SARA E. DAVIES, ADAM KAMRADT-SCOTT,
AND SIMON RUSHTON

SEASE

IPLOMACY

INTERNATIONAL NORMS AND
GLOBAL HEALTH SECURITY




Disease Diplomacy



This page intentionally left blank



Disease Diplomacy

International Norms and Global Health Security

SARA E. DAVIES,
ADAM KAMRADT-SCOTT,
and SIMON RUSHTON

Johns Hopkins University Press
Baltimore



© 2015 Johns Hopkins University Press
All rights reserved. Published 2015
Printed in the United States of America on acid-free paper

2 4 6 8 97 531

Johns Hopkins University Press
2715 North Charles Street
Baltimore, Maryland 21218-4363
www.press.jhu.edu

Library of Congress Cataloging-in-Publication Data

Davies, Sara Ellen, author.
Disease diplomacy : international norms and global health security /
Sara E. Davies, Adam Kamradt-Scott, and Simon Rushton.
p.; cm.
Includes bibliographical references and index.

ISBN 978-1-4214-1648-9 (pbk. : alk. paper)—ISBN 1-4214-1648-4 (pbk. : alk.
paper)—ISBN 978-1-4214-1649-6 (electronic)—ISBN 1-4214-1649-2 (electronic)
I. Kamradt-Scott, Adam, 1974, author. II. Rushton, Simon, 1978—, author.
II1. Title.

[DNLM: 1. World Health Organization. 2. Communicable Disease Control—
legislation & jurisprudence. 3. Disease Outbreaks—prevention & control.
4. Health Policy. 5. Health Services Administration. 6. International
Cooperation. 7. World Health. WA 33.1]

RA441
362.1—dc23 2014026796

A catalog record for this book is available from the British Library.

Special discounts are available for bulk purchases of this book. For more
information, please contact Special Sales at 410-516-6936 or specialsales@
press.jhu.edu.

Johns Hopkins University Press uses environmentally friendly book materials,
including recycled text paper that is composed of at least 30 percent post-
consumer waste, whenever possible.


http://www.press.jhu.edu
http://specialsales@press.jhu.edu
http://specialsales@press.jhu.edu

CONTENTS

List of Abbreviations  vii

Acknowledgments ix

Introduction 1

1 Building Global Health Security:
The Drive for IHR Revision 17

2 From Tipping Point to Cascade:
SARS and the IHR Revision Process 43

3 HsN1in Asia: Tracking Government Behavior
4 Swine Flu: The First Test of the IHR (2005)

5 Post-HiN1u: The IHR Review Process,
State Capacity, and Political Will 11

Conclusion 137

Notes 149
Works Cited 153
Index 171

74
93



This page intentionally left blank



ABBREVIATIONS

APSED
ASEAN
AusAID
CAFELTP

CDC
EAIDSNet
EID

EU

FAO
GISN
GOARN
GPHIN
HPAI
IATA
IGWG
IHR
ISR
MDBS
NEP
OIE
PAHO
PHEIC
PMM
SACIDS
SAGE
SARS

Asia Pacific Strategy for Emerging Diseases

Association of South East Asian Nations

Australian Agency for International Development

Central African Field Epidemiology and Laboratory
Training Program

Centers for Disease Control and Prevention

East African Integrated Disease Surveillance Network

Emerging Infectious Diseases

European Union

Food and Agriculture Organization

Global Influenza Surveillance Network

Global Outbreak Alert and Response Network

Global Public Health Intelligence Network

Highly Pathogenic Avian Influenza

International Air Transport Association

Inter-Governmental Working Group

International Health Regulations

International Sanitary Regulations

Mekong Delta Basin Surveillance network

National Focal Point

World Organization for Animal Health

Pan American Health Organization

Public Health Emergency of International Concern

ProMED-mail

South African Centre for Disease Surveillance

Strategic Advisory Group of Experts

Severe Acute Respiratory Syndrome



Vil Abbreviations

SEARO South East Asia Regional Office

SPS Sanitary and Phytosanitary

UNSIC United Nations System Influenza Coordinator
WHA World Health Assembly

WHO World Health Organization

WPRO Western Pacific Regional Office

WTO World Trade Organization



ACKNOWLEDGMENTS

In preparing this book we have received tremendous institutional support
from a variety of sources that we would like to individually acknowledge. SD
would like to thank the Australian Centre for Health Law Research at the Faculty
of Law, Queensland University of Technology, and the Centre for Governance and
Public Policy and Griffith Asia Institute, Griffith University, for generously pro-
viding time and financial support during this project. SD would also like to
acknowledge that her research on this project was supported under the Austra-
lian Research Council’s Discovery Project funding scheme (Project Number
DPo878792). AKS would like to thank the secretariat and management team of
the Health Diplomacy Monitor based at Carleton University, Canada, and the
Marie Bashir Institute for Infectious Diseases and Biosecurity, University of
Sydney, which funded a number of trips to Geneva to attend World Health As-
semblies. In addition, AKS would like to thank Harley Feldbaum for his support
as well as several members of the WHO Secretariat identified in this book (and
a few who aren’t) for generously giving their time to discuss the IHR. SR would
like to thank Griffith University for funding a visit to Brisbane during which
this book was originally planned, and to acknowledge the support of the Euro-
pean Research Council, who funded much of his work on this project (Ideas
Grant 230489—GHG).

Collectively we owe a particular debt of gratitude to Jeremy Youde for gener-
ously reading large parts of the manuscript in draft form. We greatly appreci-
ated his constructive engagement as well as his scholarship and friendship. In
addition, we have been fortunate to receive helpful comments and advice from a
number of others, including Sara Glasgow, Jason Sharman, and Frank Smith.
We would also like to thank the anonymous reviewers for Johns Hopkins Uni-
versity Press—those who read the book proposal and the manuscript—for their



x  Acknowledgments

extremely insightful comments, which provided us with the impetus to refine
and improve our arguments.

We would like to sincerely thank our editor at JHUP, Suzanne Flinchbaugh,
for her enthusiasm, expert guidance, and above all, her patience.

Finally, our love and deepest gratitude to our respective families for their
support and encouragement through the long gestation period of this book.
Writing a three-authored book across two hemispheres is not an easy process
and they have endured much: Skype calls at antisocial hours, “holidays” spent
writing, and countless hours listening to us moaning about one another. But we
got there in the end.



Introduction

Threats to health have never respected human-imposed borders. Through the
ages, governments and rulers have been forced to consider the best ways of pro-
tecting their populations from disease. The strategies they have employed have
varied and have had varying levels of success, with responses being hampered for
much of human history by a lack of accurate scientific knowledge about the eti-
ology and epidemiology of disease. Scientific advances mean that we now know
more than ever before about infectious diseases, both how to prevent and how to
treat them. Indeed, by the late 19770s, following the successful eradication of small-
pox, it seemed to many that we were winning our “ancient struggle with the mi-
crobes” (Garrett 1996, 66). But the gains that science has brought have been coun-
terbalanced by broader social, political, economic, and technological changes. As
the world has modernized, urbanized, and globalized, the range of threats to
human health has multiplied exponentially. Pathogens that once took months
or even years to spread beyond their regions of origin can now circumnavigate
the globe in a matter of hours. In addition, with the growing menace of antimi-
crobial resistance, it appears that the pathogens are fighting back. This new re-
ality has required diplomats and policymakers to join with health practitioners
and scientists to develop new ways of addressing the threats posed to human
health by infectious disease outbreaks. The result has been health’s emergence
as a key contemporary foreign and security policy concern and a renaissance of
“disease diplomacy” as states have attempted to negotiate ways to collectively
strengthen the global system of disease surveillance and control (Fidler 1997,
59). This book charts the recent remaking of this system, illustrated through the
case of the revised International Health Regulations, through which we examine
the ways that states and other international actors have attempted to rise to the
challenge of delivering “global health security.”
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The 2003 outbreak of Severe Acute Respiratory Syndrome (SARS) was a mile-
stone in the development of this new disease diplomacy. Perhaps more clearly than
ever before, SARS highlighted the extent to which globalization had changed the
landscape of health and the degree to which local disease outbreaks could quickly
become national and international security problems. SARS cemented the bur-
geoning collaboration among health, security, and foreign policy officials, a re-
lationship that has broadened and deepened in subsequent years. Indeed, it no
longer sounded novel, still less radical, when UN Secretary-General Ban Ki-moon

noted in 2009 that

global health touches upon all the core functions of foreign policy: achieving secu-
rity, creating economic wealth, supporting development in low-income countries
and protecting human dignity. Government and non-Government stakeholders
have started to recognize the strategic value of how and why the foreign policy com-
munity’s support for the health sector is vital for advancing both. The need for in-
creased foreign policy and diplomatic activities on global health problems has cre-
ated opportunities and challenges for those who shape the foreign and health
policies of Member States. (UN General Assembly 2009, 2)

As the Secretary General suggested, the shift from “local” health problems to
“global” health problems has been underpinned by a variety of collective values,
including economic progress, human rights, and international development (Mc-
Innes et al 2014). But, as others have rightly suggested (Aldis 2008; Collier and
Lakoff 2008; Koblentz 2011), the seriousness of the perceived security threat posed
by infectious disease outbreaks has led to this particular area of health becom-
ing the most high-profile, and arguably the most successful, example of sustained
political engagement among foreign, security, and health policy communities.
One of the most concrete embodiments of the imperative for a more global-
ized response to disease and security was the growing acceptance through the
1990s of the need to substantively revise the International Health Regulations
(IHR), the international legal framework that has provided the basis for interna-
tional outbreak surveillance and containment efforts since the early 1950s. The
revised IHR were eventually adopted by World Health Organization (WHO) mem-
ber states in May 2005. In this book we trace the lead-up to this development and
the political opportunities and challenges that have followed. The new regulations
embody a number of significant changes in the behavior expected of governments
and other bodies (not least the WHO) in the event of a disease outbreak. In the
first chapters of the book we explore the reasons put forward by states for accep-
tance of these changes at that particular time: a response to the changing envi-
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ronment that facilitated the rapid spread of novel infectious disease outbreaks; an
attempt to iteratively improve the effectiveness and efficiency of the global health
security regime; and changes in understandings about the relationship among
disease, security, and sovereignty. The central argument of this book is that the
IHR revision process and the subsequent discourse highlighting the importance
of state compliance with the instrument have constituted the codification of a new
set of expectations about how a “responsible state” (and a “responsible interna-
tional community”) should behave in the event of a disease outbreak that has the
potential to spread across national borders.

This book examines these changes in expectations, presenting an account of
IHR revision as the emergence of a new package of norms that underpin the con-
temporary global health security regime and examining the extent to which states
have currently internalized those norms. In providing this account, we focus ex-
plicitly on the roles of agency, ideas, and external “material” factors, noting how
various actors have strategically utilized particular milestones or events to push
for ideational change. In particular, we chart the impact that securitization and
the emergence of health as a foreign policy issue has had on persuading states
to adopt a much more demanding IHR framework. We argue that the global health
security narrative has been an important discursive tool that has facilitated po-
litical support for the IHR revision process. Yet, as we go on to argue later in the
book, the acceptance of new behavioral expectations does not automatically re-
sult in those expectations being fulfilled. There are many stumbling blocks
along the way and serious obstacles still to be overcome.

Development of the International Infectious Disease Control Regime

The earliest attempts by governments to protect their populations and territories
against the ingress of disease were the quarantine procedures that began to be
applied in the mid-fourteenth century. In this period, knowledge about the eti-
ology of diseases and the mechanics of transmission was somewhat limited. Con-
siderable confusion existed, for example, over what caused infectious diseases to
appear in new geographical locations. Multiple theories were advanced to explain
outbreaks of diseases such as influenza, cholera, plague, typhoid, and yellow
fever, including meteorological phenomena, telluric conditions, foul-smelling
air, and even spiritual and/or moral depravity (Porter 1999). As time progressed,
however, some began to suspect that these diseases were related to the move-
ment of people and goods. In 1377 the city-state of Venice, which had been severely
affected by the Black Death as it spread across Europe, introduced quarantine
arrangements for the first time. Noting that the disease appeared to have arrived
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on ships carrying goods for trade, Venice implemented a requirement that all
newly arriving ships be prevented from unloading cargo or passengers for a
period of 40 days, this length of time reportedly being chosen because it was
equivalent to the time Christ and Moses spent isolated in the desert (Goodman
1952; Delich and Carter 1994). In addition, captains of vessels were required
to report whether any passengers on board exhibited signs or symptoms of ill-
ness, and this practice gave rise in turn to vessels carrying a Bill of Health that
indicated whether the port of departure was free of disease (Stock 1945). Al-
though the procedure was initially controversial, other city-states—and not only
ports—soon followed Venice’s lead. Milan, Marseilles, Majorca, and Florence all
implemented protocols aimed at protecting their respective populations by pre-
venting the importation of diseases. However, because of the rudimentary level
of knowledge about how diseases spread, the measures implemented were of-
ten haphazard and inconsistently applied, which in turn added to the confu-
sion about the nature of infectious diseases.

Although medical knowledge gradually improved over the next few hundred
years, by the mid-nineteenth century questions still remained about how diseases
were transmitted. In 1851, the first International Sanitary Convention, the earli-
est example of an attempt to formalize international cooperation regarding dis-
ease control, was convened in Paris in response to a series of deadly cholera out-
breaks that were sweeping through Europe. The convention brought together
representatives from 12 European states, each country being represented by a med-
ical doctor and a diplomat, an early example of close cooperation between the
health and foreign-policy communities. The conference did not, however, prove
to be a success. It lasted a full six months and failed to achieve its objective of pro-
ducing an international agreement to halt the spread of the disease, principally
due to ongoing differences in opinion concerning how and by whom cholera was
being transmitted across Europe (Goodman 1952). Between 1851 and 1944, 14 fur-
ther international sanitary conventions or conferences were held, all primarily in-
stigated in response to the impact that disease outbreaks were having on inter-
national trade (Fidler 1999). As Yves Beigbeder (1998, 73) has observed, these
meetings attempted to “ensure the ‘defence of Europe’ against exotic pestilences”
while removing “hindrances to international commerce and transport.” Various
quarantine and outbreak cooperation frameworks were proposed at these meet-
ings in an attempt to achieve these aims, but while agreement was reached in 1907
on the need to establish a new international organization to facilitate data collec-
tion and to alert the international community to disease outbreaks (Howard-Jones
1978), consensus on an international legal framework proved elusive.
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When the WHO was formed in 1948, one of the first tasks it was assigned was
to develop an international legal framework to “ensure maximum security against
the international spread of diseases with a minimum interference with world traf-
fic” (WHO 1983, 5). Given the failure to reach agreement on this over the previ-
ous 100 years, the WHO completed its task surprisingly rapidly. In one of the or-
ganization’s earliest significant successes, the International Sanitary Regulations
(ISR) were adopted in 1951 by the fourth World Health Assembly (WHA)—the su-
preme decision-making body of the organization, composed exclusively of gov-
ernments. The basis of this regulatory framework was a requirement that govern-
ments report to the WHO outbreaks of particular infectious diseases and that
such information could then be disseminated to other states to allow them to put
appropriate measures in place. The 1951 regulations identified six quarantinable
diseases that must be reported to the WHO because they were highly contagious,
caused widespread human suffering, and were disrupting international trade.!
In 1969, when the ISR were revised and renamed the International Health Reg-
ulations, the scope was reduced to four diseases; in 1981, following the success-
ful eradication of smallpox, the list was reduced yet again, to only three: cholera,
plague, and yellow fever.

The obligations of member states under these regulations were relatively
straightforward and were automatically binding on all member states (Katz and
Fischer 2010). Even so, governments—particularly those with high numbers of
quarantinable diseases to report—often failed to comply with the obligation to re-
port outbreaks because they believed they would suffer embargos on their people
and goods if they did (Zacher and Keefe 2011, 41) or because they had concerns
about their reputation and prestige (Delon 19775; Cash and Narasimhan 2000).
Non-reporting of disease outbreaks became common practice, and the WHO’s
hands were tied: it had no means of enforcement, and under the terms of the IHR
it was unable to act on any information unless the outbreak was formally reported
and verified by the government(s) concerned.? The effectiveness of the regulations
as a means of controlling the international spread of disease was therefore clearly
hampered by reliance on governments fulfilling their obligations in the face of
significant disincentives to comply. There were other problems too, not least the
failure of the regulations to keep pace with changing disease threats. Cholera,
yellow fever, and plague, the three diseases to which the IHR applied after 1981,
had been largely eradicated in developed countries (Fidler 2005), but the regula-
tions still did not apply to high-profile new diseases such as HIV/AIDS, Marburg
virus, or monkeypox. By the late 1980s, then, it was becoming increasingly clear
that the existing IHR were no longer fit for purpose.
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As we discuss in more detail in chapter one, several events in the early- to
mid-1990s served to reinforce the message that the IHR required urgent atten-
tion. These included serious outbreaks of cholera in Latin America, plague in
India, and Ebola in Zaire, as well as heightened concern over the potential
cross-border implications of biological and chemical weapon use (Tucker 1999).
As member states assembled in Geneva to discuss these various threats to
human health at the WHA in May 1995, a political consensus emerged on the
need to revise the outdated and ineffective IHR and ensure that the WHO’s
disease-outbreak alert and response capabilities were appropriate to the task
they now faced. The WHA duly passed two resolutions: WHA48.7, “Revision
and Updating of the International Health Regulations,” and WHA48.13, “Com-
municable Disease Prevention and Control: New, Emerging, and Re-Emerging
Infectious Diseases” (WHA 1995a, 1995b), tasking the WHO director-general
with beginning the process of updating the IHR. At this point, the story we fol-
low in this book begins in earnest. Yet it was another decade before the revision
process was completed when, in May 2005, the revised International Health
Regulations were endorsed by the 58th WHA. In doing so, the WHA formal-
ized a new set of understandings about the behavior expected of states and
other international actors in the event of an outbreak (and, indeed, the mea-
sures states would have to put in place in preparation for future outbreaks). The
new regulations entered into force on June 15, 2007, and since then, as we dis-
cuss in chapters four and five, the institutionalization of these new norms—
both in terms of states’ willingness and their capacity to comply—has remained
an ongoing (and highly politicized) process.

For much of this book we focus on the ways in which the new (post-2005)
global health security regime represents a departure from what preceded it. How-
ever, we also follow important continuities. The new regime was not created de
novo and in fact builds in important ways on what went before. From the 1851 In-
ternational Sanitary Convention onward, international cooperative efforts in this
area have always been concerned with striking a balance between disease control
on one hand and the desire to avoid unnecessary interference with international
travel and trade on the other. Clearly, scientific knowledge has advanced im-
mensely since the 1850s, greatly enhancing our ability to detect, identify, treat, and
contain disease outbreaks. There have also been some significant changes in em-
phasis; in the case of the IHR (2005), the change has been away from a focus on
border controls and toward attempts to contain disease outbreaks at their source.
The overall aims of the international infectious disease control regime have, how-

ever, remained stable over a long period of time.
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The WHO is well established as the principal forum for intergovernmental dis-
cussion on international disease control issues. While other institutions, such as
the World Trade Organization (WTO) and the Biological and Toxin Weapons Con-
vention, have roles to play in the global health security regime, the WHO remains
undeniably at its core. Of course, states have not always agreed with the WHO’s
stance and often did not abide by the agreements that they had made at the WHA;
yet the WHO maintained its role (even if during the Cold War states saw its role
as less important), and this familiarity as both technical adviser and political fa-
cilitator would become crucial during the IHR revision years. Furthermore, and
this is perhaps most crucial for explaining the significance that we attach to the
IHR revision process—despite the fact that noncompliance with the IHR had be-
come almost routine by the 1990s—no one was seriously arguing that the ideal
of an effective international disease control regime should be abandoned. Even
though the IHR revision process was long and contested, there was little dispute
over the desirability of having a regime in place; rather, the arguments that did
arise were over the politics and practicalities of making the system both effective
and politically acceptable. There was general consensus on the need for a revised
THR to deliver benefits to both powerful and weaker states; what remained at is-
sue was how to make the IHR stronger while taking into account the varying views
and capacities of all relevant actors. In detailing the chronological progress of the
IHR revision negotiations, we reveal how the desire to create a more effective dis-
ease control regime grew in the late 1990s and early 2000s, ultimately overcom-
ing concerns around both the politics and the practicalities of the proposed new
framework.

To understand the passage of the revised IHR, though, we must see it as
being informed not just by outbreak events but also by discursive processes, in
particular, by “global health security” rhetoric. In chapter one we show how the
IHR revision process was made politically possible through the (re)construction
of an association between international (in)security and infectious disease out-
breaks, a relationship promoted by scientists, politicians, and both health and
security institutions through the 1980s and with increased intensity through
the 1990s, when revising the IHR began to be seriously discussed. Chapter two
reveals how the rapid and deadly international spread of SARS in 2003 played
into the efforts of key public health officials, both within and outside the WHO,
to argue that the existing IHR framework was fundamentally broken. The SARS
event provided the momentum necessary to finalize the stalled revision process,
underscoring the arguments that had already been put forward for the need to
change international expectations of how states ought to behave in the event of an
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outbreak of potential international significance. As David Heymann, the execu-
tive director of the WHO’s Infectious Disease Cluster at the time of SARS, has
argued, one of the disease’s most significant legacies was contributing to a change
in international norms regarding national transparency and information shar-
ing (Heymann 2012). SARS gave a new impetus to the ongoing discussions,
which culminated in an agreement according to which it would no longer be
seen as acceptable or permissible for a government to attempt to cover up an
outbreak. All states would henceforth be expected to engage in an open and trans-
parent way with global disease control efforts, even if they did not see such
openness as being in their immediate interests. As a result, the balance between
sovereignty and health security had shifted, subtly but palpably (Fidler 2003).
Yet, as we examine later in the book, whether the (largely) successful change
in international norms embodied in the revised IHR framework will in fact be
able to deliver the promise of global health security remains to be seen. The evi-
dence we present in chapters four and five suggests—even at this relatively early
stage in the implementation of the new regulations—that most states want to com-
ply with their obligations most of the time but that in some cases material and
infrastructural shortfalls remain a significant obstacle to their ability to do so.
As such, one of the book’s key contributions is highlighting the relationship
between capacity and norm compliance. We show that norm change can be un-
dermined not only by rival discourses or political resistance (the focus of much
of the existing norm change literature) but also by the inability of states to behave
in the ways expected of them. Indeed, in this case we argue that the inability of
some states to comply with some of their obligations under the IHR (as a result,
for example, of limitations in their domestic disease surveillance and containment
systems) may in fact be a far more serious challenge to the effectiveness of the
new global health security regime than political resistance. Too often the “flesh”
may be weak even where the “spirit” is willing. As a result of this, we argue that
persuasion by norm entrepreneurs and other “norm leaders” (again, the focus of
much of the norm emergence literature) may not be a sufficient solution. What
is needed is a greater sense of international solidarity—not least political and fi-
nancial cooperation to support all states in building the required infrastructure.
We suggest, in short, that the successful promotion of the new norms that became
embodied in the revised IHR was a necessary first step in enhancing global health
security but was not, in itself, sufficient: it must also be backed by the necessary
resources to assist states in developing their capacity to comply. Efforts to
strengthen the health systems of developing states have long been part of inter-
national development efforts, and the obvious solution is for wealthier donors to



Introduction 9

assist poorer states in building the infrastructure and systems needed to meet
their international obligations under the IHR, a simple idea which, naturally, is
far from straightforward in practice, especially in a time of financial crisis and
economic austerity. Yet this is also a politically sensitive area, and there is, we
argue, a risk to the revised IHR if there is not continued international engage-
ment and support for local adaption to the new IHR framework. While, as we
argue here, securitizing rhetoric played an important part in generating the politi-
cal will for revision, it also has its downsides, and it has been seen in some quar-
ters as a “Western” self-interested political maneuver. Although we would argue
that this is not entirely fair—and in fact the global “North” and “South” have both
been relatively responsive to the concept of global health security—there is a
danger that continued failure to deliver the necessary financial and political part-
nership around IHR compliance may lead some governments to believe that the
costs and benefits of global health security are not being equitably apportioned.

Norm Change, Compliance, and State Capacity

As we have already made clear, our focus in this book is on how (and how far) the
prevailing norms of global health security—that is to say, the behavior expected
of states and other actors in the event of a disease outbreak of international
significance—have changed as a result of the negotiation, adoption, and imple-
mentation of the IHR (2005). We examine the role of norm entrepreneurs in pro-
moting particular understandings of “appropriate behavior” and ask to what ex-
tent these new behavioral expectations will solve the problems they were designed
to address—the capacity to detect, report, and contain. As such, our project clearly
aligns itself with approaches recognizing the power of ideas and the possibility
of norm change, where material developments can both follow and precipitate ide-
ational shifts. As seen in cases such as the abolition of slavery and the principle
of noncombatant immunity, apparent agreement on acceptable behavior is often
reached long before universal adherence to the norm is achieved (indeed, in both
of those cases universal adherence remains elusive, although we would normally
expect breaches of such well-established norms to be condemned).

As we have just noted, in the case of the IHR the fact that a government ac-
cepts the legitimacy of the behavioral expectations contained in the regulations
is not in itself enough (although it is a good start): states must also build the ma-
terial capacity to carry out the actions required of them, through having the sur-
veillance, detection, and communication structures that are essential to fulfill-
ing their obligations. The positive duties imposed on states by the IHR create extra
(material) challenges to compliance. In this book, we argue that despite the
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“newness” of the revised IHR, and notwithstanding some continuing noncom-
pliance, real progress has been made in diffusing new expectations of state be-
havior. The issues around capacity to comply remain far more problematic.

The framework we use to understand the recent changes in the global health
security regime sees political cooperation and negotiation as a social process that
is informed by both material and ideational factors (Onuf 1989). It is clear, for
example, that pathogens are brute “material facts” that cause disease within the
human body and which (in some cases) have the potential to kill millions of
people. Likewise, some of the capacities that countries need to respond, such
as laboratories to diagnose illnesses and medical facilities to treat them, are also
material. Yet how we respond to disease outbreaks and whether or not we decide
as societies to invest in such items as laboratories and medical facilities, is a
product of ideas about the nature and scale of the threat posed by pathogens,
what we should collectively do to address that threat, and how those measures
should be ranked in relation to other priorities we have as societies. The idea that
pathogens are a global threat requiring international cooperation rests on a
similar set of ideas and beliefs, ideas and beliefs that are socially constructed.

The approach that best allows us to capture this relationship between the ma-
terial and the ideational, and which therefore allows us to understand the devel-
opment of the global health security regime, is social constructivism. Social con-
structivists argue that the behavior of states within international society is
regulated by international norms, whether those norms are “soft” behavioral ex-
pectations or “hard” international law,* and that in practice the degree of compli-
ance with those norms—even on the part of the most powerful states in the in-
ternational system—tends to be far higher than rational choice theorists would
predict. This is because states generally seek to act in line with established social
expectations about how a “good state” ought to act. Of course they will seek to pur-
sue what they see as their interests and may act in deviant ways, but for the most
part states seek to uphold and comply with the rules of good conduct in interna-
tional society. One of the most important reasons for this is that over time states
internalize international norms, and compliance eventually becomes natural, even
automatic. Said another way, it simply becomes part of their understanding of the
way in which a “responsible” state behaves, and if they see themselves as a respon-
sible state (which most states do) then norms affect the way in which they under-
stand their national interests.

In general, constructivists tell us, states are reluctant to undertake actions that
cannot be legitimated by reference to the prevailing law, rules, and norms of in-
ternational society, and they tend to behave in the ways prescribed by international
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norms. That said, even constructivists would caution that it is important not to
overestimate the extent to which state behavior is determined by norms. Just as
individuals do in the case of domestic laws, states sometimes feel able to violate
norms with little or no prospect of any “punishment” being imposed. For con-
structivists, however, such instances of noncompliance do not mean that norms
are unimportant, still less that they do not exist. Kratochwil and Ruggie (1986,
767, italics original) draw a useful comparison with domestic laws on drunk driv-

ing, asking,

Does driving while under the influence of alcohol refute the law (norm) against
drunk driving? Does it when half the population is implicated? To be sure, the law
(norm) is violated thereby. But whether or not violations also invalidate or refute a
law (norm) will depend upon a host of other factors, not the least of which is how

the community assesses the violation and responds to it.

What we find in practice is that where a state is seen to violate the rules of inter-
national society, it will usually feel compelled to provide the other members of
that society with some justification for its actions. Where a justification for non-
compliance with a well-established norm is not offered, or where the one offered
is deemed inadequate, constructivists would expect to see other members of in-
ternational society criticize the behavior of the noncompliant state. The presence
or absence of justification and condemnation in cases of noncompliance, there-
fore, becomes an indication of the existence of a widely shared international
norm—an issue to which we return in our examination of the cases of SARS,
H5N1, and HiNi later in this book.

In some cases, noncompliance may be the result of a disagreement over the
validity of the norm, the degree or level of compliance expected, or a dispute/un-
certainty about its applicability to the circumstances at hand (Percy 2007; Krook
and True 2010). In other cases states may simply choose to break the rules, be-
lieving that doing so is in their best interests regardless of the consequences of
being seen by others as a rule breaker (Betts 2009). As already mentioned, how-
ever, in this book we also highlight an additional important dynamic: norm com-
pliance is not only a question of willingness to comply with international norms,
itis also a question of capacity to comply. Even if states acknowledge that they ought
to behave in particular ways, they may be kept from doing so by an inability to
comply—especially when the norm requires states to undertake positive actions
(rather than merely refrain from doing something, as with so-called prohibition
regimes [Nadelmann 1990]). In the case of the global health security regime,
shortcomings in their technological /infrastructural ability to detect, report, and
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contain outbreaks occurring on their territory can hinder states’ ability to meet
their IHR obligations. This is especially problematic given that the IHR revisions
require governments to proactively invest in infectious disease surveillance and
control infrastructure to an extent that is entirely novel for some states (Katz and
Fischer 2010). And regardless of the lack of sanctions generally imposed on non-
compliant states, in the case of the global health security regime, the consequences
(whether due to lack of willingness or lack of capacity) are potentially extremely
serious. Compliance can literally be a matter of life and death.

We find that significant changes in international norms can take place over a
relatively short period of time, reflecting some of the social constructivist litera-
ture’s focus on the ways in which new norms emerge while existing ones can be-
come obsolete or have their meanings modified. Reconciling norm change with
the fact that international norms fundamentally affect the identities and interests
of states rests on the idea that norms rely on continual reinforcement through
social interaction among states and that they can be challenged—and new
norms promoted—during these interactions. Thus, to use the standard social
constructivist phraseology, agents and structures are “mutually constitutive™ as
Wendt (1992, 411) puts it, “regular practices produce mutually constituting sover-
eign identities (agents) and their associated international norms (structures)”. Of
course, admitting the possibility of norm change does not mean that interna-
tional society is in a state of constant flux. The system itself may indeed be rela-
tively resistant to change, due to the fact that states have a continuing interest in
maintaining order, and also, as Wendt (1992, 413) argues, because once consti-
tuted, international society “confronts each of its members as an objective social
fact that reinforces certain behaviors and discourages others.” The mutually
constitutive relationship between agents and structures does, however, allow for
the possibility of international norms changing over time as ideas and practices
evolve (or are deliberately altered by proponents of new norms).

Material and ideational developments in the international environment can
lead to demand for new norms. The invention of a new kind of weapon, for ex-
ample, might lead to a demand for a new prohibition regime, as emerged in the
case of poison gas. But even where there is a new material stimulus to normative
development, it is how states perceive and respond to that material change that
leads (or does not lead) to opportunities to establish new norms. In terms of our
focus in this book, globalization has increased the rapidity of global disease trans-
mission (a material change). This fact, coupled with changes in the ways in which
states came to view both their vulnerability to and obligations in the face of cross-
border diseases (a security threat, which developed in part because they believed
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there had been a manifest failure of existing arrangements to operate effectively)
opened up the political space for the norm change that was negotiated via—and
ultimately codified within—the revised IHR. As we discuss further in the chap-
ters that follow, the idea of global health security was the crucial discursive tool
used by the WHO and others in the early twenty-first century to successfully pro-
mote the need to revise the IHR and subsequently to promote the need for states
to comply with the new rules.

To structure our analysis of the ways in which the new norms of global health
security have been built and disseminated throughout international society, we
employ the model of the “norm life cycle” first set out by Martha Finnemore and
Kathryn Sikkink in 1998. This model has subsequently been utilized by schol-
ars to examine norm change in a wide range of fields, from Third World debt
cancellation (Yanacopulos 2005) to the evolution of migration law (Gurowitz
2008) and from the prohibition of whaling (Bailey 2008) to conflict resolution
(Mitchell 2002). Finnemore and Sikkink set out the emergence of new norms as
a three-stage process (figure 1). In the first stage, norm entrepreneurs seek to uti-
lize techniques of persuasion to promote an incipient norm. Once a critical mass
of states adopt the new norm it is said to have reached a tipping point, following
which a norm cascade begins (stage 2), during which more and more states come
to adopt the new norm. The third and final stage of the norm life cycle is inter-
nalization, where norms achieve a taken-for-granted quality and compliance be-
comes effectively automatic and often routinized in domestic political arrange-
ments and bureaucratic procedures. At each stage of the norm life cycle, distinct
actors with different motivations utilize various mechanisms in order to promote
the development of the new norm (figure 2).

The Structure of the Book

This book proceeds in three parts, tracing IHR revision against the stages of the
norm life cycle. Yet we do not seek to slavishly apply the norm life cycle model;
instead we critically engage with each stage and the processes “expected.” Never-
theless, Finnemore and Sikkink’s overall framework guides our analysis, and in
keeping with that our initial focus is on the first stage of the norm life cycle:
norm emergence. In chapter one we examine the ways in which norm entrepre-
neurs, particularly officials within the WHO secretariat,* persistently argued that
habitual noncompliance and the limited scope of the IHR had effectively failed
to control cross-border disease threats in a globalized world and that emerging
and re-emerging diseases would pose immense risks in years to come. At first

glance, this rationale for a stronger IHR appears not dissimilar to the ideas that
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Norm “Norm
emergence | cascade” Internalization
Stage 1 Tipping Stage 2 Stage 3
point

Figure 1. The norm life cycle (From Finnemore and Sikkink 1998: 896. © 1998 by the
10 Foundation and the Massachusetts Institute of Technology.)

Stage 1 Stage 2 Stage 3
Norm emergence Norm cascade Internalization
Actors Norm entrepreneurs States, international Law, professions,
with organizational organizations, bureaucracy
platforms networks
Motives Altruism, empathy, Legitimacy, reputation, | Conformity
ideational, esteem

commitment

Dominant | Persuasion Socialization, Habit,
mechanisms institutionalization, institutionalization
demonstration

Figure 2. Stages of norms (From Finnemore and Sikkink 1998: 898. © 1998 by the 10
Foundation and the Massachusetts Institute of Technology.)

guided trading states in the mid-18ocos during the International Sanitary
Conventions—the desire to curtail disease spread while limiting the adverse im-
pacts of any international control measures on travel and trade. But in fact the in-
tentions of the WHO secretariat were radically different. As we reveal, their start-
ing premise was the need to prevent unnecessary harm to individuals, and they
saw infectious disease outbreaks as (for the most part) preventable and predict-
able when science engages politics to deliver collective action to enhance disease
surveillance, response, and treatment. There were only two impediments to this
view. First, states had to be convinced that the norms being promoted by the WHO
secretariat would not exact a disproportionate toll on their trade or other interests
(a clear echo of the 1850s). Second, states had to be convinced that it was their re-
sponsibility (and in their interests) to consistently deliver on effective outbreak re-
sponse regardless of their health system capacity and their other political inter-
ests. The WHO secretariat’s task, then, became one of convincing states of their
responsibility to manage the risk of infectious disease spread, the quid pro quo
for which was a prohibition on the imposition of unnecessarily harsh travel and
trade measures. Reconciling the interests of a state experiencing an outbreak with
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those of the rest of the international community was a novel political maneuver
for the WHO secretariat and relied on persuading states that they constituted a
“community of common fate.”

The book then moves on to examine the norm cascade process, charting how
a package of new norms came to be accepted by states—a process that occurred
gradually over a number of years, but which (as we argue in chapter two) was given
added impetus by the experience of the 2003 SARS outbreak and was formally
concluded through the adoption of the IHR by the WHA in 2005.

We then trace the early stages of the internalization process, in which states
have had to start shifting their approach, away from seeing the IHR as a set of
rules that they may or may not follow, to seeing it as a set of rules that states should
abide by, informed by the beliefs that this is both what states ought to do and also
how their interests are best served. In chapters three and four we focus in detail
on state behavior during two major global outbreaks, one that arrived during the
IHR revision process (H5N1) and one that occurred two years after the revised IHR
had officially entered into force (HiN1). Finally, in chapter five we assess the prog-
ress that has so far been made toward full internalization. Here, we examine tech-
nical capacity across different regions of the world and the discourse around re-
cent international disease outbreaks to reveal the extent to which norm-driven
behavioral justifications and criticisms of both unwillingness and inability to com-
ply have occurred.

Acceptance of the IHR revisions has often been portrayed as a case of states
rationally adopting measures that will protect their self interests (e.g., Price-Smith
2009). According to this view, material changes in the global environment (for
example, increased cross-border travel and trade), coupled with novel outbreak
events such as Ebola and SARS, motivated state commitment to the IHR revisions.
However, in examining the IHR revision process from 1995 onward, it becomes
clear that we can only appreciate why all states agreed to the onerous demands
placed on them (with the IHR requirements being especially demanding for de-
veloping states) if we acknowledge that important ideational changes have taken
place that made the IHR revisions possible. From our analysis, particularly dur-
ing the post-SARS norm cascade process, we are convinced that material-based
calculations alone could not have brought about the 2005 outcome. Many of the
ideas that became central to the 2005 revisions had been in place prior to the out-
break of SARS. The ways in which states interpreted the lessons of SARS—and
the ways in which norm entrepreneurs used SARS to forward their case—Iled to

a process of states gradually redefining their interests, a profoundly ideational
shift.
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The revised IHR includes a number of new (or expanded) normative commit-
ments, including building “core capacity” infrastructure, transparent and timely
reporting of a wider range of diseases, putting in place proportionate responses
to outbreaks, and the right of the WHO to act on reports from non-state sources.
Achieving agreement on these changes was only politically possible in the first
place because there was widespread support for, and interest in, a more effective
global disease control regime. In turn, that was possible because of shared un-
derstandings about disease and security that were becoming more apparent in
the 1990s. As such, the evolution of the global health security regime needs to
be understood in the light of these broader ideational shifts that were challeng-
ing the traditional distinctions between local-global, traditional-human security,
and domestic-international health (Elbe 2009).

We question whether the (largely) successful promotion of the norms codified
in the revised IHR has promised too much or too little when it comes to deliver-
ing on global health security. Although the evidence we present here suggests—
even at this early stage in the implementation process—that most states want to
comply with their obligations most of the time, material shortfalls remain a sig-
nificant obstacle. In particular we seek to highlight the relationship between ca-
pacity and norm compliance, arguing that the inability of states to comply with
their obligations under the IHR (as a result, for example, of limitations in their
own domestic surveillance and containment systems) may in fact be a far more
serious challenge to the effectiveness of the new global health security regime
than potential resistance.

It is too simplistic to portray the global health security narrative as a Western
invention (Aldis 2008). There are undoubtedly real and serious health issues at
stake here, which is, in part, why the IHR revision process proved successful. But
less guaranteed, given the history of infectious disease outbreak cooperation, were
the scope of the revised IHR and the reach of the revised IHR into individual state
processes of disease outbreak response. To this recent history of the development
of the global health security regime we now turn.



CHAPTER ONE

Building Global Health Security

The Drive for IHR Revision

The lengthy process that culminated in the adoption of the revised International
Health Regulations in 2005 took place in a context in which infectious diseases
were increasingly being viewed in security terms. This securitization phenom-
enon, post—Cold War, saw a dramatic increase in “security talk” in policy discus-
sions around infectious disease. David Fidler (2007, 42) has argued, “Efforts to
approach public health challenges through security concepts have prevailed in a
way that constitutes a transformative development for public health governance.”
Although some have queried whether this is somewhat overstating the case (e.g.,
Maclean 2008) it is certainly true that in the last decade of the twentieth and the
first decade of the twenty-first century there was a burgeoning policy and academic
literature on disease as a security issue. Laurie Garrett’s The Coming Plague
(Garrett 1994) and Fidler’s International Law and Infectious Diseases (Fidler 1999)
were unusually early examples, but from 2000 onward there was a rapid growth
in the number of scholars within international relations and political science (as
well as some from public health) examining various aspects of the relationship
between health and security.! At the same time, as we show below, influential
voices within public health—especially in the United States—were drawing at-
tention to the security dimensions of infectious disease outbreaks. In this chap-
ter, we argue that norm entrepreneurs were keen to capture this new security dis-
course to promote the reform of what they would come to call the “global health
security” regime.

The norm entrepreneurs who we identify in this chapter as promoting IHR
revision were ultimately successful in convincing states of the need to change an
outdated, and for some almost irrelevant, instrument of infectious disease con-
trol. Yet their task was not a straightforward one. They needed to persuade states
to commit to a collective security framework rather than the (continued) pursuit
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of individual self-interested responses, while at the same time convincing govern-
ments that the security threat posed by infectious disease outbreaks was so seri-
ous that doing nothing was not an option. As we chart below, striking this care-
ful balance meant achieving high-level political prioritization of cross-border
infectious threats while simultaneously encouraging all states—rich as well as
poor, powerful as well as weak—to recognize the WHO as the natural body to or-
ganize and advise on outbreak response.

