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Foreword
As the international community continues to deal with the fallout of COVID-19, more transmissible
and lethal coronavirus variants have reinforced concerns that the world is entering an ‘age of
pandemics’. It is not a matter of if, but when, the next large-scale outbreak of infectious disease
will occur, and most experts agree that it could be even worse than COVID-19.
Facing this harrowing prospect, governments around the world are doubling down on global
health security as the framework for preventing, detecting, and responding to biological threats,
whether naturally occurring, accidental, or deliberate. Ahead of the G7 Summit in June 2021,
health ministers convened at the University of Oxford to discuss measures for strengthening
international collaboration and the global health architecture. The resulting Communiqué from
these meetings identified global health security as a priority for strategic action and committed to
improving data sharing, disease surveillance, training for health personnel, and financing for the
World Health Organization (WHO).
These efforts were mirrored on the other side of the Atlantic, where the US Congress introduced
legislation intended to, among other things, recognise that ‘it is in the United States’ national
security interest to work with partners to end the current COVID-19 pandemic’ and establish an
annual intelligence threat assessment on potential pandemic pathogens.
Yet despite promises of expanded multilateral cooperation, the world remains divided on the
meaning of health security and whether it is the best approach for mitigating the risk of future
pandemics. What are the arguments for and against framing public health as a national security
issue? Can the concept of health security help policymakers break the gridlock in global health
governance and address the growing threat of infectious diseases?
To address these questions, the Oxford Programme on International Peace and Security (IPS),
Blavatnik School of Government, and the US National Defense University’s Center for the Study
of Weapons of Mass Destruction (CSWMD) partnered in 2020-2021 on an in-depth study of the
conceptual evolution of health security, the policy trade-offs in linking health and security, and
enduring problems with the current global health architecture. This report is a product of the IPSCSWMD research and policy partnership. It offers recommendations for an alternative approach
to existing narratives of health security that aims to improve multilateral cooperation, strengthen
health systems, and promote human health and well-being.
Now more than ever, cooperation is needed not only between states but among policymakers,
academics, and civil society to recover and rebuild from the pandemic. In this spirit, we are
pleased that our two institutions could come together on this joint study and hope that it will
inform research and policy efforts to learn from the mistakes made during the pandemic and to
rethink the future of health security post-COVID-19.

Dapo Akande
Professor of International Law
Co-Director
Institute for Ethics, Law and Armed Conflict
Blavatnik School of Government

Foreword

Brendan G. Melley
Director
Center for the Study of Weapons of
Mass Destruction
Institute for National Strategic Studies
National Defense University
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Executive Summary
The COVID-19 pandemic has posed major challenges to existing systems of global health
governance. Even countries considered leaders in health preparedness, notably the US and
the UK, struggled to contain COVID-19 domestically and were unable to mount an effective
international response. As a result, the world suffered over 4.4 million deaths and an estimated
4.4 per cent decline in global GDP in 2020 alone – the deepest global recession since the end
of World War II. The economic and health impacts of the pandemic have, meanwhile, fallen
disproportionately on the world’s most disadvantaged and vulnerable populations.
COVID-19 has therefore laid bare deep fissures in the current global health architecture and
highlighted the need for urgent reform. One proposal for reducing the risk of future pandemics
is to elevate public health as a national security priority. For decades, policymakers and experts
have argued that the concept of national security should extend beyond state-centric, militaryfocused threats, to include infectious diseases and climate change. Accordingly, the US and
UK governments, both erstwhile leaders in global health and biological preparedness, have
committed to promoting health security as a framework for mitigating the threat of future
pandemics. A health security approach, it has been argued, will increase attention, resources, and
institutional capacity for dealing with health crises.
Yet the reflexive tendency to frame health risks in security terms has precluded serious
examination of the assumptions and trade-offs underlying the health security paradigm. In this
report, we contend that, while the security implications of pandemics are clear, the concept of
health security distracts attention from the underlying determinants of health that exacerbate
the effects of severe disease outbreaks and disproportionately affect the most vulnerable. Rather
than adopting a securitised approach to infectious disease, COVID-19 should prompt world
governments to focus on the wider determinants of health – such as universal health coverage
and access to quality health care, among other health-related UN Sustainable Development
Goals – as a way to ameliorate the impact of pandemics and other crises. The report challenges
the following assumptions that undergird health security and proposes recommendations for an
alternative approach.

Health Security: Assumptions and Policy Trade-offs
Assumption 1: Securitising health generates resources for responding to severe disease outbreaks.
 While framing health as a security issue is a useful tool for raising attention, awareness, and
funding for pandemic preparedness, the focus on the external threats posed by infectious
disease detracts from progress in the wider determinants of health, including access to
quality health care, education, and clean water, which exacerbate health outcomes during
biological events.
Assumption 2: Securitisation fosters multilateral cooperation on public health problems.
 Instead of promoting a collective approach to health challenges, the focus on health security
has the potential to deepen the Global North-South divide, given the lack of consensus
around the meaning of health security – with the North largely focused on preventing the
cross-border spread of infectious diseases and the South emphasising action on the social
determinants of health for non-communicable diseases.
Assumption 3: Synergy between national security and public health communities is necessary for
rapid responses.
 Deepening the cooperation between the national security and public health communities is
an integral part of pandemic preparedness and response, but an increased reliance on the
military in health initiatives will likely prove unsustainable, counterproductive, and potentially
self-defeating in the long run.
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Policy Recommendations
What might an alternative approach to health, grounded in multilateralism and
respect for individual rights, look like in practice?
1.

Move away from securitised responses to health in favour of a traditional public health approach
that prioritises human health and well-being as a component of foreign policy.

 Emphasise the need for global solidarity on health issues more broadly, including on
infectious disease outbreaks and non-communicable diseases.
 Increase resources for addressing the wider determinants of health that exacerbate the
impact of disease outbreaks, such as access to quality health care, education, and clean
water, as set out in the UN Sustainable Development Goals.
2. Maintain a separate focus on biodefense in the appropriate fora.
 Decouple public health from bioterrorism, which requires a different institutional approach
and risks diverting scarce resources away from improving health systems.
3. Strengthen existing global health institutions to facilitate multilateral cooperation.
 Empower the World Health Organization to respond more effectively to future health crises
by increasing and diversifying funding streams to include both communicable and noncommunicable diseases.
 Encourage donors to provide unrestricted funding to international health institutions to
prevent the politicisation of health.
 Build public-private partnerships to improve the efficacy, sustainability, and durability of
global health initiatives in the long term. These partnerships should build international
capacity to proactively address underlying determinants of health that can prevent or
mitigate the impact of infectious diseases.
4. Promote equitable vaccine distribution and long-term funding for vaccine and medical
countermeasure development.
 Support multilateral funding mechanisms, such as COVAX, as part of a more systematic
approach to global health research and development.
 Increase manufacturing capacity for diagnostics, treatments, and vaccines and share vaccine
research, as well as any surplus supply.
5. Consider adopting a multilateral pandemic preparedness treaty or other legally-binding
instrument to promote enforcement of obligations.
 Adopt the proposed multilateral pandemic preparedness treaty, provided that its negotiations
lead to legally-binding enforcement provisions, in order to improve trust, increase information
sharing, and boost capacities in both developed and developing countries in response to
emerging health challenges.

