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Beyond China: Lessons from SARS 
for Post-Westphalian Public Health 

Introduction 

Although China provides the most dramatic evidence that public
health has moved into a post-Westphalian context, the SARS outbreak
produced other indications that public health has transitioned into a
new governance era. These developments demonstrate that SARS has
governance implications that reach beyond China’s handling of SARS.
The manner in which SARS was managed globally reveals the emergence
of a framework of universal scope affecting all countries, be they weak
or powerful. This chapter analyzes four features of the SARS outbreak
that support the argument that public health governance has entered
a post-Westphalian period. 

Strengthening global health governance on infectious 
diseases 

Chapter 4 argued that global health governance was one of the main
concepts developing in the 1990s and early 2000s in response to the
threats posed by emerging and re-emerging infectious diseases. Chapter 6
demonstrated that global health governance trumped the Westphalian
exercise of Chinese sovereignty during the SARS outbreak. The SARS
outbreak witnessed the strengthening of global health governance in
broader ways that connect with the pre-SARS development of this
concept and the clash between Chinese sovereignty and global health
governance. 

In the context of infectious disease control, a key feature of global
health governance that emerged in the 1990s was the direct involvement
of non-state actors in surveillance for outbreaks and disease events.
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As explained in Chapter 4, in its revision of the International Health
Regulations (IHR), WHO sought to strengthen this regime by allowing
WHO to collect, analyze, and use epidemiological information supplied
by non-governmental sources. WHO moved more aggressively in this
direction by establishing its Global Outbreak Alert and Response Network
(Global Network) in 1997, well before the revised IHR were finished.
World Health Assembly approval of this shift in surveillance came in
2001. The SARS outbreak vindicated WHO’s move to include non-
governmental sources of information in global surveillance. 

This vindication comes from what happened with respect to not only
China (analyzed in Chapter 6) but also other countries affected by SARS.
Reporting of SARS cases to WHO by affected countries did not follow
the pattern that unfortunately developed under the IHR. As explored
in Chapter 3, WHO member states routinely failed to notify WHO of
outbreaks of diseases subject to the IHR. The general and consistent
pattern of state behavior in the Westphalian system was not to report
disease events to WHO and other countries. Exactly the opposite occurred
in the SARS outbreak. 

In light of the history of the failure of disease reporting obligations
under international law, what happened in the SARS outbreak is remark-
able. Despite being under no international legal obligation to report
SARS cases to WHO, virtually all countries afflicted by SARS notified WHO
of cases rapidly, continuously, and transparently. Public health experts
have praised countries as diverse as Canada, Singapore, and Vietnam for
their reporting of SARS cases. 

The example of Singapore’s reporting of a new case on the very day it
was scheduled to be taken off WHO’s list of SARS-affected areas
described in Chapter 6 serves as a powerful illustration of a new attitude
toward global disease notifications than that which prevailed in the era
of Westphalian public health. Many countries that faced the same
decision as China on SARS reporting opted for openness, transparency,
and cooperation without being under any international legal obligation
to act in this manner. 

The pattern of open disease reporting experienced in the SARS outbreak
tells a tale of improved government participation in global epidemiological
surveillance. How, then, does improved government behavior represent
evidence of the strengthening of global health governance, with its
emphasis on the involvement of non-state actors? This question prompts
two replies. 

First, global health governance does not exclude improvements in public
health governance within governments and between governments.
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Better national governance and international governance on infectious
disease control contributes positively to global health governance.
Governance for public health resembles a series of concentric circles
(see Figure 7.1). The governmental break from the Westphalian pattern
of non-reporting does not diminish the importance of global health
governance in the SARS outbreak. 

Second, the improved pattern of government participation seen with
SARS is directly related to WHO’s ability to gather non-governmental
information about outbreaks. The move to include non-governmental
sources of information as part of epidemiological surveillance had two
fundamental motivations: (1) to harness the potential of new information
technologies for public health; and (2) to overcome the historical pattern
of sovereign states not reporting infectious disease outbreaks, even when
international law required them to do so. The overall strategy aimed to
transform the incentives sovereign states had in connection with the
decision to report disease events. The Westphalian pattern of non-
reporting reflected incentives driving states not to be transparent and
open with respect to epidemiological information. The post-Westphalian
involvement of non-state actors in disease surveillance would, the hope
was, reverse the incentives such that states would report rather than
hide outbreaks. 

The sustained level of open reporting of SARS cases by virtually all
SARS-affected countries provides powerful evidence that global health
governance has indeed shifted the incentives. Except for China, all
other SARS-affected countries decided to exercise their sovereignty by
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Beyond China: Lessons from SARS for Post-Westphalian Public Health 135

reporting SARS cases to WHO. Sovereign calculations of the national
interest produced a pattern of open reporting to which developed and
developing, liberal and authoritarian, states contributed. Informing
these calculations was the realization that hiding SARS cases would be
futile and counter-productive in an age in which non-state actors can
globally disseminate disease information. Confirmation of this realization
was at hand in the disastrous and humiliating efforts of China to cover
up the scale of its SARS problem. 

WHO’s work prior to SARS to incorporate non-governmental sources
of information into global surveillance may have begun the process of
convincing states that hiding outbreaks was no longer possible or pref-
erable. WHO had, thus, laid the groundwork for states to break with the
Westphalian pattern of non-reporting. At the May 2003 World Health
Assembly meeting, WHO member states reaffirmed the importance of
WHO’s ability to use information from non-governmental sources. The
World Health Assembly requested the WHO Director-General ‘to take
into account reports from sources other than official notification’
(World Health Assembly, 2003b). This request marked the second time
the World Health Assembly has supported expanding global infectious
disease surveillance to include non-governmental sources of infor-
mation; but, coming in the midst of the SARS crisis, the May 2003
action by the World Health Assembly carries much more political
significance. The World Health Assembly significantly strengthened
the global health governance strategy WHO pioneered with its Global
Network. 

