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IHR in Context  
          International Health Regulations (IHR) 

  What? – formal code of conduct for  
  public health emergencies of  
  international concern 

 Why? – a matter of responsible   
  citizenship and collective protection 

 How? – the U.S. national, tribal, territorial, 
  state, and local roles 

 Who? – all World Health Organization  
  (WHO) Member Countries 

 When?  – July 18, 2007 

Presenter
Presentation Notes
This slide provides an overview of the revised IHRs in terms of “what” they are, “why” we need them, “how” they should be implemented, “who” they apply to , and “when” they take effect. 
On the slides that follow, additional information will be provided about each of these categories.
What – An international agreement about procedures to protect public health
WHY - health threats in one part of the world can influence U.S. public health security
HOW – the “YOUR” role will need to be customized to the audience stakeholders (e.g., other federal agencies, private physicians, private companies)
WHO -- The World Health Organization (WHO) is NOT pronounced “who” but “W” “H” “O”.  
WHO -- The United States is one of 193 WHO member countries



 International agreement giving rise to 
international obligations 

 Focuses on serious public health threats 
with potential to spread beyond a country’s 
borders, to other parts of the world 
 Such events are defined as a Public 

Health Emergency of International 
Concern (PHEIC) 

 Outlines assessment, management, and 
information sharing for PHEICs  

Revised IHR  
What  

Presenter
Presentation Notes
The IHRs and the international cooperation they require are intended to facilitate a more robust, rapid, and effective international response to health emergencies that do not respect jurisdictional borders.
Comprehensive and effective implementation of the IHRs are expected to make the world safer from the international spread of disease.
PHEICs include disease events and other public health risks, such as contamination (presence of an infectious or toxic agent or matter on a human or animal surface) in or on a product for consumption or on other inanimate objects including conveyances (aircraft, ship, train, road vehicle, or other means of transport on an international voyage).




IHR Serves a Common Interest   

 Serious and unusual disease events are 
inevitable. 

 A health threat in one part of the world can 
threaten health anywhere or everywhere. 

 A formal code of conduct: 
 helps contain or prevent serious risks to public health 
 discourages unnecessary or excessive traffic or trade 

restrictions, for “public health purposes” 

why  



 
key changes from old (1969) IHR 

Member Countries must: 
 
 Notify WHO of events meeting 

defined criteria – beyond prescribed list 
 Enhance their events management – 

especially alert and response actions 
 Meet minimum core capacities – 
 notably in surveillance, response, and at 

points of entry 

Revised IHR  

Presenter
Presentation Notes
The “old” IHR requirements mandated notifying WHO of cholera, yellow fever, and plague (and smallpox at one time, until its elimination)
The “new” IHRs have a decision algorithm to assess if a PHEIC exists, so it involves a new paradigm for reporting and (potentially) might include chemical spills or radiological events.
Enhanced events management  –  Following a notification, the WHO Member Country is expected to continue to communicate detailed public health information about the event.  At the request of the WHO Member Country, WHO will collaborate in the public health response by providing technical guidance and assistance in assessing the potential for international disease spread and by assessing the effectiveness of control measures in place. In addition, WHO may offer to mobilize international teams of experts for on-site assistance when necessary.
The minimal core capacities of detection and reporting are described in the new IHR at three health levels – local, intermediate, and national. 
Core capacities – WHO Member Countries must develop, strengthen, and maintain the capacity to detect, report, and respond to health events.  This includes the capacity to report events involving disease or death above expected levels or urgent events that meet defined criteria.  Core capacities also include routine inspection and control activities at international airports, ports, and some ground crossings to prevent international disease transmission.