Executive Summary
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I. Introduction: The Global Impact of COVID-19
The novel coronavirus (COVID-19) pandemic has refocused attention on public health and the
profound global impact of infectious disease outbreaks. Although the world has suffered deadly
pandemics before, COVID-19’s far-reaching effects are unparalleled in recent history, causing
the worst economic downturn since the Great Depression and the first rise in global poverty in
more than two decades, with as many as half a billion people being pushed into destitution.1
Contrary to the popular belief that pandemics kill indiscriminately, mounting evidence suggests
that COVID-19 disproportionately affects the elderly, black and minority ethnic communities, and
the poor.2 As UN Secretary-General António Guterres put it, the pandemic ‘affects every person
and community, [but] it does not do so equally. Instead, it has exposed and exacerbated existing
inequalities and injustices’.3
While COVID-19 has taken the largest toll on the most vulnerable and disadvantaged members
of society, the pandemic’s mortality burden remains concentrated in the world’s most advanced
economies.4 Nearly fifteen per cent of COVID-19 deaths, the most of any country in the world,
have occurred in the United States, even though it accounts for only four per cent of the world’s
population.5 During the first wave of the pandemic, the United Kingdom suffered the highest level
and longest continuous period of excess mortality – the number of deaths above and beyond
the number expected in normal circumstances – of any country in Europe.6 This high mortality
burden is particularly striking given that, just 45 days before the world’s first suspected case of
COVID-19, the Global Health Security Index ranked the US and the UK as the two best prepared
for health crises.7 Despite decades of planning, the leaders in global health and biological
preparedness have struggled to contain COVID-19 domestically, let alone mount an effective
international response. This failure has contributed to reigniting debate on the need to elevate
public health as a national security issue.
Military spending on conventional security threats, such as wars and terrorism, continues to be
prioritised over public health spending. Some argue this ignores the risk posed by non-traditional
security challenges, such as pandemics and climate change, that potentially have a far greater
impact on the safety and well-being of citizens.8 This misalignment has prompted numerous
scholars and policymakers to call for the broadening of national security to include health issues.9
If the fundamental purpose of the national security apparatus is to protect lives, the argument
goes, then COVID-19 has revealed that the traditional conception of national security has fallen
short.10
However, this argument overlooks the debate on ‘health security’, which gained traction at the
end of the Cold War and during the HIV/AIDS pandemic. Decades later, the definition of health
security remains vague and open to interpretation, with competing narratives dividing countries
roughly along Global North-South lines. If national security is an ‘essentially contested’ concept,
our research shows that health security is an even more nebulous and contested term.11 This
contestation by states is further compounded by a divergence of views that cut across different
academic fields and policy areas. In section I of this paper, we trace the development of ‘health
security’ to underscore the lack of conceptual clarity and highlight where gaps and grey areas
persist which fuel states’ diverging positions. We begin by surveying the nexus between public
health and national security, the origins of health security as a concept, and its institutionalisation
in the US, the UK, and elsewhere. We demonstrate that, although a consensus is growing on
the importance of health security, ambiguity surrounding the concept has led to vastly different
approaches between the public health and national security communities, as well as contributed
to international tensions and misaligned priorities among World Health Organization (WHO)
member states.
Moreover, based on our research, we observe that the tendency to reflexively frame risks
in security terms, while beneficial for generating policymaker awareness and funding, has
precluded serious examination of the assumptions and trade-offs underlying the health-security
nexus. For this reason, in section II of our paper, our analysis examines the dilemmas of viewing
infectious disease through an outdated security lens, which can lead to overreliance on the
national security apparatus and the military. We explore what this has meant for the US and the
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UK in practice and provide policy recommendations for a different approach to public health. In
doing so, we endeavour to bring to light the limits of current approaches to the health-security
nexus framing and demonstrate what is lost, both in terms of pandemic response and prevention,
with the securitisation of health.
Finally, in section III of this paper, we discuss the consequences of the health security framing
at the multilateral level. In particular, we highlight how the security framing of public health
threats such as pandemics has led to reactive – and arguably short-sighted – interventions
aimed at (unsuccessfully) containing infectious diseases. Such interventions, which have
been compounded by the nationalisation of pandemic response measures, such as vaccine
distribution, have contributed to further entrenching divisions and inequalities, thereby
weakening the global health architecture.12
Based on this analysis, we submit that, rather than doubling down on the framing of public health
as a security issue, COVID-19 should prompt policymakers to move towards a global health
agenda centred on human health and well-being which focuses on the wider determinants
of health – such as universal health coverage and access to quality health care, among other
health-related UN Sustainable Development Goals – as a way to mitigate the impact of
pandemics. Framing health in these terms is crucial for addressing the root causes of health
crises, protecting the most vulnerable populations, and promoting structural change within a
global health architecture that is increasingly fractured in the wake of COVID-19. Finally, we offer
recommendations for developing and sustaining a global health agenda that aims to harmonise
international responses and achieve more equitable approaches to future pandemics.

I. Introduction: The Global Impact of COVID-19
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II. Conceptualising Health Security
The concept of health security is widely employed in policy settings yet rarely defined precisely.
Since the turn of the century, the term has risen to prominence as a means of capturing the
complex interplay between the spread of infectious diseases beyond territorial borders, the risk
of bioterrorism, and the impact of health crises on state stability. However, a growing NorthSouth divide concerning whose security should be protected and from what is reflected in the
divergent approaches to global health. Consequently, there is no consensus on the definition
or conceptual and policy contours of health security. This has hampered the international
community’s pandemic preparedness and undermined the potential for building a cohesive,
multilateral response to the COVID-19 pandemic. Any debate on health security, then, must start
by examining the origins and evolution of the concept.
At the turn of the twenty-first century, globalisation, population mobilisation, climate change, and
shifting agricultural practices led to the greater spread of infectious diseases, underscoring the
connection between health and security. At the same time, the end of the Cold War and the rise
of violent non-state actors that followed ushered in a new era of novel risks, prompting debate on
the need to move away from the state as the referent object of security and to redefine national
security to deal with non-traditional threats.
It is in this context that the notion of health security was born. There is, however, no agreement
on the definition of ‘security’, let alone how this term should be applied in a health context.
Some scholars assert that security is an ‘essentially contested’ concept, meaning that it is not
objectively definable.13 The same conceptual confusion applies to the notion of health security.
The predominant view, championed by the US and the UK and later adopted by the WHO, is
based on the premise that infectious disease could jeopardise the security of the nation-state
and the integrity of territorial borders, implying that (global) health security requires a statecentric response. The state-centric nature of this approach has entailed a particular narrative of
health security centred around prevention and responses to biological threats, whether naturally
occurring, deliberate, or accidental. As the largest donors to the WHO, the US and the UK have
been on the forefront of this movement (see Figure 1). This framing has placed public health,
infectious disease, and bioterrorism under the umbrella of health security, which has become a
vague, catch-all notion used to describe nearly any public health emergency.

