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Categorizing H1N1 – The Pandemic
Alert Phases

A key aspect of the WHO’s pandemic management strategy is the
organization’s official definitions of pandemic categories. This chapter
illustrates the WHO’s attempt to define the concept of ‘pandemic’
through its Pandemic Alert Phases. H1N1 was technically categorized
as a ‘pandemic’ as a result of this official classificatory schema. The
act of categorization was central to the controversy surrounding H1N1.
The widely perceived miscategorization of the disease rendered the con-
cept of ‘pandemic’, and the WHO itself, open to critique. Sociologically
speaking, this can be explained by the powerful role of categorization
within social life, and specifically within scientific debate. In theorizing
the importance of classifications in the case of H1N1, this chapter pro-
vides an account of the function of categories, demonstrating that the
WHO’s failure to effectively produce a robust definition of ‘pandemic’
within its phases was essential to the contestation over H1N1. The
ill-defined phases were not singularly a result of the WHO’s institutional
processes. Rather, the very idea of phase definitions was predisposed
to vulnerability, given that the concept ‘pandemic’ was an indistinct
boundary object. Furthermore, the scientific and institutional structures
surrounding the phase categorization tended to produce simplistic defi-
nitions, which cannot adequately reflect the complex manifestations of
disease.

To appreciate the significance of the phase definitions, it is necessary
to first give a brief overview of their use within the WHO. The Pan-
demic Alert Phases are the official set of WHO definitions surrounding
the level of preparation that is necessary to combat a potential influenza
pandemic threat. They serve as a signal of the pandemic potential of
any circulating viral strain. Member states then react to this signal in
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formulating management strategies. The phases are set to reflect the
estimated probability of a pandemic, with Phase 6 indicating a pan-
demic in progress (WHO, 2009: 27). The organization’s overarching
narrative about its definitions was that ‘The phases are applicable to
the entire world and provide a global framework to aid countries in
pandemic preparedness and response planning’ (WHO, 2009: 24). Phase
declarations therefore act as an important indicator of risk and a method
through which to distribute key information and conceptualizations of
pandemic threats from the WHO to its member states.

The pandemic phases were redefined just prior to the first recorded
incidence of H1N1. This redefinition was outlined in the updated ver-
sion of the organization’s ‘core document’ regarding influenza manage-
ment, the Pandemic Influenza Preparedness and Response (2009) guidance
document, which was produced by the Global Influenza Programme.
Here the organization outlined the phases, asserting that the 2009 def-
inition ‘Retains the six-phase structure [from the earlier 2005 version]
but regroups and re-defines the phases to more accurately reflect pan-
demic risk and the epidemiological situation based upon observable
phenomenon’ (WHO, 2009: 3). However, the WHO’s new definitions
were poorly developed and contributed to its difficulties in the manage-
ment of H1N1. As will be demonstrated in Chapter 6, this redefinition
of the phases immediately prior to the incidence of H1N1 presented one
avenue for the condemnation of the WHO by other global actors.

In respect of H1N1, member states were confused by, and reacted with
criticism to, the WHO’s conceptualization of the pandemic phases. From
the early stages of the H1N1 threat there was an intense level of scrutiny
surrounding the phases, both in terms of the WHO’s categories and in
the context of its timing of phase increases. In addition to the conster-
nation surrounding the 2009 redefinitions, the practical implications
of the phases produced confusion; the WHO and its wider audience
(here, particularly member states) adopted divergent interpretations of
the implications of the phase categories. This contestation will be cov-
ered in depth in Chapter 6. Here, the WHO’s perspective and discourse
surrounding the phases will be focused upon. It is argued that, com-
bined with the WHO’s failure to produce a consistent and robust risk
discourse, the failure of the WHO to have effectively created a common
understanding of the phases resulted in a wider definitional problem
for the organization. This led to widespread criticism and eventual re-
evaluation of the phases. The controversy also undermined the concept
of an H1N1 pandemic as a whole and weakened the WHO’s claims to
legitimacy.
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The controversy surrounding the phase definitions can be explained
through a reflection on the sociological importance and impact of
classificatory schemes. Classification is intrinsic to thought and social
structures (Foucault, 1970; Lewin, 1994; Moscovici, 1988). As such, a
great deal of classical and contemporary sociological work deals with the
problem of classification, either explicitly (in attempts to understand
classificatory schema) or implicitly (in themselves producing method-
ological or theoretical classifications of social phenomena). The more
explicit sociological theorization regarding the role of classifications
will be discussed here in order to explain the impact of the WHO’s
classificatory scheme upon the construction of the H1N1 pandemic.
Classifications are socially significant in a number of ways. In theorizing
or conceptualizing a novel phenomena, there is a tendency to think in
terms of analogies to phenomena which are already socially understood,
recognized or defined (Douglas, 1969, 1973; Friese, 2010; Sontag, 1978).
Institutionalized classificatory schema, such as the WHO’s Pandemic
Alert Phases, are a way in which this type of analogizing is formalized
(Lewin, 1994). Placing phenomena or ideas into a classificatory category
is thereby a key epistemological strategy, which allows for understand-
ing a phenomenon in relation to another which is already ‘known’
(Lewin, 1994; Martin, 2004; Martin & Lynch, 2009).

The success of a classificatory scheme lies not in its correspondence to
some external objective realty but instead in its correspondence with the
discourse of the thought collective which created it. This concept is well
expounded in Foucault’s (1970) example of the classification of imagi-
nary beings, or Douglas’ (1969) example of the classification of animals
according to the book of Leviticus. These two examples show the func-
tion of categories in upholding existing social boundaries. In the context
of Western scientific theory, Kuhn and Fleck demonstrate that classifi-
catory knowledge is a product of the prevailing paradigm, discourse or
disciplinary thought-style (Fleck, 1979; Kuhn, 1970). From this it is clear
that the classificatory schemes which are thought to explain the world
are actually a method of constituting it (Freeman & Frisina, 2010; Lewin,
1994; Vaihinger, 1949). Nevertheless, on occasions where classifications
are constructed to serve a practical (rather than a purely theoretical) pur-
pose, the schema must also fulfil its functional role. In the case of the
pandemic phases, this role was to assist member states in recognizing
and managing a pandemic threat. Thus although, as the construction-
ists suggest, classifications can always be differently constructed, in the
case of the phases it was critical that the WHO chose a construction
which was both robust and fulfilled its functions.
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The WHO’s pandemic phases became a site of considerable contro-
versy because they did not accomplish the circumscribed functional
objectives. I argue here that while categories are socially constructed,
they can simultaneously serve to fill a functional purpose. Those
theorists who emphasize the functionality of classificatory schema
(e.g. Durkheim and Mauss (1963) classically, or Douglas (1969, 1973))
provide a convincing argument for the functional role of categoriza-
tion. Such theorists emphasize the importance of classifications in
circumscribing social roles and maintaining social boundaries and order.
However, a theoretical emphasis upon functionalism can only partially
explain the utility of classifications. Constructionist approaches also
provide insight, suggesting that classifications in themselves produce
the social ‘facts’ which they claim to elucidate. Such theorists emphasize
the often arbitrary and power-laden nature of classifications in the pro-
duction of social reality (Haraway, 1991; MacKenzie & Wajcman, 1999;
Treacher & Wright, 1982). In explaining the case of H1N1, a medium
between these two positions can be reached – the category of ‘pan-
demic’, while a product of social and institutional forces, attempts to
explain an observable phenomenon for a specified purpose.

In the context of scientific knowledge production, such as defining
the concept of ‘pandemic’ and categorizing its ‘phases’, the act of clas-
sification is pivotal to understanding ‘natural’ phenomena. Scientific
knowledge fundamentally consists of classificatory schema. These are
recognized within scientific disciplines to mirror objectively defined
differences or similarities in the natural world. Debates about classifi-
cation are therefore at the centre of scientific work. In fact, shifts in
scientific thought can be conceptualized as the outcome of the con-
tinuous revision of classificatory schema. However, this is not meant
to imply that there is some form of ‘best’ or ‘correct’ form of classifica-
tion – classifications often reflect a particular institutional or disciplinary
perspective (Fleck, 1979; Foucault, 1970; Lewin, 1994; Martin & Lynch,
2009). Nonetheless, schemes can be either functional or non-functional
with respect to the purposes for which they were created. In the present
example, the phase categorizations are not conceptualized here as some-
how objectively ‘incorrect’; rather, they did not serve the function
for which they were produced, which was to aid member states in
assessing and managing their risk, and thereby reduce uncertainty.
Through this, an implicit role of the phases was also to legitimize
the role of the WHO as arbiter of pandemic events, which (as this
chapter demonstrates) was another function which was not effectively
fulfilled.
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When considering the use of classification in the natural sciences,
such schemata do indeed exhibit a type of functionality in terms of
discipline-bound knowledge production (Bowker & Star, 1999; Dupre,
2006; Swistak, 1990). As such, the pertinent question concerns the
relationship between the phenomenon observed and the classificatory
scheme which assumes to convey knowledge surrounding it. In the
case of H1N1, its characteristics were fitted into the classification of a
Phase 6 ‘pandemic’ but diverged too far from the implicitly understood
(black-boxed) conception of what a pandemic constitutes. As a result,
both the classificatory scheme and the WHO’s credibility in relation to
influenza pandemics came under contestation. This is because, though a
social/political construction, the WHO’s phase definitions failed to fulfil
its function.

