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NOTE

The views expressed in this report are those of the participants of the Pacific International
Health Regulations (IHR) National Focal Points and the Pacific Public Health Surveillance

Network (PPHSN)-EpiNet Representatives on Syndromic Surveillance and do not necessarily
reflect the policies of WHO.

This report has been prepared by the WHO Regional Office for the Western Pacific for
governments of Member States in the Region and for those who participated in the Meeting
for Pacific IHR National Focal Points and PPHSN-EpiNet Representatives on Syndromic
Surveillance held on 23-26 March 2010 in Auckland, New Zealand.



SUMMARY

The International Health Regulations (IHR) require that al countries can detect public
health events, such as outbreaks, in atimely manner and that they should be able to respond
quickly. Many existing nationa disease surveillance systems are complex, with the result that
they do not have sufficient early warning capacity. In addition, they often are based on
reporting of specific diseases, requiring diagnostic confirmation by overseas laboratories
before adiseaseisreported. This can lead to long delays, especialy in the Pecific.

Syndromic surveillance can be much faster and simpler because it is based on reporting of
clinical symptoms and does not require laboratory confirmation.

Thisisthe report of a meeting to discuss a simple and sustainable system of syndromic-
and event-based surveillance for the Pacific, which was developed jointly and proposed by
WHO and the Secretariat of the Pacific Community (SPC) at the request of the Pacific
ministers of health.

The participants agreed that all countries and territoriesin the Pacific will adopt a
standardized system comprised of four core syndromic case definitions: acute fever and rash,
diarrhoea, influenza-likeillness (IL1) and prolonged fever. The numbers of patients who fit
one of these case definitions will be reported at least weekly by the main hospitals and clinics
to the nationa health authorities of each country or territory. It also was agreed that national
health authorities voluntarily will report case numbers weekly to WHO. WHO will produce
Pacific summary reports and will share the information with the SPC.

Additional optional syndromic case definitions may be included by countries,
depending on the local situation.

The participants emphasized the importance of regular feedback from the national level
to clinicians and public health workersin the form of a surveillance bulletin.

In addition to this routine syndromic reporting, all participants agreed that national
heath authorities will notify WHO immediately if there is an unexpected rise in reported cases
or any other potential event of international concern.

Countries will seek to implement the syndromic surveillance system within 12 months.
WHO, the SPC and US Centres for Disease Control and Prevention, Atlanta (US CDC) will
collaborate closely in supporting countries with implementation.



1. INTRODUCTION

The International Health Regulations (IHR) (200&quire that all Member States have the
capacity to detect and respond to public healtimisvef international concern, in particular
infectious disease outbreaks that might spreathter countries. Another requirement of the
IHR (2005) is that the international community béormed about such events. WHO has been
mandated to assist countries, if necessary, tagitien their early warning capacity. One way to
improve system sustainability and reduce the buadenaintaining a system is through
simplification and streamlining.

Currently, data on outbreak-prone diseases arexottanged routinely among Pacific
countries. It would be advantageous for the irsteomal exchange of information to have a
standard set of conditions for the Pacific Region.

In the Pacific, WHO collaborates with the Secretiaof the Pacific Community (SPC) on
strengthening surveillance and outbreak respombe.previous meeting for Pacific IHR
National Focal Points recommended that WHO an&#e€ jointly formulate a proposal for
internationally standardized syndromic surveillamcthe Pacific. This recommendation was
repeated by the 2009 ministers of health meetingadang, Papua New Guinea.

1.1 Obijectives

(1) Todiscuss and finalize proposed guidelinesafsimple, sustainable, syndromic
and event-based surveillance system for the Pacific

(2)  To identify mechanisms for the Pacific islamlintries to collect and report data
regularly to WHO.

(3) To give an update on IHR (2005) and recentreatks and matters related to the
Pacific Public Health Surveillance Network (PPHSN).

1.2 Opening remarks

Dr Ken Chen, WHO Representative for the South Raeifelcomed IHR country
participants and partners. He stated that thegserpf the meeting was to strengthen
surveillance within the Pacific and ensure theigbdf Member States and areas to meet the
requirements of the new IHR. The Pacific healthisters in Madang, 2009, recommended that
WHO and the SPC work together to standardize dy warning system for the Pacific. The
recent experience with pandemic influenza A (H1R0Q)9 and other regional outbreaks,
including typhoid fever and dengue, makes urgemtindate to detect outbreaks of public
health importance early and respond effectively.

The key is for local health workers to be abledtedt unusual cases and clusters of
disease early and report them to national pubkidtheuthorities, which will assess the need to
report to WHO. This will allow additional expedsources to be made available as necessary
and to alert WHO and neighbouring countries to arepo respond. Meeting participants were
tasked to review the experience of those Pacifimdscountries that had piloted standardized
syndromic surveillance, determine its feasibility the entire Region and decide on practical
issues, including the syndromes of importance.



Dr Seini Kupu, as the representative of the SP@siged an overview of the challenges in
the Pacific to respond effectively to outbreakslaton, socio-demographic factors, health
system resource constraints and delayed acceaisdmtory services. All of these factors make
syndromic surveillance an essential component @ffattive public health response in the
Pacific. Lessons from H1N1 should not be forgattemparticular the need to share information
rapidly on common threats. The SPC and WHO woaitinue to collaborate through a one-
team approach to support Pacific island countrigee PPHSN mechanisms would be made
available to strengthen IHR National Focal PoirEshanced surveillance would need to
continue to include both human and animal infedidiseases.

Dr Darren Hunt, Deputy Director of Public Healtrew Zealand Ministry of Health,
welcomed participants to New Zealand. Influenka-lliness (IL1) and H1N1 recently focused
all countries’ attention on improving their infemtis disease surveillance. There was value in
learning from other countries’ surveillance. Thestimportant principles for successful
surveillance were surveillance is for action thetdfits the community, roles and responsibility
need to be clear, surveillance needs to be asasgsyssible, systems need to be monitored and
evaluated and feedback to front-line health workecsitical.

1.3 Appointment of chairpersons and rapporteurs

For day one, Dr Siitia Lemusu (American Samoa) glasted chair and Mr Edward Diaz
(the Commonwealth of the Northern Mariana Islamvas3 elected vice chair and rapporteur. For
day two, Dr Stephen Homasi (Tuvalu) was electedr @mal Ms Lourdes Duguies (Guam) was
elected vice chair and rapporteur. For day thvrdlarcus Samo (the Federated States of
Micronesia) was elected chair and Ms Leilani Mataka(Samoa) was elected vice chair and
rapporteur. For day four, Dr Enoch Posanai (P&pm& Guinea) was elected chair and
Dr Sylvie Laumond-Barny (New Caledonia) was eleatieeé chair and rapporteur.

2. PROCEEDINGS

2.1 International Health Regulations (IHR)

Dr Jacob Kool, of the WHO Office for the South Riaciindicated that the major purposes
of the meeting were to ensure compliance with lldguirements (rapid outbreak detection,
information-sharing and response to outbreaks)tamdt on the Pacific ministers of health
(Madang 2009) recommendation for improved earlynivey systems, using standardized
syndromic surveillance. The IHR were adopted b} 28 WHO Member States and became
effective in 2007. They are legally binding ongdktners and seek to more effectively detect
early and notify all public health threats of imational concern and build the capacity in each
country to respond. Noatification to WHO does remjuire laboratory confirmation before
reporting unusual events. WHO has a defined rokupporting Member States to respond to
risks and to meet their IHR requirements.

