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In the early hours of 15 March 2003, Dr Hoe Nam Leong was returning 
to Singapore from New York with his pregnant wife and mother-in-law 
on Singapore Airlines flight SQ25. The doctor had only arrived in the 
United States a few days earlier to attend a medical conference, but 
within a day of arrival he had started to feel unwell. On visiting a 
 hospital in New York Dr Leong was diagnosed with pneumonia, and so, 
gathering his family, he decided to return to Singapore early to start 
treatment. The doctor did not suspect at the time that he may have 
contracted the same unidentified respiratory illness that he had been 
treating a patient in Singapore for, but before boarding the plane 
Dr Leong contacted a colleague to inform him that he was feeling unwell 
and would be flying home. Demonstrating his professional commit-
ment to the well-being of others, whilst on the aircraft Dr Leong isolated 
himself at the back of the plane – so as to avoid potentially infecting 
other passengers – and settled in for the long flight. On its scheduled 
stopover in Frankfurt, Germany, however, Dr Leong, his family, and the 
rest of the passengers were confronted by a scene straight out of a 
Hollywood blockbuster when a contingent of medical doctors dressed in 
biological isolation suits boarded the plane and escorted the doctor and 
his family off the plane and directly to hospital. Dr Leong was not to 
know at the time that his phone call to a colleague in Singapore where 
he had revealed he was feeling unwell and was boarding a plane had 
prompted an international crisis of the highest order. Indeed, in response 
to the doctor’s decision to fly home, health authorities in Singapore, the 
United Kingdom, and Germany coordinated their efforts with the World 
Health Organization (WHO) in Geneva, Switzerland, to locate the  doctor 
and his family and isolate them in order to prevent the spread of a novel, 
unknown disease. Fortunately, the doctor, his family, and a 22-year-old 
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female flight attendant who also became infected eventually made a full 
recovery, and the disease was not transmitted to any of the other 
 passengers on the plane or to the delegates at the medical conference he 
attended. Worldwide, however, the novel disease that subsequently 
became known as Severe Acute Respiratory Syndrome (SARS) infected 
over 8,500 people – and caused the death of over 916 – before it was 
eventually contained in July 2003.

For many, the 2003 SARS outbreak proved a timely ‘wake-up call’ 
regarding the nature of contemporary disease events. By the beginning 
of the 21st century humanity had achieved a level of spatial, temporal, 
and cognitive interconnectedness that had never before been witnessed. 
This phenomenon, commonly described as ‘globalization’, has irrevoca-
bly changed how we experience our world and interact with each other 
(Lee 2003). At the corporeal level, people and livestock can now traverse 
the entire planet within 24 hours, aided by technological advances in 
transport. At the same time, due to human ingenuity in telecommuni-
cations, we can now be made aware of events occurring on the other 
side of the planet within mere seconds. This brave new world of global 
interconnectedness has brought with it both challenges and benefits, 
but perhaps none more so than in the pathogenic environment. For 
along with the advances in science and technology that have generated 
remarkable medical advances to cure illness and disease, microbes – and 
the diseases they cause – can now also move readily around the world at 
unprecedented speed to reach geographical locations previously 
unrealized.

The WHO has a central role to play in the international prevention, 
control, and eradication of infectious diseases. It is a responsibility that 
was ascribed to the first truly universal intergovernmental health agency 
in 1948 when the organization was founded, and is listed amongst 22 
functions or duties that the organization is expected to fulfil. Throughout 
its more than 60 years of operation, the WHO has consistently sought to 
execute its responsibilities in this area by assisting governments to pre-
vent, control, and ideally eradicate disease, albeit to varying degrees of 
success. The majority of this activity has occurred under the organiza-
tion’s explicit public health mandate to serve as the ‘directing and 
 coordinating authority in international health’ (WHO 2005a, p. 2 – see 
Article 2(a) of the WHO Constitution). In 2001, however, the WHO’s 
member states passed a resolution that described the organization’s 
efforts to better manage naturally occurring infectious disease outbreaks 
and epidemics, as well as the risks posed by biological agents, as ‘global 
health security’ (WHO 2001a). A few years later, this concept was further 
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expanded upon in the 2007 World Health Report that described global 
public health security as ‘the activities required, both proactive and 
reactive, to minimize vulnerability to acute public health events that 
endanger the collective health of populations living across geographical 
regions and international boundaries’ (WHO 2007a, p. ix).

Global health security has subsequently been adopted as a core theme 
of the WHO’s agenda, and has been used as a conceptual device to 
 reorder the organization’s programmes and activities. Moreover, health 
security has become a didactic tool that government officials, health 
professionals, and academics the world over have utilized to argue for 
anything from increased healthcare spending, capacity building, and 
health system strengthening, to the passage of new laws and regulations 
designed to enhance surveillance, curtail civil liberties, regulate 
 behaviour, or  facilitate technical cooperation at the national, regional, 
and international levels. It has given rise to new intergovernmental 
forums such as the Global Health Security Initiative and the European 
Commission’s Health Security Committee, the passage of numerous 
bilateral and several multilateral agreements such as the revised 
International Health Regulations (2005) and the 2011 Pandemic 
Influenza Preparedness (PIP) Framework, and has prompted the 
 allocation of billions of dollars to enhance governments’ capabilities to 
respond to public health emergencies via initiatives such as the Global 
Health Security Agenda. Health security has, in short, become a rallying 
cry for a host of actors to reorder contemporary political, economic, and 
social life.

