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Microbes on the march 

The decade of the 1990s witnessed a renaissance of interest in infectious
diseases in both the public health and political worlds. By the early
1990s, public health experts were growing increasingly concerned about
a resurgence of infectious diseases around the world. In 1992, the Institute
of Medicine’s Committee on Emerging Microbial Threats to Health pub-
lished its seminal report Emerging Infections: Microbial Threats to Health
in the United States (Institute of Medicine, 1992). This report marked the
beginning of extensive public health and political efforts in the 1990s to
come to grips with ‘emerging and re-emerging infectious diseases’ (EIDs).

The US Centers for Disease Control and Prevention (CDC) defined EIDs
as ‘diseases of infectious origin whose incidence in humans has increased
within the past two decades or threatens to increase in the near future’
(US CDC, 1994, p. 1). This definition encompasses not only diseases never
previously identified (e.g., HIV/AIDS) but also diseases that many believed
had been conquered (e.g., tuberculosis). The inclusion of re-emerging
infectious diseases was significant because it focused attention, in many
instances, on factors beyond the microbial agent causing the disease.
The re-emergence of yellow fever as a public health threat had nothing
to do with mutations in the yellow fever virus but was attributable to
the breakdown in public health measures, such as mosquito control and
widespread vaccination, and to socio-economic changes accelerated by
globalization, such as increased urbanization in tropical regions and
increased air travel (Institute of Medicine, 1992, p. 40). 
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From the beginning, analyses of EIDs were sensitive to economic,
social, and environmental factors that encouraged the emergence or
re-emergence of infectious diseases. For example, the 1992 report from
Institute of Medicine’s Committee on Emerging Microbial Threats to Health
looked beyond the pathogenic agents involved in EIDs and focused on
six factors that played a role in emergence and re-emergence: (1) human
demographics and behavior; (2) technology and industry; (3) economic
development and land use; (4) international travel and commerce;
(5) microbial adaptation and change; and (6) breakdown of public health
measures (Institute of Medicine, 1992, p. 47). Policy responses to EIDs
could not, therefore, concentrate merely on developing new or better
antimicrobial technologies. 

The size of the EID phenomenon was sufficient, on its own, to
catch people’s attention. In its 1992 report, the Institute of Medicine’s
Committee on Emerging Microbial Threats identified 54 emerging and
re-emerging infectious agents (Institute of Medicine, 1992, pp. 36–41).
In 1995, a US interagency working group identified 29 new infectious
diseases and 20 re-emerging diseases since 1973 (CISET, 1995). Although
these two studies focused on the EID threat from the perspective of
the United States, the literature from this time period also clearly
describes the threat in global terms. In fact, the World Health Organ-
ization’s World Health Report for 1996 focused on the infectious disease
resurgence and declared that infectious diseases represented a world
crisis (WHO, 1996).

EIDs played a prominent role in stimulating analysis in the 1990s
on the ‘globalization of public health.’ This phrase had different mean-
ings and connotations for different analysts, but the basic idea uniting
commentators on this topic was the breakdown between the traditional
categories of ‘national’ and ‘international’ health. In many respects, the
novelty of the globalization of public health was exaggerated because,
as previous chapters noted, the phenomenon of germs not recognizing
borders is quite old. Further, the rise of infectious diseases as a matter of
international diplomatic concern in the nineteenth century is attributable
to the forces identified in the 1990s literature on the globalization of
public health: increased volumes and speed of travel and trade spreading
infectious diseases into countries with inadequate or non-existent public
health systems. Infectious disease emergence as a byproduct of the
processes of globalization was not new. 

Another feature of the EID phenomenon in the 1990s echoed what
happened when infectious diseases first became a topic of international
diplomacy in the mid-nineteenth century. As indicated in Chapter 3,
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infectious disease control emerged onto the agenda of international
politics in the nineteenth century because powerful European states were
growing concerned about the importation of ‘Asiatic’ diseases and the
burdens national quarantine measures were imposing on their inter-
national trade. International health diplomacy did not have its origins in
humanitarian concerns about health conditions in poor, non-European
countries. Interestingly, features of the rise of the EID issue in the 1990s
exhibit similar characteristics. 