Figure 1: Top Financial Contributors to the World Health Organization 2018/2019
NGOs 870 million (USD)

United States of America 853 million (USD)

United Kingdom 464 million (USD)

Philanthropy 789 million (USD)
Germany 359 million (USD)
France 71 million (USD)
Australia 71 million (USD)
Republic of Korea 72 million (USD)
Sweden 87 million (USD)
Canada 87 million (USD)

Japan 234 million (USD)
European Commission 213 million (USD)
Kuwait 95 million (USD)
Norway 93 million (USD)
China 89 million (USD)

Source: ‘Top 20 Contributors to the WHO for the 2018/2019 Biennium’ in ‘Our Contributors,’ World Health
Organization, 2021, https://www.who.int/about/funding/contributors.
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Compounding this confusion, health security intersects, and at times is conflated with, the terms
‘global health’ and ‘human security’. Global health, however, is distinct from health security
insofar as it is centred primarily on ‘improving health and achieving equity in health for all people
worldwide’.14 Whereas health security is focused on preventing and responding to large-scale
epidemics, global health embraces the full breadth of health threats, including antimicrobial
resistance, communicable and non-communicable diseases.15 By contrast, human security
focuses on the health and well-being of individuals and adopts a broader view of security as the
‘freedom from want, freedom from fear, and the capacity of individuals to take action on their
own behalf’ (see Figure 2).16 While health is a component of human security, health security has
evolved into a distinct discipline that is more state-centric and focused on infectious diseases,
rather than the wider determinants of individual health. In what follows, we trace the evolution of
the US and UK conceptions of health security before discussing how diverging views from other
countries, particularly in the Global South, have given rise to major areas of misalignment and
hampered multilateral cooperation.

Emergence and Evolution of the US Approach
The roots of the US approach to health security can be traced to the HIV/AIDS and Ebola Virus
Disease (EVD) crises, as well as the re-emergence of a drug-resistant strain of tuberculosis. In
1996, President Bill Clinton mandated a national policy stating that HIV/AIDS, EVD, and drugresistant tuberculosis posed ‘one of the most significant health and security challenges facing the
global community’.17 Following the release of this presidential directive, the Department of State
re-established the Emerging Infectious Diseases and HIV/AIDS Program, which was responsible
for the development and implementation of US policy on infectious disease preparedness and
response.18

Figure 2: Definitions of Human Security, Health Security, and Global Health
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Under pressure from the United States, the UN Security Council convened a meeting in January
2000 to address HIV/AIDS, which marked the first time the Security Council discussed health
as a security issue.19 Six months later, the Council adopted Resolution 1308 recognising that ‘the
HIV/AIDS pandemic, if unchecked, may pose a risk to stability and security’.20 As US Ambassador
Richard Holbrooke recounted, the Security Council had never held a meeting on public health
because member states were wary of the politicisation of non-traditional security issues.21
The rise of infectious diseases, however, solidified the Council’s practice of addressing health
crises as threats to international peace and security, manifested in successive resolutions that
have been adopted in response to EVD outbreaks in West Africa in 2014 (Resolution 2177) and
the Democratic Republic of the Congo in 2018 (Resolution 2439).22 Most recently, in response
to COVID-19, the Security Council in 2020 passed Resolution 2532, which for the first time
demanded a ‘general and immediate cessation of hostilities’ and a 90-day ‘humanitarian pause’,
setting an important legal precedent in expanding the UNSC’s mandate concerning transnational
health crises.23
In addition to responding to infectious diseases, a major driver of the securitisation of health
was the threat of bioterrorism. After the 9/11 attacks and the subsequent anthrax scare, the US
began to focus on shoring up its national public health infrastructure due to concern about the
threat of chemical and biological weapons. Although there was some awareness prior to 2001 of
this type of threat, the attacks led to increased funding for biodefense: the budget for research
and development in 2005 stood at approximately $7.6 billion, a 1,736 per cent increase from the
$414 million budget of 2001.24 The preoccupation with the deliberate use of disease was also
reflected in US policy documents, including the 2002 and 2006 National Security Strategies,
which emphasised the threat posed by bioterrorism, as well as Homeland Security Presidential
Directive-10, issued in 2004, which called for the creation of a national programme of layered
defences against biological weapons attacks.25
As public attention surrounding the anthrax attacks receded and infectious diseases such
as SARS and EVD came to the fore, US strategy and policy documents shifted away from an
explicit emphasis on biological weapons to a focus on biosecurity, covering all measures to
prepare and respond to naturally occurring and man-made biological threats. The National
Strategy for Countering Biological Threats and the National Health Security Strategy in 2009,
as well as the 2010 and 2015 National Security Strategies, explicitly linked health and security,
emphasising the need to strengthen public health systems worldwide to combat emerging
infectious diseases.26