In this chapter we identify key individuals within the World Health Organi-
zation secretariat who played particularly important norm entrepreneurship roles
in developing the concept of global health security and in arguing for changes to
the existing global regime. This occurred in three stages. First, they helped make
the case for IHR revision. In the mid-1990s, long before the 2003 Severe Acute
Respiratory Syndrome outbreak, the WHO secretariat positioned itself as a key
advocate for reforming the framework, an effort that culminated in the World
Health Assembly’s acceptance of the IHR revision agenda. In the second stage,
roughly from 1995 to 2000, secretariat officials began to define the specifics of
their new vision of disease diplomacy, actively promoting their ideas about what
a more effective global health security regime would look like; some of these spe-
cifics were retained and some were later jettisoned. Finally, in the third stage, from
2000 up to the SARS outbreak of 2003, the secretariat made significant progress
in refining and defining the shape of the norms that would eventually be encap-
sulated in the 2005 regulations.

Focusing on WHO secretariat officials as norm entrepreneurs rests on the con-
tention that such individuals, formally designated under Article 30 of the WHO
constitution as technical and administrative staff, are capable of exercising agency
in pursuit of particular political ends. Throughout this chapter we show that they
did precisely that, and that while the authority to adopt the IHR revisions rested
ultimately with member states, the secretariat played an extremely active role in
driving and shaping both the lengthy revision process and the resulting regula-
tions. In playing such an activist role the secretariat was to some extent breaking
new ground, but it was also building on the WHO's historical centrality in inter-
national disease control efforts. The WHO was created as the United Nations spe-
cialized agency for health, with a mandate of promoting “the attainment by all
peoples of the highest possible level of health” (WHO 2003, 2).

Headquartered in Geneva, and supported by six regional offices, the WHO was
given responsibility under its 1948 constitution for preventing, controlling, and,
wherever possible, eradicating infectious disease threats. But even though the
WHO’s mandate was to serve as the lead technical coordinating agency, the
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organization has certainly not been a passive bystander—and the secretariat has
always attempted to juggle the priorities of respecting the collective desires of its
member states and its own health advocacy ambitions (Chorev 2012). By the mid-
1990s, when our story begins, the WHO secretariat was becoming even more ex-
plicit in using foreign policy and diplomatic engagement to put forward partic-
ular health agendas. The secretariat proactively took diplomatic leadership roles
on health initiatives such as the Framework Convention on Tobacco Control, and
the political and donor support achieved by the agency for these programs was
unprecedented (Lee, Fustukian, and Buse 2002; Taylor 2004; Ricci 2009). From
this perspective, the IHR revisions marked just one example of the secretariat’s
emergence as an ambitious political actor on the international stage, keen to cre-
ate and shape new directions for global health governance (Smith et al. 2003).

In line with the theoretical approach outlined in the introduction, the ability
of the secretariat to engage in norm entrepreneurship is in some ways unsurpris-
ing. Previous work in the social constructivist tradition (see, for example, Barnett
and Finnemore 2004; Johnstone 2007; Rushton 2008; Kamradt-Scott 2010) has
identified the bureaucracies of international organizations as exercising consid-
erable authority, including the ability to promote new international norms. How-
ever, unlike proponents of principal-agent analyses, which see such secretariat
agency as a result of the exploitation of agency slack (in which bureaucracies can
carve out some space for independent action within a “zone of discretion,” al-
though always with the proviso that they are liable to be reined in by member
states if they overstep the mark), we follow Barnett and Finnemore (2004, 42—
43) in putting forth a more sociological account in which bureaucrats, through
exercising a variety of forms of authority, are able to bring about changes in the
broader organizational environment. We examine this dynamic through the ways
in which the WHO secretariat engaged not only in performing technical and ad-
ministrative functions and operating in the zones of discretion left to them by
member states but also in actively “teaching” (Finnemore 1993) governments why
they needed to engage with the IHR revision process and how the new global
health security regime should look. All of this played out against the backdrop
of a global-level securitization of disease—a discourse that became a key enabling
condition for the norm entrepreneurship efforts of the secretariat.

Health Security and the Post—Cold War Era
Both the academic and policy discourses have addressed a wide range of aspects
of the health-security link (Koblentz 2010), but the most common claims that have
been made for treating health as a security issue may be distilled into three
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categories (see Feldbaum and Lee 2004, 22—24). The first—and the one that fed
most directly into the IHR revision process—was the idea that globalization had
brought about a paradigm shift, dramatically increasing the frequency and rapid-
ity of international travel and trade (as well as other processes, such as increased
migration and urbanization). The result was a pervasive feeling that pathogens
could no longer be contained within state borders (if they ever could) and that a
new approach for responding to disease outbreaks was required. As we examine
in chapter two, SARS became a timely illustration of the dangers posed by this
potential for rapid international spread. The US National Intelligence Coun-
cil’s investigation into the SARS outbreak graphically illustrated the way in
which a single “superspreader” infecting fellow guests at a hotel in Hong Kong
led to the disease spreading to Singapore, Viet Nam, Ireland, Canada, and the
United States within a matter of hours (National Intelligence Council 2003, 10).
The WHO'’s report into SARS highlighted many of the same issues of rapid
global travel contributing to an almost uncontrollable spread of the disease (WPRO
2000). In more recent years, pandemic influenza has been increasingly promi-
nent in such discussions, along with emerging threats such as multi-drug-
resistant tuberculosis and other antibiotic-resistant disease strains (Kim et al.
2003; Koch 2008; Enemark 2013), all of which have been widely discussed as
health security challenges heightened by global travel and trade.

The second common argument on the health-security linkage, which also be-
came relevant during the discussions over the reform of the global health secu-
rity regime, was that pathogens might be weaponized, either by terrorists or
through state-sponsored biological weapons programs. If SARS served as a warn-
ing of the threat posed by a natural outbreak, it was the 2001 anthrax letter attacks
in the United States, coming hard on the heels of the 9/11 terrorist attacks in New
York City and Washington, DC, that heightened policymakers’ interest in the is-
sue of bioterrorism. Within the United States, biodefense research budgets were
exponentially increased in the wake of the anthrax attacks (Fauci 2003), and at
the international level new bodies were created. Most notably, this included the
Global Health Security Initiative, which brought together the governments of Can-
ada, France, Germany, Italy, Japan, Mexico, the United Kingdom, and the United
States as well as the European Commission to develop “a more coordinated ap-
proach to improving the health security of citizens, and to better prepare for and
respond to acts of terrorism, in the aftermath of September 11, 2001” and to pro-
mote “concerted global action to strengthen the public health response to the
threat of international biological, chemical and radio-nuclear terrorism” (Global
Health Security Initiative 2001).
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A third common argument—Iless directly relevant for the purposes of this
book—was the claim that high burdens of disease can have social, political, eco-
nomic, and military effects that threaten the stability of states and regions. HIV/
AIDS was by far the most common subject of this argument, and indeed the over-
whelming view in the literature (especially the international relations literature)
in the early 2000s was that the AIDS pandemic had been successfully securitized
(Prins 2004; Elbe 2005; McInnes 2006; Fidler 2007). The UN Security Coun-
cil’s resolution on the subject in 2000 was widely seen as a turning point in the
securitization of AIDS, although that in itself was dependent on an earlier pro-
cess of securitization within Washington policy communities (McInnes and
Rushton 2013).

While the rise in prominence of these health and security discourses though
the 1990s and early 2000s was contemporaneous with the discussions over IHR
revision, none of these arguments were in themselves new. Concerns over the im-
pact of international travel were evident during the previous process of revising
the IHR when in 1968 Pierre Dorolle, then deputy director general of the WHO,
cited the massive increase in air passenger traffic during the 1960s as a signifi-
cant international health problem and a challenge to the effectiveness of the pre-
vailing (1951) International Sanitary Regulations (Dorolle 1968, cited in Weir and
Mykhalovskiy 2010, 113). Indeed, security concerns centring on international traf-
fic and trade as a vector for disease can be traced back much further, at least to
the introduction of quarantine in the fourteenth century that we discussed in the
introduction (see also Gensini, Yacoub, and Conti 2004). Biological warfare like-
wise has a long history, from the deliberate contamination of water supplies in
antiquity to the more sophisticated attempts to use pathogens as a weapon from
World War I onward (Christopher et al. 1997). Even in the case of HIV/AIDS—a
condition that was only identified in the early 1980s—the security framing of the
disease arrived remarkably soon after its discovery, with a 1987 report from the
Central Intelligence Agency (CIA) addressing the security implications of the
virus (CIA 1987). Far from being recent bedfellows then, health and security
have historically been extremely closely entwined (Price-Smith 2009, 2). Sz-
reter, in fact, has argued that it is the separation of health and security rather
than their coming together that is relatively new (Szreter 2003).

Yet it is clear that something did change in the way in which health was seen
as an international issue in the 1990s, and (as we discuss in the next chapter) that
process accelerated in the early 2000s. It is, we contend, impossible to understand
the norm entrepreneurship that led to the IHR revision process without taking
into account this crucial zeitgeist of the securitization of infectious disease. Flu,
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for example, had previously been identified as affecting security interests, but as
Kamradt-Scott and McInnes (2012, S106) have argued, a resecuritization of influ-
enza occurred during the 1990s, a period during which the disease became
“widely-accepted as a security threat.” The growing acceptance of the disease-
security link allowed the WHO secretariat and others to make a case to govern-
ments across that world that they needed to prioritize the revitalization of the
global infectious disease control regime. Yet, as we noted earlier, they also needed
to persuade governments to respond to this threat in a collective way rather than
through a unilateral and isolationist stance.

One of the most influential statements during this period was a 1992 report
published by the US Institute of Medicine (IOM) entitled Emerging Infections: Mi-
crobial Threats to Health in the United States (Lederberg, Shope, and Oaks 1992),
which did much to dramatize the threats posed to the United States by infectious
diseases, especially Emerging Infectious Diseases (EID) that were being newly
identified in humans or that were affecting particular geographical regions for
the first time. The IOM report warned that the US government and the wider in-
ternational community had dropped the ball on health and security and, for the
first time in a long time, in the post—-Cold War era the US government had the
space and inclination to listen to such alternative security messages (ibid., 1-15;
Fidler 1996—-97). Quite apart from their good timing, the authors of the IOM re-
port also went out of their way to communicate their findings to high-level gov-
ernment and political actors. Joshua Lederberg, one of the authors of the IOM re-
port, had already started to proactively engage government in examining the
hazard of “emerging microbes” at a 1989 conference in Washington, DC that he
organized along with Stephen Morse (Weir and Mykhalovskiy 2010). At that con-
ference, held over three days in the Hotel Washington, within walking distance
of the White House, Lederberg, Morse, and eminent microbiologists and medi-
cal historians gathered to communicate to the US government why they needed
to engage more seriously with the threat posed by disease (Garrett 1994, 6; see
also Smith 2014).

The IOM report’s authors were, however, acutely conscious of the need for
these threats to be addressed through a more effective global disease surveillance
network—clearly not something that the US could achieve alone. The report called
on the US government to take the lead in promoting a “comprehensive global in-
fectious disease surveillance system” through the WHA (Lederberg, Shope, and
Oaks 1992, 17) and stressed that the active involvement of the WHO was a pre-
requisite to success:
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The coordination efforts of multilateral international organizations, such as the
WHO, are critical to infectious disease surveillance. Without these organizations,
programs such as the successful worldwide eradication of smallpox and the inter-
ruption of polio transmission in the Americas would be little more than dreams.
Any implementation of a global surveillance system for emerging infectious dis-

eases must draw upon the capabilities of such organizations (IOM 1992, 131).

Accordingly, the report recommended using the WHO as the venue for enhanc-
ing every nation’s capacity to guard against the infectious disease threat.

1994-1995: Gearing Up for IHR Revision

In April 1994, with the IOM paper published and having gained an influential
readership, a meeting was convened at the WHO in Geneva to address some of
the issues raised in the report. Perhaps unsurprisingly, the assembled experts
included several of the individuals who had contributed to the 1992 US IOM
report (WHO 1998a, 540). This time participation was sought not just from the
US government but also from the “global South.” Lederberg reportedly argued
at this gathering that “while the book (Emerging Infections) was targeted to the
United States, 70-80% of issues were of global concern” (ibid.). All present at
the Geneva meeting agreed that the WHO must “establish a coordinated inter-
national effort. .. to deal with this threat” that proactively engaged all WHO
regional offices and WHO country offices (ibid., 454—55). This meeting served
as the inspiration for the WHO secretariat, particularly the Communicable Dis-
ease Unit, to begin making the argument for revising the 1969 IHR. Their ra-
tionale was that if states could prevent outbreaks they must do so, because the
risks of doing otherwise affected not just a few economies or health systems but
all economies and health systems. The framing of the revision process as an im-
perative that no state could reasonably and responsibly object to was underway—
and was inextricable linked to the emerging discourse around the national
security implications of cross-border outbreaks.

Long before the publication of the IOM report, even as far back as the 1970s,
there had been widespread acknowledgement of serious problems with the exist-
ing global disease surveillance and reporting regime (Delon 1975). By the mid-
1990s, however, following the IOM report and the more general shift to treating
disease as a security issue, the environment was becoming more conducive for
re-examining the ways in which the international community responded to such
collective action problems.
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The WHO was quick to take up the issue on its own internal agenda. In1994,
a midterm review of the WHO’s Health Situation and Trend Assessment was con-
ducted for the 1990—-95 period. It was determined as part of that review that the
organization’s headquarters in Geneva should expand and strengthen its global
epidemiological surveillance tools to assist governments with developing their
own epidemiological capabilities (WHO 1994). Two months later, in January 1995,
WHO Director-General Hiroshi Nakajima presented a provisional agenda item
to the ninety-fifth session of the Executive Board (EBgs5/61) titled Communicable
Disease Prevention and Control: New, Emerging, and Re-Emerging Infectious Diseases
(WHO 1995a). The report echoed much of the new security-based discourse, de-
tailing a growing number of novel infectious disease strains (and re-emerging
strains) that were the products of urbanization, globalization, and greater inter-
action between animals and humans, all of which were placing people “at risk of
diseases not commonly encountered in the past” (ibid., 1). The director-general’s
report argued that “new, emerging, and re-emerging diseases are not limited to
any region of the world, nor are they restricted to developing or developed coun-
tries. Rather, they represent a global threat that will require a coordinated, global
response” (ibid., 2). The director-general’s recommendations—under the head-
ing of “What Should Be Done?”—were attributed to the April 1994 meeting of
international experts, chaired by Lederberg.

The first recommendation was “strengthening of global surveillance of infec-
tious disease” and emphasized the rapid exchange of outbreak information across
national, regional, and international levels (ibid., 3). The second recommendation
given was the establishment of “national and international infrastructure to rec-
ognise, report and respond to new disease threats” (ibid.). Again, laboratories were
urged to engage in international information exchange, training, technology
transfer, and improved communications between WHO laboratory centers and
other labs. The third recommendation was the development of “applied research”
such as inexpensive diagnostic tests suitable for “global use” and “evaluation of
standards for basic public health action focused on disease prevention.” Finally,
the director-general called for political will and investment to strengthen the “in-
ternational capacity for infectious disease prevention and control,” such as guide-
lines for the prevention and control of newly emerging or re-emerging diseases
and improved methods of risk communication (ibid.).

Although the WHO secretariat never attempted to conceal the influence of the
IOM’s report on their thinking (nor did they attempt to hide its contribution to
informing the recommendations that the director-general presented to the Exec-
utive Board), it appears that the secretariat wanted to ensure that the needs of a
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wider group of stakeholders were appropriately considered and, at the same time,
avoid the appearance that this was a purely Western- (specifically US-) driven
agenda. As such, before the 1994 midterm review meeting, the WHO secre-
tariat encouraged government delegations from developing countries to attend
and offer their views. This was believed to be critically important, given that de-
veloping countries continued to suffer a higher proportion of infectious disease
outbreaks, but the WHO secretariat also seems to have been genuinely interested
in ensuring that any new international regime that might emerge reflect a truly
“global perspective” (WHO 1998a, 541).

To begin the process of enacting the global plan, the director-general presented
a draft resolution to the WHO Executive Board (EB) in the form of EBg5/12 (WHO
1995b). In presenting this draft resolution to the Executive Board, which is com-
posed of a small number of member state—elected technical experts to oversee
the WHO secretariat’s implementation of the WHA’s agenda (Lee 2009), it was
intended that, if passed, the resolution would form the basis of a draft resolution
for the forty-eighth WHA in May 1995. The EB resolution made a number of pro-
posals that ran along three thematic lines, echoing the director-general’s Janu-
ary 1995 recommendations: first, member states must build their capacity in sur-
veillance and response at the local, national, and international level (i.e., by training
personnel, establishing/strengthening laboratories, and supporting research ded-
icated to diagnostics and public health response); second, greater collaboration be-
tween national and international health agencies—including UN agencies, non-
government organizations, and research institutes—was needed to “recognise and
respond to new, emerging, and re-emerging infectious diseases” (WHO 1995b,
4-75). Finally, the director-general requested that the WHO secretariat be allowed
to lead the implementation of new procedures and strategies for assisting states
with their response to new, emerging, and re-emerging diseases; to coordinate
such responses at the international level with national and international partners;
and to “draw up plans for improved national and international surveillance of in-
fectious diseases, including prompt dissemination of surveillance information,
and to coordinate their implementation among Member States and with interested
agencies and other groups” (ibid.).

Notwithstanding the broad language used in the recommendation, the WHO
secretariat proposed some important shifts in outbreak response that were en-
dorsed by the WHO'’s executive board in February 1995 in a move that paved the
way for the ultimate test of the WHO secretariat’s influence—persuading gov-
ernments to agree to revise the 1969 regulations. Through the passage of reso-
lution EBgs5/12, the WHO secretariat had achieved a measure of international
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consensus on the nature of the threat and the action required in response. More-
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over, the language had changed—phrases such as “active surveillance,” “early
detection of outbreaks,” and “prompt identification,” for example, were new ad-
ditions to the Executive Board resolution. There was also a clear escalation in
the expectations being placed on member states: infectious diseases were pre-
sented as urgent threats that required their immediate attention (WHO EB
1995). In addition, the secretariat’s role was strengthened by the Executive Board’s
resolution: by the time the draft resolution was sent to the forth-eighth WHA in
May 1995, the WHO secretariat was being asked to “establish strategies enabling
rapid national and international action to investigate and to combat infectious
disease outbreaks and epidemics” (ibid.) and to improve “programme monitor-
ing and evaluation at national, regional and global levels” (ibid.). On the surface
this appears to be a delegation of authority of the type that principal-agent the-
ory could readily explain. Yet, as is clear from the history of the resolution, the
secretariat had played a more fundamental (and more political) role than being a
mere passive recipient of delegated authority over technical matters; it had played
a key part in teaching states about the need for change and that the WHO secre-
tariat was the body best placed to guide the reform process.

Indeed, in reviewing the discussions pertaining to EBg5/12 and the draft res-
olution on revising the International Health Regulations (Document A48/15)—
formally proposed by Bahrain, Oman, Qatar, and the United Arab Emirates, with
Saudi Arabia and Canada as co-sponsors—it is evident that there must have been
widespread government support for an improved global response to infectious dis-
eases (WHO 1995¢, 141—49). What is striking about these discussions in hindsight
is both the seemingly unanimous agreement on the need for IHR reform as a (in-
deed the) central plank of the attempt to improve the global response to disease
outbreaks and also the role of secretariat officials in arguing for reform. In pre-
senting the case for IHR revisions, WHO Assistant Director-General Ralph Hen-
derson argued that the 1994 plague outbreak in India

revealed the deficiencies that existed in national and international readiness to re-
spond quickly but rationally to cases of infectious disease that posed, or appeared
to pose, a threat to public health. Although the International Health Regulations
provided a sound basis for responding to such an outbreak, few were really famil-

iar with them. (WHO 1995c, 141)

According to the official records of the WHA, member states concurred with
Henderson, noting that the 1994 plague outbreak was just one example of the how
quickly diseases could spread without an improved and internationally coordi-
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nated response. A second common refrain was that the WHO, given its techni-
cal role, remained the most suitable vehicle for coordinating the collection and
dissemination of surveillance information gathered from national and interna-
tional sources (WHO 1995c¢, 149, 154). The WHO's expertise (“expert authority,”
in Barnett and Finnemore’s words [Barnett and Finnemore 2004, 24—29]) and
role as the global medical technical agency (bringing with it a significant degree
of “moral authority” [ibid., 23]) had been highlighted by the IOM report, and the
organization’s member states more generally agreed that it was the appropriate
forum in which to address the failings of the existing global health security re-
gime. Handing leadership in devising the new regulations to the WHO secretar-
iat would—as the SARS situation later demonstrated (see chapter two)—allow it
the opportunity to build on the WHO’s authority to secure a role for itself in ad-
vising on (and monitoring) appropriate behavior.

In short, the power vested in the WHO over the THR revision process provided
the secretariat with a golden opportunity to engage in norm entrepreneurship and
to promote its idea of the ideal global health security regime. Following their dis-
cussions and deliberations, the WHA passed both the THR revision resolution,
WHA48.7, and the Executive Board resolution on combating emerging infectious
diseases (WHA48.13), in May 1995. Both were adopted with no objections. Reso-
lution WHA48.7 called on the WHO to begin the process of revising the IHR.

The securitization of disease was the ideational backdrop against which these
discussions played out, with contemporary events highlighted to demonstrate the
material context in which these ideas mattered. As well as the Surat plague out-
break in India, a series of other events in the early- to mid-199os were repeatedly
invoked by the WHO secretariat to demonstrate the need for change and to high-
light the organization’s capacity to define and manage that change. Those events
included the reappearance of cholera in Latin America in 1991, a decade after it
had been eradicated; the resurgence of tuberculosis and the emergence of new
strains that were resistant to all known forms of treatment; and an outbreak of
Ebola haemorrhagic fever (EHF) in Zaire in 1995 (WHO 1995a). David Heymann,
who led the department responsible for the IHR revision, later recalled that

the request from the Assembly came because there were two events that really im-
pacted on WHO's ability to respond to the needs of countries. One of those was the
Surat plague outbreak and the other was the Kikwit Ebola outbreak in the former
Zaire. It was those two events. They jammed the switchboards at WHO and there
was really no system to get the information out to where people could find it even

though we were already in an electronic era. (Heymann 2009)
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Guénaél Rodier, who was part of the WHO team deployed to Surat and later went
on to become director of the WHO Department of Communicable Diseases Sur-
veillance and Response (CSR), concurred:

Following the plague outbreak in India it was very clear that the IHR were obsolete,
and then when emerging infections that were not in the IHR like Ebola occurred
in Kikwit, then it was even clearer that the IHR not only were obsolete but needed

to be revised to be able to integrate emerging infections. (Rodier 2009)

A number of lessons were drawn from these outbreaks. First, states and non-
state actors turned to the WHO for advice, reinforcing the impression that the or-
ganization was seen as, and should remain, central to global disease control ef-
forts. Second, these outbreaks illustrated the fact that the coverage of the existing
IHR was inadequate for dealing with the range of disease threats that states and
their populations were facing. As we noted in the introduction, since the early
1980s (when smallpox had been removed from the list, following its successful
eradication) the IHR had only applied to three diseases—plague, cholera, and
yellow fever. While the Surat plague outbreak fell under the regulations, Ebola
did not—reaffirming once again the need to expand the scope of the IHR to ad-
dress the potentially devastating consequences of other emerging and re-emerging
infectious diseases.

Adding to concerns over these outbreaks was the discovery in 1991 of stockpiles
of biological and chemical weapons during the first Iraq war, raising the specter
that serious future disease outbreaks may not always be naturally occurring
(Tucker 1999). Russia’s admission a year later that the Soviet Union had main-
tained an offensive biological weapons program throughout the entire duration
of the Cold War compounded anxieties even further, as did the March 1995 Aum
Shinrikyo gas attack on the Tokyo subway and the subsequent discovery of bio-
logical agents at their headquarters in Kamikuishiki. Needless to say, all of these
events were fresh in the minds of government representatives as they met in Ge-
neva at the WHA in May 1995 and reached a new consensus over the need to re-
vise the outdated and largely ineffective IHR.

But if the primary aim of the revision process was to expand the scope of the
IHR to make them suitable for a world facing new disease threats, an important
secondary aim was to address the ongoing problem regarding the habitual non-
compliance of many states with the existing reporting requirements. The system
(as it then existed) relied on member states voluntarily reporting outbreaks of no-
tifiable diseases occurring within their territories. And yet, in many cases, they
were not doing so. The fear of other states implementing economically damag-
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ing trade and travel sanctions because of a reported disease event was frequently
cited as one of the reasons why governments so often failed to report. Cash and
Narasimhan (2000), for example, revealed how the economic losses resulting
from trade restrictions imposed as a result of the cholera and plague outbreaks
in Peru and India, respectively, served as significant disincentives for states to re-
port disease outbreaks. This problem was recognized as a major stumbling block
to an effective regime, and addressing it as part of the revision process was going
to be key to achieving the IHR’s overall objective of balancing the need to limit the
international spread of diseases on the one hand and the desire to avoid unnec-
essarily disrupting international travel and trade on the other.

Striking this balance between effective disease control and freedom of travel
and trade had been central to every precursor of the IHR (2005), from the Inter-
national Sanitary Conventions of the nineteenth century onward, and it was seen
as no less important to any new set of regulations. Indeed, given the centrality
of a globalized economy and international free trade to contemporary international
relations, the importance of successfully striking this balance in the new regu-
lations was arguably even greater. The closely linked problems of the limited scope
of the IHR, noncompliance with its reporting requirements, and the regular im-
position of disproportionate restrictions by third-party states were the most widely
cited problems with the existing arrangements. The key question was whether
the attraction of a properly functioning global health security regime was power-
ful enough to overcome states’ reasons/excuses for noncompliance.

The WHO secretariat sought to further expose the “weakness” of the existing
system by repeatedly referring to two shortcomings in the 1969 IHR (e.g., WHO
20024, 3). One of these shortcomings was that there was nothing in the existing
regulations stipulating how the WHO and the affected country were to collabo-
rate and cooperate in the containment of disease. The fact that states and the WHO
were both moving toward a formal role for the WHO in disease containment
(rather than it being a mere recipient of outbreak reports) was a significantly new
development from the previously state-centric (and border control-focused) global
infectious disease response regime. The second flaw presented was that the pre-
vious regulations did not provide a guide to the containment measures that a state
should adopt in the event of an outbreak. Now it began to be argued that states
had a responsibility to their neighbors to have procedures in place to contain the
spread of disease.

As the emphasis of the global health security regime shifted away from
quarantine and border controls toward the containment of outbreaks at the source
(e.g., Andrus et al. 2010), it started to become apparent that ideas about the
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responsibilities of both states and the WHO to contain disease outbreaks were
dramatically shifting. This, we argue, was a crucial (normative) move by the
WHO secretariat, acting as a norm entrepreneur: the vision being promoted of a
new global health security regime was not predicated on old-fashioned quarantine
measures but on new networks of information sharing and capacity building to
enable the containment of outbreaks prior to their international spread. This
(re)definition of health security fundamentally shifted the role of states from in-
dependent, disconnected actors to being members of a “hub and spokes” model
which required a central manager to disseminate information and manage the
global response to events in real time. The WHO, perhaps unsurprisingly, was
put forward as the appropriate organization to serve in this hub position.

In the remainder of this chapter we follow the ways in which this model came
to be promoted, from the early years of the revision process (starting with the 1995
WHA resolution) to the SARS outbreak of 2003. In particular, we trace the grad-
ual development of the new norms that came to be proposed as solutions to
these problems and the activities of the norm entrepreneurs (both within and out-
side the WHO secretariat) who sought to advance them.

1995—2000: Tentative First Steps

On the face of it, given the widespread support within both the EB and the WHA
for the revision of the IHR, the task facing the WHO secretariat in moving the
revision process forward would not appear to have been a difficult one. There was,
it seemed, a general acceptance of the need for change. Yet the solutions to the
problems posed by the failures of the existing IHR were not self-evident, and
the issues remained highly politicized. It was clear from an early stage that the
negotiation of the new IHR would not be a simple task. WHO Director-General
Nakajima recognized that he needed to find someone who understood both the
politics and the practicalities of disease outbreaks. In October 1995, he ap-
pointed David Heymann to lead the newly created WHO Program on Emerging
and other Communicable Diseases. Heymann, a US national, gained his repu-
tation as a medical epidemiologist while working in India for two years on the
WHO Smallpox Eradication Program and some 13 years in sub-Saharan Africa
with the US Centers for Disease Control and Prevention (CDC). After joining
the WHO in 1988 “on loan” from the CDC, Heymann became chief of research
activities in the WHO Program on AIDS—a position he held until his appoint-
ment as director of the new emerging diseases program in 1995. A key part of
Heymann’s new remit was to oversee the IHR revision process. He assembled a
small project team, headed by Lindsay Martinez, to commence that work. Marti-
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nez’s own background was in veterinary pathology and malaria, and the team
was drawn from a variety of WHO departments. Their appointed task was to
coordinate the revision process among the organization’s member states.

The way in which this small team saw its role is an important part of the norm
entrepreneurship story. Although formally created in response to a request from
member states, the project team rapidly developed a clear vision of the key obsta-
cles that it was attempting to overcome and the broad outlines of some potential
solutions. Heymann spelled out the vision thus:

What we wanted to achieve was a world on the alert and able to detect and respond
to infectious disease events of international importance within 24 hours. That was
the vision, understanding that it was very difficult for countries to report infectious
diseases because they knew they could be stigmatized and suffer great economic
loss as well as experience negative impacts on human health. And so the second part
of the vision was changing the norms of reporting so that it became “expected and
respected” to report outbreaks despite the economic consequences that could occur.

(Kamradt-Scott 2010, 77)

The normative aspect of the team’s work lay in redefining “appropriate” state be-
havior during a disease outbreak and framing the rationale for this behavior in
security terms. At the same time, Heymann defined a two-step strategy for the
WHO secretariat—to reveal how insecure the world was in the face of infectious
disease outbreaks and, in turn, to advise on particular cooperative actions that
would mitigate the risk. Yet even with the broad support for the revision process,
the secretariat team still faced challenges, including securing the resources nec-
essary for the team to carry out its work. Heymann was forced to seek external
funding from the Canadian government and the UK Department for International
Development (DFID) (Kamradt-Scott 2010). Furthermore, despite the revision
mandate that member states had handed the WHO secretariat in the two 1995
WHA resolutions, there was little else to suggest that IHR revision was an issue
that member states were prioritizing in any meaningful sense. Engaging govern-
ments in the process of reform and convincing them of the need for substantial
behavioral change would prove to be a continual challenge to the team’s progress
in the years that followed.

In December 1995 the WHO held an initial informal consultation on the IHR
revision process, bringing together relevant staff from the WHO with academic
experts and government officials drawn from a range of member states (WHO
1996, 16—20). While that meeting’s purpose was explicitly not to draft new regu-
lations (ibid., 4), the discussions were intended to provide a basis for the revision
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process (Heymann, quoted in Fidler 1996-97, 851), and following this consulta-
tion the early outlines of some incipient international norms began to become ap-
parent. The first provisional draft of a revised IHR, which picked up on many of
the recommendations from the 1995 informal consultation and gave the first real
glimpse of the changes that the secretariat was then proposing, was circulated
to WHO member states in January 1998 (WHO 1998b, 234). In his 1999 book In-
ternational Law and Infectious Diseases, David Fidler provided a comprehensive
analysis of that early draft, focusing on the major changes that were being pro-
posed based on the IHR’s overall objectives of maximum security against disease
with minimum interference with travel and trade (Fidler 1999, 71-80). In line
with these objectives, Fidler identified clear evidence of attempts to address the
major perceived faults in the existing regime. While the measures proposed by
the WHO secretariat team to address these problems in the 1998 draft were not
identical to those that were eventually agreed on in 2005, the broad outlines of
what they would later propose—and the new norms of global health security that
they promoted through the early 2000s—were beginning to become apparent.
With respect to the move toward a significantly expanded outbreak reporting
requirement, Fidler noted two particular areas of development in the 1998 draft.
The first was a shift from a list of specified diseases to “syndromic reporting” in
which states would be required to report outbreaks of various syndromes (acute
hemorrhagic fever syndrome; acute respiratory syndrome; acute diarrheal syn-
drome; acute jaundice syndrome; acute neurological syndrome; other notifiable
syndromes) where they occurred in clusters “of urgent international public health
importance” (see Fidler 1999, 72). This proposal constituted a huge broadening
of the scope of the IHR in two ways: first, that states would not necessarily need
to know precisely what the infectious agent they were reporting was, merely the
symptoms present; and second, a recognition that a fixed list (particularly one that
included only three diseases) was not a suitable way of dealing with future EID.
In line with this thinking, in 1998 the WHO began a trial of syndromic report-
ing to determine whether or not it was a workable concept in practice. This draft
also introduced the concept of “urgent international public health importance”
and the idea that states should be required to make a decision about whether or
not an outbreak fell into that category to determine whether it should be reported
to the WHO. This was another significant shift away from the “fixed menu” ap-
proach of the previous IHR, in which only the specified diseases were notifiable.
A further suggested change in relation to states’ duty to report outbreaks was
in the draft’s proposal that the WHO be authorized to receive information from

nonstate sources—an idea that later became a major issue in the revision process
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(see chapter two). In putting forth this proposal, the 1998 draft, in Fidler’s words
(1999, 74), reflected “the belief that the concept of ‘national’ epidemiological in-
formation has no place in today’s world and that new information technologies
shatter the government monopoly on public health information,” a conviction that
was also reflected in the published writings of some of the key members of the
secretariat team (Grein et al. 2000; Heymann et al. 2001).

In relation to the second goal of the IHR—minimum interference with inter-
national trade and traffic—Fidler identified two further noteworthy changes. The
first was the move away from specified maximum measures (which would be im-
practical given the far broader scope of the draft, since many of those measures
applied specifically to those diseases that were notifiable under the 1969 IHR) to-
ward an emphasis on scientific risk assessment, evidence-based responses, and
“expert consensus opinion” (Fidler 1999, p.76). As Fidler went on to note, how-
ever, these proposals left significant scope for future arguments over, for exam-
ple, the nature of expert consensus opinion. The second change, designed to over-
come precisely this problem, was the proposal for a new dispute settlement process
based on an arbitration committee that would reach a judgment in cases where
states were disputing the legitimacy of particular control measures—with that
judgement being backed up by some degree of enforcement via the WHA (ibid,
77). In these proposals, therefore, some important elements of what was eventu-
ally adopted in 2005 were already evident: that the travel and trade restrictions
put in place by states should not be unnecessarily restrictive, that they should be
in accordance with expert scientific opinion, and that states should be account-
able to an international body and would be required to justify their actions if a
dispute arose over their legitimacy. These are all issues to which we later return.

Certainly at the time Fidler was in no doubt about the momentous nature of
the changes being proposed in the 1998 provisional draft. He concluded his anal-
ysis thus:

Whether the significant changes made in the IHR Provisional Draft intended to
shore up the IHR’s fundamental purpose of ensuring maximum security against
disease with minimum interference with world traffic survive remains to be seen.
While the IHR Provisional Draft leaves many questions unanswered, WHO has pro-
posed far-reaching changes to the nature of international law on infectious disease
control. Syndrome reporting, reliance on non-governmental sources of surveillance
and disease information, and the dispute settlement mechanism all represent
unprecedented initiatives in the long history of international law on infectious dis-

ease control. (ibid., 79)



34 Disease Diplomacy

Although much of the provisional draft did not in fact survive, embodied in these
wide-ranging changes that the WHO was proposing were the direct antecedents
of what states eventually adopted in 2005. While the details changed over sub-
sequent years—in some cases significantly—the general principles underpinning
the new norms of global health security were already taking a discernible form
and deviating from the prior outbreak response expectations of both states and
the WHO.

In the end, however, the secretariat’s provisional draft was not submitted to
the executive board in 1999 as had originally been planned, the explanation being
that there was a need for a longer evaluation of syndromic reporting (WHO
1998Db, 234). It had initially been hoped, as reflected in the 1998 draft, that syn-
dromic reporting would help overcome the lack of compliance with the IHR, but
it soon became clear that the system was unmanageable on a global scale, and the
trial was terminated (Fidler 2005). Even before these results had become appar-
ent and the trial was prematurely concluded, however, the IHR revision process
had begun to lose traction. Regular progress reports did continue to appear in the
Weekly Epidemiological Record (for example, WHO 1999a, 1999b), and further
drafts were produced and consultations held. Even so, following the syndromic
reporting trial’s collapse and especially following Gro Harlem Brundtland’s ap-
pointment as director-general in 1998, there was a feeling among the secretar-
iat team responsible for the IHR revision process that it was no longer particu-
larly high on the organization’s agenda, let alone those of member states. As Johan
Giesecke, who took over as the IHR revision project manager between 1999
and 2000, observed, “I felt that the interest in the Secretariat, high up, was very
mild, and the resources were almost non-existent . . . the Tobacco Convention was
the big thing at the time, which got all the resources . . . so there was very little
interest in the technical bits of the IHR” (Kamradt-Scott 2010, 79). Mike Ryan,
who was brought in to head up the operational side of the WHO’s outbreak alert
and response operations, agreed with this view, noting that “the Organization
was increasingly becoming orientated towards global policy, normative func-
tion, and health systems development (Kamradt-Scott 2010, 79).”

2000—2003: The New Norms Come into Focus

In early 2000 there were some changes in key personnel and organizational struc-
ture within the CSR department, with Guénaél Rodier replacing Lindsay Marti-
nez as director and Max Hardiman replacing Johan Giesecke, who had been co-
ordinating the THR revision process over the previous year as the IHR revision
project team leader. The following year there were further changes as the THR
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team was merged with another team, headed by Mike Ryan, that had been devel-
oping the WHO’s disease outbreak alert and response systems. At this point, ac-
cording to Rodier (Kamradt-Scott 2010, 80), “they forgot about the previous text
in a way. In effect, we started from scratch.” Indeed, this was a significant turn-
ing point in the IHR revision process largely because the WHO secretariat aban-
doned its attempt to simply update the former 1969 IHR framework and chose
instead to substantively revise the entire regime based on the new concepts and
methods it had been developing and experimenting with.

While the THR process was not progressing as some hoped, during this pe-
riod there were nevertheless other significant developments, particularly around
the WHO’s disease surveillance operations and its use of nonstate sources of out-
break information, as had been proposed in the 1998 provisional draft. Even
though member states had not at that time formally agreed to the WHO’s use of
such information, the Global Outbreak Alert and Response Network (GOARN),
a collaborative venture between a number of national and nonstate surveillance
institutions and networks, was established in April 2000 under the management
of Mike Ryan (WHO 2000, 20104). Its operation was subsequently formally en-
dorsed by the WHA in May 2001 via Resolution WHAs54.14, Global Health Secu-
rity: Epidemic Alert and Response (WHA 2001). This resolution proved to be an im-
portant moment in the IHR revision process because it marked the formal
acceptance by member states of the principle that the WHO could legitimately act
on the basis of outbreak reports received from nonstate sources. Indeed, in pass-
ing this one resolution the organization’s member states—with the notable ex-
ception of the representative from China—expressed their unreserved support
for the organization’s identification of infectious disease outbreaks as a security
threat and the development of an international network that could be operation-
alized anywhere to assist a country with containing such outbreaks (WHO 2001a).
GOARN had initially attracted particularly strong support among low-income
countries habitually affected by disease outbreaks but, following the September
2001 anthrax attacks in the United States, the “network of networks” also began
to get widespread support among high- and middle-income countries concerned
about bioterrorist attacks (Heymann 2002). With virtually unfettered access to
almost every country worldwide and a wealth of international technical expertise
to draw on, GOARN offered a powerful demonstration of the fact that the WHO
secretariat was in a unique position to coordinate what was now being widely de-
scribed as “global health security” (Davies 2008).

The WHO'’s experience with operating GOARN fed directly into its broader
attempts to transform the global health security regime. In February 2001, the
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WHO secretariat published a new report in which it explicitly outlined how the
IHR would be adapted. The report noted,

Based on experience gained from the operation of WHO’s global outbreak alert and

response network, it is therefore proposed that the revision of the International

Health Regulations should cover:

(1) maintenance of a reliable system to prevent the extension of public health risks
through the application of updated and broader routine public health measures
for transport of persons and goods; and

(2) reporting of potential public health risks (by both countries and the WHO

-

network), evaluating the information in collaboration with the Member State
concerned to establish whether it is of urgent international importance and, if
this is the case, ensuring that appropriate international public health measures
are recommended by WHO. (WHO 2001b, 2)

To facilitate this objective, Guénaél Rodier decided to merge the GOARN and
IHR revision teams:

The first thing was just to start fresh, and having Max Hardiman’s team based with
Mike Ryan’s team trying to understand the operations and moving away from the
old THR was so important, because there were too many old concepts that did not
work with what we were looking to do. We were developing new approaches to deal
with emerging infections, and that really came to the fore in early 2000. We then
introduced all of the concepts in a relatively fresh text soon after that. (Kamradt-

Scott 2010, 80)

By mid-2001, following the approval of resolution WHAj54.14 on global health
security and the merging of the IHR and GOARN teams into one WHO unit, the
IHR revision process was beginning to move forward again. Sensing that the en-
tire process could be endangered unless the political momentum from the 2001
WHA resolution was quickly seized on, the WHO secretariat set a new deadline
of May 2004 for the revised framework’s completion (WHO 2002b). Critically,
although several inter-related events such as the September 11, 2001, terrorist at-
tacks in the United States, the revision of the Biological and Toxic Weapons Con-
vention, the second Iraq War, and the launch of the “War against Terror” served
to distract both governments and the WHO alike, by 2002 the secretariat had re-
leased a discussion paper on the proposed changes to the IHR. That paper, en-
titled Global Crises—Global Solutions (WHO 2002a), once again set out the ma-
jor shortcomings in the 1969 IHR and outlined a number of proposed alterations
to the regulations that would make significant changes in the behavior expected
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of states in the event of an outbreak. These changes would, the document stressed,

“require extensive consultation before presentation to the World Health Assem-

bly and ultimate decisions by Member States” (ibid., 4). Ten proposals were

outlined:

. The reporting of all public health emergencies of international concern.
. Each country would need a focal point for the IHR renewal process.