2.2 Pacific Public Health Surveillance Network (F¥Nj

An update of the PPHSN was provided by Dr Justuwzige from the SPC. Since its
inception in 1996, the focus has been on epidemangopcommunicable diseases, including
cholera, dengue, influenza, leptospirosis, measidsyphoid fever. Later, other non-outbreak-
prone diseases, such as HIV, were added. Regdidnahation-sharing occurs through the
portals of the PacNet email list server, the INf&f@TION journal, and the PPHSN website.



A manual on infection prevention and control inltieaare facilities recently has been produced
with particular relevance to the Pacific island iies.

The active networking services include PacNet fert@nd communication, LabNet for
laboratory confirmation, EpiNet for investigationdaresponse and PICNet for infection control.
The PPHSN Coordinating Body recommends a more sgite approach to Pacific surveillance
activities, which includes a standardized and gasistainable syndromic surveillance system,
integration of specimen collection and shipping thanot pathogen-specific and strengthened in-
country training in field epidemiology, infectioomtrol and entomology.

2.3 Syndromic surveillance

Dr Benzler gave an overview of syndromic surveitlan The principal focus is early
detection for the purposes of response. It is demented by laboratory-based, event-based and
classical notifiable disease surveillance. Syndeaurveillance uses clinical data (signs and
symptoms) that precede diagnosis and that signeéd for a public health response. For
common syndromes, the signal requiring a respanerdess frequency, while for rare
syndromes a single case (event) merits a respdriserole of the astute clinician remains
important.

The objectives of syndromic surveillance are edédtection and rapid response to public
health threats. It provides the opportunity t@ivene early to limit the impact of outbreak
spread and outbreak control. Some systems aneebidoiration, e.g. during mass gatherings,
but routine systems need to be simple, using pistheg data and should be automated if
possible. They may be restricted to selectedrselndites if they are to be sustainable.

2.4  Country experiences with syndromic surveillance

2.4.1 American Samoa

Ms Sharmain Edwards Mageo indicated that syndramnigeillance in American Samoa
had encouraged a fruitful partnership betweenahnis and public health practitioners. It also
decreased dependence on limited laboratory resobefere initiating an effective public health
response. To allow comparability between countiiegas important to standardize syndrome
definitions.

Regular review of emergency department dischargeidahe basis of American Samoa’s
syndromic surveillance, made easy by having a singddical facility and there is regular
feedback to onsite clinicians. Coding by clinidas a particular challenge to providing reliable
data and some clinicians still prefer paper-basedrding. Clinicians are encouraged to alert the
focus point immediately should they detect clinjpadsentations of concern. The system has
proven flexible during responses to public healtfasters (e.g. after the 2009 tsunami, when
additional injury and mental health syndromes veatded), and when unusual events such as
jellyfish stings were detected. It is essentidhdwe a prepared process for investigating signals
and responding. Particular challenges are linstadeillance personnel and having the hospital
use automated systems on data-sharing issues tladimemanual processes.

2.4.2 French Polynesia

Dr Henri-Pierre Mallet summarized the experiencseyofdromic surveillance from French
Polynesia where there are 50 primary health carres four peripheral hospitals, a central
hospital, two private clinics, two private and tmablic laboratories and 130 general
practitioners that are distributed unequally. Awgrk of sentinel physicians, from the public



and private sectors and army, report weekly byafack email on only three syndromes: acute
diarrhoea, ILI and dengue-like syndrome by two gigeips. There was an improvement during
2009 in completeness of reporting, with about béfflinicians reporting regularly. But there is
limited coverage in the remote islands. Hospitaéegency units — the central hospital and two
peripheral hospitals -- also provide weekly reporighe three syndromes plus fever requiring
isolation.

The French Polynesian sentinel general practicesybas proven very useful for early
detection of dengue and H1N1 outbreaks, despitaiptete coverage of the entire population,
before both hospital and laboratory detection.nf&ifeedback reports regularly are provided to
the sentinel network and a summary is provided| tmedical practitioners.

2.4.3 Niue

Mr Manila Nosa presented the Niue experience oflsymic surveillance. The island has
a single hospital with three doctors and 15 nuasekno clinics. With WHO onsite assistance,
the system was initiated in July 2008 with sevamdsgmes [diarrhoea, dysentery, ciguatera
poisoning, ILI, severe acute respiratory illnes&Ry, acute fever and rash and acute flaccid
paralysis (AFP)]. There is a clear delineatiomesiponsibilities for different positions within the
health system. A standardized line-list, captunea spreadsheet, has proven useful for
facilitating investigations. Training in the usiespreadsheet software (Excel) has been useful.

Turnover of key clinical staff in Niue and their hiple responsibilities are constraints to
optimal system functioning and demand regular tngito ensure that key fields are completed
accurately. It is essential that a system is @ngplough that it can be mastered rapidly by new
staff. The use of triage nurses to record syndsomay be a useful approach, with less
dependence on short-term medical staff. The uséré nurses as the key reporters may be
highly appropriate on remote islands. General angss of the syndromes should be assured
across all clinical staff.

2.5 Proposed Pacific syndromic surveillance apgroac

Dr Jacob Kool presented the standardized syndrsuamillance system proposed by
WHO and the SPC. Surveillance information thatdsessary for disease control must permit
rapid response. Traditional national surveillasggtems often are cumbersome and complex.
Many notifiable conditions require laboratory confation, which often means transporting
specimens to overseas laboratories, resultingnig ttelays in reporting.

To improve early warning, it is essential to redtieedata burden by starting with only
the main hospitals and a limited number of condgioSyndromic surveillance accelerates and
simplifies reporting. There is a need for stantamd case definitions to allow for comparison.
Regional examples of syndromic surveillance alreadsgt -- i.e. the WHO hospital-based active
surveillance of acute fever and rash and AFP ande 2009, the WHO H1N1 surveillance,
which includes the ILI syndrome.

The proposed syndromic surveillance will be supgetad by “immediate event
reporting”, i.e. immediate reporting of any seriausinusual event by health care workers to the
national level.

For syndromic surveillance, thresholds can be adbpter time to trigger responses
consistent with available resources and natureskf ISyndromic case definitions were chosen
for their ease of collection and disease priomtytibreak-prone, severity, availability of effective
public health measures). Four core syndromeseammmended: acute fever and rash,



diarrhoea, ILI and prolonged fever (see recommeodo. 6 at the end of this document for
details on the case definitions as finalized arapseti during this meeting). Although there may
be double recording of a single case, this is detdpsince the purpose is to provide a signal
requiring investigation. Basic reporting througtveekly tally sheet is a good approach.
Countries may choose to add additional syndromegs deute fever with neurological signs; see
recommendation No. 6 for optional syndromes) oheebiasic system is functioning well. There
may be some variation of additional syndromes accosintries.

An unusual event would have to be reported immeblli@nd should include any
unexpected event that is a potential threat toipdiglalth, such as animal die-offs and chemical
poisoning.

The selected sentinel health care sites shouldtregekly the numbers of cases of each
of the four syndromes to the national public healithority. Sharing of feedback information (a
surveillance bulletin) by the national level, eademonthly back to front-line health workers, is
critical to keep the system functioning and repsrteell motivated.

Once a threshold is exceeded, it is necessaryltmfa standard approach to outbreak
investigation and notification to those who nee#lriow. Having a standardized regional
approach allows detection of multicountry outbreakgroves information-sharing and allows
comparison. Country IHR focal points indicated o for the simplified syndromic approach.