Much of the early and most prominent literature on the subject came
from the United States, the leading great power in the international
system. Following the Institute of Medicine’s groundbreaking 1992 report
on microbial threats to health in the United States, elements of the
US government began to examine and formulate policy for addressing
the threat infectious diseases posed to the United States. In 1994, CDC
issued its first EID report, Emerging Infectious Disease Threats: A Prevention
Strategy for the United States (US CDC, 1994). In 1995, an interagency
US government working group released Infectious Disease – A Global
Health Threat, which examined the dangers that the resurgence of infec-
tious diseases posed to US foreign policy and national security interests
(CISET, 1995). 

The Clinton administration elevated EIDs as a matter of US national
and foreign policy in 1996 when Vice President Gore announced a new
national initiative to combat EIDs, asserting that ‘there is no more
menacing threat to our global health today than emerging infectious
diseases’ (Gore, 1996). US Health and Human Services Secretary Donna
Shalala even described the Clinton administration as making war on
infectious diseases (McClesky, 1996). As part of this effort, the United
States began to include the threat of EIDs on bilateral and multilateral
diplomatic agendas, such as bilateral initiatives with Russia and South
Africa, G7 summit meetings, and the Asia Pacific Economic Cooperation
forum (Fidler, 1997b, pp. 784–5). 

These activities, plus others that followed, indicated that infectious
diseases had once again become a foreign policy concern of the great
powers. The engagement of the United States on this issue in the 1990s
helped solidify a diplomatic foothold for the EID issue in a manner that
would not have been possible without the backing of the world’s remain-
ing superpower. The renaissance of interest in infectious diseases in the
1990s and early 2000s owes much to the threats felt by the United States
and the responses this great power began to make. The nineteenth-century
emergence of infectious diseases as a matter of international politics
occurred for the same reason – the great powers were concerned and
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willing to exercise their power to reduce the external threat they
perceived from infectious diseases. 

The influence of great-power concerns can be seen even in the phrase
‘emerging and re-emerging infectious diseases.’ For many parts of the
developing world, infectious diseases had never disappeared as a source
of morbidity and mortality. In the developing world, infectious diseases
had not un-emerged. As Paul Farmer (1999, p. 39) asked, ‘If certain popu-
lations have long been afflicted by these disorders, why are the diseases
considered “new” or “emerging”? Is it simply because they have come
to affect more visible – read, more “valuable” persons?’ The use of the
term ‘emerging and re-emerging infectious diseases’ reflects the driving
force behind the renaissance in interest in infectious diseases – the
powerful once again felt threatened. 

These observations on the parallels between the rise of infectious
diseases in international politics in the nineteenth century and the return
of infectious diseases to diplomatic prominence in the 1990s and early
2000s do not imply that all was the same. The globalization of public
health in the late twentieth century had characteristics not seen in the
last half of the nineteenth century. The speed of travel and trade had,
for example, increased exponentially as transportation technologies,
especially jet aircraft, advanced. As EID literature often pointed out,
the speed of modern transportation means that a traveler could carry
a pathogenic microbe anywhere in the world within twenty-four hours
and seed an outbreak. 

The volume of trade and travel had also increased enormously since
the nineteenth century. Trade liberalization regimes, such as the General
Agreement on Tariffs and Trade (GATT, 1947), helped increase the trade
in food and food products significantly. The number of people crossing
international borders each year for business, tourism, or to escape tyranny,
persecution, war, and poverty was also far greater in the late twentieth
than the late nineteenth century. 