. Each country would need to have the capacity to quickly report and analyse

national disease risks and to determine their potential to spread internationally

and to affect other Member States.

. Member States would then have the option of making confidential, provisional

notifications to WHO. This option is not available within the existing IHR,
which automatically list notified cases of cholera, plague or yellow fever in the
Weekly Epidemiological Record (WER).

. Information other than official notifications would be used by WHO to help

identify and control public health emergencies of international concern. There
would be an obligation on Member States to respond to requests from the

Organization to verify the reliability of such information.

. The revised IHR would attempt to offset the economic losses associated with

public health emergencies of international concern by issuing recommendations
that in effect establish a template for the measures required for the protection of

other Member States.

. There would be an obligation on WHO to rapidly assist Member States in

assessing and controlling outbreaks.

. There would be a transparent process within WHO to issue recommendations.

. The revised IHR would contain a non-exhaustive list of key measures that could

be used in a WHO recommendation.
A permanent IHR review body would need to be established to build continuity

within the IHR process. (ibid., 4-10)

The document explained the rationale for each of these proposals and the im-

pact they would have. These recommendations included many of the most im-

portant changes that eventually made it into the text adopted in 2005, but more

importantly for our purposes, they formed the basis of many of the new norms

of global health security on which this book focuses.

Some of the report’s recommendations focused on capacity issues (for both

states and the WHO itself)—a seemingly innocuous bureaucratic detail but cru-

cial to the behavioral changes expected of states (as we explore in chapter five).

For example, each country was to establish a focal point (recommendation 2) and
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improve its capacity to conduct routine public health surveillance as well as ana-
lyze and report on this information (recommendation 3), and the WHO would es-
tablish new procedures and guidelines for the receipt of reports (recommenda-
tion 4), the issuing of recommendations (numbers 6, 8, and 9), and the ongoing
review of the IHR’s effectiveness (recommendation 10).

Some of the other recommendations, however, contained more explicit ideas
about the behavior expected of states and the WHO in the event of an outbreak
(in other words, they proposed new international norms). These include some
noteworthy new concepts and ideas that make many of these norms qualitatively
new—and in the view of David Fidler (2005, 326), “radically” different—from
those under the previous regime. Recommendation 1, for example, proposed a
dramatic widening of the scope of diseases to be reported, introducing a new
concept of a “public health emergency of international concern,” which replaced
the prevailing list of notifiable diseases and the “syndromic reporting” approach
included in the 1998 draft. This implied an expectation that states would
continually monitor and assess public health events occurring within their ter-
ritories and would report to the WHO all of those they deemed to be of interna-
tional concern. Also new was the provision in recommendation 5 that the WHO
would be officially empowered to receive reports of outbreaks from non-official
(i.e., nongovernment) sources and, crucially, that governments would be ex-
pected, even obligated, to respond to the WHO’s requests for further informa-
tion pursuant to such reports. Further obligations were imposed on the WHO
under recommendation 7, which proposed giving the organization a far clearer
and more active mandate in the event of public health emergencies which would,
the report suggested, help convince other states that the outbreak was under
control, thereby avoiding the need for them to implement unnecessary control
measures.

Comparing the content of the 1969 IHR to the recommendations contained
in the 2002 report shows types of behavior that are radically different being de-
manded of states: no longer would governments merely be required to “mechan-
ically” report cases of specified diseases. Under the WHO’s proposals they would
now be expected to proactively establish new (or reinforce existing) surveillance
infrastructures and processes to ensure rapid identification of any outbreak; states
would have to promptly assess whether or not an outbreak qualified as an emer-
gency of international concern and report (or not) accordingly; and governments
would have to respond when challenged by the WHO over an alleged instance of
nonreporting. Further, and related to the above, the rights and duties granted to
the WHO were also completely new. The WHO secretariat would be empowered
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to directly confront member states about reports of an outbreak obtained from
unofficial sources; offer to send an investigative team to verify any outbreak and/
or the ability of the government to control an outbreak; and importantly, to make
any rejection of technical assistance public, thereby effectively “naming and sham-
ing” the government concerned.

These proposals are explicitly presented in the report as offering a solution to
the challenges posed by a world of emerging and re-emerging diseases, the need
for the rapid identification and communication of public health risks, and the dis-
incentives to report that previously hampered compliance with the 1969 IHR. The
report makes no attempt to hide the extent to which the proposals entailed a new
expectation to report a broader category of outbreaks promptly and openly to WHO
headquarters, nor the extent to which member states would be required to make
changes to their domestic arrangements and infrastructure. In discussing the ef-
fects that the proposals would have on member states, the report noted that de-
veloping states in particular would need to dramatically strengthen their disease
surveillance systems to include certain “core requirements”; would need the ca-
pacity to rapidly assess disease outbreaks and determine whether or not they con-
stitute a Public Health Emergency of International Concern (PHEIC); would need
to cooperate more closely with the WHO; and would need to commit to an obli-
gation to respond to the WHO’s inquiries about events that the state had not
reported.

It was also clear (not least through the GOARN experience) that allowing non-
state actors to report outbreaks to the WHO secretariat would affect the ways in
which the WHO would interact with its member states in future—and this would
be further impacted by the fact that, under the new proposals, states would be ex-
pected to abide by the WHO’s recommendations on how to respond to an outbreak
occurring in another state. Throughout Global Crises—Global Solutions, the jus-
tification for such dramatic changes in the expectations of states, not to mention
the broader role of the WHO in guiding governments in appropriate outbreak re-
sponse behavior, was the scope and nature of the global health security threat
posed by infectious diseases and the inability of the current system to adequately
respond to such threats.

In short, the proposals reflected a significant shift in thinking about how out-
breaks could best be addressed in a globalized world, who would be responsible
for containing outbreaks, and when member states should seek assistance from
the WHO. Under the 1969 IHR, the fundamental purpose was to safeguard un-
infected zones from disease importation and from the impact of the trade and
travel quarantine measures necessary for disease control. What was being
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proposed in 2002 was based on a radically different premise about disease con-
tainment and about the role of states, the WHO, and nonstate actors in that en-
deavor. Rather than focusing on protection measures at borders to prevent the
ingress of disease, the 2002 report suggested that disease outbreaks could be
contained where they occurred—*“at source”—and that governments had a duty
to do their utmost to facilitate this containment. In turn, unaffected member
states would have a duty to refrain from implementing measures that punished
or unduly affected those states that had done their duty and complied with the
reporting and containment obligations. Importantly, the degree of transparency
and cooperation being articulated in the 2002 report was very different from
previous cooperative arrangements. Of particular note, the new approach allowed
the WHO to exercise significant powers of persuasion over states by recom-
mending appropriate responses, the implication being that states would need to
justify any deviation from those recommendations. While further details were
added to these proposals between 2002 and the finalization of the text in 20053,
the novel idea that states would abide by the maximum measures proposed by
the WHO (save where they could demonstrate a clear scientific justification for
going beyond them) was already becoming clear.

In line with the (by this time well established) discourse on globalization,
disease, and national security, in the report the WHO secretariat was explic-
itly arguing that states could not hope to rely on the antiquated notion of
“impregnable” borders to keep their population and economy safe. Security
against health threats could only be achieved through cooperative networks of
knowledge and response. Although in hindsight (post-SARS and post-IHR
revision) these ideas seem obvious, at the time they were novel—and only po-
litically possible because of the links the WHO secretariat was highlighting
between outbreak detection, outbreak containment, and the collective security
of states.

Conclusion

While the new norms of global health security examined in this book first began
to emerge in 1998 and were more clearly enunciated in the 2002 report, how those
norms would be operationalized was still being discussed and tested by the WHO
secretariat. Added to this, even though there had been a surge in interest in the
security implications of infectious disease, the IHR revision process continued
to suffer from a lack of momentum. There was still limited progress on the revi-
sion process proper (as distinct from the more substantial progress that had been
made on some related issues—around GOARN, for example).
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Nevertheless, in the period covered in this chapter some important progress
had been made in developing and promoting new norms of global health secu-
rity, and the WHO secretariat team, acting as a norm entrepreneur and demon-
strating a clear ability to exercise agency in shaping the agenda, had taken the
leading role. The problems with the existing IHR framework had been identified,
and the need for change had been formally agreed to by the WHO’s member
states. Moreover, states and the WHO were progressing with discussions around
appropriate roles and duties, even while there were no clear answers as to how dif-
ferent health systems and an overstretched WHO headquarters would accommo-
date the expanded responsibilities they entailed.

At first glance, given the widespread acceptance of the need for change from
as early as 1994—95, it might appear strange that convincing member states to en-
gage seriously in the process proved to be such a problem for the secretariat. Not-
withstanding the passage of the 1995 resolution to amend the IHR, a continuing
lack of political (and financial) commitment beset these early years of the revision
process. Persuading states of the need for a revitalised collective response required
the secretariat team to continually make the case for the revision process, fram-
ing the issues in terms of national security in an attempt to achieve high-level pri-
oritization. But despite the rhetorical support of both the member states and the
upper echelons of the WHO bureaucracy, the IHR revision effort was under-
resourced and, for much of the period examined in this chapter, did not get the
attention or support from member states that might have been expected. In 2001
there was an uptick in member state interest, as evidenced by that year’s WHA
resolution on global health security, but—as we shall see in the next chapter—it
took a major shock to the international system to provide the push needed for real
change to happen.

In terms of the norm life cycle framework, in the years examined in this chap-
ter, we saw the gradual formulation of new normative expectations and the early
efforts of norm entrepreneurs (especially secretariat officials) to promote these
to states, attempting to “teach” them why they had a vital interest in fundamen-
tal reform. Working from the apparent shortcomings of the existing regime, the
broad outlines of a set of new norms began to become apparent in the late 1990s
and were further honed in the early 2000s, as evidenced by the WHO’s 2002 re-
port. Yet by this stage, not all states had been persuaded that the new norms neces-
sarily provided an appropriate and effective solution to the infectious disease prob-
lem, or that they were compatible with their existing normative commitments—not
least with the norm of state sovereignty. Discussions continued, and the WHO
secretariat’s norm entrepreneurship efforts were far from complete. As we shall
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see in the next chapter, SARS provided a graphic illustration of the secretariat’s
case that an international public health emergency could not only affect human
and animal health in countries great distances apart but also seriously impact
the stability of national economies. For the WHO secretariat, SARS was an
opportunity to remind states of what they had been warning since the 199o0s.
The human tragedy and political fallout of the crisis imparted the sense of urgency
that had been lacking in the revision process (Whelan 2008) and provided the
WHO secretariat with an even firmer basis on which to persuade states of the
need to adopt new norms of global health security.



CHAPTER TWO

From Tipping Point to Cascade

SARS and the IHR Revision Process

We identified in chapter one that the 1995 World Health Assembly’s unanimous
agreement to revise the 1969 International Health Regulations was a pivotal mo-
ment in disease diplomacy, setting in motion a process that led to the develop-
ment of new international norms designed to achieve greater global health secu-
rity. There was general acceptance that the low level of compliance with the 1969
THR notification requirements was a product of outdated science and political re-
sistance. The 1969 IHR were irrelevant to the emerging diseases that now threat-
ened international trade and travel (Weir and Mykhalovskiy 2010, 120). As a re-
sult, states were increasingly taking disease reporting and response measures into
their own hands during outbreaks. The application of international sanctions in
particular was viewed with much concern as a measure that further eroded states’
already fragile willingness to report outbreaks. As the international response
to the plague outbreak in India revealed, governments could hardly be blamed
for their reluctance to report outbreaks when such openness could spell eco-
nomic and social disaster (Cash and Narasimhan 2000). Yet, as the WHO
secretariat continually stressed, such reporting was crucial to the global system
designed to protect populations from outbreaks. As will be seen in this chapter,
states were also being made cognizant—not least by the WHO—that a lack of
transparency in the event of an outbreak could facilitate the rapid global spread
of an outbreak and endanger populations far from the disease’s source. As a
result, there was a gradually growing recognition, in developing and developed
states alike, of the need to find ways to overcome the existing counterproductive
incentive structures and to breathe new life into the IHR in the interests of pro-
moting global health security.

However, as we saw in chapter one, despite unanimous agreement in the 1995
WHA to revise the 1969 ITHR, developing a new legal framework to cut through
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the Gordian knot of states’ perceived interests and entrenched behaviors was dif-
ficult. Some governments viewed the changes proposed by the secretariat with
political indifference (Kamradt-Scott 2010), while others viewed them as too radi-
cal a departure from the original IHR, particularly in terms of their proposed ex-
pansion to include all disease outbreaks of international importance (Weir and
Mykhalovskiy 2010, 121). Despite the fact that the WHO secretariat continued to
work on the IHR revisions, the process had reached a “virtual standstill” in the
late 1990s (Kamradt-Scott 2010, 80o)—although developments in the early 20005,
including initiatives such as the Global Outbreak Alert and Response Network,
gave rise to some hope for progress.

This chapter identifies the Severe Acute Respiratory Syndrome outbreak of
2003 as crucial in creating a sense of urgency that amplified the pre-existing se-
curity framing deployed by the WHO secretariat and helped cut through the ear-
lier indifference and opposition. SARS was a salutary lesson for the international
community in two respects. First, it demonstrated the rationale for expanding the
reporting obligations of all states to include any disease outbreak of international
importance (Mack 2006; Whelan 2008). The absence of a formal obligation to
report any outbreak that had the potential for international spread meant that no
government was technically obliged to report SARS. Given its rapid spread, high
mortality rate, and lack of a known cure, this was a frightening wake-up call for
governments, not least those in the “developed” world (Heymann and Rodier
2004a).

The second lesson of the SARS experience was that designating outbreaks as
“domestic matters” did not relinquish the state from its responsibility to engage
with the international community to facilitate disease control as well as to uphold
economic and consumer confidence in travel and trade responses. As David Fidler
(2004) has argued, one of the harshest lessons learned by the Chinese govern-
ment during SARS was that states were now expected to perform differently; a
general (although not yet legally formalized) feeling had emerged among states
that outbreak information was to be shared and that when a government failed
to live up to that expectation, other governments could legitimately institute travel
and trade measures to contain the outbreak in place of the affected state. As Andrew
Price-Smith (2009, 143—44) argues, it was no coincidence that China, widely per-
ceived to be the greatest obstacle to the international cooperative response to SARS,
suffered the greatest economic and political costs, in no small part as a result of
the government’s attempts to conceal the outbreak. The adoption of the revised
IHR in 2005 represented the formal acceptance by states of new behavioral ex-
pectations (in other words, new international norms) that most had already
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adhered to—without any formal requirement to do so—during SARS. Crucially,
as we argue in this chapter, unanimous acceptance by states of these new expec-
tations was only possible because of what the world had collectively experienced
in 2003 and because of the extent to which that experience aligned with the ar-
guments made over the previous decade about the potential security threat
posed by infectious disease outbreaks.

In norm life cycle terms, the focus of this chapter is on the ways in which the
2003 SARS outbreak triggered a tipping point that led to a norm cascade, in-
cluding the WHA'’s adoption of the new IHR. The chapter proceeds in three
sections. The first examines why it was that SARS brought political urgency to
the task of improving international disease responses. The second part explores
why the 2003 SARS outbreak gave rise to (or laid bare) new and widely shared
expectations of state behavior during such outbreaks. Affected and unaffected
states alike engaged in discussions over the advice of the WHO, the behavior of
China, and the epidemiology of SARS. The SARS case made it abundantly clear
that major outbreaks could no longer be solely domestic concerns. Furthermore,
domestic and international political fortunes rose and fell according to how well
governments understood the newly emerging expectations being placed on
them. In the final part of the chapter, we explore the completion of the IHR revi-
sions between 2004 and 2005 and illustrate how the necessary state support
was intimately tied to the experience of SARS. Indeed, in the immediate after-
math of SARS it was agreed to convene an Inter-Governmental Working Group
(the IGWG) on the Revision of the IHR, and during the sessions held by this
working group SARS was the example most often cited to highlight the issues
norm entrepreneurs both within and outside the WHO had been referring to
for almost a decade. SARS served as the trigger event that propelled the new
norms from emergence to cascade and gave momentum to the legal institution-
alization of those norms (Finnemore and Sikkink 1998, 9oo0) in the form of the
revised IHR.

The SARS Outbreak and Norm Change

As we saw in the last chapter, while the stalemate on the IHR revisions continued,
there had been incremental advances on the principle that disease outbreaks
needed to be reported and responded to promptly, seen through the creation of
GOARN in 2000 and the WHA’s resolution on global health security in 2001. Yet,
the challenge that remained was crossing the threshold from persuading states
that prompt disease reporting and verification was a good idea in principle (which,
arguably, had largely been achieved) to states agreeing to change their own
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behavior in cases where they felt that their interests were directly at stake. Al-
though statements on the need to revise the IHR suggested that many states ac-
cepted the need for expanded reporting obligations, in practice they could, and
sometimes did, still resist attempts by the WHO to acquire further information
about an outbreak. States may have been persuaded by the WHO secretariat’s
arguments that the disease outbreak response mechanism needed to change,
but governments were not yet ready to fully commit themselves to those changes.

Martha Finnemore and Kathryn Sikkink argue that norm emergence “tips”
into cascade at the point where “a critical mass of relevant state actors adopt the
norm” (ibid., 89s). Critical mass occurs, according to Finnemore and Sikkink,
when more than a third of states agree to a norm or when a “critical group” of
states that could compromise the norm agree to it (ibid., 9o1). The tipping point
leads to “contagion,” where more and more states adopt the norm, as it becomes
clear that resistance will “cost” an actor (politically, socially, or economically) more
than compliance will. But what triggers that adoption by a “critical group of states”
(Risse and Sikkink 1999, 7)? At what point do some actors suddenly come to hold
new expectations of themselves and each other? Here we argue that the SARS
outbreak may be plausibly identified as the trigger that precipitated this tipping
point. Clearly, exogenous shocks can have a strong impact on how governments
view the world, how they understand their roles and interests, and how they re-
spond to similar events in the future. Events such as SARS can thus trigger a tip-
ping point in the development of new norms.

Crises can thereby be a powerful tool for norm entrepreneurs who are attempt-
ing to encourage their audience to think differently about desirable behavior
within their community (Finnemore and Sikkink 1998, 888). Indeed, it is not un-
usual for norm entrepreneurs to use such unanticipated events (either during or
afterward) as a demonstration of the need for new forms of behavior (Widmaer,
Blyth, and Seabrooke 2007, 748). However, a change in ideas about appropriate
behavior is still required before we can talk about a genuine tipping point having
been reached. Thus material events and ideas are closely linked.

We outlined in chapter one the foundational work laid down by the WHO sec-
retariat in promoting new expectations around state behavior in the event of an
outbreak. We argue here that this work was crucial in shaping the reaction to the
exogenous shock of SARS: because of the ways in which the outbreak was inter-
preted and constructed by norm entrepreneurs and by their audience and the way
in which it resonated with the previous arguments of norm entrepreneurs, SARS
served as a spark for the widespread acceptance of the new norms. The 20045
period, in which the THR revisions were rapidly advanced and finally agreed to
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by all WHO member states, was a textbook case of how legal institutionalization
“sets the stage for a norm cascade and the norm’s rapid spread” (Percy 2007, 388).
Prior resistance, or indeed apathy, among some states to the IHR revisions dimin-
ished after the SARS outbreak, because SARS both demonstrated the severity of
the problem and, in relation to the expectation that states promptly and openly
report outbreaks, served to clarify “what, exactly, the norm is and what constitutes
violation” (Finnemore and Sikkink 1998, 9oo). SARS increased awareness of the
shortfalls in the existing IHR, and in the immediate aftermath a crucial tipping
point was reached that became increasingly apparent in the 2004 and 2005 IGWG
meetings. It was in the context of these meetings that states and the WHO worked
together to revise the IHR in order to clearly enunciate their respective obligations
in the face of future outbreak events.

SARS: Timeline of a Trigger Event

The first known SARS case was a male, traveling on business, who arrived in Fos-
han, Guangdong Province, China, on November 16, 2002, exhibiting symptoms
of atypical pneumonia (Liu 2004, 1; WPRO 2000, 3). Four of the hospital staff that
cared for that man later began to display similar symptoms, leading some to sus-
pect that they had contracted the same illness. The Chinese central government
in Beijing was informed of the outbreak by provincial health authorities in No-
vember (Liu 2004), and the disease continued to spread within Guangdong Prov-
ince throughout December 2002. It was not until January 2003, however, that
reports of the outbreak were detected by international surveillance systems such
as the Global Public Health Intelligence Network (GPHIN) and ProMED-mail
(PMM) (Madoff and Woodall 2005; Brownstein, Freifeld, and Madoft 2009). Both
issued reports in early January 2003 of an “unusual” pneumonia outbreak in
southern mainland China. The WHO secretariat in Geneva, acting on the GPHIN
alert, issued a formal request for further information on the outbreak from the
Chinese authorities, but to no avail (Schnur 2006, 36). By late January, there were
reports of a “second-wave” of cases, in which infections had increased exponen-
tially. The Guangdong Health Bureau then invited the Chinese Center for Dis-
ease Control and Prevention (China-CDC) to investigate their cases of “atypical
pneumonia” and to advise on prevention and control measures (WPRO 20006, 4).
That investigation was reportedly completed within a few days, but the Chinese
authorities declined to publicly release the findings until February 11, 2003 (Liu
2004, 2). In the interim, Guangdong health authorities publicly maintained that
the outbreak was atypical pneumonia with 305 cases and five confirmed deaths
(WPRO 20006, 3).
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The WHO secretariat in Geneva—having received an alert from GPHIN via
unofficial sources that the Chinese health authorities did not in fact believe the
outbreak to be atypical pneumonia—asked the WHO China Office to obtain
direct confirmation from the Ministry of Health in order to clarify rumors
about the precise nature of the outbreak (Schnur 2006, 36). The Ministry of
Health again maintained that it was seasonal atypical pneumonia. A WHO-led
international investigation team was allowed into China on February 23, 2003,
but was denied permission to travel to Guangdong, where the majority of out-
breaks were allegedly occurring.

In late February, cases of severe respiratory infection began to appear in Hong
Kong and Viet Nam. The index case! for Hong Kong was a doctor who had been
treating patients suffering from atypical pneumonia in Guangdong province and
who had traveled to Hong Kong to attend his nephew’s wedding. After becom-
ing sick overnight in his hotel, he was admitted to a hospital on February 22, 2003,
where he promptly alerted health authorities to the nature of his illness (Fidler
2004, 76). Meanwhile, an American businessman who had stayed at the same
hotel—on the same floor—as the doctor had already traveled to Hanoi, fallen ill,
and been admitted to a hospital with an undefined pneumonia. A WHO epide-
miologist based in Hanoi, Carlo Urbani, who later died as a result of his own ex-
posure to SARS, diagnosed the illness as a new syndrome on February 28, 2003,
alerting the WHO to the gravity of the illness and the possibility that this was a
novel outbreak. By March 10, more than 20 hospital staff who had been directly
or indirectly involved in treating the American patient had also become infected
(ibid., 77; WPRO 2006). On March 1, a female who had also stayed on the same
floor as the doctor from Guangdong in the Hong Kong hotel was hospitalized in
Singapore. It is suspected that prior to her hospitalization she spread the virus
to a further 22 people.

Meanwhile, the WHO secretariat in Geneva was receiving unofficial reports
that the “mysterious illness” had spread in China and had reached the capital, Bei-
jing. The Chinese government, however, continued to report that the “atypical
pneumonia” outbreak was under control (WHO 2003). Even as Chinese officials
were denying the existence of any unusual disease, the first case arrived in To-
ronto, Canada, on February 26, 2003, initiating a localized epidemic before the
index case passed away one week later. Five of the deceased’s family members were
then hospitalized with the illness (WPRO 2006, 9-10).

The novelty of the virus and its rapid global spread led the WHO secretariat
to issue a range of temporary recommendations that included global health alerts,
travel advice, and medical counsel specifically relating to the disease. On March 12,
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2003, the organization’s first global health alert identified the outbreak as occur-
ring in the Chinese province of Guangdong and in Hong Kong and Viet Nam.
But it was the Singapore government’s urgent request to the WHO secretariat in
Geneva to assist with isolating a physician en route from New York to Singapore
who was suspected of carrying the disease that led the WHO director-general, Gro
Harlem Brundtland, to issue her second alert on March 15 (Fidler 2004). That alert
was issued in the form of an emergency travel advisory—an act that brought se-
rious trade and travel ramifications—and stated that the justification for the alert
was the fact that the rapid spread of what was now being called Severe Acute Re-
spiratory Syndrome had been facilitated by air travel (ibid., 78-79; Schnur 2006,
37; WPRO 2006, 16). The Singapore case certainly informed the decision to is-
sue the travel advisory, but Brundtland also cited the wider picture of the rapid
spread of the outbreak across the world within a short period of time: in the three
days since the first alert on March 12, the WHO had received reports of possible
SARS outbreaks in a further seven countries, including Germany, Indonesia, the
Philippines, Singapore, Thailand, the United Kingdom and the United States.
From that point onward, in cooperation with its regional counterpart, the West-
ern Pacific Regional Office (WPRO),? the WHO secretariat in Geneva assumed
a leading role in advising governments, the global media, and the medical com-
munity as SARS spread across 27 countries in the months that followed (Hey-
mann 20053, 94). Alerts detailing the epidemiology of the virus were released
by the secretariat on a regular basis, approximately every 48 hours.

On March 27, 2003, another international travel alert was issued, specifically
mentioning Hong Kong, Singapore, Viet Nam, and Canada (Fidler 2004, 85). The
glaring omission in this alert was China, reflecting the tense nature of the WHO’s
relationship with the country that probably had the largest number of SARS cases.?
Of particular concern was the WHO secretariat’s realization during discussions
with the Chinese health ministry that the Chinese government was not using the
case definitions required for identifying SARS cases, nor had a directive been is-
sued requiring provincial authorities to notify central authorities of suspected
SARS cases (Schnur 2006, 38; Saich 2006, 79). These events within China led
Director-General Brundtland to issue a specific travel advisory for Guangdong
province and Hong Kong on April 2, 2003, stating that “non-essential travel [to
these destinations] should be postponed” (WHO 2003).

Two key factors, specific to China, led to Brundtland taking this dramatic
course of action: the Chinese government’s failure to contain the spread of the
disease and its continued insistence that the majority of its hospital cases were
atypical pneumonia (Fidler 2004; Heymann and Rodier 2004a). China’s Ministry
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of Health had reported in March that there had been 305 infections and 5
deaths, mainly in Guangdong, contradicting estimates by the WHO office in
China based on direct communication with the Guangdong health authorities.
The WHO estimate suggested that in the same period as covered in the health
ministry’s report—between November 16, 2002, and February 28, 2003—there
had been at least 792 infections (a third of them healthcare workers) and at least
31 deaths in Beijing, Shanxi Province, and Guangdong. The Chinese government’s
continued reference to their cases as atypical pneumonia further frustrated the
secretariat’s efforts to accurately ascertain the extent of virus spread and advise
neighboring governments accordingly (WPRO 2000, 23). The director-general’s
travel advisory, therefore, could be interpreted as a last resort: the final available
means for “reducing the incidence of infections and deaths” (Zacher and Keefe
2011, 66). However, the alert was also issued with strict geographic definitions
in order to limit as far as possible the wider economic costs that SARS was inflict-
ing upon cooperative states (ibid.).

After the April 2 travel advisory was issued, China allowed a WHO-led team
to travel to Guangdong province between April 3 and 8. However, denials that the
disease had reached epidemic proportions in Beijing continued. On April 3, the
mayor of Beijing, Meng Xuenong, and the minister of health, Zhang Wenkang,
gave a press conference stating that there were only 12 SARS cases in Beijing and
that none of the infections were locally transmitted (Liu 2004, 50). A senior doc-
tor at a Beijing military hospital, Jiang Yangyong directly contacted media out-
lets on April 4 to dispute the information given in the press conference the pre-
vious day (Saich 2000). Jiang wrote an open letter stating that he knew of at least
60 SARS patients and “numerous” deaths in Beijing military hospitals,* where
the majority of SARS cases were being isolated (Eckholm 2006, 123—24). In re-
sponse to this letter, the WHO increased its demands for access to Beijing’s pub-
lic and military hospitals. The mayor of Beijing revised his estimates but still in-
sisted there were no more than 37 cases of SARS in the capital. In response, the
WHO representative in China, Henk Bekedam, repeated the WHO secretariat’s
doubts about the government’s release of data. In a highly charged news confer-
ence on April 16, Dr. Bekedam stated, “we have clearly told the Government the
international community does not trust their figures” (WPRO 2006, 80). At the
same WHO China Office press conference, Dr. Schnur was asked the potential
number of cases in Beijing, to which he replied that (contrary to the 37 cases be-
ing reported by the mayor) a more realistic figure was between 100 and 200 (ibid.).
Schnur’s comments were widely reported on the Internet, and even China’s state-

controlled media could not hide the story (Eckholm 20006).
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The next day, April 17, 2003, a Politburo meeting of senior Chinese party lead-
ers was held to discuss the response. The Politburo agreed to publicly admit to
mistakes in handling the outbreak up to that point (Saich 2006, 81). On April 20
the Vice-Minister of Health, Gao Quiang, gave a public press conference to “de-
clare war on SARS” (WPRO 2006, 80) and acknowledged that “work had been
lacking and that the fragmented jurisdiction over medical facilities in the capi-
tal had meant that accurate information had not been collected” (Saich 2006, 82).
After the press conference, it was announced that the minister of public health,
Zhang Wenkang, and the mayor of Beijing, Meng Xuenong, had been sacked for
their mishandling of the crisis. Vice-Premier Wu Yi was placed in charge of the
Ministry of Health and by April 23 had established a purpose-built central com-
mand center and allocated a budget of two billion yuan (approximately US$240
million at 2003 exchange rates) to respond to the crisis. On the same day, the au-
thorities disclosed 295 previously unreported SARS cases in Beijing (WPRO
2000, 80). Joint WHO-Ministry of Health missions were established to visit prov-
inces to review data and provide advice on infection control. These efforts were
directed toward two principal audiences—first, an increasingly panicked and dis-
trustful citizenry that needed their faith in the government restored and second,
the international community.

The government recognized they could only begin to mend their damaged ex-
ternal reputation if they (re)gained the trust of the international community in
their response to SARS, so the central authorities went to great lengths to dem-
onstrate their compliance with the WHO’s recommendations (WPRO 2006, 83;
Price-Smith 2009, 145). Evidencing this renewed focus and commitment to trans-
parency, by May 2003 the authorities in Beijing Province alone had reported more
than 2,000 suspected or confirmed SARS cases, with an average of 100 new in-
fections being reported every day (WPRO 20006, 32).

Beijing and Shanxi provinces in China as well as Toronto, Canada, were added
to the travel advisory on April 23, 2003. A travel advisory for Taiwan was issued on
May 22 and lifted on June 17, whereas the Philippines and Viet Nam were added to
the WHO’s global health alert, but no travel advisory for either country was ever
issued by Director-General Brundtland.’ On July 5, 2003, after approximately
8,400 infections and 774 deaths, the WHO declared that the SARS virus had been
contained (Heymann 2005b, 16-17).

SARS as a Shock to the System: From Trigger to Tipping Point

The unanticipated arrival of SARS, followed by the international community’s re-
action, was “a good example of an ‘exogenous shock’” for two principal reasons
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(Price-Smith 2009, 155). First, SARS “undermined the Galenic mythology (still
prevalent) that infectious disease is primarily a concern solely for the developing
countries . . . developed countries realized that they too were vulnerable to the pro-
liferation of debilitating and lethal pathogens” (ibid.). The SARS outbreak also re-
vealed how impractical it was for states to rely solely on quarantine and isolation
practices for outbreak response. Even sophisticated public health systems such
as those in Canada and Singapore struggled to contain and respond to the out-
break (Heymann and Rodier 2004a, 194). Furthermore, SARS illustrated what
the WHO secretariat had been arguing for some time—that states had good rea-
son to be interested in one another’s outbreak response behavior. Indeed, against
the background of the securitization of emerging infectious diseases through-
out the 1990s, it was now abundantly clear that revising the IHR was not an
exercise to benefit only those states who faced frequent infectious disease out-
breaks. Both weak and strong public health systems alike had been unable to
prevent SARS’s entry and spread (Price-Smith 2009, 154).

Second, the international community’s reaction to China’s lack of transparent
and prompt reporting of SARS cases was the first concrete sign of significant
changes occurring in collective ideas about appropriate behavior. There was no
legal obligation for states to report SARS cases under the IHR 1969, and indeed
the constitutional basis for the WHO director-general issuing travel advisories was
the subject of intense debate (Fidler 2004; Cortell and Peterson 2006; WPRO
2000). Nonetheless, during the event it became clear that there was a widespread
expectation that states would openly disclose SARS cases and that the WHO sec-
retariat should be empowered to recommend appropriate travel and trade mea-
sures. This latter expectation grew partly out of pragmatism—states saw that the
WHO's alert after the Viet Nam and Hong Kong outbreaks possibly saved thou-
sands of lives, partly out of fear—if SARS had been a more efficient pathogen,
many more could have died as a result of China’s failure to report early and trans-
parently (Fidler 2004, 134-35). But the expectation also grew out of recognition
that there was an alternative to this situation, one that required states to commit
to international rules that would prescribe their domestic behavior (Percy 2007,
389). To put it another way, states’ perception of the norm of sovereignty, and par-
ticularly of its relationship to outbreak reporting and response, was rapidly reca-
librated during the SARS crisis. The old habit of treating an infectious disease
outbreak as a domestic matter, subject to domestic rules and norms, did not work
(Zacher and Keefe 2011). SARS was the trigger for a critical mass of states, per-
suading them to cease being apathetic (or even resistant) to a set of new collec-
tive behavioral expectations concerning infectious disease outbreaks.
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Not surprisingly, norm entrepreneurs within the WHO secretariat were keen
to use SARS as evidence of the need for governments to heed their advice. SARS
not only bolstered awareness of the need for behavioral changes, but it also gave
states a strong incentive to engage seriously in the IHR revision process and seek
to institutionalize these behavioral changes (Finnemore and Sikkink 1998, 896).
The catalytic effect of SARS was specifically noted by David Heymann, who
observed,

I believe that delays came because of a lack of feeling the urgency of the revision
process among the Member States. And I don’t think they felt urgency until the
SARS outbreak occurred. We were working with Member States trying to increase
attention to the revision, publishing occasional documents in the Weekly Epidemi-
ological Record and discussing it at the World Health Assembly. But they really never
engaged in earnest until after the SARS outbreak. (Kamradt-Scott 2010, 78-79)

The IHR revision team deliberately used the SARS experience to reveal both
the weaknesses and strengths of the global health security regime as it stood in
2003, a further example of the phenomenon discussed in chapter one, in which
the secretariat as a norm entrepreneur played an active part in constructing its
own role rather than being a mere passive recipient of authority delegated to it
by the WHO’s member states. The key weakness identified by David Heymann
and Guénaél Rodier in a co-authored paper published in 2004 was states’ lack
of willingness to report early and verify local outbreaks of SARS. The travel
alerts issued by the director-general were an attempt to ensure trade and travel
was not unnecessarily adversely affected, but at the same time, they were also
deployed in response to the failure by particular states to diagnose outbreaks of
the disease and contain it quickly to prevent international spread (Heymann
and Rodier 2004b, 174). According to Heymann, the WHO'’s travel advisories
were also intended to introduce a sense of reasonableness into states’ assess-
ments of whether or not they should advise their citizens against travel to af-
fected areas:

Before we started making our recommendations there were many countries that
had made advisories that weren’t based on anything more than insurance concerns.
One government for example recommended no travel to Viet Nam. They also rec-
ommended that government employees’ families living in that country be returned
home. These recommendations were made because the government could not en-

sure return flights should their citizens abroad become ill. (Kamradt-Scott 2010,

78-79)
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Especially in the early stages of the outbreak, the SARS episode also revealed
resistance from some governments to a change in behavioral expectations. The
Chinese government’s initial failure to cooperate with the WHO in disease veri-
fication and response has been identified as the crucial enabler for the interna-
tional spread of the disease (Price-Smith 2009). Some have noted that China was
condemned for its actions (or inactions) even though it broke no international
rules and indeed have suggested that the (effectively unmandated) actions of the
WHO were more surprising than China’s initial instinct to treat the disease out-
break as a domestic matter (Cortell and Peterson 2000). By and large, however,
the international community did not share this view. Indeed, the widespread sup-
port for the WHO’s actions during the SARS period serves as evidence of how far
a critical mass of states had moved toward accepting new understandings of roles
and responsibilities in the event of infectious disease outbreaks—even if it meant
complying with requirements not yet formally institutionalized. For the Chinese
government, SARS proved a revelation in terms of how to handle both its domes-
tic and international audiences (Huang 2010). The dismissal of the minister of
health and the Beijing mayor and the public admission that mistakes had been
made were highly unusual acknowledgments by the Chinese authorities of po-
litical and bureaucratic failure. The accompanying expression of “deep concern,”
along with an admission by Premier Wen Jiabao that China’s collapsed rural
health system would struggle if SARS spread to outer provinces, were both novel
and unprecedented (Kaufman 2006, 57).

Indeed, it is worth noting that even though the Chinese government was ob-
structionist over a period of months and provincial authorities in Canada com-
plained that the travel alerts placed them under unnecessary economic stress
(Price-Smith 2009, 145), no government refused outright to cooperate or commu-
nicate with the WHO during the SARS outbreak (Fidler 2004; Kamradt-Scott
2010). As Heymann noted, “countries did not refuse to report or collaborate on
the grounds that SARS (and most other infectious diseases) was not covered by the
International Health Regulations (1969)” (Heymann 20060, 352). Even when the
authorities did their utmost within China to conceal the extent of the outbreak, it
was never based on an explicit rejection of the WHO’s authority to seek more
information. In fact, there was little open criticism of the role that the WHO
played. Although the 1969 IHR failed to illicit comprehensive compliance with
the reporting obligations, during SARS (with the sole exception of China) “despite
being under no international legal obligation to report SARS cases to WHO, vir-
tually all countries afflicted by SARS notified WHO of cases rapidly, continuously,
and transparently” (Fidler 2004, 133).
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The SARS experience gave WHO staff the opportunity to exercise an unusual
degree of agency—not just in attempting to persuade states but also in directly
influencing events, often on the basis of highly political judgments. For exam-
ple, the WHO secretariat was in a position to “reward” states for good behavior.
The decision not to issue travel advisories against Singapore and Viet Nam, for
example, was based on political considerations as well as science. While there was
a low public health risk in making this decision in both cases,® there was also a
conscious decision to reward states who demonstrated full disclosure by not is-
suing alerts that were recognized to have the potential to produce adverse trade
and travel consequences (WPRO 2000, viii-ix). Likewise, travel advisories were
promptly removed when the secretariat deemed that a country had a measure of
control over the outbreak (Zacher and Keefe 2011, 61).

Furthermore, when the WHO secretariat actively praised states that openly
collaborated with the organization, this acclaim bolstered governments’ inter-
national and domestic political legitimacy. As several administrations (such as
those in China, Singapore, and Hong Kong) learned, domestic audiences judged
the appropriateness of their government’s response to a great extent through the
judgments made by the WHO and the international community. The WHO sec-
retariat’s alerts in particular frequently entered the domestic political discourse
and became benchmarks for evaluating governments’ responses (Huang 2003).
Governments sought WHO approval as a way to win the confidence of their
citizens, in the process further legitimizing the organization’s coordination and
communication efforts and cementing the relationship between outbreak dis-
closure and minimal interference in travel and trade (Heymann and Rodier
20043, 194). When countries couldn’t meet the WHO’s requests for outbreak
information, embarrassment and awkwardness settled on the state and not the
WHO (Zacher and Keefe 2011, 60—61). All of this revealed the elevated political
status of the WHO during the crisis. At a time when there was no framework in
place for the WHO to manage and advise states on the SARS outbreak, states
nevertheless turned to the WHO for advice and information. This gave the WHO
considerable political influence in determining which states had (and which
had not) enacted an “appropriate” response to the SARS outbreak. Once again,
the secretariat was serving a key function in defining and monitoring appropri-
ate state behavior.

Global Health Security and SARS

Why was SARS such an effective trigger for state support for the new norms
of global health security and, by extension, the IHR revision process? Part of
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the reason was that the event was interpreted in a social context in which the
securitization of emerging infectious diseases over the previous decade had al-
lowed for particular messages, such as those being put forward by the WHO
secretariat, to be heard by states, their citizens, and the media. Security pro-
vided the frame within which the SARS outbreak was understood and dis-
cussed, and in turn SARS legitimized the security rhetoric. SARS provided a
stark illustration of the potential dangers posed to states by a global failure to re-
spond adequately to a rapidly transmissible disease outbreak. The arguments we
examined in chapter one that typified the securitization of infectious dis-
ease, in particular those around the globalization of the disease threat, were
readily apparent during the SARS episode. As we show in this section, security-
based arguments were central to the reasons put forward for IHR revision around
the time of SARS. Crucially, this was “security” of a particular kind—one that
stressed the interconnectedness of states and sought to construct the world as a
“community of common fate” via the concept of global health security, a phrase
that became increasingly common through the early years of the twenty-first cen-
tury and which was rapidly and successfully linked with the IHR revision
process.

