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l. INTRODUCTION

1. In December 2005, the Asian Development Bank (ADB) approved the Regional Technical
Assistance for Strengthening Epidemiologic Surveillance and Response (ESR) for Communicable
Diseases in Indonesia, Malaysia, and the Philippines (RETA 6305). The Project was designed to help
strengthen the capacity of Indonesia, Malaysia, and the Philippines to conduct epidemiological surveillance
and respond in an effective manner to threats of emerging infectious diseases (EIDs) within and across the
three countries. Aside from aiming to strengthen ESR systems, the Project hoped to promote subregional
cooperation in communicable disease control and the early recognition, containment, and prevention of
domestic and international spread of epidemic outbreaks through networking, information and experience
sharing, and the establishment or strengthening of mechanisms that will enable the three countries to
support each other in ESR.

2. ADB was the TA Executing Agency (EA), through the Social Sectors Division (SESS)' of the
Southeast Asia Regional Department (SERD). The implementing agencies (IAs) were the Ministry of
Health (MOH) of Indonesia, MOH Malaysia, and the Department of Health (DOH) of the Philippines.
Linkages were also set up by ADB with the World Health Organization (WHO), through its concerned
regional offices,” to ensure that all activities and interventions carried out under the Project are in
accordance with technically accepted international guidelines and standards.

3. To implement the TA on its behalf, ADB engaged the services of Pacific Rim Innovation and
Management Exponents, Inc. (PRIMEX), Philippines and its Associates (Singapore Health Services
[SingHealth], Singapore; PT Trans Intra Asia [TIA], Indonesia; and Health Solutions Group [HS], Malaysia)
through a consultancy contract signed on 2 June 2006.3

4, This Final Report (FR) presents the overall accomplishments of the TA and an assessment of its
performance and impacts, highlights the insights gained and lessons learned in the course of TA
implementation, and presents a set of recommendations to ensure the sustainability of TA benefits. The
Report is organized in four volumes: a main report (Volume 1) and three volumes of supplementary
appendices, one for each country,* consisting of the major outputs and knowledge products developed by
the respective health ministries under the TA. The contents of these four volumes have been compiled in a
CD, which is in an envelope on the inside cover of Volume I.

1 Dr. Vincent de Wit, Principal Health Specialist, ADB Social Sectors Division (SESS) was the Project Officer responsible

for managing TA implementation.

In the WHO organization, the Philippines and Malaysia are covered by the Western Pacific Regional Office (WPRO), and
Indonesia falls under the Southeast Asia Regional Office (SEARO).

The Consultant Team was composed of the following specialists: Dr. Robert S. Bernstein, Epidemiological Surveillance
Specialist/Team Leader(ESS/TL); Dr. Florante P. Magboo, Epidemiological Surveillance Specialist/Co-Team Leader
(ESS/CTL); Dr. Jose R. Rodriguez, Project Administration Coordinator (PAC); three Health Surveillance
Specialists/Deputy Team Leaders (HSSs/DTLs): Dr. Hudoyo Hupudio, Indonesia; Dr. Teong Wah Lim, Malaysia (as
replacement of Dr. Munn San Lye); and Dr. Aguedo Troy D. Gepte IV, Philippines; and Mr. Jay Lowell H. Payuyo,
Information Technology Specialist (ITS). During the final extension period (May-August 2008), Dr. Rodriguez assumed the
role of Team Leader, while Ms. Elvira C. Ablaza, PRIMEX President and CEO, served concurrently as Project Director
and PAC.

Volume I, Indonesia; Volume llI, Malaysia; and Volume IV, Philippines.
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Il PROJECT DESCRIPTION

5. ESR is among nine essential public health functions, which national and subnational health
agencies must perform efficiently and effectively in order to provide evidence and information needed for
planning, evaluating, and improving their performance. The recent outbreaks of severe emerging infectious
diseases (EIDs), particularly severe acute respiratory syndrome (SARS) and H5N1 avian influenza (Al),
and the emergence and spread of antimicrobial resistance (AMR), particularly drug-resistant tuberculosis,
have focused attention on the weakness of ESR systems in developing countries and the heightened
vulnerability of people living in Asia. In line with the provisions of the World Health Organization (WHO)’s
new International Health Regulations of 2005 (IHR-2005),> all WHO member countries are supposed to
address these weaknesses by June 2007. These include, among others, the strengthening of core
capacities for ESR and the implementation of the WHO Decision Tree Protocol for determining when a
public health problem is of international concern and, therefore, requires reporting to WHO.

6. To help support Indonesia, Malaysia, and the Philippines in their assessment and strengthening of
the human and institutional capacities required for improved ESR, a technical assistance grant of $1.2
million was approved by ADB for implementation by the health ministries of the three participating
countries. The TA is expected to contribute to the (i) reduction of morbidity and mortality due to
communicable diseases and (ii) achievement of related Millennium Development Goals (MDGs) within
each country and across the region. Its objectives are to (i) strengthen ESR systems for early detection
and response to undesirable changes in the distribution and/or occurrence of communicable diseases, (ii)
help strengthen national capacity to respond to an epidemic outbreak of communicable disease (including
the capacity to use laboratory-supported analytical epidemiological methods in investigating and
addressing the causes of outbreaks), and (iii) harmonize national efforts to promote a subregional
collaboration mechanism for communicable disease control and the monitoring, containment, and
prevention of outbreaks. The Project is expected to accelerate the development of an integrated national
disease surveillance and preparedness system in each of the three countries and to facilitate compliance
with the requirements of the IHR-2005.

7. As originally designed, the Project had three components: (i) Component A (Country and
Subregional Profiles), involving the preparation of country epidemiological profiles and their consolidation
into a subregional profile, which can be posted and accessed through a website; (i) Component B
(Outbreak Simulation and Testing to Assess ESR Systems) involving the conduct of exercises and
activities that will measure the functionality of existing ESR systems; and (iii) Component C (Innovative
Measures to Enhance ESR Systems) consisting of interventions designed to address the ESR weaknesses
identified under Component B (see Box 1).

8. However, at the Project’s Subregional Planning Workshop in Jakarta in November 2006, where the
Project design and logframe were presented to health officials of the three participating countries, a
number of suggestions were made to enhance and enrich the design of the TA, namely:

e Incorporation of a more comprehensive background section highlighting the importance of ESR
systems in view of recent developments, such as IHR-2005 requirements and the increasing
threat of EIDs like Al;

e Animproved configuration and logical sequencing of Project components (see Box 2); and

e Revision of the Project logframe to ensure consistency with the revisions in the overall Project
design and to highlight WHQO's technical leadership role and its mandate to provide technical
assistance and guidance to the three participating countries.

® A soft copy of IHR-2005 is in the accompanying CD for easy reference.
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9. The TA paper was, thus, revised (Appendix 1) to incorporate the suggestions proposed during the
Jakarta Workshop and agreed upon by ADB, the participating governments, and the Consultant at their first
tripartite meeting, which was held immediately after the Workshop. The Project's three components
remained, but the scope of each component was modified to reflect a more logical sequencing of activities
intended to address the identified priority needs and resources of the three countries (Box 2).

Box 1: Original Project Scope

Box 2: Revised Project Scope

Component A (Country and Subregional
Epidemiological  Profiles):  Preparation  of
country epidemiological profiles (CEPs) and their
consolidation into a subregional epidemiological

Component A (ESR Systems Analysis and
Plan Formulation): Assessment of ESR
systems and formulation of plans and programs

profile (SEP) based on the results of the prior assessment and
securing political support for ESR planning and

Component B (Outbreak Simulation and implementation

Testing to Assess ESR Systems): Testing of
ESR systems and selected health subsystems in
each country through simulated field exercises,
inter-country ~ secondment, joint  research,
subregional workshops, and an international
conference

Component B  (System Development):
Development of systems that will strengthen
ESR capacity and enable the countries to
comply with the requirements of IHR-2005

Component C (Capacity Building to Enhance
Component C (Innovative Measures to ESR  Systems): Innovative, small-scale
Enhance ESR Systems): Specific activities or interventions, measures, or activities to enhance
small-scale interventions to address ESR the performance of ESR systemsy such as
weaknesses identified through Components A and operations research, training, and related

B, such as research and case studies, local pilot capacity building activities included in the ESR
operations, training, and community/NGO-led roadmaps of the participating countries.
HIV/AIDS initiatives.

Il EVALUATION OF DESIGN AND IMPLEMENTATION
A. Relevance of Design and Formulation

10. The design and formulation of the Project could not have been better timed — the WHO’s IHR-2005
required all member-states to address the weaknesses of their ESR system by June 2007 through a
strengthening of core capacities for ESR, among others. The WHO Communicable Disease Surveillance
and Response (CSR) Program Office in Lyon had suggested a ‘three-phase roadmap’ to guide the
implementation of IHR activities between May 2006 and 2012. In the first phase, between May 2006 and
May 2007, the Plan calls for the development and support to a humber of critical planning and program
design activities including, inter alia, the adaptation of existing assessment tools to IHR national core
requirements, development of core capacity guidance materials, development of an IHR-2005 monitoring
and evaluation (M&E) framework, and the initiation of training of national and international experts to
support national assessments of IHR core capacities.

11. This Project played a crucial role in responding to the needs of Indonesia, Malaysia, and the
Philippines for technical and financial assistance to prepare for, and comply with, the requirements of IHR-
2005, which took effect on 15 June 2007. In addition, the TA supported the Asia-Pacific Strategy for
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Emerging Infectious Diseases (APSED)® developed by WHO's Western Pacific and Southeast Asia
regional offices (WPRO and SEARO) in collaboration with the member-states in July 2005. (The said
Strategy serves as the framework for strengthening national and regional capacity for early detection, rapid
response, and preparedness for emerging infectious diseases [EIDs].) In addition, although the Project
covered only three countries, it supported activities and dialogue that contributed to broader interaction with
regional bodies, such as the Association of Southeast Asian Nations (ASEAN) and ASEAN+3, and to the
implementation of ADB'’s Regional Cooperation Strategy and Program (RCSP) for Southeast Asia.

12. At the country level, the Project provided vital support to the three countries’ efforts to prevent and
effectively prevent and control epidemic disease outbreaks, such as avian influenza (Al) in Indonesia,
dengue in the Philippines, and food-borne diseases in Malaysia. It also assisted the participating countries
in their attempts to achieve the MDGs by 2015. As four out of eight MDGs relate directly to health and
nutrition, a major reduction in the high levels of communicable diseases in the three countries is necessary
to the attainment of the MDGs.

B. Project Outputs

13. A matrix comparing the target outputs, as indicated in the TA paper, with actual achievement is
shown in Appendix 2. The accomplishments of the Project at the subregional level and by country are
described below.

1. Subregional Activities

14. At the subregional level, four workshops were organized by the Consultant, in close consultation
with ADB, to ensure that the (i) Project design is responsive to identified needs, (ii) plans and activities of
the three countries are in line with the Project objectives, (iii) progress of plan implementation is on track
and major implementation issues are resolved, and (iv) valuable lessons learned are shared. These
workshops were followed by tripartite meetings among ADB, the three governments, and the Consultant
to formalize consensus reached at the subregional workshops with respect to the technical aspects of the
Project, agree on next steps, and discuss administrative and financial concerns.

15. The first of these subregional workshops was the Subregional Planning Workshop held in
Jakarta, Indonesia on 22-23 November 2006 with 30 participants from the MOH leadership and ESR Units
of the three participating countries, WHO (headquarters, regional, and country offices), the US Naval
Medical Research Unit 2 (NAMRU-2), ADB, and the Consultant Team. It was at this Workshop where the
decision to revise the scope of the TA was formalized by the countries and ADB. Other outputs of the
Workshop included the following: (i) up-to-date information on the status of ESR systems in place in the
three participating countries; (ii) identification of gaps and areas for which RETA assistance could be
provided to strengthen the countries’ capabilities for communicable disease surveillance and response; (iii)
definition of the Project scope and identification of possible national and subregional activities for
implementation under the RETA; and (iv) country-specific action plans for ESR strengthening (Appendix
3a). The agreements reached at the Workshop, particularly the need to revise the TA scope, were
subsequently confirmed at the first tripartite meeting among the health ministries of the three countries,
ADB, and Consultant representatives (Appendix 3b).

16. The second subregional workshop was the Subregional Technical Consultation (STC) on ESR
Design, which was held in Kuala Lumpur, Malaysia on 5-7 September 2007. Some 40 participants from the
health ministries of the three countries, WHO, the Malaysia Economic Planning Unit (EPU), ADB, and the

® The e-file of the document is in the accompanying CD.
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Consultant Team were in attendance at the STC. The Technical Consultation revealed that (i) much
progress has been made in the implementation of ESR workplans in the three countries, (i) some countries
require additional technical assistance to respond to needs that have surfaced in the course of
implementing the ESR plans, and (ii) WHO s still in the process of developing the technical assistance
tools needed by the countries to facilitate compliance with IHR regulations (Appendix 4a). After the
technical consultation, the second tripartite meeting was held and agreed on the next steps to be taken
by the tripartite group, including the Project’s culminating international conference scheduled in the first
quarter of 2008 (Appendix 4b).

17. An International Forum on Applied Epidemiology Training (AET) was conducted in Manila,
Philippines on 31 March — 1 April 2008, with participants from countries in the Southeast Asian region and
international organizations such as the Training Programs in Epidemiology and Public Health Interventions
Network (TEPHINET, Atlanta), US Centers for Disease Control (CDC), WHO-WPRO, WHO country offices
in Indonesia and the Philippines, ADB, and the Consultant Team. The Forum demonstrated the strategic
importance of AET in ESR manpower development and showed, without a tinge of doubt, that training in
applied epidemiology is a top priority of the countries in the region. The Forum also tackled several issues
faced by the countries in conducting AET courses, including the following: (i) lack of standardized designs
for short-term AET courses; (ii) lack of successful models in implementing capacity building interventions at
the sub-national levels; (iii) lack of sufficient and evidence-based review and evaluation of AET initiatives;
(iv) lack of opportunities for sharing experiences and lessons learned among the countries in the region; (v)
absence of a pool of technical experts and resources to support country AET initiatives; and (vi) Insufficient
resources for AET (Appendix 5). A major recommendation of the Workshop, which drew the support of the
participants and the panel of international experts, was the proposal to establish a network of countries and
institutions actively engaged in the conduct of AET courses in the region. The proposed network is
envisioned to provide technical leadership and mobilize regional and international support for AET.

18. During the two-day forum, the ESR knowledge products developed by the health ministries of the
three participating countries were placed on exhibit and highlighted the countries’ accomplishments and
outputs under the Project. MOH Indonesia displayed its IHR-2005 publication translated into Bahasa
Indonesia and the completed National ESR Assessment Report of 2004 among their knowledge products.
MOH Malaysia exhibited the beta version of their web-based electronic laboratory-based surveillance
system (eLBIS). The Philippines showcased the Philippine Integrated Disease Surveillance and Response
(PIDSR) system that was developed under the TA, as well as the PIDSR website, a video production on
system overview and highlights of trainings conducted, and a demo copy of the Epi Info interactive tutorial
in English and Tagalog versions.

19. A one-day Project Concluding Workshop was conducted the day after the AET Forum, where the
three countries presented their accomplishments under the RETA, particularly under Component C, and
their proposed recommendations and suggestions. Lessons learned in the course of Project
implementation were also presented. A number of recommendations and a range of options for future
assistance to the countries individually and collectively were produced by the Workshop (Appendix 6).
Indonesia and Malaysia also requested, and ADB agreed, that the TA completion date be moved from 30
April 2008 to 30 June 2008. The participating countries also agreed that, as the TA was coming to a close,
and there were no outstanding issues for resolution, it was no longer necessary to hold a final tripartite
meeting, as was originally planned.
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2. Country Accomplishments
a. Indonesia
20. The outputs of MOH Indonesia under Component A include the following: (i) completion of the

Surveillance Assessment Report of 2004; (i) legal review of IHR-2005; and (iii) preparation of the ESR
Roadmap and Strategic Plan for 2008-2012.

21. Completion of WHO Surveillance Assessment Report of 2004. After a series of internal
meetings (within MOH) and consultations with other stakeholders, the Final ESR Assessment Report of
2004 was completed on 26 November 2007 and approved for publication by MOH.” The report was then
presented at a dissemination workshop held on 14-16 August 2008 with 63 participants from MOH, all 33
provincial health offices (PHOs), the Consultant Team, and other stakeholders.

22. The key findings of the Report are:

e A nationwide network for ESR exists, but the capacity to perform ESR functions especially at
the provincial and district levels needs improvement.

e The existing routine data collection system is designed to capture only the number and age
distribution of suspects, probable, and confirmed cases.

e Policies and standards to support the collection and reporting of communicable diseases exist,
but their dissemination and enforcement is limited.

o Rapid response teams have been organized at the provincial and district levels, but their
performance and capacities need to be strengthened.

e Laboratory support for ESR is inadequate.

e A Field Epidemiology Training Program (FETP) to train professional epidemiologists is in place.
However, the program, as it is being implemented, is unable to meet the need for more trained
epidemiologists at the central, province, and district levels.

e There are efforts to improve the provision of supervision, monitoring, feedback, and
dissemination of ESR information at the provincial and district levels, but these efforts need to
be assessed and scaled up, if found effective.

23. Its main recommendations are the following:

e Focused strengthening of capacity for surveillance and response especially at the
provincial and district levels;

Inclusion of risk factors in the collection of data for selected diseases;

Updating and systematic dissemination of policies, standards, and procedures;

Training and capacity building of rapid response teams;

Revitalization of FETP and systematization of applied epidemiology training programs at
the provincial, district, and subdistrict levels;

Strengthening of laboratory support for surveillance and response;

Strengthening of supervisory and monitoring systems; and

e Advocacy for mobilizing local, national, and international support for ESR.

" The finalization of the WHO ESR Assessment Report of 2004 was facilitated by the PAC who worked with MOH in Jakarta
from 17 November to 8 December 2007.
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Box 3: Key Features of Indonesia’s
ESR Five-Year Strategic Plan (2009-2012)

Vision
A nationwide and fully functional Early Warning and Response
System (EWARS) that responds to local needs, supports the
attainment of national health goals, and satisfies international
health commitments and obligations

Mission
To forge partnerships with the local government agencies,
national agencies, international organizations, the private
sector, and other stakeholders in the establishment and
maintenance of the early warning and response system

Goal
Reduction of cases and deaths due to communicable diseases
Objectives
() EWARS established in all provinces and districts by

2011;

(i) Trained, well-equipped, and adequately supplied Rapid
Response Teams in all provinces and districts by 2011;
and

(ify Laboratory support, human resource development,
logistics, supervisory, and monitoring and evaluation
systems established at all levels.

Strategies

(i) Installation of computer application program to fast-track

the processing and analysis of surveillance data at the

district level;

(i) Introduction of case-based data collection for selected
diseases;

(i) Updating of knowledge and skills of health care
providers;

(iv) Introduction of disease-specific outbreak response
protocols to the Rapid Response Teams;

(v) Advocacy for local support in terms of equipment and
logistics;

(vi) Introduction of disease-specific treatment guidelines for
health care providers;

(vii) Implementation of human resource development
package for applied epidemiology training; and

(viii) Groundworking and advocacy campaign for local support
for surveillance and response.

24, Legal Review of IHR-2005. A series of mini-
workshops was conducted in the last quarter of 2007
to review the legal and policy framework of IHR-2005,
and a dissemination workshop was held on 12-16
February 2008 with 70 participants from MOH, all 33
PHOs, international health organizations, other
stakeholders, and the Consultant. The legal review
showed that the country’s existing laws and
administrative guidelines and issuances are sufficient
to carry out the provisions of IHR-2005. However,
what remains to be done is the modification and
simplification of some of the procedures for ports of
entry, especially the ground crossings. The review
also highlighted the importance of organizing an
intensive, systematic, and purposive dissemination of
IHR-2005 to the concerned units of MOH.

25. Preparation of the ESR Five-Year Roadmap
and Strategic Plan for 2008-2012. In order to
address ESR strategic issues and set the long-term
directions for the country’s surveillance and response
program, the Project assisted MOH in developing an
ESR Strategic Plan and Roadmap.® The strategic
planning process was facilitated by the preparation of
a Strategic Issues and Options Paper, which helped
crystallize the key issues and the range of options
available to address them. After a series of meetings
and consultations with concerned MOH offices and
partners, the Indonesian ESR Strategic Plan was
completed in March 2008 (Box 3).

26. Under Component B, the IHR National
Focal Point Secretariat was set up within the
Directorate General of Disease Control and
Environmental Health (DGDC&EH) to support MOH
in IHR-2005 implementation. The Secretariat office
was equipped with one laptop computer, four desktop
computers, four HP Laserjet 1022 printers, and one
facsimile machine. In addition, the services of a
national consultant’ and an administrative assistant

were engaged by the Project for a 14-month period to serve as Secretariat staff with the following
responsibilities: (i) coordination of IHR activities with other relevant offices; (ii) organization of meetings;
and (iii) preparation of technical documents. An important accomplishment of the Secretariat was the
translation of IHR-2005 into Bahasa Indonesia and its printing for use in the conduct of IHR orientation
workshops and meetings in MOH and with its partners.

8

To jumpstart the project, the CTL and PAC traveled to Jakarta and helped MOH in convening a team of international and

local experts who provided technical leadership in Plan preparation.

° pr. Herbagyanto Purnomo
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27. Under Component C, the main activities implemented in Indonesia were the (i) pilot-testing of a
feedback and dissemination model and (ii) revitalization of the field epidemiology training program
(FETP).

28. Pilot-testing of Feedback and Dissemination of Surveillance Data. One of the major findings
of WHO’s ESR Assessment Report of 2004, which was confirmed by the 2007 assessment, was the
inadequacy of supervisory systems at the provincial and district levels to support the performance of ESR
tasks and functions. To address this critical shortcoming, the Project assisted MOH in designing and pilot-
testing an intervention model to improve the ESR skills of health care providers through the provision of
feedback and effective dissemination of surveillance data. This process of discussion and dissemination
and the required application of data management skills are expected to strengthen the data processing
and analytic capacities of staff handling the surveillance units. In addition, the intervention is also
expected to strengthen the connection among the central, provincial, and district levels. This intervention
model was piloted in nine districts/cities of three provinces: Bandar Lampung City and Lampung Tengah
and Tanggamus districts in Lampung Province; Tangerang City and Serang and Lebak districts in Banten
Province; and Denpasar City and Tabanan and Badung districts in Bali Province.

29. The intervention consisted mainly of training of provincial and district staff in the processing and
analysis of surveillance data using Excel software. Six provincial officers were trained in Jakarta, while six
district officers were trained in Bandar Lampung, Serang, and Denpasar. The training of the public health
center staff was conducted in their respective district health offices (DHOs). The trained staff were then
encouraged to present the tables and graphs to the reporting units as basis for epidemiological
discussions. As a result of this intervention, it was observed that the trained staff from the participating
provinces have become more adept and more confident in the processing and analysis of surveillance
data. A much better interaction has also been put in place between and among the provinces, districts,
and reporting units. To support this capacity-building initiative, the Project assisted MOH in developing
the following training manuals: (i) Integrated Surveillance Data Processing and Outbreak Monitoring for
Districts/Cities and Public Health Centers; (ii) Supervision Mechanism for Public Health Centers by Staff
of Districts/Cities; and (iii)) Advocacy Mechanism for Staff of Districts/Cities.

30. Revitalization of FETP. The FETP started in Indonesia in 1982 in two academic institutions, viz.,
University of Indonesia in Jakarta and the Gadjah Mada University in Jogjakarta, Central Java. Since
then, the program has produced more than 200 FETP graduates, who are now managing the national and
local health surveillance units all over the country. However, this number is still way below that required to
satisfy the need for more professional epidemiologists at the central, provincial, and district levels. To
address this limitation, MOH requested the Project’s support of an ongoing initiative to revitalize the
country’s FETP. In response to the MOH request, the Project organized a workshop at the University of
Indonesia on 26 February 2008 with various participants, including WHO-SEARO and the RETA 6305
Indonesia Team. The Workshop generated a number of practical suggestions and recommendations to
strengthen the program and make it more sustainable. One of its concrete outputs was the creation of an
inter-agency task force that will be responsible for Program oversight and serve as a venue for better
collaboration between MOH and the implementing universities.

b. Malaysia

31. Under Component A, MOH Malaysia conducted an assessment of its ports of entry in August
2007 with technical assistance from WHO and the Project. The assessment results will be used to design
interventions to strengthen compliance with IHR in the various ports of entry in Malaysia. Other related
accomplishments in this regard include: (i) development of guidelines to help comply with IHR regulations;
(ii) review of IHR-related issuances like the Center for Disease Control and Prevention (CDC) Act of 1988;
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(iii) development of avian flu preparedness plan; and (iv) evaluation of early warning and response
(EWAR) functions.

32. Under Component B, a set of implementing guidelines for IHR-2005 was developed by the
International Health Unit of the MOH’s Disease Control Division to facilitate the implementation of IHR-
2005. The preparation of the implementing guidelines got underway through a workshop, held on 7-11
April 2008 in Johor Bahru, followed by another workshop held on 26-28 May 2008. The implementing
guidelines will be used to assist the national, state, and district health officers, including other relevant
public health officers, on the required activities/action plans to be undertaken in the country to ensure
compliance with IHR-2005. MOH Malaysia also intends to produce an Implementation Plan/National
Action Plan before the end of 2008 for targeted implementation starting in early 2009. The Plan will
identify the required activities to be executed at various levels, with their corresponding timelines,
responsible personnel, and relevant indicators, and will be included as a major component of the IHR-
2005 implementing guidelines.

33. Under Component C, an electronic laboratory-based information surveillance system (eLBIS)
was designed, developed, and operationalized in nine ——
selected pilot sites in different parts of the country (Box 4). Box 4: eLBIS Pilot Sites

In response to a proposal made by the Communicable
Disease Surveillance Section of the MOH Disease Control
Division to set up the eLBIS, an initial IT assessment of
selected national laboratories and hospitals was carried out
to determine the technical feasibility of the eLBIS system.°
The initial assessment showed that the information
systems used in these laboratories are of different interface
types, particularly in terms of back-end and database Hospital Kota Bahru
compatibility. The assessment also revealed that (i) the . Hospital Sultanah Aminah (HSA)
units in the Pathology Department of the pilot sites were | 10. Public Health Laboratory of Ipoh
not linked, (ii) there are different stand-alone systems in
each unit, and (iii) some laboratories do not have an information system. Nevertheless, the assessment
validated the feasibility of setting up the proposed National Integrated Laboratory-based Surveillance
System.

Institute for Medical Research (IMR)
Hospital Kuala Lumpur (HKL)

Hospital Tengku Ampuan Rahimah (HTAR)
National Public Health Laboratory (NPHL)
Hospital Sungai Buloh (HSB)

Hospital Ipoh

Hospital Penang

© 0o NGO ®WDR

34. The objective of the system is to strengthen the existing ESR system through the development of a
web-based application program that will monitor selected pathogens. The features of this web-based
system include the following:

e online notification forms for samples/isolates of bacteria from human and non-human sources
and for verification of certain antibiotic resistance;

e online laboratory reports from reference laboratories to the diagnostic/primary laboratories; and

o the ability to analyze the captured data and produce the relevant required reports.

35. On 2-4 July 2007, a consultative workshop was conducted to obtain consensus on the system
development requirements and seek the endorsement of, and support from, senior officials of MOH and the
nine selected pilot sites on system development requirements such as hardware and software. With inputs
from the Consultant’s IT Specialist and PAC, consensus was reached by the participants on the approach
to be used in extracting the information from the proposed pilot sites (laboratories and hospitals). The

1% The assessment was carried out by the Consultant’s IT Specialist, DTL for Malaysia, and MOH focal persons in March and
April 2007.
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participants recommended, and MOH approved, the adoption of WHO-Net*! as the core program on which
to build the reporting of the information required for the laboratory surveillance system. WHO-Net is a
freeware program developed by WHO to record, store, and report laboratory data. Since all of the nine
laboratories are part of this network, it was deemed advantageous and practical to use this system. Based
on the agreed option, MOH decided not to pursue the initial plan to hire an IT firm since the scope of the
programming and software development work had been greatly reduced. Instead, three short-term IT
consultants were engaged by PRIMEX, through Health Solutions Malaysia, for the required tasks.

36. In September 2007, the Project was handed over to the National Public Health Laboratory (NPHL)
for execution, and the Public Health Laboratory of Ipoh was subsequently included as one of the pilot sites,
bringing the number of pilot sites to ten. Re-assessment visits of the selected pilot sites were done by the
NPHL together with the Malaysia Consultant Team in November 2007.

37. In December 2007, a workshop was convened to facilitate a discussion among the relevant
technical experts from the hospital laboratories, reference laboratories, and the IT Unit of MOH Malaysia,
together with the RETA Consultant Team, to propose and draft the reporting requirements for the
development of the web-based application system. The Workshop outputs included (i) a list of organisms of
public health importance; (ii) a list of the required reports and summaries, including the required types (e.g.,
tables, graphs, and line listing); (iii) levels of reporting (i.e., hospital, state, regional, and national); and (iv)
frequency of reporting.

38. Throughout the month of March 2008, the Core Group,'? together with the IT programmers,
reviewed the eLBIS and instituted the necessary amendments and adjustments in the system. By April
2008, preliminary testing of eLBIS was carried out, and further modifications and fine-tuning of the system
were done. The necessary equipment were procured, the network infrastructure was set up to support
eLBIS operations, and the eLBIS user manual was finalized and printed. The successful online hosting of
eLBIS can be accessed at http://elbis.moh.gov.my.

39. Malaysia now has a web-based application, which was developed using open-source technology
for laboratory-based surveillance, and which will contribute to the objective of having an early warning
system for the monitoring and prompt detection of pathogens to prevent disease outbreaks. The electronic
surveillance platform provides easy and real-time information sharing between the laboratory and
epidemiology units of MOH. Real-time surveillance information and data will now be available for
contribution at regional levels, if necessary, and for regional laboratory surveillance, if ever. The
experience gained in establishing an electronic laboratory-based surveillance system and its application
can also be shared with other countries in this region.

C. Philippines
40. Under Component A of the TA, DOH conducted a comprehensive ESR assessment and
formulated the Philippines’ ESR Strategic Plan for 2007-2010 with technical assistance from the

Consultant.

41. Conduct of a Comprehensive ESR Assessment. Based on a request from DOH’s National
Epidemiology Center (NEC), a formal assessment of the Philippine ESR systems was conducted from 25

' WHONET is a Windows-based database software developed for the management of microbiology laboratory data and the
analysis of antimicrobial susceptibility test results. http://www.who.int/drugresistance/whonetsoftware/en/

2 The core group was composed of Drs. Mustafa Bakri, Mariam Mohamad, and Mohd. Addin of NPHL and Mr. Zainuddin
Taib of IMR.
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September to 6 October 2006. Specifically, the assessment aimed to: (i) obtain baseline information for
implementing surveillance activities of priority communicable diseases; (ii) determine country needs
regarding the strengthening of the surveillance system for communicable disease prevention and control;
(iii) identify gaps and opportunities in performing the core and support functions of ESR and assessing the
resources available for these; and (iv) obtain additional data for the enhancement of the national plan of
action for strengthening ESR systems. These objectives are in line with the strategy of DOH to intensify
disease surveillance to ensure that the targets for disease elimination, prevention, and control are attained.

42. A modified version of WHO’s ESR assessment protocol was used to obtain information from
central, regional, health facility, and laboratory levels. Key informant interviews (KlIs) with stakeholders
were also conducted to gauge the acceptability and use/utility of the existing Philippine ESR systems. The
assessment focused on the Notifiable Disease Reporting System (NDRS), National Epidemic Sentinel
Surveillance System (NESSS), and the EPI (Expanded Program on Immunization) Surveillance System.
Several strengths, weaknesses, opportunities for, and threats to, effective and efficient surveillance and
control were observed, and the following major ESR gaps were identified:

e The disease surveillance system is fragmented, and its components are not evenly
developed.

* No standards exist for some critical core functions, and some standards are not adequately

disseminated.

Laboratory support for ESR is inadequate.

Systematic outbreak investigation and response are highly centralized.

Training programs for surveillance and response are unable to meet current demands.

Support functions for surveillance, like feedback and supervision, have weakened.

Policy support for surveillance is generally inadequate.

43. To address the above weaknesses of the system, the following recommendations were made:

e The harmonization and integration of the various systems for communicable disease
surveillance, with NEC as the lead unit, should be a priority.

e A national surveillance manual should be developed to standardize and harmonize the
implementation of the national ESR system.

o Policies, standards, and guidelines for ESR performance should be developed by DOH and
properly disseminated to ensure that all health institutions are oriented on surveillance
standards, protocols, and guidelines, and orientations and re-orientations on the new reporting
forms, case definitions, policies, and circulars should be conducted by DOH on a regular basis.

e Laboratory support should be provided through the establishment of a laboratory network with
clearly established roles and responsibilities.

e A technical assistance capability-building package for setting up and/or strengthening ESR
systems should be developed and offered judiciously to pre-assessed local government units
(LGUs) whose local chief executives (LCESs) are ready to support surveillance activities and
whose local teams are ready to take on surveillance tasks seriously.

e Monitoring and evaluation (M&E) is crucial in ensuring the quality of the surveillance outputs.
For example, standard tools for checking data quality and data analysis at all levels of the
surveillance and response system should be developed, and emphasis must be put on regular
feedback and supervision as part of the M&E system.

e Policy support and budget allocations or resources should be ensured at all levels of the ESR
system.
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44.  The results of the assessment were extensively discussed with DOH officials, local government
officials, and other program stakeholders. The assessment report helped build consensus on the key ESR
issues that the Philippines needs to address for it to effectively deal with the threat of EIDs and fulfill its
local, national, and international health commitments and obligations.