Mr Tony Kolbe identified pertinent issues that impan syndromic surveillance
implementation. Surveillance systems should begiatted with other surveillance and allow
expansion as required. Each identified surveiltasite should have a nominated responsible
local champion. Clinicians need to understandapply the case definition with forms and tally
sheets that must be easy to complete. The systeshatow for identifying the cases recorded
on the tally sheet to assist in identifying theboeak source. Existing systems, including
electronic systems, suffer from timeliness and dewity challenges. There is likely to be some
resistance to change from certain clinicians and isamportant to engage them fully,
demonstrate that action is taken on the basistafadlected and provide formal feedback
regularly. The role of nurse clinicians was pauttely emphasized, both within hospitals but
also in peripheral clinics. Strong support wasvjated by a number of IHR focal points on the
potential value of the proposed approach.

2.6 Event-based surveillance (EBS)

Dr Boris Pavlin (WHO South Pacific) described eveased surveillance (EBS) based on
formal channels (such as reports from doctors akual conditions) or informal channels such
as media reports, non-governmental organizatiodsammunity rumours. EBS does not
replace, but complements, routine surveillanceismequired under IHR. It serves to detect rare
and high-impact outbreaks, emerging diseases ami®uaffecting people who do not use
regular health services. EBS is simple, rapid ksavhere routine surveillance fails and must be
tied to action. Standard guidance is available\WWHO Guide to Establishing Event-Based
Surveillance and theAMHO South Pacific Outbreak Manual, which is being drafted. The
importance of cultural sensitivity when investigatisignals was emphasized by country
participants.

2.7 Outbreak response

Dr Pavlin discussed reasons for investigating aaks, including stopping a continuing
outbreak, finding causes of past outbreaks in daerevent future outbreaks and training staff
to build investigation skills. Early detection gapted early investigation and early response to



reduce the number of cases. He reviewed the lepg $ outbreak response and emphasized
considering requesting assistance from the natimniaternational levels when the local
capacity to investigate is limited.

2.8 World Café workshop sessions

2.8.1 Core syndromes

Most countries were pleased with the four syndroameka few already were using similar
definitions. For countries that currently don'v@atrong surveillance systems, the proposed
syndromes would serve as a foundation. For casthiat already have well-developed
syndromic surveillance systems, it would not replekisting systems but complement them.

Concerns existed where electronic systems wersanparticularly timeliness, and these
often were limited to the stand-alone computeharmain hospital. Coding by non-clinicians
prior to electronic recording may be a barrier.e holonged fever case definition may lack
specificity in environments where malaria is endemi

Specific diagnosis would not prevent includingsteaparticular syndrome, and a single
patient could be recorded legitimately against ipldtsyndromes (e.g. one patient could be a
case of diarrhoea and a case of fever and rastjould be important to know how many sites
were reporting each week since this would affemids.

2.8.2 Mechanisms for Data Collection, Reporting &hdring

The value of collecting standardized syndromic data selected sentinel sites for
selected syndromes was supported. Individualsappdbpriate communication systems would
need to be identified in each country, and eveseliaurveillance should be included in
reporting.

Regular weekly reporting to the national level wassidered essential, but the mandate
for reporting syndromic surveillance to WHO needktification. It was clear that events or
outbreaks would need to be reported to WHO byt flocal point but countries would need to
clarify to WHO how much (SPC, US CDC, other cowsjithey were willing to share their data
with other interested parties through mechaniskesMacNet.

2.8.3 Regional response to increasing diseaseamofrpartner agencies

Strengthening of local capacity through countryemional Epi teams was proposed, with
regional training strengthened. There was a causethat recent information-sharing on
outbreaks had proven useful. Communication wittngst agencies required further
clarification.

Partner agencies could assist in regional coordimand providing technical assistance
(outbreak response and laboratory/Epi capacityldpwgent), but the specific roles for all
agencies in these roles should be defined.

2.8.4 How to Mobilize Clinicians

Clinicians (doctors, nurses and other health cankevs) had few incentives to report or
be involved in surveillance and probably had atéhiknowledge of IHR and country
requirements. This was a symptom of insufficietégration of the clinical and public health
sectors.



Clinician notifiers needed engagement and traibingsking clinicians what feedback
they wanted, producing interesting bulletins evéremthere was no outbreak, selecting clinician
champions and considering nurses, especially iplperal sites.

Capacity-building was essential, with a particditenrus on syndromic surveillance in
training curricula, a need for accredited fielddgpniology training in the Pacific, equipping
local mentors to support field training, using &rig infrastructure such as nurses and medical
associations, infection control committees, Epiféains and continuing medical education
(CME) committees.

Approaches worth trying that were mentioned:

* Providing supportive tools

» Access to diagnostic supplies

» Simpler systems for reporting events

* Including surveillance requirements in positionatggions when recruiting clinicians

2.8.5 Syndromic surveillance implementation

A high level of support for implementing syndromsigrveillance was expressed, but
country-specific implementation planning was neagsbecause of varying levels of current
surveillance and resources.

A standardized tool to allow appraisal for the ipidf current systems to meet the
minimum requirements for serving as an early waysiystem was required.

The Madang meeting recommendation and current HsitNation provided a great
foundation for participants to brief their ministiof health on return to their countries.
Syndromic surveillance should be included in sgiatplans with budget lines.

Sentinel site selection depended on current coeeayl expansion should consider
geographic representation and risk (ports of emtigration patterns, historical outbreaks,
sanitation).

2.8.6 Flow of reporting

Dr Jacob Kool introduced a description of poterditia flows. There was general
agreement that there should be weekly reportirgynéiromic cases from sentinel sites to
national levels and immediate reporting of suspkotgbreaks.

There was further agreement that regular feedbaskngcessary from the national level
to the field, with the suggestion that individualiatries should decide optimal frequency.

Some countries supported weekly reporting on syndrtallies from the national level to
WHO for the four syndromes and immediately, if resagy. But this was not unanimous
although participants appreciated the value oforegjisharing of data. WHO was committed to
providing reporting countries with a weekly summegport and sharing this data with the SPC
and other agencies, if approved by submitting agest



2.9 Regional outbreak update

Dr Boris Pavlin presented a summary of outbreaksiged by 14 countries for the period
2008-2010 and PPHSN PacNet reports. Thirteen dearttad experienced dengue outbreaks,
with a particularly high incidence in French Polgiaeand the Cook Islands. Five countries had
experienced leptospirosis outbreaks, and therdbad a large rubella outbreak in New Zealand.
Typhoid fever had proven a particular challengEijn(>100/100 000 per annum) and there had
been a typhoid outbreak in New Zealand followingdmation from Samoa. Papua New Guinea
had experienced a large cholera outbreak, with rtinane 50 deaths. Other significant outbreaks
included MDR-TB in Chuuk, the Federated States mfrbhesia, and Republic of Marshall
Islands; hepatitis A in Pohnpei, the FederatedeStat Micronesia, and a large outbreak of ILI
(non-H1N1) in Tokelau.

There was little regional data but there was cardil transmission across borders. This
provided the impetus for improved regional repatimhere was also a need for improved
access to reference laboratories to confirm theataue agent during outbreaks because many
rapid tests had problems with both sensitivity apélcificity. This was to be discussed further at
a PPHSN laboratory technical working group meelater in 2010 and outcomes shared with all
countries. Dengue-like syndrome would be a vegfulsaddition to the core group of
syndromes.

