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The WHO’s delegation contract with its member states to prevent, 
 control, and ideally eradicate infectious diseases continues to exist as a 
fluid and malleable one. This is principally because, as noted in Chapter 
One, the ‘contract’ – such as it is – is essentially comprised of several 
provisions and stipulations laid out in a variety of documents, such as 
WHA resolutions and the WHO’s constitutive treaty. Within that array 
of documents, arguably there is none more important or as comprehen-
sive in outlining member states’ obligations and the extent of the WHO’s 
disease eradication powers as the IHR. Originally adopted in 1951, the 
IHR have continued to form the centrepiece of the WHO’s disease eradi-
cation health-for-security delegation contract, principally because they 
represent the only international framework agreement designed to pre-
vent the global spread of infectious disease while minimizing disruption 
to international trade and travel. Not long after their adoption, how-
ever, the IHR came to be viewed as ineffective and insipid, were openly 
derided, and were frequently ignored. In 1995 the WHO’s member states 
voted to revise and update the IHR. The process subsequently took over 
10 years to complete, but following the passage of resolution WHA58.3 
Revision of the International Health Regulations on 23 May 2005 the revised 
IHR entered into force on 15 June 2007.

The revised IHR, or the IHR (2005), represent a radically different 
framework from their predecessor agreements. Scholars and public 
health officials alike have lauded their adoption (Fidler 2005, Baker and 
Fidler 2006), and although several significant challenges to their imple-
mentation remain (Fischer and Katz 2013, see also Davies et al. 2015), 
the IHR (2005) have fundamentally altered the terms of the WHO’s dis-
ease eradication delegation contract with its member states. In fact, as 
will become clear, the IHR (2005) have been integral to the WHO’s efforts 
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to securitize acute health hazards such as infectious diseases. Accordingly, 
this chapter examines the events surrounding the WHA’s 1995 decision 
to revise and update the IHR, as well as the outcome of that revision 
process – the IHR (2005) – and its implications for the WHO’s global 
health security mandate. The chapter begins by first examining the 
terms and scope of the original IHR and surveying the problems that 
emerged due to member states’ non-compliance and obfuscation. Next, 
the chapter reviews the events that ultimately led to member states’ 
decision to revise and update the framework, the challenges that were 
then encountered by the WHO secretariat that delayed the completion 
of this task, and the state of affairs when a new pathogen began to spread 
internationally in February 2003. The chapter concludes by surveying 
the outcome of the final phase of the IHR – the Intergovernmental 
Working Group (IGWG) deliberations – and the import of the new agree-
ment on the WHO’s disease eradication responsibilities.

Background to the IHR revision process

As observed in Chapter One, the International Sanitary Regulations 
were first adopted by the Fourth WHA on 25 May 1951. The WHA’s 
adoption of the framework agreement had long been anticipated, given 
that the task of developing a universal set of guidelines to prevent the 
international spread of disease while minimizing disruptions to trade 
and commerce had been assigned to the Interim Commission of the 
WHO in 1946. The Commission, which comprised representatives from 
only 18 governments, initiated a series of preliminary studies but had 
been unable to make substantial progress in developing new guidelines. 
As such, in 1948 the newly constituted WHO established the Committee 
on International Epidemiology and Quarantine to progress with the 
task, and the committee’s first draft was forwarded to the organization’s 
member states for comment in 1950 (WHO 1958). In April 1951, after 
having reviewed the feedback from member states, a second draft was 
then developed and an intergovernmental consultation meeting was 
held – the Special Committee on International Sanitary Regulations – 
attended by 40 countries (Stowman 1952). The consultation, which 
lasted for a full five weeks and concluded with the commencement of 
the Fourth WHA, eventually settled on a negotiated framework agree-
ment that was then submitted to the WHA for review and approval. 
Following the WHA’s endorsement, governments were granted a grace 
period in which to formally lodge any concerns or objections (otherwise 
referred to as ‘reservations’). Some 21 countries availed themselves of 
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this option, registering a total of 73 items, but most were rejected or 
withdrawn by the Fifth WHA in 1952, and the new ISR officially entered 
into force on 1 October 1952 (Edelman 1963).

Reflecting the scope of the largely pan-European agreements that had 
been drawn up under the International Sanitary Conferences of the late 
19th century, the ISR had initially pertained to six ‘notifiable’ diseases: 
typhus, cholera, plague, yellow fever, smallpox, and relapsing fever. 
While these diseases were not the only diseases afflicting humanity, they 
were recognized as particularly disruptive to international trade and 
thus were deemed important to circumvent potential conflict arising. 
Accordingly, member states were expected to notify the WHO of any 
cases within their respective territories while also taking a series of 
health and border control measures to prevent the importation of fur-
ther cases. As Frank Gutteridge (1963, p. 2), former Chief of the WHO 
legal office, observed, the adoption of the ISR reflected the view that the 
‘concept of quarantine should be abandoned and instead, by the 
strengthening and development of national health services and the cre-
ation of an improved attitude to health on the part of the general public, 
the international transmission of disease would be circumscribed or pre-
vented’. Importantly, however, to avoid unnecessary disruption to inter-
national trade and travel, the measures that countries adopted were  
not to be excessive. The ISR thereby set the prescribed benchmark, out-
lining the maximum allowable measures that countries could take to 
protect their territory; and in 1955, 1956, 1960, and 1963 small adjust-
ments were made to the regulations to ensure the prescribed measures 
reflected the best scientific knowledge and practice. Even so, as one 
external commentator noted:

Each revision was obsolete on the very day it was published. The 
changes were natural administrative adjustments to developments in 
science, but efforts to modernize had always met with embittered 
bargaining and opposition from those who persisted in holding to 
the concepts of the past and who thus kept the regulations lagging 
behind medical development and travel technology. (Velimirovic 
1976, p. 478)