45, Formulation of the Philippine ESR Strategic Plan for 2007-2010. In order to have a blueprint for
the modernization of the country’s ESR system, the Project helped DOH-NEC develop a three-year
Strategic Plan for ESR. The Plan builds on the results of the ESR assessment and is aligned with the
Philippines’ Millennium Development Goals (MDGSs), the national health objectives, and the DOH’s health
sector reform initiative. With guidance from the Consultant Team, a highly consultative and participatory
process involving a wide range of stakeholders was utilized in the formulation of the Strategic Plan (Box 5).
The Plan’s strategies and key results areas are shown in Box 6.

Box 5: PIDSR Strategic Plan Box 6: PIDSR Strategic Plan Strategies and KRAs

Vision: A Philippines protected from health, economic, and Strategy 1: Establish the PIDSR surveillance subsystem

social impact of diseases of public health importance. KRA 1: Support for legal, administrative, and institutional

Mission: To provide the whole country and all its component mandates for sustainable disease surveillance and

communities with the benefits of functional and integrated response system secured.

institutional capabilities for preparedness, prevention, prompt KRA 2: Network of disease professional workforce within a

detection, characterization, containment, and control of stable nationwide structure established.

diseases of public health importance. KRA 3. Existing disease surveillance systems enhanced

Goal:  To reduce morbidity and mortality through an and integrated.

institutionalized, functional integrated disease surveillance and Strategy 2:  Strengthen the PIDSR disease response subsystem

response system nationwide (Philippine Integrated Disease KRA 1: Support for legal, administrative, and institutional

Surveillance and Response). mandate for sustained systematic improvement of

Obijectives: response secured.

(i)  Toincrease the number of LGUs able to perform disease KRA 2. Functional arrangements for command, control, and
surveillance and response. coordination necessary for effective integrated
Target: By the end of 2010, 80% of provinces and highly disease response  (multisectoral/multi-level)
urbanized cities are able to perform disease surveillance established. -
and response. KRA 3: Disease response capabiltie  and performance

. ” : : systematically improved.

(i)  To enhance capacities at the national and regional levels y yimp .
to efficiently and effectively manage and support local Strategy 3: Improve support system for surveillance and
capacity development for disease surveillance and response at all levels. _
response. KRA 1: Access to lab services for ESR increased.
Target: By the end of 2010, 17 CHDS, national DOH- KRA 2: Training program in place to support disease
NEC, and allied offices within and outside DOH will have surveillance and response. _
the capacity to efficiently and effectively manage and KRA 3: Adequate resources mobilized for surveillance
support local capacity development for disease and response at all levels.
surveillance and response.

(i) To increase utilization of disease surveillance data for | 46. On 20 June 2007, at the presentation of the

decision-making, policy-making, program management, | approved ESR Strategic Plan by NEC Director Tayag to
planning, and evaluation at all levels. Health Secretary Francisco T. Duque lll, ADB, and
Target: By the end of 2010, national institutions and all . . .

the 80% LGUs performing disease surveillance and repre_sentatlves of donor agencies, ac‘_ademe' private
response are using surveilance data for decision- | hospitals, and other government agencies, the Health
making, policy-making, program management, planning, | Secretary gave his commitment to support his
and evaluation. Department’s efforts to strengthen ESR by way of

increasing NEC's budget for 2008 by US$2 million.

47. Legal and Policy Review to Support the Implementation of IHR-2005. Existing Philippine health
laws, executive orders (EOs), and DOH administrative orders (AOs) relevant to the Philippines’ compliance
with IHR-2005 were reviewed in August 2007 in order to identify policy gaps that constrain IHR
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implementation in the country. Representatives from various offices within DOH and other affiliated
agencies — such as the Bureau of Quarantine (BOQ), Health Emergency Management Service (HEMS),
PhilHealth, National Center for Disease Prevention and Control (NCDPC), and the City Health Office
(CHO) of Valenzuela City (representing the country’s LGUs) — participated in a roundtable discussion
organized for the purpose.

48. The review revealed that the existing Republic Act for Disease Notification needs to be revised and
updated.™ It also showed that among the limitations of the said statute are the very lenient penalty
provisions for non-compliance and the need to update the list of diseases covered. The review
recommended that the legal instrument for the updating need not be another Congressional Act, as that
process is too contentious and time-consuming, and that an Executive Order issued by the President of the
Republic or an Administrative Order by the Secretary of Health will suffice. Acting on the results of the legal
review, the DOH Policy and Planning Bureau is exploring the various options that are available to address
this important policy gap.

49, Under Component B, the main outputs of the Project were the following: (i) designation of NEC as
IHR focal point; (ii) design of the PIDSR system; (iii) development and installation of data entry software for
PIDSR; (iv) development and installation of an online data management system; (v) design and
establishment of a PIDSR website; and (vi) formulation of the PIDSR implementing guidelines.

50. Designation of NEC as IHR Focal Point. On 17 January 2007, NEC was officially designated by
Health Secretary Duque as IHR Focal Point through the issuance of AO 2007-002. As such, NEC assumes
the roles and responsibilities in implementing the recommended WHO measures related to disease
surveillance and response, as provided in detail in the AO. NEC’s designation as the IHR focal point is
highly significant in that it clearly emphasizes the importance of the core capacities of ESR and sends a
strong signal to the international community that the Philippines is serious in its intent to meet its
international obligations and commitments.

51. Design of PIDSR System. To help DOH-NEC address the key issues affecting the country’s ESR
system and to jumpstart the implementation of the ESR Strategic Plan, the Consultant Team worked with
NEC to design the PIDSR system. The system attempts to integrate the existing parallel disease reporting
systems, transform the weekly notifiable disease reports into a case-based system, update clinical
protocols and guidelines, build sub-national capacity for ESR, and strengthen ESR support systems.

52. To ensure that the PIDSR system is properly implemented, and that a reference material is
available to guide its implementation, the Consultant Team worked with NEC in the development, writing,
and publication of the PIDSR Manual of Procedures (MOP) through a participative and collegial process.
After developing the MOP outline, a writeshop was conducted on 7-9 May 2007 with selected NEC
technical staff, as well as regional and provincial health staff, as participants. The outputs of the writeshop
were consolidated and edited by the consultants, and the first draft of the manual was completed by the
end of May 2007 and subsequently presented to different stakeholders for comments. The MOP underwent
several revisions until the final form was completed and approved by DOH in March 2008.

53. The PIDSR MOP details the integrated approach to new DOH-NEC approach to disease
surveillance and response, and is an excellent guide for all users of the PIDSR system (see Box 7). It is
specifically intended for all disease surveillance coordinators in disease reporting units from hospitals,
clinics, rural health units (RHUs), and CHOs, and for staff in epidemiology and surveillance units (ESUs) at
the provincial, regional, and national levels. It is also a very useful reference for communicable disease

B The legal review was carried out by Atty. Jose Ochave, Legal Specialist.

STRENGTHENING EPIDEMIOLOGICAL SURVEILLANCE AND &'A
RESPONSE FOR COMMUNICABLE DISEASES IN
INDONESIA, MALAYSIA, AND THE PHILIPPINES
(RETA 6305)

SingHealth



FINAL REPORT Page 14

program managers and EPI managers at the national and local levels, members of epidemic investigation
and control teams, epidemic management committees at the provincial and regional levels, health
emergency management staff, medical doctors and nursing personnel, and even community health
volunteers.

_ 54, Development and Installation of Data Entry

Box 7: Contents of the PIDSR MOP Software for PIDSR. With the newly developed PIDSR, a
Section 1:  Introduction new data entry and analysis software was needed to
Section 2:  Roles and Responsibilities accommodate the huge volume of surveillance data coming
Section 3:  Identify Cases from all rgpprting sites i_n the country. I__ed_by the Consultant’s
Section 4:  Notification and Reporting of Cases .IT Spe.c'a“St and with the contribution of local an_d
SeonE Drin ArehEs s e international experts, the_ PIDSR Data Entry and Analysis
) Software was completed in September 2007. The software,
Section 6:  Feedback which was developed using the Visual Basic and Epi Info
Section 7: Use of Information computer programs, allows the encoding of data from the
Section 8:  Epidemic Response case investigation and case reporting forms of 10 immediately
Section 9:  Monitoring and Evaluation reportable and 14 weekly notificable diseases/syndromes
Section 10: Implementation Arrangements monitored by the PIDSR system. Prior to its installation, the

application program underwent a series of pre-testing and
debugging activities in NEC. The disease reporting units nationwide were then trained on its use, and the
program was installed in their office computers and local area network. This customized software facilitated
the standardization of data encoding and analysis of surveillance data across the country.

55. Development and Installation of Online Data Management System (ODMS). The PIDSR
system requires the submission of all disease surveillance forms to the next higher level on a weekly basis.
Specifically, the disease surveillance coordinators are required to submit the PIDSR forms from the city or
municipality to the PHO, either in electronic form or paper copy. Disease surveillance officers, on the other
hand, are responsible for submitting an electronic copy of the PIDSR forms from all the reporting units of
the province to the Center for Health Development (CHD) (DOH regional office). Finally, Regional
Epidemiology and Surveillance Units (RESUs) are responsible for submitting an electronic copy of the
PIDSR forms from all the reporting units in the region to NEC. The PIDSR data entry and analysis software
has already been installed in all the RESUs. Currently, electronic copies of PIDSR data are submitted to
the next level via e-mail. However, while e-mail is a good means of communication for particular work
activities, it is not a consistent and reliable vehicle for the transmission of large volumes of data and
information, as is the case for the PIDSR system.

56. Thus, to provide the entire national PIDSR network with a reliable tool to easily integrate the data
across the entire national ESR system, DOH-NEC, with technical assistance from the Project, adopted
Microsoft Office Groove 2007 technology for their ODMS to provide faster peer-to-peer data collaboration
across all reporting units in the country. This move has enabled the users of the online management file
system to be less dependent on extensive IT support from the central level; it has also provided a
seamless system to connect people. Learning the system also did not require a significant ramp-up time for
the acquisition of skills on the new software. This program also enables the real-time submission of
surveillance data by the reporting units and their receipt by the next higher level.

57. Design and Establishment of PIDSR Website. The PIDSR website (www.pidsr.net.ph) was
initially conceptualized to accommodate the PIDSR ODMS, and was supposed to be a web-based File
Manager that allows the uploading of surveillance anytime and anywhere in the country. However, due to
existing realities at the local level, where most surveillance offices have slow internet connections, the
website is now performing an important function by serving as the primary vehicle for sharing and acquiring
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web-based information. NEC is regularly updating this website to include, among others, clinical updates,
reports on disease outbreaks and other epidemiological events nationwide, and information on the status of
submissions of required epidemiological reports.

58. PIDSR Implementing Guidelines. To provide overall guidance in PIDSR implementation,
especially with respect to administrative arrangements, and to clearly delineate the roles and
responsibilities of the implementing units, the Project helped DOH-NEC draft and complete the PIDSR
Implementing Guidelines. Two consultative workshops were held in the first quarter of 2007 to gather
inputs, ideas, and support in the drafting of the Guidelines. The first involved the national DOH, other
national agencies, CHDs, and the private sector, while the second had participants from the LGUs. After a
series of technical meetings, the PIDSR implementing guidelines were translated into an administrative
order (AO 2007-0036) and signed by the Secretary of Health on 1 October 2007. This AO and the PIDSR
MOP provide the overall technical and administrative framework for PIDSR and lay out the detailed
guidelines for its nationwide implementation.

59. Under Component C, the Project assisted DOH-NEC in the conduct of training workshops for the
country’s 17 administrative regions and selected priority provinces main activity in order to jumpstart
PIDSR implementation. The first PIDSR training workshop, held from 28 January to 1 February 2008 in
Subic Bay, Zambales, was the first major step in the nationwide implementation of PIDSR. It had 32
workshop participants representing the eight regions of Luzon and the PHOs of Mountain Province and
Nueva Vizcaya. The second PIDSR training workshop was conducted on 10-14 March 2008 at the Marco
Polo Hotel in Davao City. Participants came from the three regions of the Visayas; six regions of Mindanao;
Davao City; PHOs of Negros Occidental, Negros Oriental, South Cotabato, and North Cotabato; and two
PHOs from Luzon, namely, Nueva Ecija and Tarlac.

60. The training workshops focused on the following:

e AO No. 2007-0036, “Guidelines on the Philippine Integrated Disease Surveillance and
Response (PIDSR) Framework;”

. Understanding the case definitions of the diseases, syndromes, and events under
surveillance;

. Familiarization with the revised Weekly Notifiable Disease Reporting forms and case
investigation forms (WNDR CRF and CIF);

. Understanding the rationale and method of notification and reporting of Notifiable diseases;
. Identifying the disease reporting units (DRUs) and staff relevant to their level;
. Learning the new PIDSR data entry and analysis software; and
. Importance of PIDSR M&E and designing a PIDSR watch for their level.
61. An important output of the workshops was the preparation of Regional PIDSR Implementation

Plans, where the CHDs outlined their PIDSR activities, targets, and timelines. A major component of the
capacity-building package is the upgrading of the capacities of the hardware in the DOH regional offices.
The DOH-NEC, using Component C funds, provided each regional health office and each priority province
with a brand new high-end computer package with licensed operating system and the PIDSR data entry
and analysis software. The package was also bundled with an inkjet colored printer and uninterrupted
power supply (UPS). This computer package is designed for the exclusive use of the PIDSR system and
has tremendously boosted the data storage and processing capacities of the DOH-CHDs.

62. The completion of the PIDSR training for the CHDs and the provision of the IT package marked an
important milestone in the implementation of PIDSR. The CHDs are now using the new data entry
programs and submitting their reports through the online system in a much more timely and responsive
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manner. More importantly, the CHDs are now well-positioned to take on the critical responsibility of leading
the field effort to modernize the country’s ESR system.

C. Project Costs

63. The total cost of the TA was estimated at $1.7 million equivalent, with ADB financing $1.2 million on
a grant basis and the balance of $0.5 million equivalent consisting of in-kind contribution from the
participating countries. When the TA was revised, funds were reallocated from various line items in order to
create a fund of $600,000 for Component C activities, with each country allotted $200,000 to finance pre-
approved activities in line with their ESR roadmaps. For that purpose, a reallocation of funds from various
line items of the consulting services contract had to be made and previously unallocated TA funds were
transferred to the Consultant’s contract, the contract ceiling of which was increased to $1.195 million. A
comparison of the original and revised Project costs is shown in Appendix 7. It should be noted that, while
each country had an allocation of $200,000 for Component C activities, the Philippine DOH agreed to give
up $25,000 of its allotment to cover the cost of providing additional technical assistance to MOH Indonesia.
In effect, only $175,000 were spent for DOH activities, while MOH Indonesia received the equivalent of
$225,000.

64. In order to avoid unnecessary delays in the completion of time-sensitive clusters of activities under
Component C, the Consultant worked with ADB to establish a cash advance mechanism similar to an
imprest account. The cash advance facility enabled the transfer of funds to the countries in tranches,
through the Lead Consultant and its local associates, for them to procure goods and services and conduct
workshops, trainings, and other Component C activities, provided that prior approval from ADB has been
obtained.

D. Project Schedule

65. The TA commenced on 19 June 2006 with the mobilization of the Consultant Team, and was to
end in November 2007 after an 18-month implementation. However, due to the revision of the TA scope,
the TA was extended to April 2008, and then to June and August 2008, upon the request of MOH
Indonesia and MOH Malaysia, to enable them to complete their planned activities.

E. Implementation Arrangements

66. ADB'’s Southeast Asia Regional Department (SERD), through the Social Sectors Division (SESS),
was the executing agency (EA) for this TA. SESS worked in close cooperation with the Regional
Sustainable Development Department (RSDD) to ensure complementation of the TA activities with other
ongoing ADB-wide activities, particularly those related to avian influenza in the region. SERD also
coordinated with the World Health Organization (WHO)'s Western Pacific Regional Office (WPRO) and
Southeast Asia Regional Office (SEARO) in the planning and conduct of subregional workshops, and with
WHO country offices in the implementation of in-country activities, as necessary.

67. The health ministries in the three countries served as TA implementing agencies through the
following offices: (i) Directorate General of Disease Control and Environmental Health, MOH Indonesia; (ii)
Disease Control Division, MOH Malaysia; and (iii) National Epidemiology Center, DOH Philippines. Each of
the countries designated senior officials to serve as TA focal points.**

% The key government health officials involved in Project implementation were the following: (i) Indonesia: Dr. H. Andi

Muhadir, Director of Surveillance Epidemiology Immunization and Matra, and Dr. Hari Santoso, Head of the Outbreak
Control Section, both from DGDC&EH; (ii) Malaysia: Dr. Zainudin bin Abdul Wahab, Deputy Director for Disease Control
Division, and Dr. Rohani binti Jahis, Principal Assistant Director for Surveillance; and (iii) Philippines: Dr. Enrique A.
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68. A Central Project Management Office (CPMO) was established at the Consultant’s office in Manila
under the overall direction of a Project Director.”® The CPMO provided the administrative, financial, and
logistical backstopping required by the technical specialists and the country teams in the performance of
their assigned tasks. In addition, they monitored Project status and progress; facilitated the submission of
required reports and documents to ADB, the IAs, and WHO; and took the lead in managing events and
activities at the subregional level. The Project Director made sure that ADB requirements and procedures
were adhered to, especially with respect to the procurement of goods and the use of TA funds.

69. In each of the three participating countries, a PMU was established at the offices of the
Consultant’s local associate firms, headed by a Deputy Project Director (DPD) responsible for the provision
of in-country administrative support to the IA.*® The PMUs were responsible for: (i) overseeing the field
implementation of Project activities in coordination with the relevant government agencies; (ii) planning the
country-specific work program, administering contracts (e.g., special studies, surveys, research projects,
pilot projects), maintaining Project accounts for monitoring Project expenses, and preparing liquidation
reports; (iii) supervising and monitoring the work program for specific components and activities and
preparing local progress and monitoring reports; (iv) providing technical advice and assistance to
government agencies on the technical aspects of the Project; (v) coordinating specific national activities of
the different Project implementers; and (vi) procuring necessary goods and services. The DPDs facilitated
the conduct of workshops, meetings, field visits, and other technical activities based on the approved
workplans. They were also responsible for ensuring that the utilization of the Project’s resources was done
in accordance with ADB rules and regulations.

F. Consultant Recruitment and Procurement

70. An international consulting firm (PRIMEX and Associates) was engaged by ADB, in accordance
with its Guidelines on the Use of Consultants, to provide both technical and project management services
during TA implementation. The Consultant provided technical assistance and support to the implementing
agencies in the (i) preparation of their ESR strategic plans and roadmaps; (ii) planning and implementation
of training and related capacity-building activities; and (iii) design, preparation, and implementation of
proposals for Component C initiatives. The Consultant also served as Project Manager, with responsibility
for the day-to-day implementation of the TA (see paras. 68-69 above).

71. The core consultants included the following: (i) Team Leader/Epidemiological Surveillance
Specialist; (ii) Co-Team Leader; (i) three Deputy Team Leaders (one per country); (iv) Project
Administration Coordinator; and (v) IT Specialist. In addition, the services of international and national
specialists were engaged to provide technical support to the health ministries in Component C
implementation. These specialists included (i) an IHR Secretariat Support Specialist in Indonesia; (ii) three
IT programmers in Malaysia; and (iii) a Legal Specialist, ICT Specialist, ESR Policy Specialist, Capacity
Building Specialists, and National IHR Focal Point Support Specialist in the Philippines. A comparison of
their original and actual consulting inputs is shown in Appendix 8.

72. Various items of equipment were procured by the Consultant, according to ADB’s relevant
procurement guidelines, for use by the health ministries for implementation of Component C activities. The

Tayag, Director, and Dr. Marlow O. Nifal, Chief of Public Health Surveillance and Information Division, both of NEC.

> The CPMO was headed by Dr. Jose Rodriguez, PAC, who reported to Ms. Ablaza, Project Director. The PAC was
supported by technical and administrative staff comprised of Ms. Josefina Ma. F. Pavico, Project Coordinator, and Ms.
Clarissa I. Coching, Project Accountant.

18 Each of the PMUs was headed by a Deputy Project Director (DPD), namely: Mr. Noor Arief Muzadi, DPD-Indonesia; Ms.
Shwu Fang Long, DPD-Malaysia; and Ms. Ma. Lourdes A. Sumilang, DPD-Philippines.
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total cost of the equipment was $335,308 (Appendix 9); the certificates of equipment turnover to the
respective health ministries are in Appendix 10.

G. Performance of the IAs

73. During the ADB midterm review (MTR) mission from 29 August to 7 September 2007 and at the TA
Concluding Workshop held in March 2008, ADB expressed satisfaction with the good progress of the TA
and the satisfactory performance of the health ministries in the implementation of their respective ESR
workplans. In spite of their staff limitations, the Project targets were all attained, as shown in the matrix in
Appendix 2.

H. Performance of the Consultant

74. During the ADB midterm review (MTR) mission from 29 August to 7 September 2007 and at the TA
Concluding Workshop, concerned health ministry officials acknowledged the satisfactory performance of
the Consultant and expressed appreciation of their role in facilitating Project implementation, particularly
the timely disbursement of funds for Component C activities. The ADB MTR mission also noted the good
working arrangements that were established between staff of the health ministries and the Consultant
Team and cited the Consultant’s flexibility and readiness to assist and support their government
counterparts, even beyond their terms of reference. Getting the interest and attention of government
officials who have many competing interests and commitments is tough. The Consultant Team proved
more than equal to the task with their combination of proven technical expertise, ability to work
harmoniously with partners, and the will and resolve to rise to the challenge when faced with difficult
situations. This was openly acknowledged by the DOH-NEC Director during the Project's Concluding
Workshop, when he attributed their success “to the dedication of NEC staff and the professionalism
exhibited by PRIMEX staff.” All three countries also commended the Consultant Team for the efficient,
effective, and timely provision of technical and financial support during Project implementation.*’

l. Performance of ADB

75. ADB provided the necessary technical leadership and oversight supervision that were helpful in the
satisfactory delivery of the Project outputs. ADB worked closely with the Consultant in organizing the
subregional workshops and international FETP forum, monitored the Project activities, and fielded a
midterm review mission to review the status of Project implementation and recommend better ways of
supporting the countries in the remaining months of the TA. The countries were thankful to ADB for the
assistance and support it provided towards in the attainment of their health goals and objectives, especially
in the area of communicable disease prevention, surveillance, and control. They also appreciated ADB’s
flexibility and responsiveness in the management and utilization of the Project’s financial and technical
resources. Given the adjustments that the MOH partners had to make to their ESR plans in accordance
with unanticipated events and the emergence of new realities and conditions, the responsiveness of ADB
to requests for realignment of funds and activities contributed to the development of a healthy and collegial
relationship with the partners anchored on mutual trust and confidence. Such flexibility enabled the MOH
officials in the three countries to feel more empowered in making the right decisions. Based on the IAs’
comments during the subregional workshops and at the Concluding Workshop, ADB’s performance in
jointly administering the Project is considered satisfactory.

" PRIMEX and Associates. 2008. RETA 6305. Appendix 7: Proceedings of the Concluding Workshop. Sixth Quarterly

Progress Report, May 2008.
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J. Performance of WHO

76. The Project’s relationship with WHO, particularly its regional offices, left much to be desired.
Although WHO-SEARO was represented during the Subregional Planning Workshop in Jakarta, WHO-
WPRO and WHO-SEARO did not participate during the Subregional Technical Consultative Workshop in
Kuala Lumpur. WHO-SEARO failed to send a representative to the International Forum on Applied
Epidemiology Training in Manila. The conspicuous absence of the WHO regional offices at these
subregional activities underscored the wasted opportunity for meaningful interaction and dialogue on IHR
and APSED, two WHO-led initiatives, with highly interested participants from WHO member countries.
While the Project gratefully acknowledges the support and collaboration of the WHO country offices,
especially in the Philippines and Indonesia, it is regrettable that the regional offices did not demonstrate the
same level of interest and enthusiasm.

V. EVALUATION OF PROJECT PERFORMANCE
A. Relevance

77. The TA was highly relevant to the needs of the three participating countries and supportive of their
efforts towards EID prevention and control. The TA succeeded in assisting the three participating countries
in the planning and implementation of ESR-related activities intended to address identified priority needs
that will help the countries comply with the requirements of IHR-2005. It also provided technical advice and
support to the health ministries in the design and establishment of ESR systems and built capacity of
health personnel in the various aspects of ESR to enable them to better cope with disease outbreaks in the
future.

78. The Project activities were clearly responsive to the needs of the three countries to strengthen
country ESR capacity to manage the very real threat of emerging infectious diseases. In Indonesia, the
MOH very much appreciated the Project’s assistance in developing a roadmap and laying the groundwork
for the establishment of an early warning system for communicable diseases. A nationwide ESR network
has been in existence in the country, but the capacity to perform disease surveillance functions at the
provincial and district levels needed improvement to perform ESR functions in accordance with national
standards and requirements. There was a clear need for strengthening the skills of provincial and district
staff in terms of data management, processing, and analysis as well as in conducting outbreak
investigation and response. This national capacity was also a requirement under IHR-2005, which the
country has ratified.

79. In Malaysia, the establishment of a laboratory surveillance system clearly complements the
syndromic and case-based surveillance systems that are already in place. The system was viewed as an
important mechanism that will greatly enhance the capacity of MOH to perform its surveillance function,
especially with respect to bacterial and viral pathogens that produce conditions and infections that are of
high priority to MOH.

80. In the Philippines, the PIDSR is considered by DOH as a milestone accomplishment, especially in
terms of building capacity for ESR at the regional and provincial levels. The inadequacy or fragmentation of
the current disease surveillance systems in the Philippines and the need to comply with the IHR-2005
required an integrated approach towards strengthening the Philippine ESR system. This approach
consisted of integrating all surveillance and response activities at all levels, including training, supervision,
and resources, both financial and material, from all programs and donors.
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B. Effectiveness in Achieving Outcome

81. The Project was effective in meeting its targets, although there were slight delays in implementation
due to the change in TA scope that was agreed upon by the countries and ADB during the Jakarta
Workshop in November 2006, six months after TA commencement. Through the Project’s support, MOH
Indonesia successfully pilot-tested an intervention model designed to improve feedback and dissemination
of surveillance data at selected field sites. In Malaysia, the MOH chose to focus its work under the RETA
on laboratory surveillance and response, with the design and development of an electronic lab-based
information system for establishment in selected public health laboratories as its main output. In the
Philippines, DOH successfully completed the design, development, and operation of an integrated disease
surveillance and response system (PIDSR), but its introduction was limited to the regional health offices
and three selected provinces. There is however, a building clamor to push through for a next phase
wherein the PIDSR is rolled down to the municipal and barangay levels so that they are all connected -
"para lahat kami sa Pilipinas, konektado" (“so that the whole country is connected”), as articulated by Dr.
Vilma Diez, Provincial Health Officer of Cavite.

82. While it is premature to expect the attainment of the Project’s impact (goal), it is believed that the
wider application/utilization of its outputs will contribute to the reduction in the burden of endemic and
emerging diseases in the participating countries and, hence, to the attainment of the MDGs. The most
significant outcomes of the Project on the countries’ ESR system are the (i) improvement in the quality and
timeliness of surveillance information being collected and (ii) improvement in the processing of information
at the sub-national levels and in reporting cases and outbreaks on a more timely basis for appropriate
response and intervention.

C. Efficiency in Achieving Outcome and Outputs

83. One of the most significant observations about the Project came from an MOH official who said that
the Project did not bring much money to the table, but the accomplishments of the Project were way
beyond expectation. The health ministries of the three countries were not exactly deficient in terms of
financial support from the donor community, and the Project’s resources were very modest and could have
been easily ignored by the partners. However, what it lacked in financial power was more than
compensated by the focused and consistent delivery of expert technical assistance.

84. The three countries were able to maximize the Project’s limited resources by focusing on high-
priority activities that required urgent support. For example, in the case of Indonesia, it was evident from
the outset that having an early warning system (EWARS) was the number one priority, not only for Al but
also for other communicable diseases. The decentralization of health services has heightened the need for
better attention to the quality of surveillance and response at the sub-national levels.

85. In Malaysia, the development of an electronic laboratory-based surveillance system, which linked
the central MOH database to field-based laboratories in the country, was a priority concern. Thus, despite
the limited TA resources, which would not allow the development of a fully integrated laboratory-based
surveillance system to standardize data collection and reporting, MOH decided that the TA could best
assist them in pilot-testing the eLBIS. The system has been completed and is now able to handle receiving,
processing, and storing of relevant surveillance information generated by ten pilot hospital laboratories.
The pilot eLBIS can then be modified and expanded to cover not only bacterial but also viral pathogens
over time to meet specific clinical and operational goals of the hospitals and contribute to the country’s
improved ESR capacity.
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86. In the Philippines, the design of the PIDSR and its implementation in selected provinces was high
in the agenda of DOH-NEC. While vertical disease surveillance systems had been established as a
component of specific disease intervention programs, these individual systems had their own data
collection and reporting flows, hardware and software requirements, and procedures for processing and
analysis at different levels. That produced a lot of inefficiencies, redundancies, and duplication of efforts
which led to extra costs and training requirements for capacity building and resulted in health workers
becoming overloaded and unmotivated.

87. In spite of the absence of a project financial and economic analysis, it may be concluded that the
Project has been cost-effective and cost-efficient. This was affirmed, at the TA Concluding Workshop, by
the DOH-NEC Director, who noted the Project’s important contribution to health sector reform in the
Philippines, “despite the limited funding,” and by other senior officials from the three countries, who were
unanimous in saying that (i) the flexible approach of the Project was a unique feature seldom found in
donor-assisted projects, and (ii) the channeling of funds through the Consultant greatly facilitated its
implementation since it effectively “bypassed” government bureaucratic procedures.®

D. Preliminary Assessment of Sustainability

88. During the ADB MTR, the senior government officials all gave their commitment to pursue and
sustain Project efforts to enhance their ESR capabilities. It is believed that this will likely be the case since
sustainability measures were very much a part of the TA. For one, the highly participatory consultative
approach adopted by ADB and the Consultant created a strong sense of Project ownership among the
participating health ministries. At the country level, all concerned stakeholders were fully engaged in the
planning and implementation of Project activities and in pursuing a common strategy to attain the TA
objectives. Large numbers of one-on-one meetings with key health officials, focus group discussions
(FGDs), and consultation workshops were organized by the country teams to assess their current ESR
situation, identify major problems/constraints and opportunities for improvement, suggest solutions or
remedies to identified problems, and prepare specific, concrete proposals to enhance their ESR systems.
In addition, the development of manuals and implementing guidelines was made part and parcel of system
development, and ministry personnel were given training in system operation and maintenance, to ensure
that the systems that were developed under the TA will be utilized in the country’s ESR efforts.

V. LESSONS LEARNED

89. In the course of implementing the TA, important insights were gained and lessons learned by the
Consultant and their IA counterparts. The following learning points could be used to improve Project
implementation and provide guidance in the provision of technical assistance to countries in the future:

() The IHR of 2005 and the Asia-Pacific Strategy for Emerging Infectious Diseases (APSED)
provide an excellent framework and anchor for building the countries’ ESR systems.

90. The Project made a conscious decision to adopt IHR-2005 and APSED as the technical and policy
context within which the Project’s program of assistance was framed. Consequently, the conduct of country
ESR assessments and the preparation of ESR plans and roadmaps were drawn from, and guided by, the
two documents. The very encouraging feedback from the health ministries and the clarity of the results of
the ESR assessments and the ESR roadmaps demonstrated the usefulness of new IHR and APSED in
providing guidance to the capacity building process. The value of this approach of using the new IHR and

18 PRIMEX and associates, 2008, ibid.
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the APSED lies in their comprehensiveness and wide scope of coverage, their unequivocal emphasis on
building the core capacities of countries for ESR, and the ease with which the technical parameters are
translated into planning and assessment tools and instruments. An added value is the opportunity to take
advantage of the mandate given to WHO to provide technical support to country initiatives relative to IHR
and APSED implementation.

(i) Absorptive capacity and technical assistance readiness are critical factors to consider in
the phasing of project implementation and the programming of project resources.

91. One of the difficult decisions faced by Management during the preparation of the Project’s work and
financial plan was how to allocate Component C funds among the three countries. In order to avoid
possible controversies, it was decided to divide the Component C funds equally among the three countries.
That decision did not factor the country’s absorptive capacity and readiness for the TA. As a result, only the
Philippines was able to fully utilize the Component C funds and implement all its planned activities in the
agreed time frame. Both Indonesia and Malaysia had to ask for significant time extensions to attain their
work and financial targets. Given this experience, it is very clear that budgetary and timeline decisions may
have to consider factors other than just equity in order to achieve optimum effectiveness and efficiency in
the implementation of projects.

(iii) Subregional activities require careful planning and significant investments in time and
resources.

92. A number of planned subregional activities did not push through. Subregional activities, like the
planned technical exchange visits and joint field exercises, require significant investments in terms of time
and resources. These activities need to be planned and coordinated very carefully since they involve the
joint participation of senior government officials coming from different countries who have very tight
schedules. Because of a prior agreement to focus the Project’'s activities and resources on the other
components, there was not much money left in the TA budget for subregional activities to be realistically
pursued and executed.

(iv) Technology matters, but people make the difference.