2.10 Pandemic influenza A HI1N1 2009 regional update

Ms Akanisi Dawainavesi (WHO) reported on the africanfirmed through laboratory
testing, of pandemic influenza A HIN1 2009 in tlaeiRc, initially in Hawaii and New Zealand
in April before spreading to French Polynesia a thdater and Samoa, with rapid spread
thereafter to almost all Pacific island countri@nly Tokelau, Niue and Pitcairn have had no
cases. July and August were the peak months fet Rexific island countries. Seven countries
reported 21 deaths, of which only 12 of the peomes hospitalized, with a median age at death
of 34 years old. Important risk factors were otyegire-existing respiratory and cardiac disease
and pregnancy.

Countries responded rapidly, there was good calilmm between partner agencies and
the Australian Agency for International Developm@aisAID), the New Zealand Agency for
International Development (NZAID) and US CDC finaisupport. The weekly summary
report proved a valuable means for keeping all ttemupdated with the situation. As a second
wave is awaited, it is important to further enhasgpport. It is important that specimens
submitted meet the ILI case definition. There Ib@sn great value in reviewing country
pandemic plans.

WHO received a 10% population-based H1N1 influerazine donation, which was
being delivered to Pacific island countries. linportant to prepare for a possible second
pandemic wave, which may occur earlier than theluseasonal influenza. The scale of a
second wave depends on prior levels of exposure/araination coverage. WHO should
consider making an urgent representation for tlease of remaining stockpiles of monovalent
H1N1 vaccine in certain higher-income countrieg, Australia, that now have trivalent HIN1
vaccine available.

2.11 Pacific Regional Influenza Pandemic PreparesiReoject (PRIPPP)

Ms Jennie Fischer (SPC) indicated that the maptfgaims in the design of the PRIPPP
were stakeholder consultation and building on ggssystems and networks, including linking
of human and animal health agencies to identifyoojities for strengthening preparedness.



As part of the stakeholder feedback process, atppouansultation on Pacific Island countries
and territories responses to HIN1, funded througAIRN, was undertaken. Nine countries were
involved.

Specific short-term needs based on the recent Hdgérience included laboratory
capacity (the highest-ranked need particularly tddemited local capacity and long turnaround
times from reference laboratories), a revisionarigemic plans, business continuity and
communication planning and delivery, representatiomon-health sectors and practical clinical
management guidelines, Longer-term needs incltiteednportance of testing revised plans,
improving routine surveillance, continuing infeetioontrol training, improved diagnostics and
regional communication mechanisms during epideméc@andemic periods.

2.12 Country presentations on selected outbreaks

2.12.1 Cholera outbreak and response in Papua Neme&

Mr Enoch Posanai made a presentation on the regpstience of cholera in
Papua New Guinea that first was detected in ruillagers in Morobe Province in July 2009.
This was confirmed agibrio cholerae El tor Ogawa and surveillance was conducted usiag
WHO case definition. The case fatality rate in btwe Province was 4.1%. It spread to Madang
and then to East and West Sepik Provinces, witlvioheal cases diagnosed in the Eastern
Highlands and Port Moresby. National coordinafwmitowed national approval of the Pandemic
Influenza Preparedness and Response MechanismNP]RRich was used to guide the
response.

Key lessons learnt from this outbreak were the itgmze of coordination, standardized
syndromic surveillance, adequate laboratory adoesonfirmation, high levels of community
awareness, standardized case management andclefistensuring supplies.

2.12.2 Typhoid fever outbreak in Fiji

Mr Dip Chand reported on the Suva outbreak thatiwed in an informal settlement.
Typhoid is endemic in Fiji, with a high burden afses, well-recognized hot spots and a strong
association with communities living in poverty. eTfirst case was in Jittu Estate in
December 2009, with cases in Nawaisomo Villageamuary 2010; there were a total of seven
cases. Sanitary conditions are poor in this akéalti-pronged control measures included
patient detection and management, improved persaonbfood hygiene practices, protecting
water supplies and fly control. Multiple partndrg;luding local media, worked together to roll
out control measures. This has put a focus omtpertance of addressing housing and water
needs, health promotion campaigns, exploring ptesey vaccination, preparing mass public
gathering contingency plans and ensuring relevahtiee Public Health Act.

2.12.3 Hepatitis A in the Federated States of Miesia

Ms Melinda Manglay described the Pohnpei State titepA outbreak that began in
November 2008. Two historical outbreaks in 1948 8973 among only young people under
30 years old support the contention of lifelong iomity. It is likely that hepatitis A was
imported from Chuuk. The outbreak resulted in Bfjfiorted cases, a 7% hospitalization rate and
one death in Pohnpei. Community water sources fa@eally contaminated, including in some
schools. The role of kava and social gatheringsuaknown.

Interventions by Hepatitis A virus task force irsdal improved sanitation and sewage
disposal, safety of water supplies and preventiersages and hand washing facilities,
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particularly in schools. Long-term, water puritica systems should be installed in all schools
without treated water supplies. Information akibetquality of the water supply by laboratory
testing could be made available to the commuriltye role of immunization in response to
outbreaks or routine childhood immunization wasgeionsidered.

2.12.4 Guam H1N1 influenza outbreak

Ms Lourdes Duguies provided an overview of H1INIvagtin Guam during 2009. The
first confirmed case, 1 July 2009, was of someohe had returned from travel to Texas,
United States of America, and infected householdamis. There is year-round ILI surveillance
in Guam. The two public holidays may have fadéithtransmission with a marked peak of
cases in the following four weeks, with a totaB87 cases and two deaths. The distribution by
villages appears patchy. Most cases were of paomler 45 years old, while 43% of
hospitalized cases were of people 4 years old enger. The two fatal cases had medical
histories of rheumatic heart fever and cerebradypal

Guam’s Pandemic Task Force implemented a stepesg®nse, including port of entry
screening, health education, isolation, hospit@dtion control, school monitoring and
exclusion, antivirals for high-risk groups and viaetion since December 2009 (>31 000 doses
administered). Support was provided by US CDC\tD and the SPC. Particular challenges
include limited staffing and delayed laboratory fawnation, media and confidentiality issues
and the demands of the private sector.

2.12.5Cook Islands dengue fever outbreak

Mr Charles Ingaua said the first case confirmed wd®©76 and there were five deaths in
1991. There was a dengue outbreak beginning ith2009 that apparently was introduced by
a returning resident. The national Health Emergd@ream was activated with environmental
health and border controls. There were 1200 stespeases, of which 800 were confirmed in
2009, with most being children and younger adalts| particularly on the western side of
Rarotonga, with many manmade breeding sites founidgl a field investigation. The ill were
nursed under netsAedes control focused on twice-yearly mass cleaningreeding site
containers (a holiday for public sector staff totiggpate), larviciding, perifocal spraying for
adult control with pyrethrum in a 100m radius ofises in which there were cases of dengue and
health promotion activities. It was facilitated dylesignated IHR focal point, a new erythrocyte
sedimentation unit (ESR), Geographic Informatiost8gns (GIS) capacity and the Public Health
Act of 2004. There is a need to improve links kesw public health and the laboratory and the
recording of addresses.

2.13 Asia-Pacific Strategy for Emerging DiseaseB$ED)

Dr Li Ailan (Western Pacific Regional Office) indited that APSED was being reviewed
and was seeking input from participants. She plexvian overview of WHO event management
under IHR, stressing that the main purpose of tempis to begin joint event risk management
to inform response. Core capacities should bg faiplemented by June 2012 with the
possibility of a short-term extension, with repogiby Member States against World Health
Assembly 20 indicators (242 questions).