As the popularity of the concept has continued to grow, so too has the 
scope of issues that purportedly fall under its purview. Whereas through-
out the majority of the previous century the connections between 
health and security were only seen to be associated with the risk of 
 biological warfare (Fidler and Gostin 2008), recognition of the links 
between these two concepts has since expanded to include bioterrorism, 
disease outbreaks (irrespective of whether they are naturally occurring 
or intentionally orchestrated), human security, as well as the risks 
 presented by dual-use technologies and emerging life sciences research 
(McInnes 2015). Accompanying this expansion of topics has also been 
the recognition of the wider societal impacts that such events can 
 generate, particularly in terms of potential disruption to critical infra-
structure and services, law and order issues, as well as more diverse 
impacts on social, economic, and military functioning. This recognition 
has in turn led to calls for greater involvement by actors not tradition-
ally associated with the health sector to participate in planning and 
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preparation activities. In the context of the WHO as the directing and 
coordinating authority in international health, the organization has 
witnessed its portfolio of responsibilities grow and multiply, and as will 
be explored in greater depth later, the WHO subsequently sought – and 
importantly, successfully obtained – several new powers that are 
intended to help the organization respond more rapidly and effectively 
to public health emergencies of international significance.

The WHO’s comparatively recent adoption and deployment of 
 language describing pathogens as ‘threats’ signifies a deeper change in 
the organization’s approach to managing disease-related events. 
Admittedly the description of infectious diseases as threats to interna-
tional security did not commence with the WHO; rather, it began in 
the early 1990s with various prominent individuals and institutions 
emphasizing the hazard that emerging and re-emerging infectious 
 diseases presented (see Fidler 1996, Hughes 1998, Smith III 2014). The 
WHO’s decision in 2001 to actively engage with and promote this 
worldview has, however, marked a distinct shift in the way in which 
the organization traditionally approaches disease outbreaks. Indeed, it 
signalled a move away from viewing such occurrences as natural events 
that should be handled exclusively by medical professionals to a recog-
nition that disease outbreaks may not always be innocent, that the con-
sequences arising from such events can have profound social, economic, 
and political impacts, and that mitigating their spread and effects often 
requires more than just the involvement of trained public health 
experts. This recognition has in turn prompted the WHO to strengthen 
its disease outbreak policies and procedures while also seeking several 
new powers to better coordinate the containment and elimination of 
disease. Exploring this evolution in the WHO’s approach to managing 
global health security is the motivation behind this book.

Yet while many within the international community have embraced 
the WHO’s move towards viewing health issues in security terms, it has 
also had its detractors. In this, the criticisms from the organization’s 
member states have broadly followed two key trajectories and both sets 
of concerns have, at their core, the suggestion that the WHO has engaged 
in an unacceptable form of ‘mission creep’, which is when international 
organizations (IOs) seek to extend their powers or mandate beyond their 
original delegated purpose and function (Stone 2008). The first set of 
concerns has its basis in the continuing contestation surrounding the 
role, authority, and autonomy of IOs within contemporary interna-
tional relations. When confronted with proposals to extend the WHO’s 
investigative powers to enhance global health security, for example, 
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a number of countries from the Middle East, Latin America, and Asia 
argued that such moves would fundamentally alter the organization’s 
role and purpose from that of a public health agency to a security 
 institution (Fidler 2005, Kamradt-Scott et al. 2012, Weir 2015). 
Governments have also been observed to question whether the WHO 
has obtained a sufficient mandate from its member states to describe its 
work in  security terms (Tayob 2008). 

A second and related set of concerns pertains to the concept of health 
security itself. Here, a small proportion of the WHO’s member states that 
to date has included such countries as Brazil, Thailand, Indonesia, and 
India have expressed reservations about the organization’s adoption of 
security-related concepts and language in discussing public health 
issues. The basis upon which these concerns have been raised relates to 
the lack of conceptual clarity over what the term ‘health security’ means 
and the scope of issues that it apparently applies to. These countries 
have asserted that, given their own objections, there is evidently no 
 consensus on the WHO’s use of this term, and accordingly the organiza-
tion should refrain from using such language until further discussions 
are held (Aldis 2008, Tayob 2008).

As some might additionally expect, the discontent evidenced in the 
policy world has also been replicated in academe and followed multiple 
trajectories. Maclean (2008) has observed, for example, that the critiques 
may be conceived as falling into two distinct, albeit related, categories. 
The first ‘involves a normative concern’ with the effect on health 
 outcomes that can arise from too closely associating health and security 
(ibid., p. 476). This line of reasoning maintains that while many 
 additional financial and material resources can often be gained by high-
lighting the ‘threat’ nature of diseases, it can also necessitate the involve-
ment of military institutions or other actors that hold divergent views on 
how the threat should be managed – perspectives that are inconsistent 
with traditional public health objectives. As several authors have gone 
on to note, these actors and the views they hold can have a  number of 
unintended consequences. Elbe (2006), for example, has highlighted the 
risks associated with the securitization of infectious diseases when peo-
ple carrying the Human Immunodeficiency Virus (HIV) are described as 
a threat to national security instead of the virus, while Selgelid and 
Enemark (2008) have underlined the danger of ethical and human rights 
infringements when security and disease are too closely aligned. Likewise, 
other authors such as Rushton (2011) and Stevenson and Moran (2015) 
have argued that the merging of health and security has resulted in some 
diseases being prioritized over other more pressing health needs because 
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of the ‘threat’ they present to Western, high-income country interests. 
Correspondingly, the normative implication arising from these critiques 
is that the securitization of health is effectively morally compromised, 
and by default, the WHO’s participation in this agenda is inappropriate, 
as it either tempers public health priorities or overlooks the needs of the 
most vulnerable.