The discipline-bound production of categories serves to simplify the
explanation of phenomena and eliminate other potential competing
accounts (Freeman & Frisina, 2010; Lewin, 1994). This is done through
judgements of what constitutes normal/standard characteristics within
a given category and where the boundaries between different categories
lie (Derksen, 2000). Within the sciences, every classification is a trans-
lation from a complex natural phenomenon (the spread of the H1N1
virus) into the conceptual scheme which is available to represent it (the
Pandemic Alert Phases). It is also a collective process which is socially
validated by the scientists who are working on the problem (here, the
WHO expert panels) (Freeman & Frisina, 2010). To make judgements
regarding both the classificatory scheme and the phenomena which fit
into it, the descriptions of the natural world need to be simplified and
unified. This process also eliminates a plurality of potential perspectives
born from other thought collectives or disciplinary communities (each
of which would be adequate in its own terms) (Jasanoff, 2004a; Lewin,
1994). Through such schema, phenomena either get bound together
(where differences are ignored and similarities emphasized) or rendered
distinct (where differences are exaggerated).

To be able to place any specific phenomenon within a classificatory
scheme, it is also necessary to clearly define what counts as a member of
a particular category. Such placement is thereby ‘an achievement in a field
of alternate epistemic categories’ (Martin & Lynch, 2009: 246). Placing
H1N1 into the category ‘Pandemic Phase 6’ involved a set of judgements
surrounding what that phase meant. It also involved an act of rendering
the object of the H1N1 virus docile (Martin & Lynch, 2009) and simpli-
fied. As has been demonstrated, the virus had to be (re)constructed as a
pandemic strain in order to be counted as such. This demonstrates the
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effect of the WHO upon the constitution of H1N1. The virus could only
have become a ‘pandemic’ as a result of the institutional act of catego-
rization. However, the WHO failed to properly translate H1N1 into the
category ‘pandemic’, leaving both itself and the concept of ‘pandemic’
open to criticism. This was most evident at both the start and the end
of the pandemic event, as discussed in detail in this chapter.

The presumed function of the Pandemic Alert Phases

The WHO’s pandemic phases set out to distinguish the degree of prepa-
ration needed in reaction to any influenza strain that threatens to
develop into a pandemic. The phases classify what does and does not
constitutes a concern by outlining the factors which define a pandemic,
or (in the earlier phases) a potential pandemic. Once the categoriza-
tion (the alert phases) had been formed, any specific phenomenon in
question (here, the H1N1 virus) is measured against the predefined cri-
teria. That is, the H1N1 virus was epistemologically constituted as a
pandemic at the point where it fitted into the WHO’s category of Phase
6 pandemic. The classificatory scheme is therefore not purely theoret-
ical, as in some scientific work, but also performative (Austin, 1980;
Bowker & Star, 1991; Friese, 2010; Martin & Lynch, 2009). At every
phase in which the virus was classified, national governments were
expected to enact preparatory measures which correspond to the level of
threat. In this way the WHO’s phases provided a performative discourse
which constituted an important interface between meaning-making and
action.

The phases evoked certain types of action because the categories
serve to define the virus through classification. Once a classificatory
scheme has been produced, it tends to acquire a taken-for-granted
nature, where the categories are presumed to be ‘natural’/‘true’ (Douglas,
1969; Foucault, 1970; Martin & Lynch, 2009). Although intended pri-
marily as a description, the phases also implicitly predict and explain
the nature of pandemics. This is because it is impossible to describe
merely what constitutes a pandemic without simultaneously impart-
ing conceptualizations of the nature of ‘pandemics’ as a category state.
This act of definition therefore foreshadows what constitutes effective
action against a pandemic. As such, to ascribe a virus to the category
‘pandemic’ is also to constitute it. Phenomena are only constituted as
ontologically distinct when they are rendered classifiable (Latour, 2005;
Martin & Lynch, 2009). Thus H1N1 became a global matter of inter-
est and concern as a consequence of its classification as a pandemic.
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In turn, this classification was itself a result of the construction of the
initial classificatory schema – the alert phases. As well as placing H1N1
into the category of ‘pandemic’, it also distanced the virus from previous
(or other potential) conceptualizations.

In the perspective of many other actors, H1N1 did not represent a
genuine pandemic threat. However, when it was placed by the WHO
into the category Phase 6 pandemic, it was therefore constituted as such
in terms of both discourse and policy. The reason for this was two-fold.
First, as has been demonstrated in previous chapters, the translation and
conceptualization of the H1N1 virus and its associated risks was fragile.
Second, the WHO’s Pandemic Alert Phases were themselves not defini-
tionally robust. The WHO claimed that the phases described states of
risk and indicated recommended reactions to a pandemic threat. How-
ever, on the whole, the characteristics which were chosen to measure
the phases did not fulfil this aim. To demonstrate this it is first neces-
sary to illustrate the way in which the organization conceptualized the
categories.

One important aspect of the WHO’s depiction was the way in which
the phases were created. That is, it was strongly maintained that the
pandemic phases were constructed through a collaborative process of
scientific experts. Here it was suggested that

The phases are the result of a consensus between WHO and its Mem-
ber States. It is the result of a number of technical consultations
where Member States were invited to discuss and to conclude that
the phases that are currently in the Pandemic Preparedness Guideline
are probably the best way to approach this phenomenon.

(Briand, 08/05/09)

And again, in relation to the revised 2009 version, it was suggested by
the WHO that

In terms of the WHO Pandemic Alert Phases . . . WHO has worked
with countries and scientists over the past two years to really improve
[them]. They have been around for a while . . . going back to the late
1990s, but in an effort to update the guidance to Member States, what
we did is to sit down with a very large number of scientists and public
health people from around the world . . .

(Fukuda, 11/05/09)

As these statements demonstrate, the WHO texts suggested that the
organization was not solely responsible for producing the phases. By
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citing collaboration with member states and scientific experts in the
process, the WHO diffused the responsibility for the outcome. Further-
more, as suggested by co-productionist theory, this very plurality of
perspectives and users may have resulted in the (over)simplification of
the phases, to the ultimate detriment of their utility (Jasanoff, 2004b;
Shackley & Wynne, 1996; Shrader-Frechette, 1993). In the presence
of competing perspectives, the WHO had to favour one above oth-
ers, and simplify real-world events in producing an all-encompassing
classificatory scheme.

The utility of the phases reflects the WHO’s position within global
public health. Its role is to monitor disease threats and to determine
phase increases as deemed necessary. National governments then act as
a reaction to the WHO’s announcements. In this way, accounting for
phase increases is pivotal to the task of the organization in pandemic
management. However, for the WHO, these declarations did not in
themselves determine the actions of member states. The WHO asserted
that it was not predominately responsible for the actions that were taken
by member states in reaction to its announcement of phase increases
for H1N1. For example, it asserted that ‘these are tools – the Phases are
tools really to help countries in their efforts to be ready for pandemic
influenza . . . ’ (Fukuda, 26/05/09). The phases are suggestive of prepara-
tory actions, but from the WHO’s perspective the responsibility lies with
the national governments as to what a specific phase change might indi-
cate for their particular national conditions. Thus both descriptions of
the production of the phases and descriptions of the meaning of the
phases served to minimize the responsibility of the WHO and to obscure
the function of the classification. This obfuscation in part weakened the
functionality of the phases.

Furthermore, while the WHO distanced itself from the responsibility
for the phases, other aspects of the categorization were also unclear. One
important area is that of risk and severity. In some instances the WHO
acknowledged that the phase categories do indeed serve as a measure of
pandemic threat. In the context of phase increases,

it was also felt that given the rapidly developing situation, that it
was important to send a strong signal to countries [by increasing
the phase], that now is a good time to strengthen preparations for
possible pandemic influenza . . .

(Fukuda, 27/04/09b)

In this quote it is evident that the phase changes are conceptualized as
a signal made by the WHO to member states to perform preparatory
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actions. Phases are also conceptualized here as corresponding to levels
of threat.

Nevertheless, the WHO narrative surrounding phases simultaneously
(and counterintuitively) also served to suggest that they did not repre-
sent a clear indication of the nature of the pandemic severity. Here it
was proposed that

One of the things to understand about pandemic Phases that is really
important, is that these Phases are not intended to be a barometer
of epidemiology per se. This is not a measurement of epidemiology
per se, but it is really a warning and an alert to countries and to
the global populations, that the risk of this new virus spreading and
reaching their countries is now judged to be significantly higher and
it is really a call for governments and people to really take stronger
preparations, to move ahead and take the preparations that they need
in order to reduce the health impact of the new virus.