While the securitization of health was an important backdrop to the norma-
tive changes then underway (both indirectly as a background condition and di-
rectly via key statements such as the Institute of Medicine report), it is certainly
not self-evident that the construction of infectious disease as a national security
issue would necessarily lead to states taking a more cooperative approach. Indeed,
as Stefan Elbe (2010) has argued in relation to the stockpiling of antiviral medi-
cations, constructing disease as an issue of national security could actually lead
states to reassert their sovereignty and to see each other as rivals for defensive re-
sources rather than as partners in the global fight against disease. What the WHO
secretariat did, however, was to carefully frame infectious disease as a particu-
lar kind of security threat that required a particular kind of cooperative and—most
crucially for progress through the norm life cycle—institutionalized international
response. The term “global (public) health security” was used by the secretariat
to encapsulate this argument (WHO 2007a), and while its precise definition has
remained elusive (Aldis 2008; Rushton 2011), it has been widely adopted by states
(e.g., in the Oslo Ministerial Declaration 2007—see Amorim et al. 2007), as well
as the WHO, as not only a way of identifying the threat posed by pathogens in a
globalized world but also as a way of promoting the need for a collective global
response. As we saw in chapter one, in 2001 the WHO secretariat reported to the
WHA in Global Health Security— Epidemic Alert and Response (WHO 2001c). That
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report set out the familiar security arguments around infectious disease clearly,
including noting in paragraph two that

increased population movements, whether through tourism or migration or as a re-
sult of disasters; growth in international trade in food and biological products; so-
cial and environmental changes linked with urbanization, deforestation and alter-
ations in climate; and changes in methods of food processing, distribution and
consumer habits have reaffirmed that infectious disease events in one country are

potentially a concern for the entire world.

The report stressed the need for global cooperation to ensure global health secu-
rity (ibid., paragraph 5). The resolution passed by the World Health Assembly in
response to the secretariat’s report (WHA 2001) echoed the same arguments
about the impact of globalization and the fact that “any upsurge in cases of infec-
tious disease in a given country is potentially of concern for the international com-
munity” (ibid. preamble, clause 5).

The WHO'’s 2002 report Global Crises—Global Solutions explicitly set security
considerations in the context of the IHR revisions, as in its opening statement:

The phenomenon of globalization in the twenty-first century has altered the tradi-
tional distinction between national and international health. Very few, if any, ur-
gent public health risks are solely within the purview of national authorities. One
of the obvious consequences of globalization is the increased risk of international
spread of infectious diseases. People and goods are crossing national borders in mas-
sive numbers unparalleled in human history. While some countries may still opt
for extreme protectionism, importation of diseases is always difficult to prevent. The
cross-border impact of infectious diseases is better addressed through multilateral
efforts. (WHO 20023, 1)

The principle underlying such statements is abundantly clear: that the security
of all states is threatened by public health emergencies of international concern,
and that a global collective security response is the only effective way for states
to ensure their security. Collective action is necessary and legitimate because it
will bring benefits for all. There could scarcely have been a clearer illustration of
these claims than the SARS outbreak of 2003.

In addition to making such security arguments in official WHO reports and
publications, during the years in which the revision process was ongoing key
members of the secretariat’s IHR revision team—not least those individuals dis-
cussed in chapter one—published a number of articles related to the IHR, the
SARS outbreak, and disease surveillance more broadly. These articles again
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showed the willingness of key members of the secretariat team to assert the
WHO’s authority and expertise and to lead the debate, arguing explicitly that
infectious diseases should be interpreted as a global security threat that could
only be managed through global cooperation via IHR revision (e.g., WHO 2002a;
Heymann 2003). Success and failure during the SARS outbreak came to be inter-
preted through this security lens throughout the remainder of the IHR revision
process (Whelan 2008).

The IHR Revision Process—Reaching the Tipping Point

During 2004 and 2005, the drafting process required diplomatic skill and per-
suasion that evoked the entrepreneurial spirit of the earlier stages of the norm
life cycle. As this section will reveal, although the precise behavior expected of
states during an outbreak like SARS continued to be contested, there was a
gradual convergence of expectations, and not disputed during this period was
the need for a revised IHR. The existence of a critical mass of states accepting
the new norms of global health security was formally shown with the WHA'’s
passing of the revised IHR in May 2005. But, as has already been made clear,
this was the culmination of a process of ideational change that had begun much
earlier. By the end of the SARS outbreak in mid-2003, two widely held beliefs
were already apparent: that responsible states do not conceal outbreak events;
and that the international community should apply appropriate (but not dispro-
portionate) trade and travel measures when these events arise. The precise for-
mulation of the international legal rules required to realize these two aims,
however, was the subject of intense debate over the 2004—5 drafting period. We
now examine some of the key normative changes that were eventually codified
in the IHR 2005, linking these with the experience of SARS and the post-SARS

[HR revision process.

Notification within 24 Hours

In May 2003, during the SARS outbreak, the WHA unanimously passed resolu-
tion WHA56.28, which called for completion of the IHR revision process and for
draft regulations to be in place and ready for adoption by the fifty-eighth meet-
ing of the WHA in May 2005. In the same resolution, it was noted that the 1969
IHR were inadequate and that this was demonstrated during the SARS crisis, as
the existing regulations did not include specific actions required of member states
and the WHO to contain the outbreak (WHA 2003). Notably, states agreed even
prior to the agreement on the new IHR to
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establish immediately a national standing task force or equivalent group and, within
it, to designate an official or officials having operational responsibilities and acces-
sible at all times by telephone or electronic communication, to ensure the speed,
particularly during emergencies, of both reporting to WHO and consultation with

national authorities when urgent decisions must be made. (ibid., paragraph 3)

The collective expectation for member states to promptly report an outbreak
situation to the WHO was articulated and affirmed by all states in 2003, but the
attachment of a specific time frame that would detail precisely how promptly gov-
ernments were to diagnose and report an outbreak was a novel departure from
the traditional reporting relationship between member states and the WHO. As
WHAS56.28 stated, the SARS situation exemplified the fact that an effective gov-
ernment response depended on accurate and up-to-date knowledge of the situa-
tion in other countries. The sooner this knowledge was shared, the more effec-
tive the containment of the outbreak (Heymann and Rodier 2004b). The
attachment of a specific reporting time line (allowing 24 hours for a state to re-
port a suspected outbreak) was one of the most important changes introduced in
the IHR revisions (WHO 2004a). Even if it was not necessarily expected that gov-
ernments would always succeed in meeting this deadline in practice (a problem
we return to later in the book), for the first time there was an agreed-upon bench-
mark against which performance could be judged.

In a working paper provided for regional consultations in early 2004, the 24-
hour timeline only applied to the optimum time that a state should take to assess
a potential Public Health Emergency of International Concern (PHEIC) (ibid., An-
nex1, 3a). States were asked to notify the WHO immediately if the outbreak was
deemed to be a possible PHEIC, but there was initially no specific time frame at-
tached to this notification stage. During the regional consultation process, it was
suggested that a 24-hour time frame be attached to the notification requirement
in the proposed draft (WHO 2004Db, 10). Even though various concerns were
raised about the capacity of some states to meet such a requirement (ibid., 6; WHO
2004¢, 8, 2004d, 4-5, 2004e, 5), this suggestion was ultimately retained.

By September 2004, the 24-hour time line was included under Article 5 (No-
tification) of the draft text (WHO 2004f, 2004g, 6). The 24-hour time period was
agreed to primarily because, as well as making a more rapid global response pos-
sible, placing an emphasis on the timeliness of reporting would assist states in
other respects. First, the explicit reporting time frame would assist states in en-
hancing their own risk communication strategies and would necessitate budget
allocation toward ministries of health to build effective early warning surveillance
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capacity that could meet this reporting time limit (WHO 2004c, 8, 2004Db, 6, 10,
2004h, 5-6, 9). It was already clear during the regional consultations that an im-
plementation period would also need to be incorporated into the revised THR,
given that many governments did not have the necessary infrastructure in place
to meet a 24-hour reporting deadline nor the ability to rapidly acquire it (WHO
2004c¢, 2004d, 2004€). However, it is of note that in the regional consultations
there was no suggestion of a retreat from the timely reporting expectation, im-
plying that states had already come to see this as a reasonable behavioral expec-
tation. The primary focus of debate was over the practicalities—in particular the
assistance that would be required for states to meet the expectation (WHO 2004g,
2004i). The second crucial, but often overlooked, obligation was the one being
placed on the WHO secretariat. The 24-hour time frame also required the WHO
to be responsive to states’ requests for assistance and necessitated the WHO be-
ing given the capacity to provide such assistance (WHO 2004h, 14, 2004b, 06).
Ergo, states saw the revised IHR as not just placing expectations on themselves
but also on the WHO (ibid.).

Because of the broad consensus over the desirability of the 24-hour reporting
expectation, by 2005 (what had now become) Article 6 had undergone little
change and the obligation for states, enshrined in the final text of the IHR (2005),

is clear:

Each State Party shall notify WHO, by the most efficient means of communication
available, by way of the National IHR Focal Point, and within 24 hours of assess-
ment of public health information, of all events which may constitute a public health
emergency of international concern within its territory in accordance with the de-

cision instrument. (WHA 20053, Article 6.1)

Expanding the Range of Notifiable Events

If the expected speed of reporting was one significant change, the scope of the
new reporting expectations was another key departure from the 1969 IHR. As
already noted, states were not formally required to report SARS cases, and there
was no explicit mandate in place for the WHO to demand the level of reporting
that it in practice requested governments to undertake (Kamradt-Scott 2010). The
threat posed by newly emerging and re-emerging diseases had been central to
much of the discourse surrounding IHR revision, but it should be recalled that
the scope of the revised IHR had been a sticking point for those states engaged
in developing the 1998 draft and that, as discussed in chapter one, the proposal
for a system based on “syndromic reporting” was abandoned after an extensive
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trial. Not surprisingly, therefore, during the 2004 negotiations, the range of dis-
eases to be covered by the revised IHR was again the subject of much discussion.

The intention with the proposed definition of a PHEIC (WHA 2005, Annex
2) was that it would be broad in both scope and application. In the January 2004
draft, a PHEIC was to be defined on a case-by-case basis, with a decision instru-
ment being used to guide states in deciding whether or not an outbreak required
notification of the WHO (WHO 2004a).” These loose PHEIC criteria were revised
after a number of individual submissions were made by governments arguing that
the regulations should also include a list of specific diseases where notification
should always be made (WHO 2004g). This request came largely out of a desire
by states to have easily applicable reporting parameters in place for a number of
diseases that occur regularly in some countries and which had been responded
to by the WHO under the GOARN framework between 1998 and 2003 (WHO
2004b, 2004d).

One other concern that arose as a consequence of the expanded scope of the
IHR was about how responses to chemical or radiological events would be man-
aged in coordination with existing international instruments and bodies that have
responsibility for such issues (WHO 2004i, paragraph 6, 2004j). In October
2004, after the conclusion of consultations with regional offices and member
states, the IHR IGWG justified the inclusion of such events within the revised
framework thus:

The release of chemical or radionuclear agents often manifests itself at the outset
through symptoms or signs, sometimes even before their cause is known. The abil-
ity of the international community, in particular through WHO's coordination, to
obtain a reliable assessment of, and response to, potentially grave health threats
would be impaired if the scope of the Regulations were limited to diseases that were

already identified as being caused by infectious agents only. (WHO 2004g, 1)

As such, the decision was made that Article 12 (which became Article 14 by time
the revised IHR was passed by the WHA in 2005) should detail the WHO’s spe-
cific coordination activities in the event of a PHEIC and how the organization
would work with other relevant agencies in sharing notification and response du-
ties (ibid., 2).

Aside from these worries over the applicability of the IHR to non-natural pub-
lic health events, the broader category of infectious diseases to be reported also
raised other concerns. There was unease about the potential for confusion in us-
ing the PHEIC Annex; inevitable delays in reporting according to the PHEIC cri-
teria; trivial notifications; the political implications of reporting an outbreak when
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TABLE 1

Events that may constitute a PHEIC

Event detected by surveillance system

A case of the following
diseases is unusual or
unexpected and may
have serious public

OR

Any event of potential OR
international public

health concern,

including those of

An event involving the
following diseases shall
always lead to utilization
of the algorithm, because

health impact and thus unknown causes or they have demonstrated
shall be notified: sources and those the ability to cause
—Smallpox involving other events serious public health

—Poliomyelitis due to
wild-type poliovirus

—Human influenza
caused by a new

or diseases than those
listed in the box on the
left and the box on the
right, shall lead to

impact and to spread
rapidly internationally:
—Cholera
—Pneumonic plague

subtype utilization of the —Yellow fever
—Severe acute algorithm. —Viral haemorrhagic
respiratory fevers (Ebola, Lassa,
syndrome (SARS) Marburg)
—West Nile fever

—Other diseases that
are of special national
or regional concern,
e.g. dengue fever, Rift
Valley fever, and
meningococcal
disease

Source: WHA 2005, Resolution 58.3, Annex 2.

a neighboring state had not yet done so; and that the vast differences in surveil-
lance and laboratory capacity among regions, let alone all 192 states expected to
adopt the THR, could lead to some countries being (unjustly) trusted more than
others when it came to outbreak reporting (WHO 2004¢,19—22, 2004h, 5-7). In
response to these issues, the IGWG did not retreat from the broader scope, not-
ing that “extending the scope to cover unknown or unforeseeable public health
threats was one of the main reasons for revising the Regulations” (WHO 2004g,
1). Instead, an ad hoc expert group of members (nominated by member states)
from each of the WHO regions was created to review the Annex and to consider
how the section may be refined to address member states’ various concerns
(WHO2004f, 2005). The resulting decision instrument that guides PHEIC as-
sessments, Annex 2, was adapted in late 2004 and adjusted further in 2003, to
include three categories of outbreaks to be reported (table 1).

In addition, concerns about differing interpretations of the reporting process
and notification requirements led the IGWG to detail the specific actions to be
taken in PHEIC assessments in the September 2004 draft (in comparison to the

earlier January 2004 draft). To start, more precise instructions concerning sur-
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veillance, notification, verification, determination of a PHEIC, response to a
PHEIC, and the WHO’s role, were shifted from “Annexes” and incorporated into
the Articles that detail states’ and the WHO’s specific responsibilities (WHO
2004a, 2004f—note changes to Articles 1, 4, 5, 6, 8, 10, 11, 12). The variations in
health system capacity were addressed via the introduction of an implementation
time frame for meeting the core capacity requirements of the IHR in assessment,
notification, and response. During the final stages of the IGWG negotiations it
was decided that five years, with the possibility of two two-year extensions avail-
able by request to the director-general, would be granted (following WHA
approval) to those states which self-identified as being likely to struggle with
developing the capacity needed for IHR compliance by June 2007 (WHA 20053,
Annex1).

There is no evidence in the reports of the 2004 WHO regional consultations
or in the individual government submissions submitted to the WHO in the same
year of any serious objection to broadening the scope of the IHR per se (WHO
2004Db, 2004c¢, 2004d, 2004¢€, 2004h, 2004i). States did raise concerns about the
implications of expanding the 1969 IHR, with some arguing that the revised reg-
ulations should simply adopt an expanded (fixed) list of diseases, while other states
argued for no fixed list whatsoever (WHO 2004g). Annex 2, with the three dis-
ease list categories (table 1), was the resulting compromise (WHO 2005). But de-
spite the worries of a number of states that they may not be able to meet the de-
mands of the revised IHR, no state dissented from the need for an expanded range
of notifiable diseases.

The WHO'’s Use of Non-state Reporting

A third crucial development to result from the IHR revision process was the ac-
ceptance of the WHO’s right to receive informal (i.e., nongovernment) outbreak
reports and, having received such reports, to use them to press governments for
further information (WHA 2005, Article 9). Such use of informal reports was a
particularly contentious aspect of the WHO’s response to SARS because of the
ways in which these reports informed the WHO’s actions during the outbreak
(Fidler 2004; Zacher and Keefe 2011). For example, as discussed above, receipt of
independent reports concerning the discrepancy in the Chinese government’s re-
ports of SARS cases versus what was being witnessed by individuals in hospitals
(and then reported directly to WHO) informed the director-general’s decision to
issue travel alerts concerning China (Fidler 2004, 117-18). This particular action—
issuing alerts based on information that did not come from governments—gave

the WHO the ability to “name and shame” states in a way that was unprecedented
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and was also a highly politically risky strategy for the organization (Davies and
Youde 2013, 133).

Under the revised IHR, the WHO secretariat is explicitly allowed to receive infor-
mation from nongovernment sources and use it as a basis to obtain government
verification of an outbreak (WHA 20053, Articles 9, 11). Some have interpreted
this as a significant erosion of sovereign authority over outbreak response
(Mack 20006), while others have argued that the significance of Articles 9 and 11
is minimal when the revision instrument is viewed as a whole (Smith 2010). There
is a degree of truth to both positions. Formalizing the WHO’s use of unofficial
reports was a major departure from the global health security regime’s traditional
reliance on governments alone for outbreak information and updates. But the use
of this power is constrained by a number of features within the new IHR. For one,
the WHO is under a strict obligation not to release any information without prior
consultation with the state concerned (WHA 2005, Article 11). However, if the
director-general believes a potential PHEIC has not been identified, reported, or
verified by the state and there is significant risk of international spread, she or
he may convene an Emergency Committee that can advise on whether there is a
potential or actual PHEIC that could pose a risk to international trade and travel
(ibid., Articles 12, 48, 49). Once that process has been followed, the director-
general is empowered to make the final determination as to whether or not to re-
lease details of the outbreak (ibid., Article 49). As such, there are real limits on
the extent to which the WHO can use informal reports “against” recalcitrant
member states (Cortell and Peterson 20006). Indeed, the introduction of such a
detailed process explicitly spelled out in the regulations may even restrict the
director-general’s capacity to publicly announce an outbreak, which was arguably
the intention of introducing the Emergency Committee as a limitation on the abil-
ity of the director-general to act independently in issuing travel alerts (WHO
20048).

The non-state reporting function also provides an opportunity for the secre-
tariat to confidentiality engage a state in bilateral dialogue long before making
news of an outbreak public is required (Article 9). These new powers assist the
organization in providing advice on the determination of a PHEIC (Article 10) and,
if the dialogue fails, the director-general can use the authority to convene an Emer-
gency Committee (Article 48). In turn, the threat of convening an Emergency
Committee might persuade a state to cooperate with the WHO discreetly and
directly.

Another factor to consider, in addition to the reporting relationship between
the WHO and the state, are the relationships between states. Because the IHR
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revisions clearly articulate the requirement for early reporting and for early WHO
advice and assistance (with the option for confidential handling of the reports),
states have to consider the wider regional and international ramifications of
failing to meet their obligations under the revised IHR reporting process. The
decision to allow the WHO to receive informal reports does not just benefit the
WHO, it also benefits states that are concerned that their neighbors may not
fully disclose outbreak events, and thus Article g is a safety net for states as
much as it provides the WHO with the power to encourage (and if that fails to
“name and shame”) them into cooperating (WHO 2007b). Even if the state in
question is not concerned about domestic criticism of its outbreak response,
there are few states that could entirely disregard the reputational impact of will-
fully failing to report (and thereby endangering other states, especially those
within their own region). In the case of the informal reporting mechanism, then,
the significance of its inclusion is not just that the WHO may receive these re-
ports but that other states will expect to be informed of an outbreak that may poten-
tially threaten their interests. If this does not happen, the revised IHR provides
clear guidance on establishing who is at fault.

Additional Health Measures

The expectation that states should not conceal outbreaks (even in the absence of
any formal requirement to report them) was, we have argued here, already rec-
ognizable as an emerging international norm during the SARS crisis. But key to
fully establishing the legitimacy of this expectation in the context of the revised
THR was the notion of reciprocity, raised in discussions about the unduly harsh
trade and travel measures applied to India in 1994 for “doing the right thing” and
promptly reporting the suspected plague outbreak in Surat (Cash and Narasim-
han 2000). The idea that trade and travel restrictions in response to an outbreak
of international concern should not be unjustifiably harsh was again stressed in
the aftermath of SARS (Heymann and Rodier 2004a). Those promoting IHR re-
vision argued that SARS demonstrated the need for governments to be able to re-
port disease outbreaks without fear of unduly damaging economic repercussions
(ibid.). Thus, in return for prompt reporting, governments should be rewarded
with a promise that their export industries, tourism, and citizens would not be
subject to disproportionate measures (WHO 2004a; WHA 2005, Article 43).
The need for responsive but proportionate trade and travel measures in the
event of a PHEIC was discussed long before SARS. Cash and Narasimhan (2000)
argued that expanding the scope of the IHR could actually lead to the increased
use of reactive trade and travel restrictions and in turn result in a revised IHR
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being plagued by the same lack of compliance with reporting as its 1969 prede-
cessor. After SARS, however, it was reiterated that “a clearly reasoned, well-
planned, and effectively managed and publicized response to such threats is
important in mitigating the damage to the economy, and to public confidence
in the government” (WPRO 2006, 245). A clear example of how the idea of
reciprocity was promoted by the WHO secretariat is illustrated by their response
to Singapore’s handling of SARS. Between March and May 2003, Singapore had
238 probable SARS cases, including 8 imported cases and 33 deaths, with 9o per-
cent of transmissions occurring within hospitals and households (Goh et al.
2000, 301). The government promptly engaged in a public communication
campaign, despite its economy being heavily reliant on international travel and
trade, and regularly updated the WHO about cases as they were diagnosed. In
turn, the WHO secretariat decided not to list Singapore on the travel advisory
list (they were on the alert list). As a result, the Singaporean government did not
face the same political predicament or travel sanctions as similarly affected
countries because the international community—led by the WHO secretariat—
trusted the government’s response (WPRO 20006, 245; Price-Smith and Huang
2009). Such reciprocal arrangements may not always be possible when the dis-
ease is more intimately connected with a trading commodity (such as poultry in
the case of H5N1, as chapter three demonstrates), but nonetheless the strong ex-
pectation attached to the revised IHR was that politically-motivated and/or unjus-
tifiably severe travel and trade restrictions should for the most part be avoidable
when states adhere to the IHR practice of “detect, assess, notify and report.”
The key issues in the drafting process that led to the formalization of this re-
ciprocal arrangement in the IHR (2005) regarded the process, scope, and author-
ity of the WHO director-general to issue recommendations. The freedom with
which the director-general issued recommendations that advised against travel-
ing to certain SARS-affected areas throughout the 2003 outbreak was flagged as
a concern during the mid-2004 consultations with member states. In particular,
it was claimed that there had been a lack of transparency in the development and
issuing of the travel advisories, and member states argued that institutionalizing
this process would be crucial, given the dramatically expanded reporting obliga-
tions under the revised IHR. As SARS demonstrated, advisories played a crucial
role in “coordinating and orientating the international response to events and pub-
lic health threats” (WHO 2004g, 3—4). But travel advisories did not just have tech-
nical implications for public health—they also had profound economic conse-
quences (ibid., 4). As with the expanded capability of the WHO to use unofficial
sources of information to persuade governments to report, the revised text brought
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an overall expansion of the secretariat’s authority, but with certain limitations.
Specifically, the director-general was to defer to a committee process before issu-
ing any directive on trade and travel measures, with states refusing to grant the
director-general sole discretion over what temporary recommendations could be
issued in response to potential PHEIC alerts,? as originally mooted in the Janu-
ary 2004 draft (WHO 2004a, 20 [Article 45], 46—49 [Annex 10]). The compro-
mise reached between the time of the January 2004 working paper and the final
2005 THR text was that the director-general could issue recommendations, but
they would be grounded in the scientific advice received from the appropriate con-
sultative committee (influenza, biological, radio-nuclear, chemical, etc.) (WHO
20048, 4)-

The arguments advanced by some governments against handing broad discre-
tion to the director-general were two-fold. On one hand, governments expressed
concern that giving the WHO leadership the authority to make judgments about
what constituted appropriate trade and travel measures would directly compete
with, and potentially impinge on, existing international legal arrangements such
as the (legally binding) measures under the World Trade Organization’s (WTO’s)
Agreement on Sanitary and Phytosanitary (SPS) Measures (WHO 2004j).? Ac-
cording to this view, the WHO should not curtail states’ options to act where gov-
ernments saw those actions as justified under the terms of the WTO arrange-
ments. The second line of argument was based on the explicit assertion of national
sovereignty—namely, that it would be incompatible with the norm of sovereignty
for an international organization such as the WHO to judge the suitability of ad-
ditional health-related measures that (sovereign) governments wished to utilize
in responding to a PHEIC (WHO 2004g, 3).

This defense of states’ right to institute trade and travel restrictions seemed—on
the surface at least—to threaten the delicate balance between health security and
free travel and trade that lay at the heart of IHR renewal. In the end, however, it
did not do so for two crucial reasons. First, there was little opposition to the idea
that the WHO director-general should be able to issue “technical” recommenda-
tions on travel in the event that a government was not cooperating with the IHR
notification process and when there was scientific opinion that supported such
advice. This reassured governments that the director-general’s power would be
subject to due process and that any response recommended by the WHO would
be proportionate and based on sound, impartial scientific evidence. Second, mem-
ber states themselves made significant—and new—concessions, in particular
agreeing to limits on the conditions under which they could apply their own ad-
ditional trade and travel measures, over and above any recommendations issued
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by the director-general (WHA 2005, Article 43). It was agreed that governments
would be required to provide “scientific justification” for any measures taken that
diverged from the WHO director-general’s recommendations (WHO 2004g, 3—4;
WHA 2005, Articles 15, 17, 35, 43, 65). And, as Article 43 of the IHR 2005, Ad-
ditional Health Measures, sets out, any such steps must satisfy a number of cri-
teria: “Such measures shall not be more restrictive of international traffic and not
more invasive or intrusive to persons than reasonably available alternatives that
would achieve the appropriate level of health protection” (WHA 2005, Article 43.1).

SARS, IHR Revision, and the Norm Cascade

The rapidity with which the new IHR was drafted and agreed on between 2004
and 2005, after a decade of stalemate, demonstrated that the SARS incident had
increased both the sense of urgency to reform the global health security regime
and that it had given rise to new, shared understandings of acceptable state be-
havior. The challenge was to define and capture these emergent norms in ways
that were acceptable to all of the WHO’s member states, which was no easy task.
Yet, as Mary Whelan, chair of the IHR negotiations throughout 2004 and 2005,
has argued, one of the most unusual features of the IHR negotiations was “the
absolute common sense of purpose” (Whelan 2008, 16). The SARS outbreak en-
gendered this sense of shared purpose and provided the impetus for states to move
toward institutionalizing a new global health security regime via a significantly
revised and updated IHR. As such, the adoption of the new IHR is an unusually
clear example of the norm cascade process. The classic hallmarks of the norm life
cycle identified by Finnemore and Sikkink (1998) were all in evidence—norm en-
trepreneurs (i.e., the WHO secretariat) acting as the “agents of socialization,” a
critical mass of states emerging to pressure other states to “adopt new policies and
laws and to ratify treaties,” and the critical mass of states agreeing to a new set
of regulations that sought to institutionalize their commitment to the new norms
(ibid., 9o2).

But in order to claim that the revised IHR heralded a change in international
norms, we are required to defend it against a variety of counter-arguments. These
include the view that the revisions were no more than technical changes to an ex-
isting document and do not constitute convincing evidence of substantial ide-
ational change. Andrew Price-Smith (2009, 155), for example, argues that “it was
not the global sharing of norms that led to the containment of SARS; rather, it
was the sovereign state’s concern for its material (primarily economic) interests
that impelled states to take action to control SARS” and agree to the IHR revi-
sions. For Price-Smith and others (e.g., Smith 2010), the THR revisions are no
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more than an updated tool to assist states in their responses to future out-
breaks, and we should not hold out too much hope for a radical change in state
behavior as a result of their adoption: “the sovereign state remains very capable
of obfuscation through the non-reporting of disease data, and through other
means of thwarting international efforts to address the spread of contagion”
(Price-Smith 2009, 154).

Others have argued that post-SARS, the pendulum has swung back. Citing af-
fected states’ actions during the early stage of the avian influenza outbreak in East
Asia, as discussed in the next chapter, it has been argued that there was again a
marked change in reporting outbreaks, but that this time countries were reassert-
ing sovereign control over what is reported and when (Ricci 2009; Stevenson and
Cooper 2009). According to some, the “teeth” needed to give the IHR revisions
bite and to significantly change state behavior have remained absent due to there
being “no mechanism for enforcing rules, or for punishing those who contravene
them” (Stevenson and Cooper 2009, 1387). Hoffman suggests that the very effec-
tiveness of the IHR revisions in “preventing deadly epidemics and responding to
outbreaks, their raison d’etre, has been called into question” once the structural
weaknesses of the new rules are closely examined (Hoffman 2010, 514). The re-
vised IHR, according to these critics, are fundamentally flawed because the frame-
work has insufficient “carrots” and even fewer “sticks” to ensure compliance and
that new ideas about appropriate behavior are not enough to change real-world
state actions. Material interests, such critics argue, will always trump any collec-
tive incentive to report outbreaks (Price-Smith 2009; Smith 2010). In other words,
most governments will continue to try and “get away” with minimal adherence
to the IHR, avoiding their duties wherever they can. The IHR norms will only be
adhered to instrumentally. In the traditional theoretical terminology, states’ re-
actions to outbreak events will be steeped in a “logic of consequences” rather than
a “logic of appropriateness” (March and Olsen 1998).

Moreover, even the term rules may be stretching the nature of the obligations
that member states took on under the 2005 IHR, which, like their 1969 prede-
cessor, do not have the status of a treaty (Tucker 2005, 346; Zacher and Keefe 2011,
71). The IHR—as “regulations”—do not attract the same level of legal compulsion
for compliance that a formal treaty or convention would require. They are instead
categorized as “soft” law. This, it can be argued, undermines the notion that the
WHO secretariat can exert substantial political pressure on member states to en-
sure their behavior complies with the object and purpose of the IHR (Tucker
2005), raising the specter of the same problems that plagued the 1969 framework

recurring.
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Our response to these various lines of criticism rests in part on a theoretical
defense of constructivism and in part on the empirical facts of the cases in ques-
tion (SARS, IHR revision, and, as discussed in the next chapter, H5N1). First, we
do not deny that perceived self-interest dominated some states’ responses to SARS
(China being the clearest example). However, what was really remarkable was the
way in which self-interest during this event underwent redefinition (Fidler 2004).
In particular, what was vital was the extent to which the WHO secretariat sought
to explain to states why they should see cooperation as within their interests and
influenced and engineered the definition of an “appropriate” state response. When
tracing a nascent norm cascade—how the new behavioral standard is being in-
terpreted and accepted by those in the community to which it applies—the de-
fining feature is whether (normative) “contagion” is occurring in line with the vi-
sion set out by the norm entrepreneur (Finnemore and Sikkink 1998, 902). Here,
evidence of states’ desire to conform and the degree of priority that states attach
to the norm are good markers for tracing whether a norm is likely to factor into
the self-interest calculation of a government. During the SARS outbreak and the
IHR revision process over 2004 and 2005, we saw more and more governments
adopting a new understanding of how new norms, rules, and procedures would
serve their interests—norms, rules and procedures that the WHO secretariat had
been gradually developing and promoting since the mid-199os, well before SARS.
Although the details were still being resolved, no state wanted to be seen as the
deal breaker in 2004 and 2005. This, more than anything, suggests that states
saw the norms as both legitimate expectations and as bringing benefits in terms
of their own interests (ibid., 903).

This leads us to the claim that there is no guarantee that states will comply with
the IHR in future, particularly given the lack of an enforcement mechanism
(Price-Smith 2009; Hoffman 2010; Smith 2010). This view rests on an assump-
tion that what defines self-interest does not change. Again, this seems not to be
borne out by the SARS situation. As David Byrne argues,

The response to SARS demonstrated some of the positive features of a globalized
society: the advantages of rapid information and communications technologies for
emergency response, and the willingness of the international community to form

a united front against a common threat. (Byrne 2003, 6)

As noted above, what was remarkable about SARS was the degree to which states
complied with the WHO’s requests to report cases, despite the fact that there was no
historical precedent nor any formal obligation on them to do so (Zacher and Keefe
2011, 62). This occurred because of the realization during and after SARS that
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the most important incentive for compliance is that the IHR revisions have been
drafted by the Member States for their own mutual benefit. Since infectious diseases
potentially threaten every country, it is in every country’s best interest to collabo-

rate internationally. (Byrne 2005, 10)

Of note here is a subtle shift in perceptions of what states are responsible for
achieving in terms of their, and their neighbors’, health security. For many key
states, global cooperation on disease control was no longer a secondary concern—it
had become a primary concern, and states slow in catching on to this were heav-
ily criticized for placing populations around the world at risk. This was a remark-
able change in states’ expectations of each other, especially striking if we com-
pare SARS with the outbreaks of the 1990s.

Of course, identifying the revised IHR as the formal acceptance by states of a
new set of international norms does not imply our (or social constructivism’s)
expectation that we will see a perfect record of compliance during all future
outbreaks. Rather, we argue that the formal adoption of these norms make it
harder for states to breach the revised IHRs and, once states have fully internal-
ized the new norms, compliance will be even more likely. When breaches do
occur, because they will be out of step with the prescribed response detailed in
the revised IHR instrument, states can be asked to provide an explanation for
their actions. Moreover, they can be asked in a way that they could not be asked
under the 1969 IHR. This bodes well, we argue, for most states complying most
of the time.

Although the revised IHR clearly draw on previous arrangements for disease
surveillance and control—not least the 1969 regulations—the degree to which the
2005 version differs from its predecessors adds weight to the claim that this frame-
work entails significant new behavioral expectations of states as well as the WHO.
If the IHR revisions had only resulted in the WHO being given the role of a tech-
nical “clearinghouse” for outbreak information (Smith 2010), then sceptics might
have been right to portray the revision process as an insufficient signifier of mean-
ingful ideational change. But the scope of the revisions, their application, and the
progress made to date in their implementation do not support the idea that states
see them as just an “updated list of reportable diseases” (Price-Smith 2009, 156).
Rather, the (relative) success of the response to SARS resulted in states arguing
very clearly—and at times, even forcefully—that the wide-ranging IHR revisions
were necessary (Byrne 2005). States engaged seriously in the negotiation process
as witnessed, for example, in the lengthy discussions over the definition of a
PHEIC, the reporting timeframe, and the conditions attached to states retaining
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sovereign jurisdiction over additional health measures. Ultimately, states know-
ingly agreed to subject all domestic outbreak situations to international standards
and an organization (WHO) that had the power to define the “appropriateness”
of their capacities and responses.

Conclusion

The IHR (2005) represent a major change in the global disease outbreak surveil-
lance and control regime, and they involve a number of significant changes to the
behavior expected of states. These changes incorporate notable normative changes,
as compared to what was expected of both states and the WHO prior to 2005.
Thanks in no small part to the efforts of norm entrepreneurs within the WHO,
many of these ideas were in circulation prior to 2003, as evidenced by the agree-
ment to revise the IHR in 1995, the creation of GOARN in 2000, and the pass-
ing of the WHA global health security resolution in 2001. In fact, SARS showed
how socialized many states already were to the notion of a collective outbreak re-
sponse, as shown by the vast majority of states complying with the WHO'’s re-
quests for information and recommendations concerning SARS, despite the lack
of any formal obligation to do so. The opprobrium heaped on China was striking
because it highlighted the degree to which states had come to expect new forms
of behavior from one another.

Through the SARS outbreak and its aftermath, norm entrepreneurs explicitly
linked the new norms with states’ individual and collective security. The prog-
ress made with this argument can perhaps most clearly be seen through the ac-
tions of China and its changing attitude toward the IHR revision process. As
Finnemore and Sikkink note, the real moment that characterizes the tipping point
into a cascade is when norm breakers become norm followers (Finnemore and
Sikkink 1998, 902). During the IHR negotiations, even the most reluctant of
states agreed to the new expectations, and few states wanted to bear the political
costs of being a “norm breaker.” Deeply embedded in the negotiations was the
quid pro quo of the expanded reporting requirement in return for guarantees of
proportionate trade and travel measures—a balance that had been at the heart of
disease diplomacy from the 1850s but which had never been entirely successfully
achieved in practice. As the 2004 drafting process revealed, states were under no
illusions about the seriousness of their task; the process was intense (and intensely
political) because they knew they were agreeing to substantial intrusions into their
affairs in an area that was traditionally under the sole remit of the sovereign state
(WHO 2004g). The 2005 IHR was far more than just an expanded list of diseases
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that they had to report. As the Southeast Asia regional consultation on the revi-
sion of the IHR noted,

There is strong consensus that IHR needs to be revised to provide an effective basis
for preventing international spread of infectious diseases. The present regulations
were issued 35 years ago, in 1969. Increasing globalization and the emergence of
new diseases such as SARS have highlighted the importance of establishing a
more effective basis for coordinating the response to international threats to human
health. (WHO 2004e, 1)

There remains plenty of scope for states to shirk their responsibilities under
the revised IHR, as they did with the previous framework. However, states knew
they would be more vulnerable to scrutiny and criticism than previously. The
shared experience of SARS, which triggered a revitalized collective engagement
in the drafting and adoption of the IHR revisions and brought about a tipping
point in the emergence of new global health security norms, proved a seminal
experience that shaped states’ sense of obligation to the new norms of global
health security (Haas 2000, 62; Brunnée and Toope 2010, 100). In the next
chapter, we step back from discussing the process of revising and adopting the
IHR to examine a regional case that shows how the new expectations were being
understood as the Asian region was subjected to another disease crisis—the H5N1
avian influenza outbreak.



CHAPTER THREE

Hs5N1in Asia

Tracking Government Behavior

A new outbreak of H5N1 avian influenza affecting humans was first detected in
East Asia in 2004, when the International Health Regulations revisions were still
under negotiation. Yet, as we saw with Severe Acute Respiratory Syndrome, the
pending status of the IHR did not preclude a widespread expectation that states
affected by H5N1 outbreaks should adhere to the reporting and verification re-
quirements being developed under the revised IHR framework. As Dr. Lee Jong-
wook, then World Health Organization director-general, said in 2004,

With SARS, we learned that only by working together can we control emerging
global public health threats. Now, we confront another threat to human health [Avian
Influenza] and we must reaffirm existing collaboration and form new ones. At the
international level, WHO, FAO and OIE stand together in close working relation-

ship to provide the necessary guidance to Member States. (WHO-FAO 2004)

Cases of HgN1 are still being reported at the time of writing as the virus con-
tinues to mutate. This outbreak has spanned much of the period under exami-
nation in this book—from the IHR negotiations through to their adoption and
the implementation period. As such, HsN1 provides an excellent example for in-
vestigating how states were viewing the ramifications of agreeing to the revised
IHR and the degree to which the adoption of the IHR (2005) affected their re-
sponses to H5N1 over time. In this chapter, we provide a detailed examination of
how a region that was struggling to contain a disease outbreak was simultane-
ously seeking to engage with the new reporting expectations of the IHR. We shift
from the global interaction often discussed in the context of the norm life cycle,
specifically Stage 2 (norm cascade), to examine how Asian states came to support
the IHR revisions and how they interpreted their commitments to this instrument
in light of the H5N1 experience.
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Finnemore and Sikkink propose socialization as “the dominant mechanism
of a norm cascade through which norm leaders persuade others to adhere”
(Finnemore and Sikkink 1998, 902). What is less understood, they argue, is why
socialization works. How are states persuaded that one type of action is legitimate
over the possibility of others? Achieving this understanding is essential before
any progress toward the internalization stage of the norm life cycle—the final
stage in which conformity to the norm becomes habitual and achieves a “taken-
for-granted” status—can be made (ibid., 9o4). If there is to be pushback, rejec-
tion, or abandonment of the norm, it is during the second stage of the life cycle
that the incipient norm is most vulnerable (Percy 2007). Finnemore and Sikkink
argue that the drivers of norm cascades are legitimation, conformity, and esteem.
We briefly touched on these motivations in the previous chapter in the context
of the IHR revisions, noting how both states and the WHO collectively referred
to the SARS experience to demonstrate their understanding of what was neces-
sary and what types of behavior were acceptable and legitimate; these understand-
ings then fed into the revised IHR. But how did states see these behavioral expec-
tations translating into practice? The arrival of H5N1 as the IHR negotiations were
being conducted represents an opportunity to explore the degree to which affected
governments understood and accepted the revised instrument’s new standards
of state and WHO behavior. We contend that while much of the literature has fore-
grounded the case of SARS, it was not the only disease event that fed into the IHR
revision process. Indeed, if SARS were the trigger for the norm cascade, H5N1’s
arrival during the cascade process served to test states’ and the WHO’s commit-
ment to and understanding of the new norms of global health security.

