and practice

Hand wash: While knowledge is not good, attitude
and practice are better accepted and correlated

Social Distance: KAP are correlated with lower
acceptance

2) Factors that positively influence KAP

Individual factors are higher education and female
gender. Household factors are higher income and
living with risk group. Most used information sources
are TV, followed by leaflets and radio.

3) Effectiveness of IEC campaign

The score of each K, A, P in the active intervention
sites are strongly correlated with each other. It can
be said that IEC campaign is effective for behavior

modification that is the most essential part of

preventive measures.




Epidemiology of Pandemic (H1N1) 2009 in Baguio; Early phase estimation

Dr. Taro Kamigaki, Assistant Professor, Tohoku University Graduate School of Medicine

Objectives of the presentation

We have been conducting a disease burden study in
Baguio city since April 2008. We monitor the ILI cases
through all 16 health centers. If they develop severe
symptoms, we enroll them in one of six hospitals and
they are registered to collect data set. Principally, we
focus more on ILI in our BOD study, and use ILI and
CUO data separately. However, during the pandemic
(HIN1)2009 we decided to include cases under
observation (CUO) since October 2009 and unified this
reporting form to existing data base.

The objectives of the presentations are:

1. To describe cases of pandemic (H1N1) 2009
detected through Burden of Disease (BOD)
surveillance

2. To demonstrate the transmissibility of pandemic

(H1N1) 2009 in Baguio city

Summary of study flow

i Public health i |
Baguio re5|dence : Centers i
. ILI case i
/ | \
|
| Referral
ﬁ i | |
\ ' Baguio | RITM
i i field ofﬂce ;
5 AR caSe Dot ‘ Tohoku Univ.
i Hospitals CUO case
Other i
Hospitals i
i i | Laboratory testing
Data /sample Data encoding
f " Database manage
Collection Transportation Data analysis
Methods

Data collection and encoding on ILI, severe acute
respiratory infections and CUO were performed from

June 2009 to March 2010.
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Result

As with other countries, many people realized that we
have a very low level of community transmission. We
need to identify and discuss how low the
transmissibility was by using some parameters.

Result (1) Estimating RO

Intrinsic growth rate and basic reproduction number
(RO) is an example for measures of transmissibility in

the community.

Result (1) : Estimating RO

Generation time
Mean 3.0 (sd 0.5)

Generation time
Mean 2.8 (sd 1.4)

Estimated RO for 1.08 1.10
first 15 day (1.05-1.28) (1.02-2.30)
Estimated RO for 1.03 1.05
first 30day (1.02-1.11) (1.01-1.49)
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level. Using this data set we estimated RO as 1.08 with
the generation time of 3 days or 1.1 with the
generation time of 2.8. Even If we extend the period
up to 30 days, it is still at quite slow level. We need to
see carefully how we estimated this number because
several estimation formulas are currently available.
There are similar techniques used in Thailand and also
in La Union Province in the Philippines. While results
about current influenza were published, RO in La
Union was quite similar to this level. On the other

hand, the data in Thailand was a little bit higher in

early phases like 1.4 or 1.6.

Result (2) : exponential growth rate

IGR (red) = 0.23 (0.22, 0.24)
0 |GR (blue)= 0.10 (0.09, 0.11)

1000

Cumulative number of cases

o 5 1 15 20 25
Time (days)

Result (2) exponential growth rate

Another way to estimate is to use the exponential
growth rate. We fit cumulative number into the
exponential growth rate. We observed it fitted well in
the first 15 days but after 15 days the initial
exponential rate did not fit. On the other hand, if we
expand to 30 days it fits less but still we can assume
the trend is quite compatible. There seems to be some
changing point existing around 15 days, in early July.
One possible explanation for result (2) is that the
geographic distribution was different. If we pick up the
parameter of the number of public health centers
newly reporting cases, that means if the center

reported in day 1 and in day 2, we counted the same
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case twice. In that sense, many RHU reported before
15 days. In geographic terms, probably H1N1spread
quite rapidly or widely.