(Fukuda, 30/04/09)

Here the transition through phases is asserted not to express an epi-
demiological reality but to ‘alert’ governments regarding spread. The
epistemological shift that is occurring here is a transformation from
the ‘pandemic’ state that signifies a risk of severe disease to signify-
ing an appraisal of geographical spread. Using these examples it is clear
that movement through the alert phases was suggested to serve as a
signal from the WHO that member states should escalate their prepa-
rations, but it is equally unclear as to how (or if) the phases measure
risk in the sense of epidemiological impact. Thus the organization failed
to present an adequate representation of practical actions to be taken,
undermining the presumed utility of the phases.

The quote below further illustrates these contradictions in meaning,
responsibility and function, and particularly the problematic concept of
‘severity’:

I would just like to speak a few words about what a possible move
to Phase 6 [full pandemic phase] might mean. Pandemics are seri-
ous, but it is important to know that Phase 6 describes geographical
spreads of the disease not its severity. We do not know how severe or
mild this pandemic might be. History has shown us that disease activ-
ity in the past pandemics is like a patchwork, while every country is
ultimately affected, the state of the development of the epidemic in
any given country can be very different at the same time. Therefore
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measures taken by governments will differ, depending on the state of
the development of the epidemic in that country. This is the time for
us to prepare and be ready.

(Ryan, 02/05/09)

This extract suggests that it is geographical spread which represents the
quality of the threat that is being measured, as opposed to severity (risk
and impact). This means that the proposed link between phase increases
and increased preparation is highly tenuous. Thus, in this context
(and as has been presented in Chapter 3) the inability to demonstrate
severity/risk in a robust manner made the WHO’s account highly prob-
lematic. Furthermore, the utility of the phases was minimized by the
suggestion that they might not reflect local conditions. Taken together,
this formed the basis of questioning and criticizing the phases.

Thus the WHO’s definition of the phases revolved around descriptions
of the geographical spread of the virus and the implied susceptibility
of populations, overlooking severity. Given that the pandemic phase
definitions were produced by the WHO before the H1N1 threat, this
discounting of severity within the classifications was not a result of
the organization attempting to ‘create’ the scare. A more persuasive
explanation can be found with reference to the organizational and
social structures in which the phases were produced. One explanation
for overlooking severity may be found in the climate of risk percep-
tion surrounding infectious disease threats in which the current phases
have been established (Abeysinghe & White, 2011; Brown et al., 2009;
Eichelberger, 2007). This is evident in the following statement:

Just to go back to the whole reason for why we have the Phases, why
we have been working on pandemic preparedness, as you know one
of the main dangers that we have been focussed on through the past
three, four, five years, has been H5N1 and avian influenza. This is
really something that drove the pandemic preparedness process very
hard, and that was one of the reasons why we have worked pretty
hard to update guidance and clarify the Phases. And again, it is not
just H5N1, but I think one of the lessons from SARS and the other
global outbreaks that we have dealt with over the last number of
years . . .

(Fukuda, 11/05/09)

While both H5N1 (avian influenza) and SARS were never declared
pandemics, they were respiratory illnesses of a similar nature and
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similarly perceived as threatening. The current response to H1N1 was
framed in the context of the experience of these two past threats; it
was clearly suggested that the 2009 phases were modelled in part as
a response to these. Notable here is that both H5N1 and SARS were
not declared pandemics because those threats’ geographical concentra-
tion (for SARS) and their inefficient mode of transmission (for H5N1)
excluded them from the classifications. However, they were similar
to each other in that they both resulted in high rates of morbidity
(i.e. when an individual did contract one of these viruses, their chances
of severe disease or death were high). Both H5N1 and SARS were severe
diseases in the black-boxed sense, whereas H1N1 was characterized by
low morbidity and mortality, and thereby ‘mild’. It can be argued that
to some extent the phases left out the notion of severity because it was
not a contentious characteristic in the WHO’s previous experience of
influenza threats – severity was assumed. Nonetheless, the exclusion of
severity as a defining characteristic of the phases was a key oversight,
and it decreased the functionality of the categorizations as a whole.

During the process of defining the pandemic phases, the severity of
a pandemic was taken for granted and other definitional factors were
focused upon. Overlooking severity was significant because this resulted
in a classificatory problem for the WHO in the case of H1N1. Here the
technical characteristics of a Phase 6 pandemic (as measured by spread
and novelty) were present, but impact – that is, severity – was not. This
eventually resulted in both the construction of the H1N1 threat and the
phases themselves being made vulnerable to criticism.

Heightening alert phases and declaring a pandemic

The criticism of the pandemic phases revolved around two (seemingly
contradictory) questions which arose at different temporal points in
the event. During the later stages of H1N1’s spread, questions revolved
around whether a pandemic declaration had been necessary and, finally,
when a post-pandemic period would be announced. However, dur-
ing the early predeclaration period, critics in fact argued that phase
increases were occurring too slowly. Both of these criticisms can be
explained through the imprecise nature of the phase categories, which
rendered them liable to diverse interpretations and diminished their
functionality.

A key function of scientific classifications, particularly in the context
of risk, is to erase uncertainty (Derksen, 2000; Martin & Lynch, 2009).
Translating a phenomenon into a classificatory category constitutes it
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in accordance with the category’s defining characteristics. So classify-
ing H1N1 as a Phase 6 pandemic constituted it as a pandemic disease.
Thus, when effectively employed, classifications eliminate ambiguity by
definitively placing the phenomenon into a class of things. (In this
case the uncertainty to be abrogated was the question surrounding
how the virus should be managed). This act of erasing uncertainty is
central to scientific practice. To be constituted as a scientific ‘fact’, an
idea/phenomenon needs to exhibit defined and constant characteris-
tics. Furthermore, any uncertainty surrounding the classification must
become covered so as to maintain the solidity of the construction. The
fact has to be rendered into an unquestionable reality in itself (Fleck,
1979). A good example of this erasure of uncertainty can be found in
Martin and Lynch’s (2009) description of the early research that was
aimed at counting the number of human chromosomes. They found
that agreeing on a number of chromosomes was far more important to
the disciplinary community than actually getting the number ‘correct’.
This was because uncertainty surrounding the number impeded research
and theorization. In the case of pandemics, ambiguity surrounding the
level of threat leads to uncertainty in the level of risk posed.

In this way a key function of the pandemic phases was to reduce
uncertainty. However, this function was not fulfilled. This was due to
the fundamental ambiguity and contestation surrounding the phases.
During the early stages of the threat, most of the critical discussion of
the WHO’s actions centred on its timing of the phase declarations. From
the earliest discussions, the WHO’s representatives offered suggestions
that H1N1 was likely to result in a pandemic. For example, by only
26 April 2009 (immediately subsequent to the detection of H1N1), it
was suggested that

we appear to be in a situation where one of the swine viruses appears
to be affecting [a] significant [number] of people in at least a couple
of different countries in different locations. This situation has raised
questions about whether we are entering into a pandemic period.

(Fukuda, 26/04/09)

This provides some indication of the short timeframe during which
the WHO was making its management decisions. From the initial
development of the threat there was a clear pre-emptive expectation
within the organization that H1N1 was likely to constitute a pandemic.
Nevertheless, at the time, despite the suggested evidence of geograph-
ical spread (upon which the phases are defined) and the presumption
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that a pandemic was imminent, movement through the phases was
slower than the phase guidelines would dictate. The WHO was criti-
cized because the situation had often fulfilled the definitions of a certain
phase long before the phase change was implemented. This was a result
of the conflict between the function of the phases (to recommend action
and measure risk) and their definition (which relied upon geographical
spread). This discordance between the function and the actual mea-
surement was the source of the failure of the phases as an effective
classificatory scheme.

To fully explicate this failure, it is necessary to elaborate upon the way
in which the WHO conceptualized each phase, and in doing so defended
its decision not to escalate phases. At the time of the first alert, the H1N1
threat was set at a Phase 3 (limited human transmission) warning. The
discussion early on revolved around what an increase to Phase 4 would
imply and why an update was not taken more swiftly by the WHO. With
regard to these issues, the WHO’s representative suggested:

If we go to Phase 4 because of the swine influenza virus, it basically
means that we believe that the virus has significance, or a potential
pandemic virus . . . that it is able to transmit from person to person
and cause large outbreaks. This is a pretty big change from Phase 3 to
Phase 4.

(Fukuda, 26/04/09)

Again, note that even within these early stages of the threat, the poten-
tial for a pandemic was emphasized, but the increases in phase were not
made by the WHO. The following is a description of Phase 4:

In pandemic level 4 – 4 is basically when human-to-human transmis-
sion, or sustained human-to-human transmission is limited to one
relatively contained geographical area and it is felt that there is a
possibility of a containment effort being successful . . . [elaborates on
containment strategies] . . . So that is pandemic level 4, and basically
as you can understand it is more of a very punctual concentrated local
effort. And that is normally undertaken when there is only sustained
human-to-human transmission in one given area.