93. The design of ESR interventions in the three countries was heavily driven by technology with
varying degrees of sophistication. The IEWARS in Indonesia required an application program to process
and analyze the data at the district level, the PIDSR in the Philippines introduced a new data entry program
and an online data management system to facilitate the submission of reports, and the eLBIS in Malaysia
required the development of a web-based application program that captured the results of tests performed
in hospital laboratories. All this reliance on technology, however, did not obscure the fact that it was the
people in the MOH in the three countries who made the ultimate difference. Without the technical
leadership of the MOH Surveillance Officer in Indonesia, the Laboratory Pathologist in Malaysia, and the
Director of the DOH-NEC in the Philippines, the opportunities provided by the available technology would
have gone to waste.

(V) The value of engaging experienced consulting firms to provide administrative support
cannot be overemphasized.

94, The extensive experience of the Consultant in the implementation of ADB TAs facilitated the
provision of technical assistance to the three ministries of health. Moreover, the firms’ familiarity with local
conditions and rapport with MOH partners enabled the Project to establish very positive working
relationships and helped build the necessary trust and confidence for the Project work to happen.
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(vi) A cash advance mechanism is key to fast-tracking Project implementation.

95. One of the Project requirements, prior to the release of funds from ADB to support the conduct of
technical activities, was to have a proposal prepared by the Consultant and reviewed and approved by
ADB. This process helped ensure that the activities are technically consistent with the Project’'s scope and
mandate and, at the same time, provided sufficient control over the efficient use of the Project’s resources.
However, it would not have been very efficient in instances where there were a number of overlapping
activities that needed to be completed in a short period of time. In order to minimize the potential adverse
effects, Project management opted to establish a cash advance facility wherein the countries could avail of
adequate funding support provided the necessary technical clearances were obtained. This process was
particularly useful for the Philippines which had a very heavy schedule of activities under its Component C
workplan. As a result, all the activities were smoothly carried out and implemented without missing a beat.

VI. CHALLENGES, RECOMMENDATIONS, AND NEXT STEPS

A. At the Country Level
1. Design, Field-testing, and Nationwide implementation of IEWARS in Indonesia
96. The formulation of the ESR Strategy and Roadmap for Indonesia paved the way for the

conceptualization of the Indonesia Early Warning and Response System (IEWARS). Such a system is
expected to modernize and make functional the collection, processing, analysis, and utilization of
surveillance data for a set of priority infectious diseases. While the Project has done the initial work in
developing a blueprint and process for the establishment of this system, much remains to be done in order
to make the IEWARS a reality.

100. An important immediate task is the design and testing of the application program that will facilitate
the processing and analysis of surveillance data at the provincial and district levels. That program will have
to be compatible and consistent with the prevailing IT infrastructure in the country. Another immediate task
is the design and testing of data collection forms for the priority diseases for which a case-based system
will have to be introduced. Given the short-handed situation at MOH, it is unlikely that these tasks can be
performed effectively without external assistance. A more daunting challenge is the sourcing of the
enormous financial and logistical resources that are needed to implement the IEWARS in the country’s 33
provinces and more than 300 districts.

2. Review, Expansion, and Integration of eLBIS in Malaysia

97. The successful development and introduction of the laboratory-based surveillance system in
Malaysia demonstrates the effectiveness of technology-based interventions in a setting where the
infrastructure is adequate and ready to support the introduction of new technology. However, the new
technology should be allowed to mature and be regularly reviewed and modified, as necessary, before it
can be expanded to other sites. The expansion of the system will also have to be carefully managed given
the system’s stringent IT infrastructure requirements. Another major challenge would be the integration and
meshing of the lab-based system with the other existing surveillance systems (rumors, syndromic, and
case-based). Such an attempt for integration will have to contend with the differences in case definitions
and the different software and IT platforms that are in use.
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3. Implementation of Sub-national Capacity Building within the context of the Philippine
PIDSR
98. The development of PIDSR and the introduction of a nationwide case-based reporting system

require the building of ESR capacities at the provincial, city, and municipal levels. Such capacities include
the strengthening of epidemiological skills of the health manpower and the establishment of ESR support
systems, especially the establishment of functional referral systems for public health laboratories and the
procurement of the necessary IT equipment and supplies. This sub-national capacity building effort would
require huge financial and logistical investments in training and procurement of equipment for surveillance
and response. While the DOH-NEC was able to obtain additional funding from the Philippine Government
for 2008, in the amount of US$2 million, it is estimated that an additional PhP607,300,000 (equivalent to
about US$13 million at the current exchange rate of US$1 = PhP46) is required to enable DOH-NEC to
create the necessary capacities at the sub-national level. Aside from the funding issue, DOH may also
have to address concerns about its absorptive capacity, given NEC'’s low level of funding in the past.

B. At the Subregional Level
1. Establishment of a Regional Applied Epidemiology Training Network
99. The establishment of a well-trained and highly skilled ESR workforce is a top priority for many

countries in the region. This sentiment was strongly manifested by the participants and experts who
attended the Project-sponsored International Forum on Applied Epidemiology Training in Manila. As a
strategic response, the Forum called for the establishment of a regional network that would connect and
support the applied epidemiology training activities being carried out by the different countries in the region.
Such a network will be very helpful in the setting of training standards, designing and adapting the
development of training curricula to meet the specific needs of countries, assisting the countries to review
and evaluate AET initiatives, providing venues for technical exchange and the conduct of joint
epidemiological investigations, creating a pool of technical resources to support AET, and in mobilizing
country, regional, and international support for AET. In addition, the presence of a regional applied
epidemiology training network is envisioned to lay the foundation for better collaboration among countries
in cases where epidemiological events require multilateral and international assistance.

100. Initial discussions regarding this proposal showed a high degree of interest among the MOH of the
Philippines, Indonesia, and Malaysia. Given the strong presence of ADB in the region and its track record
of supporting ESR initiatives, the participants and experts at the Forum strongly recommended an ADB-led
initiative to establish an applied epidemiology training network in Southeast Asia. This network is believed
to be vital to the strengthening of the ESR systems of the countries in the region and to capacitating them
to more effectively manage and deal with the threat of EIDs in the future.

2. Integration of Surveillance Data from the Project-initiated Systems to the ASEAN
Surveillance Information Network

101. The ASEAN group of nations, of which the three countries are members, has established a web-
based surveillance information sharing network. The network is based in Jakarta and managed by a unit in
the MOH. Most of the existing information available in the network is composed of news articles on
epidemiological events published in newspapers in the region. There is a need to expand the coverage of
the network to include surveillance data from the systems, which the Project helped establish, such as the
PIDSR in the Philippines, the eLBIS in Malaysia, and, ultimately, the Early Warning and Response System
in Indonesia once it becomes operational. The effective sharing of information among the member
countries will lay the groundwork for more meaningful international collaboration in the field of epidemiology
in the future.
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3. Dissemination of IHR-2005 and Strengthening of Surveillance and Response
Capacities of the Ports of Entry in Indonesia, Malaysia, and the Philippines

102. The establishment of IHR focal points has generated momentum in getting the countries to fully
satisfy the mandated provisions. However, there is a need to adopt and carry out a more systematic
approach in the dissemination and implementation of the key guidelines and procedures. This is especially
true for the ports of entry where the existence of good epidemiological surveillance and response
capacities is a vital requirement. The MOH and other government agencies and institutions responsible for
the establishment of such capacities need to assess and identify the strategic gaps and issues and design
the appropriate interventions to address them.

STRENGTHENING EPIDEMIOLOGICAL SURVEILLANCE AND $T|A
RESPONSE FOR COMMUNICABLE DISEASES IN
INDONESIA, MALAYSIA, AND THE PHILIPPINES
(RETA 6305)

Si'n'gHeaIth



APPENDIXES




Appendix 1:
REVISED TA PAPER



APPENDIX 01 : REVISED TA PAPER Page 1

Technical Assistance Report
Project Number: 39068
December 2005 (Revised: 8 January 2007)

Proposed Technical Assistance

Strengthening Epidemiological Surveillance and
Response for Communicable Diseases in Indonesia,
Malaysia, and Philippines

STRENGTHENING EPIDEMIOLOGICAL SURVEILLANCE AND &'A
RESPONSE FOR COMMUNICABLE DISEASES IN
INDONESIA, MALAYSIA, AND THE PHILIPPINES
(TA NO. 6305-REG)

SingHealth



APPENDIX 01 : REVISED TA PAPER Page 2

Si'n'gHeaIth

ADB
AFRO
AMR
APHA
ASEAN
CCDM
CDC
CSR
DOH
EID
EPR
ESR
FAO
HAI
IDSR
IHR

IT
MDG
MIS
MOH
NGO
RCSP
SARS
SEARO
SERD
TA
UNAIDS
WHO
WPRO

STRENGTHENING EPIDEMIOLOGICAL SURVEILLANCE AND
RESPONSE FOR COMMUNICABLE DISEASES IN

ABBREVIATIONS

Asian Development Bank

African Regional Office (WHO)

Antimicrobial Resistance

American Public Health Association

Association of Southeast Asian Nations

Control of Communicable Diseases Manual (by WHO & APHA)
U.S. Centers for Disease Control and Prevention
Communicable Disease Surveillance and Response (WHO)
Department of Health

emerging infectious disease

Epidemic and Pandemic Alert and Response (WHO)
Epidemiological Surveillance and Response

Food and Agriculture Organization of the United Nations
Healthcare-Associated Infections

Integrated Disease Surveillance and Response
International Health Regulations

information technology

Millennium Development Goal

Management Information System

Ministry of Health

nongovernment organization

Regional Cooperation Strategy and Program

severe acute respiratory syndrome

Southeast Asia regional Office (of WHO)

Southeast Asia Department

technical assistance

Joint United Nations Programme on HIV/AIDS

World Health Organization

Western Pacific Regional Office (of WHO)

8BriA

INDONESIA, MALAYSIA, AND THE PHILIPPINES
(TA NO. 6305-REG)



APPENDIX 01 : REVISED TA PAPER Page 3

TECHNICAL ASSISTANCE CLASSIFICATION

Targeting Classification —  General intervention
Sector — Health, nutrition, and social protection
Subsector — Health systems
Themes — Regional cooperation, inclusive social development, capacity development
Subthemes — Human development, organizations development
NOTE
In this report, "$" refers to US dollars.

Vice President J. Eichenberger, Operations Group 2

Director General S. Akhtar, Southeast Asia Department (SERD)

Director

D. Green, Officer-in-Charge, Social Sectors Division, SERD
R. Ondrick, Project Implementation Specialist, SERD (original TA)
V. de Wit, Principal Health Specialist, SERD (revised TA)

Team Leader

STRENGTHENING EPIDEMIOLOGICAL SURVEILLANCE AND mTIA
RESPONSE FOR COMMUNICABLE DISEASES IN

, INDONESIA, MALAYSIA, AND THE PHILIPPINES
SingHealth (TA NO. 6305-REG)



APPENDIX 01 : REVISED TA PAPER Page 4

l. INTRODUCTION

1. The recent outbreaks of severe emerging infectious diseases (EIDs), particularly severe acute
respiratory syndrome (SARS) and H5N1 avian influenza, and the emergence and spread of antimicrobial
resistance (AMR), particularly drug resistant tuberculosis, have focused attention on the weakness of
epidemiological surveillance and response (ESR) systems in developing countries and the heightened
vulnerability of people living in Asia.

2. ESR represents an essential public health function of governments. In accordance with provisions
of the new International Health Regulations (IHR)-2005 of the World Health Organization (WHO), all
member countries of WHO will need to address these weaknesses by June 2007, through, among other
provisions, strengthening core capacities for ESR and implementing the WHO Decision Tree protocol for
determining when a public health problem is of international concern and, therefore, requires reporting to
WHO and other actions.

3. The WHO Communicable Disease Surveillance and Response (CSR) Program based at the WHO
Lyon Office for National Epidemic Preparedness and Response produces strategies, norms, tools, models,
and advocacy resources that can be applied nationally or globally to develop preparedness and response
capacity to communicable diseases. The US Centers for Disease Control and Prevention (CDC), a WHO
Collaborating Center for Public Health Systems and Practice, and the US Council of State and Territorial
Epidemiologists have proposed a set of Applied Epidemiological Competencies and have developed and
applied an instrument for assessing ESR competencies that can be applied internationally.

4, The WHO/CSR Office in Lyon has suggested a three-phase “road map” to guide WHO'’s activities
in IHR implementation between May 2006 and 2012. In the proposed Phase 1, between May 2006 and
May 2007, the plan calls for WHO to develop and support a number of critical planning and program
design activities including, but not limited to, the adaptation of existing assessment tools to IHR national
core requirements, development of core capacity guidance materials, development of an international
health regulations (IHR-2005) monitoring and evaluation (M&E) framework, and the initiation of training of
national and international experts to support national assessments of IHR core capacities.

5. The Asian Development Bank (ADB) plays a crucial role in responding to regional needs, in close
coordination with its development partners, by using its financial and technical resources to help address
immediate needs and strengthen preparedness and response. Communicable disease prevention and
control is a regional public good and forms one pillar of the draft Regional Cooperation Strategy and
Program (RCSP) for Southeast Asia. In the context of the potential impact of EIDs and AMR in Indonesia,
Malaysia, and Philippines, the proposed regional technical assistance (TA) is intended to (i) support
interventions to reduce vulnerability through assessments and improvements in the ESR systems in each
country, and (ii) evaluate the benefits of possible collective measures in the three countries. In this regard,
the Project will support the Asia Pacific Strategy for Emerging Infectious Diseases developed by the
Southeast Asia and Western Pacific Regional Offices of WHO (WHO/SEARO and WHO/WPRO)! in
collaboration with its Member States in July 2005. This Strategy will serve as the framework to strengthen
national and regional capacity for early detection, rapid response, and preparedness for emerging
infectious diseases. The Project will also emphasize the strategy’s call for the need for strengthening inter-
country, inter-regional, and multisectoral networking and collaboration, and the need for developing and
implementing activities in the areas of surveillance and response. Although the Project will cover only the
three countries, it will likewise support activities, dialogue, and pilot initiatives that will contribute to broader
interaction with regional bodies such as the Association of Southeast Asian Nations (ASEAN) and
ASEAN+3.

! Includes the People’s Republic of China, Japan, and Republic of Korea.
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6. Indonesia, Malaysia, and the Philippines are committed to achieving the Millennium Development
Goals (MDGs) by 2015. Four out of the eight MDGs relate directly to health and nutrition: reducing child
and maternal mortality and malnutrition and containing and beginning to reverse the trend of HIV/AIDS and
other communicable diseases. If communicable diseases are not controlled, achieving these MDGs is
unlikely and learning and productivity will also affect economic growth and poverty reduction. Thus, if the
MDGs are to be achieved, a major reduction in the high levels of communicable diseases in the three
countries is required.

7. Avian influenza caused by the influenza A type H5N1 virus is now endemic in poultry in Indonesia,
and the number of human infections and fatalities is growing. Person-to-person transmission cannot be
excluded. Malaysia successfully contained and eradicated an avian influenza outbreak in poultry in 2004,
but, like the Philippines, remains at risk from migratory birds and outbreaks in neighboring countries. WHO
warns that the avian influenza virus could evolve into a human influenza virus and possibly lead to a global
pandemic with high mortality and economic impact. All three countries are vulnerable. Because of the
global threat, emerging infectious diseases (EIDs) are receiving major international attention and support.
HIV/AIDS, poliomyelitis, malaria, and tuberculosis control also receive major international support.

8. However, measles, infectious diarrhea, typhoid, cholera, water- and food-borne diseases, dengue,
and parasitic diseases also cause significant morbidity and mortality. The incidence of hepatitis C and
dengue hemorrhagic fever is approaching epidemic proportions in the three countries, while poliomyelitis
recently re-emerged in Indonesia. Neglected endemic diseases are often concentrated in impoverished
populations living in marginalized areas or urban slums and disproportionately affect children and affect
school attendance, cognitive development, physical growth, and productivity.

9. Cost-effective interventions are available to manage most common infections, but budget shortfalls
and structural problems have not allowed them to be used to their maximum potential. In addition, poor
management of antimicrobial pharmaceuticals and inadequate performance of other aspects of
communicable disease prevention, surveillance, and control programs have led to the emergence and
spread of AMR, including drug-resistant tuberculosis.

10. Preventing, and effectively investigating and controlling epidemic outbreaks of diseases, is the
most cost-effective way to deal with most infections. However, current ESR systems have, in general, been
weak, while good performance has often been confined to specific disease control programs. An effective
ESR system must produce accurate and timely reporting, verification, investigation, and response,
including strategic forecasting and preventive measures. ESR systems need strengthening in both
technical capability and in coverage to achieve any major impact on the levels of communicable diseases.

11. So far, outbreaks of SARS and avian influenza have had little impact on population health in the
three countries,? but have the potential to cause catastrophic damage. The outbreaks have already had
major economic consequences amounting to millions of dollars in direct losses and billions in indirect
losses through declining tourism, reduced flows of foreign investment, and export restrictions on livestock
and animal products.

12. HIV/AIDS, SARS, and avian influenza have reinforced the need for regional cooperation for
communicable disease control, and Indonesia, Malaysia, and Philippines are already working closely
together through regional organizations. Rapid identification of disease outbreaks and a coordinated

2 The case fatality rate for SARS is around 10% and human avian influenza, despite its high fatality rate of more than 50%,

is not easily transmitted from human to human.
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regional response, in accordance with the new IHR-2005, will help to limit the impacts of outbreaks by
containing them, monitoring the spread and genotype of the virus, identifying potential hosts, preparing for
subsequent outbreaks with vaccinations or other preventive measures, and treating cases. Early and
accurate detection and appropriate local, national, and international responses (when the latter are
required by the decision tree protocol described in Annex 2 of the new IHR-2005), are vital to prevent the
spread of other re-emerging diseases such as measles, Japanese encephalitis, poliomyelitis, dengue,
typhoid, and cholera. To enhance national economic and health security, epidemics must be contained at
their source.

13. Programs for prevention and control of communicable disease are national and regional public
goods: there are greater benefits to be obtained through cooperation between districts, provinces, and
nations than would be possible through the independent actions of each district, province, or country.

14. Coordination and collaboration, where possible, with other stakeholders will be essential to
optimize the impact of the TA. WHO is the lead development partner in the health sector, particularly for
ESR. ADB will partner with the WHO regional and country offices in the three countries to help implement
the TA by providing specialist advice and technical inputs. A wide range of development partners and
donors support communicable disease control programs, but not necessarily disease-specific or integrated
ESR systems, in all three countries.> Most externally financed programs have tended to be disease-
specific. This is often quite a successful and valid approach, given that diseases usually have specific
etiological causes and well-defined methods of pharmacological and/or non-pharmacological prevention,
treatment, and control. However, countries cannot afford to set up new, vertical ESR systems in response
to each EID or health emergency.

15. An ESR system is not a unified set of procedures, but rather an aggregate of heterogeneous but
similar subsystems. It is important to optimize the synergies in these subsystems. The TA is intended to
provide an assessment of the ESR system as a whole for each country. From this, potential subregional
operations will be derived that would help mitigate disease vulnerabilities and add value to national
systems. Assessments, tests, pilots, and protocols will further be developed for the three countries. The
African Regional Office of WHO (AFRO), in collaboration with the US CDC, have implemented an initiative
for strengthening the integration and performance of Disease Surveillance and Response (IDSR) and
linked this initiative to the ESR capacity-building that is required in order to implement IHR-2005. The
AFRO-CDC efforts, described in the September 2004 issue of WHO/AFRO’s Communicable Diseases
Epidemiological Report, may serve as a useful framework for similar efforts in the WPRO and SEARO
Member States. Full implementation of the capacity-building requirements of IHR-2005 is not required of
Member States until 2012.]

1. THE PROPOSED TECHNICAL ASSISTANCE
A. Impact and Outcome
16. The purpose of the proposed TA is to help support the three countries to assess and strengthen
the human and institutional capacities required to properly perform ESR. It is expected that improvements

in the performance of ESR (i.e., improving the collection, analysis, dissemination, and use of evidence and
information on the risk factors and causes for the occurrence and distribution of preventable communicable

Includes other United Nations agencies, multilateral banks, bilateral aid agencies, as well as international and local
NGOs, charitable organizations, and corporate foundations.
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diseases) will help national and sub-national Health Departments in the three countries to assess and
improve the performance and quality of their high-priority communicable disease prevention and control
programs to achieve the goals of (i) reducing morbidity and mortality due to communicable diseases* and
(i) contributing to the achievement of related MDGs within each country and across the region.

17. The TA’s objectives are to (i) strengthen ESR systems for early detection and response to
undesirable changes in the distribution and/or occurrence of communicable diseases, (ii) help strengthen
national capacity to respond to an epidemic outbreak of communicable disease (including the capacity to
use laboratory-supported analytical epidemiological methods in investigating and addressing the causes of
outbreaks), and (iii) harmonize national efforts to promote a subregional collaboration mechanism for
communicable disease control and the monitoring, containment, and prevention of outbreaks. ADB will
work closely with the three governments, WHO, and other stakeholders, in particular, other development
partners and non-government organizations (NGOs), to identify where resources are deployed, where
there are gaps in coverage, and to take action to mobilize appropriate resources.

18. The Project is expected to accelerate the development of an integrated national disease
surveillance and preparedness system in each of the three countries and facilitate compliance with the
requirements of IHR. Such improvements will include: (i) use of WHO protocols and guidelines for
evaluating and improving the integration and performance of communicable disease surveillance and
response systems at sub-national, national, and international levels; (ii) investigation, case management,
and mitigation of communicable disease problems of national and international concern at local, national,
and subregional levels; (iii) use of information and communication mechanisms in preparedness and
response to communicable disease problems; and (iv) designing and implementing supportive national
policies for communicable disease prevention, surveillance, and control.

B. Methodology, Approach, and Key Activities

19. The TA is divided into three main components. Component A will focus on ESR system analysis
and plan formulation; Component B will focus on systems development; and Component C will focus on
capacity building to enhance ESR systems. Where possible, the components will be implemented
simultaneously.

1. Component A: ESR System Assessment and Plan Formulation

20. WHO has published several key guidelines related to ESR systems for integrated communicable
disease prevention and control programs. These include (i) a set of ESR Performance Standards; (ii) the
first international edition of the Control of Communicable Diseases Manual (CCDM) in collaboration with
the American Public Health Association (APHA); and (iii) detailed guidelines and protocols for the
evaluation of national and sub-national ESR systems. The WHO ESR evaluation guidelines were adapted
for use in a joint WHO-Ministry of Health (MOH) national evaluation of the ESR systems for selected high-
priority communicable diseases in Indonesia in 2004.

21. Under Component A, the WHO ESR Evaluation Guidelines, WHO ESR Performance Standards, the
WHO Laboratory Assessment Tool, the WHO Outbreak Communications Guidelines, and the CCDM will
be used to carry out evaluations and make recommendations for strengthening ESR systems in
collaboration with the ESR Units of the respective health ministries and WHO Country and Regional

* The TA is targeted on ESR for communicable and infectious diseases, not on all health surveillance systems (for

example, chronic, lifestyle, and hereditary diseases such as diabetes, obesity, and cancers.)
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Offices. For Indonesia and Malaysia, in collaboration with the respective MOH ESR Units and WHO, an
assessment will be made of actions taken, and further assessment or action required, to strengthen the
ESR systems in response to the findings of the joint WHO-MOH evaluations of the Indonesia and Malaysia
ESR systems that were carried out in 2003-2004. In carrying out the tasks and activities under this
component, the Consultant Team will cover a number of key elements, as described below.

a. Surveillance Systems Analysis Proper

22. Using the WHO protocol for ESR assessment, the Team will work with Health Ministry/ Department
officials in assessing the following elements of their ESR systems: (i) structure, (ii) processes and capacity
for surveillance and response, (iii) output, and (iv) communication.. Although not specifically part of the
WHO protocol, assessments on the 1) legal / legislative frameworks for efficient and effective performance
of ESR, especially in respect to compliance with IHR 2005, 2) laboratory capacity and quality for support of
ESR, and 3) status of ESR policies and practices specifically in respect to the requirements of IHR 2005
(e.g. in providing the evidence needed to make use of the Decision Tree protocol) may also be conducted
if necessary.

23. During all phases of the RETA, the participation and involvement of MOH officials and the
collaboration of WHO'’s regional and country ESR experts, are critical to ensure buy-in, ownership, and
technical excellence. To make this happen, the Consultant Team will work with WHO to facilitate the
organization of a committee within the health ministry/department that will oversee the conduct of the
assessments and, more importantly, take leadership in presenting the results of the assessment and
ensuring recommendations to the highest levels in MOH/DOH.

24, The Project will not create a new website, but will review the need for interlinking existing websites
and consider ways of improving the use of website information for ESR. This issue will be discussed during
the subregional planning workshop.

b. ESR Plan Formulation and Roadmap Preparation

25. The results of the assessment will be used as the starting point for planning or revising existing
plans to improve the ESR systems individually, within each country, and collectively, across the three
countries. Towards this end, the Project will organize a subregional forum wherein the MOH officials of
each country will present the results of the assessment and share their ideas on how to address identified
ESR gaps and issues. At this forum, WHO officials and technical experts will be invited to provide technical
guidance and direction. The ESR plan will serve as the blueprint and framework for all ESR-related
activities in the medium term.

26. One important and practical application of the ESR plan is that it can be used by MOH/DOH in
managing donor assistance. A major reason why ESR systems are so fragmented is the propensity of
donors to create parallel reporting systems. The ESR medium-term plan can be an effective tool in
negotiating with donors and put an end to the creation of donor-driven parallel surveillance systems.
Lastly, the ESR plan will be the basis for activities that will be undertaken under Components B (Systems
Development) and C (Capacity Building).

c. Advocacy for Political Support

27. The Consultant Team will work with MOH/DOH and WHO officials and other stakeholders in
obtaining political and financial support for the ESR plan. One activity that can help in the advocacy effort
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is the organization of a technical conference or a series of conferences wherein the ESR plan and the
results of the ESR assessment will be presented and discussed. During these conferences, it is important
that key decision makers from the MOH/DOH and other branches of government be invited and given an
opportunity to express their commitment to support the plan. The role of the WHO as a technical and
advisory body will be highlighted during this phase.

2. Component B: Systems Development

28. Drawing on the information generated by the country assessments and with the technical guidance
provided by WHO and other experts, the Project will assist the health ministries of the three countries in
setting up systems that will strengthen their capacity to conduct epidemiological surveillance and response
and comply with the requirements of IHR. Examples of activities that could be supported under this
Component are:

0] review and development of policies, pieces of legislation, and or administrative issuances
that articulate the government’s support for ESR and IHR;
(i) development of ESR standards, operational guidelines, protocols and manuals;

(iii) development of ESR and IHR training strategies and approaches, training modules, tools,
and instruments;

(iv) review and development of ESR and IHR supervisory guidelines and procedures as well as
ESR and IHR reporting and feedback mechanisms; and

(v) assistance to the three health ministries in setting up their National Focal Point for IHR
implementation.

29. It is expected that the degree and magnitude of the systems development work will depend largely
on the level of development of the country’s ESR system. The country-specific ESR assessment should
serve as the basic guide and reference in undertaking activities under this component.

3. Component C: Capacity Building to Enhance ESR Systems

30. This Component will consist of specific activities that address weaknesses in the ESR system or
constraints that impede the country’s ability to support IHR. These will be relatively small-scale
interventions such as operations research, training and related capacity-building activities. Examples of
activities that will be supported under this Component are:

0] measures to integrate or link fragmented ESR systems, such as IT and communications-
related interventions;
(i) measures to improve case detection and case confirmation including interventions to

strengthen the role of laboratories in supporting ESR and IHR;

(iii) measures to improve timeliness, accuracy, and completeness of ESR and IHR reports;

(iv) measures that strengthen the capacity of health staff to process, analyze, interpret and use
epidemiological data;

(v) measures designed to strengthen the capacity of health workers to conduct outbreak
investigation, introduce outbreak control measures, and help health managers prepare and
plan for epidemiological disasters;

(vi) measures to strengthen community involvement and participation in ESR activities; and

(vii) measures to strengthen the capacity of the National Focal Point to manage and coordinate
IHR-related activities.
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31. Before these activities can be carried out, the concerned MOH officials will prepare proposals, with
assistance of the Consultant Team, for review and approval by ADB. Such proposals should be in line with
the government’s overall plan for implementing ESR and supporting IHR 2005. In view of the limited
funding to support these activities, the Project will utilize a set of criteria to set priorities, including the
following:

0] Relevance: the proposals should address major gaps and issues in the ESR system;

(i) Efficiency: the proposals should be able to produce the desired results at a minimum cost;

(iii) Effectiveness: the proposals should show that the proposed interventions and measures
have been proven to work under similar situations; and

(iv) Sustainability: the proposed measures and interventions do not require extensive external
support and can be carried out using local resources.

C. Cost and Financing

32. The total cost of the TA is estimated at $1.7 million equivalent. ADB will finance $1.2 million on a
grant basis by ADB'’s TA funding program. The balance of $0.5 million equivalent will be provided in-kind
by the participating countries.> The cost estimates and financing plan are in Appendix 2. ADB and its
partners will also actively seek additional external grant co-financing.

D. Implementation Arrangements

33. ADB (Southeast Asia Department [SERD]) will be the executing agency for the TA. SERD will work
in close cooperation with the Regional Sustainable Development Department (RSDD) to ensure that the
TA complements other ongoing ADB-wide activities, particularly operations to address avian influenza in
the region.

34. The Project Team will work closely with WHO officials to ensure that all activities and interventions
carried out under the Project are in accordance with technically accepted international guidelines and
standards. The presence of, and guidance from, WHO officials are also needed to make sure that the
countries honor their international commitments.

35. A memorandum of understanding (MOU) will be entered into between ADB and WHO outlining a
cooperation framework for TA implementation. Local WHO offices will collaborate and provide technical
support at the national level, while activities will be coordinated through the two WHO regional offices.®
Each participating country will designate a committee and an institutional focal point to interact with other
government agencies and with the consultants engaged under the TA. Counterpart personnel will provide
direction and technical inputs and will participate in the facilitation and conduct of field simulations and
evaluation. ADB will provide international travel, accommodation, and per diem for staff seconded under
the exchange program and for official participants, including experts, at subregional workshops and the
international conference.

36. A project management consulting firm will be engaged by ADB. Approximately 12 person-months
of international and 60 person-months of domestic consultant services will be required in (i) project
management and implementation, (i) ESR system, and (iii) health systems management. Outline terms of

® In the form of office space, local travel, remuneration of counterpart and supporting staff, office facilities and utilities, and

in-country workshop support as well as in the conduct of monitoring and evaluation activities.
Within the WHO organization, Philippines and Malaysia are under the Western Pacific Regional Office and Indonesia is
under the Southeast Asia Regional Office.
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reference are in Appendix 3. In addition to the provision of consultants, the firm will undertake
arrangements for training, system development, and national, regional, and international conferences. With
ADB approval, the firm will procure or subcontract services, equipment, and activities proposed under
Components B and C that are within cost ceiling parameters. The consulting firm will be engaged in
accordance with ADB’s Guidelines on the Use of Consultants and other arrangements satisfactory to ADB
for the engagement of domestic consultants using the simplified technical proposal procedure.

37. Outcomes from Component A will help identify core activities for Component B and C. Proposals
are expected to be developed by the implementing agencies with the assistance of the Consultant team
and WHO. Activities under Components B and C costing less than $100,000 will be contracted or procured
through the consulting firm. Activities estimated to exceed this ceiling will be procured by ADB.
Implementation arrangements, particularly for Components B and C, will be flexible and will allow
adjustment in the terms of reference of consultants, duration, and schedule of expert inputs. Procurement
of other consulting services, if required under Components B and C, will follow ADB’s procedures with
reasonable flexibility. Procurement of most small equipment, facilities, services, and supplies will be
outsourced through the consultants using international shopping, direct purchase, or other arrangements
acceptable to ADB. Co-financing for non-core activities under Components B and C will be explored. To
facilitate the work of the IHR National Focal Point, a certain amount not to exceed $25,000 will be allocated
for each country under Component C, and released directly by ADB to each of the three ministries of
health. Such funds will be used to defray transportation, meeting, and other operational costs associated
with running the National Focal Point office.

38. The Project will begin in July 2006 and be implemented over 24 months (June 2008). Within two
months from start-up, an inception report will be submitted outlining the detailed activities and
implementation schedule for components A and B of the Project. Country ESR assessments are expected
to be updated by December 2006, and the formulation of country ESR plans by March 2007 to address
identified weaknesses of their ESR systems and meet requirements for IHR 2005 compliance.

V. THE PRESIDENT'S RECOMMENDATION

39. The President recommends that the Board approve the provision of technical assistance not
exceeding the equivalent of $1,200,000 on a grant basis for Strengthening Epidemiological Surveillance
and Response for Communicable Diseases in Indonesia, Malaysia, and Philippines.
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DESIGN AND MONITORING FRAMEWORK

Annex A

Design Summary

Performance
Targets/Indicators

Data
Sources/Reporting
Mechanisms

Assumptions
and Risks

Impact

Reduced burden of endemic
and emerging diseases in
Indonesia, Malaysia, and
Philippines, thereby
contributing to achieving the

MDGs in the three countries.