Another possibility is susceptible population
characterization. We compare case report ratio. This
can be calculated simply: case today/case tomorrow —
just divide and make a ratio. We estimate by each age
group around this change point.

There are three (3) peaks.

(Peak 1) The case in 5 to 9 age group continuously
reported over 1 that means always double count in 1
day. After 15 days the 5-9age group decreased to
around 1 or even less than 1.

(Peak 2, 3) The other 2 peaks were occupied by cases
aged under 5 mainly. That probably means we were
observing the previous peak which was probably
occupied by 5-9 age group. The second group was
occupied by cases aged under 5. This kind of

non-synchronization explains why they did not follow

initial growth rate. If that is initial evaluation | use

different finding phenomenon.




PM Session (1): Lessons learned and future plans

1. Philippines

Dr. Myrna C. Cabotaje, Director IV, Center for Health Development, Cordillera Autonomous Region,

Department of Health, Philippines

What have we learned?

It may not be possible to determine what happens
during a flu pandemic. Based on previous pandemics,
we can say pandemics typically occur in waves. The
first wave is expected to last six to eight weeks. A
second wave may follow six to nine months later.
There may also be a third wave. When a pandemic
occurs, communities can expect to deal with its effects

for 12 - 18 months.

What have been our strengths?

We used Avian Influenza Preparedness to respond to
Pandemic A (H1N1) by establishment of a unified
private sector network, primarily civil society
organizations and the business sector and capability
building of key people from the central and regional
offices of Department of Agriculture, Department of
Health and Department of Environment and Natural
Resources and of Agricultural and Health Officers in 20
critical sites covering 103 municipalities.

Consultative Forum for DOH Regional Coordinators
and training for DOH, selected local hospitals and local
government units on preparedness for SARS, Avian
Influenza and other emerging infectious diseases had
been conducted.

Orientation of Barangay Health Emergency Response
Teams on Avian Influenza was conducted. Prior
surveillance work was assessed and surveillance
activities were institutionalized.

We were able to provide effective risk communication
to the public from the beginning of the A (H1N1)

pandemic.
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What still needs to be done?

- Mobilize the local government wunits to
disseminate information about the influenza
pandemic

- Emphasize the need for isolation of cases at home
and the need for quarantine of contacts

- Sustain surveillance for new cases of influenza

- Monitor communities for clustering of severe
cases (i.e. pneumonias resulting in an excessive

number of deaths)

 NATIONAL
JRAPHIC

What Still Needs to be Done? N’?
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Mobhilize the local government units to
disseminate information about the influenza
pandemic
* Emphasize the need for isolation of cases at
home and the need for quarantine of contacts
* Sustain surveillance for new cases of influenza
* Monitor communities for clustering of severe
cases (i.e. pneumonias resultingin an excess
number of deaths)
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Continue prioritizing management and treatment
of high-risk groups including vaccination

Coordination with international agencies about
reporting of cases and deaths as well as the
of the of

appropriateness implementation

mitigation  measures and public health
interventions

Training of Barangay Health Emergency Response
and Rapid Action Teams

Establishment of laboratories which can detect
Avian Influenza viruses in Luzon, Visayas and
Mindanao to complement activities of the
National Influenza Center (RITM): 1 PCR each in

Visayas and Mindanao

- Expanding areas for disease surveillance

Comment

(Dr. If we are really looking into future

Tayag)
preparedness and control, maybe we can look at one
of those things that need to be done. Let’s focus this
time on behavioral change and communication. We
have been looking just at information, education and
communication. Let’s shift now to behavioral change
and communication.

Answer: That’s a point we will relay to the national
office as they enhance their plans. | think the
presentation earlier about the practice will help you

and we can also assist in the refinement of the plans.
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2. Indonesia

Dr. Andi Muhadir, MPH, Project Director, Surveillance and Response, Southern Sulawesi province

History of HIN1 in Indonesia

June 16: First confirmed case was reported in Jakarta.
Up to September 2, 2009: Total number of HIN1 was
1097 with 10 deaths.