Finally, travel and trade in the late twentieth century were far more
global than their precursors a century before. The great powers of the
nineteenth century had global trading networks and interests in many
regions of the world. Although the sun never set on the British empire,
the global nature of travel and trade today dwarfs that of the nineteenth
century. More countries and people are more deeply connected econom-
ically and technologically in the contemporary era of globalization than
at any other time in history. If not yet representing a global village,
advances in transportation and information technologies linked human
populations into a globalized society without historical precedent. 
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With the microbes once again on the march, governance questions
loomed large, as they had in the mid-nineteenth century when the
globalization of public health first forced states to respond systemically.
Chapter 3 explored the nature of the governance response constructed
from the mid-nineteenth century onwards and that still, despite its glaring
weaknesses and the challenges being mounted by vertical public health
strategies linked to human rights, formed the prevailing governance archi-
tecture when EIDs burst onto the public health and political scene in the
early 1990s. Much of the EID literature contained policy recommen-
dations (e.g., strengthen international cooperation) that, if implemented,
would merely retrofit Westphalian public health governance without
radically changing its structure, principles, or political dynamics. But the
EID crisis also began to stimulate thinking outside the Westphalian box
in an effort to construct a governance strategy worthy of the challenge
the marching microbes now presented. 

The shock of the new: Crafting post-Westphalian 
public health 

Public health was not the only field of endeavor to be affected by the
forces of globalization in the 1990s and early 2000s. For example, the
study and practice of business, law, medicine, and politics all reacted to
the ways globalization was changing landscapes and shifting boundaries.
Many experts believed that globalization transformed how we think about
time and space, changing from top-to-bottom how problems should be
addressed. Many phenomena seemed to join the germs because they,
too, did not recognize borders. 

While many disciplines struggled with the deterritorialization effect
of globalized human relations, public health had long understood the
epidemiological gossamer borders represent against the spread of
pathogenic microbes. Borders remained, however, very prominent in
the traditional governance responses to infectious diseases explored
in Chapter 3. Even the movement toward vertical public health strategies in
the 1970s reflected traditional boundaries, prompting Charles Pannenborg
(1979, p. 343) to argue that ‘WHO is at best moving towards a new
national health order instead of a new international health order.’ 

In the new era of the globalization of public health, the governance
question for public health was how to manage borderless bugs in a
borderless world. The ‘shock of the new’ for public health was not the
borderlessness of germs but the realization that infectious disease control
in the new global era required more than simply retrofitting Westphalian
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public health governance. Although literature on the globalization of
public health sounded retrofitting themes, such as infectious disease
control requires improved international cooperation, discourse on EIDs
in the 1990s and early 2000s cast critical light on the Westphalian
approach to public health, indicating that this approach to infectious
diseases was bankrupt. This bankruptcy was apparent in connection with
the structure, principles, and politics of Westphalian public health. 

In terms of structure, the state-centric governance framework of
Westphalian public health came under scrutiny. Although the state
would remain important in any governance framework, the processes of
globalization had rendered a state-centric governance focus questionable.
As the collapse of the International Health Regulations demonstrated,
states had not proved particularly good stewards of horizontal governance
on infectious diseases. The state-centric approach led governance toward
principles based on politically impermeable borders not on the nature
of the borderless risks states and peoples faced. 

The principles of sovereignty, non-intervention, and consent-based
international law characterized the substance of Westphalian public
health. These principles were not designed with public health in mind;
they were designed to provide international politics with an orderly and
stable framework. Borders were critical concepts to the Westphalian project
because the borders represented the demarcation of sovereignty. When
public health arose as a concern for diplomatic activity, infectious dis-
ease control, understandably, was simply slotted into the long-standing
Westphalian template for international relations. The demise of the classical
regime on infectious disease control demonstrated how ill-suited the core
Westphalian principles were to effective global infectious disease policy.

Bankruptcy was also apparent in the politics of Westphalian public
health. Connecting infectious disease control closely to the interests and
influence of the great powers had proved unfortunate for infectious dis-
ease control. As the great powers got their public health houses in order,
their interest in international infectious disease control (which they
had started) waned. Public health transformed from an issue in which
the self-interests of the great powers were politically and economically
engaged to one which the great powers treated as a mere humanitarian
endeavor – a public health version of noblesse oblige. The lack of interest
in, and complacency about, infectious diseases by the great powers during
the second half of the twentieth century helped produce the EID crisis,
especially the horrifying growth of the HIV/AIDS pandemic. 