The definition and scope of health security
remained contested even as it was elevated to a
national priority and enshrined in US policy.
The Trump administration expanded the health-security nexus with the 2018 National Biodefense
Strategy (NBS), which coordinated inter-agency efforts to defend against and respond to naturally
occurring, accidental, or deliberate biological threats. The administration also published the
2019 Global Health Security Strategy (GHSS), which outlined the US approach to strengthening
global health security.27 Building on the 2018 National Security Strategy, the NBS reiterated that
detection, prevention, and response to disease outbreaks were essential to protect the American
people. It explicitly framed its prioritisation of biodefense and health issues in security terms:
‘Health security means taking care of the American people in the face of biological threats
to our homeland and to our interests abroad’.28 These strategies, which were mandated by
Congress, sought to coordinate and harmonise the work being done by government agencies
in the biodefense and biosecurity sphere. Yet in March 2020, experts from the Government
Accountability Office testified before Congress that there were still no detailed processes
or responsibilities for joint decision-making within the biodefense enterprise, much less an
approach that allowed agencies to work together to define and manage risk.29 In other words, the
definition and scope of health security remained contested even as it was elevated to a national
priority and enshrined in US policy.
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Emergence and Evolution of the UK Approach
The evolution of the health-security linkage in the UK is more difficult to trace, as relatively little
information exists in the public domain. The UK actively supported US efforts to encourage
the UN to address the issue of HIV/AIDS, which it viewed as symbiotically linked to armed
conflict and civil unrest.30 After the collapse of the negotiations on a legally-binding verification
and compliance protocol for the Biological and Toxin Weapons Convention (BTWC), the UK
Foreign and Commonwealth Office drew up a ‘Green Paper’ in 2002 in an effort to identify
alternative potential regulatory measures.31 This paper argued that ‘greater efforts to tackle the
threat posed by natural infectious disease to human, animal and plant health’ were necessary
in order to combat the threat posed by biological weapons.32 In other strategy documents,
British leaders indicated that health could be an important issue for stability and, in turn,
impact counter-terrorism and counter-proliferation efforts.33 However, there is little other
information publicly available to suggest that policymakers were considering the threats posed
by disease to national and international security in the early 2000s. With the exception of the
SARS outbreak in 2003, there were relatively few major outbreaks during this period, and those
epidemics that did emerge, such as the 2006 cholera outbreak in Angola, received little media
attention in western countries, which may explain why policy positions in the UK and the US
remained stagnant during this time.
The policy emphasis on infectious diseases became more explicit in 2008, when the UK
government issued its first National Security Strategy. The document cited pandemics as a
threat ‘to individual citizens and to our way of life, as well as to the integrity and interests of
the state’, and identified both bioterrorism and state-level proliferation of biological weapons
as security challenges facing the UK, along with other chemical, biological, radiological, and
nuclear-related issues, i.e., CBRN.34 Similarly, the 2008 National Risk Register – published
in conjunction with the National Security Strategy in order to provide advice to people and
businesses within the UK on preparing for civil emergencies – cited pandemic influenza, in
addition to new and emerging diseases, as possible risks to the UK.35 Over the next decade, UK
strategy and policy documents gave increasing prominence to health threats: the 2010 National
Security Strategy noted that the risk of pandemics, particularly influenza, was ‘one of the
highest we face’, while the 2015 strategy described health security as a ‘major area of global
risk’, and devoted an entire subsection to the nature of the threat and the UK’s response.36 As in
earlier policy papers, these documents also emphasised the threat of biological weapons use
in the context of CBRN more broadly.
In addition to biological weapons, the UK focused particularly on pandemic influenza,
developing three response plans between 2011 and 2014: the ‘Influenza Pandemic
Preparedness Strategy’, the ‘Health and Social Care Influenza Pandemic Preparedness and
Response’, and the ‘Pandemic Influenza Response Plan’.37 To test these plans, the government
ran a national flu exercise in October 2016, codenamed Operation Cygnus, which showed that
the National Health Service (NHS) would be critically overstretched in a pandemic, yet the
plans were not rewritten.38
By 2018, the UK published its first National Biological Security Strategy, which sought to ‘take
a truly comprehensive approach’ to meet the risk of an infectious disease outbreak, whether
it stemmed from natural, accidental, or deliberate causes.39 Like the National Biodefense
Strategy, the UK’s National Biological Security Strategy was intended to improve coordination
and capabilities between government departments, and it laid out an ‘all-hazards’ approach
that would encompass work on natural, accidental, and deliberate risks from human, animal,
and plant health. This approach represented a larger departure for the UK government,
however, which previously had not issued a comprehensive strategy and instead made
passing reference to the risk of disease in relation to influenza outbreaks. The government
was unable to build on the strategy’s recommendations: a planned parliamentary inquiry on
implementation of the strategy’s commitments in October 2019 was cancelled due to Brexit.40
More broadly, Brexit detracted away from the focus on health policy, hampering the UK
government’s ability to strengthen the emerging global health architecture.
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Multilateral Cooperation on Health Security
As the US and the UK have sought to define the intersection between health and security,
they have simultaneously driven a discussion of these issues at the international level. Initially,
however, international cooperation on global health issues progressed slowly and was primarily
focused on the threat of bioterrorism. Indeed, in the wake of 9/11, then-US Secretary of Health
and Human Services Tommy Thompson suggested that like-minded countries, including
Canada, France, Germany, Italy, Japan, Mexico, the UK, and the US, as well as the European
Commission and the WHO, should hold a meeting at the ministerial level to share best practices
and address global health security.41 In November 2001, Canada hosted the first meeting of
this informal group, culminating in the formation of the Global Health Security Initiative (GHSI).42
Other multilateral initiatives, such as the Proliferation Security Initiative and the G8 Global
Partnership Against the Spread of Weapons and Materials of Mass Destruction, brought together
multilateral coalitions to address threats from weapons of mass destruction, including biological
weapons and their delivery systems.43 Discussions in the WHO and the BTWC were expanded to
encompass, respectively, the WHO’s role in responding to the deliberate use of biological agents
and the implementation of treaty obligations at the national level to prevent bioterrorism.44

Fundamental disagreements on the definition of
health security persist, resulting in a wide variety of
domestic policies that inhibit deeper multilateral
cooperation on health crises.
As the SARS pandemic brought attention to the need for disease surveillance and a coordinated
response in 2003, international cooperation began to shift away from bioterrorism towards a
broader health security focus. The US and the UK played leading roles in the development of
international frameworks to combat avian and pandemic influenza.45 Moreover, both countries
engaged in multilateral negotiations to revise the 2005 International Health Regulations (IHR
2005), which reinforced the focus on global health security by requiring all states parties
‘to develop core capacities to detect, assess, report, and respond to potential public health
emergencies of international concern’.46 Even during the negotiations of these revisions, however,
concerns about biological weapons and other weapons of mass destruction continued to play
a major role. The US and other countries wanted the IHR 2005 to require that member states
notify the WHO about any CBRN events in their territory, regardless of whether those events had
any public health impact, and to give the WHO the authority to conduct field investigations into
suspected intentional CBRN use, as well as other provisions incorporating international security
elements into the IHR. Some parties, particularly Latin American countries, strongly objected to
any explicit reference to CBRN and expressed concern that field investigations would be used to
conduct espionage or as a pretext for military action.47 Although this opposition was not limited
to members of the Global South (Japan, for example, spoke out strongly against the CBRN
elements’ inclusion), there is strong evidence of a Southern bloc.48
The climax of this evolution occurred in 2014 with the creation of the Global Health Security
Agenda (GHSA), the result of ‘intensified interagency deliberations’ about the issue of global
health security.49 In contrast to GHSI, which focused on bioterrorism and was limited to a select
group of like-minded countries, GHSA expanded its membership to overcome the Global NorthSouth divide that had begun to emerge over the linkage between CBRN and health security.
The divergence and tensions about the inclusion of traditional security issues, such as biological
weapons within the concept of health security, are further manifested in debates within the WHO.
In a World Health Assembly meeting in 2007, for example, member states adopted different
views on the meaning of health security.50 The Prime Minister of Norway stated that health was
a ‘foreign policy issue’, and the representative from Iran argued that security from disease ‘will
depend on increased collaboration between developed and developing countries’.51 By contrast,
Ghana’s representative remarked, ‘our response to the high burden of diseases has been to
invest and continue to invest in biomedical technology, drugs, hospitals and health centres,
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which do not produce health, but deal with ill health. Most of our Ministries of Health can better
be described as Ministries of Ill-health’.52 Ghana’s emphasis on ‘de-medicalizing health’ led to a
very different domestic approach to health security focused on upstream social determinants of
health, such as poverty, education, and race or ethnic background.
For more than two decades, the US and the UK have sought to develop and refine the concept
of health security at the national and international levels. Their approaches have often focused
on the ways in which health risks can threaten societies and undermine stability. Still, not all
governments or institutions have agreed that this is the correct framing of the issue. Fundamental
disagreements on the definition of health security persist, resulting in a wide variety of domestic
policies that inhibit deeper multilateral cooperation on health crises. Beyond this lack of
normative cohesiveness and conceptual clarity, however, the securitisation of public and global
entails, even at the domestic level, policy trade-offs that must be weighed.
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III. Policy Trade-offs in Securitising Infectious Disease:
Challenging the Conventional Wisdom
As a result of international fragmentation and disagreement, COVID-19 has laid bare structural
weaknesses in global health governance and domestic public health systems. While many
countries faced shortages of hospital beds, medical supplies and personal protective equipment,
laboratory testing equipment and capacity, and medical personnel, the US and the UK, in
particular, struggled to contain the outbreak despite holding the top two spots in the Global
Health Security Index of pandemic preparedness.53 In fact, the unwillingness of the US and the
UK to restrict travel is believed to have accelerated the spread of the disease.54