In 1969, the ISR underwent their first major revision. Following a similar 
process to their initial adoption, the (now renamed) Expert Committee 
on International Quarantine circulated a revised version of the regula-
tions for member states’ comments in 1967. The amended draft was 
adopted at the 22nd WHA in 1969. The most notable and widely 
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recognized change was that the ISR were renamed the ‘International 
Health Regulations’, but the more substantive adjustment was in fact 
the removal of two diseases – typhus and relapsing fever – from the list 
of notifiable diseases. Both of these diseases had been effectively elimi-
nated in Europe and North America by the late 1940s, but had been 
included in the 1951 version of the IHR because isolated cases were still 
reported in Africa and parts of Asia (WHO 1958, pp. 270–271). By 1967, 
however, many parts of the world were free from these diseases, and 
while it was recognized that their elimination was not yet universal, in 
a stunning admission of how inane the regulations had already become 
the decision was taken to excise the diseases from the IHR on the basis 
that the areas affected by typhus and relapsing fever frequently declined 
to report cases when they did occur (WHO 2008a, p. 176).

In 1981, the IHR underwent their second major revision following 
confirmation of the successful global eradication of smallpox. While jus-
tified, the removal of yet another disease from the IHR further under-
scored the overall lack of regard and relevance with which the regulations 
were held. Indeed, at no point were calls made to strengthen the IHR, 
either by creating stronger enforcement mechanisms or by expanding 
their scope to include other diseases well known to cause considerable 
human suffering and death (e.g. polio). Similarly, the emergence of 
 several new diseases such as Ebola Virus Disease (EVD), HIV/AIDS, 
 hepatitis C, hepatitis E, as well as the increasing prevalence of recently 
discovered diseases like Legionnaires’ disease and dengue haemorrhagic 
fever in the late 1970s and early 1980s (WHO 1996a, pp. 15–16, 2011a, 
pp. 272–273), failed to prompt any re-examination of the IHR as a tool 
to prevent their spread. As the WHO itself acknowledged:

The number of outbreaks of communicable diseases has been increas-
ing in recent years. There may be several reasons for this: the increased 
rapidity of national and international travel and the greater distances 
travelled; extensive deforestation and irrigation works; neglect of 
insect and rodent vector control programmes; explosive urbanization 
and overcrowding associated with poor sanitary conditions; more fre-
quent opportunities for collective gatherings resulting, for example, 
from improvements in public transport; frequent movements of pop-
ulations and refugees; social or recreational events; tourism; and 
large-scale industrial food processing. (Brès 1986, p. 1)

In part, the lack of attention accorded to revising the IHR may be 
explained by the fact that the WHO had become preoccupied with other 
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initiatives such as the Primary Health Care movement and how to 
 successfully implement the ‘Health For All By the Year 2000’ agenda 
while the world was experiencing a global financial crisis (WHO 2011a, 
pp.  vii–viii, Chorev 2012). Yet, arguably, the lack of interest in amending 
the framework had more to do with how the regulations were generally 
viewed by the organization’s member states, which was far from positive. 
Much of the damage to the IHR’s reputation had to do with the fact that 
countries habitually ignored their responsibilities, not only in reporting 
disease outbreaks but also in complying with the maximum allowable 
measures – a point acknowledged by the WHO secretariat as early as 1975:

Instances of excessive and useless measures have been numerous in 
the history of the application of the Regulations since 1951. Apart 
from unjustified vaccination requirements, which have increased 
enormously during certain periods of crisis on the pretext of prevent-
ing the importation of a disease, we have seen frontiers closed both 
for travellers and for goods, and international transport by air, rail or 
road suspended; passengers have been subjected to every kind of vic-
timization and forced by certain administrations to stay at frontier 
posts for indefinite periods in particularly rough conditions. 
Unfortunately such measures, while greatly handicapping the move-
ment of travellers and international trade, have not prevented infec-
tion spreading between countries. (Delon 1975, p. 24)

Analogous observations were also made by a variety of external com-
mentators. As Carter (1982, p. 111) notes:

The introduction of excessive measures, either trade restrictions or 
unnecessary requirements for travellers, is the principal barrier to 
prompt and frank reporting, and unfortunately it is very often the 
very countries that do not report that tend to be the first to introduce 
such measures.

Compounding the situation further, countries were periodically 
observed to either completely ignore their obligation to report disease 
outbreaks (Velimirovic 1976, p. 388) or to use alternative descriptions to 
circumvent reporting diseases subject to the IHR (Plotkin et al. 2007, 
p. 20). Such behaviour, however, undermined the perceived utility of 
the IHR by highlighting that there were few incentives for individual 
member states affected by disease outbreaks to comply with the contrac-
tual arrangements they had previously collectively negotiated.
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This state of affairs persisted until a series of disease-related events in 
the early 1990s generated a new impetus amongst member states to rein-
vigorate their delegation contract with the WHO. Firstly, there were sev-
eral serious outbreaks of infectious disease. These notably included the 
reappearance of cholera in Latin America in 1991 a decade after it had 
been eradicated, an outbreak of plague in the Indian city of Surat in 
1994 that caused losses of over US$2 billion to the Indian economy, and 
an outbreak of Ebola in then-named Zaire in 1995. These latter two out-
breaks, which occurred very close to the annual WHA meeting, provided 
contemporary evidence that both the IHR and the WHO’s outbreak poli-
cies and procedures needed urgent attention. As David Heymann (2009), 
former Assistant Director-General of Health Security and Environment, 
recalls:

The request from the Assembly came because there were two events 
that really impacted on WHO’s ability to respond to the needs of 
countries. One of those was the Surat plague outbreak and the other 
was the Kikwit Ebola outbreak in the former Zaire. It was those two 
events. They jammed the switchboards at WHO and there was really 
no system to get the information out to where people could find it 
even though we were already in an electronic era.

Similarly, Guénaël Rodier (2009), who was a member of the WHO team 
sent to Surat before taking over as director of the WHO CSR department 
in 2000, noted:

Following the plague outbreak in India it was very clear that the IHR 
were obsolete, and then when emerging infections that were not in 
the IHR but were reportable like Ebola occurred in Kikwit, then it was 
even more clear that the IHR not only were obsolete but needed to be 
revised and be able to integrate emerging infections.