Case management

1. In the beginning: All suspected cases were isolated.
Only certain hospitals (referral hospitals) accepted
hospitalization.

2. Ultimately determined: Not all suspected cases
were isolated. All hospitals were allowed to treat

HIN1 cases.

Best practices

1. Initially all cases have a history of travel to foreign
countries.

2. Spread of HIN1 was very fast.

3. Case detection at Points of Entry was limited.

4. Underlying factors for case of death were obesity,

pregnancy and hypertension.

Modeling of strengthened surveillance system
1. Strengthening the detection, reporting and

recording of communicable diseases for each level at
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health center, district, province and Ministry of Health
2. Investigation for all outbreaks by Rapid Response
Team (RRT)

3. Taking and sending specimens for suspected cases
of HIN1 & their contacts

4. Collaboration with link sectors, such as animal

sector and laboratories

Modeling of Strengthening Surveillance System

Strengthening the detection, reportingand
recording of comm prone diseases for each level
(Health center, District, Province, MoH).
Investigation for all outbreaks by Rapid
Response Team (RRT).

Taking and sending specimen for HiN1 suspect
& their contacts.

Collaboration with link sectors, such as; animal
sectorand laboratory.

National preparedness and control on HIN1

The 6 Indonesian strategies on HIN1

1. Strengthening of screening at port health office:
1) health alert card implementation, 2) radio
communication practice, 3) health officer awareness,
thermal scanner for passengers, 4) PPE and 5) clinical
room set up.

2. Logistic preparation (drugs & PPE): adequate
tamiflu availability and logistic distribution

3. Preparation and support for selected hospitals: 1)
100 referral hospitals, 2) availability of adequate drugs
and equipment, 3) availability of isolation room/centre,
4) adequate skills of health officers and 5) diagnostic &

treatment procedure



4. Strengthening the surveillance epidemiology: 1)
intensifying ILI and ARl surveillance, 2) new
development of ILI sentinel site, 3) develop
pneumonia and ARI surveilance in health facilities, 4)
intensifying port health surveillance focusing ar
selected international ports, 5) community basead
surveillance

5. Laboratory strengthening: 1) intensification of
regional laboratory and 2) reagent and equipment
laboratory support

6. IEC: 1) poster development for public information,
2) periodical media communication and 3) community
awareness and participation through Desa Siaga

(Village alert)

Q&A
Q: What could be the priority of Indonesia?
A: We make a surveillance system in every district.

Community health centers report to a district health

office. This would work as a warning alarm system.
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3. Vietnham

Dr. Nguyen Thi Thi Tho, MPH, National Institute of Hygiene and Epidemiology

Overview of Pandemic A (H1N1)

May 31: The first pH1N1 case reported.

Mid July: There was evidence of virus transmission in
the community.

By the end of 2010, more than 11,000 H1IN1 cases

were confirmed and there were 61 deaths.

Preparedness

Steering committees and partnership initiatives were
set up at different levels. Directives, guidelines were
provided in a timely manner via guideline documents,
meetings, workshops and monitoring/supervision.

Laboratory systems at all levels were strengthened.

Mass trainings for related health staff were carried out.

Resources were mobilized, and material and

equipment were provided in a timely manner.

Surveillance

Surveillance activities were intensified at all levels
through related surveillance systems such as a health
qguarantine system, routine surveillance system for
national influenza

communicable diseases, and

surveillance system. Surveillance strategy was

adjusted according to the pandemic stages and

situation. All possible cases were tested in the early
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stage, while in the stage of community transmission,
selected cases in clusters, cases in high risk groups and

severe cases were tested.

Outbreak management

Non-medical interventions such as personal hygiene,
environmental sanitation, and social distancing (early
stage) were applied. Medical intervention was
partially applied since vaccines were available at late
stage in small amounts and antiviral drugs were
available for treatment rather than for prophylaxis.

