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Assessment of Ebola virus disease preparedness in the WHO South-East
Asia Region
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Objective To conduct assessments of Ebola virus disease preparedness in countries of the World Health Organization (WHO) South-East
Asia Region.

Methods Nine of 11 countries in the region agreed to be assessed. During February to November 2015 a joint team from WHO and
ministries of health conducted 4-5 day missions to Bangladesh, Bhutan, Indonesia, Maldives, Myanmar, Nepal, Sri Lanka, Thailand and
Timor-Leste. We collected information through guided discussions with senior technical leaders and visits to hospitals, laboratories and
airports. We assessed each country’s Ebola virus disease preparedness on 41 tasks under nine key components adapted from the WHO
Ebola preparedness checklist of January 2015.

Findings Political commitment to Ebola preparedness was high in all countries. Planning was most advanced for components that had
been previously planned or tested for influenza pandemics: multilevel and multisectoral coordination; multidisciplinary rapid response
teams; public communication and social mobilization; drills in international airports; and training on personal protective equipment. Major
vulnerabilities included inadequate risk assessment and risk communication; gaps in data management and analysis for event surveillance;
and limited capacity in molecular diagnostic techniques. Many countries had limited planning for a surge of Ebola cases. Other tasks needing
improvement included: advice to inbound travellers; adequate isolation rooms; appropriate infection control practices; triage systems in
hospitals; laboratory diagnostic capacity; contact tracing; and danger pay to staff to ensure continuity of care.

Conclusion Joint assessment and feedback about the functionality of Ebola virus preparedness systems help countries strengthen their
core capacities to meet the International Health Regulations.

Abstracts in S5 H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

The 2013-2016 Ebola virus disease epidemic in West Africa
was the largest ever reported, with 28616 cases and 11310
deaths as of June 2016." In August 2014, the World Health
Organization (WHO) declared the epidemic a public health
emergency of international concern, in accordance with the
2005 International Health Regulations (IHR).” In January
2015, nine of the 11 countries from the WHO South-East Asia
Region agreed to a joint assessment by WHO and ministries
of health of their preparedness and operational readiness for
Ebola virus disease.

The framework for the assessment were the key compo-
nents and tasks proposed as indicators in the WHO consoli-
dated Ebola preparedness checklist issued in January 2015.°
As the likelihood of Ebola virus disease introduction in the
region was considered low, we focused mainly on minimum
preparedness requirements and adapted the tasks according
to the regional context. This report summarizes the findings
of the country reviews in Bangladesh, Bhutan, Indonesia, Mal-
dives, Myanmar, Nepal, Sri Lanka, Thailand and Timor-Leste.

Methods

During February to November 2015 a series of 4-5 day mis-
sions were undertaken to each country by a joint assessment
team comprising staff from WHO and the respective ministry

of health (and in Thailand the United States Centers for Disease
Control and Prevention as invited partners). Information was
collected through guided discussions (1 or 2 days) with key
ministry of health technical leaders (i.e. those responsible for
ministry departments or divisions, and unit, branch or team
leaders). The guided discussion technique® aimed to elicit dia-
logue and exchanges between the assessors and participants,
to review procedures and interdepartmental interactions and
to analyse the functionality of the health emergency systems.
Discussions continued with technical leaders during visits
to specific settings: the country’s major international airport
and its Ebola virus disease reference hospital and reference
laboratory (1 day). We dedicated a half day to train the joint
assessment team members and another half day to present
preliminary findings to the same audience for clarification
and to reach consensus (1 day). The final results and recom-
mendations were summarized in the form of a report and
presented to the health authorities of the country on the last
day of the visit (1 day). WHO committed to monitoring the
implementation of the recommendations.

We designed a checklist to review each country’s pre-
paredness activities and procedures on nine key components:
A. Emergency planning; B. Risk assessment; C. Leadership and
coordination; D. Surveillance and early warning; E. Laboratory
diagnosis; F. Rapid investigation and containment; G. Infection
control and clinical management; H. Communication; and I.
Points of entry. Each assessment component comprised several
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tasks or activities (total 41) (Table 1).
Each task addressed one of the three as-
pects of preparedness: what activities are
currently operational for handling the
threat of Ebola virus disease (currently
functional activities); how prepared the
country is for the introduction of an
Ebola virus disease case (operational
readiness); and how prepared the coun-
try is to face a wider outbreak of Ebola
virus (surge capacity; Table 1).