China’s behavior during the SARS outbreak elucidates why the World
Health Assembly’s action is politically important for future global
health governance on infectious diseases. China’s recalcitrance and
deception brought home the importance for global public health of WHO
having access to non-governmental sources of information. As noted
above, the pre-SARS move toward including non-state actors in global
infectious disease surveillance sought to provide WHO and other states
with more leverage in confronting countries that hid or denied outbreaks
within their territories. 

China’s behavior put the final nail in the coffin of basing global
surveillance for infectious diseases only on governmental information.
Given the cooperation exhibited by virtually all other countries afflicted
by SARS, the World Health Assembly’s renewed support for WHO’s use
of non-governmental sources of epidemiological information indicates
how important such information was to overcoming China’s intransi-
gence. In light of the humbling of Chinese sovereignty, the World Health
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Assembly’s action stands as a warning to any government tempted to
behave when a future outbreak occurs as China did on SARS. 

The World Health Assembly’s action also stands for the coming of age
of global health governance for infectious disease surveillance.
Although WHO was moving in this direction prior to SARS, the SARS
outbreak elevated the global health governance strategy at the heart of
the Global Network to a dominant place in the critical area of surveil-
lance. The limited international governance embedded in the IHR’s rules
on disease notification no longer controls this area of public health policy.
Sovereign states no longer monopolize information flows related to
infectious disease events. 

This loss of exclusive control involves both practical and policy
components. As a practical matter, the development of new information
technologies makes it nearly impossible, as China discovered, for a
sovereign state to control epidemiological information within its borders.
But perhaps more significant is the policy component. WHO member
states have, twice, approved the legitimacy of incorporating non-
governmental information into infectious disease surveillance. This policy
move cannot be reconciled with the state-centrism of Westphalian
public health but confirms the transition of public health into a post-
Westphalian period characterized by global health governance on infec-
tious disease surveillance. 

The SARS outbreak strengthened global health governance in another
important way. As mentioned in Chapter 6, the SARS outbreak wit-
nessed WHO exercising power and authority unprecedented in the
history of this international organization. Chapter 6 focused on how
WHO confronted China publicly and rebuked it for its deceptive behavior
with respect to SARS. The SARS outbreak contains other evidence of
WHO’s authority growing in ways unimaginable in the Westphalian
framework. This evidence involves the various global alerts and travel
advisories WHO issued during the SARS outbreak. 

WHO’s first global alert, on 12 March 2003, was designed to alert
national public health authorities of the international spread of an
atypical pneumonia so that such authorities could heighten awareness
within their own surveillance and response systems (WHO, 2003j). The
15 March emergency travel advisory contained ‘emergency travel recom-
mendations to alert health authorities, physicians, and the traveling
public to what was now perceived to be a worldwide threat to health’
(WHO, 2003k). WHO later issued travel recommendations that travelers
postpone non-essential travel to Hong Kong, Guangdong Province,
Beijing, Shanxi Province, Toronto, Tianjin, Inner Mongolia, Taipei, Heibei
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Province, and Taiwan (WHO, 2003y-2). The global alert, the emergency
travel advisory, and the geographically-specific travel recommendations
constituted unprecedented actions by WHO and represent further evi-
dence of a transition to post-Westphalian public health. 

WHO’s ability and authority to issue such alerts, advisories, and
recommendations was not a product of the Westphalian public health
template because neither the WHO Constitution nor the IHR invested
WHO with this power. The World Health Assembly had not adopted any
decisions or recommendations in this area. As Health Canada’s National
Advisory Committee on SARS and Public Health observed, WHO issued
travel advisories during SARS ‘without explicit authorization by member
states’ (National Advisory Committee, 2003, p. 199). Under the West-
phalian approach, WHO disseminated government-provided information
on areas affected by quarantinable diseases to WHO member states,
which then decided whether to apply measures or issue recommendations
to persons arriving from or traveling to such areas. In other words, the
Westphalian approach about whether to act in ways that may adversely
affect trade and travel between countries left such decisions in the hands
of sovereign states. 

During the SARS outbreak, national governments still made recom-
mendations to their citizens not to travel to certain SARS-affected
countries. Radical change occurred when WHO issued alerts, advisories,
and recommendations without any express permission or authority to
do so under international law or pursuant to policy action by the World
Health Assembly. These actions by WHO powerfully indicate that the
governance context for infectious diseases had changed. WHO’s role in
Westphalian public health was to act as a conduit for epidemiological
information not to take a strong position on how member states should
respond to such information. 

Examples from the IHR and HIV/AIDS help illustrate the Westphalian
context in which WHO operated prior to SARS. The IHR contained rules
restricting how WHO member states could respond to trade and trav-
elers coming from countries afflicted by a disease subject to the
Regulations. WHO member states routinely violated these rules, and
WHO only infrequently made statements about the appropriate public
health response. 

For example, in 1998, when the European Union banned the import-
ation of fresh fish products from East African countries suffering a
cholera outbreak, WHO (1998) publicly stated that trade embargoes were
‘not an appropriate course of action to prevent the international spread
of cholera, and can represent an additional burden on the economy of
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the affected countries.’ This statement was a recommendation, based
on the legal obligations found in the IHR, to WHO member states about
the proper way to respond to cholera outbreaks in other countries. In
keeping with the historical patterns seen in the IHR, the European
Union ignored this recommendation. 

With respect to HIV/AIDS, WHO has been active on its own and then
in cooperation with UNAIDS in encouraging states to respond to HIV/AIDS
in accordance with principles derived from international human rights
law, particularly the principle of non-discrimination. Recommenda-
tions on HIV/AIDS have not had any basis in the IHR because HIV/AIDS
is not a disease subject to the Regulations, but WHO’s ability to make
such recommendations flows from its role as disseminator of ‘best
practices’ for public health authorities at the national level. 