Cases were also isolated.

Curative care
All levels of health facilities were strengthened.
Curative care was decentralized for different levels
+ National and provincial hospitals were
principal health facilities for managing pH1IN1
patients
+ District hospitals were supporting facilities
when higher level hospitals were overloaded

+ Mobile clinics were set up when necessary

Communication
A hotline system was set up. Mass communication
campaigns were carried out through not only mass

media but also provided by house visits.

Lessons learned

Advantages: The leadership of the government,

support from political system and collaboration with
partners are critical for effective pandemic
preparedness and response. We used lessons learnt
from controlling SARS and H5N1. Directives and

guidelines were adjusted in a timely manner and



provided according to different stages of the

Pandemic.

Difficulties: Health system was overloaded during the

peak time. Vaccines were only available at later stages.

Future plan

- Continuously monitoring & analyzing
epidemiological, clinical, viral aspects of pH1IN1

- Revising plan for pandemic prevention & control

- Strengthening national influenza surveillance
system and routine surveillance system for
communicable diseases.

- Improving capacity of health workers on disease
surveillance, outbreak investigation/management

- Raising awareness of community on pandemic

prevention & control

..|I||||” FUTURE PLAN

FPandemic H1N1

Q&A

Q: We always have problems in giving the drug at the
right time. What is your measure on this?

A: We placed tamiflu not only in hospitals where we
could monitor the compliance with treatment.
However, prevention measures were always
conducted in the communities. It was sometimes too

late to give drug.
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4. Lao PDR
Dr. Ounaphom Phonepaseuth, Deputy Director of the Vientiane’s Department of Health

Time Line in Lao PDR

June 16: First case in Vientiane Capital was detected.
July 17: First reported pandemic-related death

July 31: Community transmission in Vientiane Capital

was detected

Preparation for response
1. Coordination and decision making
National Emerging Infectious Diseases Coordination

Office (NEIDCO) was set as an effective

up
coordinating body with high level political support.

-
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2. Surveillance and response: We used existing
surveillance notification mechanism for nationally
notifiable diseases. A ‘166 hotline’ for severe illness
and death reporting by health care workers and

communities was set up.

3. Clinical management (CM) and infection control
(IC): We developed and conducted training on CM and
IC guidelines for the pandemic. We set up an on-call
duty system for clinicians from provincial hospitals and

for national authorities.

4. Set-up screening system: We isolated asymptomatic

patients at in-patient wards.

Set-up Screening System

* Referral of patients to designated
area in OPD if ILI symptoms

* Designated Screening Room

* |solation and cohorting of in-patients

¢ Availability of PPE and IEC material

¢ Regular cleaning and disinfection

5. Risk communication: Communications were carried

out through IEC, TV and radio. Workshops for
journalists were conducted and they were involved in
media briefing. We stressed proper hand washing and

cough etiquette upon returning to school.



Risk Communication

— |ECmaterial for public and HCW
— Pressreleases, TV and radio spots

—  Waorkshops for journalists and those involved in
media briefing

Public health interventions

The interventions were performed through 1) isolation
of patients, 2) border control and international travel,
3) school closure, 4) mask use for sick people, health

care workers and care givers.

Vaccines
Vaccination began on 4 May 2010 and is still underway
in some provinces. It will be finished within the next

few weeks.

