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In many ways, the 2003 SARS outbreak was a remarkable event in the 
history of human interaction with infectious diseases. By the time the 
disease had been contained in July 2003, it had infected 8,422 people 
and caused the deaths of approximately 916 individuals (Huang 2011, 
see also WHO 2006a). Compared to numerous other infectious diseases 
at the time, such as malaria, HIV/AIDS, TB, and cholera, the human 
morbidity and mortality caused by the 2003 outbreak was relatively 
minor. Yet in some of the most affected areas the outbreak triggered 
social and political upheaval, and the global economic impact of the 
outbreak was estimated to have been between US$11 billion and US$100 
billion (Asian Development Bank 2003, US GAO 2004).

For the WHO, the 2003 SARS outbreak also proved to be a remarkable 
event and powerfully illustrated the benefits of a new way of working. 
Indeed, as this chapter and the next go on to argue, by the time the SARS 
coronavirus had begun to spread internationally the WHO secretariat 
had come to embrace a new approach to managing infectious diseases 
that was increasingly being described as ‘global health security’. Though 
not yet finalized, the IO’s formal health-for-security delegation contract 
was undergoing a transformation – one in which health-for-security was 
being actively and intentionally recast. Health was no longer just viewed 
as a vehicle to ensure international peace and security, but instead had 
come to be recognized as a legitimate security issue in and of itself. This 
new understanding of health-as-security took some years for the WHO 
to fully embrace, but the timing of the SARS outbreak proved instrumen-
tal in convincing not only the IO’s member states of the need for this 
new management style, but also several internal stakeholders within the 
organization.
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This chapter examines the WHO’s handling of the 2003 SARS  outbreak 
and how through its management of the 2003 SARS outbreak the IO 
established a new standard in global disease outbreak alert and control. 
In so doing, the organization’s secretariat also created new customary 
practices that (temporarily) reinterpreted the WHO’s delegation  contract. 
Although a number of governments, even individuals, made significant 
contributions to containing the SARS threat, given the focus of this 
book, attention has only been given to the actions of the IO, noting how 
the secretariat’s management of the SARS-inspired crisis differed from 
the organization’s classical approach to disease eradication. Prior to 
examining the WHO’s response to the 2003 SARS outbreak though, it is 
important to spend a few moments contextualizing the environment in 
which the IO found itself.

The WHO in 2003

As discussed in the previous chapter, throughout the 1990s the WHO 
experienced a prolonged crisis of confidence relating to its overall effec-
tiveness and continued relevance to the international community. One 
of the direct consequences of this crisis was that it aggravated the con-
straints under which the IO traditionally operated; as noted in the case 
of the WHO’s anti-TB efforts, member states’ perceptions can, and do, 
have a direct bearing on the effectiveness of the organization. By March 
2003, however, the WHO was arguably a very different IO. In fact, the 
WHO was instead enjoying renewed support from amongst its member 
states and the international media: its relevance was no longer being 
questioned, and the organization was perceived to be competent, credi-
ble, and effective (Yamey 2002a, Yamey and Abbasi 2003). A number of 
factors can account for this turn of events, but ultimately one of the 
most significant contributing factors in improving the IO’s reputation 
and standing was the appointment of Dr Gro Harlem Brundtland to the 
position of director-general in 1998.

Dr Brundtland was elected in May 1998 on a platform to reform the 
WHO. A former medical practitioner and prime minister of Norway who 
had been elected for three terms of office, Brundtland possessed the 
 reputation of being an accomplished politician. Her involvement in the 
1992 Rio Earth Summit also confirmed Brundtland’s credentials as an 
effective international negotiator and campaigner. Given member states’ 
prolonged disillusionment with the WHO’s performance, Dr Brundtland’s 
appointment was thus very much welcomed by both governments and 
the international media from the beginning, as the newly appointed 
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director-general moved rapidly to fulfil her promise of reforming the 
WHO (Mach 1998).

Within two years of her appointment Brundtland had restructured the 
organization’s bureaucratic composition, re-shaped its policies and 
 strategic direction, and streamlined its activities. The WHO’s multiple 
departments and programmes were consolidated into nine ‘clusters’, 
each headed by an executive director. These directors, along with 
Brundtland herself, formed a new inner cabinet to oversee and coordi-
nate the activities of the organization and its six regional offices (WHO 
1998a). A new corporate strategy was also then outlined in 1999, giving 
the IO a new strategic focus and indicating how accountability to its 
member states would be improved. Staff rotation programmes were 
introduced, and several senior bureaucratic positions were eliminated to 
reduce costs and make the overall structure less hierarchical. Although 
largely restricted to the WHO’s central headquarters in Geneva, the 
reforms were extensive, well overdue, and generally viewed as an indica-
tion that the IO was finally on the path to becoming a more effective 
institution (Yamey 2002b). Member states reacted to Brundtland’s 
reforms by significantly boosting their extrabudgetary funds, and by 
2002, for the first time in the organization’s history, voluntary contribu-
tions accounted for almost two-thirds of the WHO’s overall budget 
(Yamey 2002c).

Particularly in relation to the WHO’s global health security mandate 
though, not all the newfound trust and confidence in the WHO can be 
attributed to Brundtland and her initiatives alone. In fact, the trust that 
member states displayed in the WHO’s management of the SARS 
 outbreak in 2003 can arguably be traced to a range of reforms that were 
initiated as early as 1995 with the decision to revise the IHR. Although 
Brundtland is reported to have demonstrated a strong commitment to 
revising the IHR in the last year of her tenure, at the commencement of 
her term Brundtland was reportedly unaware of the legislation and had 
to be convinced of its significance by her staff (Kamradt-Scott 2010). 
Thus the WHO secretariat can be attributed with at least an equal 
 measure of credit for the trust and confidence exhibited by member 
states in the IO’s global health security credentials.