International Health Regulations 
in brief 

  Are: 
 

 Written in legal language 
 

 Supported by guidelines 
to aid compliance 
 

 Intended to contain public 
health threats and 
minimize economic 
disruption 

  Are not: 
 

 Self-explanatory 
 

 Recommendations for 
safe travel 
 

 A scientific consensus 
on everything possible 
to prevent disease 
spread 

Presenter
Presentation Notes
Examples of guidelines to aid compliance are the “New Certificates”–
A new Vaccination and Prophylaxis Certificate (replaces the Yellow Fever certificate)
Update to the Maritime Declaration of Health
A new Ship Sanitation Control certificate (replacing the old de-ratting certificate)



United States Accepts the IHR   
 The United States accepted the IHR with a 

reservation and three understandings. 
 Entered into force in the United States on 

July 18, 2007 
 United States is encouraging local and state 

governments to aid compliance. 
 Secretary Leavitt’s letter to Governors 
 CSTE position statement in support 

Presenter
Presentation Notes
U.S. reservation and understandings  – The next two slides review the U.S. reservation and understandings.
Some reports of PHEIC will come to the U.S. national authorities through the existing state and local reporting systems, such as the National Notifiable Diseases Surveillance System (NNDSS).  
HHS Secretary Leavitt mailed a letter in June 2007 to inform governors of the IHR and encouraged their participation in implementation
June 2007 CSTE approved a position statement documenting their intent to support implementation of the IHRs.
 



 Reservation  
The U.S. will implement the IHR under the 
principles of federalism. 
 

 Federalism 
 The system of government in which power is 

divided between a central authority (U.S. federal 
government) and constituent political units (local 
and state governments). 

United States Accepts IHR   
how  

Presenter
Presentation Notes
This is the Reservation made by the United States when it accepted the IHR.
Under the principles of federalism, the US government is the central authority that shares power with the 50 states.
Conditional approval acknowledges shared governmental powers.
The United States fully anticipates a strong Federal-State public-health partnership in the U.S. implementation of the IHRs.
Disease surveillance
Only U.S. states can require the reporting of certain notifiable conditions of public health importance from local physicians and laboratories. 
U.S. state health authorities, through a collective association called the Council of State and Territorial Epidemiologists (CSTE), have agreed to report to the U.S. national authority (the Centers for Disease Control and Prevention (CDC)) any public health incident involving an infectious disease listed in Annex 2 of the IHRs.  The CSTE represents the collective voice of the U.S. states and territories with regard to the development of surveillance systems for conditions and diseases that have public health importance, the development of surveillance data confidentiality protections, and other important issues.
Beginning in 1991, this national notification has been accomplished through the National Notifiable Diseases Surveillance System (NNDSS).  NNDSS data are collected and reported voluntarily to CDC by U.S. states and territories.
There are data-release agreements in place with each U.S. state and the CDC, under which U.S. states provide the federal government with information on reported notifiable conditions. (http://www.cdc.gov/od/foia/policies/sharing.htm).
These data have been successfully collected for many years through the NNDSS (http://www.cdc.gov/od/foia/policies/drgwg.pdf) and published weekly and annually in the Morbidity and Mortality Weekly Report (MMWR) (http://www.cdc.gov/mmwr//summary.html).
To show the intent of U.S. states to fully implement the IHRs, while certain diseases listed in Annex 2 are currently being reported using U.S. case definitions previously agreed upon, the CSTE has undertaken a comprehensive review of the U.S. national case definitions in order to map to the international (WHO) case definitions for standardization of reporting.  Further, currently a resolution is pending in support to the revised IHRs and will be voted upon at the annual CSTE meeting June 26, 2007.  The CSTE supports the full implementation of the revised IHRs.
 text of the resolution is available on request
Public-health response
It is the exclusive authority of local and state public health authorities to respond to public health emergencies that occur within their states or localities.
However, often when local public health emergencies reach a proportion or require more in-depth investigation, the national health agencies (CDC) are invited to participate and lend expertise.  However, federal public health authorities must be invited. 
Designation of local competent public-health authorities  
Local Medical Boards license physicians, pharmacists, veterinarians, and nurses.



Understandings 
 
 Under the IHR, incidents that involve the natural, 

accidental or deliberate release of chemical, 
biological, or radiological materials must be 
reported. 