The H5N1 outbreak is thus a crucial chapter in the story of the changes to the
global health security regime. During the WHO Western Pacific Regional Office
consultation on the IHR revisions, held in the region most affected by the H5N1
virus, government representatives repeatedly noted that an expanded IHR would
assist member states’ responses to H5N1 (WHO 2004h). In this regard, as David
Heymann (20006) has argued, there was already evidence at the beginning of the
HsN1 outbreak that many East Asian states were well disposed to the proposed
changes to the IHR. Heymann (ibid., 352) further notes that the diplomatic ini-
tiatives within the region (which we discuss below), as well as their collaboration
with the WHO, suggested that a substantive change in perception had taken place
within the Western Pacific region, toward the benefits of outbreak transparency—
one where there was a belief that transparency “prevailed over the financial and
political costs” of failing to declare HsN1 infections in poultry and humans. How-
ever, alternative views to Heymann’s have also been posited, regarding the
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impact of H5N1 on affected states’ commitment to the revised IHR. Indeed,
while Heymann (ibid.) points to the relative speed with which affected states
sought the WHO's assistance and advice, others point to growing assertions of
sovereignty to avoid the international rules stipulating the speed of outbreak re-
sponse and virus handling (Stevenson and Cooper 2009), which ostensibly chal-
lenged the revised IHR’s aim of balancing the shared risks and obligations aris-
ing from disease outbreaks.

Both characterizations, we contend, are in some ways problematic. The IHR
revisions were not finalized until 2005 and did not enter into force until 2007
(with a five-year grace period for low- and middle-income countries to meet core
surveillance and response requirements detailed in the IHR; see chapter four).
This means that it is impossible to consider states’ response to H5N1 as a single
event. Rather, we need to trace how their responses altered over time and how
those changes related (at first) to the ongoing negotiations and (later) to the IHR
implementation process. As such, in this chapter we give emphasis to the way in
which the Asian region, as the origin of the H5N1 outbreak, framed their responses
and their expectations of each other according to what was simultaneously being
enshrined in the revised IHR.

This chapter proceeds in four sections. First, we briefly chart the early years
of the H5N1 outbreak, from the pathogen’s initial (re)emergence in late 2003
through the peak of transmissions in 2006, focusing specifically on cases of hu-
man infection. Second, we examine the regional and international responses put
in place to assist affected states and the degree to which those responses were
framed with the revised IHR in mind. Third, we examine existing analyses of the
reporting performance of affected states. The dominant view among commen-
tators has been that H;N1 revealed that the post-SARS claim of a new normative
environment (e.g., Fidler 2004) was exaggerated. Indeed, as we explore below, it
has been argued H5N1 brought a reassertion of sovereignty and a rejection of the
shared expectations embodied in the revised IHR, such as prompt and open re-
porting of outbreak events. In the fourth section, we challenge this argument and
make the case that affected states overwhelmingly sought to report H;N1 cases
openly and transparently and did so because reporting was an easily identifiable
benchmark that states were publicly expected to meet. Individual instances of de-
layed reporting did occur, but the overall trend over time was toward more com-
pliance, not less. Furthermore, we show that while some governments—best ex-
emplified by the virus-sharing dispute instigated by Indonesia—did question the
benefits of the enhanced reporting requirements under the revised IHR, these
arguments made little headway and did not appear to affect the general report-
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ing trend. We conclude that although the HsN1 situation highlighted several chal-
lenges facing governments in meeting the expanded disease reporting and re-
sponse requirements, this did not equate to regional resistance or abandonment
of the revised IHR. States still accepted the principle that global health security
was strengthened through collectively abiding by the revised IHR rather than, as
they had in the past, pursuing their own individual outbreak responses.

The Early Years of H5N1

The HsN1 avian influenza outbreak was first identified in poultry in East Asia in
December 2003. The first cases of human infection occurred in 2004, with nearly
all of them resulting from direct contact with poultry.! The concern with HsN1 in
the early days—a concern that persists at the time of writing—is that it “remains
one of the influenza viruses with pandemic potential, because it continues to cir-
culate widely in some poultry populations, most humans likely have no immu-
nity to it, and it can cause severe disease and death in humans” (WHO 2011a).
From 2003 to 2014, the highest cumulative totals of human infections (and
deaths) were in Indonesia, Egypt, and Viet Nam (WHO 2oub; table 2). The dis-
ease appeared to peak in 2006, when the highest number of human cases ap-
peared (most occurring in Indonesia). By 2010, Indonesia, Egypt, Viet Nam, and
China were the only countries continuing to experience human cases (WHO

TABLE 2
Hj5N1 human infection cases, 2003—2014

Country Cases Deaths
Azerbaijan 8 5
Bangladesh 7 1
Cambodia 47 33
Canada 1 1
China 45 30
Djibouti 1 0
Egypt 173 63
Indonesia 195 163
Iraq 3 2
Lao PDR 2
Myanmar 1 0
Nigeria 1 1
Pakistan 3 1
Thailand 25 17
Turkey 12 4
Vietnam 125 62
Total 650 386

Source: WHO 2014¢. Cumulative Number of
Confirmed Human Cases for Avian Influenza
A(H5N1) Reported to WHO, 2003—2014.
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2oub). The first country to report an H5N1 poultry outbreak was South Korea, in
December 2003. In the same month, Thailand raised the alarm when the H;N1
virus strain was detected in ailing tigers and leopards in the Bangkok Zoo (later
traced to infected poultry being fed to the animals). Retrospective analysis in 2006
revealed that the first possible H5N1 poultry and human cases may have emerged
from China in November 2003 (WHO 2011c). These cases were most likely orig-
inally mistaken for SARS (Schnur 2006; WHO 2011¢). In early January 2004, Viet
Nam reported its first poultry outbreak of H5Ni, followed in the same month by
Japan, Hong Kong, Cambodia, and Lao People’s Democratic Republic (PDR). The
following month, Indonesia reported its first cases of HsNi-infected poultry at the
same time as the People’s Republic of China (WHO 2o011c).

In late January 2004, Viet Nam reported its first laboratory-confirmed case of
human HsN1 infection. By February, fears emerged that the disease had already
achieved human-to-human transmission when a cluster of cases in one family
was identified (ibid.). In the same month, Thailand reported its first two hu-
man infections (directly from poultry). By the end of 2004, Thailand and Viet
Nam had confirmed five and six human infection cases, respectively. In January
2005, Viet Nam became the state most severely affected by H5N1 (ibid., 4). In
July 2005, Indonesia confirmed its first human case of H;N1 (ibid., 5). At the end
of 2005, Cambodia and China confirmed their first human infection cases,
Thailand confirmed its nineteenth human case, Viet Nam its sixty-fifth, and Indo-
nesia its twentieth (ibid., 5—7). By the end of 2006, Indonesia had recorded the
highest human caseload of H5N1 infections, with 74 cases and 45 deaths (ibid.).
To get a sense of how seriously the potential threat was viewed, it is worth not-
ing that the fatality rate for humans infected with the H5N1 virus was 73 percent
in 2004, 63 percent in 2005, and 43 percent in 2006. Moreover, 9o percent of
cases occurred in people under 40 years of age (WHO 20006). By 2008, the vi-
rus had spread to wild birds and domestic poultry across the Middle East, North
Africa, West Africa, Eastern and Western Europe, and South Asia. Within Asia,
Myanmar (where the first known human case was reported in December 2007),
Japan, and the Republic of Korea also reported seasonal outbreaks in poultry. In
the same year, the WHO calculated the H5N1 human infection case fatality rate
at 6o percent although it reported no sustained, successful local transmission
of the virus between humans (WHO 2011c¢).

Regional and International Support to H5N1-Affected States

As the rate of human Hs5N1 infections rose between 2004 and 2000, the inter-
national community’s focus shifted to two issues. First, the WHO led the charge
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in encouraging governments to view H5N1 as an outbreak that they should re-
port—as they had SARS. This occurred despite the acknowledged fact that the
IHR (1969) did not apply to H5N1, the IHR revision process was ongoing, and even
once adopted, the revised IHR would not come into force until 2007. Second,
based on the impact that H5N1 was having on the poultry industry in particular,
the WHO and other international institutions made the case that a proportionate
trade response to the outbreak required states to protect their own poultry popula-
tions and poultry exports but that affected states would need to be assisted by the
international community through the provision of financial help and containment
resources. As a joint statement by the Food and Agriculture Organization (FAO),
the World Organization for Animal Health (OIE), and the WHO noted,

Avian influenza is an economic disaster for the poultry industry as well as small
poultry farmers . . . The focus of FAO, OIE and WHO activities is to avert a human
and animal pandemic. “We have a brief window of opportunity before us to elimi-
nate that threat,” said Dr. Jacques Diouf, FAO Director-General. “Farmers in affected
areas urgently need to kill infected and exposed animals and require support to com-
pensate for such losses. This will represent a huge cost, especially to struggling
economies and small farmers. The international community has a stake in the suc-
cess of these efforts and poorer nations will need help,” Dr. Diouf said. (WHO-FAO 2004,
emphasis added)

The position adopted by the regional institution with member states most af-
fected by the outbreak—the Association of South East Asian Nations (ASEAN)*—
was similar to but more explicit than that of the FAO, OIE, and WHO. ASEAN
also maintained that member states had a duty to report cases and put measures
in place to contain the disease, but in return they stressed that their members had
a reasonable expectation that they would not be penalized for reporting and that
in instances where trade restrictions were deemed necessary on scientific grounds,
governments should receive international assistance as a quid pro quo for their
cooperation.

The ASEAN position on H5N1 was particularly significant for two reasons.
First, as already stated, many of its member states were among those most affected
by the H5N1 outbreak; and second, the ASEAN secretariat proved to be quite pro-
active in promoting the need for shared outbreak communication among its mem-
bers, despite the lack of any formal requirement to do so (Pitsuwan 2011). For ex-
ample, in collaboration with the WHO South East Asian Regional Office (SEARO)
and WPRO, the ASEAN secretariat developed the joint 2005 Asia Pacific Strat-
egy for Emerging Diseases (APSED), which included H5N1 under its program
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(WPRO 2005; see below) and, from the outset of the outbreak, invited WHO rep-
resentatives to attend high-level ASEAN ministry meetings organized to discuss
the collective response to HsN1. The first such meeting was the ASEAN+3 (China,
Japan, and South Korea) Health Ministers Meeting on Avian Influenza in Bang-
kok, Thailand, in November 2004. At this meeting, the Joint Ministerial Statement
on Prevention and Control of Avian Influenza was adopted, which committed gov-
ernments and the WHO to the following:

We commit ourselves, in view of the changing circumstances to facilitate prompt
and open exchange of information on avian influenza between nations and with
concerned international agencies with the view to ensure transparency, facilitate
consultation and fair application of health-related measures of international concern
especially during outbreaks . . .

We request WHO, in collaboration with relevant international organizations, to
facilitate global and regional collaboration to make available the resources required
to combat this public health threat, especially for developing countries without suf-

ficient resources. (ASEAN+3 2004)

Regional collaboration was further deepened when ASEAN members agreed
in October 2004 to establish an ASEAN Highly Pathogenic Avian Influenza
(HPATI) Taskforce to assist member states in developing containment measures
to control the disease in the domestic, industry, and wildlife animal sectors.
ASEAN+3 also supported the ASEAN HPAI Taskforce and agreed to provide ex-
pertise and assistance (ASEAN 2006). Within one year, in September 2005, the
HPAI Taskforce received member state endorsement of the Regional Framework
for Control and Eradication of Highly Pathogenic Avian Influenza. China, as a
member of the ASEAN+3 consortium, subsequently agreed to host the Interna-
tional Pledging Conference on Avian and Human Influenza in Beijing on Janu-
ary 17 and 18, 2006. Prior to the Conference, the HPAI Taskforce estimated that
US$:1 billion would be required for the whole region to implement the HPAI Work
Plan. The conference received US$2 billion in pledges (ASEAN 2006; Cheng
2000). Multiple bilateral and multilateral funding partnerships developed from
the Beijing pledging conference, with major donors including the European Union
(EU), World Bank, Asian Development Bank, US Centers for Disease Control and
Prevention, China Center for Disease Control and Prevention, Japan-ASEAN In-
tegration Fund, Australian Agency for International Development (AusAID), and
Public Health Agency of Canada (Cheng 2006; Wilesmore et al 2010).

In terms of commitment to mitigating the threat of emerging infectious dis-

eases, ASEAN was one of the few regional institutions that sought to collectively
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address its weakness in outbreak surveillance and response immediately post-
SARS and with the cooperation of the WHO (WPRO 2005, 5; Chan et al. 2010).
The two WHO regional offices within the Asia Pacific region, the WPRO and the
SEARO, proposed a “biregional strategy for strengthening capacity for commu-
nicable disease surveillance and response” (WPRO 2003, 2), which was passed
by the respective WHO regions’ member states in 2005 (SEARO 2005, WPRO
2005). This strategy, APSED, developed five programs? that governments were to
fulfil in the first phase (2005-10) in order to meet the broader requirements of
the revised IHR (2005) and to ensure that national surveillance and response led
to “timely and transparent sharing of information” across the two regions (WPRO
2005). ASEAN’s engagement in APSED also meant that its member states—
the majority of which continued to be affected by Hs5N1 poultry and human
outbreaks*—had a third party that could assist with interpreting their reporting
obligations to the region and to the wider international community. ASEAN it-
self adopted additional public health initiatives in response to the SARS and H5N1
outbreaks, implementing (on the advice of the ASEAN Expert Group on Commu-
nicable Diseases) the ASEAN+3 Emerging Infectious Diseases (EID) Programme.
Of note, within these multiple international and regional initiatives, there was
no evidence of dissent from the new norms of global health security nor any at-
tempt to use poor capacity as a justification for failure to meet the revised IHR’s
requirements.

Back in Geneva, in 2006, with human HsN1 cases at their peak, the fifty-ninth
World Health Assembly unanimously passed resolution WHAj59.2. This resolu-
tion urged all member states to implement, on a voluntary basis, the IHR (2005)
in response to the threat posed by avian influenza (WHA 2006). As David Fidler
and Lawrence Gostin (2008, 240) argue, resolution WHAj59.2 demonstrated the
degree to which all states appreciated the risk presented by (and their vulnerabil-
ity to) the outbreak, but it also revealed a deep political commitment to the revi-
sions, which—while they had now been formally adopted by member states—
were not formally to come into force until June 2007. The H5N1 outbreak thus
became the first outbreak to be linked to the reporting and response behavior ex-
pected of states under the now-completed IHR (2005). States had publicly com-
mitted to this instrument, and the expectations of them, especially H;Ni-affected
states, were now clearer than ever before.

Nonetheless, ASEAN’s calls for a more muted set of trade responses against
those states that complied with their obligations to report H5N1 cases did not
prevent a drastic effect on poultry export industries across the region (Peiris, de
Jong, and Guan 2007; Ear 2010; Vu 2010; Huang 2010). Thailand, China, and
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Indonesia in particular possessed poultry export industries that had been tre-
mendously affected by the H5N1 virus (Elci 2006, 108—-9), and as early as 2005
it had been estimated that the cost of H5N1 outbreaks to the region would be
US$1o0 billion (ibid., 108). Major costs included the direct loss of poultry through
culling, trade bans, cessation of poultry production due to the bans and the
continued spread of H5N1, and government expenditures for equipment, com-
pensation to farmers, and the creation of task forces to tackle the outbreak.

Domestically, concerns about the economic impact of reporting outbreaks in
poultry failed to dissipate but instead grew as disputes regarding compensation
for poultry farmers became political crises in Viet Nam, Thailand, and Indone-
sia (Scoones and Forster 2010). Despite the commitment to assist with this com-
pensation, WHO and World Bank officials have noted that securing government
and donor commitment to farmer compensation was one of the most challeng-
ing tasks they ever encountered.> Meanwhile, a number of countries—even some
of those states affected by the H5N1 virus—put in place restrictive trade measures
on affected poultry-exporting states, citing their right to do so under the WTO
Sanitary and Phytosanitary (SPS) provisions (as in the case of China’s halt of poul-
try imports from Thailand in 2005 and 2006 [Safman 2010]). Importantly, how-
ever, it was observed that several countries implemented measures such as im-
port bans as soon as news emerged of a localized outbreak—irrespective of
whether the outbreak was caused by a low- or high-pathogenic virus (Moore and
Morgan 2006). Accordingly, questions over the scientific justification for these
measures were raised, with the FAO querying their “arbitrary” nature and their
motive (FAO 2005).

How may we interpret these events, given that at the same time, there was ac-
tive diplomacy to promote economic and trade incentives for those states that
sought to respond to the H5N1 outbreak according to IHR protocols? First, as the
statements by the WHO and ASEAN discussed above indicated, there was an ac-
knowledgment that the lack of clarity over what constituted reasonable trade,
travel, and quarantine measures under the revised IHR would likely affect gov-
ernments’ sense of obligation to the emerging norms, particularly given that the
IHR negotiations were still ongoing during the early years of the H5N1 outbreaks.
Indeed, through the IHR consultations and negotiations, H5N1 was often referred
to alongside SARS to promote the necessity not only for the revised IHR to include
specific reference to proportionate travel and trade measures but also the need for
the WHO to have the ability to adjudicate on whether or not such measures were
scientifically justified in order to protect public health (WHO 2004b, 2004h,
2004j).
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Second, it was already becoming clear that the WHO’s attempts to limit trade
restrictions could conflict with pre-existing, legally codified rules under the
WTO—rules that explicitly permit states to apply trade sanctions when disease
outbreaks (such as H5N1) occur on economic and public health grounds (Mackey and
Liang 2012). In the specific context of H5N1, reference to the justifiability of re-
strictions on poultry trade under the WTO SPS allowed a concomitant expecta-
tion to grow—namely, that if such sanctions were legally permissible, then in re-
turn the international community had responsibilities toward those states that
were subjected to sanctions as a result of complying with the new global health
security norms. In fact, what was quite remarkable during the H5N1 outbreak,
particularly during the early stages, was the strength of the discourse on the need
for the international community to reward prompt and open reporting behavior
with reciprocal aid. ASEAN, with the assistance of China and the WHO, were ag-
gressive in their campaign for funds to assist affected states, not just during the
immediate containment phase but also for the longer-term task of bolstering tech-
nical capacity in public health systems, veterinary services, and the poultry trade.
For example, the need to rapidly overhaul industry handling of poultry meat to
abide by the WTO SPS standards and lift trade sanctions on poultry exports placed
governments under significant time constraints, constraints that nevertheless had
to be met to alleviate the political, economic, and social burdens posed by the out-
break (Elci 2006). The FAO, the OIE, and the WHO coordinated with the World
Bank in developing targeted national action plans to address these burdens, and
in January 2006 the Beijing-hosted International Ministerial and Pledging Con-
ference on Avian and Pandemic Influenza saw

partnerships set up on the occasion of this global response [that] were unprece-
dented, robust, and flexible. They not only opened up avenues for the control of the
A(Hs5N1) virus, but they also prepared the world for the A(H1iN1) pandemic 2009,
and, in general, they strengthened animal and human health systems, increasing
their short and long-term capacity to prevent and respond to serious crises. (Vander-

smissen in Wilsmore et al. 2010, 4)

Nonetheless, this view has been critiqued with the counter-argument that cru-
cial international investment in compensation to the poultry sector and assistance
in the reform of poultry farming practices were underfunded and under-prioritized
in the vital early stages of the outbreak (Elci 2006; Scoones and Forster 2010). We
concur with this view. However, as we discuss below, in spite of this failure by
the international community, affected states did not abandon their commitment

to the norms embodied in the revised IHR. Moreover, this initial underwhelming
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response from the international community sheds some light on why states
such as Indonesia later pushed back on their virus-sharing obligations, an ob-
jection arguably related to their earlier experience of affected states not being
given adequate assistance to prepare for the inevitable economic losses that they
would suffer as a result of H5N1 (Aldis 2008).

Reporting HsN1—Explaining State Performance

As with the 2003 SARS outbreak, the primary focus was initially on whether
states were transparently reporting outbreaks to allow neighboring states, the re-
gion, and the international community as a whole to prepare (Heymann 20006;
Lee and Fidler 2007). During the early years of H;Ni, the reporting behavior of
affected states tended to fall into one of three categories: those that routinely re-
ported (e.g., Viet Nam, Lao PDR, and Cambodia), those that did so more errati-
cally (e.g. China, Thailand), and those that explicitly challenged their reporting
obligations (e.g., Indonesia). The overall view in the literature has been that the
reassertion of national (especially economic) interests was the primary cause of
this variation (Enemark 2007; Stevenson and Cooper 2009).

Viet Nam, Lao PDR (Laos), and Cambodia were presented as examples of states
embracing the need to engage in the global health security framework to ensure
greater effectiveness in identifying, containing, and preventing outbreaks (de Sa
etal. 2010). While the poultry industries of these countries were affected by H5Ni,
those industries primarily served their domestic markets. Some note that of these
three states, Viet Nam had the greatest potential to waver in terms of full disclo-
sure because of the political ramifications arising from significant poultry live-
stock losses that were intended for a largely domestic market (Vu 2010). To fur-
ther compound Viet Nam’s woes, it had been attempting to enter the international
poultry market, and the H5N1 outbreak posed a significant setback to those plans
(Herrington 2010). But the overwhelming characterization of these governments’
compliance with the norm of outbreak transparency has been positive. Even the
reporting delays exhibited by Viet Nam in the early years of the outbreak—on av-
erage, alag of between 5and 14 days between outbreak and public announcement—
have been generally seen as a capacity issue rather than as evidence of political
interference or obfuscation (Vu 2010). The same has been suggested of Cambo-
dia and Laos: when delays in reporting suspected cases occurred, it was gener-
ally seen as an inevitable result of capacity failures rather than as evidence of a
conspiratorial intent to deceive either the international community or domestic
audiences (Boltz et al. 2006; Herrington 2010; Coker et al 2011).
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At the same time, other governments were criticized for their failure to report
outbreaks promptly and transparently. These states were claimed by some to be
using poor health system infrastructure as an excuse for what were in fact po-
litically and economically motivated attempts at subterfuge. For example, China’s
retrospective release of information in 2006 and 2007 for outbreaks in 2003
and 2004 was met with some suspicion, with analysts asking whether these de-
lays were the product of technical incapacity, bureaucratic difficulties, or attempts
at obfuscation (Chanlett-Avery et al. 20006, 10). Thailand and Indonesia were reg-
ularly criticized for “substantial” lags in their reporting of poultry and human
cases, with revelations in both instances that the governments knew of the pos-
sible cause but delayed the release of laboratory findings—though it has been
harder to verify the precise time lag between knowledge of the outbreak and com-
munication of the outbreak (Butler 2005, 2006; Sipress 2009). Thailand in par-
ticular came under attack in the early stages of the outbreak. The presence of large
poultry producers in Thailand was identified as the possible cause of its initial
secrecy (Forster 2010; Safman 2010). Likewise, it has been suggested that Indo-
nesia’s attempt to enter the poultry export market, combined with its large domes-
tic consumption needs, may have contributed to pressure being exerted on the
government to delay reporting at various junctures in the early years of the out-
break (2004-3) (Forster 2010).

During the peak of the outbreak in 2006, it has been argued that a third group
of governments, led by Indonesia, actively challenged the entire premise of a
prompt and transparent reporting norm. Though the issue of virus sharing did
not come under the auspices of the IHR (1969 or 2005 version), several analysts
saw Indonesia’s refusal to share H5N1 virus samples as part of a broader bid to
challenge its obligations under the revised IHR (Stevenson and Cooper 2009;
Smith 2012). Major concerns arose when the then health minister for Indonesia,
Dr. Siti Fadillah Supari, proposed in late 20006 that from January 1, 2007, the gov-
ernment would refuse to continue sharing samples of the H5N1 virus with the
WHO'’s Global Influenza Surveillance Network (GISN). Prior to this, it had been
a long-standing practice since the creation of the GISN in 1952 for governments
to share their influenza virus strains with all WHO collaborating laboratories
(located in selected national laboratories) to allow them to assist with the produc-
tion of vaccines and monitoring of virus strain mutation. Indonesia’s refusal
to continue sharing strains via the GISN raised concerns about the potential
for governments to claim “viral sovereignty” as a way of reasserting their con-
trol in the face of increasingly intrusive global health governance frameworks
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(including the revised IHR) (Holbrooke and Garrett 2008; Stevenson and Coo-
per 2009, 1386-87).

The Indonesian Ministry of Health argued that it withheld the virus samples
because it viewed the practice of virus sharing as unjust when the country sup-
plying the samples could not be guaranteed equitable access to the vaccine and
antiviral treatments that were subsequently developed on the basis of those sam-
ples. Many of these drugs, which were primarily manufactured by companies
based in the developed world, had been created using virus samples provided
freely by low-income countries such as Indonesia (Sedyaningsih et al. 2008).
Some 18 months later, in June 2008 (and a year after the IHR [2005] had entered
into force), Dr. Supari questioned whether the government should regularly re-
port suspected HsN1 human infections to the WHO until a positive result was
confirmed by laboratory tests (Branswell 2008). Dr. Supari’s suggestion was seen
as a significant escalation of the virus-sharing dispute and as a significant chal-
lenge to the revised IHR. Supari’s actions concerning virus samples and her mus-
ings on the IHR reporting obligations gained support from other states in the
“developed South”—and particularly in Asia—sparking discussions about “de-
veloping countries [being] increasingly suspicious” of the global health security
initiative that inspired the IHR revisions (Aldis 2008, 372).

Taken together, these events during the H5N1 epidemic have prompted a num-
ber of analysts to call into question the optimism expressed immediately after the
SARS outbreak. Even some of those who had been among the earlier heralds of
a new era of global health governance started to question that new era’s staying
power in the face of sovereign reassertion of self-interest (Fidler 2010a). It was sug-
gested that the arrival of a “post-Wesphalian era had in any case been ‘overstated’”
(Price-Smith 2009, 154), that shared expectations around appropriate outbreak
response may not be sufficient to induce states to change their behavior, and that
powerful countervailing interests will likely override IHR compliance whenever
material interests trump adherence to international norms (ibid.).

Two principal sets of explanations were offered to explain this apparent back-
lash. The first was concern that the securitized rhetoric attached to emerging in-
fectious diseases since the 1990s (as discussed in chapter one) had been accepted
so readily that governments were coming to view it as legitimate to (re)assert their
sovereign right to determine their own responses to outbreaks. When disease was
associated with great economic losses—as was the case for Indonesia and other
HsNi-affected states—governments were, according to this argument, encouraged
by securitization to view outbreaks through a security lens and as a result to privi-
lege unilateral action over multilateral cooperation (Calain 2007; Forster 2010;
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on costs see Coker et al. 2011). This affected not only the state with H5Ni1 cases
but also those unaffected countries wishing to prepare themselves for the arrival
of a possible global pandemic. As Stefan Elbe explained,

As fear about the threat of a possible human H5N1 pandemic spread across the world,
many governments scrambled to stockpile anti-viral medications and vaccines, al-
beit in a context where there was insufficient global supply to meet such a rapid
surge in demand. Realizing that they were the likely “losers” in this international
race, some developing countries began to openly question the benefits of maintain-

ing existing forms of international health cooperation. (Elbe 2010, 470)

The second explanation is that there was a backlash against the WHO for over-
stepping its mandate during the 2003 SARS crisis (Cortell and Peterson 2000).
In other words, post-Westphalianism itself prompted a counter-reaction: the
“WHO illustrated during the SARS crisis what leadership in global health looks
like in a post-Westphalian world,” HsN1 reaffirmed that this had the potential to
not just be an anomaly, and this prompted some governments to respond by de-
fending their sovereign independence from what they now viewed as a sustained
attack (Stevenson and Cooper 2009, 1390). According to this line of thinking, the
assertion of “viral sovereignty” during H;N1, predominantly led by Indonesia but
with the tacit support of others in the region (Fidler 2010b), could be understood
as a (potentially predictable) statement that governments were willing to question
both their reporting obligations and the legitimate role of the WHO (Smith 2012).

Meanwhile, it has also been argued that the significance of the WHA resolu-
tions in support of the global health security regime has been overstated. For ex-
ample, resolution WHA59.2 only called on governments to “voluntarily” comply
with the revised IHR in their response to H5N1 (WHA 20006), and regardless of
the phrase adopted, WHA resolutions are not legally binding on governments (Ir-
win 2010, 9). From this perspective, the cooperation seen during the SARS cri-
sis was a product of exceptional circumstances, and outside that context states
would revert to type and seek to control outbreak news and manage their own re-
sponse to outbreak events (Smith 2010). In sum, the variation in states’ responses
to their reporting requirements and their other obligations under the THR was
seen by many as proof that what we see as the new norms of global health secu-
rity were ephemeral and would not factor into states’ calculations of their politi-
cal or economic interests in the longer term.

We propose that there are at least three problems with such rationalist-based
understandings of state behavior—and their relationship to the IHR revision
process—in this period. First, the positive news from the H5N1 experience was
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that, for the most part, states supplied the WHO with reports of their H5N1 cases
even though there was no formal requirement to do so during the early part of this
outbreak, suggesting (as we did in relation to SARS in chapter two) that states
had accepted (or were coming to accept) what would later be codified in the re-
vised IHR as legitimate expectations. Second, even where states did not report
in a timely fashion, their justifications for this failure were generally based on
arguments concerning capacity and reciprocity, rather than denying the exis-
tence of the reporting norm or their obligation to uphold that norm. In other
words, states seemed to feel more comfortable highlighting their poor health
system capacity than openly rejecting their obligation to comply with the report-
ing requirements. Third, as we noted in the introduction to this book, norms
are counter-factually valid: cases of noncompliance do not mean that the norm
does not exist. In the case of H5N1, we argue here, the evidence suggests that
states generally did recognize the validity of the new norms and for the most part
sought to comply with expectations on reporting and response.

Checkel (2001) points out that contention over a norm’s applicability to a par-
ticular event or context often occurs at the precise moment that interests are being
redefined to accommodate the norm. In the case of H5N1, given the variety of
political and technical capacity differences within each state affected by out-
breaks between 2004 and 2008, a more accurate test of commitment, and there-
fore a better measure of the progress of the socialization process, is to assess over-
all reporting trends over time, incorporating early reports of H5N1 human cases
(2004-75), the peak period of cases (2005-6), and the second wave of cases (2007—
8). The predicted trend would be that there are more reporting delays in the early
years of the outbreak, with states’ performance improving as they gather knowl-
edge and resources specific to H5N1 outbreak surveillance. If any government does
not improve on its reporting performance over time, then poor capacity becomes
less of an excuse, possibly indicating that reporting delays are the product of po-
litical choice and the exploitation of perceived loopholes in what the revised IHR
demands of states (i.e., Chayes and Chayes 1993; Legro 1997).

When we compare HsNi-affected states’ confirmed reports to the WHO against
the number of H5N1 events being reported within the country and subsequently
confirmed by government sources (traced and reported by Internet surveillance
programs such as ProMED-mail [PMM]), we see high levels of reporting compli-
ance. Between 2004 and 2010, Davies (2012) reveals how HsNi-affected states in
the Asian region dramatically improved their reporting timelines between the
first report of suspect cases and confirmed cases being forwarded to the WHO.
Indeed, even at the height of the virus-sharing dispute between Indonesia and the
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WHO secretariat in 2007-8, Indonesia appeared to report more often to WHO
than not (it failed to report 5 out of 21 cases in 2007 and 3 out of 13 cases in 2008)
(ibid., 604). In Viet Nam, at the peak of its H5N1 human cases in 2005, there were
approximately nine cases that the government did not appear to pass on to the
WHO. By 2007, during their second wave of H5N1 human cases, the reporting
situation had improved, with only one case apparently not forwarded to the WHO
(ibid., 604-5). Thailand and China, both suspected of rejecting their reporting
obligations, in practice showed a steady reporting relationship with the WHO. Im-
portantly, the trends identified above are derived from biweekly analysis. If we
look at the cumulative H5N1 caseload across the region for the same period, do we
see correlation between reporting and the actual HsN1 incidence in the region?
Davies (ibid., 602) argues that the WHO’s cumulative case reports of H5Ni for the
same period appeared to correlate with the peaks and troughs of individual coun-
tries’ reporting trends. In short, countries’ reporting to the WHO appears to re-
flect what they were actually experiencing. Furthermore, reporting performance
improved steadily, with the gap between official and unofficial reports decreasing
even as the rates of H5N1 cases started to drop from their 2005-6 peak (ibid.).

Thus, we do not concur with the view that notification delays throughout East
Asia reflected a tacit rejection of the revised IHR obligations. There are two clear
problems with such arguments. First, it is problematic to interpret intermittent
reporting delays in the early years of the outbreak as politically motivated, partic-
ularly when virus strain detection was “challenging” in rural developing coun-
try environments and all countries (not just China, Indonesia, and Thailand) ex-
perienced reporting delays (Peiris et al. 2007, 243—67). Second, in spite of some
countries still having to adjust their outbreak responses while dealing with weak
public health infrastructure, all affected states have shown gradual improvement
in their reporting performance, suggesting a commitment to transparency. While,
as we go on to argue, it would be naive to deny that some reporting delays were
rooted in broader political and economic concerns, on the evidence presented here,
governments do seem to have been generally committed to improving their re-
porting performance. In short, this was a measurable benchmark that they were
aware of, understood, and for the most part sought to meet.

Our second argument is that too much weight has been given to the Indone-
sia virus-sharing case as evidence of states starting to re-assert their sovereign
right to reject their obligations under the revised IHR (Aldis 2008; Stevenson and
Cooper 2009; Smith 2010). For one, it does not appear that Supari’s comments
regarding the possibility of Indonesia ceasing reporting were acted on in practice.

The health minister’s comments were made once in an interview, a year before
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she stepped down from her ministerial responsibilities. Beyond this, there is no
other clear evidence that Indonesia resisted reporting HsN1 cases to the WHO.
Indeed, within the article authored by the Ministry of Health detailing their rea-
sons for withholding virus samples, they explicitly noted that they would continue
to report all H5N1 cases (Sedyaningsih et al. 2008, 486). As discussed above, In-
donesia maintained a strong reporting relationship with the WHO during the
early phase of the outbreak. Reporting discrepancies did emerge from 2007, and
it was a trend that continued throughout 2008, 2009, and 2010 (Davies 2012).
Yet, both the WHO office in Indonesia (which reports cases to WHO secretariat
in Geneva) and the Indonesian Health Ministry have argued that such discrep-
ancies were the product of the WHO secretariat being informed but choosing not
to publish the information.® A less official line, expressed in a separate interview,
was that during the dispute the WHO office staff in Indonesia were always
promptly informed but requested that the WHO secretariat in Geneva not imme-
diately publish all outbreak events online.” What is remarkable about this second
explanation is that it suggests that the Indonesian ministry still sought to inform
the WHO of outbreaks even at the height of the dispute and that ministry offi-
cials appeared to trust WHO officials sufficiently to continue passing on infor-
mation that they did not want publicized.

Nonetheless, while Indonesia may have broadly accepted and complied with
the reporting norm, the virus-sharing dispute is evidence of a more general dis-
content with the global health security regime, in particular with the apportion-
ment of costs and benefits under that regime (Rushton 2011). Concern about what
benefits the global health security regime provides for developing countries was
evidenced in Indonesia’s stance and reflected the broader concerns raised by
others (Calain 2007; Aldis 2008; Rushton 2011) that relatively few benefits de-
rive from the IHR for those states that “risk all” by reporting outbreaks, the vast
majority of which will be developing countries. In essence, from the perspective
of such states, the IHR can be seen as having expanded reporting duties without
offering any guaranteed reciprocal rights of assistance for those states facing
the economic repercussions of dutifully providing the world with early outbreak
alerts (Lancet 2007). The IHR does seek to limit the economic damage by ensur-
ing that any trade and travel restrictions are proportionate, but it does not in-
troduce a promise of positive financial assistance to affected states. H5N1 also
showed that the WHO and associated agencies struggled to articulate what
states should do to abide by the revised IHR when competing international le-
gal mechanisms (such as the WTO SPS Agreement) applied. The result was
that in the case of H5N1, the WHO emphasized the international community’s
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obligation to meet crises such as H5N1 with increased donor commitments to
compensate countries and make them technically compliant with the WTO SPS
(Hoffman 2010), but this was not an expectation that had been formally captured
within the IHR rules and procedures.

While we maintain from our evidence concerning reporting patterns that gov-
ernments did not generally renege on their obligation to respond to the HsN1 out-
break promptly and transparently, individual instances of reporting delay did
occur that may not be solely ascribed to weak health systems (Davies 2012). Some
governments did appear to equivocate at first on the full disclosure of their out-
break, based on uncertainty that the benefit of prompt and transparent reporting
would be matched by the political and economic payoff that the WHO sought to
promote (WHO 2007b; Enemark 2007; Vu 2011). Belief in the idea of global health
security relied on the notion that there was a collective international benefit from
effective national outbreak response. At the very least, this seems to have been a
belief in need of some bolstering. Too often, affected states quickly found that in-
ternational approval of their prompt reporting was followed by the bittersweet re-
alization that reporting did compromise specimen control, antiviral purchasing
power, and the poultry trade (Elbe 2010; Davies 2012). This ran directly contrary
to the reciprocal promise of global health security being promoted in relation to
the revised IHR. As argued in chapter two, after SARS and the adoption of the
IHR revisions, there was great emphasis placed on the benefit of reporting early
and transparently for all states facing a possible Public Health Emergency of In-
ternational Concern (WHO 2007a, 2007b). The attendant benefits of prompt re-
porting, a proportionate response from other countries, were perhaps somewhat
taken for granted. Norm entrepreneurs often went so far as to argue that the ben-
efit of reporting early could outweigh the potential costs, both economically and
politically (Heymann 2006). Unfortunately, this simply was not the case during
Hj5Nu. Yet still the HsN1 experience did not deter affected states from their com-
mitment to the revised IHR.

Conclusion

During the early stages of the H5N1 outbreak in Asia, regional and domestic en-
gagement in the revised IHR and the new norms of global health security was
underpinned by two conditions. First, governments’ reporting performance was
subject to international (and domestic) scrutiny. Prompt and transparent report-
ing was an easily identifiable benchmark that states had to meet to demonstrate
their capacity to handle the crisis. At the regional level there is no evidence that
states perceived this expectation as anything but legitimate, and the reporting
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trend over the five years of the epidemic seems to demonstrate their general ac-
ceptance of the need to fulfil the revised IHR protocols, both before and after their
coming into force. But this expectation only made political sense to governments
if the reason for promoting the norm—greater global health security—would also
benefit these states (see chapter five). This required the international community
to step up to the plate with assistance in dealing with the economic fallout of is-
suing early alerts that were not just of potential concern to human populations
but also affected an important trading commodity, namely poultry. As such, con-
cerns about compensation for poultry loss only grew so strong in the region be-
cause of states’ continued commitment to the revised IHR. If global health secu-
rity was the logic for a revised IHR, then states needed to see it leading to a
mutually beneficial relationship that addressed both social values and material
interests (Ruggie 1998).

The HsNi case illustrates that affected states readily appreciated their respon-
sibility in terms of transparent outbreak reporting; and the international
community—Iled by the WHO and ASEAN—viewed themselves as having a clear
role in promoting the advantages of the new norms of global health security.
Within Asia, commitment to the global health security regime resulted in high-
level regional political engagement. Globally, the SARS experience had emphat-
ically proven the need for institutionalized outbreak reporting behavior, and con-
sensus on this point was reaffirmed with the WHA 2006 resolution calling on
states to respond to the H5N1 as an IHR emergency. But it was less clear how the
revised IHR would benefit reporting governments in practice. Investment in ca-
pacity strengthening took longer than anticipated and did not match the rapid-
ity of H5N1 spread. In spite of these difficulties, states remained committed to the
revised IHR during H5N1 and steadily improved their detection and reporting ca-
pacity as the HsN1 outbreak continued in peaks and troughs. The H5N1 case re-
vealed flaws and loopholes in the revised IHR settlement, but they did not affect
shared normative commitments. Indeed, the Asian region sought to use their
H;5N1 experience to highlight the international community’s responsibility to
assist—and benefits from assisting—states in meeting their IHR core capacities.
This effort would prove vital for the events that unfolded in 2009.



CHAPTER FOUR

Swine Flu

The First Test of the IHR (2005)

In the previous chapter, we examined the reporting behavior of states, especially
East Asian states, during the H5N1 outbreak. Although we argued that there was
evidence of widespread compliance with the then-emerging norms of global health
security, the fact that the majority of H5N1 cases occurred before the IHR (2005)
entered into force in 2007 meant that this was a difficult stage at which to gauge
the degree to which the new norms had gained widespread international
acceptance.

We now move on to examine the first real test of the new regulations. That test
arrived much sooner than many had anticipated and from a somewhat unexpected
source. Less than two years after the revised IHR’s official entry into force, the
international community was confronted with its first major Public Health Emer-
gency of International Concern. The culprit, however, was not the much-feared
H5N1 avian influenza that had by this time become endemic throughout much
of Asia, the Middle East, and parts of Europe, but was instead a novel strain of
HiN1 influenza—a virus usually found in pigs—that is believed to have first
emerged in La Gloria, a small rural village in Veracruz, Mexico, in March 2009.
From this remote location, the virus spread worldwide within a matter of weeks,
carried by international travellers to the furthest corners of the globe. Somewhat
ironically, as the pathogen began to spread among Mexican villagers almost un-
noticed by the outside world, the WHO secretariat in Geneva was planning a sim-
ulation exercise to test the revised IHR. Following confirmation that the causative
agent of the cases of respiratory illness then being detected was not only a novel
strain of HiN1 but also had achieved effective human-to-human transmission, the
planned simulation was shelved as real-life events overtook the WHO and its

member states.



