
1.  Before 

 Outbreak containment is a mandate for Ministry of Public Health since more 

than one hundred outbreaks happen each year in Thailand. In the past, only one or 

two epidemiological staff were assigned to do both surveillance and investigation 

of the outbreak and propose recommendation for containment which was always 

a bit late for control of outbreaks. When a big epidemic such as cholera outbreak 

did occur, a war room with ad hoc operation team would then be urgently set 

up to control the incident. This special response team had to rush out to the 

scenes immediately.  They must be capable to identify the source of infection 

and factors that may cause the epidemic. Once the mission had been accomplished, 

the team would then be dissolved. Although there was a strong need to have 

a permanent rapid response team, the sustainability and capacity building of the 

team was limited somehow.   

2.  Initiation

 When the SARS outbreak occurred in Thailand, the Ministry of Public Health 

(MoPH) issued an order that at least two special operational teams consisting of 

physician, epidemiologist, lab technician and disease control officer must be all 

time available to respond.  The team was headed by the deputy provincial chief 

medical officer, tasked with identifying SARS suspect cases and follow-up of 

households or close contacts for 10 consecutive days. The teams were on 

duty 24 hours and seven days a week to investigate the suspect cases in the 

hospitals and rush for field investigation immediately. Update information of the 

situation was reported from all provinces to the central unit on a daily basis.
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2. The Good Practice 

 2.1 Step 1: A Proposal (An Initiative)

 China, Japan and Korea signed a Memorandum of Cooperation (MOC) 

on a Joint Response against pandemic influenza during the first Tripartite Health 

Ministers Meeting in Seoul, Korea in April 2007. All activities conducted under 

this MOC were entitled for personnel, resources, and appropriate funds. 

 One month later, during the 7th Senior Offers Meeting (SOM) among 

the three countries held at Beijing in China, Korea suggested organizing a joint 

table-top exercise, and the other two countries agreed on it enthusiastically.

Well begun is half done. Thus, one country took initiatives and made a start 

on collecting the ideas, identifying the needs and reaching agreements with 

other countries to cope with pandemic influenza jointly, and to identify plans 

for better cooperation system.

 2.2 Step 2: Designing and Planning

 The essence of a joint table-top exercise is having an interactive exercise  

with discussion topics guided by simulated outbreaks of pandemic influenza.

 A working group to design virtual scenarios and questions for discussion 

and to plan for the exercise was set up in order to facilitate the progress of 

the exercise and to acquire specified outcomes.

 Since communication via email or telephone has some limitations, 

working members should gather at least one time before the exercise as a 

workshop, seminar or conference to understand the exercise procedures and 

contents, and to work on the potential problems that might happen during the 

exercise. 

 Each country nominated five to seven experts as working group 

members who were responsible for development and revision of the guidelines 

for the joint table-top exercise. To deliver the message effectively, liaisons 

were designated by each country during May 2008.

 Draft scenarios, related questions and guidelines were developed by 

Korea and sent to China and Japan for further revisions during May to  

August 2008.

Figure 3: The first Tripartite Health 

 Ministers Meeting in Seoul, 

 Korea. April, 2007.

Figure 4: A Joint Workshop in Seoul, 

 Korea, September, 2008.
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 When the SARS outbreak was over, the concept of public health 

emergency response team was adopted and a functional team had been set up 

at all levels.  During the avian influenza outbreak in 2004, the MoPH renamed 

this special operation team as Surveillance and Rapid Response Team (SRRT), 

and every district had established one team for SRRT.  

 

 SRRT is a team of approximately five persons which composed of  

field epidemiologist and public health staff who were trained for the primary 

responsibilities to:

 (1) Perform surveillance on outbreak or unusual event that might put 

  public health at risk.  

 (2) Conduct preliminary field investigation to verify the fact, and determine  

  the cause and magnitude of the event in a rapid manner.

 (3) Implement necessary containment response in an immediate fashion.

3. Vision

 The Thai MoPH had officially enacted the policy of establishing and 

supporting SRRT into the first National Strategic Plan on avian influenza prevention 

and control (2005-2007). When the International Health Regulation (IHR) master 

plan was endorsed by the Thai Cabinet in 2008, SRRT was one of the four 

major strategies in this master plan.

 At each level there will be one team, although in fact there might compose 

of several small teams.  At present, there are 1030 SRRTs overall the country, 

941 at district level (D-SRRT), 76 at provincial level (P-SRRT), 12 at regional 

level (R-SRRT) and one central level (C-SRRT).  The teams at higher level are 

more capable and support the operation of the lower levels respectively (Picture 1).  