All countries

* Decrease burden of
communicable diseases

[1-2 disease(s) to be selected
as indicator after incidence
baseline established in
components A and B]

¢ Annual health
statistics
reports

« Statistical surveys and
qualitative surveys

 National demographic
and health surveys

» Communicable
diseases surveillance
systems

* MDG update reports
* UNAIDS surveys

Assumptions

« No major social or
economic disruptions to
allow time to set up and
test the system

* ESR and disease control
are effective

Risk

» Sudden emergence of
avian influenza as a
pandemic overwhelms
health systems

QOutcomes

Timely and adequate
identification of epidemics

Improved capacity for
ESR

Compliance with IHR-2005

* Proportion of targeted
provinces that provided timely
reporting and appropriate
response to disease outbreaks

* Proportion of targeted
provinces that have
demonstrated standard
capacity for ESR

* Regular submission, by the
three countries, of reports to
WHO as required under IHR-
2005

* WHO reports and field
visits

» Assessment of ESR
performance through
field visits

* WHO and country
reports

Assumptions

* Funding for
surveillance and
response system is
adequate.

« Staff are available to
expand services.

« Policies are appropriate
and effectively
implemented.

Outputs

1. Completed/updated ESR
systems analysis

2. Roadmaps for improving
ESR

« ESR systems analysis
reviewed and approved

* Roadmaps reviewed and
approved

» ESR analysis reports

» Roadmaps

Assumptions:

* Analysis, roadmaps and
other activities are relevant
and of adequate quality

« Trained staff can use the
acquired skills and
guidelines provided

« Identified gaps can be

Si'n'gHeaIth
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Data .
Design Summary Performa}nce Sources/Reporting Assumpnons
Targets/Indicators Mechanisms and Risks

identified within the time

* Report of training of and resource constraints

3. Improved capacity in ESR | « Number of persons trained

staff
and guidelines prepared
. * Report of
4. Gaps addressed in ESR * Number of gaps addressed improvements in ESR
system
systems
5. National Focal Point for « Organizational structure and « Aporoved quidelines
IHR established guidelines approved pp 9

Activities with Milestones Inputs
1. Prepare an assessment/update of ESR systems in the three countries (up to December | « ADB = $1.2 million
2006) » Governments = $0.5
2. Prepare/update roadmaps for improving ESR systems, including regional coordination | million
(December 2006-January 2007) Total: $1.7 million

3. Prepare reference manuals/guidelines and provide training to strengthen ESR systems.
(December 2006-March 2007)

4. Support subregional collaboration through joint activities (January 2006-August 2007)

5. Up-scale and project preparatory activities to fill gaps, provide training, and improve
national and subregional ESR December 2006—August 2007)

6. International conference to exchange findings and best practices (May 2007)

ADB = Asian Development Bank; EID = emerging infectious disease, ESR = epidemiological surveillance and response;

MDG = Millennium Development Goal; WHO = World Health Organization.
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Annex B
COST ESTIMATES AND FINANCING PLAN
($'000)
Foreign Local
Item Exchagge Currency Total
Asian Development Bank Financing®
1. Consultants
a. International 250.0 0.0 250.0
b. Local 0.0 200.0 200.0
c. International and Local Travel 15.0 10.0 25.0
2. Secondment and Exchange Program® 60.0 0.0 60.0
3. Simulations and Testing 0.0 30.0 30.0
4. Website Development, Software, and Portal 20.0 0.0 20.0
5. Conference and Workshops® 40.0 15.0 55.0
6. Translation, Printing, and Supplies 15.0 5.0 20.0
7. Component C 500.0 0.0 500.0
8. Contingencies 25.0 15.0 40.0
Subtotal (A) 925.0 275.0 1,200.0
Government Financing
1. Office Space 0.0 150.0 150.0
2. Local Transportation 0.0 100.0 100.0
3. Counterpart Staff 0.0 250.0 250.0
Subtotal (B) 0.0 500.0 500.0
Total 925.0 775.0 1,700.0

a Financed by the Asian Development Bank technical assistance funding program.

b Includes travel, accommodation, and per diem for official participants.

¢ Includes travel, accommodation, per diem for official participants, and honoraria for resource speakers and/or facilitators.
d Includes activities, equipment, case studies, research, and training materials.

e Including salaries and benefits of staff during secondments.

Source: Asian Development Bank estimates.
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Annex C
OUTLINE TERMS OF REFERENCE FOR CONSULTANTS
A. Scope of Work

1. A project management and consulting firm will be engaged by the Asian Development Bank (ADB).
Approximately 12 person-months of international and 60 person-months of domestic consultant services
will be required in the fields of (i) project management and implementation, (ii) epidemiological surveillance
and response (ESR) systems, (iii) health systems management, and (iv) information technology (IT)
systems integration.

2. The consulting firm will procure through competitive bidding the services of an IT firm to develop a
portal for the subregional epidemiological profile and purchase and installation of software and training
materials.

3. In addition to the provision of consultants, the firm will undertake logistical arrangements for
training, testing and simulation exercises, workshops, secondment programs, and the conference.

4, The firm will designate a project administration coordinator based at one of its offices, preferably in
one of the three countries, to coordinate with the respective implementing agencies and other government
agencies and local World Health Organization (WHO) offices in each country.

5. Proposals for component C are expected to be developed by the implementing agencies with the
assistance of the consultant team, ADB, and WHO.” Proposals including a terms of reference, cost
estimates, and implementation arrangements will be submitted for ADB approval prior to commencement
of activities. Activities costing less than $100,000 will be contracted or procured through the consulting
firm. Activities estimated to exceed this ceiling will be procured by ADB.

6. The project commencement date is July 2006 and is to be implemented over 18 months (estimated
completion time December 2007).

B. Consulting Services
1. International Consultants
2. Epidemiological Surveillance Specialist and Team Leader (8 person-months). An international

consultant will be engaged for 8 person-months intermittently over 18 months to (a) oversee the overall
work program and ensure consistency of activities, reports, simulation results; (b) take overall responsibility
for the work of the consultants and reports; and (c) lead following specific assignments:

" Selected activities to address surveillance system weaknesses or other shortfalls either already identified or emerging from
the assessments. These are expected to fall under the following broad categories: (i) strengthen national and regional
surveillance systems and preparedness on communicable diseases; (ii) strengthen technical and managerial capacity for
investigation, case management, and mitigation; (iii) improve policies and legislation related to prevention and control of
communicable diseases, including quarantine; (iv) promote regional collaboration to improve strategic information
management, quality control, and standards for medicines, services and human resources; and (v) possible preliminary
design for longer-term or larger-scale projects beyond the financing envelope or time horizon of the TA.
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(i)

(ii)

(iii)

(iv)

v)

Work closely with Government representatives, ADB, WHO regional and country offices,
CDC, and other stakeholders to seek out engagement and, cooperation.

Review existing ESR systems; government policy and plans; ESR resources, and planned
assistance in addressing priority diseases and system gaps.

Conduct a detailed assessment/update of the performance of existing surveillance and
response systems.

Test those systems through real time field simulation or analysis of process documentation
and data from actual cases.

Through a participatory planning approach, prepare/update roadmaps for improving ESR
systems in each of the three countries

(vi) On a need and demand basis, provide system designs, guidelines, training manuals and
training to improve capacity of ESR staff in the three countries.

(vii) Help address other gaps in ESR systems through support for country proposals.

(viiiy  Evaluate existing cross-border communication mechanisms and subregional collaboration;
and identify priority diseases where a regional approach may provide a cost-effective way
of reducing risk and vulnerability through both prevention and response mechanisms.

(ix) Help the IT specialist to interlink and improve the use of web-sites to improve regional
information exchange.

(x) Stimulate regional coordination including joint research, participation in simulation
exercises, and support for government representatives to present papers, findings, and
results from the field exercises at the international conference.

(xi) Conduct an international conference to share and compare the findings to promote
networking and mutual support activities.

4, IT Specialist: Database, GIS, Web Page Design (1 person-month): The IT specialist will be

familiar with management information systems (MIS), website and platform architecture, IT systems and
software and will have extensive knowledge of the advantages and limitations of available database and
GIS software in the market. In close coordination with the team leader and other government experts,
WHO, and ADB among others, the IT specialist will do the following:

(i)

(ii)

Review and make recommendations on the purchase of database and GIS software that can
be interfaced with the existing platform and architecture of the national ESR systems. Make
recommendations on a cost-effective and pragmatic architecture, taking account of data
integrity, data migration, and data security needs.

Review systems meeting these criteria that may be available through bilateral or multilateral
assistance programs both for the regional system and for possible applications to improve
national ESR systems.
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5. Project Management and Implementation (3 person-months): Approximately 3 person-months
equivalent of consulting services will be provided by one or more experts of the project management and
consulting firm (and its associated firms) to undertake all project management, implementation,
contracting, purchasing, back-office, and related activities. This would include contracting for the main IT
services, software and equipment, and the procurement or subcontracting of services, equipment, case
studies, materials, and other activities under component C. Proposals, cost estimates, and procurement
mode will be submitted to ADB for prior approval. The qualifications and capability of the firm (and its
associated firms) to perform sustained contract management support for a number of varied activities in
each of the three countries for the duration of the TA will be a key determinant for consultants shortlisting
and selection.

2. Domestic Consultants (60 person-months)

6. The domestic consultants (deputy project directors) will have backgrounds in health systems
management, ESR systems, clinical systems, or related fields. Each domestic consultant’s biodata, terms
of reference, costing, and implementation arrangements will be submitted for ADB approval prior to
engagement or commencement of activities. They will be engaged depending upon needs and country
capacities. They will primarily work as a team with the team leader and carry out similar assignments, and
also work as a liaison with the Governments and other stakeholders in the respective countries.
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ASSESSMENT OF PROJECT PERFORMANCE
Design Summary Performance Project Output Remarks

Targets/Indicators

Impact

Reduced burden of
endemic and emerging
diseases in Indonesia,
Malaysia, and Philippines,
thereby contributing to
achieving the MDGs in the
three countries.

All countries

» Decrease burden of
communicable diseases

[1-2 disease(s) to be selected
as indicator after incidence
baseline established in
components A and B]

Outcomes

Timely and adequate
identification of epidemics

* Proportion of targeted
provinces that provided timely
reporting and appropriate
response to disease
outbreaks

Improved capacity for
ESR

* Proportion of targeted
provinces that have
demonstrated standard
capacity for ESR

Outputs

1. Completed/updated ESR
systems analysis

* ESR systems analysis
reviewed and approved

INDONESIA

2004 Surveillance
Assessment Report
completed and approved
by MOH-Indonesia

Legal Review of IHR-2005

WHO supported the
conduct of the 2004
Surveillance
Assessment

MALAYSIA

Assessment of Ports of
Entry vis-a-vis IHR

Malaysia has
previously

Compliance conducted an ESR
Assessment prior to
RETA6305
PHILIPPINES

2007 ESR Assessment
Report finalized and
approved by DOH-
Philippines

Legal and Policy Review to
Support the Implementation
of IHR

2. Roadmaps for improving
ESR

* Roadmaps reviewed and
approved

INDONESIA

ESR Five-Year Roadmap
and Strategic plan for
2008-12 formulated

_
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Design Summary

Performance
Targets/Indicators

Project Output

Remarks

MALAYSIA
e Review and update of ESR
strategic plan

ESR strategic plan
formulated prior to
RETA6305

PHILIPPINES

e Philippines ESR Strategic
Plan for 2007-10
formulated

3. Strengthened regional
coordination

¢ Linked websites used

4. Improved capacity in
ESR

* Number of persons trained
and guidelines prepared

INDONESIA

e 193 individuals from 9
districts/cities and
provincial health staff in
processing and analysis of
surveillance data using
Excel software

MALAYSIA

e 56 staff from 10 pilot
hospital sites trained in the
use of eLBIS system

PHILIPPINES

e 117 individuals from all the
regional and selected
provincial health offices
trained for PIDSR

e Preparation of 17 Centers
for Health Development
(CHD) Regional PIDSR
Implementation plans

5. Gaps addressed in ESR
system

* Number of gaps addressed

INDONESIA

e Pilot-testing of Feedback
and Dissemination of
Surveillance Data

e Reuvitalization of FETP

e Development of training
manuals for: (i) Integrated
Data Processing and
Outbreak Monitoring for
District/Cities and Public
Health Centers; (ii)
Supervision Mechanism for
Public Health Centers by
Staff of Districts/Cities, and
(iif) Advocacy Mechanism
for Staff of District/Cities

MALAYSIA

e Design and Introduction of
an Electronic-based
Information and
Surveillance System

10 pilot hospitals are
included

=
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Design Summary

Performance
Targets/Indicators

Project Output

Remarks

(eLBIS)

PHILIPPINES

e Design of the Philippine
Integrated Disease
Surveillance System
(PIDSR)

e Development and
Installation of the Data
Entry Software fo PIDSR

e Development and
Installation of Online Data
Management System

e Design and Establishment
of PIDSR Website

e Administrative Order for the
PIDSR Implementing
Guidelines

7. National Focal Point for
IHR established

Organizational structure
and guidelines approved

INDONESIA

¢ |HR National Focal Point
Secretariat set up at the
Director General of
Disease Control and
Environmental Health

The Director
General of Disease
Control and
Environmental
Health (DGDC&EH)

(DGDC&EH) has been designated
e Translation of IHR-2005 as the IHR Focal
into Bahasa Point prior to
RETA6305
MALAYSIA

e Preparation of the
Implementing Guidelines

The Disease Control
Division has been

for IHR-2005 designated as the
IHR Focal Point prior
to RETA6305
PHILIPPINES
e Designation of the National The Bureau of
Epidemiology Center Quarantine was
(NEC) as the IHR Focal initially acting as the
Point IHR Focal Point

_
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EPIDEMIOLOGICAL SURVEILLANCE AND RESPONSE (ESR)
SUBREGIONAL PLANNING WORKSHOP
Jakarta, Indonesia, 22-23 November 2006

EXECUTIVE SUMMARY OF WORKSHOP REPORT

A. Introduction

1. To set the stage for the full implementation of the RETA, a two-day Subregional Planning Workshop
was held at the Hotel Borobudur in Jakarta, Indonesia on 22-23 November 2006. The Workshop had 30
participants from the MOH leadership and ESR Units of the three participating countries; experts on ESR and
International Health Regulations (IHR) from the World Health Organization (WHO) headquarters, Southeast
Asia Regional Office (SEARO), and Indonesia Country Office; the U.S. Naval Medical Research Unit 2
(NAMRU-2), ADB, and the Consultant Team. The List of Participants is in Annex A.

2. The Workshop aimed to (i) review the current situation with respect to epidemiological surveillance and
response (ESR) systems in the three participating countries as a step towards identifying gaps and areas for
which RETA assistance could be provided to strengthen the countries’ capabilities for disease surveillance and
response in line with Component A; (ii) seek inputs from key representatives of the three participating
countries, WHO, and other partners in the review and refinement, as appropriate, of the Project scope to
ensure maximum benefits to the countries; (iii) provide a forum for the three countries to share experiences
and information on their respective ESR systems as a basis for developing small proposals on subjects/topics
of common interest or concern, and which could be implemented under Components B and C of the Project;
and (iv) lay the foundation for future cooperation and collaboration among the three countries, with WHO and
ADB support, in the area of ESR for communicable disease control.

3. The Workshop was expected to produce the following outputs: (i) up-to-date information on the status
of ESR systems in place in the three participating countries; (ii) identification of gaps and areas for which
RETA assistance could be provided to strengthen the countries’ capabilities for communicable disease
surveillance and response; (iii) definition of the Project scope and identification of possible national and
subregional activities for implementation under the RETA; and (iv) country-specific action plans for ESR
strengthening.

4. The Workshop consisted of an introductory session comprising of a Project overview by the Team
Leader and a presentation of IHR-2005 and IHR-related needs for capacity-building in ESR by a WHO official
from Geneva. The main sessions consisted of a plenary presentation of the results of ESR assessments
followed by breakout group discussions and a presentation of the country action plans in plenary. The
Workshop Program is in Annex B.

B. ESR Country Presentations

5. Indonesia. The Indonesia ESR assessment report presented by Mr. Priagung AB (DG DC&EH MOH)
described the different laws and decrees that provide the legal bases for the ESR system in Indonesia. He then
described how the ESR component is organized given the highly decentralized nature of the Indonesian health
care system and highlighted the activities that had been undertaken to strengthen the ESR system and the
various donors that have provided, or intend to provide, support to the development of the ESR system in the
country. The highlight of the presentation was a list of recommendations or action points that need to be
undertaken in order to make the ESR system more responsive and effective. The evaluation did not make
assessments nor recommendations regarding the legal framework for ESR under decentralization, the
performance of laboratories and their participation in support of ESR, the use of analytical epidemiological
methods in outbreak investigations, the quality and capacity to use communications in epidemic outbreaks, or
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the capacity of ESR systems in implementing IHR.

6. Malaysia. The country report of Malaysia consisted of two presentations. Dr. Rohani binti Jahis,
Principal Assistant Director, Disease Control Division, MOH Malaysia, focused on the description of the
Malaysian ESR system. She illustrated and compared the six types of communicable disease surveillance
systems that currently exist in Malaysia, and presented the results of the evaluation of the Malaysian ESR
system, which was performed jointly by MOH and WHO in 2004. The results of the evaluation demonstrated
the high level of development of the Malaysian ESR system. The existence of policies, standards, guidelines
and the infrastructure to undertake ESR activities were highlighted in the report. Dr. Jahis rounded up her
presentation by presenting a plan of action to address the remaining gaps identified in the evaluation. The
evaluation did not make assessments or recommendations regarding the use of analytical epidemiological
methods in outbreak investigations and the quality and capacity to use communications in epidemic outbreaks.

7. Dr. Balvinder Singh Gill, Sr. Assistant Director, Disease Control Division, MOH Malaysia focused on the
status of preparations for the implementation of IHR 2005. Dr. Gill gave a brief introduction to IHR 2005 and
proceeded to describe the activities that have been carried out to comply with the IHR requirements. He listed
the areas of possible technical cooperation that can be undertaken under the mantle of IHR 2005.

6. Philippines. Dr. Marlow Nifial, Medical Health Officer VIl and Chief, Public Health Surveillance and
Informatics Division, National Epidemiology Center Department of Health, focused on the key findings and
recommendations of the recently conducted assessment of the Philippine ESR system based on a modified
WHO ESR protocol. The assessment results showed the gaps and weaknesses of the surveillance and
response system, particularly the need to develop policies, standards, and guidelines. The assessment also
demonstrated the need to integrate and unify the existing parallel surveillance systems and to develop ESR
capacities at the sub-national and local levels. Dr. Nifial also acknowledged that much work needs to be done
to address these issues and to make the Philippines compliant with IHR-2005. The evaluation did not make
assessments nor recommendations regarding the legal framework for ESR under regionalization, the
performance of laboratories and their participation in support of ESR, the use of analytical epidemiological
methods in outbreak investigations, the quality and capacity to use communications in epidemic outbreaks, or
the capacity of ESR systems in implementing IHR.

C. ESR Country Action Plans

7. Dr. De Wit addressed the government representatives and asked what additional activities in
Component A their governments intend to carry out in terms of assessment, planning, or support for IHR-2005.
He further suggested reorganizing Components B and C and asked the participants’ ideas regarding the
possible integration of the ESR systems. Based on the country presentations, the concept of Component B
(simulation testing) can be expanded into systems design, testing, and monitoring while engaging in regional
cooperation to make the system work. Component C will involve capacity strengthening activities.

8. Indonesia. The Indonesia ESR action plan proposed activities under the three major components of
the Project. Activities for Component A will include (i) a review of the results of the ESR assessment, (ii)
finalization of the ESR assessment report, and (iii) follow-up of the recommendations into action plans. For
Component B, Indonesia plans to support the implementation of table-top simulation for pandemic
preparedness at the national level. For Component C, plans focused on the provision of financial and technical
support for the establishment and operation of a national IHR focal point office and support to the MOH Sub-
Directorate for Surveillance for promoting feedback, monitoring, and supervision of ESR performance. Other
donor partners are providing financial and technical support for addressing the other weaknesses and gaps in
the capacity for proper performance of ESR and IHR.

9. Malaysia. The Malaysia ESR action plan proposed activities focusing on (i) strengthening laboratory
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surveillance and (ii) building the core ESR and Focal Point capacities to meet requirements for IHR
compliance. The first set of activities will include the integration of the laboratory test results into their Early
Warning and Response (EWAR) system and a systems design to network and integrate the different laboratory
surveillance systems. The second set of priority activities will involve an assessment of the core capacity
requirement for ports and ground crossings using WHO protocols and development of a manual on how to use
the decision tree of the IHR 2005.

10. Philippines. The Philippines ESR action plan focused on the following activities: (i) integration and
harmonization of the parallel surveillance and response systems that currently exist in the country; (ii)
formulation of policies and administrative issuances that articulate the government's support to ESR and IHR;
(iif) development of standards and operating guidelines for the ESR system; (iv) capacity building for ESR at
the sub-national levels; and (v) strengthening of ESR support systems such as training, supervision, feedback,
and logistical support. The standards and guidelines to be developed will form the core content of the Manual
of Procedures that will be the basic reference and guide for the Philippine ESR system.

D. Next Steps

11. Planning for the Next Conference. A two-day technical conference to follow up on the three
countries’ preparations for IHR compliance was tentatively set for March 2007 with Malaysia as the venue. It
was agreed that the conference should deal with only two principal topics: (i) progress with respect to the
implementation of ESR and IHR, with laboratory surveillance as a possible focus; and (ii) plans for multi-
country collaboration in ESR.

12. Development of Small Proposals. Dr. Bernstein encouraged the countries to draw on the technical
expertise available within the RETA Team for guidance in the development of small proposals for
implementation under the Project, especially given the relatively limited time available until its conclusion in
December 2007.

13. TA’s Next Steps. It is expected that the ESR country action plans will be further refined and
presented to the senior officials of the respective health ministries for validation and approval. These plans will
serve as a guide for the DTLs to help the governments in planning and implementing their plans and will also
be useful in presenting the progress report of each country at the technical conference to be held in Malaysia in
2007. Dr. de Wit reiterated the need for confirming the revision in the scope of each country's plan, and
obtained the participants’ agreement to prepare the revised plans within two weeks.

E. Workshop Closing

14. Dr. De Wit concluded the Workshop by expressing his satisfaction at way the presentations and
discussions went, and thanked the participants for their attendance and active participation. He also
acknowledged the efforts of Ms. Ablaza and the RETA Team in the organization and the conduct of the
workshop. Ms. Ablaza echoed Dr. de Wit's thanks and appreciation to everyone for their participation and
hoped to see them at the next workshop in Kuala Lumpur.
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Annex B

PROGRAM
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Annex C

PHOTODOCUMENTATION

ESR Subregional Planning Workshop participants composed of representatives from the
participating Health ministries, World Health Organization (WHO), US. Naval Medical Research
Unit 2 (NAMRU-2), Asian Development Bank, and the RETA Consultant Team.
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MINUTES OF THE FIRST TRIPARTITE MEETING
Hotel Borobodur, Jakarta, Indonesia, 23 November 2006

A. Introduction

1. The first tripartite meeting among the Asian Development Bank (ADB), the TA Executing
Agency, representatives of the health ministries of the three participating countries, and the
Consultant was held at Hotel Borobodur, Jakarta, Indonesia on 23 November 2006 from 3:30 — 5:00
PM. The meeting was chaired by Dr. Vincent de Wit, ADB Principal Health Specialist, and attended by
representatives of the Ministry of Health (MOH) Indonesia, MOH Malaysia, Department of Health
(DOH) Philippines, and the Consultant [Pacific Rim Innovation and Management Exponents, Inc.
(PRIMEX) in association with SingHealth, PT Trans Intra Asia (Indonesia), and Health Solutions
(Malaysia)] (see Annex A for list of meeting participants).

2. In his opening remarks, Dr. de Wit welcomed the meeting participants and explained that the
meeting was called mainly to review the progress of work under the RETA and discuss the next steps
to be taken by the participating countries, with support from the Consultant, as agreed at the recently
concluded Subregional Planning Workshop. Dr. de Wit also expressed pleasure at the positive
outcome of the Workshop and thanked the Consultant Team for all the arrangements and
preparations that led to its success.

B. Presentation of Progress of Work to Date

3. On the request of ADB, Dr. Florante Magboo, Co-Team Leader (CTL), presented the
highlights of the Consultant’'s activities, as contained in the First Quarterly Progress Report (QPR)
submitted to ADB on 17 November 2006.

1. Revision of TA Paper

4, After a careful review and study of the TA paper and a series of meetings between ADB and
the Consultant Team, the TA paper was revised to include a more comprehensive background
section and provide greater clarity and additional detail on the scope of work, key activities, and
expected deliverables of the Project. The revisions focused on the following:

(1) A more comprehensive background section highlighting the importance of
epidemiological surveillance and response systems in view of recent developments,
such as the new International Health Regulations (IHR) requirements and the increasing
threat of emerging infections like Avian Influenza (Al);

(i) A much improved configuration and logical sequencing of Project components:
Component A deals mainly with assessment of ESR systems and the use of the results
of the assessment in formulation of plans and programs as well as the need for political
support for ESR planning and implementation. Component B deals mainly with ESR
simulation exercises and tests that would provide information on the functionality and
integrity of existing ESR systems. The updated version of Component B also
emphasized the importance of regional collaboration and networking and listed some
examples of how much such collaboration and networking can be achieved. Component
C deals mainly with innovative measures to enhance the performance of ESR systems.
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The updated version of this component provides more guidance on the process of
identification and selection of the intervention measures as well as a few examples of
potential activities that might be funded through this component.

(i)  Finally, the revised TA paper emphasized the role of the World Health Organization
(WHO), which is the mandated organization for ESR, and other technical agencies in
providing technical guidance and support to the Project.

2. Country-specific Activities related to ESR Assessment

5. Indonesia. Major updates from Indonesia include (i) the acceptance by the Government of
Indonesia (GOI) of the ADB letter of notification regarding the Project; (ii) meetings of the Deputy
Team Leader (DTL) and Team Leader (TL) with the Director General for Disease Control and
Environmental Health to discuss ESR-related matters; and (iii) presentation of the Project by the DTL
to the Director General, Secretary of the Directorate General, Director of Epidemiological
Surveillance, and their technical staff. A series of meetings were also held with MOH technical staff to
prepare a paper describing the status of the country’s ESR system, as contained in the 2004 Joint
WHO-MOH Evaluation of the National ESR System in preparation for the full implementation of IHR-
2005 in June 2007.

6. Malaysia. In view of the absence of a formal Agreement between the Government of Malaysia
(GOM) and ADB with respect to GOM patrticipation in the implementation of this Project, it has not
been possible for the Consultant to initiate any Project-related activities since TA inception. The
Memorandum of Agreement (MOA) between ADB and GOM was officially signed on 14 November
2006. On the administrative side, Dr. Lim Teong Wah was engaged on 31 October 2006 as the
replacement of Dr. Munn-Sann Lye as Deputy Team Leader for Malaysia.

7. Philippines. The major activities revolved around the conduct of an ESR Systems
Assessment following the official concurrence of the Department of Health (DOH) to ADB’s official
letter of notification regarding the Project on 23 September 2006. A team composed of staff from
DOH’s National Epidemiology Center (NEC) and Regional Epidemiology and Surveillance Units
(RESUs) worked together with the Philippine Consultant Team (Co-Team Leader [CTL], DTL for the
Philippines, and the Project Administration Coordinator [PAC] in conducting a formal assessment of
the Philippine ESR systems. The findings of the assessment are to be presented to DOH central and
regional officials for discussion and possible refinement as the basis for the formulation of the
country’s ESR road map.

3. Subregional Planning Workshop

8. Much time and effort went into setting up the various arrangements and preparations for the
recently concluded Planning Workshop in close coordination with ADB, the World Health Organization
(WHO), and the health ministries in the three countries. The Workshop was organized to provide the
venue for the three participating countries to present the current status of their ESR systems and
identify priority activities and interventions that the Project can support in the remaining period of its
implementation.
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4. Online File Management System

9. The Consultant’s IT Specialist developed an online file management system for storing various
Project documents, reports, reference materials, and other internal communications among Team
members. The  web-enabled system, which can currently be accessed at
http://www.primexinc.org/projects-RETA6305.htm, enables the consultants and support staff to share
or post different documents related to the Project in the system. Authorized users are given round-
the-clock access to the system. They can then upload/download files, create new folders, rename files
and folders, and search for files as needed. To ensure the security of the filed documents, the system
is password-protected.

C. Finalization of TA Scope and Implementation Arrangements

10. Dr. de Wit explained that, with the decision of ADB and the Consultant Team to make IHR
2005 the framework for RETA activities, it was necessary to shift the focus of the TA activities to ESR
system assessment and plan formulation as well as preparation for IHR compliance, with capacity
building and provision of technical advice and support to the three countries in ESR as the
underpinning objectives of the TA. In other words, the focus should be laid on the ability of ESR
systems to support the countries’ compliance with IHR. That being the case, a first revision of the TA
paper was made by ADB and the Consultant Team prior to the Workshop. The revision involved the
following main changes: (i) deletion of the preparation of the country epidemiological profiles and (ii)
deletion of the establishment of a new regional ESR website.

11. However, based on the country presentations and discussions at the recently concluded
Planning Workshop, it has become apparent that a second revision of the TA scope is necessary,
mainly pertaining to the TA components and inclusive activities. It was then agreed that the TA will
consist of the following components:

Component A: ESR Assessment and Planning (including policy advocacy)

Component B: System Development (with focus on establishment and support for
each country’s IHR Focal Point, design and development various systems [IT,
surveillance database, linking of existing websites, and regional collaboration)

Component C: Capacity Building (including secondment and exchange programs, training
programs, special studies and surveys)

12. The establishment of a separate website is not necessary as there are other existing websites
which the three countries could access and utilize for their ESR needs, particularly the ASEAN
surveillance database network which is hosted by MOH Indonesia. Instead, Dr. de Wit suggested the
possibility of linking existing websites and providing real-time data for specific indicators.

13. Implementation Arrangements. In reply to a query by DOH Philippines on the role of the
health agencies in the three countries in the TA, Dr. de Wit clarified that it is to provide technical
leadership and guidance in the implementation of the country-specific proposals as well as for any
regional initiative that the three countries may agree to undertake under the TA. The TA Consultant
Team will facilitate implementation through the provision of (i) ongoing technical advice and support to
the government agencies in ESR assessment and road map formulation, system design and
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development, capacity building for IHR compliance; and (ii) general project administrative support
including procurement of equipment, recruitment of specialists, preparation of proposals for specific
activities, and channeling of funds for the implementation of special studies, national workshops, and
the like.

14. Dr. de Wit mentioned that the three governments should consider the Consultant Team as a
key resource in the implementation of their specific proposals under Components B and C, and that
apart from the Core Consultant Team (composed of the TL, CTL, 3 DTLs, and IT Specialist), there is
a provision for short-term specialists who could be engaged by PRIMEX for specific, highly technical
tasks (e.g., Legal Specialist). However, as the current consultancy contract does not include the funds
for such purpose, it may be necessary to request for a contract modification to simplify the process of
consultant engagement.

15. Financial Aspects. In response to the participating governments’ query as to the availability
and flow of funds for the implementation of their proposed activities under the TA, Dr. de Wit
explained that, as designed, the TA funds have been obligated under the Consultancy Contract with
PRIMEX. That means that funding for specific activities, special studies, equipment procurement, etc.
by the participating governments will be channeled through PRIMEX after ADB approval of the
specific proposals or requests. Dr. de Wit will meet with concerned offices within ADB to explore the
possibility of introducing amendments to the disbursement of TA funds. However, any changes in
funds flow will have to take into consideration each government’s preference given the difficulties in
bureaucratic mechanisms and auditing procedures for funds received by governments from donor
agencies.

16. As an alternative, the possibility of performance-based/lump sum subcontracts for small
proposals will be explored to simplify financial disbursement, monitoring, and management by
PRIMEX, which is responsible and could be held liable by ADB for unliquidated or inadequately
supported cash advances. The TA budget and cost estimates will also have to be revisited based on
the countries’ action plans, and the possibility of reallocating some line items to increase the
Component C budget (of $500,000) by another $100,000 will be studied to enable the equitable
distribution of the fund ($600,000) among the three countries for Component C activities.

D. Next Steps

17. With the three participating countries having presented their proposed action plans for TA
implementation at the recently concluded Planning Workshop, the coming months are expected to be
extremely busy for the concerned health ministries and the Consultant Team. Based on the country
presentations at the recent Subregional Planning Workshop, the following priority activities have been
identified for action by the concerned patrties:
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No. Immediate Next Steps Responsible Parties Deadline

1. Revision of TA implementation | CTL, PAC, PD 29 Nov 2006: for
schedule and circulation among discussion with ADB
health ministries

2. Finalization of TA paper TL, CTL, PAC 4 Dec 2006

3. Preparation of Proceedings of | CTL, PAC, PD 17 Dec 2006
Subregional Planning Workshop

4, Preparation of ESR Action Plans by | MOH Indonesia, MOH 15 Dec 2006
participating countries (based on | Malaysia, DOH Philippines
ESR assessments and Workshop | (with support from DTLSs)
agreements)

5. Preparation of specific country | MOH Indonesia, MOH | Jan 2007 onwards
proposals for implementation under | Malaysia, DOH Philippines
Components B and C (with support from TL, CTL,

DTLs, PAC)

6. Organization and conduct of a | MOH Malaysia and PRIMEX | Jan — March 2007

Subregional Workshop

Note: PD — Project Director; TL — Team Leader; CTL — Co-Team Leader; DTLs — Deputy Team Leaders; PAC — Project Admin. Coord.

18. Revised Implementation Plan. As a result of the change in TA scope, it will be necessary for
the Consultant to revise the TA implementation schedule, which was presented in the Inception
Report. The revised schedule will be discussed with ADB and circulated among the three countries,
through the Deputy Team Leaders, for information and reference.