(Härtl, 27/04/09)

Given this definition, it is understandable that questions arose regard-
ing the lack of phase increases. From the first few days of the threat it
was clear that sustained human-to-human transmission in Mexico was
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Graph 4.1 H1N1 geographic spread over countries and territories

indeed occurring, which fitted the definition of Phase 4 (WHO Situation
Updates, 2009/2010). In fact, as shown in Graph 4.1, spread over mul-
tiple geographic regions (signifying that even higher phases could have
been implemented than were announced) occurred very swiftly in the
case of H1N1.

Graph 4.1, which has been produced using the WHO’s daily epidemi-
ological updates, shows that geographic spread of H1N1 occurred very
quickly in the early period of the threat. (The gap indicates the period
where data regarding spread across countries was not released). As can
be seen here, within a few days the disease had spread across multiple
countries. This created difficulty in the context of phases, the definition
of which was based upon geography but sought to monitor risk.

Similar questioning of the WHO occurred when there was a lack of
movement towards Phase 5. This phase represents an increase in poten-
tial impact and sustained community level outbreaks in at least two
countries (WHO, 2009: 27), which, as Graph 4.1 shows, had occurred
within a few days of the WHO’s reporting of H1N1. At the time it was
proposed that

If we go to Phase 5 and 6, that basically indicated without going into
details, that the virus has shown the ability and is spreading around
the world. So it is really a geographical spread around the world.

(Fukuda, 26/04/09)
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As this quote suggests, Phase 5 represents a large-scale mobilization
against a disease. H1N1 had fulfilled the category characteristics very
early on in events, but the ambiguity surrounding risk prevented the
WHO from declaring the phase increase (reinforcing the inadequacy of
the phase definitions). Again, the mobilization of preparatory actions
indicated by this phase change is evident:

So the question is in pandemic level 5, that would mean that
we are seeing various foci of community transmission over several
generations in geographically different places. If we make the deter-
mination, or if the determination is made now or in the coming
days that there is sustained community level transmission, then that
means that the virus is much more widespread and in that case there
would be decisions needed to be made on switching over vaccine
production from seasonal vaccine to pandemic vaccine. There would
be other decisions needed on stock of antivirals . . . [and] . . . on health
system provision because you can expect that if there are large, large
numbers of cases then maybe health systems will be overrun so you
would have to start triaging cases and ensuring that you deal with
different types of cases differently.

(Härtl, 27/04/09)

It is notable in these quotes that the concept of spread is emphasized
rather than severity. With regard to moving to Phase 6 from here (a full
pandemic declaration), spread is again noted as the chief characteristic:

To go back to what Phase 6 mean[s]. The idea of Phase 6 was to cap-
ture how was this virus spreading and how far it has spread . . . we are
really trying to get a handle on how far has it spread out and has it
really established itself in different parts of the world.

(Ben Embarek, 04/05/09)

Thus, the notion of severity is conspicuous here in its absence. In more
clear examples of this, which serve to actually distance the phases from
their purported purpose, it is suggested that

There is some confusion about whether going to Phase 6 says any-
thing about the severity of disease. These are separate issues and
I hope everybody is very clear about it . . . Phase 6 means that we
are seeing continued spread of the virus to countries outside of one
region, and we are seeing community outbreaks occur in multiple
regions of the world, it really tells us that the virus has established
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itself, and that we can expect to see disease in most countries of the
world. But that is different from the severity of the pandemic.

(Ben Embarek, 04/05/09)

And again,

When we look at the current Phases – the definition of Phase 6 – right
now you see it is very clear. It simply says that you have community
level transmission in a country outside of the region in which we are
seeing transmission going on now at the community level.

(Fukuda, 26/05/09)

The exclusion of severity in the construction of the phases became the
main site of controversy. The classifications depended upon geograph-
ical spread, but in the case of H1N1 such spread occurred very rapidly
(as demonstrated in Graph 4.1). Thus the phases were designed to indi-
cate risk but they depended instead upon spread – in H1N1 they faced
a disease with high spread but (arguably) low global risk. The inadequa-
cies in the definition of the phases (as indicators of pandemic risk) were
thereby highlighted through this case, leaving the WHO and its phases
susceptible to critique.

This lack of correlation between severity and phase changes rendered
the classificatory scheme dysfunctional. The press questions (and the
representatives’ answers) with regard to the slowness of declaring phase
increases illuminates some of the WHO’s attempts to reconcile this dis-
crepancy, and its inability to effectively do so. For example, early in the
threat (26 April), one reporter questioned:

You said yesterday the Emergency Committee wanted to buy more
time, but to many people here in the real world it looks very much
like [this] does not fit the definition of Phase 3, and I am hearing
from people in the infection control sector that this is really making
life difficult for them. They don’t know if they are going to 4, 5, 6,
sometime in the next few days . . . Should they be operating under the
assumption that this is probably a pandemic?

(Fukuda, 26/04/09)

To this the response was:

whenever we face any emergency situation there is of course a
balance between the need to have a fair amount of information so
that we feel that our decisions and our assessments are based on solid
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grounds. On the other hand, I think we are also mindful of the need
for different groups to act and to make decisions. Now, if WHO goes
ahead and makes a declaration that the phase has changed, then this
is really a very serious signal to the world . . . We want to make sure
we are on pretty good solid grounds.

(Fukuda, 26/04/09)

This exchange suggests that, in part, the (delay in) phase changes was
motivated by the desire on the part of the WHO not to send ‘strong
signals’ (which might instigate panic) until the decision could be ade-
quately justified through evidence of impact as well as spread. It also
reinforces the role of scientific uncertainty in the WHO’s actions. In an
additional early exchange, another reporter makes similar observations:

Given the description that you have just put out, it would seem that
we have spread across continents, although there hasn’t been com-
munity level transmission. Would it not have been expedient for the
WHO to have perhaps stepped up some of its warnings or some of its
actions given what we have now.

(Härtl, 27/04/09)

In response to this question the WHO’s representative asserted:

I am not sure what WHO could have done that it hasn’t already done.
I think the extent of this event only became clear to the world in
the course of the past week and already on the night from Thurs-
day (23 April) to Friday (24 April) we went into 24 hour emergency
mode . . .

(Härtl, 27/04/09)

Thus early in the development the WHO was already defensive, and
heavily scrutinized on the matter of phases due to the fact that the
progression of H1N1 did not conform to the expected progression of a
pandemic as outlined by the phase definitions. The classificatory scheme
reflected the organization’s assumption that a widely spreading virus
would necessarily signify high threat. However, this was not the case
with respect to H1N1. Thus the phase classification did not fulfil its func-
tional objectives, weakening the WHO’s claim to authority in defining
pandemic events.

Furthermore, the WHO did not wish to declare a pandemic or increase
phases before member countries could be made cognizant of what such
statements entailed or before the risk was more clearly defined. This



Categorizing H1N1 81

demonstrates confusion in the practical implications of the phases.
As examples of this, the WHO’s representatives stated that

Another question that has come up is that ‘Are we in Phase 6 [full
pandemic] now, or why haven’t we declared Phased 6 now?’ In here
I think I simply want to say that we know that this virus is spread-
ing and we are now seeing that activity is picking up in a number of
countries and this is, as I had mentioned before last week, we know
that we’re getting closer to probably a pandemic situation. But in the
period of time since we last discussed this, I want to you know that
WHO has been working extremely hard in terms of preparing coun-
tries, in terms of preparing populations for what a potential move to
Phase 6 or pandemic would entail.

For example, there is work that is being undertaken right now so peo-
ple understand really what does a pandemic mean, what does going
to Phase 6 mean? Does this mean we are seeing something really
severe change? Does this mean that there is a need for drastic actions
to be taken? And here I point out that by going to Phase 6, what this
would mean is that the spread of the virus has continued and that
activity has become established in at least two regions of the world.
It does not mean that the severity of the situation has increased and
that people are getting seriously sick at higher number or higher rates
than they are right now.

(Fukuda, 09/06/09)

In these statements, although according to the classificatory criteria a
pandemic already technically existed, the declaration was withheld until
expectations of events could be better managed and until the WHO
could more successfully define the case and position the global reac-
tion. This represents a failure in the classificatory scheme, which set out
to fulfil these definitional and performative functions but was actually
ill defined.

The failure of the phases as a classificatory scheme is reinforced
through an exchange where a journalist (David Brown, Washington Post)
questions why the pandemic has not been declared since, by the WHO’s
own definitions, the situation appears to warrant it. In this exchange,
Brown says:

if you could please address the question of why there seems to be so
much reluctance on going to Phase 6? It is a very clear definition.
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The point was made, you know, long ago, that it does not measure
severity. What is to be lost by saying that it is community spreading,
in the community and more than one place – which it obviously is –
more than one region, we are going to go to Phase 6 and it is a mild
Phase 6. Why not just bite the bullet?