As Maclean (2008) additionally notes, the second area of discontent to 
emerge over the conjoining of health and security has been from within 
the field of security studies and some of its practitioners. This line of 
argumentation reflects a general dissatisfaction with the broadening of 
security studies to include ‘human security’, as opposed to a specific 
objection to the annexation of health per se. As conceived in the 1994 
United Nations Development Report, human security argues to replace 
the state as the referent object of security with humans (UNDP 1994). 
In so doing, it enables a re-categorization of what constitutes legitimate 
‘threats’ with issues such as disease, unemployment, environmental 
hazards, hunger, and the like, gaining priority over more traditional 
threats such as military incursions and armed conflict. Various writers 
such as Paris (2001) and Macfarlane (2004) have argued that linking 
non-traditional issues such as health with security further diminishes 
the conceptual and political utility of security. Others have argued that 
the promise of human security is inherently flawed, serving to further 
entrench existing power imbalances that do nothing to help the poor 
and vulnerable (McCormack 2008). Yet despite all of the protestations 
regarding the practical or conceptual utility of the human security 
agenda, there has been broad acceptance that issues such as health do 
have a legitimate bearing on security, irrespective of whether one takes 
a state-centric or individually focused approach.

Why this book?

Aside from the billions of dollars that have been allocated and spent 
purportedly on enhancing ‘global health security’ or the extent to which 
health issues have come to feature on foreign policy agendas of late, 
why is a volume of this nature important? Said another way, why bother 
reading this book? Ultimately, this book has three key, interrelated 
objectives. The first is to highlight the significance of IOs, and specifi-
cally the WHO, to contemporary political life.

The role, authority, and autonomy of IOs continue to remain fiercely 
contested issues in contemporary international relations. Often accused 
of various misnomers such as their ‘democratic deficit’, their apparent 
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incapacitating ‘politicization’, their dysfunctional behaviour, and for 
their perceived failures and/or inaction (Beigbeder 1987, Dutt 1995, Nye 
2001, Barnett and Finnemore 2004), IOs are regularly condemned by 
governments, policy-makers, activists, and academics alike. They are, in 
short, habitually accused of not performing as intended. Given this 
rather persistent state of affairs, it is often difficult to assess whether 
such criticisms are in fact justified, and whether IOs are truly the self-
aggrandizing, self-seeking tyrants that some suggest they are (Barnett 
and Finnemore 1999), or whether it is more a case that IOs are simply 
misrepresented, innocuous entities, merely trying to fulfil their mission 
in a world of competing agendas, interests, and priorities.

While the truth may be somewhere in between, the debate regarding the 
utility and benefit of delegating to IOs is not, by any means, a new phe-
nomenon. Indeed, the study of IOs has a long pedigree within the disci-
pline of International Relations (IR), for many years existing as the 
dominant focus of the discipline since its inception in 1919. Over the 
years, investigations surrounding these entities have ranged from scruti-
nizing how various post-war institutions addressed the problems they 
were created to resolve, to the study of power and how it was being 
 exercised, and the influence of norms, rules, and principles in the form of 
‘international regimes’ (Martin and Simmons 1998). As critics have 
 occasionally noted, however, these analyses have rarely generated policy-
relevant insights, with the result that IOs have been relegated to a minor 
field of inquiry (Rochester 1986). In this, aside from a few recent works (see 
Lee 2009, Chorev 2012), the WHO occupies an even smaller sphere of 
investigation. This is despite the fact that the WHO has been, and  continues 
to be, often highly regarded by policy-makers and health  practitioners 
alike as the most efficient and effective IO of all of the  specialized agencies 
of the UN system (see, for example, Peabody 1995). This book seeks to 
address this imbalance and underline the importance of this particular IO 
to addressing the needs of the world’s poorest and most vulnerable.

The second and related objective is to evaluate the role the WHO plays 
in preventing, controlling, and ideally eliminating, infectious diseases. 
As noted above, this function is currently listed in the WHO Constitution 
as one amongst 22 duties that the organization is expected to fulfil. Yet, 
while it may be tempting to ascribe the mitigation of infectious diseases 
the same value as these other duties, as this book will seek to evidence, 
the eradication of epidemics and pandemics exists as the WHO’s chief 
function and the primary reason behind the organization’s creation.

In fact, the position this book adopts is that the control and eradica-
tion of infectious diseases, security and the WHO have been intimately 
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connected since the organization’s founding. At the time when the IO’s 
constitutive treaty was being negotiated in 1946, the focus was on using 
health as an apolitical vehicle for ensuring peace – health was a means 
to achieving security, or health-for-security. Over time, however, and by 
the arrival of the new millennium, worldviews had perceptibly shifted, 
with the outcome being that health was increasingly viewed as a legiti-
mate security objective in itself – health has become synonymous with 
security, or health-as-security. Associated with this change – which has 
come about as a result of the technological advances in transport, popu-
lation increases, environmental change, intensification of agricultural 
practices, and altered land pattern use – has been the recognition that 
epidemics and pandemics will likely prove to be a regular feature of 
human existence for many years to come. In view of that reality, as the 
directing and coordinating authority in international health matters the 
WHO will continue to play a large role in managing such events, and it 
is thereby wise to understand the limitations and constraints that the 
organization confronts.

Having said this, this book does not seek to provide an apologist 
account of the WHO. Nor does it seek to absolve the organization of its 
culpabilities and past mistakes, or even argue that the IO be granted 
additional powers to fulfil its mandate of eradicating infectious disease. 
The WHO, like any major institution and bureaucracy, has numerous 
faults, flaws, and inefficiencies – several of which this volume will high-
light and discuss. Instead, the focus of this work is to evaluate the WHO’s 
approach to controlling and eradicating infectious diseases (now under-
stood as ‘global health security’), paying particular attention to how the 
organization’s management of this important public policy area has 
evolved and adapted over time.