Lessons learnt

1) Strong political commitment and a forum for open
dialogue are crucial. 2) Strong teamwork &
partnerships lead to efficiency and progress e.g. Govt,
International  groups, NGOs. 3) Pandemic
Preparedness Plans should not only be developed but
actually used. 4) Epidemiology and laboratories should
not be seen as separate entities. 5) Public health risk
communication is a cross-cutting strategy that should
increase awareness but not fear e.g. HIN1 situation.
6) Ongoing small group activity-oriented training is

better than large group didactic training.
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Future plans and direction

Strengthen the collaboration with stakeholders

Strengthen the coordination between
epidemiology and laboratory

Enhance surveillance to use existing system at all
levels

Improve provincial/regional lab capacity for
testing other outbreak-prone diseases

Inventory and monitoring system of supplies and

equipment is crucial



5. Thailand
Dr. Anek Mungaomklang, Medical Epidemiologist, Deputy Director, Nakhonratchasima Hospital

Dr. Suthanun Suthachana, Department of Disease Control, Ministry of Public Health

Exercises of pandemic influenza preparedness plans

Table-top exercises and functional drills were
performed at central, provincial and service center
level. We set up 1,030 Surveillance and Rapid
Response Teams (SRRT) nationwide for surveillance,
early detection, investigation and outbreak
containment. Avian influenza control and pandemic
influenza integrated  in

preparedness  were

National Public Emergency Preparedness in 2005.

Lessons learned

During the first wave:

- Multi-sector cooperation is feasible.

- Health behavior changes in crisis are feasible, but
temporary.

- Risk communication is essential and to be handled
with care.

During the second wave:

- Strengthen coordination, especially at provincial
and local levels

- Continue public communication and multi-sector

coordination to further support NPI
- Revise risk communication strategy, further
strengthen RC network, seek community
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involvement, improving media relation

During the third wave:

- More experienced from the previous two waves

- Management as seasonal influenza was
appropriate but some deaths still occurred

- Reduced awareness among healthcare workers
and citizens, so education campaign must be
continued and assessed periodically

- Trivalent influenza vaccinations were widely

acceptable but a limited number of doses

A case study of Nakhon-Ratchasima Province
In order to mitigate morbidity and mortality in our
province, we activated SRRT of the provincial health

office with 32 health workers.

T .Cormunicate the
inforTnation to cormmumnitys

provide training/Hotling

In cooperation with municipalities, schools, factories,
health volunteers, media, drugstores, prisons, game
centers and karaoke venues, we conducted activities

such as:

- Passive surveillance: Regular analysis of situation
and assessment intervention (ILI/confirmed case

and HCWs)



Communication of Information for Public

Awareness and Improvement of Respiratory
Hygiene
Communication of Information in High Risk
Places such as game centers, entertainment
places and factories for A (H1N1) Outbreaks

Strengthening Hospital Infection Control System

Communication of Information in High Risk Places for
Pandemic Influenza A {H1N1) Outbreaks

®

Rapid Assessment of Intervention and Influenza
Surveillance/ Prevention and Control Program
Special Training for SRRT to prevent and control
of influenza outbreaks during the pandemic
Response to Outbreak of Pandemic Influenza A
H1N1 in a Military Training Center (3 events)
Model Development for Prevention of Influenza
Outbreak in a Military Training Center

Use of Surgical Mask in all Activities

Conclusion

Thailand experienced three waves of influenza

(H1N1) 2009 pandemic in a two year period
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High morbidity but low mortality was observed

following intensive multi-sector interventions

from national to local level
Surveillance, early detection and timely
assessment of influenza situation were critical for

effective response to the pandemic

Future plans

Development of better risk communication
strategy at all levels

Social mobilization for preparedness and response
to emerging infectious diseases at local level

Full implementation of proactive surveillance
system in institutes e.g., school, military camp,
factory and prison

Vaccine development and production in the

country

Q&A

Q: How did you use the surgical masks? Is that to

protect others from you?

A: We use that to stop human to human contact

through droplets. No second use of mask for other

persons. This prevented infection in military camps.

Q: How long are they used? Are they used every day?

A: One mask is used per day.

Loca‘ “Ebpl oS




PM Session (2)

Formulating a Regional Response Framework in the Southeast Asia

Dr. Jeffrey Michael Partridge

Asia Pacific Strategy for Emerging Disease (APSED)

APSED is a bi-regional strategy to provide a common
framework for countries to strengthen their capacity
to manage emerging disease threats. This was
originally developed in 2005 and updated in 2010 to
expanded of

International Health Regulations or IHR (2005). APSED

reflect the scope the revised
(2010) plan was endorsed by technical advisory group
of the region so this is not a WHO plan.