The IHR and HIV/AIDS examples indicate that the Westphalian
template did not prevent WHO from making recommendations to its
member states about how they should behave with respect to infectious
disease problems. In fact, Article 23 of the WHO Constitution states
that the World Health Assembly ‘shall have the authority to make
recommendations to Members with respect to any matter within the
competence of the Organization’ (WHO, 1948). WHO has made frequent
use of its recommendatory powers over the course of its history, preferring
to make non-binding recommendations over crafting binding rules of
international law (Fidler, 2003a, p. 288). 

The power to make recommendations was also playing a significant
role in WHO’s efforts to revise the IHR prior to the SARS outbreak. WHO
(2002d, p. 9) argued that the revised IHR should authorize WHO to issue
recommendations for public health emergencies of international concern.
WHO proposed that the revised IHR contain a non-exhaustive list of
types of potential recommendations (see Table 7.1). WHO (2002d, p. 9)
envisioned the following process for the issuance of recommendations:
‘When there is imminent risk of international spread of disease or
disruption of international travel and trade, WHO would issue recom-
mendations for action by Member States. These recommendations
could be directed at the affected country (containment and control
measures), at other Member States, or at both.’ The proposed process
would involve consultations with the countries potentially affected by
such recommendations: ‘During an actual public health emergency of
international concern, WHO and the concerned State(s) would choose
the appropriate measures to be taken from the complete list, and use
this as a basis for recommendations for use by Member States’ (WHO,
2002d, p. 10). 
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These proposals for WHO issuance of recommendations in the
revised IHR show WHO attempting to retrofit the Westphalian template
for public health governance. WHO had moved toward global health
governance with the proposal to incorporate non-governmental sources
of information into surveillance; but, as illustrated by the process of
WHO and concerned member states jointly deciding what measures would
form the basis for recommendations WHO would issue, sovereignty still
loomed large with this aspect of the IHR revision. The process described
by the WHO does not, in any way, suggest that WHO will or should
possess authority under the revised IHR to issue recommendations inde-
pendently, without the joint participation of the sovereign states
directly affected. The revised IHR describe a recommendation process
very much beholden to Westphalian sovereignty. 

What happened in the SARS outbreak bears no resemblance to what
WHO was proposing for the revised IHR. The SARS crisis witnessed
WHO acting well beyond the authority it was proposing to write into
the revised IHR. The radical nature of WHO’s behavior in the SARS
epidemic appears in both the substance of the recommendations issued

Table 7.1 Examples of draft measures potentially available for use in a WHO
recommendation under the revised IHR 

Source: WHO 2002d, pp. 9–10 

Draft measures potentially applicable at point of entry into non-affected member states 
from an affected member state 

1. To travelers 
-no measures required 
-require travel history in affected country 
-require proof of medical examination 
-require medical examination on entry 
-require proof of vaccination or other prophylaxis for entry 
-require vaccination or other prophylaxis for entry 
-require protective measures for suspected cases 
-require active or passive medical surveillance from travelers from affected area 
-require isolation of traveler for incubation period of disease
-refuse entry of persons from affected area 

2. To goods and conveyances 
-no measures required 
-require inspection of conveyance, cargo or goods 
-require treament of conveyance, cargo or goods
-require isolation of conveyance, cargo or goods 
-require destruction of cargo or goods 
-refuse entry of conveyance, cargo or goods 
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and the process through which WHO issued them. Substantively, the
most radical of all the WHO recommendations – the geographically-
specific travel advisories – were directed at travelers not WHO member
states. For the revised IHR, WHO (2002d, p. 9) proposed that it would issue
‘recommendations for action by Member States.’ WHO’s geographically
specific travel advisories during SARS were recommendations not
directed at member states but at travelers, non-state actors. 

For example, WHO’s first geographically-specific travel advisory against
Hong Kong and Guangdong Province recommended ‘that persons
travelling to Hong Kong Special Administrative Region and Guangdong
Province, China consider postponing all but essential travel’ (WHO,
2003a-1). Subsequent geographically-specific travel advisories followed
the same pattern – advising individuals not to travel rather than recom-
mending to WHO member states that they recommend that their
nationals postpone all but essential travel. 

Although such recommendations can be seen as indirect suggestions
that WHO member states take action to reduce travel by their nationals
to the SARS-affected areas targeted, the rendering of advice by WHO
directly to individual travelers is substantively significant because WHO
connects, through such recommendations, with non-state actors directly
rather than through the intermediary of the sovereign state. This
connection parallels the direct incorporation of non-state actors in the
process of gathering global surveillance on infectious diseases. The SARS
outbreak finds WHO engaged in both governance input and output
directly with non-state actors in a manner that cannot be explained by
Westphalian public health. 

The geographically-specific travel advisories are also substantively
distinct from what WHO was proposing for the revised IHR in another
important respect. WHO’s list of possible measures that could form the
basis for WHO recommendations in the context of a public health
emergency of international concern does not include recommendations
directly to travelers to postpone non-essential travel to disease-infected
areas (see Table 7.1). Although WHO cautioned that its list was non-
exhaustive, advising people to postpone travel to certain areas because
of health threats was not an alien idea before SARS. 

The idea does not appear on WHO’s list because the recommendations
element of the revised IHR was hewing to the Westphalian emphasis on
sovereignty. Getting a country affected by a public health emergency of
international concern to agree that WHO should recommend that other
countries cut off non-essential travel to it was not realistic. The measures
WHO listed would form the basis of recommendations to WHO member
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states on how to deal with travelers, goods, and conveyances coming
from, not going to, disease-affected areas. Yet, in the SARS outbreak, WHO
issued numerous recommendations that non-essential travel to certain
SARS-affected countries and regions be postponed. Such recommendations
go beyond what WHO was contemplating even with the revised IHR. 