In so doing, the book sets out to achieve its third objective of high-
lighting the role that ideas, arguments, and belief structures – and the 
individuals that hold them – have played in shaping the evolution of 
global health policy towards disease eradication. Indeed, in one sense 
the turn towards viewing infectious diseases as security threats can be 
viewed as just the latest development in a long line of ideas influencing 
and shaping the WHO’s approach to global public health. As other 
works have explored, various ideas and belief structures such as human 
rights or economics have periodically come to prominence to inform 
public health policy and practice at the national level (see, for example, 
Smith 2013a, Smith III 2014). Moreover, these same ideas – or variants 
along the same themes – have often demonstrated a notable and pro-
found impact upon not only the WHO as an institution (for example, 
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see Chorev 2012), but also global health governance (GHG) practices 
more generally (Ollila 2005, Shiffman 2009, Davies 2010, Harman 2012, 
McInnes et al. 2012, 2014, Youde 2012). As such, the following analysis 
does not seek to simply recount a history of the WHO per se, nor track 
the ebb and flow of ideas in public health. Rather, the focus of this 
 particular work is to place the evolution of the WHO’s approach to man-
aging global health security within its historical and political context, 
noting – where relevant – the influence and impact certain ideas have 
provoked along the way. Said another way, it is difficult to appreciate the 
evolution of the WHO’s overall approach to controlling and eliminating 
infectious diseases without also understanding the impact of certain 
ideas within their historical context.

Theories, distinctions, and definitions

As may already be discernable, the following analysis adopts a construc-
tivist approach to analysing the WHO and its management of global 
health security. Having said this, there are also two major theoretical 
frameworks that underpin the following work. The first of these is what 
has been described as Principal-Agent (PA) theory. Emanating from the 
field of economics, PA theory’s focus on institutions, information 
 asymmetries, and the processes of delegation has prompted widespread 
interest amongst political scientists hoping to explain ‘real-world prob-
lems’ (Elgie 2002, p. 187). The basic premise of PA theory is that a 
 particular type of relationship develops when ‘one party, the principal, 
enters into a contractual agreement with a second party, the agent, and 
delegates to the latter responsibility for carrying out a function or set of 
tasks on the principal’s behalf’ (Kassim and Menon 2003, p. 122, italics 
original). The relationship described between the principal and agent 
thereby corresponds well with the relationship that conventionally 
exists between IOs and their contracting parties (i.e. member states), and 
PA theory has subsequently become the dominant theoretical frame-
work applied in contemporary IO studies (see, for example, Elsig 2010, 
Chorev 2012, Green and Colgan 2012, Oestreich 2012).

One of the more interesting facets of PA theory, however, is that it is 
assumed that agents can often develop divergent interests or preferences 
from their principals, and then act on those interests. This phenome-
non has been described as agency slack, and it is generally held that there 
are two types of slack: shirking, where agents intentionally avoid execut-
ing their delegated functions or duties, and slippage, where agents slip 
the constraints of their principals to exercise their own preferences 
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(Hawkins et al. 2006). The ability of IOs to engage in agency slack 
though is also highly dependent upon two additional factors: the insti-
tutional design of the IO and how much autonomy the organization is 
capable of effecting. More specifically, the level of autonomy that an IO 
is capable of exercising (to be able to either shirk or slip its delegation 
contract) is contingent upon the control mechanisms member states 
have built into the IO’s structure or institutional design. The constraints 
that member states (principals) commonly use to retain oversight of IOs 
and prevent transaction costs from arising normally tend to be of an 
economic or legal nature, prohibiting the organization from commit-
ting resources to certain specific areas or defining, through legislation, 
the areas considered to be within the competence of one or more IOs. 
Alternatively, they may be of a more technical or political nature, pre-
venting the IO from commenting on certain issues or influencing the 
number and/or make-up of staff employed. Essentially, member states 
may choose a variety of means – or mechanisms of control – to prevent 
agency slack or mission creep occurring; it is in this regard that IO 
 autonomy has been defined as ‘the range of potential independent action 
available to an agent after the principal has established mechanisms of 
control’ (ibid., p. 8). IO autonomy can therefore be differentiated from 
autonomy that is more generally equated with the ability to self-govern 
or freedom from external control.

Like many IOs, the WHO’s relationship with its principals (member 
states) is a complicated one. In their work, Lyne et al. (2006) distinguish 
between two discrete models of complex principal relationships, noting 
that the most common type within international relations is that of a 
‘collective principal’, which is when multiple actors enjoy authority 
over a common delegation contract for an agent. The inherent problem 
with this type of relationship, however, is that where principals’ 
 (member states) preferences diverge (otherwise described as ‘preference 
heterogeneity’ – see Hawkins et al. 2006) it can create political space for 
agency slack to emerge. Furthermore, principals experiencing prefer-
ence heterogeneity are less likely to delegate to an agent in the first 
instance or to amend an existing delegation contract (ibid., pp. 20–1). 
As Weaver (2007, p. 496) has gone on to observe though, agency slack 
may not always be the fault of the agent, especially when ‘one or more 
principals thwart the efforts of other principals to employ control 
mechanisms to monitor or direct agent behaviour’. This, therefore, 
speaks to the rather complicated nature of IO principal-agent relation-
ships whenever there are multiple independent (sovereign) actors 
 delegating to one agent.
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On the converse side, it must also be appreciated that the agent – in 
this case, the WHO – is not necessarily a homogenous entity, nor can it 
always be assumed to exhibit preference homogeneity.1 IOs are instead 
intrinsically complex entities, comprised of multiple departments, 
 divisions, and sections, that can hold a variety of divergent, even con-
tradictory views, cultures, and opinions as easily as the societies of the 
principals they serve. Moreover, subdivisions of an IO tasked with 
 specific responsibilities of high political importance (such as coordinat-
ing international responses to disease outbreaks) may be more sensitive 
to and/or perceive themselves to be more answerable to member states’ 
concerns than the larger bureaucracy, which in turn can contribute to 
internal preference heterogeneity. For these reasons, the WHO is best 
considered as a collective agent, which is ‘an agent made up of more than 
one bureaucratic actor that is subject to a single contract with its 
 principal’ (Graham 2014, p. 369).