The goal of APSED (2010) is 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

emergencies.

The five objectives of APSED are; 1) to reduce the risk
of emerging diseases, 2) to strengthen early detection,
3) to strengthen rapid response, 4) to strengthen
effective preparedness, and 5) to build technical

partnership

Expanded scope (8 focus areas)

APSED would be used as a common framework to
guide national and local capacity building and as a
strategic document to mobilize financial and technical
resources. Each focus area contains a small number of

key components.

p—

Event-based surveillance
Indicator-based surveillance
Risk assessment capacity
Rapid response capacity
Field epidemiclogy training

Accurate laboratory diagneosis (including laboratory

referemce function and external gquality assessment)

1. Swurveillance, Risk Assessment -

and Response -

-

-

-

2. Laboratory -

-

-

-

3. Zoonoses -

4. Infection Prevention and -
Control

-

-

-

5. Risk Communication -

-

-

6. Public Health Emergency -

Preparedness -

-

-

-

-

7. Regional Preparedness, Alert -

and Response -

-

8. Meoeonitoring and Evaluation -

o

o
o
o

Laboratory support of surveillance and response
Coordination and lab oratory networking

Bigsafety

Coordination mechamism:

Sharing of surveillance information
Coordinated respon se

Fisk reduction

R esearch

Mational Infection Prevention and control {IPC)
structure

1PC policy and guidelinas

Enabling envirenment (e.g. equipment and supplies)
Supporting com pliance with |PC practices

Health emergency communication
Operation communication
Behaviour change communication & social m obilization

Public health emergency planning
Mational IHR Focal Point Function
Points of Entiry

R espon se logistics

Case (clinical)
Health care facility preparedness

managemeant

Regional surveillance and risk assessment
Regional infor mation- sharing system
Regional preparedness and respon se

Country level monitoring {inclu ding work plan and

APSED/IHR indicators)
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Technical Advisory Group (TAG)
Evaluation



“International

Conclusion

APSED provides a common framework for countries to
strengthen national and local capacities required for
managing all emerging infectious diseases and public
health emergencies and is a road map for member
states in the Asia Pacific Region to build up the IHR
core capacity requirements, address emerging disease

threats, and address pandemic threats.

Open Forum Discussion

3 ~
“International Workshop on WINL
in South East Asia: Local Response,
Best Practices, Future Preparedness
and Control”

1. Collaboration / Coordination

Vietnam (Dr. Nguyen Thi Thi Tho):

| want to ask the experiences of other countries

regarding collaboration between animal health and

human health.

Philippines (Dr. Eric Tayag):

Animal health and human health professionals are
coordinated and they are cooperating in the
Philippines. One opportunity we had to work with our
animal health counterparts was Rabies elimination.
We can build relationships slowly but surely. For
example bird flu was a big opportunity for human
health people to work with animal health people. If
you have counterparts from the national office, it’s
going to work. As they can actually work together and
plan together, you can involve human and animal
health people in pandemics. One advantage of the
Philippines is that we have an inter-agency zoonosis
committee to share between agencies and they make
regular reports. Furthermore you also have the
support from OIE, FAO and WHO. They are working on
one health perspective (*) at the global level and it is
coming down to regional level and eventually country

has model of One Health perspective.

*The one health is a concept for expanding interdisciplinary
collaborations and communications in all aspects of health care

for humans, animals and the environment.

2. Guideline

Philippines (Dr. Olveda):

There are clinical management guidelines on HIN1
and there are several scenarios which can be used as a
model. We can use the management of suspected
patients such as rapid development of severe
pneumonia. We may not be able to wait for laboratory
results because we know that HIN1 is still circulating
in the community after the pandemic. There should be
more information disseminated about the guidelines
because not all are aware of them.