Seventy-one events were reported to the WesteiificPRaegional Office between June
2007 and August 2009. These are all capturedaamfidential WHO website. APSED has
focused on capacity-building in surveillance angpanse, laboratory, zoonoses, infection
control and risk communication. Implementatiorefiéctive syndromic surveillance would
meet many of the requirements under IHR.
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2.14 Beyond APSED consultation

Dr Li then introduced the Beyond APSED consultapoocess, which would engage the
meeting participants in small group discussionfivankey topics. She described the timeline of
the process towards a revised strategy and how twssultations fit into the APSED planning.
Input from Pacific Member States was acquired tghoa workshop session.

2.15 Additional discussion on the proposed prolonfgeer case definition

Dr Kool further explained reasons for includingsteiyndrome. Prolonged fever is the
only constant feature of several diseases sugfphsit, leptospirosis, brucellosis, Japanese
encephalitis, malaria or other serious infectiohtst people do not go to the hospital until after
a few days. In areas with malaria, a hospitalstdirhelp detect increases, but the threshold may
need to be set higher to reflect the local situnatio

2.16 Syndromic surveillance scenario group exercise
Dr. Kool introduced the group exercise using th@grged fever case definition.
Participants split into working groups. They gaesitive feedback on the group exercise

because it helped to clarify many issues with e af syndromes for outbreak detection and
also clarified actions to be taken for an initiatlreak response.

3. CONCLUSIONS

All participants agreed (moved by American Samahsetonded by Tuvalu) that:

(1)  Syndromic surveillance should be used to sttemgthe early warning function of
existing disease surveillance systems:

(a) to detect suspected outbreaks early;

(b) to respond rapidly to limit the impact of owthks; and

(c) to comply with International Health RegulatidHR) requirements to build
national capacity for early detection and invediagaof outbreaks and immediate
WHO notification of public health events and outike of potential international
importance.

(2) Itis essential to engage clinicians (doctarsvall as nurses).

(3) Itis crucial that reports are reviewed inradly fashion, at least weekly, and
response should come in a timely fashion.

(4) Pacific island countries and territories wal§ much as possible and practical, use
the same case definitions.

(5)  The system should start with a limited numtfereporting sites in each country.
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(6) The core case definitions in Table 1 shoulihigdemented in each Pacific island
country and territory.

(7)  Optional syndromes that countries may eleat¢tude in addition are found in
Table 2.

(8) Syndromic surveillance should include:

(a) reporting of weekly numbers of syndromic cdses health care sites to the
national level;

(b) regular feedback from the national level tofiekl (surveillance bulletin);

(c) datafrom the national level to WHO should tamsmitted immediately if
there is a rise in cases or if another importantipinealth event is suspected; and

(d) regular updates from WHO and the SPC to coemwf regional outbreaks
and other important public health events. In addjtcountries are encouraged to
share their surveillance bulletin within PPHSN.

(9)  The participants agreed that there is valygraviding a weekly report to WHO of
the number of cases of each syndrome by countnigt$earitories. However, it was
recognized that some countries will have diffic.ldgmplying. All participants should
confirm to WHO within two weeks whether they wiligicipate voluntarily in this routine
weekly reporting. Where patrticipation is confirmed

(@) countries and territories will report weeklgrn the national level to WHO
(numbers of cases);

(b) feedback from WHO will be provided to countrasd territories via a
weekly summary report;

(c) WHO is to immediately share the data with tR&CSnd other agencies; and

(d) regular analysis and reports by WHO and the &i®e provided to
countries and territories.

(10) Regardless of their participation in the absystem, all Pacific island countries
and territories should participate in weekly repayin the case of an outbreak with
regional spread, such as an influenza pandemiadengue epidemic. When a rise in
cases above a threshold is detected:

(@) an assessment immediately should be made toran@nd investigate the
event;

(b) the WHO/SPC draft outbreak guideline can beluse

(c) feedback and review of the guideline will beypded to WHO and the SPC;
and

(d) resources, including WHO, the SPC and US CGukl be used for
assistance.
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(11) All participants should brief their ministeand other senior health management on
these syndromic surveillance recommendations anrigteirn from the Pacific IHR focal
points meeting.

(12) WHO should brief health ministers on the Rad{ndromic surveillance
recommendations during the World Health Assembty Ragional Committee Meeting
this year.

(13) WHO, the SPC and US CDC should continue ttabotate closely (one team
approach) to support countries with implementirgsthsyndromic surveillance
recommendations.

(14) Countries should aim to implement these symitsurveillance recommendations
within 12 months.

(15) Countries should request support from WHO,SR€E, US CDC and other training
institutions and agencies to assist with implemora This may include assessment of
the local situation and in-country workshops.

(16) Countries should report on the progress ofémgntation progress and review
their experience with the system at the next PPH&ERMmeeting with an interim review
at the PPHSN-CB meeting.

(17) WHO and the SPC should work with local tragninstitutions to ensure that public
health surveillance and syndromic surveillanceirzekided in medical and nursing school
curricula for assessment purposes.

(18) WHO, the SPC and other PPHSN member agenoieddscollaborate to ensure
development of field epidemiology training withéauntry mentoring to ensure the
countries’ ability to meet IHR capacity requirengent

(19) WHO, the SPC and other PPHSN member agenoieddscollaborate to
strengthen LabNet through the technical workingugrand regional strategy meeting.

(20) WHO, the SPC and other PPHSN member agenooesdscollaborate to
strengthen EpiNet teams.
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TABLE 1

CORE SYNDROMIC CASE DEFINITIONS TO BE IMPLEMENTED BY ALL COUNTRIES
' AND TERRITORIES

The following core case definitions should be implemented in each Pacific island country

and territory:

Syndrome

Case definition

Important diseases to consider

1. Acute fever and
rash

Sudden onset of fever* with
acute non-blistering rash

Measles; dengne; rubella; meningitis;

leptospirosis

2. Diarrhoea

3 or more loose or watery
stools in 24 hrs

Viral and bacterial gastroenteritis
including cholera; food poisoning;
ciguatera fish poisoning

3. Influenza-like
illness (ILI)

Sudden onset of fever* with
cough or sore throat

Influenza; other viral or bacterial
respiratory infections

4. Prolonged fever

Any fever® lasting 3 or more
days

Typhoid fever; dengue; leptospirosis;
malaria; others

* Fever is defined as 38 °C / 100.4 °F or higher. If no thermometer is available, fever ~ or
chills reported by the patient is also acceptable.