Furthermore, in the specific context of the WHO, the organization 
appears to have engendered a somewhat unique IO pathology in con-
signing its principals into different categories of importance as they 
relate to the organization’s global health security mandate. For the pur-
poses of this book, these categories are described hereafter as proximal 
principals and distal principals. As these titles imply, they suggest that the 
IO perceives its relationship with various principals differently. While all 
the WHO’s member states form one collective body, proximal principals 
are those member states that the WHO has collectively determined are 
critical to its overall mission, due to either the normative or material 
support of its mandate. Particular care is usually taken not to offend or 
unduly antagonize proximal principals due to their perceived strategic 
importance and/or influence.2 Distal principals, by way of contrast, are 
those member states that the WHO collectively fails to hold in high 
esteem, or holds fragmented views about (see ibid., pp. 370–2), either 
because they do not appear to take an active interest in or oversight of 
the IO’s activities, or because their influence and/or material support of 
the organization is minimal.

In the context of the WHO, PA theory thus offers a valuable frame-
work for analysing the IO secretariat’s adoption of security-related ter-
minology and concepts given the objections that a number of countries 
have raised. Is this an instance of agency slack? To what extent is the 
secretariat’s adoption of this agenda consistent with the IO’s mandate, 
purpose, and function? Given that only a few member states have 
 apparently voiced objections to the WHO’s health security agenda, does 
this constitute a breach of the secretariat’s powers and authority? 
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The following work will engage with these questions and seek to provide 
some definitive answers.

The second analytical framework that has been used to evaluate the 
WHO’s actions draws on the Copenhagen School’s securitization theory 
(Buzan et al. 1998). In their work, Buzan and his colleagues set out to 
‘explore the logic of security itself to find out what differentiates 
 security . . . from that which is merely political’ (ibid., p. 5). This is 
because the successful invocation of ‘security’ in relation to a particular 
issue or subject changes the nature of political discourse, moving the 
issue outside of the realm of normal political debate. Security ‘takes poli-
tics beyond the established rules of the game and frames the issue either 
as a special kind of politics or as above politics’ (ibid., p. 23). This 
 elevated political state in turn permits – and at times even necessitates – 
that exceptional measures be taken because security ‘means survival in 
the face of existential threats’ (ibid., p. 27). Said another way, ‘[an] issue 
becomes a security issue . . . not necessarily because a real existential 
threat exists but because the issue is presented as a threat’ (ibid., p. 24). 
Buzan and his colleagues describe the process by which this occurs as 
securitization – the intentional utilization of speech acts by securitizing 
actors to evoke and convey to a target audience a sense of grave vulner-
ability, thereby provoking an endorsement of exceptional measures 
from that audience to address the issue (McDonald 2008, p. 567, Balzacq 
2011, p. 3). Accordingly, there are three critical components to success-
ful securitization: (i) a securitizing move (i.e. speech act), (ii) securitizing 
actors, and (iii) an audience that has the ability to authorize exceptional 
measures.

Three further points are important at this juncture. While much has 
been made of the Copenhagen School’s securitization treatise within 
security studies literature, it is equally important to remember that 
 securitization is ultimately a framing exercise (Watson 2012). The use of 
frames (framing) as tools whereby particular actors (agents) apply pres-
sure on decision-makers to affect public policy has been analysed exten-
sively throughout a variety of fields, including psychology, media 
studies, linguistics, sociology, and political studies (Benford and Snow 
2000). Frames can take a variety of forms (i.e. linguistic, cognitive, 
 cultural, symbolic), but are deployed in order to provide ‘conceptual 
coherence, a direction for action, a basis for persuasion, and a frame-
work for the collection and analysis of data’ (Rein and Schön 1993, 
p. 153). Framing exercises can thereby be distinguished from simple per-
suasion, which, as Nelson and Oxley (1999, p. 1041) have suggested, 
occurs when someone ‘effectively revises the content of one’s beliefs 
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about the attitude object, replacing or supplementing favourable 
thoughts with unfavourable ones, or vice versa’. By way of contrast, 
while frames ‘may affect the content of one’s beliefs, they also affect the 
importance individuals attach to particular beliefs’ (ibid., p. 1041, italics 
original). In so doing, agents use frames to highlight and confer legiti-
macy upon particular facets of reality while side-lining other elements 
(Lawrence 2000). Moreover, a ‘successful framing exercise will both 
cause an issue to be seen by those that matter, and ensure that they see 
it in a particular way’ (Bøås and McNeill 2004, p. 1).

In many regards, the relationship between frames and public policy is 
best viewed as mutually constitutive. That is to say, as much as frames 
may be used (intentionally or otherwise) to affect public policy, such 
policies equally ‘rest on frames that supply them with underlying struc-
tures of beliefs, perception, and appreciation’ (Fischer 2003, p. 144). 
Seen in this light, public policy changes occur when one set of frames is 
replaced by another set of more convincing metaphors, axioms, allego-
ries, symbols, and images. Critical to any framing activity, however, is 
the role of agency – in both developing and deploying the frame(s) as 
well as the audience to whom the frame(s) are directed (namely 
 decision-makers, general public, etc). For not only do policy entrepre-
neurs engage in re-framing exercises to advance new policy outcomes or 
to overcome situations whereby conflicting frames have paralysed 
 decision-making processes (ibid.), but as Nelson (2004, p. 584) has gone 
on to observe, ‘Successful frames must consider the target audience’s 
existing values and emphasize the special importance of a particular 
value for a given issue, rather than infuse the audience with an entirely 
new value structure’.