Core questions were prepared to
trigger guided discussion and contex-
tual questions about the tasks (available
from the corresponding author). To
standardize analysis across countries
and facilitate discussion between the
joint assessment team members we
scored the functionality of each task
from 0 to 3: no structure in place or
activities not addressed (score 0); ac-
tivities planned but not implemented
(score 1); activities in place but with
low evidence of functionality (score 2);
or complete response, i.e. evidence of
fully functional activities and readiness
or planning for surge capacity (score
3; Table 1). Readiness of a structure
that was already in place was assessed
on the level of training as follows: low
evidence of functionality, when simple
training such as a lecture or demonstra-
tion was carried out (score 2); or high
evidence of functionality, if simulations
were conducted regularly and reported
to be followed by improvements (score
3). High surge capacity was defined as
evidence of surge planning in terms
of sufficient enrolment of trained staff
and adequate space and supplies.” Our
assessments were based on documented
evidence or participants’ descriptions of
procedures.

The WHO Ethical Research Com-
mittee reviewed the programme meth-
ods and concluded that the activity did
not qualify as research with human
subjects.

Results
Planning

All nine countries had some level of
preparedness for Ebola virus disease
(Fig. 1). However, only seven of the
countries had developed a specific, writ-
ten Ebola virus disease preparedness
plan (task Al), including four that had
detailed a risk-based approach and some
level of linkage with their pandemic

influenza preparedness plans. Only five
of them had costed and budgeted the
plan. Six countries had disseminated the
plan, generally via the ministry of health
website (Bangladesh, Bhutan, Indonesia,
Maldives, Sri Lanka and Thailand).

All countries reported having a
mechanism for releasing funds for a
potential Ebola virus disease importa-
tion or outbreak (task A3), including
eight whose mechanism relied on a
legislative framework that was not nec-
essarily associated with disaster situa-
tions. However, five countries expressed
difficulties in releasing funds dedicated
to preparedness activities, two of which
struggled with major bottlenecks in
funding and had asked WHO for finan-
cial support.

Only Bhutan, Maldives and Thai-
land had introduced a bonus system or
hazard pay for health and non-health
professionals in high-risk assignments,
or compensation in case of infection or
death (task A4). Others countries had
it only for health-care professionals or
had some sort of compensation based on
promotion or choice of transfer. Bangla-
desh and Nepal reported no special plan
for staff motivation or compensation for
high-risk assignments.

Risk assessment

Risk assessment is a core capacity
requirement of the 2005 IHR. It pro-
vides objective information needed
for decision-making and adequate
risk-based preparedness and response.
Our review showed that risk assessment
(i.e. evaluating the likelihood of Ebola
virus disease being imported or intro-
duced into a non-affected country) had
been formally or informally conducted
in six countries (Bhutan, Indonesia,
Maldives, Sri Lanka, Thailand and
Timor-Leste). Of these, most had con-
ducted a risk assessment only once at
the early phase of preparedness, rather
than as a continuous evaluation, and
most relied on the results of the regular
WHO global risk assessments in which
country-specific recommendations are
limited. Only Sri Lanka and Thailand
used risk assessment for preparedness
by identifying several scenarios of
Ebola virus disease to be addressed in
the preparedness process. At the time
of our review, no reports of such risk
assessment were documented and none
of the countries had developed formal
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risk assessment procedures or a manual
(task B1).