TABLE 2

OPTIONAL SYNDROMIC CASE DEFINITIONS

Optional syndromes that countries may elect to include in addition to the core case definitions in

Table 1:
Syndrome Case definition " | Important diseases to
consider
Severe acute respiratory ILI with fast breathing * or infiltrate on | Pneumonia
infection (SARI) chest x-ray
Dengue-like illness Fever for at least 2 days Dengue
PLUS at least two of the following:
- Nausea or vomiting
- Muscle or joint pain
- Severe headache or pain
behind the eyes
- Rash
- Bleeding
Acnte fever and Sudden onset of fever with one or more | Meningitis;
neurological signs of: Encephalitis; Severe
- Decreased consciousness dehydration
~ Neck stiffness on examination

* Definition of fast breathing by age group:

Age
¢ 1-2 months old:
* 2-12 months:

e 1to5 years:

¢ 6 years and older (including adults) :

Respiratory rate
60 or more breaths/minute,

50 or more breaths/minute
40 or more breaths/minute

30 or more breaths/minute



ANNEX 1

LIST OF PARTICIPANTS, TEMPORARY ADVISERS,
OBSERVERSAND SECRETARIAT

1. PARTICIPANTS

Ms Sharmain MAGEOQO, EPI Contact / Disease Surveikaiepartment of Health,
Pago Pag@sS 96799, Tel: (684) 699 4983; Fax: (684) 699 6385
Email: sharmain@americansamoa.gov

Mrs Siitia Soliai LEMUSU, Public Health EmergencseParedness Director, Department of
Health, P.O. Box 3965, Pago Pa@g6 96799, Tel: (684) 699 4981, Fax: (684) 699 6385
Email: siitia@doh.as

Mr Charlie INGAUA, Event and Surveillance Officéinistry of Health, Public Health,
P.O. Box 109, Rarotongael: (682) 29110, Fax: (682) 29100, Email: c.ingereealth.gov.ck

Dr Eric RAFAI, National Adviser Communicable Diseadinistry of Health, FCCDC, Mataika
House, PO Box 16346, Tamavua|l: (679) 3306 177, Fax: (679) 3306 163,
E-mail: eric.rafai@govnet.gov.fj, eric.rafai@hotizom

Mr Dip CHAND, Actg Divisional Health Inspector Wesh, Ministry of Health, Lautoka,
Tel: (679) 666 0411, Fax: (679) 665 2476, E-map.chand@govnet.gov.fj

Dr Henri-Pierre Philippe MALLET, Médecin Responsaldu Bureau de Direction de la Santé,
de Polynésie Francaise, BP 611, 98713 Pap&ete(689) 488 202, Fax: (689) 488 212,
E-mail: henri-pierre.mallet@sante.gov.pf

Madame Glenda MELIX, Ingénieur Sanitaire, Directdmla Santé de Polynésie Francaise, 156
Avenue Georges Clémenceau, Mamao,, 98714 Pafjext&89) 503 747, Fax: (689) 454 127,
E-mail: glenda.melix@sante.gov.pf

Ms Lourdes DUGUIES, Communicable Disease Contrar@imator, Ill Supervisor, Department
of Public Health and Social Services, 123 Chalaretéa Mangilao 96913-6304,
Tel: (671) 735 7154/ 7142, Fax: (671) 734 2103/2mail: lourdes.duguies@dphss.guam.gov

Dr Kenneth TABUTOA, TB Surveillance Specialist, Nitry of Health and Medical Services,
P.O. Box 265, Navereveréarawa, Tel: (686) 29835, Fax: (686) 28152,
E-mail: drken.mhms@gmail.com

Ms Melinda MANGLAY, National Influenza Surveillancgoordinator, Department of Health
and Social Affairs, FSM National Government, P.Ox®S 70, Palikir, Pohnp&M 96941,
Tel: (691) 320 8031/320-2216, Fax: (691), Emailnglaym@wpro.who.int

Dr 'AlaniTANGITAU, Director of Medical Services, Mistry of Health, Government House,
Yaren District,Tel: (674) 444 3883/ 557 3060, E-mail: alani.taag@nauru.gov.nr

Dr Sylvie LAUMOND-BARNY, Médecin épidémiologiste,ii2ction des affaires sanitaires et
sociales, BP N4 98 851, Noumea Cede; (687) 24 37 15, Fax: (687) 24 37 14
E-mail: sylvie.laumond-barny@gouv.nc




Dr Darren HUNT, Deputy Director of Public Healthjitry of Health, No. 1 The Terrace,
P.O. Box 5013, WellingtorTel: (64) 4816 4366/ 4496 2000, Fax: (64) 4816 4477
E-mail: darren_hunt@moh.govt.nz

Ms Rebecca BLACKMORE, Manager, Communicable Disgasknistry of Health,
No. 1 The Terrace, P.O. Box 5013, Wellingtdel: (64) 4816 4426, Fax: (64) 4816 4477,
E-mail: rebecca_blackmore@moh.govt.nz

Mr John M. TAGABUEL, Evironmental Health Officer,c#g Deputy Secretary for Public Health,
Department of Health, Commonwealth Health Centr®, Box 500409, SaipaviP 96950,
Tel: (670) 664 4870/72/77, Fax: (670) 664 4871, Erdavbehl@pticom.com

Mr Edward DIAZ, Epidemiologist, Department of HéglCommonwealth Health Centre,
P.0O. Box 500409, SaipaviP 96950, Tel:(670) 236-8703, Fax: (670) 236-8700,
E-mail: dasindiaz@gmail.com

Mr Manilla NOSA, Chief Public Health Officer, Niugealth Department, P.O. Box 33, Alofi,
Tel: (683) 4100, Fax: (683) 4265, Email: mnosa@mai.nu

Ms Anne McLEAN, Director of Health, Niue Health Dapment, P.O. Box 33, Alofi,
Tel: (683) 4100, Fax: (683) 4265, Email: niuedoh@mav.nu

Ms Losii SAMSEL, Epidemiology Specialists, Ministoy Health, Belau National Hospital,
P.O. Box 6027, Koro96940, Tel:(680) 488 2212, Fax: (680) 488 4800,
Email: |_samsel@palau-health.net, losiisamsel@gouai

Ms Laura McDONALD, Epidemiologist, Ministry of Hetl Belau National Hospital,
P.O. Box 6027, Koro96940, Tel:(680) 488 2212, Fax: (680) 488 4800,
Email: Imcdon03@gmail.com

Mr Berry ROPA, National Surveillance Officer, Depaent of Health, P.O. Box 807, Waigani,
Tel: (675) 301 3730, Fax: (675) 323 6171, Emaitrpeopa@health.gov.pg

Mr Enoch POSANAI, Executive Manager Public Healdlepartment of Health, P.O. Box 807,
Waigani,Tel: (675) 301 3703, Fax: (675) 323 9710, Emanpaeh_posanai@health.gov.pg

Ms Lelani MATALAVEA, Health Information & Communidans Specialist, Ministry of Health,
Private Mail Bag, ApiaTel:(685) 68139, Fax: (685) 24496, Email: leila@health.gov.ws

Dr Take NASERI, Consultant Physician Public Headllmistry of Health, Private Mail Bag,
Apia,Tel.:(685) 68100, Fax: (685) 24496, Email: malet@gmail.com

Dr Roy Roger MARAKA, Director of Pathology, Ministiof Health, P.O. Box 349, Honiara,
Tel:(677) 88480, Fax: (677) 24340, E-mail: r_rogaraka@yahoo.com

DrTekie Timu losefa, Chief Clinical Advisor, Heallepartment, P.O. Box 865, Tokelau Apia
Liaison Office, Apia,Tel:(685) 20822, Fax: (685) 21943, E-mail: tekiefag@gmail.com

Dr luta Sili, Medical Officer, Health Department Box 685, Tokelau Apia Liaison Office,
Apia, Tel.:(685) 20822, Fax: (685) 21943, E-mail: olokg@yahoo.com

Dr Malakai Heneli 'AKE, Chief Medical Officer/PublHealth, Ministry of Health, P.O. Box 59,
Nuku'alofa,Tel: (676) 23 200, Fax: (676) 24 291, E-mail: drakaliake @gmail.com




Ms Ane IKA, Principal Medical Scientist, Ministryf délealth, P.O. Box 59, Nuku'alofa,
Tel: (676) 23 200 Ext 1397, Fax: (676) 24 210, Binagka@health.gov.to

Dr Stephen HOMASI, Director of Health, Ministry Biealth, Government of Tuvalu, Funafuti
Tel.: (688) 20 480/20 765, Fax: (688) 20 832, Emaihomasi@yahoo.com