Thailand (Dr. Anek):



| wonder if our current guideline can be used in a new
influenza outbreak. We also have annual diseases like
leptospirosis, ILI and other many tropical diseases. |

want to know when to keep to the clinical guidelines

and when to stop using them.

Philippines (Dr. Cabotaje):

We really need to sit down and see what we have
done. We have to look into a generic guideline.
Tamiflu is not only for HIN1. Actually there was a
higher cost for patients who were not hospitalized. We
need to tie up diagnosis and treatment and also tie up
with PhilHealth. We might need to review this from

the national office.

3. Laboratory

Philippines (Dr. Olveda):
Some national laboratories had a very difficult
situation during the outbreak. We could not cope at

that time because we were doing diagnostic work as

well. But we were able to put up five sub-national labs.

Flu outbreak experiences should be used for other
diseases including dengue and leptospirosis. They

should continue to use the technology actively.
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WHO (Dr. Jeffrey):

Laboratory strengthening within APSED has four key
components as | mentioned; 1) rationalize laboratory
system by development of national referral system, 2)
develop capacities down to local level, 3) coordinate
priorities across the region (we don’t have national

dengue center for example), 4) bio safety.

Indonesia (Dr. Andi)

I'm wondering now how laboratory capacity can be
assessed. In our experience there were so many
limitations in our laboratories. We have nine regional

laboratories, but the capacities are still low.

Lao (Dr. Ounaphom)

From our experience, we still have more problems left.
We have only one laboratory center. It may be difficult

to control a pandemic in time.



WHO (Dr. Jeffrey):
We are now developing a work plan that still has to go
past the technical advisory group and be approved by

the regional committee.

Philippines (Dr. Veneracion):

We were in dilemma whether to treat patients
immediately or not, since we were waiting for the
laboratory results. If we put up laboratories at the
provincial level, it will be costly for the local
government. If we buy the drugs, it is also expensive

for us.

Philippines (Dr. Edel):

The purpose of setting up laboratories - one in the
south, one in the north and one in the central part of
the country - is to make them strategic because it
probably takes around five million pesos to put up one
laboratory. If there is a way to coordinate the
shipment or send the samples and results within the
region or site, we can save costs in setting up the

laboratories. Even there is no pandemic we need to

sustain the operation of laboratories.

Philippines (Dr. Eric. Tayag):

On establishing laboratory network, RITM should have
capacity for emergent diseases but for provinces there
should be basic laboratory capacity. There is a
hierarchy of pathogens and it should be identified in

different levels.
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Japan (Dr. Oshitani):

Everybody knows we need point of care testing.
Unfortunately we didn’t have a feasible rapid test at
that time. Most laboratory tests are quite expensive.
Probably one test costs 7 or 8 dollars. For HIV we do
not need to test millions of cases but for HIN1 and
seasonable influenza do. We cannot afford this for
both HIN1 and seasonal flu. Its sensitivity and
specificity is also issue. Current laboratories cannot
differentiate between H1N1 and other seasonal flu As.
We do need to improve our rapid test or point of care
testing. Many research groups are working on this.
There are many promising results. We have to develop
tests with better sensitivity and specificity that are

easy to use.

Philippines (Dr. Lupisan):
We made a five year strategic plan for laboratories.
There should be a laboratory in the regions. RITM can

provide training on lab testing.




4. Training

Vietnam (Dr. Nguyen Thi Thi Tho):
As for capacity building, we implemented a field
epidemiology training program (FETP) two years ago
with support from WHO and CDC. We divided that by
levels. Officials at higher levels could take a Master’s
degree by this while others could take short courses.
In the future we intend to strengthen the laboratory
level

capacity at the provincial including online

training.

Philippines (Dr. Eric. Tayag):
For example, in the Philippines as well as in Thailand
countries we have a

and other program for

epidemiology training but we introduced short
courses because for the people in the field a two year

course is too long.