The road map can be briefed as followings: 

 2004-2005: One district - one team (Organizing and training of one 

    SRRT for each district and province)

 2006-2007: One team - one operation (At least one outbreak investigation  

    and containment operation per team every year )

 2008-2009: One province - one success (At least one success outbreak 

    containment can be demonstrated in each province) 

 2010-2012: One team - one success (At least one success outbreak 

    containment  for every team)  

Picture 1:

Surveillance and Rapid Response Team 

(SRRT) distribution in Thailand.
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1. Introduction

 The CJK Flufighter United is the title for a joint exercise conducted among 

the People's Republic of China, Japan and the Republic of Korea during 2008. 

The theme of CJK Flufighter United aimed to minimize the potential public health 

and socio-economic impact of a pandemic influenza by enhancing international 

cooperation and common efforts among three countries.

 Since the CJK Flufighter United 2008 was the first joint activity among 

China, Japan and Korea for pandemic influenza preparedness and response, 

a table-top exercise was adopted as a method to understand differences, share 

information, discuss the best solutions, and build up systemic cooperation in the 

near future. The coordinating units were Ministry for Health, Welfare and Family 

Affairs (MHWAF), Korea Centers for Disease Control and Prevention (Korea CDC), 

Korea Society for Preventive Medicine, etc.

 The objectives of the CJK Flufighter United 2008 were to compare and 

learn the current and future strategies of the three countries; to identify the main 

areas and strategies for a common response; to predict possible problems or 

conflicts during pre-pandemic/pandemic situations and produce solutions; and 

to draw an agreement on a common response, shared strategies, and joint 

action planning among the three countries.

Figure 2: Steps of Table-top Exercise 

CJK Flufighter United 2008 - the Joint Table-top Exercise
among China, Japan and Korea for Pandemic 

 Influenza Preparedness and Response

Figure 1:  A Joint Table-top Exercise  

 among China, Japan, and  

 Korea in Seoul, Korea, 

 16-17 October, 2008.
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4. Insights and Lessons

 Strategy for polio eradication initiative was derived from the virological 

and epidemiological characteristics of the poliomyelitis. The intervention technology, 

logistic requirement and the resource needed were available. 

 While the routine disease control measures usually depend on routine 

health care delivery system being maintained in a long term perspective, polio 

eradication activities are characterized as intensive, time limited, labor intensive, 

involving many partners, targeted and well organized program with mass campaign 

elements as prominent activity. The success of the polio eradication campaign 

is derived, in part, from the lessons learned and success of the small polio 

eradication program, and from the preceding failure of the disease eradication 

campaign such as malaria eradication program. 

 Since the beginning of the polio eradication program, AFP surveillance 

was a basic strategy of the campaign program. Effective mass campaign that 

required the development of a solid management structure extending from 

Jakarta, the capital city, to the most remote villages has been developed. 

Mechanism has been established to assure that fully potent OPV and other 

supplies distributed throughout the country reach most of the target population 

within the existing health care delivery system structure. 

 Problems and constraints faced during polio eradication campaign are 

limited time for preparation, insufficient funding and geographically unreached 

target population. 

 In turn, polio eradication campaign provided important lessons learned 

with respect to other prospective disease eradication in the future. 

5. Recommendation for Adaptation

 Polio eradication program offered both opportunities and challenges 

to the health system. Implementing on vertical operations sometimes led to 

division of resources. This framework may be adapted to other targeted vertical 

health programs in order to strengthen the coordination of health system 

development and disease control efforts for mutual benefit. Much more studies 

and evaluation are needed to articulate the comprehensive analysis of polio 

eradication campaign. 

Hospital

SRRT

4. Progress

 A simply way to measure the accomplishment of the SRRT is to observe  

the activeness and the performance on outbreak detection, investigation and 

implementation of appropriate containment action.  If more number of outbreaks  

are detected, more investigation will be performed and more number of outbreak  

containment should be monitored for success. The number of outbreak detected  

and investigated by SRRTs was increasing from 450 reports in 2006 to 750 reports 

in 2008, which included outbreaks on food poisonings (160+), vaccine preventable 

diseases (60+), dengue and chikungunya (40+), zoonosis (50+), respiratory  

syndrome (15+), etc. However, the actual number of event investigated by SRRTs  

would be higher than the number of outbreaks reported to Bureau of Epidemiology (BoE.)

 Some successful operations as a result of synergistic work of the SRRTs
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cases of avian influenza and 17 deaths. SRRT played an active role in investigating, 

reporting and working closely with animal health sector to implement the outbreak 

control measures. With the surveillance and investigation, major weaknesses in 

outbreak control were identified and fixed (Picture 2).