Compounding concerns over ordinary disease outbreaks was the discov-
ery in 1991 of substantial stockpiles of biological and chemical weapons 
in the First Iraq War, which raised the spectre that disease outbreaks may 
not always be ‘natural’ (Tucker 1999, pp. 205–206). This was followed in 
1992 by the former Soviet Union’s admission that it had maintained an 
offensive biological weapons programme throughout the entire dura-
tion of the Cold War – an understandably disconcerting revelation for 
many. Aside from the risk of the weapons themselves falling into enemy 
hands, fear also existed that the scientists who had worked on 
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developing these weapons might be recruited to work for terrorist 
 organizations. The Aum Shinrikyo terrorist attack on a Tokyo subway in 
March 1995 subsequently appeared to confirm that this fear might well 
be justified, particularly when it was discovered that the group was 
actively seeking to develop biological weapons at their headquarters 
(Fidler 2005, Kamradt-Scott 2010). Consequently, as member states 
assembled in Geneva a few months later in May 1995 to discuss these 
various threats to human health, a new consensus emerged to revise the 
IHR that were universally acknowledged as insipid and outdated and to 
ensure that the WHO’s disease outbreak alert and response capabilities 
were fit for purpose.

At the same time, momentum was building within the WHO secre-
tariat to revise the IHR and thereby reinvigorate the organization’s 
importance to its principals, namely member states. By 1995 the WHO 
had become mired in controversy, and the organization’s relevance was 
being increasingly and openly questioned as multiple actors challenged 
the organization’s prominence and leadership credentials (Lee 2009). 
A lack of funds, precipitated by the decision of the ‘Geneva Group’ of 
countries to freeze financial contributions over concerns about the polit-
icization of the WHO, also caused internal schisms and divisions (ibid., 
pp. 38–39). As Fiona Godlee (1994, pp. 1426–1427), an assistant editor 
with the British Medical Journal, summarized at the time:

In the absence of coherent policy and strategy direction, conflicts 
within the organisation are rife. Departments fight over territory 
rather than cooperating, and communication between them is poor. 
“All communications have to go through heads of divisions and up 
through the hierarchy,” said one programme director. “The result is 
that the right hand never knows what the left hand is doing.” WHO’s 
internal structure reflects these personal infightings, with units being 
allocated to divisions not on a logical basis but according to who 
has what.

Adding to the organization’s woes and as noted earlier, the creation of 
UNAIDS in 1996 was seen by many to be due to the WHO’s lack of lead-
ership on the issue and the organization’s diminishing relevance – a 
point that had been very publicly confirmed following Jonathan Mann’s 
resignation from the WHO’s Global Programme on HIV/AIDS in 1990 
(Fee and Parry 2008, pp. 64–65). Accusations of corruption and bribery 
that surrounded the director-general at the time, Dr Hiroshi Nakajima, 
combined with his inability to communicate his vision for the 
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organization, added to a poor image amongst member states and 
the international media (Godlee 1994, 2014). As a result, the WHO 
 secretariat – and especially its director-general – were actively seeking 
ways to demonstrate their continued relevance (see Davies et al. 2015). 
Sensing dissatisfaction from some of the organization’s more powerful 
donor (and thus proximal) states regarding the adequacy of the WHO’s 
disease outbreak response and support activities in the wake of the 
plague and Ebola outbreaks, and their dissatisfaction with the IHR more 
generally, certain members of the secretariat embraced the opportunity 
and directly lobbied the director-general to take further action.

These events, which all occurred within a few short years of each other, 
were largely situated in and around the WHO. Importantly,  however, 
these events also coincided with the emergence of a new geo-political 
security environment – one no longer dominated by the Cold War 
between the United States and the former Soviet Union, and one in 
which a host of new ideas were being advanced about novel ‘threats’ to 
national security. In this environment, and as explored in greater depth 
below, certain key members of the WHO secretariat played an especially 
active role, capitalizing on material events to drive home the need to 
revise and update the IHR. This convergence of material and ideational 
factors permitted the WHO secretariat to exercise a measure of auton-
omy, exploiting member states’ fears about disease ‘threats’ to success-
fully argue for strengthening the international organization’s powers. 
Thus, a firm consensus emerged at the 48th WHA that both the existing 
IHR and the WHO’s disease outbreak response strategies required 
 extensive revision. Passing two resolutions to that effect – WHA48.7 
Revision and updating of the International Health Regulations; and WHA48.13 
Communicable disease prevention and control: new, emerging, and re-emerging 
infectious diseases – the WHA requested the director- general to immedi-
ately instigate a programme to evaluate and update the IHR framework. 
To inform this process, the secretariat was also charged with developing 
effective disease eradication policies and procedures. These new policies 
and procedures were then to be used as a basis to revise the IHR and 
update the organization’s disease eradication delegation contract.

The IHR revision process begins

Aware that the IHR revision might be a means to placate member states’ 
growing dissatisfaction with the organization, and particularly his per-
formance as director-general, Nakajima actively pursued his new direc-
tive. One of his first decisions was to appoint David Heymann as director 
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of the EMC unit in October 1995. Heymann, a medical epidemiologist, 
gained his reputation working for two years on the WHO SEP in India 
and 13 years in sub-Saharan Africa with the US CDC. After joining the 
WHO in 1988 ‘on loan’ from the CDC, Heymann served as chief of 
research activities in the WHO Programme on AIDS – a position he held 
until Nakajima appointed him director of the new emerging diseases 
department in 1995.