Equally, and perhaps more, radical than the substantive content of
WHO’s recommendations was the nature of the process through which
WHO issued them. WHO issued all its major alerts and travel advisories
without reaching consensus on these actions with the states concerned
and often without even consulting with the states directly affected. States
subject to a geographically-specific travel advisory from WHO expressed
their unhappiness and sometimes outrage at WHO’s actions, demon-
strating that WHO did not issue such recommendations after consulting
and reaching consensus with these states. 

The example of the WHO travel advisory issued against Toronto
provides an excellent illustration of the process through which WHO
issued these travel advisories. WHO issued its Toronto advisory without
consulting the Canadian government. Officials at Health Canada
‘complained that WHO officials did not give them warning’ of the travel
advisory (Brown, 2003a), which was ‘an absolute stunner,’ (National
Advisory Committee, 2003, p. 37), leaving Canadian officials fuming at
being ‘sandbagged’ by WHO (Brown and Connolly, 2003). 

As noted above, WHO’s ideas for the revised IHR included the issuance
of recommendations only after consultation with affected states and only
jointly with the consent of affected states. During the SARS outbreak,
these Westphalian acknowledgements of sovereignty disappear as WHO
acted independently. Analyzing WHO’s decision to issue its 15 March
emergency travel advisory, the Los Angeles Times noted that WHO officials
‘agonized over how to limit economic damage but concluded that the
conservative course – consulting with national governments – had already
failed’ (Piller, 2003). This observation captures the abandonment of the
Westphalian model by WHO during the SARS crisis. 

This radical break with established patterns of behavior for an inter-
national health organization took place in the context of actions against
important states in the international system, especially Canada and
China. The action by the WHO Director-General in 1970 to report the
cholera outbreak in Guinea without information from the Guinean
government (discussed in Chapter 4) represents a much less radical
departure from established behavior for two reasons. First, the WHO
Director-General took the action against a weak, developing country
not a rich nation, such as Canada, or a rising great power, such as China. 
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Second, the WHO Director-General was attempting to address a clear
violation of Guinea’s obligation under the IHR to report cholera outbreaks.
The IHR were irrelevant to the SARS outbreak, and WHO member states
were under no international legal obligations directly addressing this
epidemic. Under Westphalian public health, international health organ-
izations should be at their most cautious with, and deferential toward,
sovereignty of the member states when such states have not established
an international legal framework for dealing with a problem. WHO’s
boldness and lack of deference for sovereignty during the SARS outbreak
is a sign of post-Westphalian public health governance. 

The reader should also keep in mind that WHO exercised real power
when it issued its geographically-specific travel advisories because these
advisories adversely affected the economies of the targeted countries,
regions, or cities. As a general matter, international organizations do
not exercise independent power because their member states tightly
constrain what the organizations can and cannot do. States have cer-
tainly never given any international health organization the express or
implied power to harm materially the economies of its members during
infectious disease outbreaks. The traditional approach has been the
creation of international legal disciplines on member states to regulate
their actions during outbreaks (e.g., the IHR) not to authorize the inter-
national health organization to act without consultation and consensus
with its member states. 

In issuing alerts and advisories, WHO exercised significant power in
the absence of any agreed policy or legal framework and without defer-
ence to the sovereignty of affected states. These actions revealed WHO
as an autonomous actor influencing events directly rather than just acting
as a convenient device for coordinating the sovereign behavior of its
member states. Without any express policy or legal basis for its actions,
WHO took steps with serious political and economic consequences for
states affected by SARS. Again, the Westphalian model of international
relations cannot explain this type of behavior by an international
organization. WHO’s actions signal the emergence of a radically trans-
formed governance context for infectious disease control. 

Further evidence of this sea change came in the acquiescence of WHO
member states affected by the alerts and advisories to their issuance by
WHO. Although targeted countries bristled and bellowed about the
travel advisories, none publicly challenged WHO’s authority to issue
such advisories without their consent. Even Canada, which complained
bitterly and lobbied extensively for WHO to lift its travel advisory
against Toronto, only challenged whether an advisory was warranted



Beyond China: Lessons from SARS for Post-Westphalian Public Health 143

for Toronto rather than attacking the notion that WHO could take such
powerful actions without consulting Canada. Officials in China and
Taiwan similarly criticized the WHO travel advisories against their terri-
tories but did not publicly question whether WHO had the authority to
issue such advisories without the participation of the countries being
targeted. The widespread acquiescence of sovereign states to the aggre-
gation of power by the WHO in the absence of any express policy or legal
framework is astonishing. 

Acquiescence turned to formal approval at the May 2003 World Health
Assembly meeting, at which the World Health Assembly approved WHO’s
ability to issue alerts. The World Health Assembly (2003b) asked the
WHO Director-General ‘to alert, when necessary and after informing the
government concerned, the international community to the presence
of a public health threat that may constitute a serious threat to neigh-
bouring countries or to international health on the basis of criteria and
procedures jointly developed with Members.’ In this resolution, the
World Health Assembly went beyond the recommendatory powers in
WHO’s proposals for the revised IHR. The IHR revision proposal sought
to create a process where WHO and affected states would jointly choose
the appropriate recommendations. The World Health Assembly resolution
empowers WHO to issue alerts after merely informing the governments
concerned. The resolution limits joint participation of the member
states to the development of the criteria and procedures for the exercise
of this alert power. 

The World Health Assembly’s decision is significant for global health
governance on infectious diseases. As the SARS outbreak demonstrated,
WHO-issued alerts and advisories could cause economic damage by
adversely affecting commerce and travel. In contrast to WHO’s relative
powerlessness in the Westphalian model, WHO now possesses inde-
pendent authority that carries real power, which WHO members have
expressly approved. In the words of one infectious disease specialist at
the US Centers for Disease Control and Prevention, WHO ‘has assumed
“police” powers for controlling outbreaks that put it above national
governments, the traditional guardians of public health’ (Piller, 2003). 