 Countries that accept the IHR are obligated to 
report, to the extent possible, potential public 
health emergencies that occur outside their 
borders. 

 The IHR do not create any separate private right to 
legal action against the Federal government. 

United States Accepts IHR   
how  

Presenter
Presentation Notes
The United States declared these three understandings when it accepted the IHR. 



 HHS Secretary’s Operations Center is the U.S. 
National Focal Point to the WHO. 
 WHO access to IHR information will be “24 / 7”. 
 CDC assumes a lead role in IHR implementation as it 

relates to human disease. 
 Detection, prevention, and control 

 One major role for CDC is to support existing health 
monitoring systems that identify and report. 
 Local, state, and federal public health authorities need to 

collaborate to improve the ability of national health 
monitoring systems to report possible PHEICs under IHR 
provisions. 

 

United States Accepts IHR   
how  

Presenter
Presentation Notes
As the focal point, the HHS SOC coordinates the United State Government communications process for reporting the PHEIC to WHO.
The HHS SOC is also responsible for (1) communicating verification requests from WHO, (2) communicating to WHO reports of evidence for events taking place elsewhere in the world, and (3) dissemination of information from WHO including any temporary and standing recommendations.
The United States fully anticipates a strong Federal-State public-health partnership in the U.S. implementation of the IHRs.




IHR:  Practically Correct 

 

 As we have seen recently with SARS 
and H5N1 avian influenza, diseases respect 
no boundaries.  In today’s world, a threat 
anywhere means danger everywhere. 

 
December 13, 2006 
HHS Secretary Michael O. Leavitt 
on occasion of official United States 
acceptance of revised IHR  

why  

SARS Hong Kong 2003 

Presenter
Presentation Notes
Using SARS as an example of how an emerging disease can spread:   
On Nov. 16, 2002, the first case of an atypical pneumonia (later identified as SARS) is reported in the Guangdong province in southern China. 
On March 12, 2003, WHO issued a global alert for SARS. 
By July 2003 when SARS transmission ended, greater than 8,000 cases and 780 deaths were reported to WHO, involving 31 countries.
What these numbers do not reflect is the loss and suffering of families that occurred during the SARS outbreak.
We need to take the lessons learned from SARS and other outbreaks to better prepare ourselves to detect and control diseases more effectively.



When the world is collectively at risk, 
defense becomes a shared 
responsibility of all nations. 

Dr. Margaret Chan, Director-General, World Health 
Organization, World Health Day 2007  
 
(Rodier G, et al. Global Public Health Security, EID, Vol 13,  October 
2007, http://www.cdc.gov/eid/content/13/10/1447.htm   

IHR:  Practically Correct 

why  

Presenter
Presentation Notes
The IHRs stress the need for global preparedness and response to public health emergencies. 

http://www.cdc.gov/eid/content/13/10/1447.htm


2007 CSTE Position Statement 07-ID-06 

 Title:  Events that May Constitute a Public Health 
Emergency of International Concern 

 Supports implementation of IHR (2005)  
 CDC will work with all stakeholders (e.g., CSTE) to 

develop criteria and processes for contacting CDC 
about potential PHEICs. 

 CDC will evaluate reported events using the decision 
instrument in Annex 2. 

 Invites reporting of events as soon as feasible using 
formal (e.g., NEDSS and NNDSS) and informal 
processes, including the CDC Emergency Operations 
Center at 770-488-7100 or eocreport@cdc.gov 

Presenter
Presentation Notes
Emphasize the increased need for timeliness of reporting of even suspect events or if not reporting (maybe disease isn’t yet diagnosed) then of consulting with the respective CDC SME, etc.

Our current surveillance systems are not as timely as we need, thus there is a need to pick up the phone for rapid notification.  

mailto:eocreport@cdc.gov


Homeland Security Presidential Directive  
HSPD-21 

Calls on HHS to "establish an operational 
national epidemiologic surveillance 

system for human health, with 
international connectivity where 

appropriate, that is predicated on State, 
regional, and community-level capabilities 
and creates a networked system to allow 
for two-way information flow between and 

among Federal, State, and local 
government public health authorities and 

clinical health care providers."  
 