As a result of international fragmentation and
disagreement, COVID-19 has laid bare structural
weaknesses in global health governance and
domestic public health systems.
There was also stiff animosity over the actions of international health organisations. The WHO, for
example, was sharply criticised – most vocally by then-US President Donald Trump – for failing
to hold China to account for a lack of transparency about the COVID-19 outbreak and to warn
other countries of the likely consequences of the virus.55 While criticism of the WHO and China
may be warranted, the failure to respond collectively to COVID-19 is a shared responsibility. As
WHO Director-General Dr. Tedros Adhanom Ghebreyesus has remarked, ‘all of us must look in the
mirror: WHO, every Member State, all involved in the response’, and should consider ‘whether our
global health architecture is fit for purpose’.56
On its face, the securitisation of health might appear to have distinct advantages. Efforts to
promote a linkage between health and security, for example, have resulted in greater national
and international attention to and funding for health-related issues. However, on closer
inspection, some of these assumptions underpinning the argument for securitising public health
do not fully stand up to scrutiny. In this section, we discuss three assumptions that most cogently
reveal the policy trade-offs of securitising infectious disease.

Assumption 1: Health securitisation generates resources for responding to
severe disease outbreaks.
The most prevalent argument for securitising health is that doing so brings more funding,
attention, and political support to health issues. The EVD outbreak in 2014, for example, led to the
adoption of UN Security Council Resolution 2177, the creation of the first UN emergency health
mission, and the deployment of 3,000 US military troops to Liberia.57 Public health experts have
grown frustrated with the lack of prioritisation and attention given to the spread of infectious
diseases, and many have welcomed the additional financial and human resources that result
from identifying health as a national or international security concern.58
However, public health challenges can be considered foreign policy issues without necessarily
being identified as security threats. Thus, care is warranted when deciding which health issues
should be regarded as a priority and through which lens to approach them. Indeed, certain
health concerns, such as poliomyelitis, malnutrition, tuberculosis, or malaria, do not threaten
to destabilise societies the way policymakers feared HIV/AIDS or EVD would and have little
connection with traditional biodefense. But their eradication still requires sustained financial
funding and international political commitment. Other countries could well see spill-over effects
from these health challenges if not addressed and therefore would benefit from making their
eradication a foreign policy priority, even without an added security dimension.
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Infectious diseases tend to be the health concerns most often designated as threats to national
or international security. It is a common trope that communicable diseases ‘know no borders’,
so policymakers in western countries have emphasised the risks of infectious diseases out of
a fear that their own populations would be affected. Nevertheless, this prioritisation could lead
to a misallocation of resources, with fewer resources devoted to other critical health issues,
such as age-related diseases, maternal mortality, and malnutrition.59 Such health issues may
have less obvious short-term effects than infectious diseases, but can be equally devastating to
global stability in their toll on health and emergency response services, the burden they exact on
economic and social development, and the increased susceptibility to infectious diseases that
they present.60

By framing health crises as security threats,
resources that should go to strengthening public
health systems may be diverted to other policy
priorities.
Capacity-building programmes funded by the US, for example, often focus on disease
surveillance, vaccination programmes, improving laboratory capacities, research and
development of medical countermeasures, and outbreak responses, all of which (with the
possible exception of vaccination campaigns) are geared primarily towards containing an
outbreak, rather than making improvements to public health systems that could prevent such
outbreaks from occurring or mitigate their impact.61 Equally, while the core funding of the WHO
roughly reflects the division of the world’s health burden between infectious diseases, noncommunicable diseases, and injury, 60 per cent of the extra-budgetary funding is reserved for
infectious diseases, as compared to 3.9 per cent for non-communicable disease and 3.4 per cent
for injuries in 2008.62 Extra-budgetary funding, which is provided by a limited number of specific
donors, accounts for a majority of the WHO’s budget growth in the past decade, rising from
48.8 per cent to 77.3 per cent of WHO funding between 1998 and 2008.63
Furthermore, by framing health crises as security threats, resources that should go to
strengthening public health systems may be diverted to other policy priorities. The US opioid
epidemic is a clear example of this problem: the Department of Homeland Security during the
Trump administration reportedly framed the prevalence of illegal fentanyl as a WMD issue –
hyping the threat of the use of fentanyl for a chemical weapons attack – in order to acquire more
funding for the WMD office.64 In short, although securitising health has succeeded in securing
more funding, attention, and political support to health issues both domestically and at the
international level, these short-term gains may be outweighed by the risk of focusing narrowly
on specific health crisis, resulting in the diverting of resources at the expense of longer-term
investments and expenditures.