Prior to Dr Brundtland’s election as director-general, the WHO secre-
tariat had established the Emerging and Other Communicable Diseases 
(EMC) unit in 1995 (Weir 2015). The creation of this particular unit, 
which was later renamed the Communicable Disease Surveillance and 
Response Unit (CSR) in 1997, had been in direct response to the WHA’s 
passage of two resolutions some five months earlier: WHA48.7 Revision 
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and updating of the International Health Regulations and WHA48.13 
Communicable disease prevention and control: new, emerging, and re-emerging 
infectious diseases – (WHO 2006a, Weir 2015). As explored more fully in 
the next chapter, the WHA had passed these resolutions in large part 
prompted by an increased awareness of the menace posed by biological 
agents and by emerging and re-emerging infectious diseases combined 
with the recognized inability of global institutions (including the WHO) to 
respond effectively to these hazards (Davies 2008). In attempting to redress 
this recognized shortfall, the guiding vision of the new EMC/CSR unit as 
outlined by its then-director, Dr David Heymann, was to ensure ‘a world 
on the alert and able to detect and respond to international infectious 
disease events of international importance within 24 hours’ (Heymann 
2009). Making full use of the latitude provided by the WHA resolutions, 
the guiding ethos of the new unit also aimed to ‘operationalize’ a novel 
method of working prior to formalizing any innovative developments 
within elements of the IO’s delegation contract such as the revised IHR. 
What this meant in practical terms was that the team possessed consider-
able autonomy to experiment with developing novel procedures and poli-
cies, and the unit’s team began to experiment with a series of changes in 
how the organization detected, verified, and responded to disease out-
breaks (see Chapter Four; see also Davies et al. 2015). In approaching the 
task this way, the team led by Heymann made a strategic decision to 
establish new customary IO practice that would then provide the 
 evidence for revising the WHO’s health-for-security delegation contract 
with its principals. As further expanded upon in the next chapter, this 
‘do first, legislate later’ approach understandably consumed the bulk of 
the unit’s time and attention, but it was an approach that the epistemic 
community was committed to. The most revolutionary change enacted 
by Heymann and his team at this time was the adoption of a new out-
break verification strategy.

Outbreak verification diverged from the WHO’s classical approach to 
managing infectious diseases in one very distinctive way, notably by 
using non-governmental sources of information as a basis to identify 
new disease outbreaks. By 1995 the WHO was receiving literally  hundreds 
of reports about disease outbreaks from international media, NGOs, 
national laboratories, and collaborating centres, and even other inter-
governmental organizations (Grein et al. 2000). Yet under the IO’s clas-
sical approach towards disease outbreaks, the WHO was prevented from 
acting on these reports until official notification had been received from 
the affected member state. In accordance with the novel strategy being 
utilized by Heymann and his team, however, this had begun to change 
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as the IO became increasingly proactive in response to  notifications. 
As a direct consequence, the numerous pitfalls associated with relying 
on official government reports, which regularly failed to eventuate or 
were habitually late, rapidly began to dissipate (Fidler 1999).

In adopting this new strategy the EMC/CSR (and by default the WHO) 
began to demonstrate that it could use the non-governmental reports 
effectively and circumspectly. The way the strategy unfolded was that 
upon receipt of an unofficial report the secretariat would confidentially 
approach the member state(s) where an outbreak of disease had been 
reported and seek verification from the government(s) concerned. 
Where verification was obtained, the WHO was able to respond more 
rapidly in offering technical assistance and alerting the international 
community to the presence of the outbreak. Where it was confirmed, 
however, that no outbreak existed, the WHO was able to assist govern-
ments in dispelling potentially harmful rumours that could negatively 
affect tourism and trade. The new strategy thereby provided a mutually 
beneficial situation for both member states and the WHO (WHO 2000a).

The adoption of the outbreak verification strategy also corresponded 
with a number of other related developments though as well. Notably, 
in 1993 under a joint initiative with UNICEF, the WHO established 
HealthMapper – a computer software application that enables the IO, 
governments, and local health authorities to track and map outbreaks of 
disease (WHO 2000b). The programme, which had been initially devel-
oped for the purpose of eradicating guinea worm, was soon revealed to 
have wider utility. As new geographical information system (GIS) soft-
ware was subsequently developed throughout the 1990s, the WHO also 
began to use HealthMapper to track and control a variety of other com-
municable disease threats as well (WHO 2007b). Further augmenting 
these initiatives, the International Society for Infectious Diseases had 
established a global email alert system (Pro-MED) whereby members – 
several of which were WHO personnel – could freely circulate news 
about potential outbreaks (Castillo-Salgado 2010); and in 1998 Health 
Canada, in collaboration with the WHO, developed the Global Public 
Health Information Network (GPHIN) (Mykhalovskiy and Weir 2006; 
see also Davies 2015). This latter network functioned as a web-based 
search engine, continuously scanning some 600 electronic media sources 
for reports of outbreaks of disease (Grein et al. 2000, p. 99). When a sus-
pected outbreak was identified via one of these sources, the WHO would 
be alerted. Then, in conjunction with the new outbreak verification 
strategy, the organization would approach the member state concerned 
to corroborate or disprove the report.
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By July 1999 some 246 disease outbreak reports of international 
 concern had been investigated through using the new systems estab-
lished by the WHO secretariat and its partners. Of these, approximately 
71 per cent of reports had been obtained through non-governmental 
sources (ibid., p. 100). Although explicit approval of the outbreak veri-
fication strategy had not yet been obtained from the WHA, the secre-
tariat demonstrated that it could use such information prudently. 
Consequently, while it diverged substantially from the IO’s classical, 
established method of working, not one government reportedly 
expressed any reservation about the new strategy or its corresponding 
system (Heymann 2005). By early 2000 support for the WHO’s new 
method had grown to such an extent that the decision was taken to 
formalize and consolidate these developments. The Global Outbreak 
Alert and Response Network (GOARN) was established in April 2000 
(WHO 2000c), and its operation was endorsed by the WHA following 
the adoption of resolution WHA54.14 Global health security: epidemic 
alert and response in May 2001.