An additional caveat to note is that whereas Buzan and colleagues 
argue that there are three critical components to successful securitiza-
tion (a securitizing move, securitizing actors, and an audience), this 
work insists that a fourth factor – context – is also essential. In this, the 
following investigation aligns more closely with the sociological view of 
securitization theory advanced by Balzacq (2011) and others. Said 
another way, securitization has often been portrayed as a relatively 
straight-forward process in which securitizing actor(s) engage in secu-
ritizing move(s) that then convince target audience(s) of peril to endorse 
exceptional measures. What is often neglected within this narrative, 
however, is an analysis of the context in which such a process occurs. 
This is an important factor as the socio-economic, political, and cultural 
context will affect not only how the message is structured and commu-
nicated, but also how it is received, ultimately determining whether 
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securitization is successful (Salter 2008). While some post-structuralist 
scholars maintain that Balzacq’s (2011) work is flawed, as context is 
always embedded within securitizing moves (i.e. discourse) (Hansen 
2011), highlighting context as a distinct factor is nevertheless useful as 
an analytical tool for unpacking power imbalances and subtleties – and 
indeed this is perhaps even more critical in the complex relationship 
environment that exists between principals and their agents.

For many IR theorists, the attempt to integrate PA theory and the 
Copenhagen School’s securitization theory will be controversial. This is 
principally because it is often held that rationalist and constructivist 
approaches are diametrically opposed. This book rejects such arguments 
though, and in this regard aligns more closely with the work of Oestreich 
(2012) and Graham (2014) who have similarly sought to integrate 
rationalist and constructivist accounts when interpreting the behaviour 
of IOs. Oestreich and colleagues quite convincingly argue that construc-
tivist and rationalist theories can actually complement each other by 
providing a framework whereby PA theory facilitates testable hypothe-
ses regarding preference homo- and heterogeneity and the ability to 
interrogate how agents attempt to slip or shirk their obligations, while 
constructivist approaches allow for the possibility that interests may 
change, thereby allowing greater opportunity to examine the internal 
processes within organizations. Oestreich (2012, p.11) argues that the 
combination of these two approaches ‘tells us something about what 
IOs actually do with their independence, not just from where that inde-
pendence comes’. Drawing on the earlier work of Cox and Jacobsen 
(1973), Oestreich (2012, p. 15) goes on to argue that IOs may be assessed 
as ‘acting’ when they both exhibit independence in addition to having 
a discernible impact on outcomes. As the remainder of this book seeks 
to outline in some depth, the WHO has displayed considerable inde-
pendence in advancing the global health security narrative, which in 
turn has had an evident impact on how governments and even other 
IOs have approached hazards to human health.

It would also be prudent at this stage to say a few words about what is 
meant by managing global health security. As noted above, how global 
health security is conceptualized and viewed has changed and expanded 
in recent years. Although there still remains some conjecture over how 
to define the term (see Aldis 2008, McInnes 2015), as Rushton (2012, 
p. 782) has noted there nevertheless appears to be general consensus 
over the ‘core features’ of health security, particularly in terms of the 
types of health issues that constitute a threat (i.e. infectious diseases and 
weaponized pathogens), what comprises legitimate and appropriate 
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responses (i.e. government-led), and the referent object (i.e. the state). 
The WHO has a critical administrative role to play within each of these 
three areas, but the nature of that role, and the authority that the organ-
ization is ostensibly permitted to exercise, is also slightly different in 
each context. In terms of the threat, for instance, as will be explored in 
greater detail in Chapter One, the WHO’s primary mission is to prevent, 
wherever possible, the emergence of epidemics and pandemics, and 
when they do occur, to play the lead role in overseeing and directing 
international efforts to safeguard human health. At the same time, that 
authority is not unbridled, but is in fact subject to a raft of checks and 
balances. In responding to disease outbreaks, epidemics, and pandemics 
the WHO does not, for example, possess the authority to intervene 
in the domestic affairs of individual member states, except by invitation. 
The organization’s role is instead relegated to more of an advisory 
 function, issuing recommendations on what governments can (and 
should) do to mitigate the event but possessing no powers or authority 
to compel. It is in this context that the WHO’s constituents are, first and 
foremost, its member states (i.e. governments) as opposed to the peoples 
of the world, and it is answerable to those governments for the actions 
it does, or does not, take. The term ‘manage’ has thereby been used 
 purposefully to describe the distinct types of authority that the WHO 
utilizes in different circumstances and environments, ranging from 
oversight and coordination to physical/practical interventions wherever 
need exists and is permitted.

What, however, is the WHO managing? As will become evident in the 
following pages, the definition of global health security applied through-
out this book pertains to the mitigation of fast moving, acute hazards to 
human health arising from infectious diseases. While some may view 
this as an unduly narrow interpretation that is no longer reflective of the 
wider emergent field of inquiry, as this book explicitly argues, the con-
trol and eradication of infectious diseases has been the central  feature of 
the WHO’s existence since its founding. While the motivations for why 
the IO pursued the elimination of infectious diseases may have been 
amended slightly over time, like Rushton (2012) this book maintains 
that there is in fact considerable consensus about the phrase and its 
associated concept.