19. Finalization of TA Paper. The revised TA paper will be amended further to incorporate
suggestions and agreements at the Workshop. The Team Leader, Dr. Robert Bernstein, will prepare
the first cut of the revised paper for comments by ADB and subsequent finalization and dissemination
to the three countries for concurrence. The TA paper should include (i) reference to, and a brief
description of, the Asia-Pacific Strategic Plan prepared by WHO; (ii) revised description of the three
components to reflect the following agreed scope: (a) Component A - ESR Assessment and Plan
Formulation, (b) Component B - National and Regional System Development (with focus on
establishment and support for each country’s IHR Focal Point and system design, including IT
aspects), and (c) Component C — Capacity Building and Special Studies; and (iii) revised
implementation arrangements, budget, and funds flow. The draft of the second revision of the TA
paper will be sent to the concerned WHO regional offices (WPRO and SEARO) for review and
comments prior to finalization.

20. Preparation of Workshop Proceedings. The Proceedings of the Subregional Planning
Workshop will be drafted by PRIMEX and circulated among the three countries by 6 December 2006.
Any suggested changes to the draft should be sent to the PRIMEX PMO within one week or by 13
December 2006 to enable the printing of the final document and dissemination to the participants by
18 December 2006.

21. Finalization of Country Action Plans. The health ministries, with Consultant support, will
refine the action plans presented by the three countries at the Planning Workshop and get approval
from their respective senior management prior to submission to ADB. The action plans will be used as
the basic document for all future proposals to be submitted by the countries to ADB for funding under
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the RETA. Relatedly, the countries requested for copies of the WHO Checklist for IHR Preparedness,
which they could use as their basis for determining their specific needs for further ESR assessment
and technical assistance (e.g., legal aspects, quarantine, cross-border aspects).

22. Preparation of Specific Proposals for Implementation under the TA. Proposals for
specific activities, which the countries would like to implement within the TA framework under any of
the three components, will be prepared by the concerned ministries with Consultant assistance and
support, and submitted to ADB for approval. The proposals have to clearly describe the linkage of the
proposed activities to the overall government ESR road map and its goals and activities in order to
reflect the “programmatic approach” of the TA. The proposal need not be long (five pages maximum)
but should contain the following main sections: (i) Project title; (ii) background and rationale (including
one paragraph describing how the proposed project fits into the government’s overall ESR program);
(iii) objectives and expected outputs; (iv) proposed activities; (v) implementation and personnel
schedules; and (v) detailed cost estimates. The proposal outline will be disseminated by the
Consultant to the ministries, through the DTLs, for their guidance. The DTLs will work closely with
their government counterparts to facilitate proposal development and submission to ADB for approval.

23. Dr. de Wit clarified that, while each proposal has to be submitted individually to ADB for
approval, all proposals must be seen as contributing to the accomplishment of the government’'s ESR
road map and IHR preparedness. He emphasized the need for each government to take the lead in
generating proposals and suggested that, in the preparation of the specific proposals, the ministries
should consider the TA Consultant Team as a resource that could be tapped for technical assistance
and advice.

24, Subregional Workshop. The meeting agreed to a tentative schedule of March 2007 for the
next subregional workshop in Kuala Lumpur, Malaysia. MOH Malaysia welcomed the opportunity to
host the said workshop. As agreed at the just-concluded Planning Workshop, the Malaysia Workshop
will focus on Laboratory Surveillance and the status of preparations for IHR compliance and ESR
strengthening. Dr. de Wit underscored the need to identify the workshop participants early to ensure a
stronger government and WHO patrticipation than that at the recently concluded Planning Workshop.
The DTL for Malaysia will work closely with MOH Malaysia and the Malaysia Country Office of WHO
in the preparations for the March 2007 Workshop.

E. Closing

25. Dr. de Wit summarized the key activities for immediate action by the three countries, the
Consultant Team, and ADB, namely:

e Final revision of the TA paper (by ADB and the Consultant);

e Revision of the TA implementation schedule (by the Consultant);

e Processing of the change of TA scope within ADB, including adjustment of the TA budget
and any modifications in funds flow for government expenditures (ADB and Consultant);

e Preparation of the design of the Subregional Technical Workshop to be held in Malaysia,
including list of participants, and early notification of concerned WHO offices and
government ministries (Consultant and ADB);
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e Finalization of the ESR road maps by the three countries, which will provide the framework
for all small projects and other activities for implementation under the TA (by the countries
with Consultant assistance); and

e Preparation of specific proposals under Components B and C of the TA (by the countries
with Consultant assistance).

26. There being no other matters to discuss, the meeting adjourned at 5:00 PM.

PREPARED BY:

ELVIRA C/ABLAZA
President'and CEO, PRIMEX and
Consultant Project Director

NOTED:

ORIGINAL SIGNED

VINCENT DE WIT, M.D.
Principal Health Specialist, SESS
Asian Development Bank
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Annex A

LIST OF MEETING PARTICIPANTS

No. Name Position
A. | ADB
Dr. Vincent de Wit Principal Health Specialist, SESS
B. | Ministry of Health, Indonesia
Staff, Subdirectorate of Epidemiological
2. | Mr. Hari Santoso, SKM Survelllar_lce, Dlrgctorate General _of
Communicable Diseases and Environmental
Health (DG CD & EH)
3. | Mr. Agung AB, SKM, MMedSc Staff, Subdirectorate of Quarantine Health, DG
CD & EH
C. | Ministry of Health, Malaysia
4. | Dr. Rohani Binti Jahis Principal Assistant Director
5. | Dr. Balvinder Singh Gill Sr. Assistant Director
Department of Health,
D. L
Philippines
L Chief, Public Health Surveillance and Informatics
6. | Dr. Marlow Nifial L
Division
E. | Consultant Team
. President and CEO, PRIMEX
7. | Ms. Elvira C. Ablaza and Consultant Project Director
3. | Dr. Robert Bernstein Team L_eader/EpldemloIoglcaI Surveillance
Specialist
9. | Dr. Florante Maghoo Co—T(_ea_m Leader/ Epidemiological Surveillance
Specialist
10. | Dr. Hudoyo Hupudio Deputy Team Leader, Indonesia
11. | Dr. Teong Wah Lim Deputy Team Leader, Malaysia
12. | Dr. Aguedo Troy Gepte IV Deputy Team Leader, Philippines
13. | Dr. Jose Rodriguez Project Administration Coordinator
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SUBREGIONAL TECHNICAL CONSULTATION ON ESR DESIGNS
Boulevard Hotel, Kuala Lumpur, Malaysia
5-7 September 2007

HIGHLIGHTS OF THE TECHNICAL CONSULTATION
A. Introduction

1. A Subregional Technical Consultation on ESR Designs was held at the Boulevard Hotel in Kuala
Lumpur, Malaysia on 5-6 September 2007 under the auspices of ADB RETA 6305. The activity had about
40 participants from the health ministries and WHO country representatives of Indonesia, Malaysia, and
the Philippines, as well as ADB and the Consultant Team. The full list of participants is in Annex A.

2. The objectives of the Technical Consultation were to: (i) review progress of implementation of the
ESR workplans of Indonesia, Malaysia and the Philippines; (ii) discuss ESR design issues and options;
and, (iii) recommend measures to improve ESR designs. The first day of the workshop was dedicated to
presenting the status of ESR Assessment and Planning and ESR Systems Design and Development for
the three countries. The second day was focused on ESR System Enhancement and IHR Implementation.
A field visit to the National Public Health Laboratory was held on the third day. The program of the
Technical Consultation is in Annex B, and photodocumentation of the event is in Annex C.

3. The Technical Consultation Meeting opened with welcome remarks from Ms. Elvira Ablaza of
PRIMEX and opening statements from Dr. Vincent de Wit, ADB Principal Health Specialist, and Dr. Han
Tieru, WHO Representative to Malaysia, Brunei Darussalam and Singapore. Dato Dr. Hj. Ramlee bin Hj.
Rahmat, Deputy Director General of Health, Malaysia), delivered the keynote speech on behalf of Director
General of Health Tan Sri Datuk Dr. Haji Mohd Ismail Merican.

4, After the opening program, Dr. Robert Bernstein, Consultant Team Leader, presented the
highlights of the WHO-SEARO Workshop held in Malé, Maldives on 23-25 April 2007. His presentation
focused on the relationship of ESR capacity-building and IHR implementation with particular emphasis on
Global Public Health Security based on the WHO 2007 World Health Report.

B. ESR Country Presentations
1. Day 1: ESR Assessment and Planning and ESR Systems Design and Development
5. Indonesia. Dr Hari Santoso, Head of the Outbreak Control Section of the Ministry of Health (MOH)

Indonesia, presented the status of preparation of the final report of the 2004 Joint MOH-WHO assessment
of the ESR system. Significant findings of the assessment were: (i) the lack of coordination between
programs; (ii) structural constraints; (iii) weakness of training; and (iv) lack of recognition of the role of the
public laboratories and its underutilized structure. Activities that have been done in response to these
findings include (i) developing an integrated surveillance between the animal and human sectors; (ii)
conducting community-based surveillance; and (iii) developing an integrated investigation team for
outbreak investigation. For its immediate next steps, the Ministry will finalize the Surveillance Evaluation
Report done in 2004 and develop an ESR Plan of Action.

6. Malaysia. Dr. Rohani binti Jahis, Principal Assistant Director for Surveillance of the Disease
Control Division of MOH Malaysia, presented the progress in the establishment of the Laboratory-based
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Surveillance for Communicable Diseases. Requirements analysis of the proposed laboratory-based
surveillance has already been conducted, and the use of the WHO-Net software program as a core
program for the surveillance system is being considered. A web application will eventually be developed for
online data banking (integration, reporting, and analysis) that will consider the following: (i) having a
national database for laboratories; (ii) creating a computerized and centralized data collection system; (iii)
forming an enhanced early warning system for disease outbreak; (iv) strengthening the capacity of
hospitals to analyze and manage infectious diseases; (v) facilitating information sharing with international
bodies; and (vi) assisting the ASEAN+3 EID Program in lab-based surveillance.

7. Philippines. Dr. Enrique Tayag, Director of the National Epidemiology Center (NEC) of the
Philippine Department of Health (DOH), described their progress in the development of the Philippine
Integrated Disease Surveillance and Response System (PIDSR). Other important milestones include the (i)
designation of NEC as the National Focal Point for IHR, (ii) formulation of the strategic plan for PIDSR, (jii)
formulation of the PIDSR policy and guidelines, (iv) development of the PIDSR manual of procedures, and
(v) pilot-testing of the PIDSR system in selected sites. Dr. Tayag mentioned that more time is needed for
proper implementation of the PIDSR and noted that there is a need for additional resources prior to its
nationwide implementation.

8. Highlights of Day One. Dr. Jose R. Rodriguez, Project Administration Coordinator and Session
Moderator, summarized the highlights of the country presentations and reiterated the updates on ESR
assessment and planning in each country.

2. Day 2: ESR System Enhancement and IHR Implementation

9. Indonesia. Ms. Ria Sukarno, Head of the Collaboration Program of the National Health Research
Development of Indonesia, presented a pilot project on improving feedback and supervision as an entry
point for ESR strengthening. The project is being implemented in selected provinces and districts and is
proposed to be a model for surveillance strengthening that could be applied to other provinces and
districts.

10. Dr. Hari Santoso presented the setting up of the National Focal Point for IHR in Indonesia and the
work that has been done on the translation of IHR-2005 into the local language. He also discussed the
plan for a review of legal issues in the implementation of IHR in Indonesia. An assessment of IHR is
planned for November 2007.

11. Difficulties that were cited as obstacles to the projects presented by Indonesia are: (i) difficulties in
data analysis due to aggregate data being recorded in spreadsheet (Excel) format; (ii) limitations in the
knowledge of epidemiological principles especially at the district level; (iii) the delayed response of ADB to
MOH’s requests for approval of proposed activities; (iv) difficulties in gathering key officials; and (v)
difficulties in communication and coordination.

12. Malaysia. Dr Norhizan Ismail, Senior Principal Assistant Director of MOH, presented the status of
the implementation of IHR 2005 in Malaysia. The three top priorities mentioned were: (i) the establishment
of a functioning National IHR Focal Point; (ii) ensuring adherence to reporting requirements and verification
of public health events; (iii)) assessment and strengthening of national capacities for (a) surveillance and
response and (b) routine and emergency public health capacities at designated points of entry (POES).
Accomplishments include: (i) the establishment of the National Focal Point; (ii) briefings on reporting and
verification of public health events of international concern (PHEIC) to national and state surveillance and
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response teams; (iii) implementation of regulations on import and export of pathogenic
organisms/substances, tissues, and dead bodies; (iv) a review of the Communicable Disease Control Act
of 1988; and (v) development of other plans and guidelines (e.g., for pandemic influenza).

13. More recently, in August 2007, routine and emergency public health capacities at points of entry
have been assessed at three entry points: (i) the Kuala Lumpur International Airport (KLIA); (ii) Klang
Seaport; and (iii) Johore Causeway (ground crossing with Singapore). A significant highlight of Malaysia’s
presentation is that a National IHR Coordinating Committee was established to (i) plan and review the
implementation of IHR-related activities, manpower deployment, relevant infrastructure, equipment, and
logistics; and (ii) develop guidelines and standard operating procedures (SOPs) and review existing
legislation in relation to the implementation of IHR-2005. Next steps include the (i) conduct of an
assessment of the national surveillance and response capacity according to the Asia Pacific Strategy for
Emerging Diseases (APSED); (ii) development of an action plan to strengthen surveillance and response
capacity; (iii) conduct of simulation exercises to identify operational gaps; (iv) strengthening of the
operational link between national surveillance and designated POE; and (v) strengthening of laboratory
surveillance.

14. Philippines. Dr. Marlow Nifal, Chief of the Public Health Surveillance and Informatics Division of
DOH-NEC, presented a review of legal and policy issues related to IHR and PIDSR implementation in the
Philippines. He cited a number of legal and policy gaps such as the following: (i) identification of the legal
authority responsible for the declaration of an outbreak; (ii) clarifying the national process of defining what
events can be considered as PHEICs; (iii) implications of implementing PIDSR alongside other existing
surveillance systems in the Philippines; and (iv) need for national legislation to establish guidelines for
collaboration of the Philippines will collaborate with other countries in cases of cross-border outbreaks.

15. Highlights of Day Two. Dr. Florante Magboo, Project Co-Team Leader and Session Moderator,
summarized the highlights of the country’s presentations on ESR system enhancements. He stressed the
following points raised during the open forum in his recapitulation: (i) since the IHR legal review and
identification of policy gaps is ongoing the Philippines, the policy action of the country should be focused
on decentralization-related issues; (ii) for Indonesia, it was recommended that feedback and dissemination
intervention should be carried out to strengthen ESR; and (iii) since legal and policy instruments related to
IHR have been enacted in Malaysia, the focus of the activities in the country is the strengthening of its lab-
based surveillance.

C. Reactions to the Presentations

16. During the panel discussions and open forums that followed the different presentations, the
following conclusions were drawn: (i) the national focal points for IHR are in place in the three countries; (ii)
IHR legal review and identification of policy gaps are still ongoing in Indonesia and the Philippines (in
Malaysia, they legal issuances are already being enacted); (iii) appropriate policy and legal instruments are
still being developed; and (iv) it is necessary to take policy action to deal with decentralization-related
issues in Indonesia and the Philippines.

17. Country-specific suggestions for Indonesia include the following:
e It is necessary for MOH to complete its ESR assessment for it to be used as a tool in the

formulation of the country ESR workplan that will, in turn, enable MOH to mobilize resources
and more effectively mange donor participation.
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e The IHR National Focal Point must complete the legal and policy review of IHR, which will lead
to the development of the appropriate legal and policy instruments to more effectively carry out
IHR.

e |tis necessary to develop instruments for the assessment of points of entry.

e Pilot-testing of the feedback and dissemination intervention is needed to strengthen ESR and
use the results for expanding its implementation in the rest of the country.

18. For Malaysia, there is a need for clarification regarding the scope of laboratory surveillance and the
role that it plays in the overall surveillance and response system. Malaysia was also requested to share the
materials and tools used in the assessment of POEs.

19. For the Philippines, the participants appreciated the candor of the DOH representatives in sharing
the problems and obstacles faced in its surveillance and response tasks and the complexities of coping
with the decentralization of health services. Concerns were raised regarding the feasibility of having just
one legal instrument that would address all the gaps and issues listed by Dr. Nifial.

D. Next Steps

20. Based on the discussions and recommendations of the Workshop, MOH/DOH officials are
expected to modify and refine their respective ESR workplans.

E. Workshop Closing

21. The Workshop ended with statements of thanks and appreciation by Dr. de Wit of ADB and Ms.
Ablaza of PRIMEX.
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Annex B

WORKSHOP PROGRAM

Subregional Technical Consultation

5-7 September 2007, Westside | and I, Boulevard Hotel, Kuala Lumpur, Malaysia

WEDNESDAY

5 SEPTEMBER 2007

THURSDAY
6 SEPTEMBER 2007

FRIDAY
7 SEPTEMBER 2007

0600 0600 Breakfast (for in-house pax)
in- ici Breakfast (for in-house participants
8;88 Breakfast (for in-house participants) ( p p ) 0730 Assembly and Departure to
- - m— - - m— the National Public Health Laboratory
0830 Registration of Participants Registration of Participants
Emcee/ Dr. Jose R. Rodriguez, Dr. Florante Magboo,
Moderator Project Administration Coordinator, RETA 6305 Co-Team Leader, RETA 6305
OPENING CEREMONIES SESSION 2: ESR System Enhancement and | 0900 Arrival at the National Public
Welcome Remarks IHR Implementation Health Laboratory
0900 - Ms. Elvira C. Ablaza, Project Director, PRIMEX Improving Feedback and Supervision as an
- Dr. Vincent de Wit, Principal Health Specialist, Entry Point for ESR Strengthening
Social Sectors Division, Southeast Asia Regional Ms.Ria Sukarno, MOH Indonesia
Department, ADB The Role of Laboratories in
- Dr. Han Tieru, WHO Representative for Malaysia, q . . Support of Surveillance and
Brunei Darussalam, and Singapore Setting e of the Na_tlonal Foc_al Point for and Response in Public Health
Legal Review of IHR in Indonesia Works
Keynote Address . . . Dr.Yusharmen, MOH Indonesia
- Tan Sri Datuk Dr. Haji Mohd Ismail Merican,
0930 Director-General of Health, Ministry of Health, Malaysia
(Represented by D_alo‘ Dr. Hj. Ramlee Bin Hj. Rahmat Open Forum
Overview Deputy Director-General of Health) Status of IHR Implementation in Malaysia P
) o Dr. Nor Hizan Ismail, MOH Malaysia (Sharing of Observations) -
Introduction of Participants Indonesia, Malaysia, Philippines
Group Photo
COFFEE BREAK
1000 COFFEE BREAK COFFEE BREAK (Sponsored by MOH, Malaysia)
Relationship of ESR Capacity Building and IHR Review of Legal and Policy IS.SUPTS related to . .
Implementation: Summary of the WHO/SEARO Ihandil Do mplementationin i Tour of the National Public
1030 Workshop, Maldives Philippines: A Ft_eyv Insights gr}d Qbservatlons Health Laboratory
R Dr. Marlow O. Nifial, DOH Philippines
Dr. Robert Bernstein, Team Leader, RETA 6305
Panel Discussion and Open Forum
1100 Reactors: Dr. R. Jahis, MOH MAL
Open Forum Dr. Santoso, MOH INO Plenary Session
Dr. G. Samonte, DOH PHI Synthesis and Summary of Key
1130 Dr. G. Tallis, WHO INO CO Points Dr. Lim Teong Wah,
Dr. R. Bernstein, RETA 6305 D tv T Lead Mal .
House Rules eputy Team Leader, Malaysia
LUNCH BREAK
1200 LUNCH BREAK LUNCH BREAK (Sponsored by MOH, Malaysia)
SESSION 1: ESR Assessment and Planning and ESR Systems
Design and Development
Status of the Preparation of the Final Report of the
2004 Joint MOH-WHO Assessment of the Indonesian . .
1300 ESR System with Emphasis on Design Issues Panel Discussion and Open Forum
; . (Continuation)
Dr. Hari Santoso, MOH Indonesia Travel back to
Strengthening  the  National  Laboratory-Based Boulevard Hotel
1330 Surveillance System in Malaysia
Dr. Rohani binti Jahis, MOH Malaysia
Development of ESR Policies, Plans, and Guidelines: CLOSING SESSION
1400 Status and Lessons Learned Synthesis
Dr. Eric A. Tayag, DOH Philippi
yag LS - Dr. Florante Magboo, Co-Team Leader, RETA
1430 Panel Discussion and Open Forum 6305
Reactors: Dr. Yusharmen, MOH Indonesia Closing Remarks
1500 Dr. Zainudin bin Abd Wahab, MOH, Malaysia - Dr. Vincent de Wit, ADB
Dr. M. O. Nifal, DOH Philippines - Representative from MOH Malaysia
Dr. N. Dominguez, WHO PhiCO K FREE TIME
1530 Dr. R. Bernstein, RETA 6305 Closing Coffee
1600 Summary and Recapitulation - Dr. Jose R. Rodriguez, | TRIPARTITE MEETING (Discover Kuala Lumpur)
Project Administration Coordinator, RETA 6305 (For MOH, ADB, and RETA 6305 Team)
1630 ADJOURNMENT and TEAM MEETING
1700 (For RETA 6305 Team Members Only)
1830 WELCOME DINNER (For all participants) TEAM MEETING (RETA 6305 Team Members)

Si'n'gHeaIth
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Annex C

PHOTODOCUMENTATION

Dato Dr. Hj. Ramlee bin Hj.
Rahmat, Deputy Director
General of Health (Malaysia),

delivered the keynote speech ) i o . .
on behalf of Director General Dr. Vincent De Wit, Principal Health Specialist, Asian Development

of Health Tan Sri Datuk Dr. Bank, shared some thoughts on the Project, as Ms. Elvira Ablaza,

Haji Mohd Ismail Merican. PRIMEX President and CEO, Dr. Rahmat, Dr. Han Tieru, WHO
Representative for Malaysia, Brunei Darussalam, and Singapore, and
Dr. Robert Bernstein, Project Team Leader, look on.

The Malaysian contingent was led by Dr. Rohani
The representatives from the Philippines were binti Jahis (extreme left) of MOH Malaysia.
led by Dr. Enrique Tayag (second from left),

Director of the National Epidemiology Center
of the Department of Health.
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The Workshop had 40 participants from the health ministries of Malaysia, Indonesia, and
the Philippines, the World Health Organization (WHO), ADB, and the RETA Consultant
Team.

Dr. Maria Nerissa N. Dominguez and Dr.
Graham Tallis of WHO listen to the
presentations.

The MOH Indonesia participants were headed by Dr.
Yusharmen (extreme right).

Dr. Robert Bernstein,
Team Leader, presented
the Summary of the
WHO/SEARO Workshop
in the Maldives.
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Dr. Jose R. Rodriguez (extreme left), Project
Administration Coordinator, shared a light
moment with Dr. Yusharmen and Dr. Hari
Santoso of MOH Indonesia.

The lead country representatives sat down with
the Project Consultant Team and ADB to discuss
the next steps of the Project.

Two personnel of the National Public Health
Laboratory briefed the participants on their
activities during the Field Visit on the third day
of the Consultation.
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MINUTES OF THE SECOND TRIPARTITE MEETING
Boulevard Hotel, Kuala Lumpur, Malaysia, 6 September 2007

A. Introduction

1. The second tripartite meeting among the Asian Development Bank (ADB), the TA Executing
Agency, representatives of the health ministries of the three participating countries, and the Consultant
was held at Boulevard Hotel, Kuala Lumpur, Malaysia on 6 September 2007 from 4:00 — 5:00 PM. The
meeting was chaired by Dr. Vincent de Wit, ADB Principal Health Specialist, and attended by
representatives of the Ministry of Health (MOH) Indonesia, MOH Malaysia, Department of Health (DOH)
Philippines, and the Consultant [Pacific Rim Innovation and Management Exponents, Inc. (PRIMEX) in
association with SingHealth, PT Trans Intra Asia (Indonesia), and Health Solutions (Malaysia)] (see Annex
A for list of meeting participants and Annex B for photodocumentation).

2. In his opening remarks, Dr. de Wit welcomed the meeting participants and explained that the
tripartite meeting was called mainly to review the progress of work under the RETA and discuss the next
steps to be taken by the participating countries, with support from the Consultant, as agreed at the recently
concluded Subregional Technical Consultation meeting.

B. Recap of Workshop Highlights
3. Upon the request of Dr. de Wit, Dr. Jose R. Rodriguez, Project Administration Coordinator (PAC),
presented the highlights of the subregional technical consultation.
1. Country Progress
4, The three countries have made good progress since Project commencement in June 2006.

Specific accomplishments reported during the Subregional Consultation include the following:

e Establishment of national focal point: The three countries have established their National
Focal Point for IHR 2005.

o Roadmap development: While Malaysia and the Philippines have developed their respective
roadmaps for strengthening ESR, Indonesia is still in the process of completing its National
ESR Plan of Action.

e Capacity building: Indonesia has three levels of training: one for professional epidemiologist,
one for assistant epidemiologist at the district level, and one for the community level. Malaysia
has its Epidemic Intelligence Program (EIP). The Philippines has the Field Epidemiology
Training Program (FETP) and Field Management Training Program (FMTP), but needs short-
term courses to assist local governments in establishing epidemic and surveillance units
(ESUs) to strengthen their ESR capacity.

e Community preparedness: Since Indonesia has experience in Al community preparedness,
it can provide assistance to Malaysia and the Philippines on community preparedness in
response to public health events of international concern (PHEIC).

e Advocacy and resource mobilization: The Philippine Secretary of Health has allocated US$2
Million for 2008 to start up the implementation of the PIDSR at the sub-national levels, but
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there is still a need for advocacy among local chief executives (LCES) for resources for training
support and maintenance of their ESUs.

e Laboratory support: Malaysia has taken the lead in developing their laboratory surveillance
system and can serve as a model for Indonesia and Philippines in improving their laboratory

capabilities.
2. Subregional Collaboration
5. Dr. Rohani binti Jahis of MOH Malaysia suggested the conduct of a simulation exercise to test

preparedness to deal with infectious and pandemic diseases, including communication capacity. Dr.
Marlow Nifial of DOH Philippines suggested the identification of areas of common interest to the three
countries as basis for planning subregional activities. He also suggested that small, rather than large,
undertakings be considered, such as sharing information among the three countries through a web-based
application.

3. Next Steps

6. Dr. Yusharmen of MOH Indonesia, seeing the accomplishments made by the Philippine DOH,
requested for technical assistance in the finalization of their 2004 ESR assessment and development of
ESR roadmap. Dr. Eric Tayag of DOH Philippines requested for technical assistance in the development of
a technical training package in setting up ESUs at the subnational level.

C. Comments on the Workshop

7. The following comments on the recently concluded Subregional Technical Consultation were
elicited from the health ministry representatives of the three countries:

e Technical Content and Overall Process: There was a right mix of topics discussed for in-
depth learning and sharing. Participation among the three countries was dynamic and
encouraging. The countries appreciated WHO’s presence, which enhanced the technical
discussions.

e Accomplishment of Workshop Objectives: The Technical Consultation was able to review
progress of implementation of the workplans, although specific ESR designs and issues were
not discussed extensively.

e Venue: The meeting room was satisfactory but more microphones could have facilitated the
discussions and responses from the participants. Accommodation and food were excellent.

e Secretariat Support: Outstanding secretariat support was provided by Health Solutions
headed by Ms. Shwu Fang Long and Ms. Joy Pavico of PRIMEX.

e Recommendations: The countries could have brought and shared copies of their guidelines
and protocols. Indonesia needs longer lead time (at least 10 days) for approval of MOH
representatives invited to participate in future conferences or workshops.

8. Dr. Vincent de Wit expressed pleasure at the positive outcome of the Subregional Technical
Consultation and thanked the Consultant Team for all their arrangements and preparations.

STRENGTHENING EPIDEMIOLOGICAL SURVEILLANCE AND &'A
RESPONSE FOR COMMUNICABLE DISEASES IN
INDONESIA, MALAYSIA, AND THE PHILIPPINES
(TA NO. 6305-REG)

Si'n'gHeaIth



APPENDIX 4b: MINUTES OF THE SECOND TRIPARTITE MEETING Page 3

D. International Conference

9. The International Conference was initially planned to be the Project’'s culminating activity.
However, discussions led to the rethinking of the purpose of the conference and expanding its scope and
participation.

e Timing: The timing of the Conference will depend on the availability of enough technical
content that can be presented during the conference.

e Technical content: There is a need to showcase concrete products. It was suggested that a
joint conference with another ADB RETA for the Greater Mekong Subregion (GMS) may be
conducted to ensure quality of the technical content and better stakeholder participation aside
from the cost sharing benefits.

e Participation: It is possible to invite other countries like Japan, Australia, Canada, etc. and
other donors and agencies like WHO. However, to ensure WHO patrticipation, it is necessary to
involve them in the planning and design of the Conference.

e Other suggestions: It was suggested that instead of an international conference, a
Concluding Workshop be organized, and/or the international conference could be piggy-
backed with other related conferences to maximize resources.

e Agreement: After a lengthy discussion, it was agreed that the three countries, the Consultant,
and ADB should make a decision on whether or not to push through with the International
Conference on or before the end of October 2007.

E. Administrative Issues

10. The countries voiced out their difficulties with dealing with ADB procedures especially concerning
the approval of activity proposals. Dr. de Wit and Ms. Ablaza suggested the following to expedite
approvals:

e Proposal preparation: Similar or related activities should be lumped together in one project
proposal instead of requesting approval for individual activities.

e Procurement request: Procurement requests should be accompanied by proper
documentation, which includes three quotations from vendors.

e Proposals for workshops and meetings need only indicative number of participants.

F. Adjournment

11. There being no other matters to discuss, the meeting adjourned at 5:00 PM.
PREPARED BY: NOTED:

ELVIRA C. ABLAZA VINCENT DE WIT, M.D.
President and CEO, PRIMEX and Principal Health Specialist, SESS
Consultant Project Director Asian Development Bank
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SECOND TRIPARTITE MEETING

West Side Rooms 1 and 2
Boulevard Hotel, Kuala Lumpur, Malaysia

6 September 2007

NAME

POSITION

1. Dr. Vincent de Wit

ADB Project Officer

Ministries of Health

2. Dr. Yusharmen

MOH Indonesia

3. Dr. Hari Santoso

MOH Indonesia

4, Dr. Rohani Binti Jahis

MOH Malaysia

5.  Dr. Enrique Tayag

DOH Philippines

6. Dr. Marlow Nifial

DOH Philippines

RETA 6305 Team

7. Ms. Elvira Ablaza

Project Director

8. Dr. Robert Bernstein

Team Leader

9.  Dr. Florante Magboo

Co-Team Leader
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Annex B

PHOTODOCUMENTATION

Kuala Lumpur, 7 September 2007. During the Second Tripartite Meeting, the participating
Ministries of Health, together with ADB and the RETA Team of Consultants, discuss the recently
concluded Subregional Technical Consultation, plan for the culminating International Conference,
and the next steps to take until Project completion. Dr. Vincent de Wit, ADB Project Officer,

presided over the meeting.
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TECHNICAL FORUM ON APPLIED EPIDEMIOLOGY TRAINING
Theme: Financing, Capacity, and Networking for Applied Epidemiology Training
Richmonde Hotel, Manila, Philippines
31 March - 1 April 2008

PROCEEDINGS OF THE FORUM
A. Introduction

1. Regional Technical Assistance (RETA) 6305 is an ADB-financed project aimed at assisting the
governments of Indonesia, Malaysia, and the Philippines to assess and improve their capacity to conduct
communicable disease surveillance and effectively respond to the occurrence and spread of emerging and
re-emerging infectious diseases. In this regard, the Project supports the efforts of the three countries in
meeting the requirements of the International Health Regulations (IHR) of 2005 and in complying with the
region’s Asia Pacific Strategy for Emerging Diseases (APSED).

2. One of the major challenges faced by the countries in strengthening their capacity to effectively
perform epidemiological surveillance and response (ESR) activities is the development of a skilled
workforce. In Indonesia, Malaysia, the Philippines, and other countries in the region, the main program for
producing trained manpower is the Field Epidemiology Training Program (FETP). FETP is a two-year
training program designed to develop epidemiologists who will be responsible for managing the ESR
system of a country and perform disease surveillance and response functions. Indonesia, Malaysia, and
the Philippines have established FETPs with each country having varied experiences on how the program
was designed, funded, and structured. The experiences in the three countries have demonstrated the
usefulness of FETP in producing technical experts who can perform the ESR functions especially at the
national and local levels. However, the program continues to face challenges regarding funding,
curriculum design, continuing education, and accreditation.

3. In the Philippines, the Department of Health (DOH) has assumed responsibility for funding FETP
with a line item for the program in the national budget. However, the current level of funding is very low
compared to what is required to meet the demands for trained epidemiologists at sub-national levels. A
related issue is the design of the training course, considering that the program in most countries requires
two years to be completed. This requirement greatly limits the capacity of the program to produce enough
FETP graduates to meet the needs of an entire country. In Indonesia, while the Ministry of Health (MOH)
has not administered a national FETP for several years since establishing the program in 1983, it has
permitted several universities to undertake efforts to implement various classroom and field-oriented
approaches to FETP. In Malaysia, the Epidemic Intelligence Program (EIP) was established in 2002 as a
skills training program in public health, which focuses on “field epidemiology” using the same FETP model
recommended by Centers for Disease Control and Prevention (CDC) in Atlanta.