The authority to issue global alerts and advisories connects with
the ability to use information from non-governmental sources. WHO
member states approved the Organization’s ability to issue alerts against
sovereign states without their consent based on information collected
from governmental and non-governmental sources. Faced with the
impossibility of preventing disease information from flowing to the
international community, and with the possibility of facing the adverse
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consequences of a WHO alert based on global surveillance data, a country’s
incentive to hide an outbreak for fear of the economic consequences
has diminished significantly. 

The argument that WHO alerts will deter countries from reporting
outbreak information (National Intelligence Council, 2003, p. 23) neglects
to recall the effect of WHO’s ability to collect such information from
non-governmental sources. The powers to use non-governmental
information and to issue global alerts create a global health governance
pincer that squeezes the state’s sovereign decision of whether to report
outbreak information and to cooperate with WHO and other countries
(see Figure 7.2). This pincer changes the way in which states exercise
their sovereignty in the context of infectious disease outbreaks and rep-
resents evidence of public health’s transition into a post-Westphalian
governance framework. 

Another reflection of public health’s arrival in post-Westphalian territory
is the subordination of international law witnessed in the handling of
the SARS outbreak. States structured Westphalian public health through
formal agreements under international law. The IHR serve as the best
illustration of this Westphalian approach. The strengthening of global
health governance in the wake of the SARS outbreak occurred without
any changes in international law on infectious disease control. When
SARS emerged, WHO was only in the process of formulating approaches
for the revision of the IHR. Formal adoption of the revised IHR was still
years away. Although WHO intends to complete the IHR revision process
by 2005, the revised IHR will merely reflect changes in infectious disease
governance effected before and during the SARS outbreak without the
direct use of international law. Rather than being a primary instrument

WHO

State
Power to use
non-governmental
sources of surveillance
information

Power to issue
global alerts
independently

Figure 7.2 The global health governance pincer 
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used by states to shape future governance, international law has
become a secondary mechanism to reflect policy transformations with
serious impact on sovereignty that have already taken place. 

The SARS outbreak has also produced strengthening of global health
governance in the form of a new WHO initiative – the formation of a
public–private partnership ‘to fight SARS and build capacity for surveil-
lance, epidemiology and public health laboratory facilities in China and
the surrounding region’ (WHO, 2003c-3). WHO plans to collaborate
with the Global Health Initiative of the World Economic Forum to raise
$100 million from the global business community, especially enterprises
operating in Asia, which monies will fund improvements of surveillance
and response capabilities at country-level (WHO, 2003c-3). Nothing
equivalent ever appeared under Westphalian public health. As WHO’s
Executive Director of Communicable Diseases stated, ‘[t]here have been
no resources for this in the past’ (Fuhrmans and Naik, 2003). 

The initiative connects to global health governance because it actively
seeks participation from non-state actors, in this case companies, to address
national public health capabilities and their connection to improved
global public health. The new public–private partnership also links
with global health governance because companies, not states or inter-
national organizations, took the lead in proposing the idea when ‘a
number of companies approached WHO offering money or other support
toward eradicating the [SARS] virus’ (Fuhrmans and Naik, 2003). This
initiative resonates with the interest in vertical governance strategies
prevalent in other global health governance efforts, such as the Global
Fund to Fight AIDS, Tuberculosis, and Malaria. 

The power of global public goods for health 

A second area in which the SARS outbreak supports the argument that
public health has entered a post-Westphalian stage involves recognition
of the power of the production of global public goods for health
(GPGH). The SARS crisis witnessed WHO leading efforts to produce
information and knowledge on fighting SARS and to make such infor-
mation and knowledge globally accessible. The information and know-
ledge was produced in three areas – surveillance data on SARS cases,
information on the best clinical practices for managing SARS patients,
and basic scientific knowledge about the causative agent of SARS. 

Such SARS-related information and knowledge constituted GPGH
because (1) no state could be excluded from their consumption; (2) the
consumption of the information or knowledge by one state did not
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limit consumption by other states; and (3) the consumption of such
information and knowledge was important for health purposes across
national boundaries and traditional regional groupings. In addition, a
strong argument can be made that SARS control itself represents a GPGH. 

WHO activities to ensure the global flow of surveillance data on SARS
cases around the world, and its use of all sources of epidemiological
information in the process, represent a GPGH. Surveillance is a critical
component of any strategy to control infectious diseases. The informa-
tion produced by surveillance efforts leads to the formulation and
implementation of appropriate public health interventions. During the
SARS outbreak, WHO utilized its Global Network to collect, analyze,
and disseminate up-to-date information on the number and location of
SARS cases, as well as patterns of international transmission. States,
international organizations, and non-state actors in every region of the
world had access to WHO’s SARS surveillance information through
WHO’s web site. Such non-excludable, non-rival access contributed
positively to international and national public health efforts taken to
control SARS. 

SARS also triggered unprecedented efforts by WHO to make clinical
information and experience on managing SARS patients globally avail-
able. As discussed in Chapter 5, WHO organized electronic ‘grand rounds’
through which clinicians handling SARS cases around the world could
share information and learn from one another in an effort to construct
‘best clinical practices’ for SARS case management. As with the global
surveillance data WHO produced, the clinical information was also
globally accessible and non-excludable and non-rival in its consumption.
The absence of adequate diagnostic technologies, drug therapies, and
vaccines made such clinical information more important in the global
campaign to control SARS. 

WHO also coordinated unprecedented global scientific cooperation
to generate basic scientific knowledge about the causative agent behind
SARS. WHO constructed a network of scientific laboratories stretching
around the globe to work synergistically to identify as rapidly as possible
the causative pathogen of SARS. Many commentators marveled at the
speed, efficiency, and cooperation with which this network identified
a new coronavirus (SARS-CoV) as the pathogen responsible for SARS.
Julie Gerberding (2003, p. 2030), Director of the US Centers for Disease
Control and Prevention, asserted that the ‘[s]peed of scientific discovery
and speed of communication are hallmarks of the response to SARS and
reflect amazing achievements in science, technology, and international
collaboration.’ In this effort, scientific activities on a germ did not
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recognize borders for the benefit of producing globally useful and
needed scientific knowledge. 