(Fukuda, 26/05/09)

In response was as follows:

The answer to that is really almost another question which is: ‘what is
to be gained by going to another Phase?’ . . . Right now, when we look
at the request: ‘Why cannot WHO look at going to Phase 6’ coming
from the countries, there are a couple of concerns here. One of them
is that in many of the countries they do not see H1 activity going
on, and in these countries with the few cases, things are relatively
mild. And so, behind that question is the sense that many countries
are already doing things that are necessary right now to address the
situation. But if you go and declare Phase 6 without very clear evi-
dence that there is a sort of change in the global situation, it can lead
to extra work for countries without much gain, it can lead to some
level of panic, it can lead to some level of cynicism that something
is being declared but which is not usefully producing something in
terms of public health benefit and gain.

(Fukuda, 26/05/09)

This quote might serve to indicate that even at this stage (predeclara-
tion) of the event the WHO was attempting to minimize potential future
criticisms of prematurely/unnecessarily calling a pandemic and attempt-
ing to manage expectations, even though WHO guidelines suggested
that the wide spread (and novelty) of H1N1 defined it as a pandemic
strain almost immediately after its discovery. The WHO was put in
this position due to the incongruity of the phase classifications with
the general understanding of ‘pandemic’. It needed to actively manage
the member states’ expectations in a way that the phases were actually
supposed to have (seemingly ‘scientifically’) defined.

On the whole, the WHO’s description of H1N1 as characterized
by particular pandemic phases was unclear throughout the course of
the pandemic. This was the result of the failure of the organization
to effectively define the risk. The phases mirrored the geographical
progress of a pandemic. However, the organization did not subscribe
to its own definitions in declaring phases for H1N1. This was due to
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the fact that, while the phases are publicly assumed (i.e. by WHO
member states) to characterize risk, they did not fulfil this function.
In the case of H1N1, the phases were not escalated in accordance
with their technical description due to the fact that the impact of
the virus was indeterminate. However, this lack of definitional convic-
tion led to questions regarding the validity of the phases and in turn
undermined the legitimacy of the WHO in characterizing H1N1 as a
pandemic.

Declaring the end of a pandemic: The problem
of uncertainty

The inadequacy of the phase classifications was also highly evident
in the later stages of events. The full Phase 6 pandemic was declared by
the WHO on 11 June 2009. Almost immediately following this, towards
the end of 2009, critics began to suggest that the end of the pandemic
should be declared by the WHO. In particular, media questions centred
on the suggestion that the decreasing spread and therefore caseload of
infection indicated that the pandemic threat had passed. For the WHO,
declaring the end of the pandemic was a difficult process for a number
of reasons. In the case of H1N1, due to the fact that it had never been a
severe pandemic, a clear ‘end’ was indeterminable. The Pandemic Alert
Phases were ill defined in categorizing exactly what a post-pandemic
period entailed. Eventually, following an extended period of ambigu-
ity, the post-pandemic phase was declared by Chan on 10 August 2010,
when she announced: ‘We are now moving into the post-pandemic
period. The new H1N1 virus has largely run its course’ (Chan, 10/09/10).
However, as with many aspects of the WHO’s reaction, the declaration
of a post-pandemic period was contested and characterized by a lack of
solid definition.

Prior to the declaration of the post-pandemic period, the WHO
needed to justify its continued assertions of the ‘pandemic’ (Phase 6)
classification of H1N1. This was done through reference to the histor-
ical experience of pandemics. Similar to the allusions to the historical
pandemic events outlined in Chapter 2, it was suggested that history
should provide a guide for declaring the end of the pandemic. Thus

in terms of how we move from a pandemic period to a non-pandemic
period. Again if we look back at history for some guidance, we will
see that we typically have a period in which pandemic infections are
quite high. Then we go to a transition period in which those newly
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emerged viruses, pandemic viruses, often become seasonal influenza
viruses.

(Fukuda, 03/12/09)

The question for the WHO, then, became one of distinguishing the
point at which a transition period was entered (the pandemic period fin-
ished) and a non-pandemic period began. With regard to this distinction
it was pointed out that

the ending of the pandemic is not an on and off phenomenon, we
really expect it to be more of a trailing off phenomenon, it does not
happen overnight.

(Fukuda, 18/02/10)

This illustrates the inadequacies of the classificatory scheme – it did not
form a clear distinction between these two states (pandemic and non-
pandemic). Furthermore, its effects were to portray pandemic events as
clearly defined with a distinct endpoint. As a result, the WHO proposed
that an ambiguous transition period was necessary, including

the post-peak period which is the transition period as well as the
post-pandemic period which signifies when we have quite a good
expectation that we are really getting close to the normal period out
of the pandemic period.

(Fukuda, 18/02/10)

Here,

The practical effect of indicating that we are in a post-peak period
is really to give a broad signal to the world that even though we
may continue to see pandemic activity that we expect that we are
transitioning more towards a normal level.

(Fukuda, 18/02/10)

However, although it was acknowledged that such a transition period
was necessary, it was difficult for the WHO to effectively distinguish a
point at which the end of the pandemic could be declared for H1N1,
due to both its ineffective classifications and the mild manifestation of
the disease.

For many months prior to declaring the end of the pandemic, the
WHO’s representatives had to constantly produce statements to justify
the continued pandemic state. For instance,
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Now we are about 8 months into the pandemic and one of the com-
mon questions coming to us is, that the pandemic is over, is it time
to call it, and really the answer is, that it is still too early to make such
a call.

(Fukuda, 17/12/09)

Now one of the first points reflecting questions coming to WHO
is that it really probably remains too early to call the pandemic
over.

(Fukuda, 17/12/09)

So again I want to point out at this time, we believe that it is too early
to say that the pandemic is over.

(Fukuda, 17/12/09)

Now I think at this point again, I want to point out that the pandemic
continues.

(Fukuda, 14/01/10)

In addition to such outright comments, the justification for the contin-
uation of a pandemic was asserted in several ways.

The distinction with seasonal influenza presented an important point
of note in the WHO’s characterization of a pandemic (see Chapter 3).
The end of the pandemic was likewise identified through reference to
seasonal strains. Thus Chan suggested that, in defining a post-pandemic
period,

First and foremost, we are looking for whether or not there would
be out-of-season outbreaks, as we saw last year in both northern and
southern hemispheres . . .

And further that a seasonal-like pattern needed to be observed:

Now, the second point is we notice that in countries with H1N1
transmission, the level of intensity is now moving back to a pat-
tern similar to the seasonal influenza pattern. The third thing we
observed in all these countries that we have been getting good data,
there is no longer a dominance of the H1N1 virus as we saw last
year. We are seeing a mixed virus pattern. By that we mean we see
H1N1 virus; [but] we also see H3N2 and we also see Influenza B
virus . . .
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But, last . . . is that we are seeing some level of community-wide
immunity, either due to natural infection by the H1N1 or due to
passive immunity by vaccination.

(Chan, 10/09/10)

Paradoxically, in the case of H1N1, such distinctions were in fact dif-
ficult to make. Even the post-pandemic period disease was partially
characterized by the WHO by the same features as the pandemic phase
of the disease, due to the ill-defined nature of the categories and
the lack of distinction between H1N1 and seasonal strains. For exam-
ple, in comparing H1N1 with seasonal influenza in the post-pandemic
phase,

In addition, a small proportion of people infected during the pan-
demic, including young and healthy people, develop a severe form
of primary viral pneumonia that is not typically seen during seasonal
epidemics and is especially difficult and demanding to treat. It is not
known whether this pattern will change during the post-pandemic
period, further emphasising the need for vigilance.

(Chan, 10/09/10)

The apparently ‘defining’ qualities of a pandemic were thereby rendered
ambiguous in the accounts of a post-pandemic period, as they are appar-
ently present in both contexts. This suggests that H1N1 presented a
unique challenge to the integrity of the pandemic phases; the phases
may not have undergone contestation, despite some weaknesses, had
they not been tested by the simultaneous mildness and wide spread of
the H1N1 virus.

The notion of future uncertainty was also presented in both the pan-
demic (see Chapter 4) and the post-pandemic phases, again blurring
necessary distinctions between the two states. Here the WHO suggested
that it was unclear what future course the pandemic virus would take.
Thus, still within Phase 6,

In terms of the impact of the pandemic, of the important point is
that, from the very beginning of the pandemic, we had pointed out
repeatedly that we don’t really know what the future is going to
bring. I think at this point, it is fair to say that we still haven’t fully
gone through the pandemic, and that it is possible that there could
be unexpected events which occurs as we continue to go through.