Presenter
Presentation Notes
The notion of needing real-time information flow between all levels of pubic health is really embodied by HSPD-21.    This directive represents the Executive Level sponsorship for building more real-time surveillance systems with improved timeliness and completeness of reporting.  This directive is very consistent with and supports IHR implementation.



Establish a Work Group with  
CSTE Representation    

 Perform WHO and national U.S. case definition 
comparisons 

 Develop guidance for interpretation of Annex 2 for 
use at the local, county, state level of public health 

 Develop a CDC Surveillance Program Registry  
 Identify gaps in surveillance for IHR 

implementation 
 Identify changes to surveillance systems in to 

support implementation of the IHR (2005) 
 Develop case studies 
 To pilot test the federal PHEIC report form 

Presenter
Presentation Notes
DISSS has applied to be designated a WHO Collaborating Center in Integrated Surveillance and Public Health Informatics.  And, some of these activities can take place as a function of the WHO CC.   WHO CC can take any lessons learned and translate them as knowledge for the international community.



IHR in a Small World 
why  

Presenter
Presentation Notes
The next two slides are going to review the reasons for the IHR revision.
In response to outbreaks of cholera in Peru, plague in India, and Ebola hemorrhagic fever is Zaire, the 1995 World Health Assembly resolved to revise the IHR.   



Assessing the Threat under IHR  
 

PHEIC   Always Notifiable  
 Smallpox 
 Poliomyelitis, wild-type 
 Human influenza, new sub-type 
 SARS 

  Other Events Potentially Notifiable 
 Examples: cholera, pneumonic plague, yellow fever, 

viral hemorrhagic fevers, and West Nile fever 
 Other biological, radiological, or chemical events 

may fit the decision algorithm and be reportable 

Presenter
Presentation Notes
An appropriate handout to give to the audience would be Annex 2 of the IHR.
Always Notifiable – These conditions do not require the use of the decision instrument in Annex 2 to determine if they are notifiable.  WHO wants to be notified about every instance of these conditions. 
Other Events Potentially Notifiable – Require the use of the decision algorithm in Annex 2 of the IHR to determine if they are notifiable to WHO. 
Because PHEICs are not limited by a list of diseases or even by the existence of human disease, this means that links must be made at some level between disease reporting systems and systems that pick up other types of risk, such as veterinary, food safety, and environmental.
The next three slides will highlight the decision algorithm in Annex 2 of the IHR.



PHEIC Decision Instrument 
                                          annex 2*   

* Baker MG, Fidler DP. Global public 
health surveillance under the new 
International Health Regulations. 
EID; July 2006, Vol. 12. 
http://www.cdc.gov/ncidod/eid/vol12
no07/05-1497.htm  

Presenter
Presentation Notes
This diagram is a description from the July 2006 Emerging Infectious Disease Article by Michael G. Baker and David P. Fidler titled “Global Public Health Surveillance Under New International Health Regulations.”  This diagram is in an easier to read format than the diagram in Annex 2 of the IHR (2005).
This diagram represents an overview of the risk assessment algorithm for determining if an event is notifiable to WHO.
It includes the list of conditions that are always notifiable to WHO – smallpox, polio, SARS, human influenza caused by a new subtype.
It includes a list of conditions that are notifiable if the decision criteria are met, such as such as cholera, pneumonic plague, yellow fever, West Nile fever, and meningococcal disease.
It includes the provision for any other event of potential international concern, including those of unknown causes or sources, to be notifiable, if the decision criteria are met.
The criteria for assessment include the 4 major questions  mentioned previously.  If any 2 criteria are met, the condition is notifiable.
Assessment using this instrument is intended to take place at the national level.  