The scientific information produced by this network remained, by
and large, globally accessible to scientific researchers in order to promote
the rapid development of diagnostic technologies and possible strategies
for a SARS vaccine. The basic scientific knowledge generated about SARS
represented a GPGH produced through WHO leadership. Key partici-
pants in the global scientific endeavor, such as the US Centers for
Disease Control and Prevention, adopted strategies to ensure that know-
ledge and research techniques developed in the SARS investigation
remained publicly available and not subject to private appropriation
through intellectual property rights (‘SARS: Race to Patent,’ 2003).
With important scientific information on SARS in the public domain,
prospects for the development of effective diagnostic, therapeutic, and
prevention technologies as GPGH were enhanced. 

The surveillance, clinical, and basic scientific research examples meld
together to support the argument that SARS control itself represented
a GPGH. As the spread of SARS illustrates, the disease had global scope
because of the contribution of air transportation to the spread of
SARS-CoV. Unlike other acute respiratory infections, SARS was not
primarily a disease of poverty, as evidenced by the damage it caused in
affluent societies such as Singapore, Hong Kong, and Canada. With no
effective diagnostics, therapies, or prevention technologies, SARS rep-
resented a serious global public health threat, especially given its high
fatality rate. As a result, control of SARS can be considered a GPGH,
as well as the inputs needed to make such control possible (e.g., global
surveillance data, effective clinical practices, and basic scientific know-
ledge concerning the causative pathogen). 

More broadly, the SARS outbreak provides support for seeing policy
utility in the GPGH concept and for using this concept in the infectious
disease control context. Literature on GPGH has analyzed the extent to
which control of infectious disease epidemics can be considered a
GPGH (Woodward and Smith, 2003; Giesecke, 2003), and part of the
discourse concentrates on determining the profile of epidemics the
control of which would represent a GPGH. Woodward and Smith
(2003, pp. 24–5) argue, for example, that control of HIV/AIDS and
tuberculosis can be considered GPGH but control of malaria, acute
respiratory infections, diarrheal diseases, and non-eradicable vaccine-
preventable diseases are not GPGH. 

The SARS outbreak provides an excellent illustration of an epidemic
the control of which does represent a GPGH. Infectious diseases with
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global scope and efficient cross-border transmissibility for which public
health authorities have few, if any, technological defenses require
different governance approaches than other diseases with other epidemic
profiles. With diseases such as SARS, the need for global health governance
mechanisms and the production of GPGH, such as global epidemiological,
clinical, and scientific data, are heightened as a policy matter. In other
words, diseases the control of which constitutes a GPGH represent core
territory for post-Westphalian public health. 

Elevating public health as a national political priority 

A lament of public health officials for decades has been the neglect of
public health by governments. In the Westphalian system of international
politics, public health was a low priority of states nationally and inter-
nationally. When public health became a matter of political concern in
the Westphalian system, the driving force was the self-interest of great
powers worried about their vulnerability to disease importation and the
impact of other nations’ health measures on their trade. 

Part of the effort to highlight emerging and re-emerging infectious
diseases as threats in the 1990s and early 2000s was to increase political
attention on public health, particularly to get governments to confront
the inadequacies of national and international public health capabilities.
Two different tracks are discernable in these various attempts to elevate
the political profile of infectious disease control. The first track empha-
sized the impact of globalization on infectious disease control in order
to communicate that the nature of public health governance was being
transformed. This track sought to get states to re-think the relationship
between sovereignty and public health in light of the globalized reality
of pathogenic threats. 

The second track attempted to fit the threat from emerging and
re-emerging infectious diseases into the traditional great-power model
of Westphalian public health. The best example coming from this
approach were the arguments made by experts and some government
officials that emerging and re-emerging infectious diseases, especially
HIV/AIDS, and the threat of bioterrorism constituted a threat to the
national security of states, including the great powers. Most of the litera-
ture linking infectious disease control and national security focused on
the United States, the world’s political, military, and economic
hegemon. (For more on these arguments, see Chapter 8.) 

Before the SARS outbreak, bioterrorism provided the most traction for
elevating public health as a political priority, particularly after the anthrax
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attacks in October 2001 in the United States. The bioterrorism framework
fit, however, tightly into the Westphalian pattern of great-power interest
driving the direction of public health. Public health officials tried to
stress the synergies between bioterrorism preparedness efforts and public
health capabilities needed to deal with naturally occurring infectious
diseases spread through globalization. Conceptually, the synergies
worked in two directions: bioterrorism preparedness benefited public
health generally, and general public health improvements benefited
bioterrorism preparedness. Before SARS, the lion’s share of attention
focused on how bioterrorism programs would produce positive exter-
nalities for public health, and on how public health improvements would
benefit bioterrorism defenses. 

The following provides a good example of these American-centric,
bioterrorism-driven synergy arguments: 

But a complete strategy against bioterrorism cannot stop at the water’s
edge. Disease knows no borders, and simply investing in the domestic
health system will leave Americans exposed to deadly microbes from
abroad. Outside the United States, the public health infrastructure
that treats the natural propagation of disease is the same infrastructure
that detects, and responds to, diseases that are intentionally spread.
This point is critical. An investment in service delivery in other
countries is an investment in surveillance and detection on a global
scale. This, in turn, reinforces defenses against biological terrorism,
while having the added benefit of preventing improper healthcare
abroad, which creates strains resistant to modern medicine. (Campbell
and Zelikow, 2003, p. 4) 

The SARS outbreak has given efforts to elevate public health as
a national political priority under the ‘globalization track’ new
momentum. In a globalized world, states need to give public health
more attention and resources. Such political concern for public health
can play a significant role in addressing threats from globalizing
diseases. Reflecting on the SARS crisis, WHO observed that ‘[o]ne of
the most important lessons learned to date is the decisive power of
high-level political commitment to contain an outbreak even when
sophisticated control tools are lacking’ (WHO, 2003t-2). The need for
such political commitment cut across the spectrum of states in the
international system, implicating rich and poor countries, liberal states
and authoritarian regimes. The US National Intelligence Council
(2003, p. 29) observed that ‘SARS has demonstrated to even skeptical
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government leaders that health matters in profound social, economic,
and political ways.’ 