(Fukuda, 03/12/09)
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Again mid-pandemic,

in dealing with an event like the pandemic . . . there are fundamental
limitations in terms of knowing what course the pandemic is going to
take. We are always unsure whether there are going to be significant
changes in the future but we know that that can happen and if they
are going to happen we don’t know what they might be or when they
may occur. This is really something that we have always to deal with.

(Fukuda, 24/02/10)

In this way, risk and uncertainty were highlighted during this period.
Of these potential ‘unexpected events’ suggested by the WHO, possible
future waves of the infectious spread were upheld as a distinct possibil-
ity and primary source of uncertainty in maintaining a pandemic state
categorization. Thus

One of the big questions which is still before us is whether we expect
to see yet another wave of activity occur perhaps at late winter or
in the early spring months and the answer right now is that we are
simply not able to answer this question right now.

(Fukuda, 17/12/10)

And also

because it is unclear whether we will see in the northern hemi-
sphere over the next few months during the winter and spring period
another significant wave of activity and also because we do not know
yet what will happen in the southern hemisphere during its winter
months. So for these reasons, we consider that the pandemic is still
ongoing.

(Fukuda, 14/01/10)

As has been argued (Chapter 3), this state of uncertainty was emphasized
as being characteristic of the pandemic event:

Now from the very beginning WHO has gone out of its way to let
everybody know that the future course of the pandemic was uncer-
tain, that we did not have a crystal ball and could not tell you at the
beginning, which way it was going to go.

(Fukuda, 14/01/10)

In this way, uncertainty was often invoked in the WHO accounts, and
this underpinned the continued labelling of H1N1 as a ‘pandemic’.
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However the WHO account also rendered the post-pandemic period
as unpredictable. Again, this nullified attempts to distinguish the pan-
demic and post-pandemic states. Thus, in declaring the post-pandemic
period, Chan suggested that

Pandemics, like the viruses that cause them, are unpredictable. So
is the immediate post-pandemic period. There will be many ques-
tions and we will have some clear answers for only some. Continued
vigilance is extremely important and WHO has issued advice in
recommended surveillance, vaccination and clinical management
during the post-pandemic period.

(Chan, 10/09/10)

To some extent an attempt to explain this discrepancy was made by
the WHO through the suggestion that constant vigilance is necessary.
However, this only reinforces the definitional ambiguity:

As we enter the post-pandemic period, this does not mean that the
H1N1 virus has gone away. Based on experience with past pandemics,
we expect the H1N1 virus to take on the behaviour of a seasonal
influenza virus and continue to circulate for some years to come.

In the post-pandemic period, localized outbreaks of different magni-
tudes may show significant levels of H1N1 transmission.

(Chan, 10/09/10)

Through these explanations the threat of H1N1 was not represented as
significantly diminished in the post-pandemic state. This again indicates
a failure by the WHO to distinguish the ‘post-pandemic’ from the ‘pan-
demic’, and a failure of the phases as a whole with regard to providing
classificatory distinctions.

From the WHO’s perspective, the experience of uncertainty may have
underpinned its actions because it is easier for an institution to be
overly cautious than to risk complacency, in that the consequences
of non-action have potentially far greater repercussions than those
for overreaction (Levidow, 2001; Stebbing, 2009). However, this lack
of distinction between the pandemic and post-pandemic states within
the phases rendered the WHO’s construction of the event as a whole
susceptible to interrogation.

Furthermore, during Phase 6, the WHO’s representatives noted that
the public and media calls for the declaration of the end of the pan-
demic did not take into account the global nature of its spread. From



Categorizing H1N1 89

the WHO’s perspective, the fact that the H1N1 virus had spread globally
represented a vital characteristic in defining it as a pandemic threat.
In this way the continued impact of H1N1 in specific regions served as
justification for the continued pandemic classification. So,

Based on the situation, our current assessment is that it remains too
early to say that the pandemic is over. This is because we continue to
see activity at elevated levels in a number of countries.

(Fukuda, 14/01/10)

Thus ‘pandemic activity is different at different places in the world’, it
was ‘really too early to conclude that the pandemic was in a post-peak
period in many countries’ (Fukuda, 24/02/10) and for these reasons a
post-peak period could not be declared at that time. Therefore

I think that, if we look at how the world deals with these large global
events . . . some of the recommendations made at the global level cer-
tainly are blunt because they are really intended to be relevant and
germane to the world.

(Fukuda, 24/02/10)

The global attribute of an influenza pandemic is highlighted in these
justifications. Indeed, classificatory schemes often find problems when
they attempt to consolidate localized and globalized problems into a
uniform set of categorizations. There is often a disconnect between
the locally experienced reality and the simplified global categorization
(Bowker & Star, 1991; Mahajan, 2008). The WHO institutionally focused
upon a global problem, whereas the member states experienced only
national effects. To the extent that the phases served as signals for action
on the part of member states, this was a fundamental inadequacy. This
difficultly in consolidating the local and the global into one schema may
have contributed to the overall inadequacy of the pandemic phases.

This lack of distinction led to significant consternation. Upon declar-
ing the end of the pandemic, Frank Jordans (Associated Press) com-
mented that ‘Several countries started scaling back their H1N1 efforts
some months ago, yet WHO held back on downgrading the pandemic
phase until now. Why did it take so long?’ (Chan, 10/09/10). To this the
response was that

Yes, indeed, what you said is correct. Many counties in the northern
hemisphere in fact scaled back on their public health response to the



90 Pandemics, Science and Policy

H1N1 virus . . . But having said that, the World Health Organization
has a duty to monitor the global situation and that is precisely what
we are doing . . .

Now all in all, we are seeing clear signals and evidence pointing to
the fact that the world is now – and I’m talking about it at a global
level – the world is transitioning out of the pandemic into the post-
pandemic period.

(Chan, 10/09/10)

In a similar instance, the reporter Jules Caron asked that what he ‘would
like to know, between phase 6 and post-pandemic, what exactly does it
mean? What is the WHO doing now that is does, didn’t do before?’
(Fukuda, 10/09/10). To this Fukuda responded that

this action simply notifies countries that we are transitioning out of
a pandemic period in which we have seen unusual patterns related
to influenza, back to a period in which we see influenza patterns
more typical of seasonal influenza. However, during this period one
of this things which we are strongly emphasising to countries is that
it’s important to continue monitoring and (stay) alert for unusual
circumstances related to disease – this could indicate still ongoing
severity of this virus – and also be on the watch for any changes in
viruses.

(Fukuda, 10/09/10)

The evident need for vigilance in the post-pandemic period mirrored the
WHO’s discourse of uncertainty regarding the pandemic state. Here it is
evident that there was a lack of distinction between actions occurring in
the pandemic phase and those occurring in the post-pandemic phase –
surveillance and control precautions were still emphasized. This again
supports the argument surrounding the inadequacy of the phases in ful-
filling their function of prescribing pandemic management techniques.

This is further evidenced by the fact that, despite the continuous
assertion to the contrary, the notion that the pandemic was nearly
at an end was also accepted by the WHO before the official post-
pandemic announcement was made. This ambiguity in the organiza-
tion’s response reflected the ambiguity in the classification. Thus, prior
to the post-pandemic declaration,

there may be some evidence that the highest levels are now past us.
To be very succinct here, what we are hoping for is that the worst is
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behind us and that we are on a general decline in activity in some
locations and we want to point out that even if we are entering into
a period of general decline, we can anticipate that in some locations
there could be significant local upsurges of activity.

(Fukuda, 11/02/10)

In this way the WHO attempted to simultaneously represent H1N1 as
both a ‘pandemic-in-progress’ and as a ‘pandemic-past’ prior to the offi-
cial declaration of the end of the pandemic, demonstrating the lack of
sufficient classificatory demarcation.

Transition out of the pandemic state was always a matter of concern
for the WHO. Alluding to the global nature of the declaration, and
emphasizing the regulatory procedures surrounding such measures, it
was suggested that the ‘end of pandemic’ was a planned-for occurrence:

The 2009 Pandemic Preparedness Guidelines anticipated at some
point that there would be a transition out of a pandemic period but
the world would not have reached a normal state in which we would
be fully back into seasonal influenza patterns that we normally see in
a non-pandemic period and this transitioning period where the pan-
demic activity continues but may be tailing down was really called
the post-peak period. Again, the post-peak period can be considered
a transitional period in which the pandemic is continuing but there
is a scientific judgement that the worst, on a global level, is prob-
ably over – again even though there may be some local outbreaks
occurring or local upsurges.

(Fukuda, 11/02/10)

Furthermore, the WHO represented itself as responding to expert opin-
ion on this matter:

[From their referrals with 138 scientists from over 45 countries] they
really indicated that the ending of a pandemic cannot be consid-
ered an abrupt on or off situation, that there would inevitably be
a transition period . . .

(Fukuda, 11/02/10)

And

I anticipate that at least in some time in 2010 we will be discussing
this in more formal settings, more concentrated ways, to try to get
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the best scientific picture, of where we are in this pandemic, whether
we should expect a third wave in countries to come, or not, whether
we think that this is convincing information to say that we are really
moving away from the pandemic period.