4, During an International FETP meeting in Phuket, Thailand on 24-25 January 2008, these issues
regarding funding, networking, and curriculum design surfaced. The event was organized by the World
Health Organization (WHO) and CDC-Atlanta and was participated by Thailand, Malaysia, Philippines,
Laos, Cambodia, Vietham, Myanmar, Japan, and the Yunnan Province of China. The meeting was
designed to assist the Mekong Basin countries and Yunnan Province to establish a training program for
epidemiologists and to present the blueprint for a Mekong Subregional Network for collaborative applied
epidemiology capacity building. Based on the objectives, most of the presentations from the invited
resource persons and the ensuing discussions focused on the requirements for the establishment of a
training program for field epidemiologists.
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5. While much has been said and done with the National FETPs there is little discussion and attention
paid to applied epidemiology training programs at the provincial, district, and health center levels. In many
countries, the ministry of health developed and introduced short courses on public health surveillance and
basic epidemiology but such initiatives have not been standardized nor critically reviewed. More
importantly, there is very little work done in estimating the cost of conducting these courses and the other
requirements for scaling up those initiatives. There is also not much effort spent in addressing the issue of
continuing education and keeping those trained updated.

6. Given the importance of developing skilled ESR manpower, RETA 6305 organized a Technical
Forum on applied epidemiology training. Specifically, the Forum aimed to help participating countries to (i)
strengthen existing plans for human resource development for ESR; (ii) estimate the cost of conducting
training programs for applied epidemiology for the needs of the entire country; (iii) discuss, identify, and
agree on approaches to keep trained staff updated; and (iv) discuss/agree on how the countries in the
region can share and network resources for epidemiology training programs. The Forum program is in
Annex A.

7. The Forum had about 40 participants representing the health ministries of Indonesia, Malaysia, and
the Philippines, some of whom are FETP alumni themselves, as well as WHO, ADB, TEPHINET, IFETP,
and the RETA 6305 Consultant Team and support staff. The directory of participants is in Annex B.

B. Opening Session

8. The Project Administration Coordinator, Dr. Jose Rodriguez, who served as the Workshop
moderator for the first day, introduced the key people who were to deliver messages during the opening
session. Ms. Elvira Ablaza, PRIMEX President/CEO and RETA 6305 Project Director, welcomed the
participants to the Forum. She highlighted the timeliness of the Forum and its extreme relevance as it will
tackle one of the critical challenges in strengthening national capacity for ESR, namely, the development of
human resources for disease surveillance and response. Her message is in Annex C-1.

9. Message from ADB. Dr. Vincent De Wit, ADB Principal Health Specialist and TA Project
Officer, set the directions for the workshop discussions. Aside from quantifying the critical mass of trainors
and the cost of training, Dr. de Wit said that the Forum should “consider what are the conditions that make
these people effective workers,” and that the big challenge is not having the people in place, but in making
the system work. He also assured all that ADB definitely thinks that public health and global warming
control remain important in the Bank’s development agenda. The full text of his message is in Annex C-2.

10. Message from WHO. Dr. Li Ailan, Medical Officer, Communicable Disease Surveillance and
Response (CSR), WHO Regional Office for the Western Pacific (WPRO), delivered the message on behalf
of Dr. Takeshi Kasai, Regional Adviser, CSR-WPRO. She emphasized the importance of the partnership of
ADB and WHO in strengthening both national and regional outbreak alert and response systems. She also
said that WHO looks at short course module types of training based on the country’s specific needs and
pointed out that, “Training itself is not an objective. FETP should be carefully planned. WHO looks forward
to working with its member states.” The full text of her message is in Annex C-3.

11. Keynote Address. Dr. Enrique Tayag, Director of the DOH-National Epidemiology Center (NEC),
started his address by presenting a video of the 20" anniversary celebration of FETP in the Philippines,
which showcased the different challenges faced by FETP graduates in responding to outbreaks and
national calamities through the years, as well as their aspirations for the future of FETP. The video was
much appreciated by the audience. In fact, some participants requested for a copy of the video to share
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with their respective country FETPs with the premise that, “if the Philippines can do it, so can we!” After the
video presentation, Dr. Tayag gave an overview of the historical timelines of FETP in the Philippines,
noting that its success did not come easy. He cited the most prized of all FETP successes as its “having a
critical mass of field epidemiologists in the country today. A bonus would be the FETP Alumni Foundation,
Inc., which to this day continues to support NEC’s mission and provide educational assistance to its
graduates.” The full text of his keynote speech is in Annex C-4

12. A self-introduction of the participants and a group photo followed Dr. Tayag’s opening remarks (see
Annex D for the photodocumentation of the Workshop).

C. Day 1 Presentations
1. Input Presentations

13. WHO Indonesia Paper. Dr. Gina Samaan of WHO Indonesia talked about “Changing Disease
Patterns and Changing Response Requirements: Towards a Comprehensive Surveillance and Response
System that Addresses National and International Needs and Potential Cost Implications” (Annex E). Her
paper gave the participants a flavor of the situation on emerging diseases and the need to reassess the re-
emerging infectious disease situation, citing polio as an example.

14. During the open forum that followed her presentation, issues raised included: (i) the impact of
global warming and what do we give our health workers, and (ii) is there some kind of taxonomy to
categorize all diseases and its implication in term of epidemiological capacity.

15. Dr. Samaan’s response is that there should be generalist public health people who can respond to
different types of outbreaks and disease priorities. There is a need to build the capacity for them to be
flexible in their ability to respond to both non-communicable as well as communicable diseases. On
disease prioritization, there are actually capacities and tools that can be used to rate diseases according to
their burden. Dr. Tayag shared the development of indicator-based and events-based surveillance system
in the Philippine. Dr. O'Reilly cited the fireworks injury surveillance in the Philippines to showcase the
effort of FETP to expand beyond communicable diseases.

16. IFETP Presentation. Dr. Michael O'Reilly, CDC Southeast Asia Regional Advisor and IFETP
Thailand staffmember, discussed “Multilayer Training in Applied Epidemiology: Key Issues and Cost
Implications” (Annex F). He stressed that currently, neither WHO nor CDC has a target number for the two-
year applied epidemiology program graduates per 500,000 population, nor do they have a target number
for medium term (1-6 months training) program graduates per administrative designation or 500,000
population. He noted that, based on their assessment, they have realized that (i) intensive two-year course
graduates alone cannot provide adequate disease detection and response capacity needs for a country
with a population greater than 2 million, (ii) the greatest need may not be increasing the volume of such
intensively trained public health officials, but (iii) multiple layers of applied epidemiology training may best
address a country’s needs.

2.Country Papers

17. Indonesia. Dr. Hari Santoso of MOH Indonesia presented the background of FETP in Indonesia
and current MOH efforts to revitalize FETP, including its human resource capacity needs (Annex G).
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18. Malaysia. Dr. Fadzilah binti Kamaludin, Director of EIP, MOH Malaysia, presented the different
types of formal training courses offered in Malaysia in the field of public health. She also presented the
human resource capacity and capability at the ministry, state, and district levels as well as in hospitals and
laboratories, and the matching of staff and job specifications at each level. She noted that the program is
based on public health experience in field investigation, disease surveillance, epidemiological methods,
report writing, and oral presentation, and further presented the HRD and resource requirements of EIP.
Dr. Fadzilah's presentation is in Annex H.

19. Philippines. Dr. Joy Althea Pabellon, DOH-NEC Training Coordinator, presented the history of
FETP in the Philippines and its goals and key strategies, the activities of FETP trainees, and the impacts of
their investigations (Annex 1). She cited the public health benefits of FETP in the Philippines, specifically
the upgrading of technical skills of field health workers, the enhancement of evidence-based
decisionmaking and the credibility of the government health sector, and contributions to improvements in
the quality of health services.

3.Breakout Session 1

20. Three breakout groups were formed to discuss inputs for applied epidemiology training. Each
group selected a chair to lead the discussions and a rapporteur to document and present the group’s
output at plenary. The discussions were guided by the following questions, which were pre-formulated by
the Consultant Team:

(1) What are the responsibilities of the different levels of health care (national,
provincial, district, hospitals, health centers, community) with respect to disease
surveillance and response? Are these responsibilities clearly defined by level? Are
the relationships between the different levels clear?

(i) Based on the expected responsibilities, are the desired competencies of staff at the
different levels identified?

(i) Given the desired competencies, do the existing applied epidemiology training
courses match the required skills? What has been the experience thus far with
respect to these courses?

(iv) What refinements are needed on the existing courses to make them more
responsive? What assistance do you require in the refinement/adjustment of the
existing courses?

21. The composition of the three groups and their respective outputs are in Annex J.
D. Day Two Presentations
1.Input Lectures

22. Community of Practice (CoP) and Its Application to CDC Professionals. Mr. Stephane P.
Rousseau, Regional Coordinator of the ADB-funded Greater Mekong Subregion CDC Project, spoke of
ways to develop linkages in building a community of practice on applied epidemiology and identified the
priority activities that need to be supported to nurture CoP (Annex K). He said that (i) CDC Professionals
and CDC programs have all to gain in developing and nurturing CoP and adopting Knowledge
Management (KM) strategies; (ii) developing and nurturing CoP should be part of CDC capacity-building
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and CDC HRD strategies; (iii) training courses in applied epidemiology (and alumni) can be a fertile ground
for CoP, and CoPs, in turn, can be the best source of materials for applied epidemiology training curricula;
(iv) CoP can efficiently address a number of issues related to CDC, S&R, and applied epidemiology
training; and (v) the overall goal of CoP and KM is improved performance.

23. Training Programs in Epidemiology and Public Health Interventions Network (TEPHINET).
Dr. Jim Andersen, TEPHINET Executive Director, presented the mission and functions of TEPHINET, a
professional alliance of FETPs located in 32 countries around the world. Trainees of these programs
master a set of core competencies vital to the practice of public health, while providing a valuable public
health service. Its mission is to strengthen international public health capacity through supporting,
networking, and initiating field-based training programs that enhance competencies in applied
epidemiology and public health interventions. The donors that support the network include: CDC, WHO,
USAID, ASEAN, ADB, and AusAid, among other donors and partners. Mr. Andersen’s presentation is in
Annex L.

2.Breakout Session 2

24. Dr. Florante Magboo, Project Co-Team Leader, served as moderator for the second day and
facilitated the formation of three breakout groups to discuss networking and continuing education. As in
the first breakout session, each group was provided with a set of questions to guide the discussions.

0] What are the areas for regional or subregional collaboration related to the conduct of
FETP/applied epidemiology training? (sharing of technical experts, exchange visits of
trainees and trainers, sharing of curricula and training materials, joint outbreak
investigations for trainees/trainers, establishment of regional training sites, establishment of
regional website for epidemiology training, and preparation of joint proposals to solicit
external support for applied epidemiology training in the region);

(i) How would such collaboration be done? Should it be undertaken as part of existing regional
structures like ASEAN?

(iii) Should a secretariat for the collaboration/networking be established? Who will act as the
secretariat?

(iv) What types of continuing education activities/approaches will you recommend?

25. The composition and output of the breakout groups are in Annex M.
E. Synthesis and Closing
26. Synthesis: Challenges and Agenda for the Future. Dr. Rodriguez summarized the salient points

and agreements arrived at during the two-day forum, namely:

0] Training materials: There are many training materials and curriculum designs that already
exist for countries for the conduct of field epidemiology training courses. The need is for
adaptation and improvisation, rather than the lack of technical resources.

(i) Training programs: It is important to build the structure and make the right choices. The
types of programs depend on the kinds of systems and the kinds of people and
competencies that are needed. It is not also possible to just import a system in toto and
then adopt it.
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(i) Resources: Right now, resources are not viewed as a major limitation. There are several
donor agencies interested in applied epidemiology because of the threat of emerging and
re-emerging infectious diseases. What needs to be done is to diversify and make sure that
not “all our eggs (are) in one basket”, so to speak. It is important to anticipate and make
sure that resources are provided or mobilized from any possible source to ensure the
sustainability of programs.

(iv) Networking: The challenge lies in building the connections and establishing the mechanics
of how such collaboration can take place.

27. Closing Remarks. Dr. de Wit thanked the representatives of the three governments and the
various institutions for their dynamic participation and for sharing their expertise at the Forum. He was
pleased that the Forum had a focused agenda, saying that “We have heard a lot about existing networks,
and my feeling is that we do not want to try to duplicate what is already there, what is existing and what
seems to be functioning, so why not go along that line than try to create something from scratch. Clearly,
there is something unique in this region that binds you and us together and that needs more attention that
it gets from existing networks.”

28. On behalf of the host country, Dr. Tayag thanked the speakers for their time, ideas, and thoughts,
and for challenging the participants even more. He expressed gratitude to Dr. de Wit for his support and
ideas on collaboration and thanked PRIMEX and its core of consultants and secretariat staff for the
efficient organization and arrangements.
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Annex A

TECHNICAL FORUM ON APPLIED EPIDEMIOLOGY TRAINING
Theme: Financing, Capacity, and Networking for Applied Epidemiology Training
Richmonde Hotel, 21 San Miguel Avenue, Ortigas, Metro Manila, Philippines
31 March — 1 April 2008

DAY 1, 31 March 2008

9:00 — 9:30 AM REGISTRATION OF PARTICIPANTS
9:30 - 10:00 OPENING SESSION

Welcome Remarks
Ms. Elvira C. Ablaza
President and CEO and Project Director, PRIMEX

Opening Statement
Dr. Vincent De Wit
Principal Health Specialist, Social Sectors Division,
Asian Development Bank (ADB)

Message from the World Health Organization (WHO)
Dr. Li Ailan
Medical Officer, Communicable Disease Surveillance and Response, WHO
Regional Office for the Western Pacific (WPRO), Manila

Keynote Address
Dr. Enrique A. Tayag
Director, National Epidemiology Center (NEC)
Department of Health (DOH), Philippines

Introduction of Participants
Group Photo
10:00 — 10:30 Coffee and Tea Break
10:30 — 10:45 CHANGING DISEASE PATTERNS AND CHANGING RESPONSE
REQUIREMENTS
Dr. Gina Samaan
Technical Officer,

WHO, Indonesia

10:45-11:-15 Open Forum
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11:15-11:30

11:30 — 12:00

12:00 — 13:00

13:00 — 15:00

15:00 — 15:30

15:30 — 15:45

15:45-17:00

18:30

DAY 2, 1 April 2008

9:00 — 9:15

9:15-9:30

9:30 - 10:15

10:15 -10:30

10:30 — 12:00

MULTILAYER TRAINING IN APPLIED EPIDEMIOLOGY: KEY ISSUES AND
COST IMPLICATIONS

Dr. Michael O’Reilly

Advisor, IFETP-Thailand
Open Forum

LUNCH BREAK
COUNTRY PRESENTATIONS

Current Situation of Indonesia FETP
Dr. Hari Santoso
Ministry of Health, Indonesia

Malaysia: Applied Epidemiology Training and Networking:
Issues and Constraints

Dr. Fadzilah binti Kamaludin
Epidemiology Information Program, Ministry of Health, Malaysia

The Philippine FETP: Towards Excellence in Public Health Practice
Dr. Joy Althea Pabellon
National Epidemiology Center, Department of Health, Philippines
Small Group Discussions
Coffee and Tea Break

Presentations by the Small Groups and Open Forum

WELCOME DINNER

INTRODUCTION TO THE CONCEPT OF COMMUNITIES OF PRACTICES
AND ITS APPLICATION TO CDC PROFESSIONALS

Mr. Stephane P. Rousseau

Regional Coordinator,

ADB-funded Greater Mekong Subregion CDC Project

EXPERIENCE IN INTERNATIONAL SUPPORT AND
NETWORKING: FUTURE NEEDS AND COST IMPLICATIONS
Dr. Jim Andersen
Executive Director, TEPHINET
Small Group Discussions

Coffee and Tea Break

Presentations by the Small Groups and Open Forum
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12:00 — 13:00 LUNCH BREAK

13:00 — 13:30 SYNTHESIS: CHALLENGES AND AGENDA FOR THE FUTURE
Dr. Jose Rodriguez
Project Administration Coordinator, RETA 6305

13:30 — 14:00 CLOSING SESSION
Closing Remarks
Dr. Vincent de Wit
Principal Health Specialist, ADB

Dr. Enrique Tayag
Director, NEC-DOH
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Annex C-1

WELCOME REMARKS

Elvira C. Ablaza
President and CEO
Pacific Rim Innovation and Management Exponents, Inc. (PRIMEX)

Dr. Enrique A. Tayag
Director, National Epidemiology Center (NEC)
Department of Health (DOH), Philippines

Dr. Vincent de Wit
Principal Health Specialist
Southeast Asia Regional Department, ADB

Dr. Li Ailan
Medical Officer for Communicable Disease Surveillance and Response,
WHO Regional Office for the Western Pacific (WPRO)

Distinguished Participants, Guests, and Friends,
A very pleasant good morning to you all.

On behalf of the Consultant Team to this ADB Regional Technical Assistance Project for Strengthening
Epidemiological Surveillance and Response (ESR) for Communicable Diseases in Indonesia, Malaysia,
and Singapore (otherwise known as RETA 6305), | welcome you all to Manila and to this Technical Forum
on Applied Epidemiology Training.

This subregional forum is the third workshop in a series of technical workshops for implementation under
this ADB-financed Project. Some of you were with us as we launched our Project at our Subregional ESR
Planning Workshop in Jakarta, Indonesia in November 2006, and at the more recent Subregional
Consultation on ESR Designs in Kuala Lumpur last September 2007.

This final technical workshop is expected to help the participating countries to (i) strengthen their existing
plans for human resource development (HRD) for ESR; (ii) estimate the cost of conducting training
programs for applied epidemiology to address the needs of the entire country; (iii) discuss, identify, and
agree on approaches to keep trained staff updated; and (iv) discuss/agree on how the countries in the
region can share and network resources for epidemiology training programs.

This forum is timely — and extremely relevant — as it will tackle one of the critical challenges in
strengthening national capacity for ESR, namely, the development of human resources for disease
surveillance and response.

The development of skilled manpower at all levels of the health care system is an essential element in
making disease surveillance and response work. The past two decades have seen the growth of Field
Epidemiology Training Programs (FETPs) in many countries. FETP is recognized and acknowledged as an
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effective approach towards developing professional epidemiologists to manage and perform required
disease surveillance tasks and activities.

Although there is general agreement that the FETP approach has strengthened the capacity of many
countries to conduct surveillance and response activities at the national level, there appears to be no clear
consensus on the approaches and strategies in building surveillance and response capacities at the sub-
national and local levels. There have been many initiatives to develop and establish short training
programs, but these have produced varying results in terms of their usefulness and effectiveness. What is
less uncertain is that many of these initiatives continue to face problems in terms of course duration,
training content, training approaches and methodologies, and the need for continuing education and
resource mobilization to sustain the training programs.

While this Technical Forum may not be able to provide all the answers to the many issues and questions
regarding applied epidemiology training, our Team believes that your presence here today, and the
collective sharing of valuable experiences and lessons learned, will help in making informed decisions and
the right choices.

After all, informed and evidence-based decision-making is what epidemiology is all about.

In closing, | wish you an enjoyable, albeit brief, stay in Manila, and | look forward to two days of productive
discussions, interactions, and experience sharing among colleagues in the ESR.

Maraming salamat po at Mabuhay!
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Annex C-2

MESSAGE FROM THE ASIAN DEVELOPMENT BANK

Dr. Vincent de Wit
Principal Health Specialist, SESS

Good morning to the National Epidemiology Center of the Philippine Department of Health, Delegates,
Participants, and welcome to Manila.

What can | contribute to the introductory statement? | would like to make an opening statement at the
macro level, trying to picture how important your effort is for the whole world, in a sense.

Although | know you watch the Discovery Channel, | would just like to reemphasize that, not avian flu, in
the long term, but global warming that is the biggest threat to life on earth. We need to put measures in
place to hold off the effects of global warming, to preserve life as it is. This task is even more daunting if
you consider the ever-expanding world population to, perhaps, 11 billion people and increased
consumption and, therefore, pollution.

We are now experiencing food shortages. For example, in the Philippines, where would they get rice if
Vietnam puts a ban on rice exports? While experts tell us that productivity can be improved, that will be
achieved at the cost of our planet. We are facing a global threat, which is even bigger than avian flu and
other emerging diseases. But then, if we have global pandemic, let's say, originating from avian flu or
some other disease, that will probably result in high mortalities. It will also cause some form of economic
setback, probably also an economic meltdown. You already know how fragile the world economy is right
now. This will result in massive layoffs, with people being sent home from their overseas jobs,
unemployment, poverty, security problems, political unrest — ideal for the enemies of a peaceful society to
take advantage of. Governments will be distracted with rebuilding societies and economies and fighting
global warming will be less of a priority. It is therefore imperative that we work together to avoid a global
pandemic and maintain stability in our economies.

What | am just trying to say is that fighting avian flu is not fighting just avian flu. It is fighting for the future of
our planet because if we get distracted from our global warming agenda, that will have a huge threat for
future generations. The US epidemiology training experts therefore have a very important task ahead. The
challenge here today is to plan for a human chain that needs to be put in place to link communities and the
national level to be able to contain outbreaks to levels not seen before. We will be discussing the
requirements for strengthening the human link of rapid recording and containment of outbreaks.

We should not just focus on how many people need to be trained, on what, at what cost, and how to know
which can be improved. We should consider what conditions can make these people effective workers. As
many of you know, most outbreaks have been reported in an informal system, not through a formal
system. So, what are the chances of a formal system, a human chain that you propose to take place
through applied epidemiology training, to actually work effectively? That is the big challenge, just not
having people in place, but how to make the system work.

We cannot address it all at this Workshop, but when you debate on how many should be trained at what
level, do keep in mind that these people have to be able to deliver, and what are the conditions for them to
be able to deliver.
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ADB will continue supporting this area, as per our recent discussions on what ADB will be supporting in the
health sector. It seems that ADB definitely thinks that public health and global warming control remain
important. So | hope we can provide you with some support in the future.

| wish you success in your discussions.

Thank you very much.
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Annex C-3

MESSAGE FROM THE WORLD HEALTH ORGANIZATION

Dr. Li Ailan
Medical Officer, CSR, WHO WPRO

Ms. Elvira Ablaza, Dr. Vincent de Wit, Dr. Enrique A. Tayag,
Distinguished representatives, ladies and gentlemen,

Good morning, everyone.

It is my great pleasure to be here today on behalf of Dr. Takeshi Kasai, our Regional Adviser for
Communicable Disease Surveillance and Response (CSR), WHO Western Pacific Regional Office. He
sincerely apologizes for not being able to come due to other commitments.

As you all know, the WHO has actually been working very closely with ADB in strengthening both national
and regional outbreak alert and response systems. This is a good opportunity for us to be here again, and
we take this opportunity to thank ADB.

As many of you are aware, the Asia Pacific Strategy for Emerging Diseases (APSED) has been developed
by two WHO Regional Offices, in consultation with Member States. This bi-regional strategy is being
implemented as a common framework for countries to strengthen national capacities that are required for
early detection of, rapid response to, and effective preparedness for, emerging infectious diseases.
APSED implementation actually helps countries to develop the core capacities required under the
International Health Regulations (2005), including the minimum required national and local capacities to
respond to disease outbreaks and other public health events.

Field epidemiological training is no doubt essential for building such capacities. There is an urgent need to
expand the pool of trained epidemiologists in the Region so that countries will be able to quickly detect
events, analyze events, and rapidly respond to infectious disease outbreaks that can be of national,
regional, and international concern.

But one of the important questions that is in front of all of us is: what option do we have to strengthen field-
based epidemiology training? | am sure this will be one of the central topics for our discussion in the
coming days.

We just want to take this opportunity to mention two major approaches to strengthen field epidemiology
training that have been highlighted in our Asian Pacific sub-workplan. The first approach is the traditional
two-year FETP training that provides high quality, but small numbers, of experts in field epidemiology. |
am sure all of us are very familiar with this approach and are fully aware of its advantages and some
limitations. The second approach is a short-course modular training that provides large quantity training
with minimum required capacities.

While it is ideal to have the traditional two-year FETP program, there have been country situations or
realities where other models are preferred or needed. The traditional FETP demands higher inputs and
investment. Future priority should also be given to the short-course modular-type of training based on the
country’s specific needs. This approach is vitally important for poorly performing areas and those with
inadequate resources.
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Finally, we like to take this opportunity to remind ourselves here, that training is not an objective in itself.
Field epidemiology training programs should be carefully planned and closely linked to the design of
overall national surveillance and response systems, such as the event-based surveillance system. The
World Health Organization looks forward to working very closely with its Member States and partners to
strengthen this important area of work.

We also wish you a very fruitful discussion.

Thank you.
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Annex C-4
KEYNOTE SPEECH

Dr. Enrique A. Tayag
Director, National Epidemiology Center
Department of Health, Philippines

Greetings.

Twenty years ago, the Philippines started its own Field Epidemiology Training Program, which is now the
National Epidemiology Center.

Its contribution to public health is recognized here and internationally.

It earned recognition for its continuing work on public health surveillance, outbreak investigations, and
scholarly epidemiologic studies.

Success was not easy. Even its birth can be likened to an orphan child during one of the tumultuous
periods in the nation’s history. A hastily written curriculum, a two-man faculty, an experimental first cohort,
and a semi-abandoned office space were the preparations for what would become the premier institution
that provides a culture of evidence-based decision making for public health professionals.

To name even a few of its most outstanding achievements is already difficult since every effort of its
fellows and graduates to this day is an outstanding achievement of sorts. Nevertheless, we can cite a few
of them here because they paved the way for emboldening the Philippine FETP credo of Integrity and
Excellence.

The establishment of the National Epidemic Sentinel Surveillance System paved the way for the creation of
the Regional Epidemiology and Surveillance Units (RESUs) all over the country. The seminal
investigations on paralytic shellfish poisoning brought public confidence in government to a new high and
ushered renewed interest in clinical toxicology. Epidemiologic studies on catastrophic events, including the
Great North Luzon earthquake and Mt. Pinatubo volcanic eruption, firmly established FETP’s reputation
and earned it a John Snow Award.

The list is endless, and the most prized of all is having a critical mass of field epidemiologists in the country
today. A bonus would be the FETP Alumni Foundation, Inc., which, to this day, continues to support NEC's
mission and provide educational assistance to its graduates. In the international arena, we are a member
of TEPHINET, which is also turning a new leaf this year when it joins the Task Force on Child Survival.

Majority of our graduates have stayed with government and continued to perform their tasks as regional or
local epidemiologists. A big number have forayed into ODA projects. A few have become health program
managers and have since occupied third-level positions.

Now here come the challenges that face the program and its graduates as well.
Two years of training is quite long to produce a field epidemiologist. Until now, FETP has been a non-

degree course. These make it less and less attractive to public health professionals who, in recent years,
have looked to greener pastures outside their careers and outside this country.
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The growing human resource demand brought about by emerging disease threats and health system
reforms will most likely put a further strain on future recruitments and on its overall relevance to public
health. NEC has also received requests for technical assistance to our Asian neighbors.

What are some of the ways to overcome this?

Introducing short courses is taking time to germinate. There are no existing templates to facilitate its
implementation. This year, NEC may introduce it on a pilot basis.

Until recently, investments in information, surveillance, and research have been minimal. The newer
technologies require a fair amount of new investments and, more importantly, they will require upgrading of
human resource capacity. The problem is not really the scope of reforms, but the speed with which we are
able to carry them out.

We have found our niche, but the new environment is taking it away from us. Unless we think quickly and
sustain our success as we move to new horizons, we will suffer from our own irrelevance.

We shall not less this happen. A lotis at stake. Everybody’s cooperation is needed.
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Annex D

PHOTODOCUMENTATION
TECHNICAL FORUM ON APPLIED EPIDEMIOLOGY TRAINING

Ms. Elvira Ablaza, PRIMEX President/CEO and RETAG6305 Project Director welcomes the
participants to the Forum. (Seated L-R): Dr. Vincent de Wit, ADB; Dr. Enrique Tayag, DOH-NEC;
Dr. Li Ailan, WHO-WPRO; and Dr. Robert Bernstein, RETA 6305 Team Leader.

“The World Health Organization looks forward to
working very closely with its Member States and
partners to strengthen this important area of
work...”

“Fighting avian flu is not fighting just avian
flu, it is fighting for the future of our planet ...”
— Dr. de Wit, ADB

— Dr. Li Ailan, WHO-WPRO
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“We have found our niche, but the new
environment is taking it away from us.
Unless we think quickly how we can sustain
our success as we move to new horizons,
we will suffer from our own irrelevance.

We shall not let this happen. A lot is at
stake. Everybody’s cooperation is needed.”

- Dr. Enrigue Tayag, DOH-NEC

The participants, resource speakers, RETA 6305 Consultants during the Technical Forum on Applied
Epidemiology Training : 31 March — 1 April 2008, Richmonde Hotel, Pasig City, Philippines.
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RESOURCE SPEAKERS

Changing Disease Patterns and Changing Response
Requirements: Towards a Comprehensive Surveillance
and Response System that Addresses National and
International Needs, and Potential Cost Implications

Introduction to the Concept of
Communities of Practices
and its Application to CDC
Professionals

Mr. Stephane P. Rousseau,
Regional Coordinator,
ADB-funded Greater
Mekong Subregion

CDC Project

Dr. Gina Samaan,
WHO Indonesia

Planning for

Human Resource Development in

Applied Epidemiology: Expanding to Multilayer
Training Program and its Cost Implications

(HRD Requirements, Training Capacity, and
Sustaining Knowledge Base)

Experience in International
Support and Networking:
Future Needs and Cost
Implications

Dr. Jim Andersen,
Executive Director,
TEPHINET

Dr. Michael O'Reilly,
Advisor, IFETP-Thailand

Synthesis: Challenges and
Agenda for the Future

Dr. Jose Rodriguez,
Project Administration
Coordinator,

RETA 6305
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COUNTRY PRESENTORS

Current Situation of FETP in
Indonesia

Dr. Hari Santoso,
Head of Outbreak Control,
Ministry of Health, Indonesia

Applied Epidemiology Training and
Networking: Issues and Constraints

Dr. Fadzilah Kamaludin,

Director,

Epidemic Intelligence Program
Ministry of Health

Malaysia

The Philippine FETP: Towards
Excellence in Public Health Practice

Dr. Joy Pabellon,
Training Coordinator,

National Epidemiology Center,’
Department of Health,

Philippines
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PLENARY

Presentation of Group 1:
Networking and Continuing
Education

Dr. Haripurnomo Kushadiwijaya,
Indonesia FETP Gadjah Mada
University Coordinator,
Indonesia

Presentation of Group 2:
Strengthening Epidemiology
Network in the Region

Dr. Rohani binti Jahis,
Principal Assistant Director,
Ministry of Health,

Malaysia

Presentation of Group 3:
Networking and Continuing Education

Dr. Vito Roque, Jr.,

Medical Specialist 1V,

National Epidemiology Center,
Department of Health,
Philippines
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Annex E

CHANGING DISEASE PATTERNS AND CHANGING RESPONSE REQUIREMENTS

Dr. Gina Samaan
Technical Officer, WHO Indonesia
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Annex F
MULTILAYER TRAINING IN APPLIED EPIDENIOLOGY:
K EY ISSU ES AND COST IMPLIC ATIONS

Michael O'Reilly, MD, MPH
CDC Southeast Asia Regional Advisor, IFETP Thailand Staff

Epi Capacity: Targets Disease Response & Surveillance

e Currently, neither WHO nor CDC have a
target number of 2 year applied epidemiology
program graduates per 500,000 population

e Nor do they have a target number of medium
term (1-6 months training) program
graduates per administrative designation or
500,000 population

« No one knows how to estimate a target # of
short course training graduates or rapid
response teams

N eecind BE fmian Countriam 20y Epi Capacity Assessment

* Intensive 2 year course graduates alone
cannot provide adequate disease detection
and response capacity needs for a country
with population > 2 million

» The greatest need may not be increasing the
volume of such intensively trained public
health officials

» Multiple layers of training may best address

Philllpdnes Malewalm
. country’s needs
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Denominators: Should Factor
Heavily into Needs Assessments

* Indonesia

— 235 million population

— 33 provinces; 440 districts
* Malaysia

— 25 million population

— 13 states
* Philippines

— 91 million population

— 81 provinces

Geometry of Expansion:
Pyramid Models

* The higher the training level, the fewer persons
involved

* No evidence-based training ratios exist

2 yr grads /\

Medium grads

Short course grads

Geometry of Expansion:
Pyramid Models

* The higher the training level, the fewer persons
involved

* No evidence-based training ratios exist

2 yr grads /\ Base

Medium grads X 40

Short course grads

Geometry of Expansion:
Pyramid Models

* The higher the training level, the fewer persons
involved

* No evidence-based training ratios exist

2 yr grads /\ 125

Medium grads 5,000

Short course grads 200,000

Geometry of Expansion:
Pyramid Models

* In reality, administrative divisions may be best basis
for ratios

2 yr grads

Expansion example: possible
Indonesian five year targets

¢ 235 million population; 33 provinces; 440 districts

2 yr grads 100

Medium grads 880

7,500?