SARS also encouraged the elevation of public health as a political
priority by demonstrating the economic damage that emerging and
re-emerging infectious diseases can cause. States seriously affected by
SARS suffered significant economic losses as outbreaks disrupted patterns
of commerce and travel and caused fear in the international business
community. The SARS outbreak encouraged political leaders to see the
capability to detect disease events early, to cooperate with other
nations, and to intervene swiftly and effectively as key components of
economic policy in the era of globalization. 

Viewing the connection between infectious disease control and
economic policy in this fashion suggests the emergence of post-Westphalian
public health. The Westphalian connection between public health and
economic policy flowed from the great powers’ interest in reducing
the trade impact of other nations’ infectious-disease control measures
(e.g., maritime quarantine). The great powers’ economic interest in
infectious disease control did not extend into their own capabilities to
manage infectious disease outbreaks largely because domestic public
health improvements in these countries reduced the vulnerability of
the great powers to disease importation. 

As SARS demonstrates, the post-Westphalian context finds great powers
and weak countries confronted with an economic need to improve the
public health capabilities of managing globalized microbial traffic. This
need translates not into strategies of self-help, as the great powers
adopted in the Westphalian period, but into recognition of the role for
global health governance and the production of GPGH, as is happening
in the post-Westphalian period. Even the United States under the
unilateralist-minded Bush administration did not, despite rumblings
of misgivings, oppose WHO’s revolutionary actions during the SARS
outbreak and their subsequent approval by the World Health Assembly
as the framework for future epidemic management. 

The post-Westphalian context for infectious disease control also
encourages public health’s elevation as a political priority. As China
discovered to its embarrassment, WHO’s ability to use non-governmental
sources of surveillance information revealed serious weaknesses in China’s
systems of public health and health care delivery. Such weakened health
infrastructure contributed to SARS’ spread in China and the eventual
economic damage China suffered from becoming a SARS ‘hot zone.’
The recipe for avoiding global humiliation and economic damage in the
context of a post-Westphalian outbreak calls for upgrading of public
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health and health care capabilities. Less dramatically, other countries,
such as Canada and Taiwan, felt the global political and economic pain
of allowing a new infectious disease to gain a foothold in their terri-
tories. In the aftermath of such pain, public health and health care
infrastructures can no longer be considered secondary priorities for
governments confronted with managing globalized anarchy. Canada’s
National Advisory Committee on SARS and Public Health emphasized
the political importance of public health in the post-SARS world by
recalling Benjamin Disraeli’s argument that ‘public health was the foun-
dation for “the happiness of the people and the power of the country.
The care of the public health is the first duty of the statesman”’ (National
Advisory Committee, 2003, p. 220). 

Reinforcing the public health–human rights linkage 

The SARS outbreak highlights a fourth area that points toward the
emergence of a post-Westphalian period for public health – the role of
human rights in public health policy. Under Westphalian public health,
human rights did not register as a concern because states were considered
the only legitimate actors for purposes of governance. Further, the prin-
ciples of sovereignty and non-intervention created significant barriers
for the development of human rights as an element of international
health governance. The human rights movement began to challenge
Westphalian public health in the aftermath of World War II, as illustrated
by the statement in the preamble of the WHO Constitution that the right
to the highest attainable standard of health is a fundamental human
right (WHO, 1948). 

Still, the relationship between public health and human rights took a
long time to gain attention, which began to happen in the late 1970s
through the Health for All movement (Declaration of Alma Ata, 1978).
The public health–human rights linkage became more prominent after
HIV/AIDS exploded on the world. As discussed in Chapter 4, HIV/AIDS
caused public health communities to turn to international human
rights law to help guide policy on the epidemic because traditional
approaches to infectious disease governance (e.g., the IHR) lacked utility. 

This public health turn toward human rights brought both civil and
political rights (e.g., freedom of movement) and economic, social, and
cultural rights (e.g., the right to health) to bear on public health. Civil
and political rights became a policy instrument in the fight against
stigma and discrimination faced by people living with HIV/AIDS. The
right to health became a weapon in advocacy for greater access to primary
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health care services and essential medicines, including anti-retrovirals.
HIV/AIDS led public health away from the traditional, state-centric
Westphalian approaches to infectious diseases toward a strategy that
placed individuals and their rights, not states and their sovereignty, at
the center of concern. 

The SARS outbreak reinforces this post-Westphalian move toward the
public health–human rights linkage but in ways different from what
occurred with HIV/AIDS. The widespread resort by countries to isolation
and quarantine, and the recommendations of WHO to use these public
health instruments, brought to life concerns about public health measures
infringing civil and political rights, such as freedom of movement (McNeil,
2003; Fidler, 2003b). Treaties protecting civil and political rights have
long recognized public health as a legitimate reason for infringing on
certain individual rights (Fidler, 1999, pp. 172–3). 

However, apart from human rights criticisms of isolation and quar-
antine as responses to HIV/AIDS and concern about compulsory
treatment of individuals infected with multi-drug resistant tuberculosis,
striking the proper balance between the protection of population
health and respect for civil and political rights has not been a prom-
inent question for public health policy in the post-World War II era
mainly because quarantine and isolation largely disappeared from public
health practice. The proper balance between public health and indi-
vidual liberties became a matter of prominent debate in the late 1990s
and early 2000s in the context of the development of US bioterrorism
policy (Annas, 2002), but this debate largely took place within the
framework of US constitutional jurisprudence rather than international
law on human rights. 