(Fukuda, 03/12/10)

Thus, as with the distancing of responsibility in terms of creating the
phases, the WHO also attempted to distance itself from the responsibil-
ity of declaring an end to the pandemic and, through the allusion to
expertise, to suggest that the ‘end’ of the pandemic was an objectively
definable event. However, despite these claims to procedure, it is clear
that in reality the phases were vague and ill defined, so that the WHO
had to retrospectively engage in definitions of the process as the events
were occurring.

As with other aspects of the organization’s depiction of the H1N1
threat, its narrative surrounding pandemic phases failed to effectively
distinguish the concept of ‘pandemic’ and convey a sense of a gen-
uine risk. In terms of defining the end of the pandemic, the WHO did
not effectively depict the post-pandemic as distinct from the pandemic
period – the classification was not precise. This rendered the notion of
a pandemic, and the phases, susceptible to contestation. The WHO’s
attempts at retrospective definition merely highlighted the inadequacy
of the initial phase definitions in categorizing pandemic disease, and
they resulted in the legitimacy of the WHO itself being questioned.

(Re)defining phases: The problem of severity

To create a classificatory scale, as in the case of the pandemic phases, the
phenomenon to be classified must be rendered measureable. That is, in
order to classify the stages in a (potential) pandemic, it is necessary to be
able to define measurements for a ‘pandemic’. For something to be ren-
dered measureable, it must contain an order to be measured (e.g. mild
to severe, or pandemic potential to full pandemic), and it must contain
a quantity that can be measured (e.g. geographical spread or incidence
rate) (Swistak, 1990). Since the concept of pandemic was ill defined, it
was also difficult to define a measurement. It is clear that in this sense
the concept of ‘pandemic’ is a boundary object which is conceptual-
ized differently by different communities of actors (Shackley & Wynne,
1996). During the timeframe of H1N1, the WHO defined a ‘pandemic’
by spread of disease, but this did not effectively correspond to other
actors’ conceptualizations of ‘pandemic’ (e.g. as a severe event). Thus
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the H1N1 ‘pandemic’ is an example of a failed boundary object – the
concept came under contestation.

Attempts to measure and classify boundary objects are necessarily ten-
uous. Choosing the order and quantity to measure is difficult because
the entity is ill defined, and the choice may become almost arbitrary
(simply in order to render the phenomenon measureable). In the case
of the pandemic phases, the WHO’s decision to focus upon geographi-
cal spread as a unit of measurement (rather than morbidity or mortality
rates, for example) was a point of contestation following the case of
H1N1 (see Chapter 7). The WHO needed to define the stages of a pan-
demic in order to erase uncertainty surrounding novel influenza strains,
but the measure it chose did not fulfil the purported function of the
phases.

As a result of its deficiencies, the WHO was petitioned by member
states to reassess its phase-assessment criteria. This occurred in two sig-
nificant events: the ASEAN+3 Summit (8 May 2009) and the World
Health Assembly (WHA) (18–22 May 2009). At these events the repre-
sentatives of the member states noted the confusion surrounding the
phases and requested that the WHO should revise them.

With regard to these requests, the WHO said:

But what did happen recently, at two large meetings – one of these
was the ASEAN + 3 Meeting . . . as well as the World Health Assembly
has requested WHO to look at the situation from going to Phase 5
to Phase 6, and to make sure that we are taking into consideration
everything which ought to be considered . . . What that did was to
really lead us to go back and reassess what are the needs of countries
if we go from one Phase to another, and particularly from Phase 5
to Phase 6. What in fact is needed by countries to make that kind of
movement helpful to them? This really did take us back to looking
at severity, looking at the Phase criteria, and then consulting with a
large number of experts and also public health staff for a number of
different countries.

(Fukuda, 02/06/09)

As these statements indicate, the criticisms made by the member
states at the forums became an immediate point of discussion in
the WHO’s statements. Principally, the member states’ confusion sur-
rounded (the exclusion of) the concept of severity in the phases. The
omission of severity as a defining classificatory characteristic led govern-
ments to question the legitimacy of the phase pandemic declarations.
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They suggested that severity, rather than geographic spread, would be
a more appropriate unit of measurement for the purposes of phase
classification.

The criticisms revolved mainly around the inadequate measurement
of risk, and it was noted by the WHO that,

Really, two of the things that we are looking at in depth after the
interventions from the countries is: what level of community spread
really indicated that you have spread in the community. In addition,
there are a lot of questions from countries about severity – does the
impact on people make a difference in terms of going up to the [sic]
Phase. These are two of the issues we are really looking at right now.

(Fukuda, 26/05/09)

In this way,

At the WHA [2009], what the countries raised was a concern and
they said that currently the criteria from going to 5 and 6 are based
on geographical spread, and this is true.

(Fukuda, 22/05/09)

Again the problem of risk versus spread was evident. The member states
understood risk as being synonymous with severity, while the WHO’s
phases measured only geographical spread:

What has become clear is that it is not just the spread of the virus
which is considered important by countries who really have to act
upon the Phase changes, it is really the impact in the population.
It is this input that has to be taken in and considered in terms of the
Phase 5 to Phase 6 change.

(Fukuda, 22/50/09)

What it did was to reinforce to us that what countries are saying is
that the spread of this virus is really a phenomenon that nobody can
stop and that nobody can get in the way of, but in order to provide
tools and guidance to countries, which is really helpful to countries,
it is not enough just to say that we are at a certain Phase and that the
virus has spread to a certain extent.

(Fukuda, 02/06/09)

Such statements also reflect an attempt to deflect attention away from
severity – again trying to emphasize spread as a legitimate measurement
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criterion. Such statements also somewhat misrepresent the member
states’ concerns, which appreciated that geographical spread did not
necessarily relate to risk, and had not done so in the case of H1N1.
This again illustrates the inadequacy of the phases with respect to help-
ing member states to identify appropriate reactions. The inclusion of a
measure of severity was seen as crucial for the countries because of the
underlying assumption that increases in phases should correspond to
increases in the predicted impact of the threat – this was the presumed
function of the phases.

As the discussion regarding the phases and severity unfolded, differ-
ences in the perception and definition of these terms became increas-
ingly clear:

what the countries said is that we are in the mixed situation and we
are concerned that if we go into Phase 6 the message to our popu-
lations will be: ‘You should be very afraid’, whereas in fact we [the
WHO] think that it indicated that the virus is spreading out but the
level of fear should not go up and there should not be an increase in
anxiety.

(Fukuda, 22/05/09)

Given the WHO’s need to be responsive to the member states, the con-
cerns were met by statements to the effect that the criteria would be
reassessed, though they were still applied in relation to H1N1. The WHO
made assurances that

When we look at those issues and when we look at the complexities
of severity, and the complexities of defining trigger points for mov-
ing up, then it seems like it is a reasonable thing to take stock, take a
look at the situation and say ‘really, what is the best way to proceed
here.’ It would be possible to simply say, well, because something is
written down, we need to just follow those, that is the most impor-
tant principle. But really if you take the perspective that the bottom
line is what is it that we are going to do which is going to be helpful
for people, which is going to be helpful for countries, then I think,
hopefully, it puts it in more perspective of why we are looking at this
so seriously.

(Fukuda, 26/05/09)

This demonstrates that the organization had begun to realize the inade-
quacy of the phases. In addressing and alleviating these concerns, it was
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in fact suggested that continuous reassessment of actions constitutes an
important facet of the WHO’s organizational practice. Historical actions
were again alluded to here:

. . . when we look at past situations that have been very difficult –
and one of the most famous one was back in 1976 when we had
the . . . [unintelligible] . . . swine influenza – . . . one of the overall big
lessons, perhaps the single biggest lesson from that whole episode
is: ‘Take stock, take a look at what the reality is saying and do not put
yourself in a hole and just leave yourself there’. You need to take stock
of actions over and over again . . . we have a situation in which coun-
tries are saying: ‘We want you to take a look at these criteria because
if you apply them the wrong way, they may not help us. In fact, they
may cause difficulties.’

(Fukuda, 26/05/09)

The WHO thus agreed that the pandemic phase criteria needed to be
reassessed. Due to the fact that severity was at the heart of the criti-
cisms of the existing phase definitions, the concept became increasingly
problematic at this stage in events.

This meant that the WHO’s definitions needed to be defended. The
omission of the concept of severity from the then-current phase def-
initions was argued by the WHO to be a result of attempts to clarify
the concepts through simplification. Thus, when one reporter (Science
Magazine) said:

I am a bit confused. I think that WHO has always made it clear that a
pandemic could be mild and it did not have to be a devastating one.
So why was not the whole issue of severity never integrated into an
alert system?