Similarly, the construction of the main international regime on infec-
tious disease control, eventually embodied by the International Health
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Regulations, to target mainly the infectious disease concerns of the great
powers proved myopic and inappropriate given the suffering developing
countries experienced from infectious diseases. The classical regime’s
objective of balancing maximum security against international disease
spread with minimum interference with world traffic did not speak to
the main infectious disease problems facing developed or developing
countries. WHO’s movement toward vertical public health strategies and
human rights norms, which focused on helping developing countries,
illustrated the inappropriateness of basing an infectious disease govern-
ance strategy on the International Health Regulations’ narrow basis. 

Although the case against Westphalian public health governance was
powerful, public health faced a policy conundrum: How can infectious
disease governance be de-Westphalianized in a political environment
still deeply rooted in the Westphalian approach? One could rail against
state-centrism and sovereignty, but neither states nor sovereignty were
going to disappear as factors to consider in constructing governance stra-
tegies. Whatever governance approach eventually taken would have ‘to
confront somehow a fundamental paradox: globalization jeopardizes
disease control nationally by eroding sovereignty, while the need for
international solutions allows sovereignty to frustrate disease control
internationally’ (Fidler, 1996, p. 83). Was there a way out of this conun-
drum, or was public health facing, like other areas of social endeavor
grappling with globalization’s impact, the ‘tyranny of the actual’ (Allott,
1999, p. 49)? 

New process, new substance 

The EID threat and other globalized public health problems stimu-
lated new thinking in the 1990s and early 2000s, which began to shape
strategies on process and substance different from the Westphalian model.
This new thinking sought to avoid the dead end Westphalian public
health had become and the dead end that radical idealism would
become in an international system still rooted in the Westphalian model.
On the process side, the concept of ‘global health governance’ emerged
as a framework for governance distinct from the state-centric approach.
The global health governance concept developed from both empirical
and normative analyses. Experts began to examine the increasing role
that non-state actors, such as multinational corporations (MNCs) and
non-governmental organizations (NGOs), were playing in national
and international public health (Dodgson et al., 2002). Facts on the
ground demonstrated that this trend was not academic daydreaming.
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Normatively, public health experts began to debate the wisdom of
harnessing non-state actor participation in the process of governing public
health issues. Richard Dodgson, Kelley Lee, and Nick Drager (2002, p. 19)
argued, for example, that ‘states and state-defined governance alone is
not enough. Forms of governance that bring together more concertedly
state and non-state actors will be central in a global era.’ 

On the substance side, the concept of ‘global public goods for health’
(GPGH) gained increasing attention. This concept flowed directly from
increased academic and policy attention on the production of ‘global
public goods’ (Kaul et al., 1999a). A leading definition of a global public
good argued that such a good exhibits five characteristics (Kaul et al.,
1999b, pp. 9–11). First, consumption of the good is non-rivalrous, in the
sense that one person’s consumption of the good does not diminish
another person’s consumption of it. A classic example of a non-rivalrous
public good is a traffic light – one driver’s use of the light does not prevent
another driver from using the light later (Kaul et al., 1999b, pp. 3–4). 

Second, consumption of the good is non-excludable. In other words,
the good in question is accessible for all elements of society to consume
and is not reserved for one segment of society to utilize (Kaul etal., 1999b,
pp. 3–4). The third, fourth, and fifth characteristics of a global public
good extend the non-excludability principle on a global scale. Thus,
a global public good must be of benefit to (1) more than one group of
countries; (2) a broad spectrum of socio-economic groups across nations;
and (3) present generations without jeopardizing the needs of future
generations (Kaul et al., 1999b, pp. 10–11). 

Although the definition of ‘global public goods’ of Kaul et al. is well
known, experts have criticized and reformulated their definition. David
Woodward and Richard Smith (2003, p. 9) redefine, for example, a global
public good to mean ‘a good which it is rational, from the perspective
of a group of nations collectively, to produce for universal consumption,
and for which it is irrational to exclude an individual nation from
its consumption, irrespective of whether that nation contributes to its
financing.’ Woodward and Smith’s definition keeps non-rivalrous and
non-excludable consumption as part of the substance of a global public
good. In addition, their definition also focuses on the need for the
public good in question to be accessible by more than one country; or,
as Woodward and Smith (2003, p. 8) put it, global public goods have to
exhibit ‘a significant degree of publicness (i.e., non-excludability and
non-rivalry) across national boundaries’ that involves ‘more than two
nations, with at least one outside the traditional regional groupings
(e.g. Europe, Sub-Saharan Africa, or South East Asia) of the other(s).’
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Woodward and Smith (2003, pp. 7–8) reject linking the concept of
global public goods to population and generational boundaries. 

