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1. Introduction

 Since the declaration of the Global Polio Eradication Initiative in 1988, 

the incidence of polio decreased dramatically and had been cut by 99 % globally. 

Since 1995, Indonesia had been polio free for almost 10 years until the first 

imported polio virus outbreak reported in Cidahu, Sukabumi in April 2005. It had 

been recorded that between 2003 and 2006, polio eradication faced several 

challenges, and four countries (Nigeria, Afghanistan, India, Pakistan) continued 

to have transmission of wild polio virus. 

 Rapid international transportation and population movement facilitates 

international spread of infection from three countries, resulted in re-infection of 

previously polio free countries such as Indonesia. Remergence of polio cases 

in the previously polio free countries generated questions about whether polio 

eradication was feasible. 

 To respond the questions raised, the Global Polio Eradication Initiative 

has initiated the development of new generation approaches as an intensified 

polio eradication effort, targeting type 1 polio virus as the most paralytic one and 

type 3 polio virus consecutively. This new effort launched in 2007 marked 

a turning point of polio eradication initiative. 

 To interrupt polio virus transmission during imported polio virus outbreak 

in Cidahu, Sukabumi, the new generation approaches had been implemented in 

series of containment measures following the outbreak. So far, EPI programme 

is considered as the most cost effective public health intervention since Indonesia 

is part of global community participated in the reduction of vaccine preventable 

diseases and in the Global Polio Eradication initiative as well. In addition to the 

routine polio immunization, series of National Immunization Days had been 

conducted in 1995, 1996, 1997, 2002, 2005, 2006 and as well as other non 

routine immunization activities such as School Children Immunization activities 

in 1998, Mopping Up immunization in Papua in 1998, and series of Sub National 

Immunization Days in various provinces in 2001. 
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2. The Good Practice

 Indonesia had been polio free since 1995 until the first case of positive 

wild polio virus confirmed, a 20-month-old boy reported on 13 March 2005 from 

Girijaya Village, Cidahu Subdistrict, Sukabumi District, West Java. The infection 

was due to importation of wild polio virus of Nigerian origin. 

 In the course of 2005, 9 reinfected provinces which reported polio cases 

following the first polio case were Banten, Jakarta, Lampung, Nangroe Aceh 

Darusalam, North Sumatera, South Sumatera, Riau, Central Java and East Java. 

Until the end of December 2005, the total number of polio cases reported was 

303. In 2006 following intensified control effort conducted since 2005, only two 

polio cases were reported -- one case reported on 26 January 2006 from Bondowoso, 

East Java and one case on 20 February 2006 from South East Aceh. Since then, 

no case had been reported from affected provinces and from the rest of the country (Graph I). 

 The key factor that facilitated the success of the control efforts was the 

collective capacies and collective leaderships of the national and international 

communities to overcome the remaining hurdles in stopping wild polio virus transmission 

in Indonesia as part of world wide effort. Engaging the Head of the State, Ministers, 

Arm Forces, Police Department, local authority leaders, NGO, international institutions 

and other stakeholders was one of the hard works for success of the control efforts. 

 This intensified effort optimized the implementation of key principles, 

concepts and method of polio eradication and using of powerful monovalent 

oral polio vaccines (m-OPV), tailored tactics to ensure that all children under 

five were reached with the vaccines. 

 Questions about whether polio eradication is feasible or general disease 

eradication are potentially effective public health strategy will be answered if we 

could implement the key principles, concepts and method of disease (polio) eradication. 

 The key principles of the disease eradicability are: 

 (1) Effective intervention measures are available to cut the transmission 

  of the disease agent.

 (2) Simple and practical diagnostic tools are available with high sensitivity  

  and specificity to detect levels of infection that could lead to  

  transmission of infection.

 (3) Humans are the only host for the life cycle of the agent, no other animal 

  reservoir, and the agent does not amplify in the surrounding environment. 
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 (4) Strong health system and high level of community participation are  

  needed to ensure high coverage of intervention measures. 

 Polio eradication initiative has met the principal indicators of eradicability 

for both biological and operational dimensions. Since meeting the biological  

and operational considerations is just one aspect of the success of the polio 

eradication initiative, economic as well as social and political criteria should also 

be taken into consideration. 

 Limited resources of cross-sectors has always been a major problem 

in any public health intervention. The costs and benefits of polio eradication 

initiative can be grouped into two categories: direct effects of polio eradication 

initiative are that no more morbidity, mortality or disability due to polio, and collateral 

effects are those affect positively on the existing health care delivery system. 

 This costs and benefits of polio eradication initiative should be advocated 

to the decision makers to set full support since the success of disease eradication, 

like any other public health interventions, is very much depend on the level of 

social, political and international community commitment since from the beginning 

to the end of initiative. Polio eradication initiative is conceptually simple, focusing 

only on one disease. However, its implementation is very difficult due to time-driven 

operational challenges, especially in a large archipelagic country like Indonesia 

with more than 225 million population. 

 Polio eradication initiative can be distinguished from ongoing disease 

control programme by the urgency of the eradication programme and the 

requirements for good quality of targeted surveillance, rapid response capability, 

high standard, performance, and dedicated focal point at all levels. The polio 

eradication program is an example of multi-partner leadership. Rotary international 

is one of the primary partners, but not the only partner. Leadership is also coming 

from many other partners -- WHO, UNICEF, World Bank, CDC Atlanta, USAID, 

AusAID --and from other members of the UN family, government, institutions, and 

NGO. This multi-partner leadership facilitated well since the goal of polio eradication 

initiative is easily understood and progress is easily measurable. In conclusion, 

polio eradication program is a laudable goal as it carries an awesome responsibility, 

and there is no room for mistake and failure. The only question is whether this 

goal could be achieved in the present time or some next generations. 
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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
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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

Chapter 9:  Kingdom of Thailand

 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.

7. Appreciation

     We would like to thank the Thai Ministry of Public Health and the 

Department of Disease Control in putting SRRT as a policy.  Our  thanks to 

US CDC and WHO  for co-hosting the trainings and seminars, and ASEAN+3 EIDs 

program in selecting this topic to share with others.  Last but not least, our 

sincere appreciation of all the good works and good will of all SRRT members 

in Thailand.

84
GOOD PRACTICES in Responding to

A S E A N 
Plus Three Countries

Emerging Infectious Diseases: Experiences from the

93
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



Chapter 10: Republic of Indonesia

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.
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Picture 4:

Number of cholera cases by 

Hospital cases  926 cases
Community  433 cases
Mortality    7 cases
Distribution   50 provinces
Ogawa  1087 cases
Inaba   266 cases
Hikojima     1 cases
O139    5 cases

Cholera notification cases in 2007
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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. 

Chapter 9:  Kingdom of Thailand

 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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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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Pathologists

Veterinarian

Epidemiological Surveillance network

• 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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