http://www.cdc.gov/ncidod/eid/vol12no07/05-1497.htm
http://www.cdc.gov/ncidod/eid/vol12no07/05-1497.htm


Making the Determination 
                                    PHEIC  

Criteria for Notification from Annex 2 
 Is the public health impact of the event 

serious? 
 Is the event unusual or unexpected? 
 Is there a significant risk of international 

spread? 
 Is there a significant risk of international travel 

or trade restrictions? 
WHO makes the final determination that a PHEIC exists 

Presenter
Presentation Notes
The IHR defines a PHEIC as an extraordinary event which is determined to: (1) constitute a public health risk to other countries through international spread of disease and (2) to potentially need a coordinated international response.
This slide lists the criteria in Annex 2 of the IHR. If any two of these four questions are “YES” then a determination should be made that a potential PHEIC exists. 
The potential PHEIC must be reported to WHO, but then WHO officially declare that a PHEIC exists.
Annex 2 also provides guidance to help discern and interpret these four questions.



Serious Impact on Public Health? 
 There is potentially high morbidity and/or mortality 
 The geographic scope is large or spreading over a 

large area (e.g. multi-state or regional); is in area 
of high population density 

 The agent is highly transmissible/pathogenic 
 The event has compromised containment or 

control efforts 
 Therapeutic/prophylactic agents are unavailable, 

absent, or ineffective  
 Cases occurring among health care staff 
      ---------------------------------------------------------------- 
 Event requires assistance from WHO or other 

countries for investigation & response 



Unusual or Unexpected? 
 The disease-causing agent is yet unknown or a 

new (emergent) pathogen 
 The population affected is highly susceptible 
 The event is unusual for the season, locality or 

host 
 There is a suspicion that this may have been an 

intentional act 
 Agent had been eliminated or never reported  

in U.S. 



Significant Risk for 
International Spread? 

 Epidemiologic link to a similar event outside the 
United States 
  International travel or gathering 
  Contact with traveler or mobile population 

 Potential cross-border movement of 
pathogen/agent/host    

 Conducive transmission vehicles: air, water, food 
or environmental  

SARS – Aircraft 
Transmission on 

Hong Kong to 
Beijing flight 



Risk for Trade or  
Travel Restrictions? 

  There is a history of similar events in the 
past that have resulted in restrictions 

 The event is associated with an 
international gathering or a tourist area 

 The event is or has gained significant 
government or media attention 

 There is a zoonotic disease or the 
potential for an epizootic event, or 
exported/imported food/water-related 



Making the Determination 
                                    PHEIC  

 
 In summary … 
 Local situational assessment required 
 Decision instrument available 

 WHO will also assess before any 
publication or formal response 
                                            Criteria from Annex 2  

Presenter
Presentation Notes
Local situational assessment required –  Refers to the need to perform a risk assessment to determine whether an event is notifiable to WHO.  Annex 2 contains the decision instrument to use in this determination.  The decision instrument includes the criteria (the four major questions to answer) as well as a listing of issues to consider to guide a country’s determination about whether the criteria are met and the event is notifiable to WHO.   
WHO assessment – WHO officially classifies an event as a PHEIC after consultation with the Member Country and other technical specialists, such as the WHO Emergency Committee.




   Shared responsibility – to establish 
core capacities:  
 
 Surveillance and response 
 Points of entry 
 Country-specific procedures—key 

element of WHO’s strategy for global 
health security 

 Global Health and IHR   
IHR mandate 

Presenter
Presentation Notes
The IHR sets out the basic public health capacities WHO Member Countries must develop and maintain in order to detect and report a PHEIC.
Under the IHR, the WHO Secretariat is required to collaborate with Member Countries in order to evaluate, assess, and strengthen their core capacities.
The assistance includes supporting Member Countries in identifying resources to develop and maintain these capacities.
The WHO Secretariat will provide technical and logistical assistance to Member Countries in order to facilitate effective compliance with the IHR.  