Reconciling competing definitions of ‘global public goods’ is beyond
the scope of this chapter. The main point is to draw attention to the
application of the ‘global public good’ concept to public health problems.
For purposes of my analysis, the idea that certain policy interventions
can produce GPGH is central. Interventions that qualify as GPGH produce
improvements in health that generate positive global externalities.
According to Woodward and Smith (2003, pp. 10–13), policy interventions
that produce the prevention or containment of communicable diseases
and/or general economic benefits can be categorized as GPGH. But, they
stress, only the prevention or containment of certain communicable
diseases – those with global scope and significant potential of cross-border
transmission and onward transmission (e.g., HIV/AIDS, tuberculosis,
antimicrobial resistance) – qualifies as a GPGH (Woodward and Smith,
2003, pp. 11, 24–5). 

The following sections elaborate on ‘global health governance’ and
‘global public goods for health’ by showing how significantly they differ
from the Westphalian approach and exploring how these ideas filtered
into thinking about infectious disease control in the era of globalization.

Beyond state-centrism: Global health governance 

As discussed in Chapter 3, Westphalian public health is premised
on the principle that states constitute the only legitimate actors for
governance purposes. The Westphalian moment in the seventeenth
century represented the effective abandonment of the legitimacy of trans-
national, non-state actors, such as the Catholic Church, that had played
governance roles in earlier times. The Peace of Westphalia stripped gov-
ernance of international relations bare of such actors and grounded
governance in the interactions of sovereign states. 

The state-centrism of the Westphalian approach is visible in inter-
national public health regimes. WHO is an intergovernmental organization
established by states to facilitate their interactions on public health
matters. Dodgson et al. (2002, p. 18) emphasized the state-centrism of
intergovernmental organizations working on health issues: 

Health-related regional organizations (e.g., PAHO, European Union),
along with major international health organizations such as WHO
and the World Bank are formally governed by member states. Their
mandates, in turn, are defined by their role in supporting national
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health systems of those member states. The universality of their
activities is measured by the number of member states participating
in them. Defining criteria and measures of progress to address the
burden of disease, health determinants and health status are focused
on the state or groups of states affected. 

The International Health Regulations (IHR) also reflect the state-
centric framework, especially with regard to the flow of epidemiological
information to and from WHO. Under the IHR, surveillance information
that WHO can disseminate to its member states can only come from
governments (IHR, 1969, Article 11). As WHO (2002d, p. 3) observed,
‘[t]he IHR wholly depend on the affected country to make an official
notification to WHO once cases are diagnosed.’ WHO has no legal author-
ity under the IHR to disclose disease outbreak information it receives from
reliable non-governmental sources. In addition to the government-only
surveillance system, the IHR’s provisions address only states. The IHR
require WHO member states to maintain certain public health capabilities
at ports and airports and to limit their trade- and travel-restricting
health measures to those prescribed in the Regulations (IHR, 1969).
Non-state actors are neither participants in nor subjects of the IHR. 

The state-centric approach seen in the WHO and the IHR reflect
‘international governance’ – governance between and among states.
In contrast to international health governance, global health govern-
ance includes not only states and intergovernmental organizations but
also non-state actors, such as NGOs and MNCs, as participants in the
governance process (Lee and Dodgson, 2003, p. 138). The distinction
made between international and global health governance does not
mean that non-state actors have never participated in global health
endeavors before the end of the twentieth century. NGOs, such as the
Rockefeller Foundation, have played important global public health
roles for decades, especially in the areas of research and delivery of
health care services. 