Coordination

High level authorities of all countries
were committed to Ebola virus disease
preparedness planning. Coordination
mechanisms and systems relied on ex-
isting structures (a committee or task
force) that had been developed during
the avian influenza pandemic threats
(e.g. A/H5N1, A/H7N9) or the 2009
A/HINTI influenza pandemic. All of
these committees were multisectoral
and multilevel and led by high-level
health authorities (task C1). Usually a
technical subcommittee had been set
up to develop and implement the Ebola
virus disease plan, backed by a multidis-
ciplinary expert committee (task C2).
The incident management structure,
with roles and responsibilities defined,
were detailed in the Ebola virus disease
preparedness plans (task C3). Indonesia,
Myanmar and Sri Lanka had encouraged
committees at the subnational level to
develop preparedness plans.
Countries had different under-
standings of the functions of an emer-
gency operating centre, such as where
a centre should be located and whether
they needed several centres or one com-
prehensive emergency operating centre
encompassing all types of response.
Also, the potential to use such a centre
as a centre for data management and
analysis was often overlooked. While
many epidemiology and surveillance
departments did not have a functional
emergency operating centre or a definite
location for it at the time of the review,
all ministries of health had such a centre
handled by the ministry’s disaster man-
agement department (task C4).

Surveillance

Among the reviewed countries, Sri
Lanka and Thailand fully satisfied the
effectiveness criteria of an early warn-
ing system (task D1) and capacity to
identify potential incubating travellers
(i.e. travellers who had visited Ebola-
affected countries) for medical follow-
up (task I16).

Most countries use an Internet-
based system to report diseases. Bangla-
desh, Myanmar, Nepal and Timor-Leste
had no national system of immediate
reporting (e.g. legally binding system of
notifiable diseases). Others relied solely
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on sentinel public hospitals and tally
sheets to report cases in an aggregated
manner. Indonesia and Nepal reported
insufficient focus on raising awareness
about Ebola virus disease among clini-
cians from the private and public sectors
(task D2).

In general, a country’s surveillance/
epidemiology unit should coordinate
the 21-day follow-up of at-risk travel-
lers returning from affected countries
from the list provided by airport health
offices. The system was in place in all
countries and appeared functional in
most. Event-based surveillance was
acknowledged by all countries to be effi-
cient for detecting clusters of unknown
events in the community or hospitals
(task D4 and D5).

Laboratory

With respect to laboratory preparedness,
all countries had at least one national
reference laboratory. Bangladesh, In-
donesia, Nepal and Thailand possessed
a biosafety level 3 facility; however, only
two of these (in Indonesia and Thailand)
were actually functional at the time of
our visit. Nevertheless, all these labora-
tories had, or could upgrade rapidly to,
biosafety level 2+ capacity if necessary
(i.e. a minimum capacity that could per-
mit inactivation of specimens and where
laboratory technicians are well trained
in use of personal protective equipment;
task E1). While the smaller countries
(Bhutan, Maldives and Timor-Leste) did
not have virologists with higher degree
qualifications, all countries had labora-
tory technicians skilled in polymerase
chain reaction (PCR) testing methods,
who could process samples in biosafety
level 2+ conditions; this was a direct
result of the development of national
influenza surveillance centres (task E3).

Only Bangladesh, Indonesia and
Thailand had developed a molecular
technique for Ebola virus disease diag-
nosis; all three had identified suspected
Ebola virus disease cases in the past year.
Others had stand-by arrangements with
a courier company to transport speci-
mens, and expected to rely on the WHO
Regional Office for South-East Asia to
assist in directing the specimens to a
suitable reference laboratory (task E2).

Investigation

All countries had integrated the concept
of rapid response teams into their re-
sponse to a public health event. All had
such teams at the central and subnation-

al level and were using a multisectoral
and multidisciplinary approach (task
F1). Some countries conducted exten-
sive training or simulations regarding
an Ebola virus disease outbreak, fol-
lowed by refresher courses; the primary
trainings were on personal protective
equipment and information about Ebola
virus disease. Some countries (Bhutan,
Sri Lanka and Thailand) had developed
a more cost-effective approach, which
involved extensive training and simula-
tions at the central level and only pro-
viding instructions to the subnational
level. Training would be rolled out to
the subnational rapid response teams
should the risk of introduction or spread
of Ebola virus increase (tasks F2-5).

Smaller countries (Bhutan, Mal-
dives and Timor-Leste) reported issues
related to insufficient skills among rapid
response team staff, and a high turnover
of staff, which meant that refresher
courses needed to be conducted more
frequently.