 Robust National Response Effort is Expected 
 Context-specific 
 Flexible 
 Interventional health measures permitted 
Entrance Screening Permissible 
 Medical exams and interviews 
 Vaccination and other measures by consent 
 Quarantine/isolation – respect for human 

rights 

 Global Health and IHR   
IHR mandate 

Presenter
Presentation Notes
Interventional health measures include vaccination, prophylaxis, quarantine, isolation, or placing a traveler under public health observation.
The IHR indicates medical exams should be the least invasive and intrusive to achieve the public health objective.
Respect for human rights for quarantine/isolation includes treating travelers with (1) courtesy and respect, (2) taking into consideration gender, sociocultural, ethnic, or religious concerns of travelers, and (3) providing or arranging for adequate food and water, appropriate accommodation and clothing, protection for baggage and other possessions, and appropriate medical treatment.



Who Makes the Decision at CDC to Report a 
Potential PHEIC? 

 
 
 

 

CDC Preliminary Assessment:  
ADS (or CIO designee) 

 
CDC Final Assessment:  

CDC PHEIC Analysis Team (CDC PAT) 



IHR-Related 
 
 WHO RFI 
 USG non-HHS (via HHS-SOC) 

Formal 
 
 Structured national surveillance systems (e.g., 
NEDSS, FoodNet, VAERS, GeoSentinel, BioSense)  
 Event-based domestic and international 
surveillance systems (e.g., Epi-X and GDD) 

Informal  
(Domestic & International) 

 Public health professionals (e.g., 
 U.S. States and Territories) 
 Private providers 
 Public  
 Partners 

1. CDC Program(s) 

2. CDC CIO ADS 

3. CDC PHEIC Analysis Team (CDC PAT) 

4. DEOC  

5. HHS-SOC 

6. Interagency Action 
Group/ASPR 

8. WHO 

 

ADS notifies 
appropriate 

CIO 
Leadership 

1. Potential PHEIC 

2. Preliminary assessment potential PHEIC 

4. No Assessment 

5. No Assessment 

3. CDC final assessment 
    potential PHEIC 

7. HHS-SOC 7. No Assessment 

8. Final assessment definite PHEIC 

6. USG final assessment potential 
PHEIC 

PHEIC Assessment and Reporting Protocol 

EVENT 
Acronyms 

 
ADS –  Associate 
Director for Science 
ASPR - Office of the 
Assistant Secretary for 
Preparedness and Response 
CIO –  Center, Institute, 
Office 
DEOC – Director’s 
Emergency Operations 
Center 
GDD – Global Disease 
Detection 
HHS-SOC – HHS 
Secretary’s Operations 
Center 
NEDSS –  National 
Electronic Disease 
Surveillance System 
PHEIC –  Public Health 
Emergency of International 
Concern 
RFI – Request for 
Information 
USG – United States 
Government 
VAERS –  Vaccine 
Adverse Event Reporting 
System 
WHO – World Health 
Organization 



IHR in Practice 
       reporting timeline 

48-hour Time Requirement 
 After a U.S. Governmental Agency (USGA) 

learns of a potential PHEIC in a U.S. state 
or territory, it must assess the event 
within 48 hours. 

24-hour Time Requirement 
 The USGA has 24 hours to notify WHO 

after it believes that a potential PHEIC may 
exist. 

Presenter
Presentation Notes
This slide highlights two critical time requirements listed in the IHR.  




ADS (or designee) 
• Educates the programs about the IHR (2005), analysis and 

notification requirements 
• Makes preliminary assessment of potential PHEIC 
• Participates in CDC PAT quorum  
• Submits final USG IHR Report Form after CDC PAT 

determination  
• Notifies CDC Leadership about the event 

 
CDC PAT 

• Makes the CDC final assessment of a potential PHEIC 
• Is a resource for programs reporting events to CDC 

 
Global Disease Detection Operations Center (GDDOC) 

• Oversight and advisory role for CDC PAT 
• Recipient of copies of the USG IHR Report Form 

Who is Responsible at CDC? 