The WHO Constitution recognized the importance of NGOs to
public health when it created a process through which NGOS could
establish ‘official relations’ with WHO (WHO, 1948, Article 71). WHO’s
collaboration with NGOs has the following objectives: ‘to promote the
policies, strategies and programmes derived from the decisions of the
Organization’s governing bodies; to collaborate with regard to various
WHO programmes in jointly agreed activities to implement these stra-
tegies; and to play an appropriate role in ensuring the harmonizing of
intersectoral interests among the various sectoral bodies concerned in
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a country, regional or global setting’ (WHO, 1988, p. 74). WHO’s contact
with NGOs can be informal or formal, with the only category of formal
relations being known as ‘official relations’ (WHO, 1988, p. 74). 

NGOs in official relations with WHO have the following privileges:
(1) the right to appoint a representative to participate, without the right
to vote and under certain conditions, in WHO’s meetings or in those of
the committees and conferences convened under WHO authority; and
(2) access to non-confidential documentation and such other documen-
tation as the WHO Director-General may make available (WHO, 1988,
pp. 78–9). 

The WHO process of official relations for NGOs demonstrates that
international health governance saw value in having intergovernmental
health organizations and their member states collaborate with NGOs
in the pursuit of public health objectives. Literature on global health
governance does not, however, focus on the type of NGO involvement in
public health created by the official relations process. Although this pro-
cess invites NGOs to provide input on international health governance,
state-centrism still impedes NGO involvement. First, the official relations
process is designed to have NGO input flow into international health
governance. This approach does not alter or challenge the Westphalian
conception of governance because states remain the primary, legitimate
governance actors. 

Second, the official relations process only offers the opportunity to
effect change through the existing framework of international health
governance. More potent forms of influence may exist for NGOs outside
this framework. The power of NGO networks and strategic alliances
formed outside the formal participatory mechanisms in United Nations
bodies provides the best example why NGOs may prefer to effect change
from without rather than from within. Such networks and strategic
alliances form a political counterweight to the state-centric dynamic of
international health governance. Some well-known efforts of NGO policy
activism on public health, such as the International Baby Food Action
Network’s actions against MNC marketing of breast-milk substitutes in
the developing world and Médecins Sans Frontières’s Campaign for Access
to Essential Medicines, owe little, if any, of their success to official relations
with WHO. These efforts brought pressure to bear directly on states,
international health organizations, and MNCs from the outside. 

Analysis of the official relations process also suggests that this approach
may have become anachronistic. A 2002 study of NGO official relations
with WHO reported that 189 NGOs were in official relations but an
additional 240 NGOs not in official relations had informal relations
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with WHO at its Geneva headquarters (Lanord, 2002, p. 5). Thus, more
than 55 per cent of WHO contacts with NGOs take place outside the
official relations process (Lanord, 2002, p. 5). In 1948, when the WHO
Constitution came into force, official relations for NGOs probably seemed
quite a progressive move within the Westphalian template. More than
50 years later, the capabilities of NGOs to network globally, reach policy
makers, and influence national and international policy have grown
enormously. In short, the majority of NGOs with interests in public
health appear to have concluded that the most effective way to influence
health policy is not through official relations with WHO. 

The official relations process also does not recognize the participation
in governance of for-profit, non-state actors, the MNCs. Experts have
argued that globalization increases the power of MNCs over national
and international policy (Willets, 2001, pp. 362–6), which power MNCs
exercise without requiring ‘official relations’ with international organ-
izations. MNCs have independent power that they can bring to bear on
the state-centric machinery of international health governance. 

The concept of global health governance focuses on something very
different from, and more radical than, WHO’s official relations model.
Global health governance stands for the proposition that governance of
public health issues must include not only state actors but also non-state
actors. The radical break with the Westphalian model comes in the belief
that non-state actors are legitimate governance actors in their own right.
Trying to shoehorn NGO participation into the state-centric framework,
as attempted in the official relations process, dilutes what non-state actors
bring to the governance table. The elevation of the role of non-state
actors in public health governance breaks down the traditional govern-
ance borders established by Westphalian principles. To govern an
increasingly borderless world requires, in essence, increasingly borderless
governance. As Lee and Dodgson (2003, p. 138) argued, ‘[g]lobal gov-
ernance views the globe as a single place within which the boundaries
of the interstate system and nation-state have been eroded.’ 