94 Disease Diplomacy

We argue in this chapter that despite the fact that the IHR (2005) were now
officially in force, the new norms of global health security were still in the sec-
ond stage of the norm life cycle: the “norm cascade.” As we set out in the intro-
duction, during this phase, states are gradually being socialized to the new norms.
The HiN1 experience provided the first opportunity to clarify, in the words of
Finnemore and Sikkink, “what, exactly, the norm is and what constitutes viola-
tion” (Finnemore and Sikkink 1998, 9oo). As Finnemore and Sikkink argue,

In the context of international politics, socialization involves diplomatic praise or
censure, either bilateral or multilateral, which is reinforced by material sanctions
and incentives. States, however, are not the only agents of socialization. Networks
of norm entrepreneurs and international organizations also act as agents of social-
ization by pressuring targeted actors to adopt new policies and laws and to ratify

treaties and by monitoring compliance with international standards. (ibid., 9o2)

These are precisely the issues that we address in this chapter. First, we revisit
the 2009 pandemic and the role that the WHO played in assisting countries in
containing the threat; our focus then shifts to explore the actions of member
states, examining the extent to which governments complied with the provisions
of the IHR (2005) and, perhaps most importantly, where countries failed to com-
ply. We give particular attention to the rationale provided by those governments
who contravened the regulations to justify their actions and the responses of norm
leaders to those explanations. Finally, the chapter concludes by discussing what
responses to the 2009 HiN1 pandemic suggest about the progress of the new
norms of global health security through the norm life cycle.

Our primary concern in this chapter, therefore, is the extent to which states
understood the new standards of behavior specified under the revised IHR as le-
gitimate behavioral expectations. Did states knowingly violate the new rules and
procedures? Crucially, how did other World Health Assembly member states and
“norm leaders,” particularly in the WHO secretariat, react to such violations? We
argue that the record of state behavior, and equally of state condemnations, dur-
ing this period suggest that the norm cascade process was relatively advanced.
Most states acted according to the new norms most of the time, and when they
did not, they were generally subject to criticism from a range of other international
actors and usually felt compelled to provide some kind of justification for their
actions. Of course, the socialization process did not end with the 2009 HiNi pan-
demic, as we will discuss in more depth in the next chapter, but this first global
test of the IHR framework since its adoption revealed a promising picture of pro-
gressive internalization of IHR compliance at the national level.
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The 2009 Influenza A (H1N1) Pandemic: Timeline of Events

The precise origins of the influenza A (HiN1) virus that precipitated the 2009
influenza pandemic remain a mystery. Speculation has emerged that the virus
may have been circulating for months, and possibly years, before it achieved ef-
fective human-to-human transmission (Girard et al. 2010). What is known is
that the virus was first detected in early-to-mid March 2009 when the Mexican
Ministry of Health began to identify unusually high numbers of individuals
experiencing influenza-like illness at a time when seasonal outbreaks would
normally be expected to be declining. Although a small number of cases were
initially identified via Mexico’s national influenza surveillance system, it was at
first unclear whether a new pathogen was responsible or whether it was simply
an aberration. Nonetheless, the Mexican Directorate General of Epidemiology
ordered that surveillance for acute respiratory diseases be heightened, and
between April 1 and 10, 2009, a series of nongovernmental and government-
based sources began to detect an outbreak of influenza-like illness in La Gloria,
Veracruz, that had reportedly affected a large proportion of the local inhabitants
(WHO 2009a; Brown 2009; Shkabatur 20m). It was later determined that while
samples collected from patients identified the presence of an influenza A virus,
the subtype of the virus was unknown. As a result, under an agreement between
the United States, Mexico, and Canada, clinical specimens were sent to the US
CDC in Atlanta and the National Microbiology Laboratory of the Public Health
Agency of Canada for testing. Confirmation that these samples were of a novel
strain of influenza A (HiN1) came in late April, but by this time the virus had
not only spread to Mexico City but also internationally to the United States and
Canada (WHO 20009a).

In fact, by late March 2009 the virus had already infected two young children
living in neighboring San Diego County and Imperial County in southern Cali-
fornia. Clinical specimens were collected from these children and also sent to the
CDC for testing. On April 15 and 17 respectively, the CDC confirmed that the chil-
dren had indeed been infected with a novel strain of influenza A. Moreover, they
found that the virus contained genetic markers that suggested the pathogen was
of swine origin. Critically, however, the children concerned had not come into con-
tact with one another or with pigs, indicating that the virus had achieved at least
limited human-to-human transmission. This revelation led the CDC to notify the
WHO under the IHR (2005), alerting the organization on April 18 to the fact that
it possessed laboratory confirmation that a new influenza virus with pandemic
potential may have emerged (WHO 2009a; PAHO 2009a).
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Meanwhile, within Mexico it was clear that the situation was rapidly becom-
ing worse. By mid-April 2009, the Mexican health authorities had recorded sev-
eral clusters of young and previously healthy adults contracting severe pneumo-
nia (WHO 2009D). In response, on April 17 the Ministry of Health placed the
Mexican national influenza surveillance network on high alert and began issuing
regular reports to the WHO on new cases of severe influenza-like illness. Act-
ing on news of the US CDC laboratory results, on April 24 the Mexican govern-
ment activated the country’s National Pandemic Preparedness and Response Plan
and temporarily closed schools, child-care centers, restaurants, and universities
throughout Mexico City in an attempt to limit the spread of the virus (WHO
2009c); even so, by late April the health authorities had obtained reports of in-
fection rates around 50 percent in some areas (WHO 2009Db), with over 1,300 sus-
pected cases and approximately 84 probable deaths (PAHO 2009b).

Confronted with this reality, the director-general of the WHO, Dr. Margaret
Chan, convened the inaugural meeting of the Emergency Committee under the
IHR (2005) framework on April 25, 2009. Based on the advice of this commit-
tee, the director-general declared that the situation constituted a PHEIC and urged
all member states to “intensify surveillance for unusual outbreaks of influenza-
like illnesses and severe pneumonia” (WHO 2009d). Within two days, as further
epidemiological information came to light, the Emergency Committee recom-
mended that the WHO’s pandemic alert level be raised from Phase 3 (limited
human-to-human transmission) to Phase 4 (community-level outbreaks). These
alert levels, which corresponded with specific WHO guidelines on pandemic in-
fluenza preparedness that described a series of pandemic “phases,” were designed
to prompt governments to intensify their efforts. After raising the alert status, the
director-general issued a second statement, stressing that while countries should
implement measures to mitigate the spread of the virus, all measures should
nonetheless “conform with the purpose and scope of the International Health
Regulations” and that travel restrictions, in particular, were not advised (WHO
2009e). As will be discussed in greater detail below, following the decision by
some countries to impose trade restrictions on pigs and pork products on ac-
count of the pandemic being described as “Swine Flu,” the WHO also issued
separate statements advising that there was “no risk of infection from this virus
from consumption of well-cooked pork and pork products” (WHO 2009f).

On April 29, 2009, the alert status was raised again, from Pandemic Phase
4 to Phase 5 (sustained community transmission) following laboratory confirma-
tion that localized outbreaks were occurring in at least nine countries (WHO
2009g). The WHO secretariat continued to collect epidemiological data and re-
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ports, hold daily press briefings, and issued daily, and sometimes twice-daily, up-
dates and global alerts that contained medical advice and recommendations. By
May 12 the WHO had obtained official confirmation of over 5,251 cases of influ-
enza A (HiNi1) in 30 countries. Over 95 percent of those cases were located in the
Americas, but the disease had also spread to 15 European countries and at least
5 countries in Oceania. Some 61 HiNi-related fatalities had been confirmed, but
it was also apparent that in the majority of cases the virus caused only mild ill-
ness that was more akin to seasonal flu (WHO 2009a).

In light of this emerging epidemiological picture, criticisms began to emerge
in early May 2009 that the WHO had acted prematurely in declaring Phase 5. Ac-
cording to the WHO’s own pandemic influenza guidance document, the latest
version of which had only been officially released a few months previously, the
declaration of Phase 5 “is a strong signal that a pandemic is imminent” (WHO
2009h, 25). In early May, when asked by a CNN reporter to explain the decision
to declare Phase 5 in light of the fact that the WHO had previously maintained
that a pandemic entailed large numbers of human fatalities and severe illness, the
response of the organization was to remove this information from its website
(Cohen 2009). These actions understandably raised questions and created such
unease among governments that the director-general convened an urgent High-
Level Consultation just prior to the start of the 2009 WHA in mid-May to review
the decisions made by the Emergency Committee to this point, to review the lat-
est epidemiological data, and to discuss the WHO secretariat’s response (WHO
20009i). Despite this, the director-general was actively lobbied throughout the
sixty-second WHA to revise the organization’s processes for declaring a pandemic
(SooHoo 2010). Indeed, although the proposal was later overturned, the political
pressure became so intense that on May 22, Dr. Keiji Fukuda, then director of the
WHO Influenza Programme, announced that the organization was going to re-
vise its definition of a pandemic to include a severity assessment (McNeil 2009;
Doshi 2011).

By June 1, 2009, 64 countries had reported at least 1 laboratory-confirmed
human case of HiN1 (WHO 2009c). Given the demands from member states
for further clarity, the director-general convened the IHR Emergency Committee
for a third time on June 5 to seek advice on the proposal to alter the WHO'’s defi-
nition of a pandemic and on whether the situation warranted declaration of a
full-scale pandemic. The Emergency Committee agreed that further announce-
ments should make reference to issues of severity but that the current status of
Phase 5 should remain unchanged (WHO 2009j). Within a week, however, con-
fronted with over 28,100 laboratory-confirmed cases, 144 HiNi-related deaths,
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and sustained community-level outbreaks throughout multiple countries, the
Emergency Committee altered its advice and recommended that the director-
general raise the global alert status to Phase 6 (full-scale pandemic). The WHO
director-general duly declared the first influenza pandemic of the twenty-first
century on June 11, 2009 (WHO 2009k).

Between July 2009 and August 2010 the global situation continued to rapidly
evolve, as more and more countries reported populations affected by the virus.
By July 1, 2009, the WHO had received official confirmation of 777,201 HiN1 cases
and 332 HiNi-related deaths (WHO 2009]). By the end of that same month, the
numbers had more than doubled, to 162,380 infections and 1,154 fatalities (WHO
2009m); and by the end of September 2009, the number of cases had reached
343,298 cases and 4,108 deaths (WHO 2009n). By November 2009, the pandemic
had affected over 622,482 people and caused at least 7,826 deaths (WHO 20090).
In December 2009, the WHO ceased reporting the number of new infections and
concentrated on reporting only human HiNi-related fatalities that, by December
30, had reached over 12,220 (WHO 2009p) and by March 2010 stood at 16,931
(WHO 2009q). By August 10, 2010, when the WHO director-general officially an-
nounced that the international community had entered the “post-pandemic pe-
riod,” the total number of HiN1-related deaths officially reported to the WHO was
18,449 (WHO 20091, 20095).

Although politically sensitive, the WHO’s formal declaration of a pandemic had
little demonstrable impact on global HiN1 response and containment efforts. The
outbreak had been declared a PHEIC from an early stage (April 2009), and those
governments that had developed national pandemic preparedness plans, for ex-
ample, had already implemented them. As much as possible, healthcare work-
forces had been mobilized, public notices had been issued, and various public
health measures had been instituted. Prior to the June 11 pandemic announce-
ment, the WHO had already been engaged in discussions with vaccine manufac-
turers about the need to produce pandemic-specific vaccines, although it was re-
luctant to recommend that vaccine manufacturers immediately cease seasonal
influenza vaccine production and convert to producing an HiNi-specific vaccine
(WHO 20009t). This reluctance persisted to the extent that by mid-July, the WHO
Strategic Advisory Group of Experts (SAGE) on Immunization was still advising
that it “did not consider that there was a need to recommend a ‘switch’ from sea-
sonal to pandemic vaccine production” given that the majority of seasonal vaccine
production for the northern hemisphere’s influenza season was almost complete
and was therefore unlikely to impinge on production of the pandemic vaccine
(WHO 2009u).
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Taking note of member states’ earlier concerns about the seriousness of the
disease and the decision to raise the global alert status, from June 2009 onward
the WHO secretariat regularly issued detailed updates, meticulously describing
the extent and severity of the HiN1 virus. On June 11, as the WHO director-
general announced that the global alert status had been raised to Phase 6, Dr.
Chan stated that she expected the pandemic to be of “moderate severity,” based
on the epidemiological data that had been collected to date (WHO 2009t). This
message was reiterated in the organization’s Weekly Epidemiological Record in
late June 2009, which expanded on the director-general’s statement by provid-
ing detailed data on infection and case fatality rates, summarizing the findings
by noting that

globally, most cases have been mild, although severe disease has been reported both
among known groups at higher risk of adverse outcomes following influenza and
in previously healthy adults, leading WHO to classify the severity of this pandemic
to date as “moderate.” (WHO 2009k, 253)

Later, in the global alerts that were published on the organization’s website,
the WHO secretariat went to considerable lengths to describe the epidemiologi-
cal situation across multiple countries, comparing the spread and impact of the
virus region by region and even within countries and affected territories (see, for
example, WHO 20090, 2009p). These efforts not only informed the international
community of the rapidly evolving situation but also undoubtedly served to help
justify the WHO's early response efforts.

In January 2010, however, the WHO director-general was forced for a second
time to defend her organization’s handling of the HiNi1 crisis. In late 2009, a Dan-
ish newspaper alleged that members of the IHR Emergency Committee that ad-
vised the director-general received financial support from pharmaceutical man-
ufacturers. The accusation, which implied that the director-general may have been
improperly influenced into declaring a PHEIC, prompted the WHO to publicly
release the names of the scientists and public health experts serving on the Emer-
gency Committee and occasioned the director-general to issue a strongly worded
statement refuting the allegations, reaffirming that “The world is going through
areal pandemic. The description of it as a fake is wrong and irresponsible” (WHO
2010b). That statement, however, proved insufficient to dispel public disquiet and
member states’ concerns, and both the Council of Europe and the British Medical
Journal subsequently launched inquiries into whether the WHO secretariat’s
decision to declare a pandemic had been influenced by commercial interests.
As will be discussed further in the next chapter, in April 2010, before these
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groups published their findings, the WHO director-general announced the cre-
ation of an independent review committee to examine the organization’s man-
agement of the 2009 HiN1 pandemic and appointed Dr. Harvey Fineberg from
the US Institute of Medicine to oversee the process. Ultimately, none of the in-
vestigations found that the WHO secretariat had engaged in inappropriate con-
duct, although the WHO director-general accepted the need to review the organi-
zation’s policies and procedures in light of the criticisms that emerged during the
HiN1 pandemic (WHO 2o11d).

Politically, therefore, the HiN1 pandemic was not a resounding success for the
WHO secretariat. Its handling of the event was heavily criticized from several di-
rections, particularly over a perceived lack of openness and transparency in the
organization’s decision-making processes. There is little question that these crit-
icisms adversely affected the WHO’s credibility, requiring the director-general to
intervene and defend the organization on more than a few occasions. In the re-
mainder of this chapter, the focus shifts to examine the extent to which mem-
ber states complied with the new IHR norms during the pandemic, where non-
compliance with those norms occurred, the ways in which noncompliant states
attempted to justify their actions, and the reactions of other states and norm
leaders. These events provide some interesting insights into the respect that
the revised IHR were commanding by 2009 and the remaining areas of norm

contestation.

State Behavior during H1N1

It is important to be clear from the outset that the vast majority of governments
did adhere to the new norms of global health security—as codified in the IHR
(2005)—throughout the 2009 HiN1 pandemic. For example, of those countries
that possessed the technical capacity to detect and report outbreaks of the virus
via public health infrastructure (such as influenza surveillance networks and the
laboratory capacity necessary to isolate and identify influenza strains), very few
failed to report transparently and openly. As detailed below, it is true that a large
number of countries—particularly in Africa—did not report any HiN1 cases, but
in the vast majority of instances this has been attributed to a lack of technical
capacity rather than intentional noncompliance. This issue of state capacity and
compliance is one to which we return in more detail in chapter five. Likewise, in
general states refrained from imposing disproportionate travel and trade restric-
tions. Approximately 9o percent of countries broadly adhered to the WHO's recom-
mendations in this regard. Again, it is true that not every country behaved as ex-
pected and, as we discuss in this section, a small number of countries intentionally



Swine Flu: The First Test of the IHR (2005) 101

contravened both the letter and the spirit of the IHR (2005) by implementing
measures that exceeded the WHO’s recommendations without scientific justifi-
cation. Here again, state behavior reveals the norm cascade to be a work in prog-
ress, with some states ready and willing to abide by their new obligations, while
elsewhere we find either a lack of technical ability to comply, uncertainty about
how to apply the emergent norms, or (more rarely) outright resistance.

Following the entry into force of the IHR (2005) on June 15, 2007, WHO
member states were given five years to build, strengthen, and maintain certain
“core capacities” for disease detection, verification, and response. In exceptional
circumstances, provision was made for governments to apply for up to an addi-
tional four years to complete the process via two-year extensions, but these ex-
tensions would be granted only once approval had been obtained from the WHA.
Any country that had not met the core capacity requirements or had not been
granted an extension by the June 2012 deadline would be deemed to be in breach
of their THR obligations. Even so, in a survey conducted by the WHO prior to
the June 2012 target date, only 58 percent of countries indicated that they had
developed national implementation plans to meet their IHR core capacity re-
quirements, and only 10 percent of countries indicated that they were already fully
compliant (WHO 2011e).

Given these survey results, it is reasonable to assume that at the time of the
2009 influenza A (HiN1) pandemic, relatively few countries were fully compli-
ant with their IHR core capacity obligations. Indeed, they were not all expected
to be fully compliant. Yet the outbreak of H;N1 (see chapter three) and the wider
securitization of health, as discussed in chapter one, had inspired considerable
international investment in pandemic preparedness. In fact, according to a joint
report by the United Nations System Influenza Coordinator (UNSIC) and the
World Bank, between 2005 and 2009 some US$4.3 billion had been allocated to
strengthening public health response efforts, enhancing disease surveillance ca-
pabilities, and boosting global production capacity for influenza vaccines and an-
tiviral medications. Moreover, approximately 50 percent of these funds had already
been disbursed prior to the 2009 pandemic (UNSIC and World Bank 2010). This
substantial injection of resources into strengthening global pandemic prepared-
ness had a demonstrable impact on building surveillance capacity in areas such
as Southeast Asia, South America, and Africa as well as providing equipment and
training to support local laboratory capacity in central Asia, western and north-
ern Africa, and the Middle East (see, for example, Sanchez et al. 2011). Even though
these funds were not directed explicitly toward ensuring that countries met their
THR core capacity requirements, the investment in global pandemic preparedness
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throughout this period nonetheless generated a range of technical outbreak sur-
veillance and verification benefits that assisted some countries in moving toward
their THR responsibilities.

In Mexico, for example, throughout 2008 the Ministry of Health had expanded
the number of influenza sentinel sites (where data on influenza-like illnesses is
collected on a weekly basis) from 380 to 520 locations and also increased the num-
ber of national influenza testing facilities (WHO 2009c). These developments ar-
guably assisted the government in detecting the initial outbreaks of influenza A
(H1N1) in March 2009 and also allowed the government to meet their IHR obli-
gations regarding detecting a potential PHEIC (Zhang et al. 2013). In contrast to
China’s behavior in the initial stages of the 2003 SARS outbreak (discussed in
chapter two), the Mexican government then demonstrated its willingness to rap-
idly report the outbreak by notifying the Pan American Health Organization
(PAHO), the Americas regional office of the WHO, as soon as it was apparent that
a potential PHEIC was under way. To the Mexican government’s credit, these ac-
tions were taken in full knowledge of the potential economic consequences; and
indeed, by the end of April 2009 Mexico’s finance minister indicated that his gov-
ernment expected the economic cost to the country to be between 0.3 and o.5 per-
cent of GDP (Anon. 2009).

Worldwide, like Mexico, the majority of governments consistently and volun-
tarily reported to the WHO secretariat both the number of suspected and con-
firmed cases of human HiN1 infection and the number of influenza-related deaths
in their respective territories. Mexico and the United States were the first to re-
port, but within just two weeks, another seven countries had also officially con-
firmed human HiN1 cases (WHO 2009g). By July 1, 2009, 120 “countries, terri-
tories, and communities”! had officially reported laboratory-confirmed cases of
HiN1 to the WHO (WHO 2009]), and by December 27 the number of govern-
ments reporting had risen to 208 (WHO 2009p).

It must be equally acknowledged, however, that a significant proportion of
states, particularly in the African region, were struggling to meet their IHR ob-
ligations. This was perhaps most acutely felt in relation to the technical capacity
to detect and confirm (via laboratory analysis) cases of HiN1, which for many low-
income countries was proving impossible. Although the majority of regions had
recorded at least one human case of HiN1 as early as May 2009, the first laboratory-
confirmed case of HiN1 in Africa was not reported until June 19, by South Africa
(WHO 2009v). A small number of other African countries, such as Céte d’Ivoire,
soon joined South Africa in regularly reporting HiN1 cases (WHO 2009w); how-
ever, by the conclusion of the pandemic in August 2010, whereas every other
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region of the world had reported well over 1,000 laboratory-confirmed HiNi
fatalities, the entire continent of Africa had officially confirmed only 168 HiNi-
related deaths (WHO 2009r).

Although, as we explore in greater depth in chapter five, technical capacity may
have significantly affected state compliance with the 24-hour reporting expecta-
tion, what was particularly notable about the HiN1 case was that there were no ap-
parent instances of governments contesting the expectation that they should re-
port. Nor, importantly, is there any evidence of countries explicitly refusing to
report for political reasons. The global perception of a significant health (and se-
curity) crisis may well have played a part in encouraging states to comply, but even
so, coming so soon after the formal entry into force of the IHR (2005), the level
of compliance with the norm was encouraging, suggesting significant progress
in the norm cascade. Yet, as we have already made clear, the obligation to report
disease events was only one of a number of behavioral expectations embedded
within the THR, and in some respects it was perhaps the least controversial. There
was widespread recognition, especially post-SARS, that open reporting, an idea
that few states were contesting, was crucial to global health security. In addition,
HiN1—a genuinely global pandemic that affected almost every country in the
world—was a somewhat “easy” case when compared to some other diseases like
cholera or plague; the stigma attached to countries suffering from cases of HiN1
was scarcely a significant political consideration at all.

More politically contentious were the emerging expectations around travel and
trade restrictions. Even here, however, the majority of countries complied with
the IHR (2005) provisions on “additional health measures.” The imposition of un-
warranted and unjustified travel and trade restrictions on countries that reported
outbreaks of disease was, as we noted previously, one of the weaknesses of the for-
mer IHR framework that the 2005 revisions attempted to correct. During the
2009 HiNi crisis, approximately 85 percent of countries adhered to the WHO’s
recommendations and guidelines (see below), implementing measures to contain
and/or control the spread of the disease that were, if not identical to the measures
recommended by the WHO, at least consistent with the principles the organiza-
tion advocated. The overall levels of compliance with the new norms around travel
and trade restrictions were, therefore, encouraging.

Nevertheless, at the very beginning of the crisis a small proportion of coun-
tries, approximately 35 of the WHO’s 196 member states (i.e., slightly over 15 per-
cent), did impose international trade and travel restrictions that seemed to con-
travene the behavioral expectations encapsulated in the IHR (2005).2 While
roughly half of those countries later amended their behavior and fell into line
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with the majority of the international community, a small subset of countries
maintained their opposition to the WHO’s guidelines and advice, choosing in-
stead to retain various measures that contravened the IHR (2005), allegedly to
protect their respective populations. Such uncertainty, and even disputes, over
the applicability of emerging norms are characteristic of norm cascade pro-
cesses. Ironically in this case, as will be explored in greater detail below, some
of the excessive measures that countries imposed may have been unwittingly
precipitated by the WHO’s own actions—the actions of one of the key norm
leaders.

Historically, influenza pandemics have often become associated with the
country where the virus was first believed to have emerged. The 1918 influenza
pandemic, for instance, was erroneously named the Spanish Flu on account of
the fact that Spain was the first country to acknowledge a national epidemic (Bev-
eridge 1977, 42). This pattern was repeated in the examples of the 1957, 1968,
and 1977 influenza pandemics that became known as the Asian Flu, Hong Kong
Flu, and Russian Flu pandemics, respectively. In an effort to lower the risk that
the 2009 outbreak would become known as the Mexican Flu, and in an attempt
to avoid the economic damage that would inevitably be visited on Mexico if such
an association did emerge, the WHO secretariat initially labelled the outbreak
Swine Flu to reflect the fact that the HiN1 virus responsible possessed genetic
markers that suggested an association with pigs. It soon became apparent, how-
ever, that this terminology brought about a host of unintended consequences.
In late April 2009, to take one example, the Egyptian government ordered the
mass culling of all pigs throughout the country (estimated to be between 250,000
to 400,000) as a “preventative measure,” even though there had been no re-
corded human cases of HiN1 in Egypt, nor indeed any reported outbreaks of
HiN1 in pigs worldwide (Katz and Fischer 2010). Within days the Iraqi govern-
ment had followed Egypt’s lead and ordered the culling of three boars in a Bagh-
dad zoo (Karadesh 2009). In addition, around 20 other countries, including Rus-
sia, the Philippines, Indonesia, Bahrain, and China, imposed import bans on all
live pigs, pork, and pork products, citing concern over the risk that HiN1 may be
introduced into human populations (Lynn 2009; WTO 2009; Katz and Fischer
2010).

Although the WHO had used the “swine flu” label, these actions by states di-
rectly contravened the secretariat’s explicit advice. The day after its initial state-
ment that trade and travel restrictions were not recommended, the WHO secre-
tariat expanded on this advice, unequivocally stating on April 27, 2009, that
“There is also no risk of infection from this virus from consumption of well-cooked
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pork and pork products” (WHO 2009f). On April 30, noting that some govern-
ments still appeared to be ignoring this guidance, the FAO, the OIE, and the WHO
issued a joint statement stipulating that pork and pork products were safe. The
statement was re-issued on May 77 to further reinforce the message that trade bans
against pork and pork products were unjustified (WHO 2009x). Nonetheless, sev-
eral countries persisted in applying live pig and pork import bans, with the re-
sult that official complaints were formally lodged with the WTO in late June 2009
(WTO 2009).

In the same way, whereas the majority of countries adhered to the WHO’s ad-
vice on travel restrictions, within days of the announcement that a novel influ-
enza strain had emerged in Mexico, a small number of countries instituted vari-
ous travel-related measures that contravened the IHR (2005). Indeed, despite the
fact that the WHO had advised as early as April 26, 2009, that trade and travel
restrictions were not recommended (WHO 2009y), China, Argentina, Peru,
Cuba, and Ecuador instituted temporary bans on all flights from Mexico (Gostin
2009; Hodge 2010). While some countries, such as Sudan, applied a complete ban
on all travelers arriving from Mexico (BBC 2009a), other countries, such as China
and Singapore, sought to be more discriminating, opting instead to quarantine
tourists—namely, Mexican, American, and Canadian citizens—based on their
nationality but irrespective of their potential exposure to the HiN1 virus (Katz and
Fischer 2010).

H1iN1 and Cascading Norms

The 2009 HiN1 pandemic presented the inaugural test of the IHR (2005) and
therefore was the first opportunity to examine the progress of the new norms of
global health security through the norm life cycle after the new rules came into
force in 2007. As is somewhat inevitable for norms still emerging from the sec-
ond stage of the norm life cycle, not every government behaved in accordance with
them. While we saw a relatively good record of outbreak reporting (at least in those
cases where states had the technical capacity to detect and report), from the num-
ber of instances in which states imposed excessive (according to WHO advice)
trade embargoes on pork or pork products or applied unnecessary (again, accord-
ing to WHO advice) travel restrictions, it must be concluded that uncertainties
remained for a number of governments. Whether these uncertainties were about
the applicability of the new norms, about precisely what was required of them,
or about how the new international norms could be reconciled with their exist-
ing domestic commitments (norm localization) is a subject to which we return

in chapter five.
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Compliant state behavior is, however, only one aspect of a norm cascade. An-
other, as Finnemore and Sikkink’s (1998) work points out, is the attempt by norm
leaders to actively socialize more states into the new norms via discourses of praise
or criticism. What states and other international actors say as well as what they
do, therefore, can give us clues as to the extent to which new norms have become
widely accepted.

Understandably, the countries most affected by the pork import bans and travel
restrictions during the 2009 HiN1 pandemic—most notably Mexico, the United
States, and Canada—were swift to denounce them. Invoking the principles en-
shrined within the IHR (2005) that additional health measures needed to be sub-
stantiated by sound scientific evidence, Canada’s minister for international trade
observed in early May 2009 that governments should “make decisions that are
scientifically based . . . We would expect those countries, which have gone ahead
with the ban or were thinking about it, would stop and have a look at scientific
guidelines and would recognise that the meat itself is not a problem” (MaclInnis
2009). On May 7, the Canadian trade minister was joined by the United States
trade representative and the Mexican secretary for the economy in issuing a joint
statement collectively condemning the trade bans, noting that they lacked “sci-
entific justification” and were “inconsistent with . . . international obligations” (US
Mission 2009). Likewise, the Chinese government’s actions in quarantining 79
Mexican citizens without scientific cause and later imposing pork import bans
provoked a strong admonition from the Mexican government and prompted the
WHO to formally request the public health rationale for the Chinese actions un-
der the IHR (2005) (Fidler 2009).

The fact that such condemnations would come from the states adversely af-
fected by the travel and trade restrictions could perhaps have been predicted, even
expected. Itis important to note, however, that even countries that were not large
pork exporters and that did not have citizens forcibly quarantined joined with Mex-
ico, the United States, and Canada in denouncing the apparently excessive trade
and travel restrictions. This was apparent in the context of the WTO Committee
on Sanitary and Phytosanitary Measures meeting of June 2010, where other mem-
ber states (notably Australia, Brazil, Chile, the Dominican Republic, Japan, and
New Zealand) resoundingly criticized the governments that had instituted pork
import bans, simultaneously praising those countries that based their decisions
on science (WTO 2o11). In effect, these governments formed a “coalition of con-
demnation,” denouncing those member states that contravened the expectation
that countries would not impose restrictions more draconian than those recom-

mended by the WHO, without sound scientific justification. These statements
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were intended to send a clear message to those countries seen to have breached
the new norms that their actions were internationally unacceptable and to social-
ize them into acceptance of the new “rules of the game.”

It seems strange—given their previous strong normative stance concerning
the need for reporting outbreaks without fear of trade and travel bans—that the
WHO secretariat generally refrained from publicly “naming and shaming” coun-
tries that contravened the IHR (2005) throughout the 2009 HiN1 pandemic. How-
ever, as chapter five reveals, the WHO secretariat ended up pursuing (by default)
a more deliberative strategy to address these violations. WHO Director-General
Chan received WHA approval in 2010 to create an IHR Review Committee to ex-
amine the WHO'’s institutional response and the reactions of states to the HiN1
outbreak. The committee’s report included a detailed critique of states that has
since allowed the WHO to highlight the findings of this independent review
concerning IHR compliance. Meanwhile, in the immediate crisis, other United
Nations agencies were not as restrained as the WHO. In late April 2009, for
example, a representative of the FAO condemned the Egyptian government, la-
belling the slaughter of the pig population “a real mistake” and saying “There is
no reason to do that” (Stewart 2009). In early May 2009, a spokesperson for the
UN Human Rights Council stated that the practice of quarantining individuals
on the basis of nationality alone was “unacceptable and [a] clear-cut case of dis-
crimination” (AFP 2009a). Later, in the context of the WTO SPS meeting on HiN1
trade restrictions, the WTO secretariat stressed the fact that it had joined with
several other international organizations in issuing joint statements to the effect
that “there was no justification for measures to restrict trade” (WTO 2011). The
fact that these agencies demonstrated a willingness to openly criticize states’ ac-
tions, particularly given that criticism of a similar nature in the past has often
resulted in the organizations themselves being censured, further speaks to the
level of support the new norms had obtained and the extent to which “norm con-
tagion” had progressed throughout the international community.

For their part, many of those states that were noncompliant recognized that
their actions required at least some form of justification, suggesting that they
knew they may have breached widely held behavioral expectations. For instance,
on May 4, 2009, the Chinese government issued a statement proclaiming that
they were not intentionally discriminating against Mexican citizens (BBC 2009Db).
In June the Chinese health minister formally apologized to his Mexican counter-
part, expressing remorse for not having discussed his country’s containment strat-
egy earlier and praising the Mexican government for its transparency through-
out the pandemic (AFP 2009b). When later challenged to explain their actions
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in the WTO, the Chinese government sought to justify them on the basis of “its
huge population, its susceptibility to the disease through human-to-human trans-
mission, the fact that China was the world’s biggest producer of pork and that pork
was the most consumed meat product in the country” (WTO 2011, 4). A represen-
tative from the Iraqi zoo, when questioned about its decision to slaughter three
wild boars, admitted that its actions were not based on science but rather were
designed “to break a barrier of fear” among visitors (Karadesh 2009). The Phil-
ippines, which had banned pork imports from the United States, Mexico, and Can-
ada on April 25 as a “precautionary measure” (Joshi 2009), lifted the ban less than
a week later for the United States and Mexico, although it sought to justify the
continued ban on Canadian products on the basis that there had been a suspected
case of swine-to-human HiN1 (Ager 2009).

Having said this, a small number of governments did remain staunchly un-
apologetic, even antagonistic, to the suggestion that their actions were inappro-
priate and irresponsible. The clearest illustration of this was Russia’s chief vet-
erinary officer, Nikolai Vlasov, when he stated that he not only agreed with Russia’s
ban on pork imports but also that “Health officials should stick to their own busi-
ness and not promote the world pork trade” (Budrys 2009). Elsewhere, a small
number of countries, including North Korea, Egypt, Indonesia, Ukraine, and
Ghana, failed at the time to provide any justification or explanation whatsoever
for their actions in applying excessive trade measures. Taking note of the fact that
many of the countries that had imposed the pork import bans are predominantly
Muslim, speculation emerged that the restrictions were in fact religiously moti-
vated (Audi 2009). Indonesia and Ghana later confirmed in WTO hearings that
they instituted the bans over concerns that the virus would be introduced into
their population, to protect their industries, or because they lacked the means to
conduct appropriate risk assessments (WTO 2011).

Notwithstanding these instances of seemingly unrepentant noncompliant be-
havior, it is important to reiterate that the majority of countries fully complied with
the THR provisions relating to additional health measures throughout the HiN1
pandemic. For the most part, the WHO’s recommendations on travel and trade
restrictions were adhered to, and governments were quick to indicate that their
actions were based on sound scientific evidence and also to identify areas where
uncertainty remained. The fact that the majority of governments appeared will-
ing to risk potential domestic criticism for not responding more forcibly to the
pandemic threat by imposing stringent trade and travel measures adds further
weight to the argument that those countries recognized their international respon-
sibilities and the types of actions which were now seen as appropriate. In the event,
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the few instances of excessive travel and trade restrictions did not appear to dis-
courage states from reporting, as had often been the case prior to the 2005 IHR
revisions. The fact that affected countries and territories willingly reported cases,
despite the risk that economic repercussions may have arisen from doing so, tes-
tifies to the level of commitment most governments had invested in the need to
dramatically improve the operation of the global health security regime.

Conclusion

The emergence and global spread of a novel strain of influenza A (HiN1) from a
small rural village in Veracruz, Mexico, in March 2009 surprised many who had
been expecting the next influenza pandemic to emerge from somewhere in Asia.
As pandemics go, however, the 2009 HiN1 pandemic was a comparatively mild
event. Fortunately, in the wake of experiences such as the 2003 Severe Acute Re-
spiratory Syndrome outbreak, the world was much better prepared to respond—a
new international agreement in the form of the revised International Health Reg-
ulations had been finalized, numerous governments had developed (and in a
number of instances, also exercised) national pandemic preparedness plans, and
the international community had committed more than US$4.3 billion to strength-
ening global pandemic preparedness.

Equally, however, the single case of the HiN1 pandemic cannot in itself offer
definitive proof of the status of the new norms of global health security. Nor can
it be assumed that states in general would prove so willing to comply with the new
norms in a future pandemic, particularly if the next pandemic involved a demon-
strably more virulent pathogen. Despite these caveats, the HiN1 case can give us
some important indicative information about the progress of the new norms of
global health security through the norm life cycle.

Most states complied with the new norms most of the time and saw the smooth
functioning of the global health security system as being within their interests.
The securitization of disease over the preceding two decades no doubt played a
part in this—states had widely come to see disease as a threat to their fundamen-
tal interests, and the experience of SARS had reinforced the need for global co-
operation to contain and control future disease events. No states publicly ques-
tioned the desirability of the IHR arrangements, and where governments did not
abide by these rules in practice, they generally sought to provide some justifica-
tion for their actions.

Some of the problems that remained, however, were capacity problems linked
to the ability of states to demonstrate IHR compliance and acceptance. A small (but
worryingly high, from a global health security perspective) number of countries,
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especially in Africa, failed to report any cases of influenza A (HiN1). This capac-
ity failure highlights the significant challenge for some countries to meet the
core principle of the IHR to identify and alert the international community to—
and, wherever possible, contain—a potential PHEIC, and as a result it potentially
undermines the future effectiveness of the global health security regime as a
whole. It could also lead to questions about a government’s transparency and
commitment to the IHR and the extent to which it has internalized and adopted
the global health security norms, when in fact this may not be a fair or accurate
interpretation of the failure to promptly report. This is a theme that we explore
in much greater depth in the next chapter, including the responsibility of the in-

ternational community to assist with this internalization process.



CHAPTER FIVE

Post-H1N1

The IHR Review Process, State Capacity, and Political Will

The 2009 HiN1 influenza pandemic was the first formal test of the revised In-
ternational Health Regulations (2005) framework and provided useful insights
into the progress of the new global health security norms through the norm life
cycle. While many public health professionals had anticipated, even predicted, that
the next influenza pandemic would develop in Asia, the emergence of a novel
strain from Mexico and its rapid worldwide dissemination caught the interna-
tional community off guard. In response, the World Health Organization launched
a high-profile global campaign encouraging countries to conduct surveillance, re-
port identified cases, and implement various public health measures to contain
the disease, while also discouraging countries from taking measures that would
unnecessarily impede international travel and trade. Fortunately, the majority of
countries complied with WHO guidelines and advice; however, as we saw in the
previous chapter, some countries were unable to comply with the recommenda-
tions due to various technical and logistical challenges, and a small percentage
of governments intentionally violated the rules on additional health measures by
banning the importation of live pigs, pork, and pork products, slaughtering live-
stock, canceling international flights, or quarantining citizens of countries that
had reported cases of HiN1 influenza.

A central claim of this book is that the norms underpinning the global health
security regime began to emerge well before the formal entry into force of the IHR
(2005). Indeed, as we explored in chapters two and three, the 2003 Severe Acute
Respiratory Syndrome outbreak and the international spread of H5N1 demon-
strated that a process of changing expectations about appropriate state behavior
was already under way before the adoption of the revised IHR in May 2005. By
the time of HiN1, the behavioral expectations that emerged among states during
both the SARS and H5N1 outbreaks were complemented by (and codified in) the
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formal rules set out in the IHR (2005), which entered into force in mid-June 2007.
As such, HiN1 provided us with the first opportunity to evaluate the degree to
which all actors engaged in responding to this Public Health Emergency of In-
ternational Concern understood and delivered on the formal commitment they
had made to the new norms of global health security.

In this chapter we identify how norm leaders, the WHO secretariat in partic-
ular, adapted to the task of reinforcing and re-promoting the norms in order to
strengthen them and to improve the effectiveness of the global response to future
outbreaks. This chapter examines the process of “lesson learning” that took place
in the aftermath of the 2009 HiN1 pandemic and examines how those lessons
have played into the socialization process. The chapter unfolds in three parts.
First, it examines the outcomes and recommendations of the IHR Review
Committee that was established in the wake of the 2009 HiN1 pandemic. In this
section, particular attention is given to exploring the “lessons learned” that the
independent assessment committee identified, especially those relating to out-
break reporting and the application of trade and travel sanctions. The chapter
then goes on to examine the two key compliance challenges that the IHR imple-
mentation process continued to face—Dboth of which were highlighted in the
Review Committee’s report and continued to pose problems in the years that
followed—a lack of political will and a lack of technical capacity. We note that most
discussion, understandably, has focused on what developing states need to do
concerning both political and technical shortfalls. However, we also address the
less-critiqued role of developed states, especially their willingness to invest in
and assist developing states in overcoming resourcing shortfalls. We explain
why political will at the donor level is central to the building of IHR core capacity
and requires a greater degree of commitment from high-income countries than is
currently in evidence. Finally, we look at the ways in which, in this constrained
donor environment, the WHO secretariat has encouraged governments to build
their IHR core capacities through regular reference to the concept of global
health security—one of the foundational ideational building blocks on which
the THR revision process was constructed.

Although, as we saw in the previous chapter, the IHR Review Committee came
about in no small part as a response to the critics of the WHO’s handling of the
HiN1 pandemic, we argue that the secretariat has in fact been able to use the op-
portunity afforded by the committee’s recommendations to strengthen the new
norms of global health security. They have done so by reiterating the link between
the new norms and “good state behavior” in international society. The commit-
tee’s findings served to reinforce the importance of IHR compliance (and thereby
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compliance with the new norms of global health security) as a part of the iden-
tity of “good states” (Finnemore and Sikkink 1998, 902). Said another way, what
we find during this period is a further round of norm entrepreneurship that builds
on the ideational changes that had previously occurred, with the WHO secretar-
iat (in particular) now able to use the shared experience of HiN1 (albeit a pandemic
that ultimately proved much milder than many had feared) to further promote

both norm socialization and, ultimately, norm internalization.