In terms of the WHO’s transition from health-for-security to the 
health-as-security delegation contract, the WHA’s ratification of 
WHA54.14 was a watershed event. In the international context the 
phrase ‘health security’ had initially appeared in a 1994 report produced 
by the United Nations Development Programme (UNDP), which advo-
cated that in the wake of the end of the Cold War a new frame of refer-
ence was required – one that moved away from state-centric views of 
security to a more human-centred approach (UNDP 1994). The UNDP 
human security report highlighted the menace of infectious diseases as 
just one area of health security, but this particular ‘threat’ resonated 
with a wider narrative that was gaining increasing prominence within a 
number of high-income countries concerned over the appearance of 
new diseases like HIV/AIDS and the re-emergence of infectious diseases 
previously assumed vanquished. As Weir (2015) has recorded, between 
April 1994 and January 1995 the WHO hosted a series of meetings to 
discuss the ‘threat’ of emerging infectious diseases that culminated in 
the adoption of the earlier resolution WHA48.13 Communicable disease 
prevention and control: new, emerging, and re-emerging infectious diseases. 
Yet whereas the WHO as the IO tasked with leading and directing 
 international health work might have been expected to grasp this oppor-
tunity to immediately re-cast its mandate and thereby reinvigorate its 
then-tarnished reputation, the wider secretariat demurred for several 
years. As discussed in the next chapter, a number of explanations can be 
offered for why this delay transpired, including a range of internal 
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factors such as the transition from one director-general to another and 
the focus of the CSR team on establishing GOARN; but by late 2000 the 
WHO secretariat had decided to embrace the health-as-security concept 
and actively work towards reframing its public health mandate and 
health-for-security delegation contract. As Guénaël Rodier (2009), who 
assumed the role of director of the WHO CSR department between 2000 
and 2005 later noted:

The World Health Assembly resolution on global health security, 
 epidemic alert and response, was a milestone firstly because we 
 introduced the concept of global health security for the first time. It 
was the first time the WHO formally used that term. And it was also 
a milestone because the World Health Assembly, or member states, 
formally endorsed what we were doing.

As outlined in the resolution, global health security was narrowly 
defined by the secretariat to relate explicitly to biological agents, 
 epidemics, and ‘communicable disease threats and emergencies’ (WHO 
2001a). This narrow definition, which at the time gained universal 
 support amongst the IO’s principals,1 should perhaps not be surprising 
given that it strongly echoed the focus and concern of many high-
income countries, several of which had already securitized health within 
their respective foreign policy frameworks (Davies 2008). The corre-
sponding outcome, however, as Weir (2015, p. 21) observes, was that ‘Its 
title rendered “global health security” equivalent to “epidemic alert and 
response”’. Over the next few years, several prominent members of the 
IO’s secretariat – and particularly the now-renamed CSR team – embarked 
on a concerted campaign via the publication of WHO reports and aca-
demic papers in prestigious international journals to argue that the IO 
was the most appropriate mechanism to assist governments in achiev-
ing global health security (see, for example, Heymann 2002, 2003, WHO 
2003a). Within these documents, the concept of global health security 
and the WHO’s role in facilitating its attainment was presented uncriti-
cally as logical, clear-cut, and a rational progression of the IO’s health-
for-security delegation contract. In effect, the secretariat was engaging 
in ‘securitizing moves’ consistent with the Copenhagen School’s theory 
of securitization, but as evidenced by the fact that resolution WHA54.14 
had already been adopted with virtually unanimous support and almost 
no prior warning of the use of this new terminology,2 the case for the 
WHO to utilize this discursive tool had already been convincingly made. 
Said another way, the securitization of the WHO’s public health 
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mandate and the move away from its classical ‘health-for-security’ to a 
new ‘health-as-security’ delegation contract had largely been success-
fully achieved with minimal rhetorical effort from the IO’s bureaucratic 
arm; rather, as explored more fully in the next chapter, it had been the 
actions undertaken by a concerted group of like-minded individuals at a 
practical level that proved decisive.

Between April 2000 and March 2003 WHO’s reputation for effectively 
managing what was now being openly described as ‘global health secu-
rity’ continued to grow and intensify. The successful operation of 
GOARN and its partners attracted strong support not only amongst 
developing countries habitually affected by disease outbreaks, but 
 (especially following the September 2001 anthrax attacks in the United 
States) the ‘network of networks’ had also obtained widespread appeal 
amongst developed countries concerned about bioterrorist attacks 
(Heymann 2002). With virtually unfettered access to almost every 
 country worldwide and a wealth of international technical expertise to 
draw upon, GOARN confirmed that the WHO was in a unique position 
to coordinate global health security – a point keenly promoted by the 
WHO secretariat (Davies 2008). Hence when the SARS-associated coro-
navirus did begin to spread internationally in March 2003, the WHO 
had already proven itself capable of effectively and competently manag-
ing disease outbreaks via customary IO practice, even though the formal 
revision of the IHR – and by default, the IO’s health-for-security delega-
tion contract – remained incomplete.

As can be discerned from the above, the actions of Heymann’s team 
throughout this period typified Haas’ (1990) typology of IO learning in 
that a small dedicated group of individuals (epistemic community) 
actively sought to form alliances with key stakeholders – in this instance, 
the organization’s proximal principals – to advance their own agenda. 
Having said this, it is important to recall that the health-as-security 
agenda had also gained considerable traction amongst the IO’s member 
states even prior to 1995 and the passage of resolutions WHA48.7, 
WHA48.13, and WHA54.14. Accordingly, it would be somewhat disin-
genuous to label the WHO’s explicit adoption of the health-as-security/
global health security agenda as a clear example of agency slippage, for 
the immediate epistemic community tasked with giving effect to the 
IO’s health-for-security mandate was arguably also reflecting the inter-
ests of the organization’s member states. As later chapters go on to 
explore, although a number of commentators have postulated that the 
IO’s embrace of global health security can be solely attributed to the 
influence of the WHO’s more proximal principals such as the United 
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States and the members of the European Union (EU), the adoption of 
WHA54.14 in 2001 was unanimous. At least for a time, therefore, it 
appears that there was a global consensus on the WHO’s new interpreta-
tion of its post-war health-for-security mandate – a consensus that was 
arguably strengthened by the emergence of SARS.