In light of this, it is also worthwhile to spend a few moments delineat-
ing what is meant when referring to ‘the World Health Organization’. 
The WHO was created in 1948 as the first specialized agency of the UN, 
and as such, its structure and organizational design broadly reflects that 
of its parent institution. Indeed, like the UN, the WHO is comprised of 
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three organs: the World Health Assembly (WHA), an Executive Board 
(EB), and a secretariat, which includes the director-general. The WHA, 
which is equivalent to the UN General Assembly and comprised solely 
of member states, serves as the ultimate decision-making body deter-
mining the organization’s policies, programmes, and budget. The EB is 
similar in some respects to the Security Council of the UN in that it is 
comprised of a smaller sub-set of representatives (currently 34 techni-
cally qualified individuals) who, although appointed by governments, 
were originally intended to serve in their capacity as independent 
experts overseeing the work of the organization and ensuring that the 
bureaucratic arm of the institution is performing as directed. The WHO’s 
third organ – the secretariat – consists of the director-general, who serves 
as the organization’s chief technical officer, and a staff of professionally 
qualified personnel to execute the directives of the WHA. At the time of 
writing, the secretariat comprises approximately 8,000 employees 
divided between the organization’s central headquarters in Geneva, 
Switzerland, six regional offices, and 142 country offices. For the pur-
poses of this book, therefore, whenever ‘the WHO’ or ‘the organization’ 
is used it is intended to refer explicitly to the administrative element, or 
bureaucracy, of the intergovernmental organization. This specifically 
comprises the Office of the Director-General (including the director-
general herself), the secretariat, and the Executive Board, which main-
tains oversight of the secretariat and is predominantly comprised of 
technical experts. Unless otherwise expressly indicated, the WHA is 
excluded from the definition of the WHO used throughout this book 
and will be treated as a distinct entity. This is principally because the 
WHA consists of the appointed representatives of 194 member states, 
and as such very little distinction can be drawn between the WHA and 
the governments of the world.

Indeed, it is important to recall that when discussing IOs and evaluat-
ing their work, it is actually the actions of people that are being assessed. 
As Oestreich (2012, p. 13) has noted, ‘IOs are comprised of people’ and 
‘to understand the activities of IOs we must know something of the 
people within them’. The ideas and beliefs that people hold influence 
their actions, and particularly where there is a preponderance of like-
minded individuals (i.e. professionals such as medical doctors), those 
ideas can have a significant impact upon the direction of an organiza-
tion. It is in this regard that in analysing the evolution of the WHO’s 
policies and practices towards preventing, controlling, and eliminating 
diseases that considerable attention is also given to the role of certain 
individuals within the WHO at particular points in time, especially if 
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they held (or still hold) senior positions of authority. By taking this dual 
approach of examining the context in which decisions are made and the 
role that specific individuals played within that environment, the book 
hopes to avoid the well-trodden debate within IR about agency versus 
structure. Both are important for the simple fact that when artificially 
separated and examined independently, neither can fully explain the 
complex, multifaceted world in which we live.

Further, it is important to note that less attention has been afforded to 
the role of the WHO’s member states in the following analysis than per-
haps what some might expect or wish to see. This is for two primary 
reasons. First, as noted earlier, this book has as its focus a series of inter-
related objectives that includes highlighting the significance of the 
WHO, the evolution of the organization’s approach to managing global 
health security, and the influence of certain ideas, values, and beliefs in 
shaping communicable disease-related global health policy. As such, 
attention is only given to the role of member states where there is evi-
dence of a clear and discernible impact on the WHO’s health security 
mission, as otherwise it will serve to distract from these objectives.

The second justification for why so little attention has been given to 
the impact of particular governments is that, as noted above, the WHA 
currently consists of 194 countries. Conducting a survey of 194 govern-
ments in relation to each shift or turn in the WHO’s policies would be 
impracticable for one relatively modest-sized monograph; moreover, 
like IOs, even individual countries exist as societies of societies – a con-
glomeration of self-constituting collectives of human beings (Barberis 
2003). Gauging the views of any one country at a particular point in 
time thereby becomes particularly problematic, let alone the collective 
position of 194 countries, as people’s views and beliefs can change from 
moment to moment. Where the official positions of governments can 
be seen to have had a direct bearing on the WHO’s approach to global 
health security, they are appropriately noted, but equally it must be 
recalled that the WHA operates on a ‘one country, one vote’ system, 
which means that – at least officially – no one individual country has 
greater sway than another. For these reasons, less attention has been 
given to identifying the role and impact of individual countries and 
how they may, or may not, have influenced events.

Before going on to examine the origins of the WHO (Chapter One), it 
is also necessary to say a few words about the case studies used in this 
book, and specifically the absence of any analysis surrounding the gov-
ernance of HIV/AIDS. The emergence of HIV/AIDS in the 1980s and its 
progressive spread around the world arguably exists as one of the most 
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devastating events in the history of global public health (Piot 2006). The 
disease has killed millions of people, and despite billions of dollars being 
spent in establishing prevention and treatment programmes, every year 
millions more are infected. Given this reality, and the fact that a core 
focus of this book is examining global communicable disease health 
policy, it would be reasonable to expect some discussion and engage-
ment with the global governance of HIV/AIDS. Importantly, however, 
very little discussion or analysis of this specific disease has been included 
in this volume for two chief reasons.