Infection control

All countries had designated at least one
national reference hospital for manage-
ment of patients with Ebola virus dis-
ease; all but one had evidence that Ebola
disease information was disseminated
as part of educational activities among
health and non-health hospital staff.
Indonesia, Sri Lanka and Thailand con-
ducted training extensively within the
hospital or in many designated hospitals
using a cascade training approach or
mobile training teams (task G1).

Our review found that only Indo-
nesia, Maldives, Sri Lanka and Thailand
showed evidence of operational readi-
ness to isolate and manage a suspected
or confirmed Ebola virus disease case
(i.e. had suitable isolation rooms ready
to accommodate and treat patients; staff
trained in Ebola virus disease response;
appropriate supplies; and systems for
management of clinical and human
waste). Of these, one country recognized
that it would face difficulties if several
cases were to be isolated or if contacts
needed to be quarantined (task G2).

Many of the visited hospitals had
primarily developed a system for sepa-
rating referred suspected Ebola virus
disease patients from other patients.
Triage procedures for use by health-care
personnel for suspected walk-in patients
at an emergency department were
poorly planned or adopted. Compre-
hensive exercises had been conducted

Bull World Health Organ 2016,94:91 3—924' doi: http://dx.doi.org/10.2471/BLT.16.174441

Research
Ebola virus disease preparedness

in the visited hospitals in five countries
(Bhutan, Indonesia, Maldives, Sri Lanka
and Thailand; task G3).

All but two countries acknowl-
edged having limited clinical expertise
for managing an Ebola virus disease
case; participants reported that most
infectious disease physicians had self-
trained using WHO and other interna-
tional institutions’ clinical management
guidelines, and few of them had been to
the regional training on Ebola clinical
management held in Bangkok, Thailand
in March 2015. All but one country had
prepared a telephone hotline support
system connecting health-care provid-
ers with a team of clinicians with expert
knowledge (task G4).

Communication

Capacity for raising public awareness
and social mobilization about Ebola
virus disease was high across the coun-
tries. Thanks to high Internet coverage,
countries could easily disseminate in-
formation and WHO guidelines about
Ebola virus disease to the subnational
level. Most countries acknowledged gaps
in risk communication and requested
support for further strengthening of
this. All countries reported having func-
tioning communication coordination
mechanisms involving all government
sectors and other stakeholders and
these had been strengthened and tested
during the avian influenza threats and
the recent pandemic influenza periods.

Points of entry

Our visits to international airports
in each country found a high level of
awareness about the threat posed by the
possible arrival of Ebola-infected pa-
tients. WHO has recommended that air-
port staft should identify international
travellers exhibiting signs and symptoms
of Ebola virus disease, or with a history
of exposure to Ebola virus, and provide a
coordinated response on arrival.® While
some airports were not up to standard or
poorly equipped (e.g. without an isola-
tion or holding-area facility), there was
close collaboration between the airport
authorities and the health authorities
in all countries. Mechanisms for shar-
ing information about at-risk travellers
between the surveillance department
and the health offices at airports were
in place and appeared to be functional
(task I5). Specific emergency plans
for importation of Ebola virus disease
or Middle East respiratory syndrome
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(MERS) coronavirus were tested by
undertaking drills that encompassed
detection of a suspected Ebola virus dis-
ease case and transfer from the airport
to the reference hospital (with whom
stand-by arrangements had been made
beforehand) (task I1).
Communication to travellers is
paramount so that any at-risk travellers
can report to the health authorities for
medical screening and a 21-day follow-
up. Nevertheless, we felt that in some
airports in Bhutan, Indonesia, Maldives
and Nepal, the authorities had recently
lowered their guard on communication
and advice to travellers, probably due to
Ebola preparedness fatigue. This situa-
tion may increase the risk of a traveller
with incubating Ebola virus entering the
country and not reporting voluntarily
(particularly those travelling from a
non-affected third country; task 16).