Mr Vine SOSENE, Assistant Health Education & PramoOfficer, Ministry of Health,
Government of Tuvalu, Funafuffel.: (688) 20 480, Fax: (688) 20 832,
Email: vine.sosene@gmail.com

Mr Terry KALORIB, Medical Laboratory Officer, Mintsy of Health, PMB 042, Port Vila,
Tel:(678) 22 100, Fax: (678) 25 438, E-mail: tkdd@vanuatu.gov.vu

Mr Pakoa Lawo Rarua, Health Officer, Ministry of&lih, Private Mail Bag 9009, Port Vila,
Tel:(678) 5568493, Fax: (678) 25 438, E-mail: pegmvanuatu.gov.vu

Dr Vel VELMOUROUGANE, AGENCE Sante de Wallis et Bog, Hopital de Sia, BP4G 98600,
Mata'Utu, Territoire des lles Wallis et Futuna, Tel:(681) 720, Fax: (681) 722399,
E-mail: vel-velmourougane@adswf.org

2. TEMPORARY ADVISERS

Dr Tai-Ho CHEN , Division of Global Migration andu@rantine, Centers for Disease Control
and Prevention, CDC Honolulu Quarantine Statiot®, ROdgers Blvd # 67, Honolulu,
HI 96819, Tel: (808) 861-8530, Fax: (808) 861-83@ail: tdc5@cdc.gov

Dr David DURRHEIM, Service Director, Health Protiect, Hunter New England Population
Health, Conjoint Professor of Public Health, Unsigr of Newcastle, Locked Bag 10, Wallsend
NSW 2287, Australia, Tel: (6)1 02 4924 6215, F&1:)(02-49246048,

Email: David.Durrheim@hnehealth.nsw.gov.au

3. OBSERVERS

Dr Iris Wainiqolo, Lecturer/ EPI & Biostats, Depawtnt of Public Health & Primary Care, Fiji,
School of Medicine, Tamavua Campus, Sua, Tel: (679) 3233 258, Fax: (679) 3321 919,
E-mail: i.wainiqolo@fsm.ac.fj

Ms Theresa TURSKI, Health Scientist, ExtramuralgPams, Office of the Director Influenza
Division, National Center for Immunization & Resgiory Diseases, Centre for Disease Control,
Atlanta, United States of America, Tel: (1) 404-639-1585¢:K4)404-639-2556,

E-mail: tnt7@cdc.gov

Ms Virginia HOPE, Programme Leader, Institute o/EEonmental Science and Research (ESR),
P.O. Box 40158, Upper HutNew Zealand, Tel: (64) 4 529 0615, Fax: (64) 9 680,
E-mail: Virginia.Hope@est.cri.nz,

Dr Don Ranjit Bandaranayake, Senior Epidemiolo§igtublic Health Medicine, Specialist,
Population & Environmental Health/ Communicabledaise, National Centre for Biosecurity &
Infectious Disease, Institute of Environmental 8ceand Research (ESR), P.O. Box 40158,
Upper Hutt New Zealand, Phone: (64) 4 529 0615 or 914 0B88, (64) 4 529 0601 or

914 0770, Email: don.bandaranayake@esr.cri.nz



Ms Christine BRIASCO, Health Advisor, NZAID Nga Ha@@putupu-mai-tawhiti, Private Mail
Bag 18-901, WellingtoriNew Zealand, Tel.: (64) 4 439 87 32, Fax: (6439 85 13,
E-mail: Christine.briasco@mfat.govt.nz

Mr Engly IOANIS, State CRE Coordinator, Cooperatisdension Service — Pohnpei, College
of Micronesia, PO Box 159, Kolonia, POHNPEEI: (691) 320-3313, Fax: (691) 320-3799,
Email: englyioanis@comfsm.fm

Dr Nime KAPO, Chief Veterinary Officer, National Aigulture Quarantine & Inspection
Authority, (NAQIA), PO Box 741, Port Moresby NCPapua New Guinea, Tel: (675) 311 2100,
Fax No: (675) 325 1673, Email: nagia@dg.com.pgvorvet@online.net.pg

Mrs Karen CARTER, Research Officer, Mortality & HigsaMetrics Unit, School of Population
Health, Public Health Building, Herston Rd, Herst@id 4006, Australia, Tel: (61) 7 3365 5437,
Fax: (61) 7 3365 5442, Email; k.carterl@ug.edu.au

4. PPSHN COORDINATING BODY MEMBERS

Mr Marcus Samo, Assistant Secretary for Health,dd&pent of Health and Social Affairs,
FSM National Government, P.O. Box PS 70, PalikiohipeiFM 96941, Tel.:(691) 320 8031,
Email: msamo@fsmhealth.fm

Dr Ann-Claire GOURINAT, Pharmacienne biologistestitut Pasteur de Nouvelle-Calédonie,
B.P. 61, 98845 Noumed\New Caledonia, Tel: (687), Fax: (687), Emailoagnat@pasteur.nc

5. SECRETARIAT

Dr Justus BENZLER, Communicable Disease SurveidtaBgecialist, Public Health

Surveillance and Communicable Disease, Controli@gdPublic Health Programme, Secretariat
of the Pacific Community, B.P. D5 98848, Noumea&ellew Caledonia,

Tel: (687) 24 22 30, Fax: (687) 26 38 18, E-maistysb@spc.int

Mrs Jennie FISCHER, PRIPPP Coordinator, Public thealirveillance and Communicable
Disease, Control Section, Public Health Divisioa¢i®tariat of the Pacific Community, B.P. D5
98848, Noumea CedeXew Caledonia, Tel: (687) 26 20 00, Fax: (687) 2618,

E-mail: jennief@spc.int

Dr Seini KUPU, Pandemic Influenza Preparednessi8igc Public Health Surveillance and
Communicable Disease, Control Section, Public HeRlvision, Secretariat of the Pacific
Community, B.P. D5 98848, Noumea Ceddrw Caledonia, Tel: (687) 26 67 70,

Fax: (687) 26 38 18, E-mail: seinik@spc.int

Dr James WANGI, Pandemic Influenza Preparednessi&ist, Public Health Surveillance and
Communicable Disease, Control Section, Public HeRlvision, Secretariat of the Pacific
Community, PO Box 3484, Borokdlational Capital District,Papua New Guinea,

Tel: (675) 325 9984, Fax: (675) 311 3752, Emaihgaw@webmail.spc.intmail
to:LydiaB@spc.int

Dr Narendra SINGH, PRIPPP Pandemic Preparednessi&iiig Specialist, Secretariat of the
Pacific Community, Luke Street, Naburji, Tel: (6790 3370 733 Ext: 217, Fax: (679) 33¥21,
E-mail: narendras@spc.int




Ms Christelle LEPERS, Surveillance Information ©fi, Public Health Surveillance and
Communicable Disease, Control Section, Public HeRlvision, Secretariat of the Pacific
Community, B.P. D5 98848, Noumea Ceddrw Caledonia, Tel: (687) 26 01 81,

Fax: (687) 26 38 18

Mrs Salanieta ELBOURNE, Laboratory Specialist, Rublealth Surveillance and
Communicable Disease, Control Section, Public HeRlvision, Secretariat of the Pacific
Community, B.P. D5 98848, Noumea Cedsdrw Caledonia, Tel: (687) 26 67 88,