The first is that responsibility for responding to the HIV/AIDS crisis 
has been devolved to multiple global governance institutions and is no 
longer the exclusive domain of the WHO. In fact, the WHO is only one 
of several key institutions that contribute to global HIV/AIDS policy. In 
large part, this outcome is a direct consequence of the WHO’s gross 
 mishandling of the HIV/AIDS crisis in the 1990s that resulted, amongst 
other things, in the creation of an entirely new, purpose-built IO – the 
Joint United Nations Programme on HIV/AIDS (UNAIDS) (Fee and Parry 
2008). In addition, as the pandemic has continued to grow, so too has 
recognition of the multi-dimensional nature of the disease and its 
impact on various sectors of society. This in turn has prompted the 
involvement of other non-health global governance institutions such as 
the World Bank, the International Monetary Fund (IMF), the G8, and 
the G20, as well as the creation of multiple global health partnerships 
such as the Global Fund for HIV/AIDS, Tuberculosis, and Malaria (‘the 
Global Fund’), UNITAID, and the H8 (‘Health 8’, an informal group of 
eight health-related organizations), to name just a few. As noted earlier, 
however, the focus of this book is on the WHO’s health security policies 
and procedures, noting how they have changed and adapted over time. 
Although the WHO continues to remain actively engaged in the govern-
ance of HIV/AIDS, the organization’s earlier mismanagement and the 
extrication of this specific disease to another purpose-built IO disqualify 
its evaluation and assessment here.

The second, related reason for why so little attention is accorded to 
HIV/AIDS in this book is that the vast majority of existing GHG litera-
ture already tends to focus overwhelmingly on HIV/AIDS. Accordingly, 
there are several works already in existence that more adequately and 
comprehensively engage not only with the global governance of HIV/
AIDS (see, for example, Hein et al. 2007, Poku et al. 2007, Harman and 
Lisk 2009), but also with the security implications and/or securitization 
of the disease (Elbe 2003, 2006, 2009, Aginam and Rupiya 2012, Rushton 
2012, Seckinelgin 2012). For these reasons, there is clearly less need to 
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devote much time or attention to discussing the WHO’s involvement in 
the global governance of HIV/AIDS in any great depth, as the topic has 
been sufficiently covered elsewhere.

Structure of the book

The book has been structured into three parts, with two chapters form-
ing each part. Part I is concerned with establishing the WHO’s delegated 
authority for managing global health security and how that authority 
had traditionally been exercised. Accordingly, Chapter One examines 
the constitutional powers of the WHO for controlling and eradicating 
infectious diseases, and the limitations that member states have imposed 
on that authority through various legal, financial, and technical means. 
Chapter Two then examines how the IO sought to demonstrate its 
authority through various disease eradication initiatives. Accordingly, 
the chapter surveys three case studies – the Malaria Eradication 
Programme (MEP), the Smallpox Eradication Programme (SEP), and the 
WHO’s efforts to eliminate tuberculosis (TB). These three case studies 
have been chosen principally to highlight how the WHO progressively 
developed a conventional approach to disease control and eradication. 
The MEP has been selected, for example, as it served as the WHO’s first-
ever attempt at completely eradicating an infectious disease, but for 
various reasons explored in the chapter the programme proved unsuc-
cessful. By way of contrast, the WHO’s success in eradicating smallpox is 
frequently hailed as the IO’s greatest public health achievement. 
Importantly, however, both these programmes were massive global erad-
ication campaigns that attracted significant resources and support. As 
such, the WHO’s programme to eliminate TB as a public health menace 
has also been selected to juxtapose the MEP and SEP. The WHO’s efforts 
to control TB also serves as a helpful case study as it is the only instance 
prior to the 2003 SARS outbreak where the IO declared the spread of one 
specific disease a global public health emergency. When collectively 
viewed, these case studies reveal that the WHO had developed a stand-
ard or classical approach to controlling and eliminating infectious dis-
eases in which the IO functioned largely as a coordinating authority, 
eschewing its ability to direct the international community’s responses 
due to past failures and concerns that it would result in further con-
straints being imposed on the IO.

In Part II, the book explores the period that led to the WHO’s adop-
tion of security-related concepts and language to fulfil its duty of eradi-
cating infectious diseases. Chapter Three therefore examines the IO’s 
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securitization of infectious diseases and its management of the 2003 
SARS outbreak. Indeed, the WHO’s management of SARS marked a 
 distinct turning point in the organization’s approach to global health 
security, allowing the IO to test a variety of new techniques and meth-
ods that ultimately proved so successful that they served to reinvigorate 
the IO’s reputation and international standing. The WHO’s manage-
ment of SARS subsequently informed the final stages of the International 
Health Regulations (IHR) revision process – the focus of Chapter Four – 
that had originally begun in 1995 following a series of events that high-
lighted the WHO’s traditional approach to controlling and eliminating 
infectious diseases was insufficient. Importantly, however, as this chap-
ter goes on to explore, some of the exceptional measures taken by the 
secretariat, and the ease with which it did so, concerned the IO’s princi-
pals to the extent that, in the final stages of the IHR revision process, 
they sought to reign in the organization’s powers by inserting new legal 
constraints and technical requirements on the IO’s delegation contract. 

Part III of the book then examines the WHO’s management of global 
health security post-SARS. Specifically, Chapter Five investigates the 
WHO’s response to the emergence and progressive spread of the H5N1 
avian influenza ‘bird flu’ virus, the organization’s response to the 2009 
H1N1 influenza ‘swine flu’ pandemic, and the controversies that arose 
surrounding its management of this event. Chapter Six then explores 
the criticisms that have emerged of the WHO’s securitization of certain 
select health issues, and how the IO has reacted to these events and the 
much closer scrutiny of member states by now downplaying the health-
as-security discourse. Using the WHO’s management of recent public 
health crises, the chapter also discusses what the future of the IO’s 
approach to managing global health security may look like. The book 
then concludes by returning to the theoretical considerations with a 
short discussion and evaluation of what these current trends suggest 
about IO pathology, desecuritization, and the future of the WHO as it 
seeks to fulfil its disease eradication mandate.