The IHR Review Committee: Findings and Implications

The new norms of global health security—critical to the successful functioning
of the global health security regime—TIie at the heart of the revised IHR (2005).
It was no surprise, then, that the issue of compliance with these norms emerged
as a key focus for the WHO in the aftermath of the 2009 HiN1 pandemic. At the
same time, however, as we saw in the previous chapter, the WHO secretariat was
facing severe criticism of its own role in the handling of that pandemic. In re-
sponse, Director-General Margaret Chan announced at the Executive Board meet-
ing of January 2010 her intention to establish an independent IHR Review Com-
mittee. The committee’s task would be to evaluate the functioning of the IHR
(2005) and the WHO’s management of the HiN1 pandemic and to provide recom-
mendations on how future events could be better managed.

The Review Committee held a series of four hearings between April 2010 and
May 2011 and invited submissions from all interested member states, nongovern-
mental organizations, industry, the media, international organizations, and chairs
of various WHO committees. The committee also enjoyed full access to all rel-
evant WHO records, documents, and staff, to inform their findings. In May 2011,
the committee published its final report at the sixty-fourth World Health Assem-
bly. That report made 15 key recommendations addressing various perceived and
actual shortfalls in the WHO secretariat’s management of the 2009 pandemic,
and the director-general announced that she would instruct the secretariat to in-
corporate as many of the recommendations as possible into future practices and
operating procedures (WHO 2011d).

Following the release of the committee’s final report, much of the attention
naturally focused on its findings in relation to the more controversial elements
of the WHO'’s response to HiN1, such as the lack of a severity index for declaring
a pandemic (Doshi 2011). Importantly, however, it is clear that the independent
members of the IHR Review Committee viewed state compliance with the THR
provisions (an issue of more direct relevance to our focus in this book) as the most
important issue. Indeed, the first four recommendations of the Committee’s
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final report sought to address the risk of future noncompliance with the norms
of global health security by urging the WHO secretariat to undertake a variety
of new activities (many of which relate directly to norm entrepreneurship). These
included mobilizing international support to accelerate the implementation of the
IHR core capacities (recommendation 1); enhancing information and communi-
cation capacities (recommendation 2); to “energetically seek to obtain the public-
health rationale and relevant scientific information” for travel and trade measures
that exceeded WHO recommendations (recommendation 3); and encouraging
governments to ensure that National IHR Focal Points (NFPs) were appropriately
resourced to allow for prompt reporting and communication with the WHO (rec-
ommendation 4) (WHO 2o011e, 13-14).

The inclusion of these particular recommendations—and their prominence
in being listed as the first 4 of the 15 recommendations—reflects the fact that the
IHR Review Committee was deeply concerned about the consequences of non-
compliance for future global health security. But it was clear that their concerns
related not only to the willingness of states to comply with the regulations but also
to the practical impediments to them doing so. The committee noted in relation
to the IHR core capacities, a crucial element in countries’ ability to meet their re-
porting obligations, that “Although the IHR have stimulated capacity building for
surveillance and response, there is wide variation in the degree of fulfilment”
(ibid., 66). The committee went on to observe that “nearly half of State Parties have
neither assessed surveillance and response capacities nor planned for improve-
ments. Many have not even reported on their status. It seems clear from reports
that many countries will not meet the 2012 deadline for building core capacities”
(ibid., 67). As a consequence of this finding, the IHR Review Committee urged
that implementation of the IHR core capacities be accelerated and suggested that
the WHO secretariat could help stimulate this process by mobilizing relevant
agencies and organizations interested in providing technical assistance and/or re-
sources to assist low-income countries in meeting their core capacity obligations
(ibid., 13).

The committee’s fourth recommendation—to ensure that NFPs were given
sufficient authority and resources to perform their duties—was similarly designed
to enhance the bureaucratic efficiency of disease reporting and verification pro-
cesses. The IHR (2005) requirement for each member state to establish an NFP
was intended to help improve the level, speed, and quality of communication be-
tween governments and the WHO secretariat, particularly in relation to verify-
ing the existence (or not) of a disease event. The IHR Review Committee had
noted, however, that while the majority of countries had now established an NFP,
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many had not sufficiently imbued them with the requisite technical ability and
political authority to liaise with the WHO secretariat as and when required. Ac-
cordingly, this was impinging on those countries’ ability to meet their IHR-
mandated duty to report.

At the same time, the report’s second recommendation, which focused on the
fact that they believed the communication processes and procedures between the
WHO and its member states to be too onerous, reflected the committee’s concerns
over the possibility of political interference undermining prompt and accurate re-
porting. On the government side, for example, the committee observed that “Many
countries have intricate clearance processes, and notification appears to have a
high threshold in some countries, which may imply a risk of political interference
in the epidemiological assessment” (ibid., 70). Political interference was also iden-
tified as a risk in relation to the WHO secretariat, with the committee noting, “Al-
though WHO has a broad mandate to share urgent information on public-health
events, WHO usually obtains agreement first from the affected States Party. The
process of consulting with States Parties may delay posting” (ibid., 772). To over-
come this perceived risk, the committee recommended that the secretariat en-
hance the WHO Event Information Site (EIS), an Internet-based communication
tool that countries are able to access 24/7, to ensure a more rapid, readily acces-
sible, and authoritative source of information.

The IHR committee’s third recommendation, to reinforce evidence-based de-
cisions on international travel and trade, was also aimed at tackling the reluctance
displayed by some states to comply with the norm that they should avoid impos-
ing unduly restrictive travel and trade measures—an expectation the Committee
concluded was “a cornerstone of the IHR” (ibid., 81). In this case the committee
suggested that the WHO secretariat “energetically” pursue the public health ra-
tionale from any country that imposed additional health measures, such as those
that some countries put in place during the 2009 HiN1 influenza pandemic (ibid.,
14). The committee remarked that

although several countries, but not all, provided a rationale upon request by WHO,
it appears that no country that implemented additional measures (i.e. measures that
significantly disrupted international travel or trade by more than 24 hours) com-
plied with their obligations under Article 43 to proactively inform WHO and pro-

vide the rationale for such measures. (ibid., 80)

In a statement to the IHR Review Commiittee, the International Air Transport As-
sociation (IATA) even argued that the IHR (2005) required modification due to
an inherent “flaw” that permitted countries to contravene the additional health
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measures provisions. While the IHR Review Committee did not go so far as to
recommend that the text of the IHR be amended, the committee did suggest that
any country that imposed additional health measures in the future should be
identified on the EIS, because they believed that “In the absence of sanctions for
IHR noncompliance, this increased transparency would mitigate concerns about
the adoption of measures that significantly interfere with international traffic”
(ibid., 81).

Taking these recommendations together, what the committee highlighted in
their report and what their recommendations sought to address were both the lack
of political will and the lack of capacity on the part of some states to comply with
the new norms. Although not binding on the WHO secretariat, in each of these
recommendations the IHR Review Committee was suggesting that the secretar-
iat perform the task of assisting and encouraging states to comply more fully with
the IHR in the future. This recommendation is one that we return to in more de-
tail in our concluding chapter.

In response to the committee’s recommendations, member states passed res-
olution WHAG4.1, Implementation of the International Health Regulations (2005),
on May 20, 2011—but not before some additional clarification and information
were requested. Indeed, while the official line was that delegates “warmly received”
the IHR Review Committee’s report (WHO 2o11f, 2), some countries, including
the United States and Canada, openly questioned a number of the recommen-
dations, particularly with regard to the financial costs associated with implement-
ing the committee’s proposals (Anon. 2011). Countries differed in their opinions
about whether the timeline for full compliance with the IHR obligations should
be extended as well as on the nature and extent of any additional financial re-
sources to support countries in building and strengthening their core capacities
(Anon. 2011; Molenaar 2011). The WHA resolution that was eventually adopted
imposed minimal obligations on governments, only urging them to support the
implementation of the committee’s recommendations while charging the WHO
director-general with reporting on progress to the sixty-sixth WHA in May 2013
and with continuing to assist member states by offering technical support to
carry out the IHR Review Committee’s recommendations (WHA 2011).

At the least, the resolution showed that states generally accepted the recom-
mendations of the Review Committee, which had largely advised strengthening
the capacity of the WHO secretariat to provide greater guidance on meeting IHR
core capacity requirements and “real time” advice on IHR compliance during out-
breaks. However, it was less clear that the discussion on the resolution at the WHA
showed a true willingness on the part of all states to take the (sometimes diffi-
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cult and costly) measures required to ensure that all WHO member states could
meet their [HR obligations. In passing resolution WHAG4.1in the form they did,
member states failed to agree on new measures to facilitate the implementation
of the IHR (2005) in those countries with weak health systems and constrained
health budgets. With less than 12 months to go before the deadline for states to
meet the IHR core capacity requirements, governments were still debating the
nature and extent of technical assistance programs. What was not on the table was
a major increase in financial assistance from high-income countries to help their
less wealthy counterparts build the necessary infrastructure. This suggests that
despite HiN1’s status as the first influenza pandemic of the twenty-first century
and a health issue of significant international concern, and despite the history of
treating flu as a security issue, the necessary political (and associated financial)
commitment to ensuring that all member states would be in a position to fully
comply with the ITHR’s reporting obligations by the 2012 deadline remained elu-
sive. Of course, the global financial crisis may partly explain why proposals for
new funds to strengthen health systems in low-income countries received such
a lukewarm response. But this reluctance to invest in assisting states to realize
their IHR core capacity requirements undermined (and continues to undermine)
the message that compliance with the IHR depends on: namely, that it is a pri-
ority concern in terms of both national and global health security.

In the following sections of this chapter, we look at the major obstacles to com-
pliance identified by the IHR Review Committee, arising from the HiNi case, that
continued (and still continue) to undermine the strength of the new norms: the
intentional failure to comply with IHR obligations displayed by a (relatively small)
number of member states around both outbreak reporting and the additional
health measures rules (as discussed in chapter four); and the (much more wide-
spread) problem of a lack of (technical, human, and legal) capacity to comply, par-
ticularly with the procedures and time scales set out for disease surveillance, de-
tection, and reporting. In each section, we look at the remaining obstacles and the
discussions about how to overcome them. On the surface, it might appear that
only the former is genuinely a norm internalization issue and that the latter prob-
lem simply relates to issues of resources and capability rather than questions about
normative appropriateness. However, the issues of capacity and willingness to
comply are increasingly related in ways that are highly politically charged and that
relate directly to questions about both who the primary beneficiaries of attempts
to create an effective global health security regime are and also who is being asked

to bear the costs.
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Refusing to Comply

As discussed in chapter four, there continue to be question marks about some
countries’ willingness to comply with the revised IHR when it “comes to the
crunch” of real-life disease outbreaks. Agreeing to a set of international regula-
tions is one thing, but the disincentives to report disease outbreaks have not been
entirely overcome. Furthermore, as was seen in the HiNi case, aside from outbreak
reporting, some governments saw noncompliance with other aspects of the new
regime (in particular the imposition of travel and trade restrictions, above and
beyond those recommended by the WHO, and without scientific justification) as
being within their interests. In the absence of any form of genuine enforce-
ment power, the prospects for compliance ultimately become an issue of norm
internalization, coupled with mechanisms such as peer pressure and moral
shaming. In this environment, as Krook and True (2010, 122) have argued, norms
are internalized within two particular contexts: the “pure” environment, where
internalization is led by those who construct(ed) the norm and/or know the ideal
version of its implementation; and the “pragmatist,” where implementation de-
pends on what is acceptable in the broader political environment. Importantly
though, whether shepherded by the purist or the pragmatist, by the time in-
ternational norms reach the internalization phase, it is inevitable that they will
undergo divergent practices of local internalization (ibid., 123).

As repeatedly demonstrated by past outbreaks, epidemics, and pandemics,
there are risks associated with transparently reporting disease outbreaks, partic-
ularly in terms of economic and reputational damage. While the revisions to the
IHR were designed to alter the cost-benefit calculation, losses arising from
transparency—even when reactions by other countries are kept in check and re-
main proportionate—will inevitably occur. This is simply because (legitimate and
reasonable) measures that can harm a country’s economic interests may still be
required to control an outbreak. Added to this, certain disease outbreaks (e.g.,
polio, cholera, plague) can still have a detrimental impact on a country’s reputa-
tion and standing, even if no other government responds with disproportionate
trade and travel measures.

Notwithstanding the attempts by the proponents of securitization to make the
case that global health security rests on the integrity of the global surveillance
“net,” until every member state fully internalizes and bureaucratizes the new
norms, and possibly even afterward, instances of noncompliance are likely to oc-
cur, often for domestic reasons. This is especially the case when a state perceives
its fundamental interests to be better served by not complying. At this stage, few
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states have internalized the norms to the degree that they automatically comply
without weighing the costs and benefits. This may even be true for states where
capacity is not a determining factor in IHR compliance. Although it is hoped that
the downsides of deliberate noncompliance—such as those experienced by the
Chinese government in the context of the 2003 SARS outbreak—are now per-
ceived to be too high, it is entirely conceivable that in some circumstances a small
minority of governments may decide, for example, that the benefits of secrecy out-
weigh those of full disclosure or that it is politically expedient for them to exceed
the health measures being recommended by the WHO.

In this environment, the agency of individuals within states becomes critical
to further facilitating the socialization process and deterring political backslid-
ing. As Hawkins (2003, 350) argues,

Norm internalization requires additional steps beyond ratification or legislation.
States must put the norm into practice in systematic ways through lasting bureau-
cratic policies, sustained activity, and consistent judicial rulings. Internalization can
be a lengthy process that involves a widespread change of attitudes by a variety of

domestic actors such that the norm is no longer politically contested.

Put another way, the question of whether or not to comply with a particular norm
must eventually be taken out of the melee of political negotiation and contesta-
tion (whether domestic or international). In order for norm internalization to suc-
ceed, compliance must become routinized, which necessitates that the debate over
conformity with the norm be transcended, or at the very least depoliticized. Two
factors are critical here: that actors are regularly challenged by material events
and/or presented with opportunities whereby they learn to decide to comply; and
that bureaucratic structures and procedures are put in place to carry out the work
(ibid., 350, 358—61).

Fortunately, in the case of outbreak reporting many governments have already
made considerable progress down the path to full internalization as a result of
regular exposure to disease events. Even before the revised IHR’s formal entry
into force in June 2007, states were actively participating in various outbreak re-
porting and verification activities via their participation in the Global Public
Health Intelligence Network and the Global Outbreak Alert and Response Net-
work. Indeed, between 2002 and 2007 the WHO secretariat verified more than
1,100 outbreak events worldwide (WHO 2007a, x). This obviously provided gov-
ernments with multiple opportunities to assess the impact and benefits of prompt
disease reporting, which helped to reconfigure states’ perceived interests so much
so that, as demonstrated by the level of reporting throughout the 2009 HiN1
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pandemic, it would appear that (with the obvious exception of those states that
lacked the technical capacity to detect and report) compliance with the norm is
generally very high.

Added to this—and further substantiating the idea that states’ interests have
been re-shaped—most governments have also gone to great lengths to establish
the bureaucratic structures to facilitate their compliance with the IHR reporting
requirements. The clearest example of this can be found in the creation of Na-
tional Focal Points, which serve as the central liaison in the exchange of disease
outbreak information between individual governments and the WHO secretar-
iat based in Geneva. Prior to the June 2012 deadline for IHR core capacities to be
in place, some 186 member states (of the 196 State Parties to the revised IHR)!
had already established an NFP (WHO 2012, 5). In addition, following the IHR
Review Committee’s recommendation to facilitate the rapid exchange of informa-
tion about disease-related events, the WHO secretariat implemented a program
of assistance whereby every member state that had established an NFP also ob-
tained access to the Internet-based EIS communication tool to report and verify
events (ibid.). In terms of outbreak reporting, then, there are remaining challenges
but some evidence to suggest that in most states, internalization processes are well
under way.

In some respects, socializing states to the idea that they should not respond
disproportionately to outbreaks occurring elsewhere is a more difficult task, es-
pecially given the domestic political (and media) pressure governments frequently
find themselves under to do whatever is thought to be necessary to protect their
respective populations and industries. Aside from such pressures, while ideally
such decisions are made on the basis of sound scientific evidence and medical
advice (as the IHR requires), the reality is that until such time as the causative
agent (i.e., pathogen), its epidemiological impact (such as the overall infection and
case fatality rates), and appropriate control measures (i.e., vaccines, antivirals, an-
tibiotics, quarantine, social distancing, etc.) are known, the decision-making pro-
cess about how to respond takes place in a situation of uncertainty. Accordingly,
public officials charged with responsibility for protecting their populations are
confronted with a dilemma: if they respond slowly or do not take sufficient steps
to protect their citizens, people may become very ill or die, and significant politi-
cal costs may result. This creates an imperative to be seen as “doing something.”
Conversely, if administrations respond forcefully and swiftly, taking all available
measures—even if those actions are not based on sound scientific evidence and
even if they are later found to be an over-reaction—they may be in breach of their
IHR obligations. Yet the (domestic) political costs of this latter course of action
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may be lower. From a policymaker’s point of view, therefore, in the short term it
may be better to over-react than under-react, notwithstanding the international
commitment to proportionate response.

There is little question that the risks associated with either over- or under-
reacting are considered at length by policymakers, particularly when there is am-
biguity about the nature and extent of the disease threat. This dynamic was clearly
at play in both the H5N1 and HiNi1 case studies examined in chapters three and
four. In their seminal work on compliance, The New Sovereignty, Chayes and
Chayes (1995) identify ambiguity as one of the key barriers to compliance with
international norms (and international law). Whereas their framework for anal-
ysis largely focuses on the problems associated with the ambiguity that arises from
the lack of specificity in the text or language of a treaty that allows governments
scope to apply different interpretations of compliance (ibid., 10-11), we contend that
ambiguity in the (material) facts of the matter can have an equally significant im-
pact on compliance. Indeed, norm compliance is arguably made even more fraught
when governments are confronted by a rapidly changing, unpredictable, and un-
quantifiable event that they see as presenting a risk to their national security and
to the health of their population.

It is partly for these reasons that we see a possible divergence between the pros-
pects for successful internalization of the new norms around disease reporting
and those around travel and trade restrictions. This is not to suggest that the idea
of a proportionate response has not already achieved some degree of internaliza-
tion among some states, nor that universal internalization can never occur at some
point in the future. In fact, given the actions of some governments during the
2009 HiN1 pandemic—notably, the countries that joined with governments af-
fected by the pork import bans in the WTO to condemn the actions of member
states that applied trade sanctions—there is clear evidence to suggest that a small
number of states have already made progress toward internalizing this norm.
Equally though, we acknowledge that the prospect of widespread internalization
of the rules regarding additional health measures faces larger hurdles than those
regarding reporting. This difference is due to a variety of factors.

First, as noted above, the pervasive uncertainty that accompanies the emer-
gence of PHEICs usually precludes the notion that a predetermined, very specific
list of travel and trade measures can be developed in advance (as we saw in chap-
ter two, precisely this conclusion was reached during the revision process). The
IHR (2005) does outline a number of potential measures that can be applied,? but
this list is not exhaustive nor, importantly, was it ever intended to be. The fact that
each disease outbreak is potentially different, with varied epidemiology, infection,



122 Disease Diplomacy

morbidity, and mortality rates and requiring diverse control measures, means that
each outbreak obliges governments to be flexible in how they respond.

In fact, the very nature of PHEICs effectively discounts the normalization of
response; they are, by their very definition, exceptional events that warrant a spe-
cific, vigorous public health response. Unlike reporting, which has to a reason-
able degree already been routinized and bureaucratized (thereby dramatically re-
ducing political contestation over the question of [nonjcompliance), the character
of PHEICs as exceptional events impedes the normalization of response. What
this means in practice is that whereas compliance with the IHR reporting require-
ments has the potential to be transformed into a technical procedure—one in
which reporting outbreaks becomes accepted as the “cost of doing business” in
a highly interconnected, globalized world—it may not be possible to bureaucra-
tize outbreak response in the same way, due to the fact that each PHEIC neces-
sitates that very specialized (political as well as scientific) judgments be made
about how best to react.

As we witnessed in the context of the 2009 HiN1 pandemic, claims of uncer-
tainty surrounding the mode of transmission and risk of infection emerged as
one of the primary rationales that countries used in attempting to justify control
measures that exceeded, and even directly contravened, WHO advice. Govern-
ments argued, for instance, that the application of pork import bans were caused
by concerns about the risk of human infection from consuming pork (Lynn 2009;
WTO 2009; Katz and Fischer 2010). This line of reasoning, which completely ig-
nored the scientific consensus and evidence to the contrary, was most clearly dem-
onstrated in the context of the WTO, where the Chinese government was asked
to explain its actions. Chinese officials responded that the bans were justified be-
cause “China was the world’s biggest producer of pork and that pork was the most
consumed meat product in the country” (WTO 2011, 4).

The case of HiN1 also raises another significant issue related to uncertainty,
which is that very little ambiguity may be required to encourage governments to
“play it safe” by instituting more stringent measures than are actually required.
The Philippines government, for instance, admitted it had initially banned pork
imports from the United States, Mexico, and Canada as a “precautionary measure”
prior to lifting the restrictions a few weeks later (Joshi 2009). Indonesia similarly
instituted pork import bans against a range of countries that included Mexico,
the United States, Canada, France, Spain, New Zealand, and Israel, only lifting
them in mid-February 2010 after considerable international criticism (Ekawati
2010). When later confronted in the WTO about the bans, Indonesia provided lit-
tle justification other than its “commitment to protect its territory and industries
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from the virus” (WTO 2011, 4). Likewise, while some governments such as Ghana
reportedly instituted pork-related trade bans in part because “most of these coun-
tries did not have the capacity to do a proper risk analysis of the pandemic,” they
also acknowledged that a key reason was “to stem public concern” (ibid., 5). These
actions arguably reflected the need for governments to be seen as responding to
the threat; as Kerr (2009, 9) observed, “The nature of the disease . . . left politi-
cians with few opportunities to be ‘seen to be doing something’ to protect their
citizens.”

A second factor is that governments may not yet be fully convinced that non-
compliance with the norm threatens both collective and, by extension, national
interest—a problem that would need to be addressed through norm entrepreneur-
ship, given that there is no enforcement mechanism in place. The securitization
discourse, so deliberately attached to the rationale for revising the IHR, may ac-
count for some of the complexity at play here. The securitization of disease does
not just prioritize a “global” response but also necessitates a national-level re-
sponse, one that may assist states in justifying noncompliance with the IHR
(2005).

This dynamic has been observed in the context of both the Hs5N1 outbreaks
(with initial poultry trade bans) and the HiN1 pandemic. During the recent HiN1
pandemic, China reacted to the announcement of a new influenza virus in Mex-
ico by quarantining Mexican tourists. When challenged about this decision, China
responded to the Mexican government’s condemnation by drawing on broader so-
cial responsibility norms, stating that “China understands Mexico’s concern for
its citizens in China, but we hope Mexico could focus on the bigger picture of
fighting against the epidemic . . . and deal with the issue in an objective and calm
way” (Ramzy 2009). Later, when confronted in the WTO about the trade import
bans it had applied, the Chinese government drew on arguments that suggested
that its unique characteristics called into question the applicability of the norm,
noting that it had applied the trade sanctions because of “its huge population, its
susceptibility to the disease through human-to-human transmission,” and the fact
that pork “was the most consumed meat product in the country” (WTO 2011, 4).

Although such measures have been repeatedly demonstrated to be largely in-
effectual, they nevertheless reflect the political imperative for governments to be
seen as “doing something” in order to protect their domestic constituencies. Re-
peating and demonstrating the case that the proportionate response norm is vi-
tal to the functioning of the global health security regime is, in our view, a cru-
cial ongoing task for the WHO secretariat. In the absence of “sticks” to punish
noncompliance, the promise of security represents a vital “carrot” for encourag-
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ing norm adherence and—more fundamentally—for encouraging states to rede-
fine their perceived interests. But building the case for the proportionate response
norm requires the majority of states to behave in accordance with this norm in
practice and over time.

The role of the WHO secretariat in providing rapid, informative, evidence-
based information on how to appropriately respond to disease outbreaks will be
absolutely critical to avoiding any doubt over appropriate measures and to promot-
ing internalization of the norm among the organization’s member states. At pres-
ent it remains unclear to what extent the WHO secretariat has been able to link
the global health security discourse with appropriate state action in the event of
an outbreak. In other words, much of the attention has been on states proactively
responding to outbreak events (by reporting) and rather less of the attention has
been on the quid pro quo of states not taking action which disproportionately pun-
ishes states who report outbreak events. Clear, rapid guidance on what constitutes
compliance will be essential in the context of each PHEIC. Without such clarity,
governments, confronted with a situation where there is ambiguity and a perceived
threat to national interests, will understandably react so as to protect their own
perceived human, economic, political, and/or social interests. Where an informa-
tion void exists, or is allowed to exist, states will select policies in light of other
interests and expectations, some of which—as we have discussed—may be inter-
preted as being at odds with responding proportionately to a disease outbreak. Al-
though it has been observed that “an actor considering non-compliance must con-
sider the extent to which flouting an agreement in one area may jeopardize that
actor’s standing in a web of regimes” (Danish 1997, 799—-800), we suggest that
this factor is less likely to be decisive in an environment where there is height-
ened uncertainty and a sense of imminent threat.

Since, for compliant states, their national health security will essentially be re-
liant on the WHO'’s advice, the accuracy of that advice is crucial to building the
necessary trust to persuade governments that they can safely delegate the deci-
sion on appropriate measures to the WHO. And not only will the WHO be re-
quired to demonstrate its ability to provide rapid, authoritative, and instructive
guidance on how best to respond to a particular disease outbreak as soon as it is
identified as a potential or actual PHEIC, but it will have to do so repeatedly, with
every successive event—promoting a “pure” environment of norm internalization
(Krook and True 2010). One false move by the WHO, in either failing to provide
information and guidance in a timely fashion or in making recommendations that
later prove to be incorrect or based on unsubstantiated evidence, could undermine

member states’ faith in the entire global health security regime. When looking
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back at the SARS experience, the WHO's voice was heard because it had spent a
decade building a narrative around timely outbreak reporting. As we have noted
previously, the WHO secretariat has accrued an increased level of agency but has
not yet appeared to use its power, outside of crises, to forward the message about
proportionate travel and trade measures with nearly the same degree of determi-
nation. Yet, the global health security regime depends on this balance for collec-
tive health security.

Finally, how other governments and the WHO secretariat respond to instances
of noncompliance will also prove a critical factor in determining the long-term
prospects for norm internalization. The lack of an enforcement or punishment
mechanism to compel member states to comply with WHO advice has been rec-
ognized as an inherent weakness of the revised IHR (Fidler and Gostin 2006;
WHO 2011€). To date, it would appear that the WHO secretariat has been prepared
to defer to the WTO Sanitary and Phytosanitary Committee on instances of non-
compliance. While understandable to some extent, given that neither the WHO
secretariat nor the IHR (2005) possess the means to sanction member states be-
cause of their behavior, could this create the impression of a normative hierarchy?
Through this deferral process, the WHO IHR framework is effectively treated as
a secondary obligation to the WTO SPS framework.

In chapter three we saw some of the complications that arose from this. Dur-
ing the initial stage of the H5N1 outbreak, states were able to legitimately refer to
the precautionary principle in the WTO SPS measures that, in turn, allowed them
to suspend poultry trade. The WHO, FAO, and OIE requested states to end this
practice, given that there were no scientific grounds for suspending poultry trade.
However, the financial and political damage of these acts in 2004 and 2005 did
harm HsNi-affected states and, for some, also their initial faith in the strength
of the proportionate response recommendation of the WHO secretariat. At this
stage, with the IHR instrument likely to remain as it is, the best prospects for
achieving adherence to the principle of proportionate response is a two-pronged
strategy where the WHO secretariat takes a proactive role in exercising the “name
and shame” provisions within the revised IHR and also recommends immedi-
ate referral of noncompliant states to the WTO SPS Committee, in effect encour-
aging Krook and True’s (2010) “pragmatist” environment. However, using this
function in emergencies is more likely to be “understood” by states if the WHO
secretariat routinely reminds them that it has this role under the IHR in its re-
gional workshops, communications, and meetings on IHR compliance.
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Struggling to Comply

As we have already noted, for a number of low-income countries around the world,
technical capacity—not only in terms of physical infrastructure but also human
resources and legal/administrative frameworks—remains a first-order challenge
to becoming compliant with the IHR (2005) framework and the new norms of
global health security. Indeed, since the formal creation of GOARN in April 2000,
several debates have focused on these technical capacity issues. In such discus-
sions it has not been the norms themselves that have been questioned; rather it
has been the ability or more accurately, the inability, of some countries to com-
ply with them. The difficulties facing low-income countries have been particu-
larly prominent, and for more than a decade a variety of policymakers, health prac-
titioners, and academics have highlighted the need to support low-income
countries in strengthening local and national disease surveillance and verifica-
tion capacities (see, for example, Filder and Gostin 2006; Kimball et al. 2008;
Wilson, Brownstein, and Fidler 2010).

As Rodier et al. (2007, 1447) observed, this need is emphasized because the
success of the entire IHR framework “will rely on the capacity and performance
of national public health systems, anchored by strong national public health in-
stitutes.” It has also been recognized that one of the critical areas of importance
is addressing human resource needs (Katz, Fernandez, and McNabb, 2010). How-
ever, while the IHR (2005) agreement encouraged high-income countries to as-
sist their resource-poor peers in strengthening disease surveillance and report-
ing infrastructure, the majority of new resources allocated to date have in fact been
geared toward tackling specific disease threats, such as pandemic influenza (UN-
SIC and World Bank 2010) or malaria (McCoy et al. 2009). Recent research has
suggested that, although much work (including additional research) remains to
be done, disease-specific investment can yield greater benefits to the performance
and capacity of health systems (Hafner and Shiffman 2013; Zhang et al. 2013), but
IHR core capacities—such as laboratory diagnosis and generic disease surveil-
lance capacity—do not seem to be beneficiaries of these single-disease funds
(Hoffman 2010).

Because of these challenges, in 2010 and again in 2011 the WHO secretariat
conducted a survey of its member states in order to assess their progress in achiev-
ing the IHR core capacity requirements ahead of the June 15, 2012, deadline. Based
on the results obtained from these surveys (which have become known as the IHR
Monitoring Tool), it is apparent that notable progress was made in building and
strengthening some IHR core capacities over this two-year period. Equally though,
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the results revealed some disturbing trends, and it was clear that well before the
mid-2012 deadline for compliance, a number of countries were not going to meet
their obligations.

As part of the monitoring process, in 2010 governments were issued with a
formal request to assess their performance in implementing the IHR (2005)
agreement against 20 “global indicators.” A further eight indicators were also
made available for those countries that wanted to undertake more “comprehen-
sive” monitoring (WHO 201g, 26-28). Of the 194 member states that were
surveyed, some 128 countries (or 66 percent) responded. Of these, only 74 gov-
ernments indicated that they had put in place national plans to develop and
maintain the IHR core capacity requirements, and only 13 countries indicated
that they were already fully compliant. Perhaps most importantly, however, these
results also revealed that 25 governments that responded to the survey were not
only noncompliant, but they had no plans to develop the IHR core capacity in-
frastructure and become compliant prior to the mid-2012 deadline (WHO
2.011€).

In 2011, the IHR Monitoring Tool survey was repeated, with governments again
being asked to self-evaluate their progress against the 20 global indicators that
included 8 core capacity requirements, their arrangements at points of entry such
as seaports and airports, and their ability to respond to 4 specific types of haz-
ard. Some 152 official responses were received by the WHO secretariat, represent-
ing 78 percent of the organization’s 194 member states. The findings, which were
presented to the sixty-fifth WHA in May 2012, revealed a very mixed picture.
While it was clear that, globally, considerable progress had been made in areas
such as disease surveillance and response capacity for zoonotic (animal-related)
events, when viewed region by region, it was apparent that huge disparities re-
mained and that a significant proportion of countries were not going to meet the
eight core capacities necessary to be IHR compliant by the 2012 deadline. In re-
lation to preparedness—which has been described as the development of various
research-informed national-, intermediate-, and community-level multisectoral
plans to respond to hazards (WHO 2o011e, 12)—whereas countries in the WHO
Western Pacific region achieved an average score of 7o (out of 100), across Afri-
can countries the average score was 35. Similarly, in legislation, policy, and financ-
ing, while European countries recorded an average of 72, in Africa the average
score was 33. Even in relation to specific hazards such as the capacity to respond
to radiation events, where European countries achieved an average score of 77, the
average mark for countries in the Eastern Mediterranean region was 35 and in Af-

rica it was as low as 24 (WHO 2012).
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The report on the 2011 survey results presented at the sixty-fifth WHA in May
2012 did not, however, come as much of a surprise. Indeed, throughout the as-
sembly, a number of member states took the floor to indicate that, while they re-
mained firmly committed to building and strengthening disease surveillance and
outbreak response capabilities, they nevertheless would fail to meet their IHR ob-
ligations by the deadline, which was then less than a month away. Whereas some
member states such as the Maldives (on behalf of all South East Asian Regional
Office member states) subsequently announced that they would be seeking the
extensions permissible under the IHR (2005), other governments (e.g., Bangla-
desh) criticized the original timeline as “unrealistic,” while others acknowledged
that it represented “an important mid-term step” (Kamradt-Scott 2012, 14). To pre-
vent time lines from slipping, however, it was decided that member states seek-
ing extensions would be required to submit an implementation plan that outlined
how they would meet their IHR commitments before the next deadline of
mid-2014.

Further reinforcing the inability of the international community to fully com-
ply with the IHR (2005) norms, by April 2013 some 110 member states had re-
quested additional extensions in order to build their IHR core capacity (WHO
2013a). By December that same year, the number had increased to 118 (out 0of196
States Parties to the IHR [2005]) (WHO 2014a). This unexpectedly large number
can be interpreted in two ways. First, that member states are not taking their
commitment to build capacity seriously—a conclusion that, it could be argued,
would be indicative of a lack of political will. The second reading is that most
states face immense challenges when it comes to building the core capacities,
especially when domestic health systems are fragmented, inadequately funded,
and understaffed.

According to figures from 2014, nearly two-thirds of the States Parties that
reported their IHR implementation progress performed best in surveillance
(with a global average score of 79 percent), response (81 percent), and zoonotic
events (81 percent), while performance was much lower in relation to human re-
sources (with a global average of 6o percent) and the capacity to respond to
chemical events (56 percent) and radiological events (54 percent) (WHO 2014a,
21). Although 186 member states have now appointed National IHR Focal Points,
assessments of the functionality of NFPs, echoing the earlier findings of the
IHR Review Committee, have revealed that they tend to “recognize the value of
engaging with government sectors outside the health ministry, [but] they lack
the convening power needed to establish solid and reliable linkages” (Hardi-
man and WHO Dept. of Global Capacities 2012, 1042). In other words, NFPs’
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recognition of the need to engage with others exists, but they are still vulnerable
to political interference and/or marginalization.

At the sixty-sixth WHA in May 2013, it was disclosed that the majority of
countries struggling to meet their IHR obligations were located in two regions,
the Asia-Pacific and Africa, an observation that was repeated the following year
at the sixty-seventh WHA. Unsurprisingly, given the diverse economic, social,
and political circumstances across these two regions, the challenges that coun-
tries confront are equally diverse and multifaceted. Among Pacific Island coun-
tries and territories, for instance, Kool et al. (2012) have identified that limited
health infrastructure, the geographical isolation of the islands, infrequent trans-
portation, and inadequate communication systems have hampered countries’
abilities to meet their IHR obligations. In addition, when outbreaks do occur,
public health workers within these locations must divide their time among mul-
tiple, competing functions and priorities (i.e., clinical, administrative, policy, etc.)
due to their very limited numbers (ibid., 671). Similarly, recent studies reveal that
while considerable progress has been made in some parts of Asia (specifically
Southeast Asia) in building and strengthening disease surveillance systems
and laboratory capacity (Wertheim et al. 2010; Coker et al. 20mu), the chal-
lenges the region confronts remain “formidable” and range from inadequate
numbers of trained healthcare workers and epidemiologists to insufficient moni-
toring and poor communication systems (Dhillon et al. 2012, 857). Because Asia
has been identified as a “hotzone” for emerging infectious diseases (Jones
etal. 2008), and is home to one-quarter of the world’s population and approxi-
mately 40 percent of the global poor (Dhillon et al. 2012), these concerns are not
to be dismissed lightly.

Meanwhile, many African countries face a number of related challenges. In
West Africa, for example, Najjar-Pellet et al. (2013) have highlighted that in addi-
tion to inadequate clinical laboratory services, some of the other key challenges
that countries such as Mali, Senegal, and Burkina Faso (among others) confront
include a lack of appropriately trained specialists, insufficient quality control man-
agement systems, and a dearth of effective coordination—especially regarding
policies and governance frameworks. Likewise, following a survey of national
health laboratories across the continent conducted by Frean etal. (2012, 191), it was
concluded that

in many African countries, reliable confirmation of suspected infectious diseases
is hampered by a lack of standardized diagnostic methods and by a shortage of

funds, staff and laboratory supplies for national public health laboratories, despite
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the critical role played by these laboratories as part of a functional infrastructure

for disease surveillance.

In addition, Ope et al. (2013, 2) have observed that many East African countries
generally “lack incentives and resources to invest in cross-border interventions,”
and although several notable developments in the form of subregional coopera-
tion have emerged (see below), the challenges that many African countries face
are vast. Despite the fact that measures have been taken to address a number of
these shortfalls, with the assistance of the WHO and various overseas develop-
ment agencies, the challenges these particular countries confront are far from
unique and speak directly to the inability of many member states to meet their
ITHR commitments. In such contexts, where technical capacity is low or even
entirely absent, the level of political will to comply or not comply with the IHR
reporting obligations is arguably almost immaterial.

Although in some respects these survey results were not surprising, they never-
theless give great cause for concern. The results confirm what many had long
suspected—that those countries that lacked the necessary capacities prior to the
IHR negotiations being concluded were still struggling to meet their new obli-
gations under the revised framework agreement. Admittedly, the self-imposed
(and universally agreed-on) June 2012 deadline did create some momentum and
resulted in the allocation of additional financial and technical support to assist
low-income countries in building the requisite core capacities, particularly in dis-
ease surveillance. But a five-year period, even with a permissible extension of an-
other four years, was ultimately far too short a time period, especially since, as
Wilson, Brownstein, and Fidler (2010, 506-7) observed prior to the June 2012
deadline, “no coordinated, adequately funded global health initiative is underway
to deliver assistance to such countries to implement the IHR (2005).” It should
have come as no surprise, therefore, that 18 countries, or 6o percent of the 196
States Parties, applied for (and successfully obtained) the first 2-year extension
allowable under the IHR (2005) and that only 42 States Parties specified that they
did not require an extension (WHO 2014a, 3; WHO 2014Db, 4). Importantly, this
leaves some 36 States Parties unaccounted for.

Indeed by 2014, only around 21 percent of WHO member states had indicated
that they were fully compliant with the IHR (2005) (Fischer and Katz 2013; WHO
2014b). The majority of these are high-income countries such as Canada, the
United States, Australia, Saudi Arabia, Finland, and New Zealand, which were
already in possession of advanced healthcare systems and highly-skilled person-
nel (see WHO 2013b). Of the remaining countries that have yet to meet their IHR
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obligations, approximately 60 percent have submitted an implementation plan to
the WHO secretariat indicating how they intend to become fully compliant by the
next deadline (WHO 2014a). These figures suggest that around three-quarters
of the WHO’s 196 States Parties to the IHR (2005) currently recognize the im-
portance of the global health security norms and either already have, or at the very
least are intending to develop, the requisite core capacities to comply. Even if a
more pessimistic view is adopted about the intentions of those countries that have
only submitted implementation plans—namely, that a such a plan can be dis-
carded in future with minimal consequence—the mere fact that these countries
have submitted a plan speaks to the fact that they felt an obligation to outline how
they intend to meet their IHR (2005) commitments. Again, therefore, these fig-
ures provide an indication that governments are generally cognizant of the global
health security norms and are at the very least prepared to make an outward dis-
play of attempting to meet their international obligations.

On the other hand, the remaining countries (approximately 18 percent of the
WHO’s member states), which have at the time of writing yet to indicate how they
intend to become compliant, arguably present a more disturbing picture. Two pos-
sible explanations again present themselves. The first is that those 36 govern-
ments who have yet to submit an implementation plan are unwilling to do so, pre-
sumably because they object to all or part of the IHR (2005) framework and the
global health security norms contained within. The second scenario is that those
governments have been unable to do so, and a host of reasons may account for this
(i-e., ongoing conflict or civil unrest, insufficient technical expertise or capacity,
etc). Of these two options, our view is that the latter is more likely than the for-
mer principally due to the fact that WHO member states unanimously adopted
the IHR (2005) in May 2005. A survey of the data submitted to the WHO secre-
tariat ahead of the sixty-seventh WHA in May 2014 indicated that the majority
of the countries yet to supply information on their progress were located in Af-
rica and would be categorized as resource-poor (see WHO 2013b, 2014a, 2014b).