Part of Heymann’s remit in his new role was to oversee the IHR revi-
sion process, and he assembled a small project team to that effect. The 
team, which comprised three people, was tasked with coordinating the 
revision process across member states, numbering approximately 185 at 
the time. As Heymann (2009) recalls:

The resolution process for the revision began at the time that the 
director-general put several different parts of WHO together in the 
emerging infections program. When we set up the emerging infec-
tions program, we realised the IHR were a very valuable framework 
for what we intended to do in global surveillance and response. And 
so a vision was developed for how we would proceed and that vision 
was a world on the alert and able to detect and respond to infectious 
disease events of international importance within 24 hours. That was 
the vision, understanding that it was very difficult for countries to 
report infectious diseases because they knew they could be stigma-
tized and have great economic loss as well as the negative impact on 
human health. And so the second part of the vision was changing the 
norms of reporting so that it became expected and respected to report 
despite the economic consequences that could occur.

Giving further weight to the WHA’s request, Nakajima also authorized 
the creation of an informal consultation group that met in Geneva in 
December 1995 to ‘consider the international response to epidemics and 
the role of the IHR in the light of the changes in the global health situ-
ation and the increase in international travel and whether revision of 
the IHR would now be appropriate’ (WHO 1996b, p. 1). In the opening 
session Dr Hu Ching-Li, Assistant Director-General of the Emerging and 
other Communicable Diseases, Surveillance and Control Division, sum-
marized what was the view of many:

The current version of the IHR . . . present[s] various shortcomings, 
such as their limited impact, their relative lack of cost-effectiveness, 
and the fact that some countries fail to report for fear of incurring 
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economic losses, for instance by harming tourism. The three diseases 
currently covered are largely of historical interest and may no longer 
be the right target. (ibid., p. 4)

The consultation group was subsequently divided into two teams tasked 
with identifying (a) diseases and/or syndromes to be reported to the 
WHO for their potential for international spread; and (b) parts of the 
IHR that needed to be modernized (ibid., p. 7). The group’s key recom-
mendations – namely that that the object and purpose of the IHR should 
remain unchanged and that a specific list of diseases should be dispensed 
with in lieu of a list of clinical syndromes – set the foundation for how 
the revision process would proceed over the coming years.

Despite what appeared to be a strong start for the revision process, 
progress between 1995 and 2000 proved painstakingly slow. Much of 
the delay can be attributed to problems associated with the new syndro-
mic reporting system proposed by the international group of experts. 
The basic premise was that by requiring five clinical syndromes to be 
notified to the WHO,1 two key faults with the former IHR would be 
eliminated: first, how to rapidly identify new and unknown emerging 
diseases; and secondly, how to minimize the time delay in reporting that 
occurred while laboratories sought to identify the causative agent. To 
counter the other problem that had arisen in 1994 with countries imple-
menting unwarranted trade and travel restrictions against India, the 
group also proposed that the WHO be empowered to issue directives to 
member states on what measures were considered acceptable (ibid., pp. 
14–15). Yet although these new measures were recommended in 1995, it 
took until October 1997 and a further five committee meetings before 
any trial of the syndromic reporting system got underway.

One of the suggested causes for the delay in commencing the trial was 
the lack of enthusiasm displayed by member states. As Heymann (2009) 
recounts:

I believe that delays came because of a lack of feeling the urgency of 
the revision process among the member states. And I don’t think 
they felt urgency until the SARS outbreak occurred. So we were work-
ing with member states trying to increase attention to the revision, 
publishing occasional documents in the Weekly Epidemiological 
Record and discussing it at the World Health Assembly. But they 
really never engaged in earnest until after the SARS outbreak.

Member states’ lack of enthusiasm extended to more practical elements 
as well, with many even declining to participate in free online 
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discussion forums (WHO 2000e, p. 236). Consequently, the syndromic 
reporting trial failed to generate the expected outcomes and the trial was 
prematurely terminated in March 1999 after running for only 18 
months. As the official report to the WHO’s EB later noted, although 
syndromic reporting was ‘valuable within a national system, [it] was not 
appropriate for use in the context of a regulatory framework, mainly 
because of difficulties in reporting syndromes in the field test, and 
because syndromes could not be linked to preset rules for control of 
spread’ (WHO EB 2001, p. 1). Guénaël Rodier (2009), who took control 
of the IHR revision process immediately following the conclusion of the 
trial, agrees:

The syndromic approach was actually a good idea, but unfortunately 
it did not work in the end. It is still being used today at the national 
level, but it could not work at the global level primarily because of the 
amount of background noise that was generated by the various syn-
dromes we were trialling. The WHO just wasn’t capable of dealing 
with such a large volume of background noise coming from numerous 
countries. What we found was that only the country could really clar-
ify if it’s simple background noise or if it’s something worth 
notifying.

Yet while it may be tempting to blame member states or the sensitivity 
of the data collection, several internal developments within the organi-
zation also contributed to delays. Following, for example, Nakajima’s 
announcement in early 1997 that he would not be seeking re-election, 
attention understandably turned to appointing his successor. After Dr 
Gro Harlem Brundtland’s appointment in 1998 as the new director-gen-
eral, the IHR revision process was further delayed by an immediate and 
extensive review of the WHO’s programmes. The outcomes from this 
review were not made public until early 1999, but it was immediately 
apparent to some within the secretariat – and particularly the epistemic 
community that had formed around the CSR department – that 
Brundtland had arrived with very clear ideas of what the organization 
should be concentrating on, and infectious diseases were not particu-
larly high on her list of priorities. Mike Ryan (2009), who was appointed 
to lead the operational side of the WHO’s outbreak alert and response 
function recalls:

I think the organization didn’t really see the value of what we were 
doing in political terms. Within global outbreak and alert and 
response we could see it, and we did feel our partners appreciated it, 
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but when I started running global alert and response our core budget 
was about $20,000. All of our staff were on short term contracts that 
were between 3 and 11 months duration. The organization was 
increasingly becoming orientated towards global policy, normative 
function, and health systems development.

Thus, although a provisional draft of the regulations incorporating 
 syndromic reporting had been circulated to member states in February 
1998, following the trial’s collapse and Brundtland’s appointment 
the IHR revision project team were effectively back to square one 
(Rodier 2009).