Discussion

All of the countries that we reviewed
have committed to Ebola virus disease
preparedness and response planning.
Preparedness was most advanced on the
following key components: multilevel and
multisectoral collaboration and coordi-
nation structures; multidisciplinary rapid
response teams at the central level; capac-
ity for public communication and social
mobilization; some level of prepared-
ness in international airports; training
on personal protective equipment; and
laboratories with molecular diagnostic
capacity. Planning was triggered in all
countries after WHO declared Ebola vi-
rus disease as a public health emergency
of international concern in 2014. The Eb-
ola preparedness plans tended to rely on
generic structures previously established
for influenza pandemics in the countries.”
Effectiveness in implementing Ebola
virus disease preparedness can therefore
be interpreted as a return on investment
in IHR capacities.® This underscores the
fundamental importance of the IHR
mechanism for global health security.
Our study provides not only an in-
dication of Ebola disease preparedness
but also a measure of countries’ progress
towards meeting IHR core capacity
requirements. By the end of 2015 only
Thailand and Indonesia have reported to
WHO that they have met IHR require-
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ments in 2014. Several improvements
are needed if all countries in the WHO
South-East Asia Region are to comply
with the IHR.

First, efforts are needed to strength-
en risk assessment capacity across the re-
gion. Risk assessment, when conducted,
was limited in scope in most countries,
because processes, risk questions and
recommendations were unclear or not
made available. There was a limited use
of risk assessment, with its potential
to evaluate system vulnerabilities in a
transparent way and to identify process
and knowledge gaps.”"’

Second, the risk communication
capacity of countries was also weak: un-
surprisingly, as this is closely linked with
risk assessment.''""* Most countries had
deficiencies in this area, and recognized
difficulties in developing their risk com-
munication strategic and action plan.

Third, preparedness efforts to en-
sure continuity of care for potential
Ebola cases, which include danger pay
for staff, were not optimal in many of
the countries. Most participants in the
discussions felt that keeping health-care
staff on the job if an Ebola case were
suspected would be a challenge. Only
Indonesia and Thailand had experience
in handling a highly contagious disease
(e.g. H5NI influenza virus infection
since 2004).

Fourth, while all the countries pos-
sessed indicator-based and event-based
surveillance, as required by the IHR,***
most acknowledged that a timely and
sensitive early warning system was dif-
ficult to achieve. This was due to several
factors: slow collection of data from a
limited number of sites; no case-based,
immediate reporting mechanism; and
limited capacity to process and analyse
data. Further investments in automated
surveillance that rapidly collects and
analyses large amounts of data may be
needed.'®

Fifth, most countries had not at-
tempted to introduce molecular tech-
niques for Ebola virus disease diagnosis,
even though they had PCR testing
capacity for other viruses (e.g. MERS-
coronavirus or influenza viruses) and
had laboratory capacity at the mini-
mum biosecurity level for Ebola virus
inactivation (biosafety level 2+ or 3)."”
In some of these countries, experience

Sirenda Vong et al.

with a handful of suspected patients
(later found to be negative) showed that
patients’ PCR results took 5-7 days to be
returned from reference laboratories in
other countries. This delay highlights a
need for in-country capacity for Ebola
virus disease diagnosis, supported by
stand-by arrangements with global
WHO collaborating centres."”

Other challenges that needed im-
provement in the countries included
several elements that were prominent in
the 2013-2016 West African Ebola virus
disease epidemic:’ advice to inbound
travellers; adequate isolation rooms;
appropriate infection control practices;
emergency department triage systems in
general hospitals; contact tracing; and
danger pay to health-care workers to en-
sure continuity of care. Staff fears about
Ebola virus contagion are important to
address, as even the best plans can fail if
there is absenteeism and disruptions in
supporting services and supplies.

Finally, in some countries, par-
ticularly the smaller ones, substantial
shortfalls in preparedness were revealed
concerning: accommodating a surge of
cases in health-care facilities; testing
for multiple cases and contacts; and
mobilizing staff for contact tracing.
Countries need to be prepared for a
scenario that rapidly overwhelms the
capacity of health authorities. They
should therefore consider detailed surge
capacity planning that includes stand-by
arrangements with other ministries (e.g.
defence or interior) and civil society or
international partners.