The WHO response to SARS

The emergence of SARS in 2003 as a global threat has been documented 
in considerable detail elsewhere (Koh et al. 2003, Abraham 2005, Duffin 
and Sweetman 2006, WHO 2006a). For the purposes of this book, there-
fore, only the most basic facts need be recollected. It is now known, for 
instance, that the disease originally emerged from bats and began infect-
ing people in southern China in November 2002. In March 2003 the 
pathogen spread to Hong Kong from Guangdong province, carried by 
an unsuspecting doctor who had been treating SARS-affected patients. 
The doctor, who had travelled to the Special Administrative Region to 
attend his nephew’s wedding and had checked into a local hotel, 
 unwittingly transmitted the virus to a number of other hotel guests, the 
majority of whom were international travellers. Although the doctor 
was himself admitted to hospital the next day, where he later died, 
 several of the travellers he infected departed Hong Kong for their respec-
tive destinations around the world. Unfortunately, these individuals 
had contracted a particularly virulent form of the SARS coronavirus that 
they then carried with them along major airline routes. These ‘super-
spreaders’, as they became known, subsequently infected others who in 
turn infected yet further people, setting off a chain of infections that 
eventually spread to 32 areas.

It is in this regard that that international community was confronted 
by a unique combination of political, social, and epidemiological  
 factors. The factors themselves – such as the emergence of a novel infec-
tious disease, the reluctance of a government (China) to report the ini-
tial outbreaks, the mass movement of people along international airline 
routes, a series of highly infectious individuals (i.e. super-spreaders), 
and a high infection rate amongst healthcare workers – were not dis-
tinctive per se, but the convergence of these factors within the context 
of one event certainly was. Moreover, due to this somewhat unique 
combination of factors, the 2003 SARS outbreak presented a series of 
peculiar challenges that required a well-coordinated global response. 
Recognizing the common danger that SARS presented, public health 
experts, governments, and the WHO collectively sought to contain the 
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threat, successfully accomplishing this objective within four months of 
the pathogen spreading internationally.

In several respects, the WHO’s handling of the 2003 SARS outbreak 
was consistent with its classic disease management approach. For 
 example, the secretariat issued a series of offers to assist member states 
in controlling their respective outbreaks of the SARS coronavirus. Where 
those offers of assistance were accepted, the WHO arranged to send 
teams of experts to assess the adequacy of control measures and recom-
mend improvements. Similarly, the WHO issued a series of guidance 
documents outlining how transmission of the contagion could be con-
tained and advising on the latest breakthroughs in treating SARS-affected 
patients. Nevertheless, the WHO secretariat performed three key roles 
throughout the 2003 SARS outbreak that diverged markedly from the 
IO’s classical disease management approach: real-time epidemic intelli-
gence coordinator; real-time principal policy adviser; and, perhaps most 
significantly, the role of government assessor and critic.

Real-time epidemic intelligence coordinator

Disease surveillance on a global scale has always been an imprecise and 
complicated activity for a number of reasons. Surveillance habitually 
requires, for example, an advanced infrastructure to support the collec-
tion and analysis of epidemiological data. Regrettably, in many resource-
poor countries that struggle to provide even basic healthcare services, 
the infrastructure required for disease surveillance is oftentimes inade-
quate or non-existent (WHO 2000d). Even in countries with the requi-
site infrastructure, the data gathered can often vary because of differing 
opinions on what information is necessary and useful. When the 
 information is then collated at the global level it is not uncommon to 
find that the data lacks consistency, making it difficult to compare and 
analyse (WHO 2005b, p. 30). Further, global disease surveillance is also 
highly dependent upon the willingness of governments to report such 
information – a willingness that has been observed to be occasionally 
lacking (Delon 1975, pp. 23–24). Perhaps the largest problem for disease 
surveillance at the global level, however, has been how rapidly the 
 information is collected, interpreted, and put to practical use.

Timing is essential at each stage of outbreak alert and response. 
Providing accurate epidemiological data in a timely manner is arguably 
the single most important tool in preventing and/or containing disease 
outbreaks (WHO 2000d, p. 6). If used correctly, such information can 
aid, for example, public health officials in preventing a small outbreak 
from growing into an epidemic, and an epidemic from developing into 
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a pandemic (Heymann and Rodier 1998). Further, raw epidemiological 
data by itself does not offer knowledge – it must be interpreted and 
applied in order for coherent and effective public health interventions 
to be developed (Bhopal 2002). Disease surveillance thereby feeds into a 
broader process that collectively is referred to as epidemic intelligence 
(Kaiser et al. 2006), and unfortunately, historically the WHO has had a 
poor record of making such intelligence readily available.

Until the consolidation of more than 100 different networks under 
the umbrella of GOARN, the WHO’s ability to act on epidemiological 
information in real-time was largely non-existent (WHO 2003a, 2002b). 
Instead information about disease transmissions, even epidemics, would 
filter slowly from the local level to the national level, and then 
 (depending upon the sensitivity of the data) would eventually be 
reported to the WHO. Delays were not uncommon, with the corre-
sponding effect that the organization’s capacity to coordinate global 
response efforts was repeatedly hindered as the guidelines and advice it 
sought to provide would appear long after the event had been controlled 
by national health authorities. Following the CSR’s adoption of its global 
outbreak alert strategy in 1997 and the formal launch of GPHIN in 1998, 
the WHO’s ability to collect, analyse, and interpret epidemiological 
information in real-time noticeably improved. But the WHO secretariat 
had not been presented with the opportunity to test these new abilities 
within the context of an international health crisis, that is, until SARS.

The WHO secretariat’s role as real-time epidemic intelligence coordi-
nator unfolded in three distinct phases throughout the 2003 SARS 
 outbreak. The first phase began in late November 2002 following an 
initial report by a Chinese official of an influenza-like disease outbreak 
with high mortality that was affecting HCW (Heymann and Rodier 
2004a, p. 190). With the exception that HCW were being afflicted 
though, reports of this nature were not unusual for the time of year 
(WHO 2003b), and as further information was unavailable, the report 
attracted little attention. In fact, concern was only really raised follow-
ing a report just four days later, on 27 November 2002, of a potential 
influenza outbreak in southern China. This report, which had been 
identified by GPHIN, prompted the WHO to place its Global Influenza 
Surveillance Network (GISN) on alert. On 10 December 2002 the secre-
tariat then issued a formal request for further information, but it was 
dismissed by the Chinese authorities (Brookes 2005); as per GOARN’s 
disease outbreak verification policy, no further action was taken.