By way of contrast to the IHR revisions, the creation and expansion of 
the WHO’s disease outbreak alert and response systems continued to 
grow, and was yielding some very good results. Building on the work of 
the GPHIN that had been established in 1998 by the Canadian health 
department in collaboration with the WHO, the CSR team instituted a 
series of new policies and procedures to rapidly identify and respond to 
new and emerging disease outbreaks. At the core of this new approach 
was the CSR team’s desire to transform the WHO into an active risk 
management organization, as Ryan (2009) recalls:

The WHO has a constitutional commitment to emergency manage-
ment and risk management, and the IHR as one of the founding prin-
ciples was what brought countries together in the first place . . . then 
through the 1950s and 60s with the advent of routine immunization, 
with the Alma-Ata accords of the 1970s, the move into health 
 systems, health promotion, and the protection of population health 
became the driving force, and the concept of the WHO as an active 
risk management organization basically disappeared. By the 1990s 
though, all of a sudden this recognition of infectious diseases as an 
acute risk to security re-emerged, and there was a re-birth of interest 
in emerging infectious disease programmes. In our team we utilized 
the concepts of event management, intelligence verification and risk 
assessment, and what we proved was that the risk assessment process 
wasn’t totally owned by the country.

In order to appropriately evaluate the risks though, two core elements 
needed to be addressed: firstly, the ability to identify outbreaks of dis-
ease that were of ‘international concern’; and secondly, the ability to 
identify outbreaks as soon as they began, which would, it was hoped, 
ideally facilitate their containment at source. If both of these conditions 
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could be met, the CSR team would be successful in returning the 
 organization to its original mandate, but with a slight twist – no longer 
would health be viewed merely as a vehicle for peace, as health itself was 
now recognized as fundamental to security at both the international 
and individual levels.

On the first matter - identifying outbreaks of international concern - 
the syndromic reporting trial had demonstrated to the WHO secretariat 
that it was incapable of dealing with large volumes of information. At 
the same time, the secretariat was adamant that it needed to avoid a list 
of particular diseases, as any list would become quickly outdated as 
soon as a novel pathogen emerged. To ensure that it was only notified 
about outbreaks that might pose an international problem, two new 
members of the CSR team, Johan Giesecke and Sandy Cocksedge, were 
tasked with refining the concept of a ‘public health emergency of inter-
national concern’ (PHEIC) and developing a set of criteria to assess out-
breaks. An initial algorithm and decision tree was created and distributed 
to member states to field test, and although debate continued on 
whether a specific list of diseases should be included, both the concept 
and the means to identify such outbreaks gained widespread support 
(WHO 2004a).

The second element at the heart of this new way of working was the 
ability to use unofficial sources of information to identify PHEICs. This 
rather radical proposal, which was intended to speed up the identifica-
tion of emerging outbreaks before they spread, attracted resistance. 
Intriguingly, however, the resistance arose primarily from within the IO. 
As Rodier (2009) recalls:

When I started looking at information outside data formally reported 
by countries it was not very well received within WHO because it was 
clearly against tradition. But once I came to appreciate that it was 
only tradition, I realised there was no formal requirement to analyse 
or deal with only officially reported information. And we never had a 
problem with countries saying this is not WHO business. I think it is 
an important point that not one country ever stopped us. The only 
problem we had at one point was actually our colleagues in the 
regional office, but outside the WHO we never had problems.

The CSR team persisted despite internal resistance, and through prudent 
and sensitive handling of unofficial information was able to demon-
strate the benefit of employing non-government sources to both mem-
ber states and the wider secretariat. As noted in the previous chapter, 
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by July 1999 some 246 disease outbreak reports of international concern 
had been received by the CSR team and investigated, and of these 
approximately 71 per cent of reports had been obtained through unof-
ficial sources (Grein et al. 2000, p. 100). Thus although the outbreak 
verification strategy diverged substantially from the WHO’s conven-
tional method of using only government notifications – and before 
explicit approval of the new risk management system had been 
obtained – not a single member state reportedly expressed reservations 
about the new approach (Heymann 2009).

Importantly, however, the same could not be said in relation to the 
informal expert group’s other recommendation that the WHO be per-
mitted to issue directives. Sandy Cocksedge (2009), who was a key mem-
ber of the IHR revision team, recalls:

Both the World Trade Organization [WTO] and some WHO member 
states were uncomfortable with using the concept of measuring a dis-
ease event against generic parameters of potential international risk, 
rather than relying on an established list of diseases. Eventually, the 
WTO (and WHO) members could see the benefit in a ‘public health 
emergency’ process, but were adamantly opposed to having WHO 
issue directives, rather than recommendations, during international 
disease events.

This reaction, which was not entirely unexpected, reinforced that there 
were limits to what member states would accept from their agent despite 
the collectively negotiated delegation contract and the WHO’s disease 
eradication mandate.

By early 2000 support for the WHO’s new policies and procedures 
(with the exception of issuing directives) had grown to such an extent 
among member states that the decision was taken to formalize and con-
solidate these developments. Correspondingly, the GOARN was estab-
lished in April 2000 under the management of Mike Ryan (WHO 2000f, 
2007c), and as discussed in the previous chapter, its operation was 
endorsed by the WHA the following year with the passage of resolution 
WHA54.14 Global health security: epidemic alert and response in May 2001. 
In passing the resolution, member states expressed their unreserved sup-
port for GOARN and the organization’s newfound risk management 
approach to controlling and halting infectious disease outbreaks, 
 ‘particularly with regard to epidemiological investigations’ (WHO 
2001a, p. 2). The resolution thus served to sanction GOARN’s opera-
tional methods, which included the specific authority to:
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(a) send investigative teams to affected member states;
(b)  utilize information from non-government sources to identify out-

breaks of disease; and
(c)  inform all relevant parties about the organization’s investigations 

and research findings (WHO 2000a, pp. 8–10).