USG IHR Report Form 



 
The IHR Timeline 

  
 May 2005: World Health Assembly approved revised IHR 
 December 2006: United States accepted the revised IHR (with 

reservation and understandings) 
 June 15, 2007: Initial start-date for revised IHR 
 July 18, 2007:  United States starts adherence to revised IHR 
 June 2009: Within 2 years after IHR enters into force, Member 

Countries complete assessment of the ability of their national 
structures and resources to meet minimum core capacities*  

 2012: Within 5 years after IHR enters into force, Member 
Countries achieve the required minimum level of core capacities, 
unless WHO grants an extension 

 2014: End of 2-year extensions on achieving core capacity, 
unless an exceptional circumstance exists and a further  
extension is granted by WHO  

 2016: End of final 2-year extensions (for exceptional 
circumstances) on achieving core capacities 

when  

*Core capacities as listed in Annex 1 of the IHR 

Presenter
Presentation Notes
The U.S. has already begun implementation of the IHR, even though the IRH doesn’t enter into force until July 17, 2007 for U.S.
*Core capacity activities as listed in Annex 1 of the IHR, include:
surveillance, reporting, notification, verification, response, collaboration activities, 
 and
(b) activities at designated airports, ports, and ground crossings




  IHR References   
 WHO IHR website: http://www.who.int/csr/ihr/en/ 
 HHS Global Health website: http://www.globalhealth.gov/ihr/  
 HHS Announcement the U.S. accepted the IHR (2005): 

http://www.hhs.gov/news/press/2006pres/20061213.html 
 CDC IHR website: http://www.cdc.gov/cogh/ihregulations.htm  
 Baker MG, Fidler DP. Global public health surveillance under the 

new International Health Regulations. EID; July 2006, Vol. 12. 
http://www.cdc.gov/ncidod/eid/vol12no07/05-1497.htm 

 CSTE Position statement: 
http://www.cste.org/ps/2007ps/2007psfinal/id/07-id-06.pdf 

 The NNDSS notifiable diseases website: 
http://www.cdc.gov/epo/dphsi/nndsshis.htm 

Presenter
Presentation Notes
This is a resource listing for additional information about the IHRs. 
The first URL is the official WHO web site for IHR information
The second URL is the HHS global health website, which will be updated with additional IHR materials as they are prepared.
The third URL of the U.S. announcement the U.S. accepted the IHR along with the reservation and understandings.
The fourth URL is an article about the IHR in the Emerging Infectious Disease journal 

http://www.who.int/csr/ihr/en/
http://www.globalhealth.gov/ihr/
http://www.hhs.gov/news/press/2006pres/20061213.html
http://www.cdc.gov/cogh/ihregulations.htm
http://www.cdc.gov/ncidod/eid/vol12no07/05-1497.htm
http://www.cste.org/ps/2007ps/2007psfinal/id/07-id-06.pdf
http://www.cdc.gov/epo/dphsi/nndsshis.htm


 International Health Regulations 
Revised for Today’s World 

Scott J.N. McNabb, PhD, MS 
Director, Division of Integrated Surveillance 
Systems and Services 
National Center for Public Health Informatics 
  
Katrin S. Kohl, MD, PhD, MPH 
Deputy Director, Division of Global Migration 
and Quarantine 
National Center for Preparedness, Detection, 
and Control of Infectious Diseases 
 
IHR e-mail: IHRQuestions@cdc.gov 

Thank you 

Presenter
Presentation Notes
We live in a highly mobile society, in which a person on one side of the world can be on the other side of the world in a matter of hours or days.  This mobility has the potential to accelerate disease transmission throughout the world as well. Thus, we need to work together through partnerships to both recognize and respond to disease threats in our very small world.  This is what the IHRs are trying to promote.

This concludes the presentation. I would be happy to answer any questions you may have now.  If I cannot answer your question today, I will refer your question to someone else who will be able to respond.
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