The second phase of the WHO response began in early February 2003, 
following a series of news reports by Hong Kong media that an epidemic 
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of atypical pneumonia was occurring across the border in southern 
China. The WHO responded immediately by issuing a second formal 
request for information on 10 February 2003 (Heymann and Rodier 
2004b, p. 174). The next day the Chinese authorities convened a press 
conference where they confirmed that an outbreak had taken place 
involving 305 individuals and five deaths, but stressed that the outbreak 
was now well under control (WHO 2003c). Respecting the Chinese 
 government’s assurances, the WHO responded by closely monitoring 
the situation for any signs that the outbreak – which was still believed to 
be influenza-related – was not contained (WHO 2003d). However, over 
the next two weeks as further reports began to filter in from Hong Kong, 
Singapore, and Hanoi of hospital staff contracting atypical pneumonia, 
laboratory tests failed to isolate any known influenza strain (Stöhr 
2003a, p. 1730).

The WHO’s third, more intensified phase began on 28 February when 
Carlo Urbani – a WHO epidemiologist working in-country in Vietnam – 
notified the CSR department in Geneva of his suspicions that a new 
contagion was responsible. Urbani’s warning prompted the secretariat to 
intensify its epidemiological intelligence gathering. By 11 March the 
secretariat had obtained irrefutable evidence of a new disease spreading 
internationally (WHO 2003c), and in response the WHO issued its first 
global alert the next day (WHO 2003b). By 14 March, however, it was 
becoming increasingly apparent that a stronger response was needed 
(Cohen et al. 2003), and so on 15 March 2003 when it was revealed 
Dr Leong had boarded a plane to Singapore, the secretariat issued a 
 second global alert and set about assembling international expertise to 
lead the fight against the disease.

Indeed, the establishment of three ‘virtual’ global networks of health-
care practitioners, epidemiologists, microbiologists and virologists, 
between 17 and 20 March 2003 was arguably one of the most important 
public health interventions of the SARS outbreak. Using various forms of 
advanced telecommunications and Internet-based technologies, the 
WHO brought together a host of research institutions and individuals to 
work towards identifying the causative agent responsible, recommend-
ing effective treatment options and developing tests that would assist in 
accurately diagnosing suspected or probable SARS cases (WHO 2003e). It 
is in this regard that the significance of the WHO’s ability to inspire and 
create these three networks cannot be understated. The networks assem-
bled many of the world’s leading health professionals who are regularly 
required to compete for research funding and prestige in a highly 
 competitive international environment. Drawing on the organization’s 
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reputation as an independent technical body, the secretariat created a 
situation without precedent: each group of scientists, clinicians, and 
epidemiologists posted their research findings on secure SARS-dedicated 
websites, enabling normally competing research institutes full access to 
each others’ work. Daily teleconferences further augmented the Internet-
based approach, permitting rapid comparison of discoveries and experi-
ences and preventing the duplication of research activities (Abraham 
2005, pp. 93–95, Brookes 2005, pp. 101–119). The networks thus allowed 
the WHO to collect, analyse, and disseminate information in real-time 
while bypassing many of the traditional constraints of relying on 
 governments and government laboratories to forward information at 
their discretion and in their own time. As a direct result, the secretariat 
was able to issue timely policy advice and recommendations which 
helped facilitate the successful containment of the SARS threat on 5 July 
2003, just over four months after it had begun to spread internationally.

Real-time principal policy adviser

As per Article 2(k) of the WHO Constitution, the secretariat is 
 authorized to issue guidelines and recommendations on any matter 
within the scope of its expertise. Since the IO’s inception, therefore, the 
issuance of temporary and standing recommendations, technical advice, 
and guidelines has existed as a function that the WHO has regularly 
performed. In fact, as the WHO was created as a specialized technical 
agency with the view to it being the highest authority in the field of 
international public health, the founding member states attached con-
siderable importance to the organization’s capacity to issue recommen-
dations and guidelines (WHO 1948b, p. 18). The guidance offered was 
intended, in principle, to be independent, devoid of political agendas, 
and based on sound scientific evidence (Siddiqi 1995, pp. 41–51, 
Beigbeder 1998, p. xix). To encourage this – and in an additional 
acknowledgement of the IO’s own limited financial resources – the 
 secretariat has regularly sought to build collaborative partnerships with 
independent research laboratories and centres. Through this extensive 
network of collaborating centres the WHO has established a reputation 
for providing objective and sound policy advice. As Burci and Vignes 
(2004, p. 141) have observed, ‘The setting of a wide variety of recom-
mendations and other non-binding standards is without doubt the most 
prolific and successful normative activity of the Organization’.

Yet despite regularly providing policy advice, rarely has the IO been in 
the position of being able to serve as the principal or leading policy 
adviser. Instead, as observed in the cases of smallpox and TB, more often 
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than not the WHO’s standard approach has been to consolidate the 
 policies and practices that member states have already previously 
engaged, analyse that information, and then release best-practice guide-
lines that governments and health authorities may choose to adopt at 
their discretion. The WHO’s guidance, while attracting special status due 
to its position as a technical agency with independent expertise, is there-
fore rarely timely due to the processes involved. It is also in this sense 
that the IO’s guidance can usually hardly be described as original.

In the context of the 2003 SARS outbreak, the WHO secretariat issued 
a number of policy recommendations and technical guidance literally in 
the midst of a global emergency. The majority of this advice was warmly 
received by member states and implemented without hesitation, as it 
was based on established disease control practices such as isolation and 
quarantine (WHO 2003d). Aided as it was by the three interlinked  virtual 
networks of epidemiologists, clinicians, and scientists, the WHO was 
also able to issue guidelines and recommendations – in real-time – in 
several key areas, such as how to conduct SARS-specific disease surveil-
lance; how to build capacity to prevent human-to-human transmission; 
and importantly, how to treat suspected or probable SARS patients 
(Heymann 2004, p. 1128).