Our findings have some limitations.
First, the results are just a snapshot of
each country’s situation: a status that is
dynamic and can improve or deteriorate.
Second, findings were based on a broad
review of procedures rather than a qual-
ity analysis of the documents or direct
observations of performance. An overall
high level of readiness should be inter-
preted as indicating that the country is
taking steps to ensure that its plan is
truly operational and that the planned
activities are actionable. Third, our as-
sessment indicators were adapted from
the WHO Ebola preparedness checklist,’
but, due to time constraints, have not
been formally piloted. The choice of
indicators and the scoring system can
be debated. For example, due to time
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constraints we chose not to study pre-
paredness on specific logistics of Ebola
virus disease from the WHO checklist.’
Instead we focused on the main pillars
of the THR. Rather than evaluating and
comparing countries, our joint WHO
and health ministry approach aimed to
help countries to prioritize and formally
document their most urgent needs to
enhance preparedness and response
within their health security system. We
appreciate that Sri Lanka has made the
report publicly available,'® which is one
of the goals of the review. We hope that
other countries are encouraged to use
a similar transparent and constructive
process whereby WHO and national
participants work together in interac-
tive sessions to reach a consensus with
clear justifications. Transparency and
consensus were adopted by WHO’s joint
external evaluation in 2016 to moni-
tor IHR compliance and help attract
and direct resources to where they are
needed most."”

This study has provided a general
picture of comparative strengths and
weaknesses across various aspects of

Ebola disease preparedness that are also
key components of the IHR core capac-
ity requirements. Further strengthening
of THR capacities must involve testing
the functionality of preparedness and
response systems. An IHR monitoring
and evaluation mechanism is needed
that incorporates joint assessment pro-
cesses, repeated simulation exercises and
risk assessment processes that look into
system vulnerabilities. Many countries
have a limited ability to address every
type of hazard or large-scale event.
IHR-related planning should therefore
include detailed stand-by arrangements
between countries and with WHO on
areas of vulnerability. l
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Résumé

Evaluation de la préparation au virus Ebola dans la région OMS de I'Asie du Sud-Est

Objectif Réaliser des évaluations de la préparation au virus Ebola dans
des pays de la région Asie du Sud-Est de I'Organisation mondiale de la
Santé (OMS).

Méthodes Surles 11 pays delarégion, neuf ont accepté d'étre évalués.
De février a novembre 2015, une équipe composée de membres
de I'OMS et des ministéres de la Santé ont effectué des missions de
4 a 5jours au Bangladesh, au Bhoutan, en Indonésie, aux Maldives,
au Myanmar, au Népal, au Sri Lanka, en Thailande et au Timor-Leste.
Nous avons recueilli des informations lors de discussions guidées
avec des directeurs techniques et lors de visites dans des hopitaux,
des laboratoires et des aéroports. Nous avons évalué la préparation
de chaque pays au virus Ebola d'apres 41 taches relevant de neuf
composantes clés, inspirées de la liste de controle de 'OMS pour faire
face au virus Ebola de janvier 2015.

Résultats 'engagement politique en matiere de préparation au
virus Ebola était élevé dans tous les pays. La planification était plus
avancée vis-a-vis des composantes qui avaient déja été planifiées ou
testées pour les pandémies de grippe: coordination multisectorielle
et multi-niveauy, équipes d'intervention rapide multidisciplinaires,

communication publique et mobilisation sociale, exercices dans les
aéroports internationaux et formation au port déquipements de
protection individuelle. Les principales vulnérabilités étaient une
mauvaise évaluation et communication des risques, des failles dans
la gestion et I'analyse des données en vue de la surveillance, et des
capacités limitées au niveau des techniques de diagnostic moléculaire.
Dans de nombreux pays, la planification était limitée en cas de flambée
du virus Ebola. D'autres taches nécessitaient des améliorations, par
exemple: les conseils aux voyageurs entrant dans le pays, la mise a
disposition de chambres d'isolement adéquates, I'adoption de pratiques
correctes de lutte contre la maladie, des systemes de triage dans les
hopitaux, des capacités de diagnostic dans les laboratoires, la recherche
des contacts et le paiement d’une prime de risque au personnel afin
dassurer la continuité des soins.