Having said this, there is clear evidence to suggest that the global health se-
curity norms are having a discernable impact, even within resource-poor settings.
For example, studies conducted by Gresham et al. (2011) and Bond et al. (2013) have
attributed the emergence of a number of subregional disease surveillance net-
works throughout Asia and Africa to a shared understanding and expectation
among countries that “responsible” neighbors conduct regular disease outbreak
surveillance, align governance arrangements to share information and epidemi-
ological data, and coordinate disease outbreak control measures as part of their
THR obligations. Various initiatives, some of which admittedly preceded IHR
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(2005) finalization, have subsequently united countries in hitherto unforeseen
ways. These initiatives include, but are not limited to, the East African Integrated
Disease Surveillance Network (EAIDSNet), which has linked officials in Tanza-
nia, Kenya, Uganda, Rwanda, and Burundji; the Mekong Delta Basin Surveillance
network (MDBS) that connects health professionals from Cambodia, Laos, Myan-
mar, Thailand, Viet Nam, and two provinces of the People’s Republic of China
(Yunnan and Kwangsi); and the South African Centre for Disease Surveillance
(SACIDS), which brings together medical, veterinary, and agricultural special-
ists from the Democratic Republic of Congo, Mozambique, South Africa, Zam-
bia, and Tanzania. In addition, new education and training initiatives, such as the
Central African Field Epidemiology and Laboratory Training Program by the gov-
ernments of Cameroon, the Democratic Republic of Congo, and the Central Af-
rican Republic have been launched to address identified deficits in epidemiology
and public health laboratory services (Andze et al. 2011). While significant human,
financial, and infrastructure challenges certainly remain, through their very ex-
istence, these networks speak to the level of commitment both within and among
countries surrounding the global health security norms, even in countries that
identify themselves as resource-poor.

Perhaps most critically, however, even if every request for a further extension
is granted, it is highly likely that many low-income countries will still find it dif-
ficult to meet their IHR obligations. This is principally because the capacities re-
quired under the IHR (2005) demand significant long-term financial and human
investment. High-income countries are fully aware of these challenges, and the
United States, Canada, and the European Union have taken steps directed at dif-
ferent regions (e.g., the EU and US in Asia and Africa; Canada in Asia) to help
address the identified shortfalls. As significant as this support has been, the fund-
ing has been narrowly focused on addressing particular core capacities (e.g., early
warning surveillance) as opposed to others (e.g., laboratory diagnostics and risk
communication). Moreover, since the 2008 financial crisis, all global public health
funding is facing a notable downturn (Leach-Kemon et al. 2012). In recognition
of these trends, in 2013 the WHO Executive Board agreed to create an IHR con-
tingency fund in the WHO 2014-15 budget to assist member states in meeting
their IHR core capacities, but the pledged donations and operating budget remain
unclear (WHO 2013b).

Furthermore, it must be acknowledged that finances alone will be insufficient
to fully implement the IHR (2005). Member states, even the most resource-poor,
still have steps that can and must be taken. While technical capacity building such
as developing and/or strengthening disease surveillance systems can require con-
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siderable financial and human capital, they are also falling behind on tasks that
are comparatively low cost, such as amending legal/governance arrangements to
enable rapid information sharing with the WHO (see Katz et al. 2012). In this re-
gard, while additional and substantive human, financial, and technical assistance
from high-income countries is desperately needed to aid the governments not yet
compliant with the IHR (2005), ensuring compliance is not the responsibility of
high-income countries alone. All governments adopted the IHR (2005) frame-
work, and accordingly every member state has a responsibility to do what it can
to meet its obligations.

It is clear to see from the above analysis that the new norms of global health
security have been internalized to different degrees and that both political will
and capacity constraints have the potential to undermine compliance in the short
term and institutionalization in the longer term. But it may be the case that the
relationship among state capacity, political will, and compliance is in fact more
complex than this scenario suggests. In particular, it is necessary to ask the ques-
tion of whether a lack of capacity could in itself be suggestive of a lack of politi-
cal will, and if so, where that lack of will is located—*“who is to blame?”—for the
inability of some states to meet their reporting requirements. As we suggested
in chapter one, asking such questions necessarily raises sensitive political issues
about the apportionment of costs, benefits, and obligations in the global health
security regime.

WHO Director General Chan argued in 2013, in reference to the volume of re-
quests for extensions, that the core capacity requirements of the IHR were real-
istic for every state and that those states seeking extensions must provide detailed
planning—in consultation with WHO headquarters—on how they would meet
the ITHR core capacities during their two-year extension. Further, she said, these
plans must include

(1) a clear and specific identification of those capacity elements that are missing or
inadequate;

(2) a description of the activities and progress made in establishing those capacities
up until that date;

(3) asetof proposed actions that will be undertaken and a specified time frame to
ensure the capacities are present; and

(4) an estimation of the technical support and financial resources required to
implement these activities; the proportion of these resources that will be
invested from national budgets; and the extent of any external support required.
(WHO 20133, 10-11)
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If they failed to submit such detailed plans when requesting extensions, these
states, Chan warned, would be failing to fulfil their national and international re-
sponsibilities in outbreak prevention and containment (ibid., 10).

Yet, it can also be reasonably argued that the culpability rests not just with those
states that are failing to implement their IHR core capacity requirements but also
with the wealthier states that have failed to provide their counterparts with the
requisite assistance—assistance that, crucially, was always recognized as neces-
sary (and which was again highlighted in the IHR Review Committee’s report).
For this reason, we argue, some of the fault should thereby also attach to high-
income countries that have to a great extent, as shown in chapter one, driven the
prioritization of infectious disease threats on the global agenda partly as a result
of their own security concerns, concerns that may not be equally shared in other
parts of the world. Not only does this lack of solidarity undermine the effective-
ness of the global health security regime, it also risks raising political tensions
and generating divisions.

The power of the “security” label, and particularly of the “global health secu-
rity” concept that has been promoted alongside the revised IHR, may have been
significant in norm building, but, as we have already noted, it also brings poten-
tial dangers. The prioritization of infectious diseases of international concern
(which is inherent in the global health security regime) may not accord with the
priorities of many of the developing countries on whom the regime’s success re-
lies. This difference seems to have the potential to create tensions between the
developing and developed world, bringing at least the possibility of North-South
disputes that could manifest in ways that are counter-productive for global re-
sponses to infectious diseases. One possibility is that the countries in the devel-
oping world that do not possess the required disease surveillance and reporting
infrastructure (often, as we have already noted, as a result of serious resource con-
straints) could be viewed and treated as obstacles to global health security and in-
deed as sources of security threat. If such a view were to take hold, the reputa-
tions of countries that lack the ability to successfully contain an outbreak could
be even more severely damaged. Here we see the potentially coercive power of in-
ternational norms. While much of the discussion in the literature—and indeed
in this volume so far—has viewed international norms around disease control as
contributing positively to global well-being, it is also true that international norms
can be used in a more forceful manner, to bring behavior into line with the pref-
erences and expectations of the most powerful states in the international system.
Another possibility is the emergence of a view that the norm threshold has been
set too high. If the functioning of the global health security regime rests on
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every state fulfilling their obligations, then every state potentially has the ability
to disrupt the functioning of the system as a whole—effectively setting in mo-
tion a process of norm disengagement (Zahar 2012).

There is a suspicion in some quarters that the vision of global health security
that underpins the IHR may really be about the protection of Western states from
exogenous disease threats (see Davies 2008; Rushton 2011). This leads to impor-
tant questions about the appropriate apportionment of rights and responsibilities.
As we have seen, the tasks states are obliged to complete to comply with the duty
to report PHEICs are significant. Far more is required of national health authori-
ties than was the case under the previous IHR. The necessity for many govern-
ments, and particularly those in the developing world, to make significant invest-
ments in their domestic disease surveillance infrastructure was well known
during the negotiation of the IHR revisions. But while such investments may well
be essential to the effective functioning of the global health security regime, they
may not reflect domestic health priorities.

On the other hand, even if it is true that the global health security regime is
primarily geared toward protecting high-income countries, does this mean that
it is less valuable? As both developed and developing states have agreed in the
WHA since the 199o0s, there is nothing unjust about the aim of limiting the in-
ternational spread of infectious diseases. Indeed, it is an important task for global
health governance. The political problem, however, is the widespread perception
that costs and benefits are not being equitably shared and that the opportunity
to engage in an open debate about the appropriate prioritization of various activi-
ties is being denied. In the absence of the resources required to adequately address
all global health problems, choices are inevitably made. At their most stark, these
choices may come down to funding one priority at the expense of others (Hoft-
man 2010, 516). Many developing countries lack the basic health infrastructure
necessary to deal with everyday threats, let alone respond to global health emer-
gencies. It is no wonder, then, that some of them are coming to resent the em-
phasis being placed on a small number of diseases that seem to be of particular
concern to high-income countries. There is a pressing need for a far more explicit
recognition of the primary beneficiaries of the global health security regime and
of who is bearing the greatest costs.

Conclusion
In this chapter we have highlighted the lessons that were learned following the
revised IHR’s first formal test after its entry into force in June 2007 and the chal-

lenges that remain for the universal adoption and internalization of the new norms
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of global health security. The IHR Review Committee, established in the wake
of the 2009 HiN1 pandemic, provided a number of insights and important rec-
ommendations for advancing the global health security regime. Key among their
concerns was the lack of technical ability of some countries to report disease out-
breaks, so the committee recommended that the WHO secretariat institute an as-
sistance program to help countries build the requisite capacities. Likewise, the
IHR Review Committee identified several concerns related to the decision of some
member states to apply unwarranted trade and travel sanctions that contravened
both sound scientific advice and the revised IHR framework and recommended
that the WHO secretariat exercise its “name and shame” powers more readily to
bring such states into line.

Following on from this analysis, we argued that whereas the majority of gov-
ernments have acknowledged the benefit of prompt reporting—as evidenced by
the HiN1 experience—the proportionate response norm is still quite underdevel-
oped by comparison. The key challenge for ensuring a proportionate response to
future outbreaks depends on trust that normalization of reporting outbreaks will
correspondingly normalize scientifically based trade and travel responses. Unless
all of the norms of global health security can be sufficiently internalized and rou-
tinized in the behavior of most states, most of the time, the creep toward habit-
ual noncompliance threatens to undermine the IHR (2005), just as it did the
framework’s 1969 predecessor.

Yet, as we have also emphasized, addressing the remaining obstacles to inter-
nalization is a political project as much as it is a practical one, requiring concerted
effort and engagement at multiple levels: at the global level, from the WHO, na-
tional donors, and other international organizations; at the regional level, where
we have seen regional networks and groupings playing a critical part in foster-
ing THR compliance; and at the national level, where states must demonstrate the
political will to uphold the norms that underpin the global health security regime
and, so far as possible, play their part in putting the necessary infrastructure and
procedures in place.



Conclusion

This book has explored the background, drafting, adoption, and implementation
of the revised International Health Regulations as an example of international
“disease diplomacy.” Much of the previous analysis of the IHR revision process
has been from a legal or public health perspective. In this volume, we focused on
the international political processes that characterized the remaking of the global
health security regime. These included the securitization of disease, in particu-
lar the discussions around the concept of “global health security” that enabled (and
in some ways constrained) political support for the IHR revision process; the deli-
cate balancing of a political and economic quid pro quo at the heart of the regu-
lations; the promotion of new behavioral expectations (norms) and the gradual
falling into line of states; and the politics regarding the practical impediments to
states fulfilling their IHR (2005) obligations. Underlying our analysis was the con-
tention that this remaking of the global health security regime was (and will con-
tinue to be) a highly political process, not merely a technical fix to an ineffective
international legal instrument.

The conceptual framework that we adopted was based upon the Finnemore and
Sikkink (1998) norm life cycle, and following this framework we critically eval-
uated how the passage of the revised I[HR (and the new norms embodied therein)
reflected the three stages of norm emergence, norm socialization, and norm in-
ternalization. As we outlined in the introduction, we used the norm life cycle
framework not because we believe it explains everything about the adoption of
this instrument but rather because the three-stage framework allowed us to chart
the promotion of new expectations of state behavior during disease outbreaks that
first began to emerge during the 1990s, were bolstered by the 2003 SARS out-
break, and were formally accepted by states with the passage of the IHR revisions
in 2005. The norm life cycle framework also gave us a lens through which to
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examine some of the post-2005 challenges to these new norms as the processes
of socialization and internalization roll on.

In this concluding chapter, we briefly rehearse some of the key arguments of
the book before moving on to discuss three issues that have emerged from our
analysis: the role of the WHO secretariat in promoting new norms and the im-
pact that the securitization of disease had on those efforts; the impact of capac-
ity limitations on the ability of some states to internalize the new norms and com-
ply with them during future outbreaks; and the prospects for the future of the
global health security regime.

International Norms and the IHR

In chapter one we explored the ways in which the narrative of globalization, be-
ginning in the 1990s, challenged perceptions of global health, leading to increased
collaboration among political, security, and medical/scientific actors as infectious
diseases increasingly came to be viewed as national and international security
threats. In the context of these discussions, the pressing need to change the ways
in which states responded to outbreaks began to be vociferously expressed by norm
entrepreneurs—including those from national-level institutions (especially in the
United States) and international organizations such as the WHO. Events such as
the 1994 plague outbreak in India, as well as the emergence of new information
technologies that made it possible for the WHO to be alerted to outbreaks irre-
spective of whether or not a government formally notified the organization, led
to a consensus among member states in 1995 about the need to revise the outdated
1969 IHR. The agreed purpose of those revisions was threefold: to update an out-
dated list of diseases that states were expected to report and respond to; to demand
more from states in terms of their risk assessment and containment efforts; and
to create a system that would maximize international information flows in rela-
tion to a Public Health Emergency of International Concern while simultaneously
requiring states not to put in place measures that unduly hampered international
travel and trade. This was the bargain that lay at the heart of the new regime: states
would be expected to promptly and openly report outbreaks, but in turn report-
ing states had a legitimate expectation that they would not be unfairly victimized.

While the initial decision to revise the IHR came about relatively swiftly, agree-
ing precisely how to improve the instrument was a protracted process. Limited
progress was made through the late 1990s and early 2000s, but events in 2003
propelled what had been, until then, a largely WHO-led discussion to a much
higher position on the international agenda. The 2003 Severe Acute Respiratory
Syndrome outbreak, indeed, proved to be a landmark in the development of the
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global health security regime—and even today it remains a touchstone in discus-
sions over the threat posed by diseases and the problem of state nonreporting of
outbreaks. SARS had monumental importance for three reasons.

First, the experience resonated deeply with the scenarios that the WHO and
others had been describing (as justification for the IHR revision process as well
as examples of public health disasters) for a number of years. SARS was a fright-
ening example of the type of rapidly-spreading deadly pathogen the public had
been warned to expect in the twenty-first century’s globalized world. And, as the
WHO secretariat and others had been arguing, secrecy was no longer an option.
There were no winners when a government tried to cover up an outbreak. The
longer the Chinese government refused to divulge details and refused the WHO
access to affected areas, the more the disease spread. The WHO was forced to “step
in” and remonstrate with China—a public humiliation for the Chinese govern-
ment both at home and abroad. As a result of China’s actions, human health,
travel, and trade were profoundly affected across the region and far beyond. Even
states without SARS cases were economically affected by the global impact on
trade and travel during the couple of months when infections peaked. In short,
SARS was a textbook example of the threat that diseases pose and a clear illus-
tration of the need for states to learn to behave differently when it came to prompt
and transparent outbreak reporting.

Second, however, the SARS incident showed that behavioral expectations had
already begun to change—a shift that China was slow to appreciate (Fidler 2004).
During the SARS outbreak, it was clear who states trusted and who they looked
to for advice, and it was equally clear who they viewed as “rogue” actors who were
endangering their fellow states. The WHO, often an undervalued organization,
was seen by governments, the public, and the media as a player that could offer
impartial and expert advice to guide states and individuals on appropriate con-
duct during the outbreak.

Third, and crucial to the story we traced throughout this book, SARS served
as a trigger for a revitalized commitment to revising the IHR, giving momentum
to the process and setting in motion a norm cascade. The adoption of the revised
IHR only two years later would not have been possible without the fear and panic
that SARS induced. But this quick passage, plus the desire for unity in the face
of the global health security threat, meant that a number of implementation ques-
tions were left unanswered, as would later become obvious in the cases of H5N1
and HiN1.

In chapter three we argued that H5N1, which arrived and peaked during the
THR revision process, was an early test of the collective will of states to abide by
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the new behavioral expectations, even prior to the formal adoption of the IHR in
2005, and long before the new regulations’ entry into force in 2007. If ever there
was a moment for states to contest the new norms of global health security or to
argue that the revised IHR demanded too much of them, the H5N1 period was
it. What we found in practice, however, was that the vast majority of HsN1i-affected
states reported outbreaks in a timely and comprehensive fashion, even though at
that stage they were under no international legal obligation to do so. In short, we
saw evidence of a relatively well-developed (although still not universally respected)
collective behavioral expectation. However, we also saw early indications of a de-
gree of dissonance between agreeing in principle that a norm should apply and
being able to meet the technical requirements of fulfilling that norm in prac-
tice. In the case of H5N1, we saw significant capacity limitations in some coun-
tries’ public health and veterinary health systems that affected their responses to
H5N1 in various ways. Being able to detect, confirm, and report outbreaks in a
timely manner requires sophisticated surveillance and laboratory infrastructure
that many developing states simply did not possess (and in some cases will not
acquire for many years to come). Similarly, the poultry industries of a number
of states did not meet the WTO standards for exporting, which in turn permit-
ted other states to apply harsh trade restrictions—which they had not imple-
mented prior to HsN1—and to be able to justify doing so (i.e., to argue that they
had acted appropriately). These actions were lawful, but they challenged the
spirit of the emerging norms of global health security, in particular the attempt
to strike a balance, ensuring that states that reported promptly and openly would
not be punished by disproportionate trade or travel measures.

Many of these issues continued into the HiN1 outbreak period in 2009, which
we examined in chapter four. In this case, we had the opportunity to examine the
extent to which states had been successfully socialized into a collective response
to the outbreak, informed by the revised IHR that had, by this time, been in force
for two years. We found a mixed picture and evidence that the new norms were
at different stages in various states. Most governments routinely complied with
the IHR (2005) reporting commitments, informing the WHO of cases in a timely
fashion. Indeed it would be reasonable to say that, in the HiN1 case at least, the
pre-IHR (2005) stigma often thought to apply to countries that reported an out-
break did not seem to apply. Moreover, there seemed to be a general agreement
on the collective benefits of prompt and transparent reporting. As with HsN1, how-
ever, there were significant technical barriers in some regions, particularly Africa,
where cases of HiN1 were suspected but neither reported nor verified. Here, we
saw a failure to comply with the reporting expectations under the ITHR not be-
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cause states rejected their obligation to do so, but because they did not have the
capacity to detect in order to report. As we noted, unlike some other international
norms, those embodied in the revised THR require states to make material
investments—possibly years in advance—in their domestic structures and pro-
cedures, an issue to which we return below.

In addition to some instances of nonreporting, there were cases of states im-
posing seemingly disproportionate travel and trade responses, seen most clearly
in the inflicting of scientifically unjustified pork import bans and the quarantin-
ing of travelers with Mexican citizenship. As with H5Ni, therefore, some states
did not respect the reciprocity principle that underlays the revised IHR and gave
in to ways of acting that suited their perceived short-term political interests. Im-
portantly, however, these countries were in a small minority of noncompliant
states, and they were subjected to criticism for their actions. These cases of non-
compliance, however, suggest both a continuing task for norm entrepreneurs in
encouraging states to abide by the new norms and respond proportionately, as well
as a need to be alert to the danger of noncompliance becoming more widespread
in the future. Indeed, were this to occur, there is little doubt that it would under-
mine the reciprocal “spirit” of the IHR and potentially adversely affect the will-
ingness of currently compliant states to report outbreaks promptly and openly,
a problem that bedeviled the IHR (1969). The reaction of states and organizations
such as the WHO to the actions of noncompliant governments is thus crucial in
this respect. Reiterating the norms and criticizing those who fail to abide by them
is an important part of socialization and one that needs to be carried out on an
ongoing basis—regardless of the identity of the noncompliant state—to ensure
norm internalization.

In chapter five we examined the aftermath of HiNi, in particular the recom-
mendations of the IHR commission that reviewed the WHO and member states’
actions during the pandemic. In line with some of the key recommendations of
that commission, we discussed the ongoing efforts to address IHR core capacity
deficiencies and noted the extent to which developing states have struggled to get
the necessary donor focus and attention. Contra most recent arguments around
IHR noncompliance, we believe that the international community, both the WHO
and donor states, need to be identified as at least partially responsible for the on-
going problems with capacity and compliance. But this is not to let the govern-
ments of developing countries off the hook entirely: they must also demonstrate
the political will to uphold the norms that underpin the global health security re-
gime and, as far as possible, play their part in putting the necessary infrastruc-
ture and procedures in place. Again, these are issues to which we return below.
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The WHO Secretariat, Norm Entrepreneurship, and Securitization

There is, then, an important continuing role to be played by norm entrepreneurs
both within and outside the WHO in driving the socialization and internaliza-
tion processes forward and ensuring that the revised IHR and the new norms of
global health security do not fall into disrepair in the way that their predecessors
did. As we have already noted, achieving this will require ongoing rhetorical sup-
port for the norms (including criticizing states who do not comply) as well as prac-
tical measures (including building core capacities in those states that do not yet
have them). The need for norm entrepreneurship did not end with the adoption
of the revised IHR in 2005: norm leaders remain crucial in order to progress
through stages two and three of the norm life cycle.

It is clear from our discussion in the early chapters of this book that WHO sec-
retariat officials served a vital purpose in the following: making a case for the need
to revise the IHR; developing proposals to overcome the problems faced by the
IHR (1969) (some of which—as with syndromic reporting—fell by the wayside,
but many of which found their way into the final text of the IHR); and persuad-
ing states to adopt the new norms. The secretariat activism we traced both echoes
and adds to the existing literature on the ability of international organization
bureaucracies to exercise agency (Barnett and Finnemore 2004), specifically their
potential to act as norm entrepreneurs (Johnstone 2007; Rushton 2008; Kam-
radt-Scott 2010). In fulfilling this role, secretariat officials utilized a number of
resources available to them, including various forms of authority (technical,
rational-legal, and moral [Barnett and Finnemore 2004]) and the ready-made
“organizational platform” (Finnemore and Sikkink 1998&) of the WHO that pro-
vided them with the opportunity to engage with member states, formally propose
solutions to the problems they had identified, and use a variety of communica-
tion channels to attempt to persuade states of the need to adopt the reforms they
were promoting.

What we also saw in this case, however, was a deliberate and, it seems, highly
effective use of security rhetoric as part of the persuasion process. The global
health security discourse was pivotal in attracting political support for the IHR
revision agenda in the first place, remained essential to its adoption and imple-
mentation, and was readily attached to events such as the SARS (chapter two),
H;5N1 (chapter three), and HiN1 pandemics (chapter four). This discourse did not
by any means originate in the WHO; as we set out in chapter one, the idea that
disease posed a national and international security threat was a far broader de-
velopment and was particularly well established in the United States. Yet the
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secretariat picked up this discourse and used it, from the earliest stages of the
revision process to the post-adoption period of urging states to implement and
comply with the new regulations. Throughout this book we have seen numerous
examples of the ways in which global health security-based arguments were
used to encourage states to realize that the “rules of the game had changed” and
to act in accordance with the new norms of global health security. The behavior
of individual states—Dboth negative examples such as China in the early stages
of the SARS outbreak and positive ones such as Mexico during HiN1—was explic-
itly related to the security of others and of the international community as a whole.
Official publications were used to highlight the security imperatives around
IHR implementation, seen most clearly in the 2007 World Health Report, A
Safer Future: Global Public Health Security in the 21st Century (WHO 2007a).

In each case, the emphasis was very much on collective security and the ben-
efits of cooperation; in the words of David Heymann (20006, 350) “global solidar-
ity above national sovereignty.” The revised IHR were intended to deliver secu-
rity for all, not just one state or one group of people, and at the same time to balance
this with the desire to avoid unnecessarily hampering global travel and trade. The
shared (in)security argument was an important strategy in persuading states to
accept the new obligations and demands that placed collective health security
above the alternative approach of a “cordon sanitaire” around particular states or
regions. In constructivist terms, the collective security narrative pushed states to
reconceptualize their interests in ways that favored cooperation over isolationism;
this change was amply demonstrated by the significant shift in emphasis under
the THR (2005) from border control to containment-at-source.

The extent to which states perceive this global solidarity to be borne out in prac-
tice, however, remains an issue, and it is here that some of the potentially trou-
bling side-effects of securitization emerge (e.g., Elbe 2010; Davies 2008; Rush-
ton 2011). Political tensions over the degree of priority given to infectious disease
outbreaks compared to other health issues are already becoming apparent. Dis-
agreement over the apportionment of the costs and benefits of the global health
security regime has arisen (as seen, for example, in the case of the Indonesia H5N1
virus-sharing dispute). As a result, there has been pushback about the concept
of global health security, with some arguing that rather than delivering on its orig-
inal promise of solidarity, capacity enrichment, and burden sharing, it is in fact
delivering a system primarily oriented toward the protection of “the West,” with
the greatest costs of implementation being paid by those least able to afford them.

Interestingly, given the intertwined nature of norm entrepreneurship and
security discourses throughout the IHR revision process, post-HiN1 the WHO
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secretariat has seemingly become less willing to use such rhetoric. In addition to
the pushback from some states in the developing world, the “false alarm” per-
ception attached to the WHO’s HiN1 response has also undoubtedly been a fac-
tor in this change. But, arguably, the more circumspect message currently being
put forth by some of the key norm entrepreneurs has led some to deprioritize
the global health security regime and risks undermining the political momen-
tum that is vital to the success of the internalization phase. We contend that the
WHO secretariat is best placed to make the argument to all states that their vital
interests are best served by implementing and complying with the IHR and that
there is now a window of opportunity for making that argument.

At the same time, it is important that the “collective” aspect of the security dis-
course continues to be prominent, and we think that there has been too little rec-
ognition of the obligation that high-income states committed to on signing the
IHR revisions. Realistically, it was always apparent that as well as implementing
the new regulations themselves, wealthier states would have to assist others in
meeting their IHR core capacities; indeed, the need for such support was explic-
itly identified by low-income countries throughout the Inter-Governmental Work-
ing Group meetings. Developing states have too often been expected to “go it
alone” in capacity building, and failing to do so in relation to the IHR (2005) core
capacities will lead to progressive undermining of the regime. Many of those gov-
ernments have had difficulty in convincing their own local institutions, let alone
donor states, of the need for financial investment. While much discussion has
rightly focused on what low-income countries need to do to address their obliga-
tions, there has been far less discussion of what high-income countries need to
do to make global health security an attainable reality. As we now go on to dis-
cuss, building capacity is a vital part of internalizing the IHR—and crucial to pros-
pects for the future effectiveness of the global health security regime.

Capacity, Internalization, and Compliance:
Future Prospects for the Global Health Security Regime

It is still early days in the development of the new global health security regime
(Price-Smith 2009; Zacher and Keefe 2011). We have seen dramatic changes in
the past decade. The engagement of high-level political and security communi-
ties with an area that had previously been primarily treated as a technical con-
cern has been a major cause of that change, but it has also meant that the new
system is taking time to settle. Prior to 2005, the IHR had not been substantially
revised since 1969. There had been little political significance attached to this in-
strument until the early 1990s, and even then attention waxed and waned until
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SARS hit. The recent developments are in many ways significant and unprece-
dented, making it difficult to predict the future with any degree of confidence.

The IHR (2005) embody norms pertaining to “appropriate outbreak response”
which, in theory at least, provide the basis for a far more effective global system
for detecting and containing disease outbreaks. Much, of course, depends on the
willingness of states to live up to those behavioral expectations. Early indications
are relatively promising, suggesting that the revised IHR have achieved a remark-
able degree of acceptance in a relatively short period of time. As we have argued,
states have for the most part accepted the new norms of global health security as
being legitimate behavioral expectations. This acceptance has translated into the
great strides we have observed in recent outbreaks, in terms of states’ willingness
to comply with the IHR rules, especially regarding timely and transparent report-
ing of cases in their territory.

Norm compliance is generally seen as being contingent on states’ willingness
to comply—in particular on their perception of behavioral expectations as shared
and legitimate (e.g., Risse, Ropp, and Sikkink 2013; Betts and Orchard 2014) and
their redefinition of their interests to incorporate norm following. What happens
when states are persuaded to adopt a norm but lack the material capacity to com-
ply as a result of weaknesses in their domestic institutions and infrastructure
(which may be termed “involuntary non-compliance” [Borzel and Risse 2014]) is
less understood. Yet as the story we have traced in this book makes clear, it is pre-
cisely these issues that are central to the future of IHR compliance, and the prac-
tical issues of putting in place the necessary infrastructure and systems to enable
detection and reporting of outbreaks remains problematic. As we have suggested
previously, some of the responsibility for this rests with those states that have no
plan for implementation of the IHR (2005) core capacities, perhaps suggesting
a lack of serious engagement with the process. But some of the fault must also
be attached to the wider international community; if global health security relies
on the integrity of the global surveillance “net,” more needs to be done to address
the current holes in that net. The implications of this lack of reporting capacity
could also undermine compliance with some of the other norms of global health
security embodied in the IHR (2005).

As we have repeatedly noted, the IHR rest on a delicate balance: open report-
ing in return for a guarantee of no disproportionate travel and trade restrictions.
The lack of ability of some states to detect and report could upset that balance,
fostering distrust. We saw in the HiNi case, for example, that many states in Africa
reported no cases, despite strong indications that the virus was indeed circulat-
ing in their populations. Capacity problems certainly go a long way to explaining
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the lack of reporting in those cases, and in the HiN1 case (a global pandemic, but
in the event a relatively mild one) other states were able to take a relatively
sanguine view. Will this always apply during future outbreaks? If a particular state
or a particular set of states become known for not having the ability to detect and
report outbreaks, how will others respond? Will they exercise restraint in line with
the THR “bargain”? Or will they adopt a precautionary approach, implementing
stringent travel and trade restrictions in order to be “on the safe side” in the face
of an unknown level of threat? This is a potentially significant problem for the
future, but even with the best intentions, many countries will continue to strug-
gle to meet the highly technical and expensive requirements of the revised IHR
without a dramatic upscale in international aid dedicated to this task. The 2008
financial crisis has further imperiled global health aid and, by extension, prog-
ress on the revised IHR.

International norms are by their very nature collective ideas, and they rely
on that collectivity—the notion of states as forming a cohesive international
society—in order to function effectively. When a number of states cannot meet
the THR core capacity requirements and cannot attract the help they need to do
s0, the entire ethos of the global health security regime is undermined. This, for
us, is the challenge facing norm leaders: how to maintain the regime’s political
purchase when the security discourse used to establish it is increasingly met with
antipathy post-HiN1 and with a lack of financial support to institutionalize the
necessary capacities in the domestic structures of the poorest states. Thus, one of
the key lessons we draw from the norm-building process examined in this book
is that recognizing appropriate behavioral standards and “wanting to do the right
thing” are not the same as having the ability to conform to those standards. As we
put it in the introduction, the flesh may be weak even where the spirit is wiling.
What does this mean for the norm life cycle? Can we talk about states internal-
izing norms if they do not have the technical capacity to comply with them? In
other words, is it effective enough to have wanted to comply?

We agree that willingness to comply (i.e., a reconceptualization of interests in
light of the norm) is a vital part of embedding new norms, but the scope of com-
mitment and compliance remains a big portion of the normative battle (Risse,
Ropp, and Sikkink 2013, 286). The new norms of global health security are not
unique in that respect. However, for some time to come, the best that some states
will be able to do to demonstrate their acceptance of their duties is to point to the
reasons for their failure to comply. If progress is made in capacity building over
time, then it may be that their actual ability to comply can eventually catch up.
But there are dangers inherent in such a delay. As constructivists argue, norms
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need to be constantly reinforced through social interactions. In the longer term,
high levels of noncompliance—even if it is “involuntary non-compliance”—could
have a detrimental effect on the overall stability of the regime. “If others are not
complying, then why should I?” could become a common refrain.

Future “material” events could dramatically affect normative pull, just as SARS
did in 2003. The IHR (2005) have already faced some significant tests (e.g., H5N1
and HiN1) but could yet face far sterner tests in the years to come. A pathogen with
a significantly higher mortality rate, for example, could challenge states’ willing-
ness to avoid unnecessarily stringent travel and trade restrictions. Would they be
happy to bet their security on the WHO's scientific advice, or would they prefer
to “play it safe” and deal with the political consequences later? The fact that the
progress made to date in the socialization process is relatively encouraging does
not mean that future compliance is ensured, nor that the regime could not sub-
sequently be tested beyond its capacity to survive. Based on precedent, we see some
positive signs. Many states have institutionalized IHR compliance, for example,
through the creation of National Focal Points and amending national legal frame-
works to facilitate prompt reporting. Even where internalization is less advanced,
based on the records of state behavior during the outbreaks examined in this
book, there is good reason to hope that the majority of states will continue to
perceive the downsides of breaching the IHR as greater than the downsides of
compliance. This in itself is a significant development compared to where we
were in 1995. But that calculation is not yet secure, and the new norms (as with
all new norms) will take time to attain a “taken-for-granted” quality.

Finally, the fortunes of the WHO as an institution will have a significant im-
pact on the future success of the global health security regime. Throughout this
book we have stressed the role of the WHO secretariat in promoting the new
norms of global health security. This role did not appear out of thin air. To a great
extent, the secretariat created the role for itself, persuading states of the need for
change and positioning itself as an actor able to guide that process of change. As
we noted above, the WHO secretariat needs to continue in this norm leadership
role, encouraging states to implement and comply with the new norms.

But the WHO is not just a norm leader—it is also itself responsible for imple-
menting key parts of the IHR. Among other functions, it is the central global hub
for receiving and disseminating outbreak information; it monitors nonstate
sources and seeks state confirmation of cases that have not been officially reported
by governments; and it is responsible for recommending appropriate travel and
trade measures in the event of an outbreak. On the surface these seem like purely
technical and bureaucratic tasks, but each in its way is highly political. As we saw
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in the HiN1 pandemic, the WHO’s actions during major global health emergen-
cies are closely scrutinized, and the organization itself can face tough questions
if it is perceived to have gotten something wrong. Responses to PHEICs often take
place in conditions of considerable uncertainty, and the WHO’s credibility could
be severely undermined by either over- or under-reacting. Plus, this difficult task
must be carried out within the context of ongoing and highly politicized discus-
sions over the reform of the WHO and severe constraints on the organization’s
operating budget. The potential for future problems in the WHO'’s ability to de-
liver is clear for all to see.

Nevertheless, while the backlash against the WHO post-HiN1 was damaging,
it also illustrated the extent to which countries continue to look to the WHO for
guidance when confronted by a cross-border disease outbreak (or even rumor of
an outbreak). States are sometimes reluctant to take it upon themselves to decide
the most appropriate course of action, based on the information before them. The
WHO has a vital purpose to serve in fulfilling this function. What it does not have
is any real way to compel states to comply with the IHR (2005), so the potential
remains that some states will risk noncompliance, with potentially serious con-
sequences for others. Have we gone far enough in disease diplomacy to ensure
that we will always know about disease outbreaks without delay? To consign to
the past the significant harm to international travel and trade when rumors of a
disease outbreak materialize? Not yet, perhaps. But do states believe they should
work toward a global health security regime that achieves this? We would argue
that for the most part, they do. The trick will be ensuring that momentum at this
crucial juncture is not lost.
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Introduction

1. The six quarantinable dieases were cholera, typhoid, yellow fever, plague, small-
pox, and typhus.

2. There was one case in 1970 when WHO Director-General Marcolino Gomes
Candau took the unusual and unprecedented step of publicly reporting a severe cholera
outbreak in Guinea, which had never had a cholera outbreak prior to this event. The
director-general took this action despite the government refusing to notify WHO or pro-
vide details of the outbreak (Fidler 2004, 64). There was little outcry about the director-
general’s action against a poor, underdeveloped state, but it is noteworthy that no other
director-general repeated Candau’s actions in spite of many instances where similar ac-
tion would have been justified in the years that followed (ibid.).

3. Finnemore (2000) examines the extent to which the “legal” nature of interna-
tional law makes it more effective than nonlegal norms.

4. The secretariat is the bureaucracy of the WHO, composed of technical and admin-
istrative personnel. They are employed to give effect to the policies and procedures adopted
by the World Health Assembly.

Chapter 1 - Building Global Health Security
1. Scholars such as Stefan Elbe (2005, 2009, 2010); Christian Enemark (2007%); Da-
vid Fidler (2003, 2007%); Colin McInnes and Kelley Lee (2006); and Andrew Price-Smith
(2001, 2009), among others, made particularly noteworthy interventions in the field.

Chapter 2 - From Tipping Point to Cascade

1. “Index case” refers to the first patient to display symptoms and be diagnosed with
an illness relevant to epidemiological investigation.

2. A vital relationship, as the first affected and most affected countries—China,
Hong Kong, Singapore, and Viet Nam—were all member states of the WPRO region.

3. Inalater WPRO publication detailing efforts to detect and contain SARS, the early
failures of the Chinese government are unsparingly highlighted. China was “at the epi-
centre of the escalating epidemic . . . and the country was ill prepared to respond. China
failed to issue a warning as the virus spread across the country and outside its borders”
(WPRO 2000, 73).
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4. The choice of military hospitals to house SARS cases was made, it seems, in part
because military hospitals are not subject to the same full reporting disclosure procedures
(to the central Ministry of Health) as provincially administered hospitals.

5. During SARS, travel alerts or a “list of areas” were provided to inform travelers of
the presence of the outbreak in a country and to give information on areas where the dis-
ease was spreading locally. Travel advisories or “recommendations” were issued to warn
that all nonessential travel to a designated area (announced by the WHO director-general’s
office) should be postponed until the alert was lifted (WHO 2003).

6. Viet Nam’s SARS cases rapidly diminished by the end of March. Singapore’s cases
were increasing, but there was no doubt about the effectiveness of the public health
response.

7. Two of four questions had to be answered affirmatively for a notification to be sent
to the WHO:

1. Is the public health impact of the event serious?
. Is the event unusual or unexpected?
. Is there a significant risk of international spread?

AW N

. Is there a significant risk of trade or travel restrictions? (WHA2005, Annex 2,
46-48)

8. Under the IHR (2005) Temporary Recommendations are defined as: health mea-
sures to be implemented by the State Party experiencing the public health emergency of
international concern, or by other States Parties, regarding persons, baggage, cargo, con-
tainers, conveyances, goods and/or postal parcels to prevent or reduce the international
spread of disease and avoid unnecessary interference with international trade (WHA
2005, 9).

9. The WTO Agreement on Sanitary and Phytosanitary measures (SPS Agree-
ment) concerns specific measures that a country may take to protect human, animal,
and plant health, particularly if the threat may affect food safety. States are allowed to
implement measures that will prevent trade if they can provide scientific evidence to
justify the introduction of trade barrier measures that will protect humans, animals, and
plants. States can challenge trade barriers and argue that they are inconsistent with the
SPS Agreement. Such challenges come before the WTO Appellate Body, which may order
the removal of a ban or authorize retaliatory sanctions by the affected state. As we show
in chapter three, the SPS Agreement was invoked by a number of states to ban poultry
exports from Southeast Asia during the H5N1 outbreak, on the grounds that until the ex-
tent of the strain’s virulence was identified and spread among poultry was minimized,
trade barriers were justifiable.

Chapter 3 «+ H5N1in Asia

1. There have been isolated cases of suspected human transmission, in Viet Nam
(2004) and Indonesia (2006). The case in north Sumatra, Indonesia, in May 2006 was
the largest suspected human-to-human transfer cluster (8 cases, 7 deaths) and has been
linked to the first dispute between the WHO and the Indonesian government regarding
release of the virus sequence data (Roos 2008; Sipress 2009, 38, 126).

2. Brunei, Cambodia, Indonesia, Lao PDR, Malaysia, Myanmar, the Philippines,
Singapore, Thailand, and Viet Nam.



Notes 151

3. (1) Early warning surveillance and response; (2) Laboratory strengthening; (3) In-
fection control; (4) Risk Communication; and (5) Enhanced regional and international
collaboration.

4. Cambodia, Laos, Indonesia, Malaysia (suspect poultry cases in 2005 and 2000),
Myanmar (suspect poultry and human cases in 2006 and 2007), the Philippines (suspect
poultry cases in 2006 and 2007), Thailand, and Viet Nam.

5. World Bank official, interview (2011) with Sara E. Davies, October 4, 2011, Hanoi,
Viet Nam.

6. Anonymous official, World Health Organization Country Office interview (2011)
with Sara E. Davies, November 14, 2011, Jakarta, Indonesia.

7. Anonymous official, World Health Organization Country Office interview (2011)
with Sara E. Davies, November 14, 2011, Jakarta, Indonesia.

Chapter 4 « Swine Flu

1. In their figures, the WHO secretariat used this formulation to avoid political contro-
versy over whether particular disputed territories or areas were classified as “countries.”

2. Estimates vary on the total number of countries that imposed pork import bans
following the announcement of the HiN1 influenza pandemic, with most accounts iden-
tifying over 30 countries (i.e., approximately 15% of the WHO’s 196 member states). Ac-
cording to the Office of the United States Trade Representative (USTR 2010), more than 30
countries imposed pork import bans against the United States. We have therefore estimated
the total to be closer to 35 countries.

Chapter 5 « Post-H1N1
1. There are 194 member states of the WHO but 196 States Parties (or signatories) to
the IHR (2005). The two additional States Parties to the revised IHR are Liechtenstein and
the Holy See.
2. Article 18 and Part V (Articles 23-34) of the revised IHR (WHA 2005) outline the
general types of measures that the WHO and member states can apply in addition to prin-
ciples regarding their application.
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