Short course grads More?

tBriA
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Expansion example: possible
Indonesian five year targets

¢ Complex needs of country may dictate > 3 levels

2 yr grads /\ 5

6 month grads 25
1 month grads 100

1 week grads

1 day grads

Expansion Geometry: Flaws

Pyramidal structure is too simplistic:

¢ Short courses can appear powerful
guantitatively (lots of butts in seats), but may
not increase system capacity

 Intensive courses can provide excellent
training, but without capacity at lower levels,
may not increase system capacity

One Solution: Integrate Training
by Use of Double Cascade

The higher level trains
the lower levels

Echo trainings/
consistent
curriculum

Best students
advance to higher
level training

Better surveillance
and health event
reporting

Structural Underpinnings of
Expansion

» Building national
disease detection
and response
capacity is large
scale construction

* Requires not only
building materials,
but heavy
infrastructure

STRENGTHENING EPIDEMIOLOGICAL SURVEILLANCE AND
RESPONSE FOR COMMUNICABLE DISEASES IN
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Annex G
CURRENT SITUATION OF INDONESIA FETP
Hari Santoso, MD, SKM, M.Epid
Ministry of Health, Indonesia
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Annex H
MALAYSIA: APPLIED EPIDEMIOLOGY TRAINING AND NETWORKING -
ISSUES AND CONSTRAINTS
Fadzilah binti Kamaludin, MD
Ministry of Health, Malaysia
i BTIA
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Annex |

THE PHILIPPINE FETP: TOWARDS EXCELLENCE IN PUBLIC HEALTH PRACTICE
Dr. Joy Althea Pabellon
National Epidemiology Center, Department of Health, Philippines
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Annex J

BREAKOUT GROUP SESSION 1:
INPUTS TO APPLIED EPIDEMIOLOGY TRAINING

MECHANICS

EBreakout into 3 groups
Select 8 Chair
Select a Rapporteur
Time Management:
discussion = 30 minutes
plenary presentations = 30 minutes

BoLo by —

BREAKOUTS
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Annex J-1

PRESENTATION OF MALAYSIA

Health System

+ Health services

- 75% government & 28% private
Epidemiology Training Needs + Certralised health system
— Directive from central govemment
Malaysia - Manpowers — employees of MOH
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Annex J-2

PRESENTATION OF INDONESIA
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Annex J-3

PRESENTATION OF PHILIPPINE
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Annex K

INTRODUCTION TO THE CONCEPT OF COMMUNITIES OF PRACTICES

AND ITS APPLICATION TO CDC PROFESSIONALS

Stéphane P. Rousseau
Regional Coordinator

ADB Greater Mekong Subregion Communicable Diseases Control Project, Regional Coordination Unit

Technical Forum on Applied Epidemiology Training
Manila, 1st April 2008

INTRODUCTION TO THE CONCEPT
OF “COMMUNITIES OF PRACTICES”
AND ITS APPLICATION
TO CDC PROFESSIONALS

Stéphane P. Rousseau
Regional Coordinator

ADB Greater Mekong Subregion
Communicable Diseases Control Project
Regional Coordination Unit

INTRODUCTION TO THE CONCEPT OF “COMMUNITIES OF PRACTICES” AND ITS APPLICATION TO CDC PROFESSIONALS

“Community of Practice” € Knowledge Management term...

“Knowledge acquired
through easily articulated

Explicit knowledge means

“Learned by doing”

Tacit knowledge (skills, know-how, etc)

=> Capture that hidden Tacit Knowledge!

Uit of the ADE G CDC Project March 2008

INTRODUCTION TO THE CONCEPT OF “COMMUNITIES OF PRACTICES” AND ITS APPLICATION TO CDC PROFESSIONALS

Explicit knowledge

A
%

Capture and spread ideas and know how.

<\\\g\§§

2. Codification strategy: people-to-documents

Two main strategies:

1. Personalization strategy: person-to-person

=

INTRODUCTION TO THE CONCEPT OF “COMMUNITIES OF PRACTICES" AND ITS APPLICATION TO CDC PROFESSIONALS

INTRODUCTION TO THE CONCEPT OF “COMMUNITIES OF PRACTICES” AND ITS APPLICATION TO CDC PROFESSIONALS

Knowledge Mana — Information sharing

Is “information sharing” a good thing... always?
Information can be
false, biased, distorted, incomplete, exaggerated, etc

Also, too much information is worse than not enough >
saturation, fatigue, confusion.

“Don’t want to know!” All spams

“Britney Spears has a new “MUST know!”

album”

“Nice to know”

“New manual for epidemiology “Don’t want to know!”
produced”

“Good to know”

“a new severe pathogenic germ “Don’t want to know!”
has been identified in the region”

For your teenage
daughter

“MUST know!”

For a CDC professional

To be useful, information must be filtered and targeted.
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INTRODUCTION TO THE CONCEPT OF “COMMUNITIES OF PRACTICES® AND ITS APPLICATION TO CDC PROFESSIONALS INTRODUCTION TO THE CONCEPT OF "COMMUNITIES OF PRACTICES’ AND ITS APPLICATION TO CDC PROFESSIONALS

How do | get info | like, | am interested in and | need most? Do peers in CoP provide only “Good to know” and “Must

Know” information?
>> buy [expensive] book at the book shop. i i . i
- No, risk of false, biased, distorted, incomplete, exaggerated

info still exists > need for VALIDATION of information before
>> browse the WWW (knowing the searching and filtering “trick”) redistribution.

>> or consult books at the library.

i i 1 . .
- Or just have lunch with my colleagues! CoP = not informal group > CoP contribute to the

Colleagues doing the same type of job know what | am interested in and management of the knowledge. Not only talks!
what | already know. They automatically, naturally filter the information...

Knowledge - “Knowledge is information that changes

“Hey guys! You know what? gErcomes from mosquito bite!” N >
something or somebody” (Peter F. Drucker)
“Mind you, guys, there’s something bad circulating in the area with a very high CFR!*
Management > seeks performance
...and more importantly they can tell me stories the explain the “know-how”. Knowledge Management - How to increase performance

“Hey, it's not because she said “uhhh” to your question that's it mean “yes"!, your through a good management of knowledge.
outbreak investigation questionnaire results may be wrong”

Regional Coordnaon Unit of the ADE GMS COC Project/ March 2008 i of e ADB GMS GO Project/ March 2008

INTRODUCTION TO THE CONCEPT OF "COMMUNITIES OF PRACTICES" AND ITS APPLICATION TO CDC PROFESSIONALS

A definition of “Community of Practice”:

“Communities of Practices are groups of
people informally bound together by shared
expertise and passion for a joint enterprise”

Source: Wenger and Snyder, Communites of Praciice,
in Harvard Business Review on Organizational Learning, Harvard Business School, 2001

CoP ~ “permanent free workshop” or constant happy brainstorming.

A community = tens or even hundreds of people, but typically it has a core of

participants whose passion for the topic energizes the community and who
provide intellectual and social leadership.

INTRODUCTION TO THE CONCEPT OF “COMMUNITIES OF PRACTICES” AND ITS APPLICATION TO CDC PROFESSIONALS

Community of Practice vs. Teams, Task Force

. Basis of . . .
Group Types Function Membership Basis of Cohesion Duration

Communities Develop members' Self selected Commitment and As long as members have
of Practice expertise and define identification with the an interest in improving
their place or role in expertise that forms the practice and
the community the basis of the maintaining the
practice community
Formal Work Perform the ongoing Everyone who has Job/performance Until the work or the
Teams work that has been been assigned to the requirements and organization is
assigned to the team team continuing, common reorganized
(e.g., produce and goals
deliver a product or
service)
Project Accomplish a As assigned by the Project milestones Until the project or task
Teams and specific task or management and goals has been completed

Task Forces assignment, usually
during a particular
time frame

Informal Collect and share Reciprocal value and Perceived value in As long as people have a
Networks information of acceptance, that is, belonging and reason to connect and
common interest members obtain and participating share information
provide information of
value

Source: Distance Consulting™ http://home.att.net/~discon/KM/CoPCharacteristics.htm

Regional Coordination Unit of the ADB GMS CDC Project / March 2008

STRENGTHENING EPIDEMIOLOGICAL SURVEILLANCE AND $T|A
RESPONSE FOR COMMUNICABLE DISEASES IN
INDONESIA, MALAYSIA, AND THE PHILIPPINES
(TA NO. 6305-REG)




APPENDIX 05 : PROCEEDINGS OF THE TECHNICAL FORUM ON APPLIED EPIDEMIOLOGY TRAINING

INTRODUCTION TO THE CONCEPT OF “COMMUNITIES OF PRACTICES" AND ITS APPLICATION TO CDC PROFESSIONALS

What are the benefits CoP of CDC professionals can bring?
» Develop professional skills (laboratory, epidemiologists, clinicians,
managers, etc).

» Improved performance of CDC chain of work at all levels (CDC
Department, PHD, DHD, etc)

» More efficient CDC strategies, policies, guidelines and manuals, “books
of knowledge”.

» Generate more effective or innovative, inventive and improvisational
ways to get CDC job done (when things do not happen “as in the book”).

» More effective and much quicker way to solve problems (critical to CDC!).
» Promote the spread of best CDC practices.
» Better guaranty to recruit and retain talent.

» For FETP — critically based on experiences -- CoP will capture and
transmit that experience to trainees.

INTRODUCTION TO THE CONCEPT OF “COMMUNITIES OF PRACTICES" AND ITS APPLICATION TO CDC PROFESSIONALS

If CoP are so effective, why aren't all people involved in it?

» Lack of awareness of the potential and of the benefits.

» barriers exists (knowledge=power, hierarchical pressure, work
motivation, self-esteem, etc).

» No incentives, on the opposite (ex. deserted dengue website).
» Need nurturing.

» Confusion about Knowledge Management (KM=Info sharing)
or consequence of incomplete/ineffective approach (“sharing
experience”... then what?)

INTRODUCTION TO THE CONCEPT OF “COMMUNITIES OF PRACTICES" AND ITS APPLICATION TO CDC PROFESSIONALS

INTRODUCTION TO THE CONCEPT OF “COMMUNITIES OF PRACTICES" AND ITS APPLICATION TO CDC PROFESSIONALS

How to measure the value of CoP?

Very difficult through the “usual” quantitative indicators.

" ow

» Systematic collection of “stories”, “anecdotes, etc

» Listening to CoP members can clarify the complex
relationship among activities, knowledge, and performance.

Examples of estimated financial gain:

= At Shell company - Analysis of the stories revealed that CoP had saved the
company (from wastage) $2 million to $5 million and increased revenue by >$13
million in one year.

= Xerox's Eureka KM database (of tips) - estimated to have saved the corporation
$100 million.

What can CDC managers or MoH do to get CDC CoP going and
sustain them over time?

» |dentify potential communities of practice that will enhance the CDC
strategic capacities; (FETP Alumni?), and bring the right people together.

» Provide infrastructure that will support such communities and enable them
to apply their expertise effectively: promotion system, support communities
conferences, knowledge fairs, story competitions, library services, and
technical support; remove structures that discourage collaboration.

> Provide the right incentives: recognitions, working conditions, promotion,
etc.

» Supervisors to use supervision missions to identify the “Champions”
(innovative and efficient staff willing to share)

» Supervision to review positively staff practices that are “out of the book”.
Think “out of the box”".

» Accept to “forget” hierarchy during CoP time (especially in face-keeping
cultures).

Page 58
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INTRODUCTION TO THE CONCEPT OF “COMMUNITIES OF PRACTICES" AND ITS APPLICATION TO CDC PROFESSIONALS

INTRODUCTION TO THE CONCEPT OF "COMMUNITIES OF PRACTICES" AND TS APPLICATION TO CDC PROFESSIONALS

Some of the limitations of the CoPs:

» One can capture only what exists!

» - need to enlarge the CoP and/or involved for outside (experienced
international experts, etc)

Assumptions for well functioning CoPs.
» Managers and Supervisors understand the need to tap into their staff's
knowledge, and support all capitalization efforts.

» Managers and Supervisors understand the benefit for staff to take part in
CoP and let them invest time (own and working time) to exchange (either
face-to-face or electronically ).

» Staffs understand and are willing to spend time and energy in sharing.

» The right incentives are there (promotions, recognitions, social capital, etc)

» Good and systematic collection of “stories” to evaluate the value of the CoP.

CoP and some of the issues discussed at this forum:

Capacity building? CoP brings skills, know-how, ideas, solutions to problems, etc.

Chain of work? CoP membership can be larger and more complete than people in
the official organogram. Other professionals from other sectors can join provided
they share the practice (lab technicians).

Brain drain?

They are leaving? CoP to ask an in-depth informal debriefing.

They left already: keep them in the loop! (in the CoP).

Going on retirement? CoP organizes a debriefing before the farewell party.
Sustainability?

Access to funding: CoP more likely to identify sources, and faster.

Tutorial sustainability: CoP is best to ensure up-to-date materials for the
curriculum.

Event-based surveillance? CoP brings a large network of motivated professionals
(i.e. PROMED).

“the devil is in the details”: CoP will identify these details, and propose solutions.

Urit of the ADB IS CDIC Project/ March 2008
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INTRODUCTION TO THE CONCEPT OF “COMMUNITIES OF PRACTICES" AND ITS APPLICATION TO CDC PROFESSIONALS

CHAIN OF IN-COUNTRY CDC PROFESSIONALS AND STAFF INVOLVED

Central level
IN-COUNTRY QUESTIONS:

Question 1: is the CDC staff chain well built and complete?

Policy Maker
Manager
CDC Staff

Question 2: Is EACH post in the chain well defined? (i.e.

clear Job Description?)

Manager

Question 3: Are the post occupied by properly trained staff?
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Question 4: What is the turn over for each post?
Provincial level

Manager

Question 5: What are the working conditions for each post?
(includes work supplies & equipments, supportive
supervision, salary, Per Diem, etc)\
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The strength of the whole CDC chain of
work is determined by its weakest link
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Village level
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Vert. Prog. VHV.

Mass org. staff

CHAIN OF IN-COUNTRY CDC PROFESSIONALS AND STAFF INVOLVED

Central level Example:
Policy Maker

STEP 1: IDENTIFY CoP WITHIN THE COUNTRY
IN-COUNTRY QUESTIONS (2):

Question 1: Can we identify posts with similar
types of activities?

Manager

CDC Staff

Manager

mplementing s

Implementing staff
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Implementing staff
Village level
VHV / CHW

Vert. Prog. VHV.

Mass org. staff

Page 59

Unit of the ADB GMS CDC Project/ March 2008

Unit of the ADB NS CDC Project/ March 2008

INTRODUCTION TO THE CONCEPT OF “COMMUNITIES OF PRACTICES" AND ITS APPLICATION TO CDC PROFESSIONALS

INTRODUCTION TO THE CONCEPT OF “COMMUNITIES OF PRACTICES" AND ITS APPLICATION TO CDC PROFESSIONALS

CHAIN OF IN-COUNTRY CDC PROFESSIONALS AND STAFF INVOLVED

STEP 1: IDENTIFY CoP WITHIN THE COUNTRY (2)
Central level Example:

Policy Maker

IN-COUNTRY QUESTIONS (2):

Question 1: Can we identify posts with similar
types of activities?

Manager
CDC staff
Nat. & Prov. Institutions

Manager

implementing staff [TNFTRSuSII

Implementing staff

Provincial level Province 1 Province 2 Province 3 Province 4...
Manager Manager Manager Manager Manager

Implementing staif

Lab technician

implementing staff Lab technician Implementing staff
implementing staff ]~ ( Implementing staf Lab technician
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District level
Manager
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Lab technician
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g

I
j

Implementing staff

Village level
VHV / CHW

Vert. Prog. VHV

Mass org. staff
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STEP 1: IDENTIFY CoP WITHIN THE COUNTRY (2)

Central level Example:
Nat. & Prov. Institutions
Lab technician

IN-COUNTRY QUESTIONS (2):

Question 1: Can we identify posts with similar
types of activities?

Question 2: How to link them for exchanges?

Provincial level Province 1 Province 2 Province 3 Province 4...
Naroge Vencger Varoger ) [ vereger
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Implementing staff e Implementing staff Implementing staff

staff staff staff staff
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Manager Manager
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Implementing staff
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INTRODUCTION TO THE CONCEPT OF “COMMUNITIES OF PRACTICES” AND ITS APPLICATION TO CDC PROFESSIONALS

CHAIN OF IN-COUNTRY CDC PROFESSIONALS AND STAFF INVOLVED

STEP 2: IDENTIFY CoP ACROSS THE CLV COUNTRIES
Central level
Policy Maker QUESTIONS FOR REGIONAL CoP:
Manager
Question 1: Are the CDC staff chain similar across the
countries?

€DC Staif

Nat. & Prov. Institutions
Manager Question 2: Can we identify posts with similar types of
implementing staff activities across the countries?

implementing staff

Question 3: What would be the benefits of having staff with

Provincial level similar activities exchanging knowledge?

Manager
Question 4: Are they willing to do so? At the regional level,
in English?
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INTRODUCTION TO THE CONCEPT OF "COMMUNITIES OF PRACTICES” AND ITS APPLICATION TO CDC PROFESSIONALS
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INTRODUCTION TO THE CONCEPT OF “COMMUNITIES OF PRACTICES” AND ITS APPLICATION TO CDC PROFESSIONALS
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How to develop these linkages? What to support to nurture CDC CoP?

Face-to-face / Person-to-Person Electronic means

CDC Experts Physical Meetings \/@ CDC Experts Electronic

/ Workshops / Forums / Forums
Symposiums
Electronic Newsletters
) Study Tours
Q Websites
Regional training (FETP?) @ Teleconference (VDO

conference, Skype, etc)

INTRODUCTION TO THE CONCEPT OF “COMMUNITIES OF PRACTICES” AND ITS APPLICATION TO CDC PROFESSIONALS

CONCLUSIONS
€ CDC Professionals and CDC Programmes have all to gain in
developing and nurturing Communities of Practice and adopting
Knowledge Management strategies.

€ Developing and nurturing CoP should be part of CDC
capacity-building and CDC HRD strategies.

€ Training courses in applied epidemiology (and Alumni) can be
a fertile ground for CoP; in return CoPs can be best source of
materials for Applied Epidemiology training curricula.

€ CoP can address efficiently a number of issues related to
CDC, S&R and applied epidemiology training.

€ The overall goal of CoP and KM is improved performance.

Tona Cooran

fon Ui S CDC broject 7 March 2008

TO THE CONCEPT OF PRACTICES" AND ITS APPLICATION TO CDC PROFESSIONALS
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Annex L

THE EXPERIENCE IN INTERNATIONAL SUPPORT AND NETWORKING:
FUTURE NEEDS AND COST IMPLICATIONS

Dr. Jim Andersen
Executive Director, TEPHINET Inc.

On behalf of the Board of Directors and Members of the Training Programs in Epidemiology and
Public Health Interventions Network, better known as TEPHINET, | would like to thank the organizers,
including the Asian Development Bank, for the opportunity to address this forum. They have put
together an excellent agenda addressing those key issues confronting Asian health authorities in
general and disease control in particular.

Epidemiological Surveillance and Response (ESR)

It is interesting to note that the particular countries of the Philippines, Malaysia, and Indonesia have
developed disease surveillance and response in different ways. However, the implications of the
WHO International Health Regulations direct member countries to do their part in the identification,
assessment and control of diseases and conditions of epidemic and pandemic potential. While
implementing these regulations places the burden upon individual countries, the exploration of
regional networks makes absolute good sense.

TEPHINET Supports Regional Networks

TEPHINET has been instrumental in the development of other regional networks in Africa, Central
Asia, and Central America. We are also facilitating discussions in other regions, including the Mekong
Delta and the Eastern Mediterranean.

TEPHINET is a professional alliance of Field Epidemiology Training Programs (FETPS) involving 40
programs in 38 countries, and growing. We believe that public health policy should be based on good
science, and that the standard of good science is embodied in the training of field epidemiologists who
are required to learn and master certain core competencies during an apprenticeship program. The
value to public health authorities is that trainees investigate actual outbreaks and work on other public
health concerns within their country. The setting for training may be within the ministry of health, in an
independent research institute, or an academic institution. In most situations, the two-year training is
80% field-based and 20% didactic.

The true value of the program is the long-term application of this training as the graduates are moved
into career positions as epidemiologists within their country, substantially adding to that country’s
competent human resource capacity. | would like to share with you the FETP model. It is important to
note that FETP trainers, mentors, and trainees make a contribution to the countries’ surveillance and
response capacity quickly, because the trainees learn while doing actual outbreak investigations. The
trainees and graduates of FETP are essentially the frontline of defense in new, emerging, and re-
emerging diseases and conditions. These skilled epidemiologists were involved in SARS, Avian
Influenza, Ebola, and many other investigations of regional and international importance, and the data
they generated improved existing policy and interventions in all cases. FETP trainees in China, once
involved, identified the SARS outbreak, identified the transmission routes and changed (shortened)
the recommended quarantine period, minimizing loss of productivity and panic — a classic example of
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evidence-based public health. Trainees in Africa have conducted effective shoe leather epidemiology
to control Rift Valley Fever and an outbreak of Ebola, while Thai FETP trainees have pioneered in
several Avian Influenza investigations, including transmission in a tiger farm.

Financial Support for FETPs

Those of us involved in public health are well aware of the classic struggle for funding of preventive
programs in competition with curative programs. Preventive programs historically get a small
percentage of the health budget as governments tend to focus on hospital infrastructure and costly
diagnostic equipment. While this situation has improved, those of us in the business of increasing
skilled manpower capacity must fight for a share of the preventive health budget. Still, lawmakers and
donors are inclined to approach the public health side by funding specific diseases and conditions,
rather than skilled epidemiologists that can intervene across the board for many diseases and
conditions. We see funds going directly into AIDS, TB, Malaria, Influenza, and other high-profile
diseases. An entire NGO industry has developed around these highly funded programs. Interventions
for these diseases are developed as independent entities often with only token representation of
public health authorities. The money poured into these independent entities is in the billions of dollars.

Applied epidemiology and the support of Field Epidemiology Training Programs have some ardent
supporters. The Centers for Disease Control and Prevention know full well the importance of FETPs.
It developed the Epidemic Intelligence Service more than 60 years ago and can attest to its
contribution to evidenced based public health. A special unit has been set up within CDC to assist
countries in the development of FETPs. In the Pacific Region, advisors have been posted by CDC in
Indonesia and the Philippines to help guide the development of those programs. CDC also has an
interest, as does TEPHINET, in the development of Regional Networks and have provided financial
support and advisors. Dr. Michael O'Reilly, who serves as a CDC Technical Advisor to the Thai
International FETP, is attending this forum. He has also provided assistance to the ongoing
development of the Mekong Delta Regional Network. The World Health Organization is very
supportive. Along with CDC, WHO was instrumental in creating TEPHINET, and both organizations
are represented on our board of directors in a liaison capacity. Other supporters of Regional Networks
include USAID, which supports the Central Asian Regional FETP Network, the Asian Development
Bank, which is supporting this forum, ASEAN, and AUSAID. Other supporters include donors such as
the Bill and Melinda Gates Foundation, which has been very generous in supporting TEPHINET
Global Scientific Conferences.

A Move Toward a Regional Network

The challenge of this forum is to identify a common ground for an epidemiological surveillance and
response network among the countries represented here today, to also identify the strengths of
individual countries and how those strengths can benefit other countries in the network, and finally, to
clearly identify the advantages of a network. Representatives here will have to go back to their
countries and present the concept to decision makers to move this process forward.

TEPHINET believes that a systematic approach to the development of a cadre of epidemiologists
skilled in the core competencies will be the basis for an outbreak and response mechanism that will
meet international standards. In addition, there are many parts of the public health infrastructure that
feed into the system and require training and practice. This will require knowledge, country-specific
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experience, and the help of skilled epidemiologists, instructional designers, and others to initiate a
program to reach those who need to be trained.

We in TEPHINET, including our board and member countries, stand ready to assist in the
development process.

Thank you for your attention.
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Annex M
BREAKOUT GROUP SESSION 2:
NETWORKING AND CONTINUING EDUCATION
1. Breakoutinto 3 groups
2. Select a Chair
3. Telect a Rapporteur
4. Time Management:
discussion = 20 minutes
plenary presentations = 30 minutes
Group 1 Group 2 Group 3
[Front) [raiddle] [Back]
Dr. Hari Santoso Crr. Sing Menorath Crr. Bern=tein
Cr. Fadzilah Kamaludin Haripumomo Cr. Joy Fabellon
Lr. Jojo Roque L. Bohani Crr. Hudoyo
Eﬂr- ﬁE:lgr;EE 22 Cr. Juan Lopez Crr. Ailan Li
Shh e Dr. Hemia Sucaldita Cr. Zainudin
Cr. Jim Andersen :
; Dr. O'Reilley Crr. Grace Wiola
Cr. Dominguez ;
Dr. Troy hir. Rausseau Cr. Eric Tayag
Dr. Coly Catindig Crr. Lim Or. Genesis Samoante
Or. G Sam=an Cr. Wincent de nrit Crr. Wiy
Lr. Joe Rodriguez Dr. Sukirna
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Annex M-1

PRESENTATION OF GROUP 1
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Annex M-2
PRESENTATION OF GROUP 2
Strengthening epidemiological
network in the region
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Q3: Secretariat

+ General agreement of need for secretariat

+ Could include technical, admin,
WMEEuality Improverment and
Instructional Design staff

+ Location: Manila and BKK?

+ Footprint?
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Annex M-3

PRESENTATION OF GROUP 3

Group 3

Networking and
Continuing Education
Breakout Session

Constraints while collaboration is
needed...

» Firstly, take FETP strengths first before taking up

this EhEl”E!ﬂQE! for collabaration-— reach country can state
what they can do, what they need and what they can offen

« Plan... interms of how collaboration and
NEDwOrking be d0Ne -— Pamllel collaborations? Ex. APSED

andtake one of itz components as an entry point o conzider.

» Arddressing language barriers
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Recommended type of continuing
education

Feriodic conferences (regional)
dournals, publications

Continuing education = Certification
"Internship" opportunities in WHO, etc
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Annex N
SYNTHESIS AND NEXT STEPS
Dr. Jose Rodriguez
RETA 6305 Project Administration Coordinator
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HIGHLIGHTS OF THE CONCLUDING WORKSHOP
Richmonde Hotel, Pasig City, Philippines
2 April 2008

A. Introduction

1. Regional Technical Assistance (RETA) 6305 is an ADB-financed project aimed at assisting the
governments of Indonesia, Malaysia, and the Philippines to assess and improve their capacity to conduct
communicable disease surveillance and effectively respond to the occurrence and spread of emerging and
re-emerging infectious diseases. The Project also supports the efforts of the three countries to meet the
requirements of the International Health Regulations (IHR) of 2005 and complying with the Asia Pacific
Strategy for Emerging Diseases (APSED).

2. After two years of implementation, a Concluding Workshop was held at the Richmonde Hotel in
Pasig City, Philippines on 2 April 2008. The meeting had about 40 participants from the three health
ministries and WHO country offices of Indonesia and the Philippines (see Annex A for list of participants).

3. The objectives of the Concluding Workshop were to provide an opportunity for the three
participating countries to present (i) their accomplishments and lessons learned, (ii) what RETA 6305 has
contributed in strengthening their ESR systems, and (iii) what is left to be done particularly in the areas of
disease surveillance and effective response to the threat of emerging and re-emerging infectious diseases.
The Workshop also produced recommendations for continuing work on ESR in the three participating
countries. The Workshop program is in Annex B.

B. Opening Session

4. The Deputy Team Leader for the Philippines, Dr. Troy Gepte IV, who served as the Workshop
moderator, introduced the key people who delivered messages during the opening session. Ms. Elvira
Ablaza, PRIMEX President/CEO and RETA 6305 Project Director, welcomed the participants to the
Workshop which, she said, was an occasion to celebrate the successes and achievements that had been
made by the three participating health ministries during the two-year Project period. She noted that the
Workshop was also an opportunity for everyone “to review the valuable lessons that had been learned,
carefully weigh the options that are available and decide on the best course of action to pursue in order to
ensure that the gains and successes that had been achieved are not wasted.”

5. Dr. Vincent de Wit, ADB Principal Health Specialist, expressed his gratitude to the three ministries
of health for their support and said that he expects that a decision on how to use the remaining TA funds
would be one of the outcomes of the Workshop. He also thanked Dr. Enrique Tayag, Director of the DOH
National Epidemiology Center (NEC) for his special support in chairing the Workshop.

6. Dr. Tayag, for his part, thanked ADB for the support provided through the RETA. He noted the
Project’'s important contribution to health sector reform in the Philippines, despite the limited funding,
saying that “surveillance and response in the country will never be the same again after the Project.” He
attributed their success to the dedication of NEC staff, particularly Dr. Marlow Nifal, who continues to
inspire them, and to the professionalism exhibited by PRIMEX staff. He capped his speech by saying that
“the framework we had was that this is a competition, not something that is adversarial, but a competition
because whoever gets to the finish line actually brings the others closer to the finish line.” The full text of
Dr. Tayag's address is in Annex C.
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7. A self-introduction of the participants and a group photo followed Dr. Tayag’'s opening remarks (see
Annex D for the photodocumentation of the Workshop).

C. Highlights of RETA 6305

8. Dr. Robert Bernstein, Team Leader of RETA 6305, presented the highlights, achievements, and
challenges of the Project from the Team Leader's Perspective. He highlighted the following five
subregional activities and their contribution to the accomplishment of the TA objectives: (i) Project website,
set up in October 2006 and maintained by PRIMEX, which has served as a repository of resource
documents and products; (i) Subregional Planning Workshop held in Jakarta in November 2006, which
paved the way for the formulation and approval of country ESR workplans; (iii) Component C funding, the
first release of which was made in June 2007, which allowed the ministries to move forward and implement
their work plans; (iv) Subregional Technical Consultation in Kuala Lumpur in September 2007, where the
countries presented the full implementation of their approved activities; and (v) Technical Forum on
Applied Epidemiology Training in March 2008, which discussed human resources for ESR and IHR. The
challenge lies in addressing two gaps: (i) the conduct of a joint (subregional) tabletop exercise; and (ii) the
provision of legal assessment support. The Team Leader’s presentation is in Annex E.

9. In response to the Team Leader’s report, Dr. De Wit touched on the value of tabletop exercises for
priming decisionmakers to see the importance of ESR. Mr. Stephane Rousseau, Coordinator of the ADB
GMS Communicable Disease Control Project, shared the difficulties experienced by GMS in subregional
cooperation. In the GMS, there is a need to ensure that the provincial level is aware of international
regulations and to see that there are no contradictions with local laws and roles. Responding to Mr.
Rousseau’s need for international health legislation experts, Dr. Roque of DOH suggested that he turn to
the International Court of Justice for their experts and database as well.

D. Country Reports

10. Indonesia. Dr. Andi Muhadir, Director of the Epidemiological Surveillance and Maternal Health
presented the accomplishment report on behalf of MOH Indonesia (Annex F). He mentioned that ADB and
WHO are the two major donors in the country’s efforts to strengthen ESR. With ADB funding, MOH has
achieved the following: (i) IHR implementation, including the establishment of an IHR secretariat and the
translation of IHR-2005 into Bahasa Indonesia and the dissemination of the Bahasa version through a
series of workshops; (ii) piloting of the feedback system in three provinces and nine districts, including the
development of training modules, training of health officials, and collection of data; and (iii) finalization of
the National Surveillance Assessment Report and conduct of multisectoral workshops. On the other hand,
WHO financed IHR 2005 Assessment and National FETP Assessment.

11. The following activities remain for implementation:

® Strengthening of surveillance for IHR implementation through (a) dissemination of IHR
especially to health officials manning ports of entry and ground crossings, (b) updating
operational guidelines and procedures for the ports of entry and ground crossings, and (c)
strengthening of links between early warning system reporting and IHR notification at the
provincial and district health offices;

(i) Implementation of the ESR roadmap and strategic plan through the design of the
Indonesian Early Warning and Reporting System (IEWARS), pilot testing in three
provinces, and nationwide implementation; and
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(i) Other initiatives including (a) pilot-testing and integration of an events-based surveillance
system using SMS gateway currently being used for Avian Influenza, (b) development,
pilot-testing, and integration of laboratory based surveillance system, and (c)
implementation of a revitalized FETP through better collaboration between MOH and the
universities.

12. Following the Indonesia presentation, discussions revolved around the similarity between
Indonesia and the Philippines in terms of their archipelagic nature and their decentralized system of
government, which could facilitate a sharing of experiences and lessons learned.

13. To Dr. Marlow Nifal's query about how surveillance can be done at the local level so that the
people will run, operate, analyze, and sustain the surveillance system on their own, MOH said that the
following have worked for Indonesia: (i) equipping the people at the local level with the proper knowledge,
attitudes, and practices on disease surveillance; (ii) establishing community-based surveillance with
support from CDC Atlanta; (iii) advocacy on health; and (iv) reporting with the use of the SMS gateway.

14. Dr. Nifial then commented that rapid communication should be coupled with rapid response,
otherwise, reporting becomes useless. He also brought up the uncanny similarity between Indonesia and
the Philippines, although Indonesia is a much bigger country than the Philippines. To that, Dr. Bernstein
noted that, in terms of ports capacity, there is a real need to think about how to share experiences, lessons
learned, and how to move forward, and that the area of IHR-related surveillance and response capacity
port managers is one area for sharing and further strengthening.

15. Dr. Jose Rodriguez, RETA Project Administration Coordinator (PAC), remarked that Indonesia has
a population of about 235 million and 330 districts, each being the equivalent of a province in the
Philippines. He added Indonesia has the advantage of having the district-level infrastructure and rapid
response teams, mainly as a response to the avian flu outbreak, which provide a good foundation on which
to build the response capacity of the Indonesian ESR system.