Conclusion [‘évaluation conjointe et la communication au sujet de la
fonctionnalité des systemes de préparation au virus Ebola permettent
aux pays de renforcer leurs capacités afin de respecter le Reglement
sanitaire international.

Pesiome

OueHKa roToBHOCTU K 60pbbe ¢ BupycHoli nuxopagkoi J6ona B ctpaHax BO3, pacnonoxeHHbix B H0ro-

BoctouHoi Asun

Llenb MpoBecTn oLeHKy roTOBHOCTU K bopbbe C BMPYCHOMN
NMXOPaaKoM 260Ma B CTPaHax-y4yacTH1Lax BcemmpHo opranm3aLmm
3apaBooxpaHenms (BO3), pacnonoxeHHbix B KOro-Boctouroi Asun.
MeTtoabl Cornacve Ha NPOBEAEHVE OLIEHKIN Bblpas3nnmn AeBATb 13
11 cTpaH pervoHa. C despansa no Hoaobpb 2015 rofa obbeanHeHHas
roynna cneunanuctos BO3 v npeacTaButeneit MUHUCTEPCTB
30PaBOOXPaHEHNA oCyllecTBNANa 4—5-AHEBHbIE MOE3AKM B
baHrnageL, bytan, ViHooHeswio, Ha Manbamsckme oCTpoBa, B MbAHMY,
Henan, Tannang, Tumop-TlewTn n Wpwn-Naxky. MHdopmauma Obina
Hamu NoJyYeHa B XOAe YNpaBaAembX AUCKYCCUI C NPEeACTaBUTENAMM
BbICLIENO TEXHNYECKOTO PYKOBOACTBA 3TUX CTPaH M MK NoceLleHnm
nabopaTopuii, a3pONoPTOB U 6OMbHNLL [OTOBHOCTb KaXk/a0W 13 CTpaH
K bopbbe ¢ BMPYCHON N1xopaakon D6ona oleHrBanach Mcxoan
13 41 33aun B paMKax 9 OCHOBHbBIX KOMMOHEHTOB, KOTOPbIE Bbln

MOsyYeHbl 13 CMMCKa KOHTPOJIbHbBIX BOMPOCOB MO FOTOBHOCTU K
nuxopafike 260na, paspaboTtaHHbix BO3 B AHBape 2015 roaa.

Pe3ynbratbl Vfeonornueckas ycTaHOBKa U NMofAroToBka K 6opbbe
C NYXOpafKoi J60Ma OKa3anacb BbICOKOW BO BCEX CTpaHax. YTo
KacaeTca MnaHupOBaHWA, OHO ObINO Hanbonee Pa3BUTO B TeX
HanpaBneHUAX, KOTOPbIE YXKe paHee Oblv CraHUPOBaHbI KK
MCMbITaHbI AN CITy4Yaes SNMAeMnA rprnna: KOOPAUHALUWA PasnnyHbIX
CEeKTOPOB 1 YPOBHEN, Mpynbl ObICTPOro pearnpoBaHyis, MetoLLve
MHOTOMIaHOBBbIV XapaKTep, CBA3b C 0OLIECTBEHHOCTbIO 1 COLManbHas
MOOMAM3aLMSA, YUEHNA B MEXIYHAPOAHbBIX a3poropTax 1 obyyeHve
MCNONb30BaHWIO CPEACTB MHAMBUAYaNbHOW 3aWnThl. Hanbonee
YA3BMMBIMY MOMEHTaMM OKa3anncb HeAOCTAaTOYHaA OLieHKa prcKa
1N HeaoCTaTouyHaa MHPOPMMUPOBAHHOCTb O pUCKe, ObiNn Takxe
BbIABMEHbl HEOCTATKM B YNPAaBEHMN AaHHBIMU 1 aHan13e npw
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OCYLLIECTBNEHMM KOHTPONA Hafl COBbITUEM, @ Takxe ObiNo BbIABEHO,
UTO NMPUMEHEHME MONEKYIAPHBIX TEXHONOTMI UArHOCTUKM
HEeOCTaTOUHO Pa3BMTO. BO MHOMMX CTPaHax niaHpoBaHe AeNCTBIIA
B C/lyyae BCMbIWKN NMXOPaKM D60Ma ObiNo OrpaHuyeHHbIM.
K uncny gpyrux 3afad, Tpebyowmx ynyyweHmns, oTHOCATCA
cnenytoume: pekoMeHaauuy ana anL, nepemeLlalolxca BHyTpu
CTpaHbl, JOCTATOYHO OCHaLLEHHbIE U30IATOPbI, COOTBETCTBYIOLME
NPAKTUKLA OrPaHNUYEHNs PacrpOCTPaHEHMS UHEKLMM, CUCTEMDI
COPTUPOBKYM NALMEHTOB B 6O/bHMLAX, HAaPaLLMBAHVIE BO3MOXHOCTEN
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nabopaTopHON AMATHOCTMKN, OTCNEXMUBAHME KOHTAKTOB U
[OMONHWTeNbHaA onnaTta pPaboTHMKaM 3a PUCK AnA obecnedyeHus
HEeMNpepbIBHOO YXOAa 3a 6ONbHbBIMY.