For example, following the report of Dr Leong – who was suspected of 
carrying SARS – flying from New York to Singapore, the WHO issued its 
second global alert on 15 March 2003, recommending that all travellers 
be screened for signs of infection (Heymann and Rodier 2004a, p. 191). 
Reacting to the IO’s counsel, governments and international airlines 
began to issue health questionnaires and conduct temperature monitor-
ing of travellers to detect possible carriers of the new disease. Even those 
governments who had not recorded a single case of SARS within their 
territory were expected to comply with the organization’s recommenda-
tions as a minimum precautionary measure (WHO 2003f). While the 
severity and type of methods used to screen travellers initially varied 
quite significantly, as the outbreak progressed and the WHO released 
more information on what methods were proving effective in detecting 
suspected SARS cases, the tactics employed by these actors became 
increasingly homogenized (Bell and WHO SARS Working Group 2004). 
In a few isolated instances, governments were even observed to share 
highly sensitive infrared technology that had been developed for 
 military applications, adapted to monitor the body temperature of trav-
ellers as they entered ports and border crossings, so that the maximum 
measures recommended by WHO could be implemented by affected 
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territories (Tan 2003). Such offers, ordinarily inconceivable under nor-
mal circumstances, served to enhance member states’ compliance with 
the guidelines released by the organization, and many of these measures 
remained in situ until well after the outbreak was officially declared over 
on 5 July 2003.

The advice to halt human-to-human transmission issued by the WHO 
extended beyond the immediacy of the border. As early as 12 March 
2003, for example, the WHO recommended that all suspected cases of 
the new disease should be immediately transported to designated hospi-
tals to be treated, using barrier nursing techniques to limit the risk of 
transmission (WHO 2003b). Over the weeks that followed, these guide-
lines were further refined, with the secretariat issuing detailed advice on 
infection control procedures and the level of personal protective equip-
ment that HCW should use to protect themselves (WHO 2003g). Based 
on this advice, probable or suspected SARS cases that were identified 
were usually transported either to the closest healthcare facility or SARS-
designated hospital for treatment, or given the choice to enter a period 
of self-imposed quarantine in their own homes. In this way, human-to-
human transmission of the virus was halted in record time as the chain 
of disease transmission was systematically interrupted wherever it was 
detected.

Aside from its newfound ability to issue recommendations and policy 
advice in real-time, one of the more remarkable (and controversial) 
changes to the WHO’s global health security praxis was the decision to 
target members of the general public with travel advice. The WHO has 
regularly issued general advice on such issues as vaccination that is read-
ily accessible to international travellers (WHO 2014c). But in the context 
of SARS, the WHO secretariat intentionally utilized the international 
media and the Internet to broadcast a range of travel recommendations 
specifically addressing individuals and their behaviour (WHO 2003h). 
This was a somewhat controversial decision that attracted criticism from 
a small number of member states (Cohen et al. 2003), not only as it con-
trasted with the organization’s standard approach of relaying informa-
tion to the general public via its member states, but principally because 
in several recommendations the secretariat had recommended that trav-
ellers avoid SARS-affected areas (WHO 2003i). Nevertheless, after confer-
ring with the US Centres for Disease Control and Prevention in mid-March 
2003 ahead of issuing its advice, the WHO secretariat pursued its contro-
versial policy citing public safety even though such advice was recog-
nized as having potential economic ramifications (Heymann 2005).
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Government assessor/critic

The WHO’s real-time epidemic intelligence gathering and analysis 
 combined with its principal policy adviser function throughout the 
2003 SARS outbreak also culminated in the WHO assuming a very 
uncommon role, namely that of government assessor. In the heightened 
uncertainty inspired by SARS’ international spread, the IO’s recommen-
dations and guidelines attracted elevated status, setting the minimum 
standards that should be applied to protect populations. Moreover, the 
WHO – or more precisely, the members of the CSR department – not 
only began assessing the adequacy of member states’ control measures, 
openness, and transparency, but in a very unusual development the 
WHO also began to publicly comment on them, and at times even 
openly criticize member states when they failed to meet the organiza-
tion’s standards. Arguably, by in engaging in such actions the WHO 
broke the foremost rule of its classical disease management approach, 
namely that the sovereignty of its member states is sacrosanct. However, 
in the midst of the global emergency the international community of 
states failed to contest the IO’s actions, potentially establishing a new 
precedent for the WHO’s management of global health security – one 
based on risk assessment and risk management.

Historically, while measuring performance and producing interna-
tional standards has existed as an intrinsic part of the WHO’s activities, 
the organization has habitually shunned the role of government asses-
sor. In large part, this has been attributable to the possibility that such 
assessments may contribute to member states being criticized for their 
action or inaction on some health-related matter. The WHO bureaucra-
cy’s corresponding concern has been that member states may then react 
by further constraining the IO’s authority and autonomy through the 
imposition of additional control mechanisms (e.g. budgetary restric-
tions, legal reforms, and similar measures). As Beigbeder (1998, p. 15) 
has concluded, ‘The Organization’s authority and the scope of its actions 
are dependent on the political will of its Member States to grant its own 
domain and the necessary resources’. As a result, the organization has 
generally been very careful to avoid engaging in any activity that may 
jeopardize the goodwill of its member states.

This is not to suggest, however, that recommendations issued by the 
WHO have never been used as a yardstick to measure member state 
compliance and/or performance. By their very nature, the production 
and dissemination of best-practice guidelines encourages comparative 
analyses to be undertaken. Similarly, the resolutions produced by the 
WHA or its regional office counterparts have occasionally been used to 
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evaluate the actions or inaction of particular governments (WHO 1998b, 
pp. 13–14). Yet, in the majority of circumstances, it has been external 
parties (e.g. individuals, NGOs, the international media, and other 
member states) that have undertaken such comparisons while the WHO 
secretariat has stringently avoided making such public evaluations.