16. Malaysia. Dr. Zainudin Abdul Wahab, Deputy Director for Disease Control Division, presented
MOH Malaysia’s accomplishments, concerns, lessons learned, and next steps in the establishment of the
Laboratory-based Surveillance for Communicable Diseases in Malaysia (Annex G). Their accomplishments
include the following:

0] Capacity building efforts in ESR, lab-based surveillance, zoonoses, infection control, risk
communication, and points of entry; and

(ii) Development of a electronic laboratory-based information system (eLBIS), with testing of
the software in the pipeline and with user acceptance testing and user training scheduled
on 4 April and 17-18 April 2008, respectively.

17. Dr. Zainuddin also took the opportunity to clarify certain misconceptions and air certain concerns.
For one, he said that public health is the concern not only of MOH but of several agencies. There are many
players involved, particularly at the points of entry, where there are about 15 agencies; hence, the need to
strategize on how to collaborate with involved agencies. For eLBIS, the software is newly developed, so
there is a need to test it and maintain it so that not only Malaysia, but also other countries in the region,
can benefit from it.

18. As IHR covers a broad scope, there is a need to be creative and innovative to develop activities for
Component C that can be implemented in the short period of the RETA. The development of the eLBIS
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software took much longer than expected, and more time is needed for a team (administrative and
technical) to further test and develop the software.

19. MOH Malaysia will continue to follow the APSED protocols. For eLBIS, which currently focuses on
bacteriological results only, there is a plan to integrate serological and virological test results into the said
system later. There is also a need to include other laboratories to this laboratory-based surveillance
system network once this pilot project is successful.

20. During the open forum that followed Dr. Zainuddin's presentation, the following points were
discussed:
(1) With the TA coming to an end, MOH proposes to continue the Project, but needs an

extension of time to test the software to further improve it. MOH also needs to procure the
hardware so that the software that has been developed can be used. The system can be
shared with other countries after testing in Malaysia.

(i) Malaysia’s work on port of entries is being supported under the RETA and is one of the
activities to be conducted in the following week.

(i) Malaysia has a centralized health system. Disease monitoring is done regularly at the
central level. If a certain serotype is found to occur beyond threshold levels, that is the
signal for the central level to ask the local level to verify the cases related to the pathogen.
There are 27 diseases under the Notifiable Diseases Law, for which notice has to be given
within seven days from detection. If lab-based surveillance is used, notification can be done
within one day. Lab-based surveillance makes rapid detection possible, as compared to
indicator-based surveillance.

21. Philippines. Dr. Tayag presented the accomplishments of DOH in building capacities to fight
emerging infectious diseases. His presentation described (i) what has been done so far with the assistance
of RETA 6305, (ii) the remaining gaps, or areas for technical and financial support, and (iii) where to go
from here, or the setting of new priorities (Annex H). Prior to the implementation of Component C activities,
DOH carried out an assessment of its ESR systems in 2006, which led to the development of the
Philippine Disease Surveillance and Response System (PIDSR).

22. Following are DOH’s accomplishments under the Project:

() designation of NEC as the IHR Focal Point through Administrative Order 2007-0002 signed
by the Secretary of Health in January 2007;

(i) development of the PIDSR Strategic Plan and presentation to multisector stakeholders;

(iii) commitment of US$3 million for PIDSR,;

(iv) legal reviews and consultations to identify policy gaps and issues and appropriate policy
instruments;

(v) production of the PIDSR Manual of Procedures, a general reference for surveillance

activities and an excellent resource for developing training, evaluation, and supervision;

(vi) signing of Administrative Order 2007-0036 or the PIDSR Framework Guidelines by the
Secretary of Health in 2007 to guide its implementation at all levels of the health care
delivery system in both the public and private sectors;

(vii) development of PIDSR software for data entry, analysis, and data management
procedures;
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(viii)  provision of computer packages to regional epidemiological surveillance units (RESUS) in
all regions of the country;

(ix) conduct of regional PIDSR trainings in the 17 regions and five provincial ESUs; and

(x) revision of reporting forms in line with the requirements of IHR 2005.

23. In the course of implementing the Project, gaps were identified in the surveillance, response, and
support (laboratory and training) subsystems. For the surveillance subsystem, the following activities
need to be carried out: (i) PIDSR module development for LGUs and testing; (ii) PIDSR training rollout to
cover more areas (79 provinces, 140 cities, 1500 municipalities, and 30,000 barangays); (iii) establishment
of more ESUs at the provincial level; and (iv) development of events-based surveillance. For the response
subsystem, there is a need for the (i) creation of rapid response teams, (ii) efficient stockpiling of drugs
and medicines, (iii) conduct of simulation exercises to determine the country’s capacity to meet the
requirements of IHR, and (iv) multi-country and subregional level coordination to test the ESR system and
its ability to meet IHR requirements, especially in collaboration with other countries. For the laboratory
support subsystem, there is a need to (i) improve laboratory infrastructure (equipments, reagents, etc),
(ii) improve human resource capacity, and (iii) develop the funding mechanism to access lab services in
support of ESR. For the training support subsystem, there is a need to (i) review existing training
programs (FETP, FMTP, Basic Epi, etc.) which support surveillance and response and (ii) systematize
training program/modules to support ESR at each level. FETP and FMTP both have origins in CDC Atlanta
and complement each other. FETP allows the application of skills and knowledge in epidemiology, while
FMTP improves decision making of managers.

24, In the next 18 months, DOH-NEC would like to see (i) the law amending the Notifiable Diseases
Act prioritized in health legislative agenda, (ii) the national and regional capacity for event- based
surveillance developed, (iii) Field Health Service Information System (FHSIS) revitalized and put in place,
and (iv) a Field Epidemiology Training short course launched and carried out for several batches.

25. Dr. de Wit commended Dr. Tayag for his presentation which was filled with deep insights into how
PIDSR evolved despite bureaucratic obstacles, saying that, “It is very important to realize that being a
change agent requires a lot of effort. It is not really about the money, but more about knowing where to go
and getting there step by step, accepting disappointment, and knowing that you cannot get everything that
you want.”

E. Project Administration Support

26. Dr. Rodriguez presented the status of fund utilization for Component C by the three countries and
made some comments on lessons learned from the perspective of Project management (Annex I). He then
thanked the MOH counterparts for their patience and understanding of the different ADB requirements .

27. Component C Fund Utilization. The current balances of undisbursed Component C funds for
each country are: (i) US$13,339.48 for the Philippines, (i) US$150,223.90 for Indonesia, and (iii)
US$68,519.94 for Malaysia. The figures indicate the need to extend the TA completion date to give the
countries the opportunity to implement the remaining activities in their ESR work plans.

28. Lessons Learned. Dr. Rodriguez made the following observations regarding the Project
administration aspects of the RETA:

0] The flexible approach to Project implementation was beneficial to the countries as it
enabled the Project to respond to their needs of the country.
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(i) Despite the approval of the country workplans, there was still a need for the health
ministries to write proposals for specific activities for ADB approval prior to their actual
implementation. To facilitate the process, PRIMEX developed templates for proposal
preparation and requested ADB for a cash advance facility of $80,000 per country for
Component C activities.

(i) In organizing international events, there is always a change of dates and participants, and it
is important to have a social circle of people whom you can count on or pull in to fill
available slots.

29. During the open forum following Dr. Rodriguez’s presentation, senior officials from the three
countries were unanimous in saying that (i) the flexible approach of the Project was a unique feature
seldom found in donor-assisted projects, and (ii) the channeling of funds through the Consultant greatly
facilitated its implementation since it effectively “bypassed” government bureaucratic procedures. All three
countries also commended the Consultant Team for the efficient, effective, and timely provision of
technical and financial support during Project implementation.

30. On behalf of the Consultant Team, Ms. Ablaza cited the full support extended by ADB, through Dr.
de Wit and his staff, Ms. Judith Doncillo and Ms. Madeline Dizon, who promptly acted on PRIMEX’s
requests for administrative support, as in the approval of proposals for Component C funding (e.g., for
workshops, procurement, training, etc.). She also thanked DOH, through Dr. Tayag, for agreeing to give up
part of the Philippine Component C allocation to Indonesia. During the tripartite meeting in Kuala Lumpur in
September 2007, MOH Indonesia requested for some technical assistance with the development of their
ESR roadmap and strategic plan. In the spirit of subregional collaboration and in view of the limited funds
of the Project, DOH agreed to part with some of their Component C allocation to allow Dr. Rodriguez and
Dr. Magboo to provide the needed technical assistance.

E. Synthesis and Closing

31. Dr. Florante Magboo, Co-Team Leader, summarized the country accomplishments and what else
needs to be done under the RETA.

32. Dr. De Wit closed the Workshop with his personal impressions and expression of thanks to the
ministries and the Consultant Team for their cooperation and participation.

33. Ms. Ablaza then suggested, and the ministry officials agreed, that Dr. de Wit's concluding remarks
(Annex J) could serve as the Memorandum for Action for the countries and the Consultant Team, and as
such, it is no longer necessary to hold a final tripartite meeting. The meeting then adjourned at 2:30 pm.
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Annex B

CONCLUDING WORKSHOP
Richmonde Hotel, 21 San Miguel Ave., Ortigas, Metro Manila, Philippines,
2 April 2008

8:30 — 9:00 AMREGISTRATION OF PARTICIPANTS
9:00 - 9:45 OPENING SESSION

Welcome Remarks

Ms. Elvira C. Ablaza
President and CEO and Project Director, PRIMEX

Dr. Vincent de Wit
Principal Health Specialist, SESS, ADB

Dr. Enrique A. Tayag
Director, National Epidemiology Center, Department of Health
(NEC-DOH), Philippines

Introduction of Participants
Group Photo

9:45 -10:15 RETA 6305: Highlights, Achievements, and Challenges
Dr. Robert Bernstein
Team Leader, RETA 6305

10:15-10:30 Coffee and Tea Break

RETA 6305: ACCOMPLISHMENTS, LESSONS LEARNED, AND
WHAT IS LEFT TO BE DONE

10:30 - 11:00 Presentation by Indonesia
Dr. H. Andi Muhadir
Director, Epidemiological Surveillance and Maternal Health,
Ministry of Health, Indonesia

11:00 —11: 15 Open Forum

11:15-11:45 Presentation by Malaysia
Dr. Zainudin bin Abdul Wahab
Deputy Director, Disease Control Division
Ministry of health, Malaysia

11:45-12:00 Open Forum

12:00 — 13:00 Lunch
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13:00 - 13:30 Presentation by the Philippines
Dr. Enrique A. Tayag
Director, National Epidemiology Center
Department of Health, Philippines

13:30 - 13:45 Open Forum
PROJECT ADMINISTRATION

13:45 - 14:00 Project Administration Report
Dr. Jose Rodriguez
Project Administration Coordinator, RETA 6305

14:00 — 14:15 Open Forum
14:15 — 14:30 CLOSING SESSION and FINAL TRIPARTITE MEETING

Summary and Recapitulation
Dr. Florante Magboo, Co-Team Leader, RETA 6305

Closing Remarks and Memorandum for Action
Dr. Vincent de Wit, Principal Health Specialist, ADB
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Annex C

OPENING STATEMENT!

Dr. Enrique A. Tayag
Director, National Epidemiology Center (NEC), Department of Health (DOH)

Good morning to the President and CEO of PRIMEX, Ms. Elvira Ablaza, Dr. Vincent de Wit, Dr. Bob
Bernstein, all the delegates from the three countries involved in this RETA, and our special guests, Gina
Samaan, Michael (O'Reilly), and Stephane Rousseau,

Good morning, everyone.

| was struggling while seated here, trying to decide whether | will wear the hat of a DOH bureaucrat or that
of a member of this Project.? Because this is the Concluding Workshop, it gives me the opportunity to say
things that | have never said before and say it on the last day. When the RETA was being conceptualized, |
must admit that the NEC was not confident or too trustful that this Project will provide value to what we
have envisioned at the National Epidemiology Center. Little did we know that, when the International
Health Regulations were revised and were beginning to run the circles of ministries of health around the
world, the strengthening epidemiological surveillance and response for communicable diseases in
Indonesia, Malaysia, and the Philippines will pave the way for waking up the Department of Health so that
it can actually, with speed and precision, join the bandwagon of implementing IHR-2005. Dr. Vincent de
Wit aptly said that this is an example of a project that was so flexible compared with other projects. We
must confess that we love this Project because for the first time, it is not donor-driven. We are weary of
donors providing assistance because of hidden agenda and creating systems that will not be sustainable
when the Project ends. Even without this Project, the NEC could have done it alone, but it would take us
several years, not the less than two years that the Project has afforded us.

The Project came when the National Epidemiology Center was at the crossroads because we had
problems with our staffing. | must inform everyone that the Department of Health is rationalizing its work
force and, therefore, vacancies are not to be filled. Thus, when people left NEC, | just could not replace
each vacant position. Even if our hearts and minds were focused on achieving the targets set by the
International Health Regulations, we simply could not do it. That is where the RETA came in. The RETA
provided us with extra arms so that we were able to accomplish the things we wanted within a shorter
period. Of course, there were problems/issues during the implementation of the Project, and we will be
sharing these with you, together with what we were able to overcome, this afternoon, when we present
accomplishments, lessons learned, and what next to be done.

I can only second-guess what happened in Indonesia and Malaysia. While we have promoted our
accomplishments in the last three days, we have taught ourselves not to be overwhelmed because this is a
journey. We could have started on the right foot, but if we are not focused on our goals, especially now that
the Project is ending, all our accomplishments will come to naught.

To have another path after this is going to be very difficult, because this Project made an important
contribution to our health sector reform. Disease surveillance and response in this country will never be the

! Delivered during the Opening Session of the RETA 6305 Concluding Workshop held on 2 April 2008 at the Richmonde
Hotel, Pasig City, Philippines.
RETA 6305: Strengthening Epidemiological Surveillance and Response for Communicable Diseases in Indonesia,
Malaysia, and the Philippines.

2

STRENGTHENING EPIDEMIOLOGICAL SURVEILLANCE AND $T|A
RESPONSE FOR COMMUNICABLE DISEASES IN
INDONESIA, MALAYSIA, AND THE PHILIPPINES
(TA NO. 6305-REG)

SingHealth



APPENDIX 06 : HIGHLIGHTS OF THE CONCLUDING WORKSHOP Page 14

same again because what we have accomplished is a total revamp of our framework for surveillance and
response. In fact, this Project surprised us, because with a little amount, we were able to accomplish so
much! In the past, very big projects ended with a dud — almost no output. Of course, | can brag on and on
for hours about this, but the secret really lies in the dedication of my staff and the professionalism of the
PRIMEX staff. Too bad, | do not see Marlow,® who has inspired us, so he will not get to hear what | am
about to say about his accomplishments. But Vikki (Dr. Vikki Carr delos Reyes), a member of his staff is
here, so she can relay this to him. | can also tell him later, ‘My congratulations and kudos to you.’

I must also admit to Dr. de Wit that | always look at his face every time we have meetings because non-
verbal communication is very, very important. Even if you say kind words, the non-verbal gestures say it
all. So, what do you think when he said earlier that he was very pleased about this Project? | saw it in his
eyes — he was actually very pleased.

| would like to also thank our counterparts from Indonesia and Malaysia. In fact, | must admit that our
framework was that this Project is a competition — not something that is adversarial — but a competition
because whoever gets to the finish line actually brings the others closer to the finish line.

Good morning and thank you, everyone.

% Dr. Marlow Nifial, Chief, Public Health Surveillance & Informatics Division, NEC-DOH, provided significant inputs that

shaped the Philippine Integrated Disease Surveillance and Response (PIDSR).
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Annex D
PHOTODOCUMENTATION OF THE CONCLUDING WORKSHOP
Richmonde Hotel, 21 San Miguel Ave., Ortigas, Metro Manila, Philippines,
2 April 2008

THE OPENING SESSION

Key figures during the opening session of the Concluding Workshop. (Left to Right) Ms. Elvira C. Ablaza,
PRIMEX President/CEO and RETA 6305 Project Director; Dr. Enrique Tayag, Director, National Epidemiology
Center of the Philippine Department of Health; Dr. Vincent de Wit, Principal Health Specialist and Program
Officer, Asian Development Bank, and Dr. Robert Bernstein, RETA 6305 Team Leader.

STRENGTHENING EPIDEMIOLOGICAL SURVEILLANCE AND $T|A
RESPONSE FOR COMMUNICABLE DISEASES IN
INDONESIA, MALAYSIA, AND THE PHILIPPINES
(TA NO. 6305-REG)

Si'n'gHeaIth



APPENDIX 06 : HIGHLIGHTS OF THE CONCLUDING WORKSHOP Page 16

Dr. Troy Gepte IV, Philippine Deputy Team “This workshop is an occasion to celebrate the
Leader and workshop facilitator, welcomes successes and achievements that had been made by
everyone to the workshop. the three participating health ministries.” - Ablaza
Dr. de Wit expresses his gratitude to the three Keynote speaker Dr. Tayag says that, “surveillance
countries for their support in RETA 6305. and response in the country [Philippines] will never be

the same again after the Project.”
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Participants during the Concluding Workshop of RETA 6305
held on 2 April 2008, at the Richmonde Hotel, Pasig City, Philippines.
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Annex E

RETA 6305 SUMMARY:
HIGHLIGHTS, ACHIEVEMENTS & CHALLENGES
FROM TEAM LEADER’S PERSPECTIVE

DR. ROBERT BERNSTEIN
RETA 6305 Team Leader
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Conducting an outbreak investigation in 7 steps

Case investigation
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Communicate findings
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Annex F
PROGRESS REPORT OF THE MINISTRY OF HEALTH OF INDONESIA
ON THE IMPLEMENTATION OF RETA 6305

H. ANDI MUHADIR, MD, MPH
Director, Surveillance Epidemiology Immunization and Matra
Ministry of Health, Indonesia

' |
\\{PIEI1)
vz

‘IEX STRENGTHENING EPIDEMIOLOGICAL SURVEILLANCE AND &IA
RESPONSE FOR COMMUNICABLE DISEASES IN
& INDONESIA, MALAYSIA, AND THE PHILIPPINES

SingHealth (TA NO. 6305-REG)



APPENDIX 06 : HIGHLIGHTS OF THE CONCLUDING WORKSHOP Page 21

STRENGTHENING EPIDEMIOLOGICAL SURVEILLANCE AND $T|A
RESPONSE FOR COMMUNICABLE DISEASES IN
INDONESIA, MALAYSIA, AND THE PHILIPPINES
(TA NO. 6305-REG)

SingHealth



APPENDIX 06 : HIGHLIGHTS OF THE CONCLUDING WORKSHOP Page 22

STRENGTHENING EPIDEMIOLOGICAL SURVEILLANCE AND $T|A
RESPONSE FOR COMMUNICABLE DISEASES IN
INDONESIA, MALAYSIA, AND THE PHILIPPINES
(TA NO. 6305-REG)

SingHealth



APPENDIX 06 : HIGHLIGHTS OF THE CONCLUDING WORKSHOP Page 23

Annex G
RETA 6305 — MALAYSIA ACCOMPLISHMENTS, LESSONS LEARNED, AND WHAT'S NEXT
Zainudin bin Abdul Wahab, MD

Deputy Director, Communicable Disease Control Division,
Ministry of Health, Malaysia
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Annex H
PHILIPPINE INTEGRATED DISEASE SURVEILLANCE AND RESPONSE

Enrique A. Tayag, MD, PHSAE, FPSMID
Director 1V, National Epidemiology Center, Department of Health, Philippines
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Annex |
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Annex J

MEMORANDUM FOR ACTION: CONCLUDING REMARKS FROM ADB

Dr. Vincent de Wit
Principal Health Specialist, SESS, ADB

This RETA came at an opportune time and, for ADB, it dealt with an important topic. The RETA had limited
buy-in at the start, including from our partners like WHO, that | had to go to WPRO several times. There
was some kind of concern that we were taking off on our own considering that ADB was not looked up to
as a technical partner in this field. The countries were a little bit hesitant because the money available was
such a small amount. ADB should have done more of a stakeholder analysis to understand the positions of
the various stakeholders. ADB obviously had a planning constraint. | have to be very frank. We did not
spend enough time in planning the RETA, and so, there was an inadequate assessment of where the
countries were in their process of implementing things. That partly resulted in pressure to change the TA.
We did have a TA, which was perhaps a bit standardized, not tailor-made to the needs of the countries.
Fortunately, ADB was able to recognize that and made adjustments based on the outcome of the first
workshop in Jakarta. But, of course, all that took time, so we had quite a bit of an issue in the
reassessment process. Also, we had a rapidly changing situation with Al, APSED, and IHR, all of which
needed adjustment.

If we could plan now, if we could plan this with what we know now, let's assume, if at all, that there will be a
second round, maybe some of you will still say, ‘Well, the money is not big enough. We do not want to go
through this. Maybe we would rather work with some big donor bringing us 20 million dollars because this
is just not worth the effort.” And | would understand that. But at least, we are now in a much better position
to see where you would want to go next, and | think that is very important. 1 think all this dialogue has also
helped to clarify where we are in the process and what next to do, not so much with ADB, but, in general,
where governments want to proceed.

In terms of implementation, it is quite complex as there are multiple partners involved — and that is a bit
scary. Whenever we submit a new project of 200 million dollars to the board and it has eight partners, the
board gets worried. They say that is far too much. They say that you should have two or three (partners).
Here we have many — we have four consulting firms, ADB, three governments — that’s eight. That is a lot of
partners but we somehow managed, thanks to PRIMEX and its partners. | particularly think that having the
local partners in the countries was very important. Sometimes, there was some kind of silence, but there
were people moving on the ground and communicating things. We do not need a formal network, which |
think is extremely important as you mentioned yesterday. | sense a lot of confidence that the governments
can go ahead as it wants to go ahead. There are no secret agenda. There is no unnecessary exposure or
putting people at risk. Unless there is that confidence, it is very hard to do this kind of work because after
all, it is very sensitive. You are building a new road for ESR, which is very sensitive. | think that was very
well handled. Thanks also to our consultants in the three countries for managing the Project quite well,
including Dr. Lim, for example, who is always so quiet — a secret force!

As was mentioned just now by Joe, because of the complex procedures in ADB, PRIMEX had to be on top
of things in terms of communication and applying simple tools. Timeliness was of the essence, and now we
are, in a way being penalized, for that because of our forms of keeping time. Flexibility, once we change
the scope, we remain flexible. Component C, in particular, allowed us considerable flexibility in terms of
adjusting to country needs.
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| do think, in the end, that the RETA was over-ambitious in terms of the time frame and available funds.
These also caused some frictions and issues in terms of communication and in terms of supervision, etc.
as Bob mentioned this morning. He called himself the coach. Did you win the game or not, as the coach?

Some areas like ESR assessment and plans, we actually added work, and one of the constraints we had
was additional work. We also did not do certain things, but we added quite a bit of work. Normally, when
ADB would add work to a consulting firm, the consulting firm would really complain. But | should say that
PRIMEX was really willing to do good. They had a personal commitment, not just being a consulting firm,
but really being dedicated to help the governments in this Project. | should give thanks to the consultants
for being so committed. | think the consultants were very good in that they were personally interested in the
topic. We do not always see that. We get people who just do it, to feed their kids, and that's it. But | feel
that our consultants had a strong commitment to the technical aspects, and | am grateful for that.

We did notice that regional cooperation was more difficult to get going. This is something | intend to do
more about also, through ADB support in the future, particularly like FETP, as we discussed yesterday. |
am very happy that FETP came out as a big topic that we even said, ‘this time, let's have a two-day special
forum on FETP.’ | think that is very important. Maybe we did not accomplish so much, but | think we
started a process of regional cooperation in FETP, and all are trying to be realistic about things, which, |
think, is extremely important for sustaining this kind of capacity in the region.

This Project was driven by governments and, | think, that is the big secret for the success of this RETA.
Not just because we were flexible but also because the governments made the time available. We all know
how busy they are. They made the commitment, they did say what they wanted and what not, and that
helped us a lot. The moment we have that kind of guidance, we can support them, because the one thing
that ADB and consultants cannot provide is the leadership and guidance. That really has to come from the
governments. In this case, that was quite clearly in place. We really are appreciative of governments
saying, ‘This is what we want.” This is so important because the moment you say ‘No, | don’'t want this, but
| want that,” we know that there is a commitment. If | go to you and you say, ‘yes, yes, everything is
wonderful,” you won’t buy me with that. | don't believe that. | know | make mistakes, | come with the wrong
things. | want you to tell me what you want, and also what you don’t want. That's the time | feel very
comfortable because that’s the time we have reached a level of trust.

Thank you very much to the governments for making this incredible effort, and not so much thinking about
this RETA, but thinking about how to strengthen the surveillance system and use it as an opportunity, as a
catalyst, for trying to review the entire ESR and how that can be strengthened. Then also, we think about
other governments. This is not an issue with ADB. It is about having a surveillance system. Let us use that
opportunity to see how we can strengthen systems. | think that has happened very nicely. | am very happy
about that part of this process.

So, where do we go next? We hope we become clearer about the remaining activities of the RETA and
what you would like to do in terms of budget. | can see there is quite a bit of money left. | think each
country could possibly write to ADB in terms of what you would like to do and how long that would take,
and we would try to get the support of ADB. You know what money is left. | also should warn you that we
would not want to extend the RETA for a long time. We are quite worried if we extend it. Also you should
have to keep in mind, this is not much money. Even if you want to look for a future activity, it will be difficult
to move on if you are still implementing this one.

So, you can make your suggestions to ADB, including your general views of issues and constraints and
why you think it is just viable to move on a bit further. If you think you are done, that is also great! | am
happy to report that you are done. | leave it up to you. | think ADB should also hopefully be realistic about
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this, that these things do take time. And this was quite a short time frame, by any standard, as was
mentioned earlier by Eric.

In the future, | am going to explore again with ADB what opportunities there could be. | am particularly
interested in FETP and in what area the lower level of training or the district-level training falls. If, anyhow |
get the signal from ADB that there could be some funding for something similar or something different — a
grant to fund capacity building in general, | will send a signal to the governments to get their guidance in
terms of what they want. | won’t make any specific discussions with ADB until | have your guidance on this.
However, my view is that it is not so much the money, as was said earlier, it is the kind of collaborative
spirit and also being able to discuss things, to present things, which | think is also very important. | hope
you all appreciated seeing what the other countries are doing and to be able to compare, to feel a bit
challenged, to think, ‘Oh, this looks rather straightforward, we can have this,” or ‘This is very complicated.’
That kind of thinking is also very important.

Stephane is not here, but we have a similar experience in Mekong where the countries are even more
different, in many ways, than here, as your countries are quite different. So how can you compare, that is
one issue. But in the Mekong, they are even more different. It does provide some opportunity to learn from
other countries. | do think we succeeded in that. Tomorrow, | have asked for two of you to actually meet us
at ADB, at about 9 o’clock or so, if you don’'t mind. You can come with more people, you are most
welcome. Everyone can come if you want to. We hope to get your official request if you want an extension,
and basically that should include what you want to do with the budget. | hope you also consider that to
manage this, PRIMEX will need to keep their office open as well.

Again, thank you very much. It was great working with you.
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COST ESTIMATES AND FINANCING PLAN

($'000)
Item Original TA Paper Actual Expenditures
Asian Development Foreign Local Foreign Local
. 3 Total Total

Bank Financing Exchange | Currency Exchange Currency

1. Consultants
a. International 250.0 0.0 250.0 3725 3725
b. Local 0.0 200.0 200.0 0.0 0.0
c. International and 15.0 10.0 25.0 50.5 7.5 58.0
Local Travel

2. Secondment and 60.0 0.0 60.0 0.0 0.0
Exchange Programb

3. Simulations and 0.0 30.0 30.0 0.0 0.0
Testing

4. Website 20.0 0.0 20.0 0.0 0.0
Development,
Software, and Portal

5. Conference and 40.0 15.0 55.0 52.5 6.0 58.5
Workshops®

6. Translation, Printing, 15.0 5.0 20.0 8.0 8.0
and Supplies

7. Component C° 500.0 0.0 500.0 470.5 470.5
Land 7.5 7.5
Transportation,
Vehicle Rental,
Others
Equipment 3.5 3.5
Office Operations, 144.0 144.0
CPMO and PMU
Philippines
Office Operations, 30.5 30.5
PMU Indonesia
Office Operations, 42.0 42.0
PMU Malaysia

8. Contingencies 25.0 15.0 40.0 0.0 0.0

Subtotal (A) 925.0 275.0 1,200.0 957.5 237.5 1,195.0

Government

Financing

1. Office Space 0.0 150.0 150.0

2. Local Transportation 0.0 100.0 100.0

3. Counterpart Staff® 0.0 250.0 250.0

Subtotal (B) 0.0 500.0 500.0

Total 925.0 775.0 1,700.0 957.5 237.5 1,195.0

& Financed by the Asian Development Bank technical assistance funding program.
® Includes travel, accommodation, and per diem for official participants.
¢ Includes travel, accommodation, per diem for official participants, and honoraria for resource speakers and/or facilitators.

4 Includes activities, equipment, case studies, research, and training materials.

¢ Including salaries and benefits of staff during secondments.
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COMPARATIVE MATRIX OF CONSULTANTS’ TIME INPUT

ORIGINAL REVISED
CONTRACT CONTRACT
Consultant
No. of Person No. of Person
months months
International Consultants
Epidemiological Surveillance
Specialist/Team Leader(ESS/TL) 5.00 Se
Epidemiological Surveillance Specialist/Co-
Team Leader (ESS/CTL) 9.00 400
Information Technology Specialist (ITS) 2.00 7.00
Project Administration Coordinator/Team i 737
Leader for the Extension Phase '
National Consultants
Surveillance Specialist/Deputy Team Leader
(HSS/DTL), Indonesia 8.00 100
Surveillance Specialist/Deputy Team Leader
(HSS/DTL), Malaysia 8.00 100
Surveillance Sp(_ama_lllst/Deputy Team Leader 8.00 8.00
(HSS/DTL), Philippines
Short Term Specialists
IHR Secretariat Support Specialist, Senior
. 14.0
Consultant, Indonesia
IHR Secretariat Support, Junior Secretary 14.0
IT programmers (3), Malaysia
2 pax X 6 pm/pax = 12 pm 20.0
1 pax x8 pm =8 pm
National IHR Focal Point Support Specialist
) o o - 14.00
in the Philippines, Philippines
IHR Legal Specialist, Philippines - 0.50
ESR Policy Specialist/Capacity Building
L - 2.00
Specialist
ICT Specialist, Philippines - 2.00
TOTAL person months 40.0 134.87
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LIST OF PROCURED EQUIPMENT

. : Quantity/ Lo Total Price
No. Description of Equipment Unit Unit Price (Rp)
A. INDONESIA
1 | Notebook Fujitsu P1610 1 18,000,000 | 18,000,000
2 | PC/Desktop Computer Hp dx2200 4 11,000,000 | 44,000,000
3 | Printer HP Laserjet 1022 4 2,500,000 | 10,000,000
4 | Facsimile Machine Panasonic KX-FT933 1 2,500,000 2,500,000
TOTAL 8,232.0442
B. MALAYSIA
1 | HP compaq DX2700M Desktop Computer 17 3,599.00 61,183.00
HP Compaq Business Notebook 2 4,999.00 9,998.00
3 | Application Server: IBM eServer xSeries 3650 1 42,808.00 42,808.00
+ Samsung 17’ Wide LCD Monitor, incl. Red Hat
Enterprise Linux Software
4 | Data Server: IBM eServer xSeries 3650, incl. 1 36,059.00 36,059.00
Red Hat Enterprise Linux Software
5 IMR: IBM eServer xSeries 3650 + Samsung 17’ 1 33,234.00 33,234.00
Wide LCD Monitor, incl. Red Hat Enterprise
Linux Software
6 | Back-up: HP ML110TO5 Series Server, incl. Red 1 12,617.00 12,617.00
Hat Enterprise Linux Software
7 | ATEN 4 Port KVM Switch 1 570.00 570.00
D-Link Network Storage Enclosure 1 1,720.00 1,720.00
Datalogic Barcode Scanner 13 577.00 7,501.00
10 | Datamax Barcode Printer, incl. Codesoft Pro 2 4,988.00 9,976.00
software
11 | Labels (35mm x 20mm — 1" core, Art Paper, 10 30.00 300.00
2UP)
12 | HP LaserJet Printer P1006 2 599.00 1,198.00
13 | Epson Dot Matrix Printer 1 499.00 499.00
14 | Dell LCD Projector 1 2,188.00 2,188.00
15 | Adobe Acrobat Pro 1 1,620.00 1,620.00
TOTAL 69,209.69

_
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No. Description of Equipment Qusmtity/ Un(iLtjsPéi)ce To'ziJLISP$r)ice
C. PHILIPPINES

1 | Laptop computer and software 1 1,536.00 1,536.00
2 | Color laserjet printer 1 378.00 378.00
3 | LCD Projector 1 1,002.00 1,002.00
4 | Digital Camera 1 559.00 559.00
5 | Laptop computer and software 1 1,252.75 1,252.75
6 | Portable colored printer 1 362.64 362.64
7 | Desktop computers with LCD monitor 22 868.478 868.478
8 | Desktop computers with CRT monitor 6 716.305 716.305
9 | Colored printers 28 54.348 54.348
10 | Tower server 1 3,693.48 3,693.48
11 | Networking operating system 1 869.46 869.46
12 | Database software 1 2,607.61 2,607.61
13 | SCSI hardisk 2 266.305 266.305
14 | Broadband router 1 81.52 81.52
15 | Wireless accesspoint 1 103.26 103.26
16 | Laptop computer with software 1 1,433.00 1,433.00
TOTAL 39,337.42

GRAND TOTAL (US$) 116,779.15

_
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