WHO (Dr. Jeffrey):

Mongolia as well as Laos started short courses
because they lose their valuable staff during training.
We are currently evaluating the program and of
course have to balance with program quality. We are
committed to the ongoing process to institutionalize

the program for the entire country.

Philippines (Dr. Olveda):

Because of the overwhelming situation during the
pandemic, our contingency plan said we are going to
train second and third line staff. Not only the people in
laboratories but also other people around the lab can

augment the capacity.

Philippines (Dr. Veneracion):

We found that most of the LGUs were not capable as
far as the situation at the provincial level. It was being
discussed that most of the LGUs do not want to send

people for training because it takes two years. It is
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more appropriate to have distance education.

Philippines (Dr. Eric. Tayag):

Distance or e-learning won’t work. MPH is in all class
rooms but this one is application in the field. Right
now we are focusing on the team approach. Thailand
has a lot of experience on this. They have several rapid
response teams down at local level. It’s good practice

which can be duplicated by other countries.

Vietnam (Dr. Nguyen):

In our field epidemiology training program, we
combined face to face training and distance training.
We invite trainees in the 1% week for face to face
training and send them home for field practice with
close monitoring from a supervisor. They then come
back to class for discussion and assessment. For
laboratory training we send them a CD after
participating a short time in class so that they can
learn from the CD. After that they also come back for

assessment.

5. Lessons from Local level
Philippines (Dr. Eric. Tayag):
It’s a trap for every country to have the strategy of just
looking up what happened because we wouldn’t have
learnt from the lessons. We haven’t gathered
information especially from LGU regarding serious

problems in pandemics.



Philippines (Dr. Opinion):

We have to remember by experience. During SARS,
the province of Leyte was hit hardest. We have to
visualize again where and who is most vulnerable. If

we have enough KAP, we could probably solve the

problems.

Philippines (Dr. Tayag)

In the presentation of APSED Dr. Jeffrey mentioned
about surveillance. Mapping the country for risk is
also one of the activities. Leyte had the worst situation

in HIN1 and the high incidence was true.
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Summary of the Workshop

Dr. Hitoshi Oshitani, Professor, Tohoku University Graduate School of Medicine

In the presentation of five countries in South East Asia, common
issues on pandemic response were identified despite different

political and public health systems in each country.

The first one is the shift from containment to mitigation. In the
original plan aggressive measures for severe pandemic were taken
but there was the issue of the timing of switching from
containment to mitigation. We also faced difficulties to implement

non-pharmaceutical interventions in the decision making process

as well as the extent of measures. For example, it was hard to
decide and get consensus among stakeholders when to close/open the schools.

The second one is the shortage of vaccines and antivirals. No vaccine was available when needed and no uptake
when it arrived. Not only antivirals but also PPE and other supplies were scarce. There was not enough clinical
care system capacity. A better system to tackle these problems is needed.

The third one is surveillance. As for laboratory testing, point of care testing was lacking during the pandemic A
(HIN1). A rapid test at the local level should be more developed in terms of its ease, sensitivity and specificity. ILI
surveillance and pandemic surveillance should be balanced.

The fourth one is public education and risk communication. How to approach and empower those who are hard
to reach and poor and how to work with media should be considered.

The last one is coordination. A whole-society approach is necessary, including national-local level coordination.

Different efforts for coordination at local level should be made and a better mechanism needs to be established.

As the way forward, local capacity should be strengthened. WHO Regional Offices (WPRO and SEARO) are now
developing the Asia Pacific Strategy for Emerging Diseases (APSED2010) which provides a framework for capacity
building. This should be applied not just at central level but also at local level. Coordinated response between
national and local level and among multiple sectors including animal health should be needed. We should not
have a vertical program structure but rather an integrated program among infectious diseases and other public
health threats. Lastly, we have to shift from a reactive response to a more proactive response by conducting risk

assessment and strengthening local preparedness.
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