Assumption 2: Securitisation fosters multilateral cooperation on public
health problems.
As in the case of COVID-19, the identification of certain infectious diseases as security threats
has in the past strengthened cooperation on the development of diagnostics, therapeutics,
and vaccines. For instance, the securitisation of HIV/AIDS prompted many African governments
to scale up awareness and treatment programmes, which resulted in additional international
funding.65 It also incentivised the US Congress to mandate that the military use its research
capacity to engage in HIV vaccine research, and contributed to the WHO’s adoption of the
revised International Health Regulations.66 States and international organisations are thus more
likely to take health issues seriously if they are viewed through the lens of national security
and to engage more proactively in international cooperation to mitigate or eradicate threats.
Such cooperation – whether through the provision of financial or technical support, better
communication, or the sharing of expertise – may be critical to containing and mitigating the
threat posed by the rapid spread of infectious diseases beyond national borders.
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Yet disagreements surrounding the definition of health security have led to a growing perception
that the focus of health security is on preventing potential threats to western countries, with little
regard for the Global South or the promotion of individual health and well-being.67 While the
WHO has championed the concept of health security, some member states have been far less
enthusiastic. Brazil, in particular, has criticised the WHO for including the term in a report on IHR
implementation and for stating that the IHRs were ‘an important instrument for ensuring that the
goal of international public health security is fully met’, since the IHRs do not themselves contain
any reference to security.68 Along with allies such as Indonesia, India, and Thailand, Brazil has
also objected to suggestions put forward by members of the European Union that global health
security or international law should take precedence over national regulations, stating that it is
‘not committed to working under the security concept’.69

Disagreements surrounding the definition of health
security have led to a growing perception that the
focus of health security is on preventing potential
threats to western countries, with little regard for
the Global South or the promotion of individual
health and well-being.
The scepticism among some developing countries about the merits of the health security
paradigm has been coupled with an overall concern about health inequities and the structure
of global health governance.70 Perceptions about health inequity have occasionally impeded
cooperation between developed and developing countries on health initiatives such as samplesharing or communicable disease surveillance programmes. While the US and the UK assess
that universal adherence to the GHSA will address health inequities, not all countries support this
approach. For example, during the 2006 H5N1 pandemic, Indonesia refused to share its national
virus samples with the rest of the international community without guaranteed access to vaccines
and other benefits that might be developed from those samples.71 When US government officials
and western public health journalists criticised Indonesia for, in their view, putting global health
security at risk in an attempt to profit from the virus samples, Indonesia pushed back, and
the resultant disagreement led to the closure of a US Department of Defense Naval Medical
Research unit in Jakarta.72 In short, framing disease as a security threat does not necessarily
engender international cooperation and can instead inflame political tensions.

Assumption 3: Synergy between national security and public health
communities is necessary for rapid responses.
While military engagement in public and global health has a long history, the last two decades
in particular reflect deepening military involvement in global health issues.73 In the early days of
the COVID-19 pandemic, political and military leaders in the US and the UK across the political
spectrum supported leveraging the military to respond to health crises given its resource and
logistical capabilities.74 The profligate use of war metaphors to describe COVID-19 has only
further contributed to a militarised mind-set that implies that the military is the most appropriate
actor to neutralise public health threats.75
The US military, for example, has been intimately involved in Operation Warp Speed, the US
campaign for COVID-19 vaccine and therapeutic development and distribution. An organisational
chart of the $10 billion initiative reveals that military personnel vastly outnumber civilian
scientists.76 Many of these military officials have never been involved in health care or vaccine
development, although they reportedly defer to their civilian counterparts on questions of public
health.77 The role of the military, at least within the US and the UK, has been largely limited to
contracting and logistical issues, such as providing security and maintenance of the cold chain
infrastructure, setting up vaccine manufacturing facilities, and offering programme support.
This approach represents a significant departure from previous pandemics such as the H1N1
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outbreak of 2009, in which the Centers for Disease Control and Prevention (CDC) had the central
role in vaccine distribution.78 In the UK, meanwhile, the Ministry of Defence has confirmed that
the military response to COVID-19 is the largest-ever homeland military operation in peacetime.79
Together with the NHS, the UK armed forces have been deployed to support the operation
of vaccine centres and the administration of injections, in addition to being a reserve force on
standby to assist the NHS should it be necessary.80 Moreover, military personnel have been
called in to support other elements of the COVID-19 response, including providing planning
support, building hospitals, and constructing and staffing testing sites.81
The response to the COVID-19 pandemic, including the development and distribution of
vaccines, has been a massive logistical undertaking. In many ways, early calls from political and
military leaders to turn to the military made sense, as it has processes and partnerships from
previous operations that could be adapted to meet the current challenge. Still, the reliance on
the military to respond to the pandemic has several important ramifications. Should the military
be called upon to perform more traditional defence activities at the same time as it carries out a
disease response, its involvement in the health sector might prove unsustainable. An increasing
dependence on the military for health response has occurred during a period of relative peace;
if an outbreak were to occur while service members are carrying out more traditional kinetic
operations, they would have difficulty carrying out both missions simultaneously – and the health
mission would likely suffer.82
To be sure, the military is accustomed to dealing with competing priorities and would allocate
its resources accordingly. However, the long-term economic impact of COVID-19 remains
unclear, and it is very likely that the Pentagon and the UK Ministry of Defence will have to make
hard decisions about spending cuts in the future.83 Should that be the case, if the military is
forced to cease health-related interventions on which the public has come to depend, negative
perceptions of the military could emerge, thereby creating additional security risks.84 Conversely,
it is possible that the financial and personnel costs of military involvement in the COVID-19
response might be detrimental to operations elsewhere. Moreover, if policymakers are able to
rely on the comparatively well-financed US and UK militaries to carry out health roles, they may
decide to make further budgetary cuts to health programmes and services.

The framing of health security – and especially
the overreliance on the military as part of
pandemic response – could, at best, undermine
the very mechanisms that have been established
to promote health; at worst, it could become
an additional tool of repression in the hands of
authoritarian regimes.
Second, characterising disease as a security threat might make it easier for governments
to implement extreme or undemocratic measures. Many world leaders have praised the
effectiveness of the lockdowns and technological surveillance adopted in China, Singapore,
and South Korea in mitigating the spread of COVID-19, and western analysts have begun to
ask whether such measures might be worth the human rights cost.85 Other political leaders
and governments have taken advantage of the pandemic as a convenient excuse to curtail
freedoms and centralise power: in Hungary, elections have been suspended and Prime Minister
Viktor Orbán will continue governing for an undetermined length of time; in the Philippines,
President Rodrigo Duterte has ordered police to shoot anyone violating lockdown orders;
and in Uzbekistan, quarantined individuals must relinquish their cell phones and bank cards.86
Such harsh restrictions are neither new nor unique to the current pandemic. Indeed, during
the HIV/AIDS pandemic, a number of policies abrogated the civil liberties of people living with
the disease and of immigrants from countries with high prevalence of cases. These policies
included housing denial, compulsory HIV or tuberculosis screening, and job dismissal, as well
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as, in the most egregious case, the US detention of Haitian refugees in Guantánamo Bay.87
A curtailing of rights has occurred in other public health responses. In one notable case, the
South African government faced criticism for its forced isolation of extensively drug-resistant
tuberculosis patients in its attempt to stop transmission.88 There are countless other examples
of infringements upon civil liberties in the midst of public health crises. Although one may argue
that the severity of the situation demands radical measures, casting infectious disease as a
security threat makes it easier for the state to rely on the military and other coercive tools in
implementing these restrictions, and, in some cases, further strengthening authoritarianism.
Finally, the securitisation of public health reinforces the misperception that health initiatives
have been used as a cover for political or military objectives. This is particularly problematic as
it can stigmatise any future efforts to provide health assistance. Vaccinators in conflict-prone
areas of Pakistan reported hostility to their efforts due to perceptions that they are part of a
western-led conspiracy.89 In Cuba, the US Agency for International Development funded an
HIV prevention workshop that purportedly aimed simultaneously to recruit political activists to
undermine the current regime.90 Such ploys are likely to lend fodder to anti-vaccination or other
conspiracy theories that could prevent vaccine take-up and endanger aid workers or health
clinics.91 They can also undermine health diplomacy by framing health not as an area where
international cooperation is valuable and necessary, but as an arena for great-power politics. In
other words, the framing of health security – and especially the overreliance on the military as
part of pandemic response – could, at best, undermine the very mechanisms that have been
established to promote health; at worst, it could become an additional tool of repression in the
hands of authoritarian regimes.
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IV. Conclusion and Policy Recommendations
In the wake of COVID-19, the international community has an unprecedented opportunity to
reshape the global health architecture. The pandemic has laid bare the inequities within and
between health systems, as well as the hollowness of calls for international collaboration on health
issues. Health security is often touted as a multilateral initiative with collective benefits. In the
words of UN Deputy Secretary-General Amina Mohammed, states must accept the reality that ‘in
an interconnected world, we are only as strong as the weakest health system’.92 The emphasis on
response and disease containment, however, has often resulted in short-sighted policy solutions,
rather than on the prevention of future outbreaks. Instead of cooperating or collaborating to meet
the common goal of health equity, states have pursued narrow national interests, often at the
expense of fostering greater international cooperation on global health issues.
Addressing these problems requires developing an alternative approach to global health based
on the principles of justice, equity, and collective responsibility. To that end, we recommend
that the US and the UK lead the way, as they have successfully done in the past, in adopting the
following steps:

1. Move away from securitised responses to health in favour of a traditional public
health approach that prioritises human health and well-being as a component of
foreign policy.
To date, most health security initiatives have been state-centric and focused on mitigating or
eradicating infectious diseases, such as HIV/AIDS, EVD, and COVID-19. These efforts, while
important, neglect underlying chronic conditions and broader structural problems with health
systems around the world. Smallpox or polio eradication efforts, for example, have not been
coupled with sufficient investment in health systems or efforts to strengthen the provision of
health care, and funding and political attention to health issues has waxed and waned with the
spread of disease.93 Moreover, these interventions are often conducted by private foundations
or through public-private partnerships, rather than at the behest of governments. While
these foundations emphasise the importance of strengthening health systems, their financial
contributions often are targeted more narrowly to disease-specific programming.94
Instead, policymakers should focus additional resources on addressing the wider determinants
of health that exacerbate the impact of disease outbreaks, such as access to quality health care,
education, and clean water. One framework for determining such allocation of resources is the
2030 Agenda for Sustainable Development and the corresponding 17 Sustainable Development
Goals (SDGs).95 Of note is SDG 3, which aims to ensure healthy living and well-being among
the global population. SDG 3 has nine ‘outcome targets’ (circumstances to be achieved) and
four ‘means to achieving’ targets. Rather than focusing narrowly on infectious diseases by
approaching global health issues through the lens of security, developed countries can focus
their efforts on achieving these targets. According to this paradigm, the emphasis should be
on ensuring universal health coverage and strengthening health care systems.96 This requires
investment of financial and human resources in improving the health of global populations,
specifically ensuring that all people have access to ‘the staff, stuff, spaces and systems’ required
to fight disease.97

2. Maintain a separate focus on biodefense in the appropriate fora.
Ensuring that countries can respond to a biological weapons attack will likely continue to be an
important element of US and UK foreign policy. Consequently, it is critical to continue to question
the assumption that investment in biodefense strengthens public health capabilities and vice
versa. While enhancing national and international disease surveillance capacities may serve this
dual purpose to some degree, there are other instances whereby focusing on bioterrorism may
divert scarce resources away from improving health systems. Furthermore, allowing public health
issues to dominate the security discourse and related fora (such as the BTWC) distracts attention
from their fundamental purposes, since those institutions were established to address different
objectives and do not have the appropriate tools to address public health crises.
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3. Strengthen existing global health institutions to facilitate multilateral cooperation.
The WHO has struggled to fulfil its mandate in crisis scenarios; the COVID-19 pandemic is simply
the latest in a series of outbreaks during which the WHO has underperformed.98 Part of the blame
can be ascribed to its unsustainable financial footing and the lack of attention to its core budget
from its member states’ domestic legislatures. At present, more than 75 per cent of the WHO’s
budget is derived from extra-budgetary contributions that can be earmarked for particular
purposes.99 Most of these extra-budgetary contributions have prioritised specific infectious
diseases.100 Moreover, since 1993, the WHO has been under a ‘zero nominal growth’ policy, which
does not account for inflation, much less for the organisation’s increase in responsibilities over
the past two decades. This explains its reliance on extra-budgetary contributions, as well as on
public-private partnerships – without these innovations, it would not have the resources to fulfil
its responsibilities.101 Governments which make extra-budgetary contributions to the WHO have
undue influence over its agenda, often encouraging disease-specific programming which may
not align with global health priorities.

The disease-by-disease, emergency-by-emergency
approach to global health security has resulted
in fragmented international responses to disease
prevention and mitigation. If the WHO is to
continue to play a central role in global health,
it must have access to sufficient, sustained, and
diversified funding streams.
Compounding this problem is the perception that the WHO bends to political pressure,
stemming from the WHO’s dual mandate to support governments and act as an independent
arbiter on global health issues. This dual mandate creates a gap between what the WHO’s nature
as a member-state organisation will allow it to do (which is primarily to serve in a monitoring and
advisory capacity) and the expectation that it will play an operational role in epidemic response.102
As a result, a variety of other global health institutions, such as GAVI, the Vaccine Alliance, the
Coalition for Epidemic Prevention Innovation, the Global Fund to Fight AIDS, Tuberculosis, and
Malaria, and the UN Mission for Ebola Emergency Response, as well as regional organisations,
such as the African Union, have stepped in when the WHO has struggled to fulfil its role. Donors
have sometimes chosen to put money towards these institutions rather than to the core budget
of the WHO.
The disease-by-disease, emergency-by-emergency approach to global health security has
resulted in fragmented international responses to disease prevention and mitigation. If the WHO
is to continue to play a central role in global health, it must have access to sufficient, sustained,
and diversified funding streams. As it currently stands, there is a significant disconnect between
the role that policymakers seem to believe the WHO should play in both pandemic response
and global health more generally and the amount of funding they are willing to provide. A first
step towards addressing this issue would be to provide the WHO with additional unrestricted
funding and to encourage international partners, such as the members of the G20, to do the
same. Additionally, encouraging the WHO to outsource some of its responsibilities to other
global health institutions could help the WHO regain its focus and make better use of its existing
budget.