In the context of the 2003 SARS outbreak, however, the WHO secre-
tariat assumed the role of government assessor and critic while lacking 
formalized approval or endorsement by the majority of its member 
states – a feat it accomplished largely as a consequence of the organiza-
tion’s ability to issue real-time policy advice and recommendations. The 
uncertainty surrounding the appearance of SARS and how it was spread-
ing caused considerable anxiety internationally. As a result, the WHO’s 
guidelines, recommendations, and advice took on an entirely new level 
of importance. Indeed, at the height of the SARS crisis the WHO 
 website – where information pertaining to the outbreak was often first 
released – recorded an average of 10 million hits per day as health pro-
fessionals, government officials, and concerned members of the public 
sought to access the WHO’s latest advice on SARS (Heymann 2005). 
Daily press conferences were held for the WHO director-general to 
report on the latest developments, the content of which was then widely 
reported by the mainstream print, television, and social media. In short, 
the IO’s recommendations and advice rapidly became viewed as the 
minimum standards that governments were expected to apply; where 
such advice was not closely followed, it was not uncommon for the 
legitimacy of administrations to be openly queried (Loh et al. 2004, 
Thomson and Yow 2004).

Within this context, perhaps the most blatant example of the WHO 
assessing the actions and behaviour of its member states pertained to 
the IO’s decision to issue geographically specific travel advisories. In 
issuing these advisories that warned international travellers to avoid all 
non-essential travel to SARS-affected areas, the WHO secretariat – and 
specifically the CSR team – used its own determination to assess member 
states on how competently they were managing their respective SARS 
epidemics. Here again the IO engaged in calculated risk assessments 
based on the epidemiological information it had gathered and the open-
ness and transparency of the member state affected. For example, while 
Hanoi was cited as an area with local transmission, because Vietnam’s 
government had responded forcefully and rapidly to the threat by quar-
antining the hospital where the transmissions had been observed to 
occur, the WHO did not include Hanoi in the travel advisory of 2 April 
2003. By way of contrast, because several senior members of the WHO 
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bureaucracy were uncertain about the adequacy of control measures and 
rate of transmissions occurring throughout southern China, and because 
the Chinese government continued to decline to fully cooperate with 
the organization’s request to send a team of investigators to the area, the 
southern Chinese province of Guangdong was among the first to obtain 
a travel warning (Heymann 2003, Abraham 2005, pp. 96–100).

Intriguingly, not one member state questioned the WHO’s authority 
to issue these travel advisories, even though they did diverge from the 
IO’s standard practices. Instead, the governments of the countries against 
which travel advisories had been issued were more interested in demon-
strating when the advisories were no longer warranted. As Heymann and 
Rodier (2004a, pp. 193–194) have observed, ‘[m]eeting these criteria 
became a strong motivation for governments and populations to col-
laborate in bringing the outbreaks under control’. To this end, once 
travel advisories had been issued, the respective governments were 
observed to fully cooperate with the WHO, sharing information on the 
number of suspected and probable SARS cases, permitting WHO investi-
gative teams to examine records, assess the adequacy of control measures 
such as quarantine practices and contact tracing, and to ensure that ade-
quate disease surveillance was being conducted. The investigative teams 
would correspondingly issue recommendations following their assess-
ment, and it was on the basis of these expert teams’ recommendations 
– not the country’s own medical specialists – that the organization would 
then amend its travel advisory. Moreover, witnessing the WHO’s demon-
strated capacity to act as government assessor, some  governments also 
invited WHO investigative teams in an attempt to prevent the organiza-
tion from applying travel advisories. Perhaps the most notable example 
of this can be observed in relation to the city of Shanghai, China.

Shanghai’s status as a special administrative region with consistent 
economic growth has long been a source of considerable pride for the 
Chinese government. Thus when SARS cases first began to appear in the 
city, Chinese officials feared that it too would attract a travel advisory 
from the WHO and potentially suffer economic losses. To mitigate this 
possibility, the central government in Beijing issued an invitation to the 
WHO to send an investigative team to assess the city’s surveillance and 
containment facilities (WHO 2003l). Following the team’s investigation, 
the WHO publicly concluded that Shanghai’s health authorities were 
responding appropriately to the SARS threat, and thus while the organi-
zation continued to advocate that all non-essential travel to Guangdong, 
Beijing, and Shanxi provinces should be avoided, its travel warning was 
not extended to include Shanghai (Koh et al. 2003, p. 8).
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Aside from the organization’s rather unusual role as government 
 assessor, arguably the singular, most exceptional aspect of the WHO’s 
response to SARS was its decision to openly criticize the People’s Republic 
of China for attempting to engage in a cover-up. This was a highly 
uncharacteristic move for an IO that has traditionally shunned even the 
perception of publicly criticizing its member states. Nevertheless, 
between April and June 2003 a series of rebukes regarding the Chinese 
government’s actions emerged from within the WHO. In April the 
organization’s chief representative in Beijing, Henk Bekedam, not only 
criticized China’s unwillingness to cooperate fully with the WHO, he 
also denounced the Chinese health system (and by default its 
 government), stating it had collapsed due to inadequate investment 
(Ashraf 2003). In May, Peter Cordingley, a WHO spokesperson based at 
the organization’s regional office in Manila, echoed earlier criticisms 
that Chinese officials had failed to provide adequate information regard-
ing the numbers of SARS transmissions (Parry 2003a). The most pejora-
tive illustration though of the WHO’s willingness to criticize China 
occurred when Director-General Brundtland publicly commented, ‘It 
would have been much better if the Chinese government had been 
more open in the early stages’ (Parry 2003a). In addition, and in an 
admonishment to the wider international community Brundtland 
stated, ‘I’m saying that as Director-General of the World Health 
Organization: next time something strange and new comes anywhere in 
the world, let us come in as quickly as possible’ (Crampton 2003).

The impetus for the secretariat’s criticisms of the Chinese government 
appears to have stemmed from two key factors. The first of these was 
that China’s actions in attempting to hide details of the outbreak directly 
contributed to the spread of the virus, which in turn exposed HCW. It 
was in this context that the death of Dr Carlo Urbani, the WHO epide-
miologist working in Vietnam who alerted the world to the existence of 
SARS, struck Director-General Brundtland and other senior members of 
the secretariat particularly hard (WHO 2003k, Brookes 2005). Following 
Urbani’s death, the WHO secretariat issued a series of scathing critiques, 
increasing the pressure on the Chinese government to permit investiga-
tive teams access to the affected areas and fully disclose the extent of the 
outbreak (Davies 2012).