BoiBog CoBMECTHad OlUeHKa M OT3blBbl OTHOCWUTENbHO
GYHKUMOHMPOBAHNA CUCTEM TOTOBHOCTU K BUPYCHOW
nmxopaake J60na NOMOraloT CTpaHaMm YKpenuTb Kitoyesble
BO3MOXXHOCTY, HEOOXOAVMbBIE [N COOMOAEHNS MEXAYHAPOOHBIX
MEAVKO-CaHWTaPHBIX MPaBWSI.

Resumen

Evaluacion de la preparacion ante el virus del Ebola en la region del sudeste asiatico de la OMS

Objetivo Llevar a cabo evaluaciones de la preparacion ante el virus
del Ebola en paises de la regién del sudeste asiatico de la Organizacion
Mundial de la Salud (OMS).

Métodos Nueve de once paises de la region aceptaron ser evaluados.
De febrero a noviembre de 2015, un equipo conjunto de la OMS y
los ministerios de sanidad llevaron a cabo misiones de entre 4y 5
dfas en Bangladesh, Butan, Indonesia, Maldivas, Myanmar, Nepal,
Sri Lanka, Tailandia y Timor-Leste. Se recopilé informacion a través
de conversaciones dirigidas con jefes técnicos y visitas a hospitales,
laboratorios y aeropuertos. Se evalué la preparacién ante el virus del
Ebola de cada pais en 41 tareas con 9 componentes clave adaptados
de la lista de preparacion ante el ébola de la OMS de enero de 2015.
Resultados EI compromiso politico para la preparacion ante el ébola
era elevado en todos los paises. La planificacion era mds avanzada
para los componentes que habian sido previamente planificados o
probados para pandemias de gripe: coordinacion de varios niveles y
sectores, equipos de respuesta rapida multidisciplinares, comunicacién

publicay movilizacion social, simulacros en aeropuertos internacionales
y formacién sobre equipos de proteccion individual. Entre las
principales vulnerabilidades se encontraba una evaluacion de riesgos
y comunicacion de riesgos poco adecuadas, lagunas en la gestion v el
analisis de datos para el control de acontecimientos y una capacidad
limitada en técnicas de diagndstico molecular. Muchos paises tenfan
una planificacion limitada en caso de que resurgieran casos de ébola.
Entre otras tareas que necesitaban mejorar se encontraban: asesorfa a
viajeros entrantes, salas de aislamiento adecuadas, practicas de control
de infecciones adecuadas, sistemas de clasificacion en hospitales,
capacidad de diagndstico en laboratorios, localizacion de contactos y
prima de peligrosidad para el personal para garantizar la continuidad
de la atencion.

Conclusién La evaluacion conjunta y los comentarios sobre la
funcionalidad de los sistemas de preparacion ante el virus del Ebola
ayudan alos paises a fortalecer sus capacidades principales para cumplir
el Reglamento Sanitario Internacional.
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