 In 2004, there were 2,920 notifications of avian influenza infection, 

which after investigation, identified 17 confirmed cases and 12 deaths. During 2005, 

3,244 outbreaks were notified with 5 confirmed cases and 2 deaths while there 

were 5,614 notifications with 3 confirmed deaths in 2006. The last human avian  

influenza case was detected in July 2006 and there has been no new case  

reported since then. However, daily surveillance was still ongoing during 2007  

and 2008, with more than 2,000 notifications and investigations.
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Picture 2:  Network of SRRT for control  

 of H5N1 in Thailand.
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• Screening of history of exposure
• Confirm clinical finding
• Testing of respiratory specimens
• Survey of village and identify exposure
• Active case finding and surveillance of  
 all household member for 10 days
• Antiviral prophylaxis for family member  
 of confirm H5 cases
• Culling of affected poultry
• Educated villagers to avoid risk
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Figure 4: Map of 4th NID Coverage 2006, Indonesia

Figure 5: Map of 5th NID Coverage 2006, Indonesia.

   Figures 1 to 4 show the area maps of coverage, only Papua did not  

reach more than 80% coverage.  But in 5th NID, Papua has achieved more than  

80% coverage, while Maluku was left behind. 
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 4.2 Botulism Outbreak 2006 

 On 15 March 2006, there was a merit-making ceremony in a small  

village of a northern province. The villagers used local product of canned bamboo 

shoots to prepare the food for merit-makers. In the afternoon, a few villagers 

visited the local hospital for medical treatment followed by dozen of villagers 

seeking treatment in the evening.  All patients manifested the symptoms of 

stomach upset and difficulty in speaking or breathing.  A few severe cases 

required respiratory support machines which had led the physician to think of 

botulism food poisoning (Picture 3). 

 District SRRT was sent out to the village at that night to conduct investigation. 

The team, via the public radio system, requested all villagers who had eaten 

canned bamboo shoots to see the doctor. And they also confiscated all remaining 

canned bamboo shoots from the affected and neighboring villages.   In this 

operation, 209 cases of botulism were detected and treated, of who 134 were 

hospitalized, including 43 with respiratory failure in need of intensive care and 

respirator. Meanwhile, as botulism antitoxin was not available in Thailand, 

antitoxins were requested from the US Centers for Disease Prevention and 

Control (50 doses), the United Kingdom (20 doses) and Japan (23 doses). 

As a result of these efforts, no death occurred. The success was the result of 

rapid detection of the outbreak and the identification of source of the outbreak 

by the joint effort of the district, provincial and central SRRTs in addition to the  

capability of the medical team in case management.                  

 4.3 Cholera Outbreak in Multiple Provinces of Thailand 2007

  The year 2007 experienced a large increase in the number of cholera 

cases, almost 1,000, in Thailand.   The first wave of the outbreak was related to 

cross-border movement of labor in the northern part of the country along the 

border between Thailand and Myanmar.  However, the second wave of the 

epidemic started in mid September (Picture 4). Outbreaks of Vibrio cholerae 

El Tor Ogawa were simultaneously reported from more than ten provinces 

mainly in the northeastern region of the country. Initial investigations by local 

SRRTs revealed that most cases had common history of consuming  

undercooked blood cockles (Picture 5).  

Picture 3:

Massive Botulism food poisoning from

consumption of domestic bamboo shoot,

2006, Thailand.

2006 Massive outbreak of Botulism from 
home canned bamboo shoot.

• 209 cases
• 134 hospitalized
• 43 on ventilator
• doses of antitoxin were
 mobilized from US, UK, Japan
 through WHO and US CDC
• No death
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Figure 2: Map of 2nd NID Coverage 2005, Indonesia.

Figure 3: Map of 3rd NID Coverage 2005, Indonesia.

 The central SRRT and the Field Epidemiology Training Program in 

collaboration with SRRTs of 8 affected provinces initiated an epidemiological study 

to identify source of infection, food chain and risk factors for the outbreaks.  

The team conducted a basic case-control study and advanced case-case 

comparison. A total of 235 cases and 235 controls were face-to-face interviewed.  

The study revealed that consumption of inadequately cooked blood cockles 

was statistically associated with developing cholera cases.  Those cockles 

were imported from farms in southern and central provinces.  Same isolate 

of V. cholerae was identified from patients in different provinces. Intensive 

education on eating well-cooked cockles was implemented.  As a result, the 

outbreaks were brought under control within a month period.