But perhaps most importantly the resolution served the dual purpose of 
signalling that governments trusted the WHO secretariat to act respon-
sibly in executing these duties. In fact, as noted earlier, the resolution 
was passed with virtually unanimous support, indicating widespread 
endorsement amongst the IO’s proximal and distal principals.

In many respects GOARN was the practical manifestation of the 
revised IHR, yet it delayed the revision process in two notable ways. 
Firstly, the network, which included not only member states but IOs, 
NGOs, and regional technical organizations and laboratories (WHO 
2007c), required the involvement of many of WHO’s CSR staff to over-
see its creation. What limited human and financial resources that had 
been allocated to the IHR revision process were subsequently diverted to 
ensure its successful foundation (WHO 2000f, pp. 2–3). Secondly, it was 
recognized that any outcomes from the operation of the network had to 
be reflected in the legal framework for international disease control, 
namely the IHR. Given this, the network had to be permitted to operate 
for a time in order to incorporate any changes to the WHO’s policies 
and procedures into the revised IHR. As the secretariat reported in 
February 2001:

proposals now are being made within the framework of the revision 
of the International Health Regulations [to] include the use of WHO’s 
global alert and response network as an additional source of informa-
tion on public health risks of urgent international importance 
together with reports from countries, and of the decision tree. (WHO 
2001c, p. 63)

To facilitate this objective, Rodier (2009) merged the GOARN and IHR 
revision teams:

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

By mid-2001, following the approval of resolution WHA54.14 and the 
merging of the IHR and GOARN teams, the IHR revision process again 
began to slowly move forward. Optimistic that the entire procedure 
would be rapidly drawn to a close, the secretariat set a new deadline of 
May 2004 for the framework’s completion (WHO 2002c, pp. 158–160). 
A new draft of the IHR was then distributed to member states and the 
organization began a new round of regional consultations to gauge gov-
ernments’ views (ibid.). Yet despite the initial optimism, progress was 
again hampered; the events of the 11 September 2001 terrorist attacks, 
other negotiations such as the failure of the Biological and Toxic 
Weapons Convention (BWC), the Second Iraq War, and the fight against 
terrorism more generally, distracted governments and the secretariat 
alike (Heymann 2009). Indeed, particularly in terms of negotiations it 
seems elements of the WHO secretariat became preoccupied with the 
BWC, as Mike Ryan (2009) observes:

We had people here [within the WHO] who were really pushing for 
that engagement and there was a lot of tension internally over that 
because we did not want the IHR to become the proxy replacement 
for a failed discussion on the verification mechanism for the biologi-
cal weapons convention, and there was a point where that was really 
becoming an issue.

As a result of these distractions, by February 2003 when SARS began 
spreading internationally the process to revise the IHR remained far 
from complete.

The IHR Intergovernmental Working Group negotiations

The 2003 SARS outbreak and the WHO’s prudent management of the 
event generated significant political interest amongst the IO’s member 
states to conclude the IHR revision process as speedily as possible. In 
May 2003, at the height of the SARS outbreak, member states passed 
resolution WHA56.28, observing that SARS had ‘given concrete expres-
sion’ to the challenges the international community confronted in com-
bating infectious diseases, the inadequacy of the existing IHR framework, 
and the need to conclude the revision process as soon as possible 
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(WHA56.28, preamble – WHO 2003m). In response, WHO Director-
General Brundtland allocated new financial resources and personnel to 
convene the IHR IGWG. The most intensive phase of the IHR negotia-
tions then officially began in November 2004 with the first of what ulti-
mately became three IGWG meetings.

It was initially believed a two-week round of negotiations would be 
sufficient to conclude the IHR revisions. To that end, 155 of 195 member 
states assembled in Geneva on 1 November 2004 to agree on a final ver-
sion of the framework. Yet, despite the best of intentions and a very 
formidable chair in the person of Ireland’s Ambassador, Mary Whelan, 
the first IGWG negotiations broke down over several contentious areas. 
As Whelan (2008, p. 9) later noted:

My ambition during this first session was to ensure: a first reading of 
the text to identify problems; a second reading to seek to reconcile 
differences and move towards consensus; and an outcome document 
that might serve as the basis for further work. The first objective was 
achieved, the second partially achieved and, as far as the third objec-
tive is concerned, I had been too sanguine.

Aside from the standard diplomatic wrangling and posturing that 
accompanies any intergovernmental negotiations, two core issues served 
to delay finalization of the revised IHR framework until the third and 
final meeting of the IGWG in mid-May 2005.2 As Rodier (2009) observed:

The IGWG was interesting because it put the text on the table and 
then the text started to be challenged from two angles. One angle was 
national sovereignty. As you know, the IHR today is a result of nego-
tiation between the will for global solidarity, and at the same time, 
the need to maintain national sovereignty. The second angle I think 
was the core problem really in that the IHR, because it involves global 
health security issues, is an area where public health overlaps with 
national security.

Indeed, both elements – state sovereignty and the health/national secu-
rity nexus – proved instrumental in (re)shaping the WHO’s global health 
security authority via the IGWG negotiations. It may be recalled, for 
instance, that the actions of IOs can establish new interpretations of IO 
authority – a phenomenon accepted under customary international law 
(see Chapter One). The WHO’s management of SARS could have been 
interpreted, therefore, as having established new forms of IO authority, 
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empowering the WHO to replicate its real-time epidemic intelligence 
coordinator, principal policy adviser, and government assessor/critic 
roles that informed the organization’s risk management approach for 
containing outbreaks. Importantly, however, throughout the IGWG 
meetings several elements of the WHO’s new approach to managing 
global health security were systematically scaled back due to concerns 
regarding state sovereignty and/or national security.