The second factor prompting the WHO secretariat’s criticism of the 
Chinese government was the fact that the WHO itself began to be pub-
licly criticized. After it was revealed that SARS was likely to have had its 
origins in southern China and that the Chinese government was actively 
attempting to deceive the international community regarding the actual 
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numbers of SARS cases, elements of the international media began to 
criticize the WHO for not publicly condemning China’s refusal to fully 
cooperate (Cohen et al. 2003). The consensus within the organization, 
which also became publicly disseminated, was that unless the Chinese 
government was prepared to take all necessary measures to halt the 
pathogen’s spread, the disease would never be eradicated (WHO 2003l). 
Given that frustration levels were already high within the WHO at the 
lack of cooperation from the Chinese authorities, when the IO then 
began to attract criticism for not having publicly spoken out 
Dr Brundtland took it upon herself to express the WHO’s disappoint-
ment with China (Abraham 2005, pp. 101–102).

The fact that the Chinese government did not seek to reprimand the 
WHO secretariat, and Director-General Brundtland in particular, is testa-
ment to the authority the IO wielded throughout the SARS crisis. Such 
open criticism of one of its member states was unparalleled in the WHO’s 
history; and yet, despite being disturbed by the level of criticism it was 
attracting from an intergovernmental organization, the Chinese govern-
ment found itself virtually powerless to challenge the secretariat. 
Moreover, having already suffered such a substantial loss of credibility 
within the eyes of the international community once, the risk that it 
may yet attract further criticism prompted a very unusual reaction from 
China’s government in relation to one of the most politically sensitive 
topics in Chinese relations: Taiwan.

Taiwan’s status of representation in international health matters has 
remained a highly contentious issue ever since its exclusion from the 
WHO in 1972. When the disputed island territory reported a small 
 number of SARS cases at the beginning of the pandemic, unease amongst 
the international community began to grow that a diplomatic crisis 
might also compound the SARS-inspired global emergency. While this 
unease was temporarily relieved in April 2003 when Taiwanese officials 
declared (reportedly in testament to its democratic processes) that the 
outbreak had been rapidly contained (Chen et al. 2003), by early May 
apprehension had again returned as it was revealed that the island was 
in the middle of a public health catastrophe. Regrettably, Taiwan’s crisis 
began when officials, in an attempt to conceal an outbreak of SARS and 
preserve the island’s status of success, closed a hospital where new SARS 
transmissions had occurred. Rather than containing the outbreak, this 
one action served to disseminate the virus across the entire island as 
patients were moved to surrounding healthcare facilities to accommo-
date the hospital’s closure. Retracting the earlier assurances that SARS 
had been contained, the Taiwanese government called upon the WHO 
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for immediate assistance. However, due to the political sensitivity 
 surrounding Taiwan’s sovereignty, the WHO was prevented from taking 
any action except to publicly express, ‘[w]e are very worried about 
Taiwan. There are infections in hospital[s], infections in the community, 
unexplained links. We don’t know what’s going on there’ (Parry 2003a, 
p. 1055). In response and in what has been considered a ‘historic 
moment’, the Chinese government, fearing that if SARS continued to 
spread unchecked they would attract further international condemna-
tion, permitted a WHO inspection team to visit the island and assist the 
Taiwanese authorities. The territory subsequently contained its  epidemic, 
and when the WHO removed Taiwan from its ‘areas with recent local 
transmission’ list on 5 July 2003, SARS was officially contained.

Conclusion

Collectively, the secretariat’s handling of the 2003 SARS outbreak repre-
sented a remarkable shift in the IO’s more traditional approach to man-
aging infectious disease outbreaks – a shift that admittedly resonated 
powerfully with the IO’s emergent rhetoric of global health security, but, 
as discussed briefly above, one which also built on the efforts already 
being taken within the organization to transform its delegation con-
tract. Even before the novel pathogen had emerged particular elements 
of the WHO secretariat had been actively engaged in a charm offensive, 
capitalizing on the momentum generated by the passage of resolution 
WHA54.14 and a wider international consensus that viewed infectious 
diseases and biological agents as ‘threats’ to re-cast the IO’s public health 
mandate in security terms. The appearance of SARS and the manner in 
which some countries responded poignantly highlighted the now 
 evident need for a new way of working. The secretariat’s subsequent 
performance as a real-time epidemic intelligence coordinator, principal 
policy adviser, and government assessor/critic signalled an organization 
confident in its ability to manage the risks associated with global health 
emergencies efficiently and effectively in real-time. It also demonstrated 
the WHO secretariat could successfully exercise a considerable degree of 
authority and autonomy in a responsible manner.

Perhaps most significantly, the new roles the secretariat affected in 
response to the outbreak and member states’ behaviour evidenced the 
value and importance of the global health security agenda and the need 
to reform the IO’s health-for-security delegation contract. Each of the 
activities executed by the WHO secretariat in coordinating and analys-
ing the epidemic intelligence to provide real-time policy advice, as well 
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as the ability to admonish those governments that were not abiding by 
expected norms of outbreak transparency, established a new benchmark 
for the IO’s management of infectious diseases. It also revised the 
 parameters of the organization’s customary practice, which in turn rein-
terpreted the IO’s health-for-security delegation contract, provided the 
framework for the WHO’s new global health security mandate, and, as 
explored in the next chapter, gave impetus to finalizing the IHR revision 
process.

In the wake of SARS, a wide range of diplomats, policy-makers, health 
professionals, and academics publicly praised the secretariat for its han-
dling of the event, with some even going so far as to hail the IO’s actions 
as having marked ‘the point at which a new governance paradigm for 
global infectious disease threats truly came of age’ (Fidler 2004, p. 186). 
Given such praise and the fact that the organization had handled the 
SARS outbreak so well, it would be reasonable to assume that should 
another global health emergency suddenly emerge the WHO secretariat 
would be well placed to respond in an equivalent manner. In essence, 
that a new paradigm for maintaining global health security had been 
established. In order to fully answer this question though, a number of 
additional factors such as the outcome of the IHR revision process and 
the WHO’s management of both the H5N1 and H1N1 influenza out-
breaks require examination. It is to these topics that the rest of the book 
will now turn.