(Fukuda, 26/05/09)

The WHO responded not by addressing the key issue of severity but by
pointing to the complexity of phase definitions:

The Phases themselves as planning tools have been around for quite
a long time . . . Much of the feedback, when we were going through
the revision process [between versions of the Pandemic Planning Guid-
ance] was that the older pandemic Phases were too confusing. There
were too many concepts in them, too many ideas in them and that
they should be more straightforward and simpler to apply. The most
recent version of the Pandemic Phases meet those criteria. They are
much easier, they are simpler to understand, but . . . when you are
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really addressing a real situation . . . they probably do not adequately
capture all of the concerns of countries.

(Fukuda, 26/05/09)

Thus attempts at simplification were put forward as the rationale behind
the existing phase definitions. However, it was conceded that a more
complex model was necessary to address real-world events. This reflects
the difficulty in constructing classifications, which must strike a balance
between simplicity and accuracy (Bowker & Star, 1991; Derksen, 2000;
Freeman & Frisina, 2010). The WHO’s 2009 phases were highly simpli-
fied but did not stand up to application with respect to the emergence
of H1N1.

Immediately following these interchanges between the WHO and
member states, the WHO resolved that the pandemic phase definitions
would be re-evaluated in collaboration with member states and scien-
tific experts. However, when the representatives later made references to
discussions surrounding potential changes, the discourse shifted to an
emphasis on the difficulties in including complex measurements. Thus
it was stated:

Now, over the last couple of days we have had a number of discus-
sions related to Phases and to the severity of illness . . . Yesterday at
WHO, we held a series of consultations with a significant number
of experts – over 30 experts and public health staff coming from
23 countries spread across the globe – and the reasons for these
consultations was really to understand their perspectives and their
concerns about a possible move from Phase 5 to Phase 6, and what
considerations WHO should be mindful in doing so.

These discussions were very fruitful for WHO and provided a lot of
excellent advice and guidance, and there is also consensus in a num-
ber of areas. First, the experts advised WHO to continue using the
geographical spread as a basis for moving to a pandemic Phase 6 with
assessment of severity. In doing so, WHO should also provide more
tailored guidance to countries, really to help them respond better to
whatever the degree of severity of the situation is, in addition to just
declaring that there is a Phase 6. Much of the discussion through
the experts was over the matter of severity: how one makes such
assessments with suggestions coming from the experts ranging from
clinical assessments of illness up into economical impact and very
large social measures.

(Fukuda, 02/06/09)



98 Pandemics, Science and Policy

The consensus appeared to be that the WHO ought to include some
indication of severity in its guidance to member states, but that severity
as a concept cannot be integrated into the pandemic phases themselves.
However, this would leave the situation as it was, in that a pandemic can
technically be brought into existence regardless of impact, or it would
be argued as being high risk. This demonstrates the problematic nature
of ‘risk’ and ‘severity’ with regard to defining and identifying pandemic
threats.

The WHO argued that severity could not be included as a characteriz-
ing aspect of a pandemic and phase changes because the concept itself
is too complex. It asserted that

Severity is one of those terms and concepts that mean different things
to different people. What is severe to politicians, is different to what
is severe to epidemiologists or what is severe to clinicians. The answer
to that is that there is no simple clear epidemiological definition of
severity. Here, in the way that we are talking about it, looking at it, is
that our primary goal is to reduce the impact of disease on people and
to reduce the adverse effects of that disease on people. The adverse
effects are both directly the disease itself but also other aspects of
it . . . But when people become infected, they may go to hospitals,
may develop severe outcomes; this is a little bit easier to compare; so
at least in terms of doing comparisons of severity between countries,
one of the things we are focussing on first, is really the disease aspects.

(Fukuda, 11/05/09)

Such reasoning served to justify the neglect of severity in the phase cri-
teria. Indeed, as argued previously, severity itself can be regarded as an
ill-defined boundary object. Since severity was too complex to measure,
the WHO suggested that it could not be included in defining phases.
However, this does not solve the problem because the function of the
phases remains unfulfilled.

In further attempts the concept of severity became highly problem-
atic and increasingly convoluted in definition. This is evident in the
following attempts to explain it:

when we talk about severity, it can mean different things to different
people. For example, there is definitely clinical severity . . .

There is also severity at social level and national level, in addi-
tion to personal level. But capturing this is really a very difficult
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activity to do. How do you capture severity so that it is relevant for
all countries, at the same time? This is a very difficult concept to
capture. Nonetheless, the interventions from countries . . . should be
taken into consideration . . . to see what kinds of adjustments might
be made to make sure that the definitions really meet the situation.

(Fukuda, 26/05/09)

And again:

What is important to understand is that severity is basically based on
three components:

The first component is the virus itself: its virulence and its transmis-
sibility. But . . . we [also] need to take into account the vulnerability
of this population . . . This is information we do not have at the
moments because it is very difficult to assess the immunity of a
population.

(Fukuda, 13/05/09)

The other factor – the vulnerability of the population – is also a
pre-existing conditions . . . This third factor that is really important
to understand the impact of a disease in a society, is what we call the
capacity of the society to fight against this disease, or what we call
also, the ‘resilience’ of this community.

So you see, because severity is not one factor . . . it is very hard to have
an index, especially at [the] global level.

(Fukuda, 13/05/09)

In short, the WHO argued that severity is a concept which is so complex
as to justify its redundancy – it was latterly depicted as a concept that is
impossible to measure accurately. Thus, in reference to phases, the WHO
attempted to discard the concept of severity altogether.

This of course contradicts the member states’ requirement that sever-
ity should be included in any definition of pandemic phases. As a result,
the WHO’s final narrative of including severity was ambiguous. On the
one hand there was a clear attempt to provide some measurements of
severity in order to satisfy these criticisms. So:

One of the things that we will continue working on developing ways
to assess severity and finalize these measures as soon as we can. One
of the other things will be to provide more tailored guidance to help
Member States so that they can better calibrate the actions. One of
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the things that we hope to do by providing this kind of tailored guid-
ance is really to help reduce some of the more drastic actions, which
may be uncalled for, but also to provide guidance to countries as to
what steps they can take.

(Fukuda, 02/06/09)

However, it was also acknowledged that severity is difficult to ascertain,
such that

severity itself is assessed by other means, with the gathering of more
detailed data, because it is not as straightforward as it is for exam-
ple for the geographical spread. And there are also lots of questions
about: will WHO issue a kind of severity index for the . . . global event?
In fact this is an issue that has been discussed on many occasions
in technical consultations before we issued the latest pandemic pre-
paredness guidance, because it was really concerning. The assessment
of severity is a key part of the information that will help national gov-
ernments to plan for their response. Therefore, it is an issue that we
have talked a lot about and we have also discussed whether it was
feasible to have an index, at [the] global level . . .

(Fukuda, 13/05/09)

In this way, and simultaneously, the inclusion of severity in the WHO’s
phase definitions was circumvented:

what we have decided to do is not so much ‘redefine’ Phase 6, but
to stay with the current criteria, really to augment the information
provided when an announcement is made to Phase 6. Augmenting it
really means coming out and explaining what we consider to be the
severity of the pandemic, and also to come out with information for
countries in terms of how to tailor [to] them some of [the] responses
to the pandemic situation, which may differ from the pre-existing
national plans.

(Fukuda, 09/06/09)

In some cases, this reluctance was asserted as more open suggestions of
the impossibility of including such measurements, as the WHO again
attempted to side-step the issue:

In fact for influenza, this kind of index is not very helpful, especially
at [the] global level because severity will vary from place to place.
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What we have seen in previous pandemics, and even in the same
country, is that you can have different levels of severity. And through-
out the pandemic itself, in previous pandemics, you have different
waves and each wave can have its own level of severity. Therefore, to
have one indicator to describe all this variety of situations was not
very helpful.

(Fukuda, 13/05/09)

This latter viewpoint, that severity is ‘unhelpful’ and indeterminate, was
a dominant narrative at the closing stages of the pandemic. Reviews
of the pandemic phases are still under way to this point. However,
sociologically speaking, the controversy surrounding phase categoriza-
tion highlights the definitional ambiguity and serves to emphasize the
overall failure of the WHO to successfully construct H1N1 as a true
pandemic threat.

The Pandemic Alert Phases were an important element of the WHO’s
reaction to pandemic influenza threats. They were set as an indicator
to member states of the level of risk and necessary action, but funda-
mentally they failed in this function. The phases failed to effectively
communicate risk because they are based upon geographical spread
rather than severity. Furthermore, due to the problematization of sever-
ity in the case of H1N1, the link between increasing phases and effective
reactions became weak. The WHO’s weak characterization of pandemic
phases therefore led to the contestation of the phases, of the H1N1 pan-
demic and of the WHO’s role in pandemic management. The problem
of classification was integral to understanding the WHO’s reaction to
H1N1. As suggested in the sociology of classification literature, classifica-
tory schemes are central to scientific knowledge production. The WHO’s
ineffectual classificatory device, the Pandemic Alert Phases, weakened its
overall construction and management of the H1N1 virus.