One of the areas where this was perhaps most clearly demonstrated 
pertained to the WHO’s real-time principal policy adviser role. As dis-
cussed in Chapter Three, as the SARS coronavirus began to spread inter-
nationally the WHO secretariat issued a number of recommendations 
that advised travellers to avoid areas affected by the disease. Although 
the WHO possessed a long history of issuing recommendations on dis-
ease outbreaks, the secretariat had never previously addressed them to 
the general public. Rather, the organization’s conventional approach 
had been to communicate information to its principals (member states), 
which in turn would advise their citizens as they deemed appropriate. In 
this regard, the WHO was effectively kept at arms’ length from commu-
nicating directly to the general public. In the context of SARS, however, 
the WHO secretariat dispensed with its standard protocol and laid the 
foundation for its real-time principal policy adviser role to become the 
new custom. Purportedly at the time no government objected to 
the IO’s actions, but throughout the IGWG meetings member states 
moved to rein in the WHO secretariat’s autonomy in this area in two 
notable ways.

The first aspect of the WHO secretariat’s real-time principal policy 
adviser role that member states challenged was the IO’s ability to inde-
pendently declare a PHEIC. Whereas in an earlier 2004 draft of the IHR 
the secretariat had advocated that it would simply ‘inform health 
administrations of the occurrence of a public health emergency of inter-
national concern and of the control measures taken by the health 
administration concerned’, as early as the second day of the first IGWG 
meeting member states were demanding that this be changed (WHO 
2004b, p. 9). Correspondingly, the secretariat was forced to accept a dif-
ferent position and, as the negotiations proceeded, it became increas-
ingly apparent that the organization had to make certain guarantees 
that this power would not be abused. As Whelan (2008, p. 9) recalled:

to be effective, the IHR had to give to an international entity that 
was reasonably free from political interference the key role in 
 determining a public health emergency. That entity had to be the 
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Director-General of the WHO. This was not immediately acceptable 
to all delegations, although there was no realistic alternative. Given 
the economic and other consequences that would flow from the exer-
cise of such authority, governments were understandably concerned 
that there should be adequate consultative mechanisms in place to 
ensure that this authority was exercised with prudence, and after hav-
ing taken the broadest possible advice.

Moreover, Whelan (2009) was instrumental in ensuring member states’ 
concerns were addressed:

That was the one occasion when I felt the secretariat perhaps did not 
understand fully the concerns of member states. Everybody realised 
that the determination of a PHEIC had to be vested in the organiza-
tional structure of the WHO, but that’s a huge burden to put on any 
organization. So, it was important to have someone in the chair who 
understood the concerns of governments. In the drafting group 
before the February meeting, we went through the proposed text par-
agraph-by-paragraph with various members of the secretariat, the 
legal office, and the director-general’s office so that it represented 
what I felt governments could accept. So, in that sense, the draft text 
prepared in advance of the February meeting was not a chair’s text 
per se, but more a text indicating where the chair thought a consen-
sus might be possible. It was always a question of finding the right 
balance that did not diminish the role of the director-general, while 
also recognising the concerns of member states.

Various textual amendments were subsequently introduced, scruti-
nized, adjusted, or rejected, and then evaluated again throughout the 
course of the three IGWG meetings, all in an attempt to placate member 
states’ concerns regarding the WHO’s ability to unilaterally declare a 
PHEIC. Eventually, these debates culminated in the creation of an 
entirely new entity – the IHR Emergency Committee – that the director-
general is required to convene whenever a suspected or actual PHEIC is 
underway (see Articles 12, 48, and 49 in WHO 2008b, pp. 14–15, 31–32). 
Membership of the IHR Emergency Committee is strictly limited to 
technical experts (nominated by member states), but through the pro-
tocols associated with this new committee any member state affected by 
a potential or actual PHEIC is entitled to present their case prior to any 
final determination being made on whether a disease event of interna-
tional concern is occurring. Further, the director-general is obliged to 
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take the views of the affected member state(s) as well as those of the IHR 
Emergency Committee into account before declaring a PHEIC. This new 
process, designed by member states and embedded into the revised IHR 
framework, has thereby been intended to negate the WHO secretariat’s 
previous autonomy of unilaterally declaring a PHEIC.

The second aspect of the WHO’s real-time principal policy adviser 
role to be challenged in the IGWG was the IO’s ability to unilaterally 
issue recommendations. Here member states, again via the mechanism 
of the IHR Emergency Committee, moved to ensure that a more thor-
ough consultative process would be followed prior to the WHO secre-
tariat issuing recommendations that may be economically or 
reputationally damaging. Moreover, under the terms that member 
states agreed upon the WHO secretariat is limited to issuing temporary 
recommendations on

health measures to be implemented by the State Party [member state] 
experiencing the public health emergency of international concern, 
or by other States Parties regarding persons, baggage, cargo, contain-
ers, conveyances, goods and/or postal parcels to prevent or reduce the 
international spread of disease and avoid unnecessary interference 
with international traffic. (Article 15 paragraph 2, WHO 2008b, p. 16)

If a strict interpretation of Article 15 is taken, therefore, not only could 
it be argued that WHO-issued travel advisories are disallowed as they 
technically are not ‘health measures’,3 but also that the WHO secretariat 
must return to directing all communications (including recommenda-
tions) exclusively at member states. In fact, as per Article 49, the direc-
tor-general is only permitted to share recommendations with the general 
public after having conveyed such information to member states (see 
paragraph 6, WHO 2008b, p. 32). While in practice these protocols did 
not prevent the director-general holding press conferences or from issu-
ing statements (including travel advisories) in the context of the 2009 
H1N1 influenza pandemic (see next chapter), it is nevertheless clear that 
the IO’s principals attempted to institute new legislative control meas-
ures on their agent via the IHR (2005) to limit autonomy and protect 
state sovereignty.