4. Promote equitable vaccine distribution and long-term funding for vaccine and
medical countermeasure development.
At the height of the COVID-19 pandemic, wealthy countries, such as the US and the UK,
have engaged in vaccine nationalism, which is not only immoral but detrimental to reducing
transmission globally.103 The US and the UK have amassed large stockpiles of COVID-19 vaccines
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for their populations, inking bilateral deals with pharmaceutical companies to secure their
supply.104 And while the US and the UK have joined COVAX, formally known as the COVID-19
Global Access Facility – a platform to facilitate the equitable international distribution of effective
COVID-19 vaccines – this initiative has fallen far short of the Biden administration’s stated goal of
vaccinating 70 per cent of the world by 2022.105 As of September 2021, COVAX has sent out 311
million vaccine doses to 143 countries, falling behind schedule on its goal to vaccinate 2 billion
people by the end of the year.106
The security lens through which the US and the UK have viewed global health for the past two
decades encourages the danger of vaccine nationalism. If health security is about preventing
threats to the domestic population, it stands to reason that governments would prioritise
protection of that population first and foremost, regardless of the moral implications or the
potential long-term consequences.
Meanwhile, the Global South has seen surging infections through the summer of 2021: countries
in Africa, South America, and Southeast Asia reported sustained and significant increases
and, in some cases, record case numbers.107 These same areas have struggled to acquire and
distribute vaccine doses: only 1.4 per cent of people in low-income countries have received at
least one dose of a COVID-19 vaccine.108 It is difficult for the US and the UK to argue that they are
working to, in the words of the GHSA, ‘achieve the vision of a world safe and secure from global
health threats posed by infectious diseases’, when they have placed orders to cover their entire
population (or in the case of the UK, more than five times their population) while lower-income
countries have such low vaccination rates.
In addition to moral costs, prioritising vaccination of the developing world at the expense of
developing countries could have devastating and prolonged effects on an already fragile global
economy.109 It is also, as the WHO Director-General put it, ‘epidemiologically self-defeating and
clinically counterproductive’.110 If people in developing countries cannot access vaccines, this will
provide conditions for new mutations and variants to arise, and current vaccines may not provide
protection against all of those strains, as is already being seen.
Aiding in the equitable distribution of vaccines is one way countries can reduce the risk of new
variants developing and spreading.111 In the near term, governments should waive patents
and other intellectual property protection related to vaccines and other COVID-19 medical
technologies until the pandemic has abated.112 For those governments that still have purchase
agreements in place with vaccine manufacturers, they could also consider abandoning those
agreements in order to avoid competing with COVAX for the remaining doses.113
Cooperation on vaccine access should extend beyond periods of crisis. Poorer countries often
lack the necessary infrastructure to develop medical treatments and vaccines. Multilateral
funding mechanisms for the development of vaccines and other medical countermeasures
are needed to provide a more systematic and cooperative approach to global health research.
This should include providing additional funding to COVAX to ensure the development and
manufacturing of second- or third-generation vaccines that would be more cost-effective to
produce and affordable for developing countries. The US and the UK should consider providing
financing to boost vaccine production capacity in other regions so that developing countries are
not reliant on the provision of vaccines from countries with more resources.114 Sharing excess
supply from vaccine purchases and bilateral agreements with pharmaceutical companies could
also be an important component of international vaccine distribution.
The pandemic provides a unique opportunity to emphasise the need for global solidarity around
health issues, whether they are infectious disease outbreaks or chronic problems with structural
causes. While states have a duty to protect their own citizens, these efforts ultimately will be
undermined unless policymakers simultaneously prioritise efforts to equity in access to health
care and medical treatments worldwide.

IV. Conclusion and Policy Recommendations
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5. Consider adopting a multilateral pandemic preparedness treaty or other legallybinding instrument to promote enforcement of obligations.
In May 2021, WHO member states adopted a decision to discuss a new international treaty on
pandemic preparedness, an idea largely initiated and driven by the Council of the European
Union.115 In the words of the Council, ‘Such a treaty would support international efforts to reinforce
global health security, in particular on preparedness and response to health emergencies, in light
of lessons learnt from the [COVID-19] pandemic’.116 The World Health Assembly will hold a special
session in November 2021 to assess the possible benefits of such a treaty, and WHO member
states may make a decision at that session about whether to pursue negotiations.
It is not yet clear what specifically would be included in a pandemic preparedness treaty, or how
it would differ from existing obligations, such as the IHR 2005. However, existing agreements are
not legally binding and do not contain any provisions for how to respond when states fail to live up
to their obligations. The key weakness of the IHR 2005, in other words, is their lack of verification
and enforcement provisions, and a new treaty could be helpful in addressing those weaknesses.
Such a treaty could help improve trust and increase information sharing, while codifying existing
international obligations in law.
Given the length of time and level of political commitment required to negotiate a new multilateral
treaty, this may not be the most prudent approach. Alternatively, WHO states parties could consider
amending the IHR 2005 to include consequences for non-compliance. However, previous calls for
greater enforcement in the wake of the H1N1 and EVD pandemics went unheeded, and the process
of renegotiating the text would likely be equally time-consuming and politically challenging.

Challenges and Opportunities Ahead
A number of challenges could inhibit implementing a multilateral, human-centred approach to
health. First, it will be difficult to persuade policymakers grappling with their own internal issues –
whether underfunded infrastructure, income inequality, demographic instability, or any number
of other domestic shortcomings – that they should take on the responsibility of mitigating health
crises elsewhere and devote resources to problems outside their own borders. It is easy to make
the case that infectious diseases threaten a state’s domestic population and thus its stability,
and that such diseases are therefore deserving of attention from other countries. It is far more
difficult to argue that, in a world of competing policy priorities, the non-contagious health risks of
other countries’ populations should take precedence on a policy agenda. Such investment could,
however, help prevent a future global crisis, which would ultimately be more cost-effective.
The fact that many countries responded to COVID-19 by turning inwards and focusing on alleviating
their own disease burden does not augur well for the development of multilateral approaches to
the next major pandemic or health crisis. Nor is it likely that many countries will trust the US and
the UK to have their best interests at heart, given the collapse of solidarity and cohesion between
states during the current pandemic. Calls for the international community to invest in the WHO and
other multilateral institutions by increasing their annual contributions and providing a platform for
health activists may ring hollow in the wake of populist and nationalist movements that have gained
momentum in the past decade. Any attempt to move towards a human-centred approach to health
security must consider the need to rebuild trust and relationships. This process will take time.
Adopting a global health agenda that strives to protect people around the world and promote
international collaboration will require visionary leadership. For the past two decades, progress on
global health security has largely been driven by a small group of western countries, with the US
and the UK at the helm. Realising a revived approach to global health based on justice, equity, and
collective responsibility will require those countries to take a more inclusive approach and to listen
to voices from the Global South when they speak about their priorities, even when these priorities
conflict. The benefits of following this more inclusive approach will be substantial, not just in
mitigating the next global pandemic, but also in creating a healthier and safer world for all.
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