Fax: (687) 26 38 18, E-mail: ssalae@spc.int

Mr Anthony KOLBE, Influenza Surveillance SpecialiBublic Health Surveillance and
Communicable Disease, Control Section, Public HeRlvision, Secretariat of the Pacific
Community, B.P. D5 98848, Noumea Cedsdrw Caledonia, Tel: (687) 26 54 72,

Fax: (687) 26 38 18, E-mail: anthonyk@spc.int

Dr CHEN Ken, The WHO Representative, World Healtig@hization, Level 4 Provident Plaza
One, Downtown Boulevard, 33 Ellery Street, Susg, Tel:(679) 3 300727,
Fax: (679) 3 300462, Email: chenk@sp.wpro.who.int

Dr Jacob KOOL, Medical Officer and Team Leader, Watealth Organization, Level 4
Provident Plaza One, Downtown Boulevard, 33 Elfeieet, Suvariji, Tel:(679) 3 323 4100,
Fax: (679) 3 323 4177, Email: koolj@sp.wpro.who.int

Dr Boris PAVLIN, Epidemiologist, World Health Orgaiation, Department of Health and
Social Affairs, P.O. Box PS 70, Palikir, FM 969#hhnpeiFederated States of Micronesia,
Tel:(691) 320 2619, Fax: (679) 1, Email: pavlinb@wwho.int

Ms Jennie MUSTO, Epidemiologist World Health Orgaation, Level 4 Provident Plaza One,
Downtown Boulevard, 33 Ellery Street, Su¥i, Tel.:(679) 3 323 4100, Fax: (679) 3 323 417
Email: mustoj@wpro.who.int

Ms Akanisi DAWAINAVESI, National Influenza Surveilhce Coordinator, National Influenza
Centre, Mataika House, PO Box 16346, Tamavua,(6&D), Fax: (679) 3 4177,
Email: dawainavesia@wpro.who.int

Dr LI Ailan, Medical Officer, Communicable DiseaServeillance and Response, World Health
Organization, Regional Office for the Western HaclP.O. Box 2932, 1000 Manijl®hilippines,
Tel.:(632) 528 9784, Fax: (632) 521 1036, Ema&@wpro.who.int

Ms Qiu Yi KHUT, Technical Officer, Communicable @ase Surveillance and Response, World
Health Organization, Regional Office for the WestPacific, P.O. Box 2932,
1000 Manila Philippines, Tel.:(632) 528 9920, Fax: (632) 3286, Email: khutg@wpro.who.int

Mrs Fuati Maiava, Filariasis Project Coordinatoroid Health Organisation, P.O. Box 77,
Apia, Samoa, Tel.:(685) 23756, Fax: (685) 23765aEnmmaiavaf@wpro.who.int



ANNEX 2

Meeting for Pacific IHR National Focal Points and PPHSN-EPINET Representatives
on Syndromic Surveillance for the Pacific

Auckland, 23 to 26 March 2010

Meeting Agenda

DAY 1 - Tuesday 23 March

8:00-8:30
8:30-9.15

9:15-9:40

9:40-10:00

Registration

Opening ceremony

Opening remarks

Welcome speech

Introduction of participants, speakers
Election of chair persons and rapporteurs
Meeting objectives

International Health Regulations: requirements for event detection,
verification, and notification

Pacific Public Health Surveillance Network update

Ken Chen, WHO Representative for the
South Pacific

Seini Kupu, SPC

Darren Hunt
Deputy Director of Public Health
New Zealand Ministry of Health

Jacob Kool

Jacob Kool

Justus Benzler




DAY 1 - Tuesday 23 March (cont.)

10:00-10:30 | Coffee break
10:30-10:50 Overview of syndromic surveillance Justus Benzler
10:50-11:20 Country experience with syndromic surveillance in the Pacific
1. American Samoa Sharmain Edwards
2. French Polynesia Henri-Pierre Mallet
3. Niue Manila Nosa
11:20-12:00 Introduction of WHO/SPC syndromic surveillance system Jacob Kool
12:00-12:30 Discussion
12:30-1:30 Lunch
1:30-2:00 Issues for implementation of standardized syndromic surveillance Tony Kolbe
2:00-2:15 Introduction to poster presentations + competition Christelle Lepers
2:15-2:30 Hanging of posters
2:30-3:30 Tea with poster presentations
3:30-5:00 Quick scenario exercises: outbreak detection and response Jennie Musto
5:00 Group photo
6:30 - 8:30 Welcome reception (at the meeting room)




DAY 2 — Wednesday 24 March

8:30 - 8:45 Summary of the previous day Chair and vice-chair day 1
8:45-9:30 Event-based surveillance Boris Pavlin
9:30-9:45 Outbreak response Boris Pavlin
9:45-10:00 Introduction of World Cafe Introduced by Christelle Lepers
10:00-10:30 | Coffee
10:00-12:15 World café
Issues to be discussed:
* If and how this can be implemented in each country
¢ Selection of case definitions
¢ Mechanisms of data collection and reporting to WHO, Sharing
of data
¢ Role of partner agencies and regional response to increase in
diseases
* How to mobilize clinicians
12:30-1:30 Lunch




DAY 2 - Wednesday 24 March — Syndromic surveillance system (cont.)

1:30-2:30 Presentation of World Café findings Individual rapporteurs
2:30-3:00 Tea

3:00-3:30 Draft Pacific outbreak response manual Jennie Musto

3:30- 5:30 (if time allows) Case study on syndromic surveillance and outbreak Jacob Kool

response (group sessions)

DAY 3 — Thursday 25 March — IHR, APSED, PPHSN

8:30 - 8:45

8:45 - 9:05

9:05-9:20
9:20-9:45

9:45-10:00

Summary of the previous day

Updates on important outbreaks and events in the Pacific

Regional update on dengue-, leptospirosis-, and other outbreaks in
the Pacific

Regional update on the HIN1 Pandemic in the Pacific

Update on the Pacific Regional Influenza Pandemic Preparedness
Project (PRIPPP)

Questions and answers

Chair and vice-chair day 2

Boris Pavlin, Justus Benzler, Jennie Musto

Aggie Dawainavesi

Jennie Fischer

10:00 - 10:30

Coffee




DAY 3 - Thursday 25 March — IHR, APSED, PPHSN (cont.)

10:30-12:00 Country presentations on selected outbreaks Representatives from:
1. PNG: Cholera Papua New Guinea
2. Fiji: Typhoid fever Fiji
3. FSM-Pohnpei: Hepatitis A Federated States of Micronesia
4. Guam: HIN1 Guam
5. Cook Islands: Dengue Cook Islands
12:00-12:30 | International Health Regulations and Asia-Pacific Strategy on g:!;n Li and Qiu Yi Khut, WHO Regional
Emerging Diseases Ice
Overview of progress toward IHR/APSED implementation
12:30-1:30 Lunch
1:30-2:30 Future of APSED/IHR group consultation Ailan Li and Qiu Yi Khut
2:30-3:00 Tea with collection of poster competition votes
3:00-5:00 Feedback and discussion on APSED/IHR group consultation Ailan Li and Qiu Yi Khut




DAY 4 - Friday 26 March — Wrap-up

8:30 - 8:45 Summary of the previous day Chair and vice-chair day 3
8:45 -10:00 Syndromic surveillance scenario group exercise Introduced by Jacob Kool
10:00-10:30 Coffee during group exercise
10:30-11:00 Continuation of group exercise
11:00-12:00 Conclusions, recommendations; future steps
12:00-1:30 Lunch
1:30-2:30 Decisions, conclusions, recommendations (continued)
Results of poster competition
2:30-2:45 Closing remarks

2:45-3:30

Tea