In the same way, the consultative process now required under the IHR 
Emergency Committee effectively seeks to curtail the WHO secretariat’s 
role as government assessor and critic. While under the revised IHR the 
director-general can conceivably still express reservations about a mem-
ber state’s ability to contain a PHEIC if the country has limited technical 
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capacity in disease outbreak control, equally the requirement for the 
IHR Emergency Committee to hear the views of an affected member 
state creates new opportunities for political coercion, whether perceived 
or actual. As explored in the next chapter, accusations of external politi-
cal interference assailed the IHR Emergency Committee at its inaugural 
formation in 2009, prompting a series of internal and external investiga-
tions to identify whether the WHO had been unduly influenced into 
declaring a pandemic. In this context, it is not difficult to appreciate 
that in future the director-general would proceed even more cautiously 
before publicly commenting on a government’s ability to manage a dis-
ease outbreak – an objective that was undoubtedly the intention of the 
IO’s principals throughout the IGWG.

Related to the above, when proposals were put forward in the IGWG 
to expand the WHO secretariat’s role as government assessor, the propo-
sition was met with staunch resistance. It had been suggested, for exam-
ple, that whenever a potential or actual PHEIC was suspected to be the 
result of a chemical, biological, radiological, or nuclear (CBRN) event or 
terrorist incident, member states should be compelled to provide bio-
logical samples to the WHO secretariat for verification. Several member 
states – and one regional arm of the WHO in particular – argued vigor-
ously, however, that granting the secretariat such verification powers 
would politicize the IO by turning the organization into the ‘health 
police’, which was fundamentally at odds with its traditional role of 
‘WHO-as-physician’. The line of reasoning that was advanced to support 
this position, which on more than one occasion threatened to derail the 
negotiations, was primarily two-fold: firstly, that the WHO needed to 
maintain the image of neutrality to facilitate its more important health 
work; and secondly, that other IOs such as the International Atomic 
Energy Agency (IAEA) and/or the UN Security Council were better placed 
to deal with verifying CBRN incidents. It was contended that if member 
states were to otherwise grant the WHO secretariat the means to compel 
governments to provide samples of a causal agent (in order to verify 
whether a CBRN agent was involved or not), it would not only poten-
tially risk compromising the national security of those member states 
concerned, but the WHO could additionally become embroiled within 
matters outside of its traditional public health remit. The regional bloc 
of member states thereby concluded that by ceding these powers to the 
IO, member states risked irreparably politicizing the WHO.

Having said this, perhaps one of the most important elements of the 
WHO’s new role as government assessor and critic – the ability to ‘name 
and shame’ governments to induce cooperation – has been enshrined by 
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member states in the IHR (2005). Article 10, paragraph 4, of the revised 
framework stipulates, for instance, that the WHO secretariat is author-
ized ‘when justified by the magnitude of the public health risk’ to pub-
licly share all information about a suspected PHEIC whenever a 
government fails to accept the WHO’s assistance (WHO 2008b, p. 13). In 
the event that member states then impose measures that ‘significantly 
interfere with international traffic’ the WHO secretariat is further 
authorized, as per Article 43, paragraph 3, to publicly disseminate the 
justification(s) used by these governments (ibid., p. 29). Reflecting the 
inviolability of state sovereignty, no additional authority has been 
granted to the WHO secretariat either to intervene in the domestic 
affairs of a country or enforce compliance with the IHR (2005). 
Nonetheless, as the 2003 SARS outbreak revealed, the ability to ‘name 
and shame’ can be a powerful motivating force with recalcitrant govern-
ments. Throughout the IGWG deliberations, China’s refusal to be open 
and transparent about the extent of SARS transmissions served as a per-
suasive reminder of the need to grant the IO such authority. With this 
license now embedded in the IHR (2005), the WHO secretariat is empow-
ered to replicate its function as government assessor and critic.

Arguably, however, the single most critical feature of the WHO secre-
tariat’s new approach to managing global health security – namely its 
real-time epidemic intelligence coordinator role – has been strength-
ened under the revised IHR. This function, which has been preserved 
under Article 9 of the IHR (2005), clearly states that the WHO secretariat 
‘may take into account reports from sources other than notifications or 
consultations and shall assess these reports according to established epi-
demiological principles’ (WHO 2008b, p. 12). The ability to utilize non-
government (otherwise described as ‘unofficial’) sources of information 
had been previously endorsed by member states under resolution 
WHA54.14 Global health security: epidemic alert and response in May 2001, 
but its inclusion in the revised IHR legislative framework some four 
years later further reinforced the WHO secretariat’s new delegated 
authority. It also marked a profound break with the IO’s former classical 
approach to disease eradication that routinely acquiesced unswervingly 
to state sovereignty even where verified reports to the contrary existed.

Conclusion

The third and final meeting of the IHR IGWG concluded around 3 am 
on Saturday 14 May 2005, just two days prior to the commencement 
of the 58th WHA at which the revised framework was to be adopted. 
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With the exception of the delegation of Cuba, the IHR framework was 
unanimously approved by the IGWG, and the WHO secretariat then 
worked throughout the weekend to ensure the final report and all related 
documentation was translated into the six official languages of the IO 
for the start of the WHA. Some eight days later, member states of the 
58th WHA passed resolution WHA58.3 Revision of the International Health 
Regulations on 23 May 2005, concluding the decade-long IHR revision 
process and formally endorsing the majority of the WHO secretariat’s 
new approach to managing global health security.

Indeed, despite the fact that the IHR (2005) makes no explicit men-
tion of the phrase ‘global health security’, it is clear that the revised 
legislative framework is integral to the WHO’s reframing of its public 
health mandate in security terms. Just two months after the IHR (2005) 
officially entered into force on 15 June 2007, for example, the director-
general released the 2007 World Health Report A Safer Future that explic-
itly outlined the WHO’s new global public health security mandate. In 
announcing the release of the new report, the director-general’s efforts 
were supplemented by other members of the secretariat that sought to 
explicitly draw links between the revised framework and global health 
security, highlighting that the IHR (2005) were the only tool to help 
attain and maintain this goal (Rodier et al. 2007). It was a goal, however, 
that even in 2005 as member states were meeting in Geneva to endorse 
the revised IHR, was under threat from a novel strain of influenza in the 
form of H5N1 ‘bird flu’.