The SARS outbreak made the question of balancing the protection of
public health and respect for individual rights a pressing concern, which
represents yet another governance deviation from the Westphalian
model. In the HIV/AIDS context, public health officials and human rights
activists used international human rights law to restrain the power
and indifference of the state vis-à-vis individuals living with HIV/
AIDS. SARS produced a different focus: At times, governments may
need to infringe on civil and political rights in order to deal with an
infectious disease. 

The different policy responses of governments affected by SARS indicate
that the question of the proper balance between public health and
individual rights received different answers. In some countries, such as
Singapore, the government used compulsory and tightly monitored
isolation and quarantine (Pottinger, 2003d), thus producing significant
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infringements on civil and political rights. Other countries, such as
Canada, relied more on voluntary isolation and quarantine strategies
than on compulsory powers (McNeil, 2003), creating an approach with
less adverse impact on individual rights. And still other nations, such as
the United States, did not use voluntary quarantine in cases where
other countries utilized compulsory or voluntary quarantine (e.g., with
respect to individuals who were in contact with suspect SARS cases)
(US CDC, 2003). 

These varying approaches to balancing public health and human
rights mean that SARS creates the need for further examination and
application of the criteria international human rights law establishes to
evaluate public health measures that infringe on civil and political rights.
The criteria are four and derive from the application of the Siracusa
Principles on the Limitations and Derogation Provisions in the Inter-
national Covenant on Civil and Political Rights (Siracusa, 1985): The
rights-infringing measure must (1) be prescribed by law; (2) be applied
in a non-discriminatory manner; (3) relate to a compelling public interest
in the form of a significant risk to the public’s health; and (4) be necessary
to achieve the protection of the public, meaning that the measure must
be (a) based on scientific and public health information and principles;
(b) proportional in its impact on individual rights to the threat posed;
and (c) the least restrictive measure possible to achieve protection against
the infectious disease risk. 

In terms of determining whether an individual with an infectious
disease poses a significant risk to the public’s health, four factors are
important: (1) the nature of the infectious disease risk, including the mode
of transmission of the infectious agent; (2) the duration of the infectious
disease risk, including how long the individual is capable of transmitting
the infectious agent; (3) the probability that the individual will transmit
the disease, which involves evaluating how the infectious disease is
transmitted and how often such transmission acts are likely to occur;
and (4) the severity of the consequences if the individual does transmit
the infectious disease. 

With these criteria and factors in mind, a strong case can be made
that isolation and quarantine with respect to SARS cases and suspect cases
was warranted under international human rights law. Most governments
have enacted public health statutes that authorize isolation and quarantine
as measures to control infectious diseases, even if many of these statutes
are old and have not been used in decades. Some countries, such as the
United States, revised their laws in 2003 to be able to deal directly
with SARS (US Public Health Service Act, 2003). Thus, the requirement
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that rights-restricting measures be prescribed by law was, in most cases,
readily satisfied. 

Isolation and quarantine measures for SARS can also be seen as relating
to a compelling public interest in the form of a significant infectious
disease threat. SARS is caused by a novel virus about which little is known,
transmitted from person-to-person by respiratory means, and is fatal in
a relatively high percentage of cases (e.g., 14–15 per cent fatality rate).
Further, no adequate diagnostic technologies or anti-viral therapies
exist to help manage the disease. Thus, SARS qualifies as a significant
threat to public health under international human rights law. 

The use of isolation and quarantine to control SARS can also be
considered to be based on scientific and public health information and
principles, proportional in its impact on individual rights to the threat
SARS poses to public health, and the least restrictive measures possible to
achieve protection against the spread of the disease. These conclusions
largely flow from the serious threat SARS poses as a contagious disease and
the absence of any diagnostic, therapeutic, and prevention technologies
that could be used to mitigate the infringement on civil and political
rights. SARS-related isolation and control measures also do not appear
to have been characterized by their discriminatory application by
governments in SARS-affected countries. 

This cursory analysis of the use of isolation and quarantine during
the SARS outbreak does not mean that all isolation and quarantine
measures enacted, or that could be enacted, to deal with SARS were or
will be necessarily permissible under international human rights law.
The diverse approaches of countries to isolation and quarantine during
the SARS outbreak raises the need to evaluate the appropriateness of such
measures to deal with this disease, even when isolation and quarantine
for SARS appear reasonable in a quick review of the criteria and factors
embedded in international human rights law. 

With public health experts warning that SARS may return and even
become endemic, isolation and quarantine may remain key public
health instruments until more effective public health strategies involving
diagnostic, therapeutic, and prevention technologies develop. Addition-
ally, the global health governance pincer formed by the ability to use
non-governmental sources of surveillance information and the authority
to issue economically damaging global alerts may encourage governments
to resort more rapidly and frequently to isolation and quarantine in
order to ensure that the pincer is kept at bay, even when isolation and
quarantine may not in fact be warranted. For example, once China
decided to respond seriously to SARS, its SARS-control efforts involved
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‘the application of very draconian measures’ (Pei, 2003). For a host of
reasons, the SARS outbreak invites more rigorous attention to be paid to
the human rights implications of isolation and quarantine as part of the
post-Westphalian governance context for public health. 

All’s well that ends well? 

This chapter analyzed four features of the SARS outbreak that confirm
public health’s transition into a post-Westphalian environment. These
features underscore and expand the lessons learned from China’s mis-
handling of SARS examined in Chapter 6. The proposition that SARS
represents the world’s first post-Westphalian pathogen is compelling in
light of what happened in the SARS outbreak both within and beyond
China. Compared with the depressing advance of pathogenic microbes
over the last few decades, and the seeming inability of existing gov-
ernance structures to address this advance effectively, the successful
governance response to SARS stands out as a beacon of hope in humanity’s
ongoing struggle with infectious diseases. 

But, as the next chapter explores, the successful ending of the global
SARS effort and the transition into post-Westphalian governance does
not necessarily mean that all is well in public health’s ‘new world order.’  