5. Lessons
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 5.2 Budget support:  The Ministry had set a high ambition of having 1,030 

professional teams over the country under the International Health Regulation plan, 

and was endorsed by the cabinet. In the Thai budgetary system, those programs 

endorsed by the cabinet are considered to be high priority.  The cabinet also 

requires a progress report every six months. This results to be an active oversight 

by the high authorities, and the SRRT received sufficient budget support for field 

operation and training. Department of Disease Control provides a matching fund 

to the local health authorities.  We also received some support from the US CDC 

Emerging Infectious Disease Program for a 5-year plan.

Chapter 9:  Kingdom of Thailand

Picture 4:

Number of cholera cases by 

Hospital cases  926 cases
Community  433 cases
Mortality    7 cases
Distribution   50 provinces
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Graph 2: An Increasing Trend of NID's Coverage from 1st NID to 5th NID.

Figure 1: Map of 1st NID Coverage 2005, Indonesia
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 5.3 Coordination, networking and moral support: The Bureau of Epidemiology 

and the 12 Regional Disease Prevention and Control offices serve as a coordinating  

body for networking and supporting of all SRRTs over the country.  Every year, 

training courses for SRRT leaders and team members are conducted, and 

a three-day seminar is organized at the regional and national levels to update 

activities and outbreak presentations of SRRTs. Good works of the district and 

provincial SRRTs are selected and awarded.

 5.4 Training and supporting: The Bureau had developed a curriculum 

to strengthen and keep network with the SRRT member and new comers. 

The curriculum was developed according to the situation, trend of disease and 

policy at that time. Sometimes, we adopted the curriculum and adapted some  

to fit with country's norm. We piloted and revised the curriculum to make it more 

practical for the trainers and trainees which can be completed in two weeks. 

Not only curriculum development, we also support the equipment and medicine 

for SRRTs. During cholera outbreak, the Bureau supported the antibiotics, 

ORS, transport media, in cooperation with National Institute of Health, Regional 

Medical Science Center and hospital.

6. Conclusion

 Thailand had faced several major public health emergencies such as 

SARS in 2002, avian influenza in 2003, tsunami in 2004, massive botulism food 

poisoning in 2006, etc. The country was able to control of these public health 

emergencies due to well established public health infrastructure, multi-sectoral 

collaboration, participation of people and good public health policy.  The existing 

SRRTs in all districts is a result of an immediate policy formulation as a response 

to avian influenza. It is envisioned that by 2012, the team will be of high 

competency to ensure a vigilance and containment of any public health emergency. 

Thailand's SRRT is on the move and need continuous support.
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3. Benefits and Outcomes

   Disease elimination and eradication have always been the ultimate 

goals of public health. 

   Polio eradication initiative has provided us with an attractive model of 

disease eradication which can be used as a good example of effective public 

health strategy with typical multi-partners' leadership pattern. Outcome and 

impact of polio eradication program in Indonesia is presented below by using 

available data, demonstrating improvement in people's health and well-being 

as well as in the health system. 

Table 1:  National Immunization Days (NID) Conducted in 2005-2006,  

    in Indonesia Following Polio Outbreak in Cidahu.

 No   NID Date Conducted  Target Population

  1  1st  NID  30-8-2005 25 million under five

  2  2nd NID  27-9-2005 25 million under five

  3  3rd NID  30-11-2005 25 million under five

  4  4th NID  27-2-2006 25 million under five

  5  5th NID  12-4-2006 25 million under five

Graph 1: Epidemic Curve of Polio Cases Before and After Polio Outbreak  

    Response 2005-2006.

8. Suggested Readings

 (1) Surveillance system for diseases control and public health  

  emergencies.  Chapter 11 in Thailand Health Profile 2005-2007.  

  Ministry of Public Health, Thailand.

 (2) The need for global planned mobilization of essential medicine:  

  lessons from a massive Thai Botulism outbreak.  Bulletin of the  

  World Health Organization. 2007; 85 (3):238-40.

 (3) Thailand National Core Capacity Development Plan in Compliance 

  with International Health Regulation (2005),  2008-2012.

Chapter 9:  Kingdom of Thailand

92
GOOD PRACTICES in Responding to

A S E A N 
Plus Three Countries

Emerging Infectious Diseases: Experiences from the

85
GOOD PRACTICES in Responding to

A S E A N 
Plus Three Countries

Emerging Infectious Diseases: Experiences from the

GOOD PRACTICES in Responding to

A S E A N 
Plus Three Countries

Emerging Infectious Diseases: Experiences from the

GOOD PRACTICES in Responding to

A S E A N 
Plus Three Countries

Emerging Infectious Diseases: Experiences from the