The various roles non-state actors play in global health governance
boil down to two categories: antagonist and protagonist roles. In the
antagonist role, non-state actors mobilize their members and resources
to change the direction of existing public health policy. Antagonist
campaigns target an ineffective status quo or challenge new policy initia-
tives that non-state actors perceive to be insufficient, counterproductive,
or regressive. 

The previously mentioned International Baby Food Action Network
and the Campaign for Access to Essential Medicines provide examples
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of the antagonist role of non-state actors in health governance. The
International Baby Food Action Network launched a global campaign
against MNC marketing of breast-milk substitutes in developing coun-
tries. This Network proved a successful antagonist as its campaign led
eventually to the 1981 adoption by WHO of the International Code of
Marketing on Breast-Milk Substitutes (Shubber, 2000). More recently,
Médecins Sans Frontières’s Campaign for Access to Essential Medicines has
had significant impact on global health policy on drug access, perhaps
most notably the adoption of the Declaration on TRIPS and Public Health
adopted by member states of the World Trade Organization at the Doha
Ministerial meeting in November 2001 (WTO, 2001). 

Importantly, the antagonist role for non-state actors reflects the shift
in governance away from state centrism for two reasons. First, non-state
actors playing the antagonist can have independent impact on the making
of public health policy by states and intergovernmental organizations.
Second, and perhaps more interestingly, the antagonist role is not played
exclusively against state actors. Both the campaign against the marketing
of breast-milk substitutes and for access to essential medicines witnessed
NGOs playing the antagonist against MNCs as well as governments and
international organizations. 

The International Baby Food Action Network organized a boycott
against MNCs marketing breast-milk substitutes in developing countries,
and Médecins Sans Frontières has criticized pharmaceutical MNCs in its
effort to increase access to essential medicines for people in the devel-
oping world. NGO efforts directly against MNCs reflect the extent to
which NGOs perceive MNCs as non-state actors influencing the direc-
tion of public health governance. In response, MNCs have to pick up
the gauntlet thrown down by NGOs and battle for their desired policy
outcomes. Non-state actors then become joined in a struggle with each
other over the substance of health governance in the globalized world.
This scenario illustrates why NGOs today may perceive the process of
‘official relations’ with WHO as a quaint artifact of a bygone age. 

The second type of role played by non-state actors in global health
governance is the protagonist role. In this role, the non-state actor is
not the adversary of the status quo or the opponent of proposed change.
Protagonism means that non-state actors are principal players in the
creation of new governance policies and interventions. The best example
of non-state actor protagonism can be found in the formation of
so-called ‘public–private partnerships’ on global health problems. As
the name suggests, these mechanisms are expressly not state-centric
because principal contributors come from the private sector, whether
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for-profit or non-profit. Public–private partnerships have attracted much
attention in public health literature in the last few years (Buse and Walt,
2000a; Buse and Walt, 2000b; Widdus, 2001; Buse and Walt, 2002;
Reich, 2002). WHO has described the proliferation of public–private
partnerships that address infectious diseases as constituting a force that
is ‘reshaping the landscape of public health’ (WHO, 2002a, p. 22). 

Two prominent examples of public–private partnerships help clarify
the protagonist role non-state actors play in public health governance
today. The first example involves the public–private partnership formed
between WHO and NGOs in the creation of the Framework Convention
for Tobacco Control. Although the intended product of the effort was
the classical Westphalian tool of a treaty between states, the process
through which the treaty came into being deliberately involved NGO
participation at every possible step (Collin, 2003, p. 84). Dodgson et al.
(2002, p. 20) argued that ‘[t]hese efforts to build formal links with such
a diverse range of stakeholders to support global tobacco control policy
is unprecedented for WHO, and a good example of emerging forms
of G[lobal] H[ealth] G[overnance].’ Anti-tobacco NGOs thus played a
protagonist role in bringing the Framework Convention for Tobacco
Control into being. Appropriately, the first treaty ever adopted by WHO
under Article 19 of its Constitution strongly reflects global health
governance through the protagonist participation of NGOs. 

The second example concerns the Global Fund to Fight AIDS,
Tuberculosis, and Malaria (Global Fund). The ‘purpose of the Fund is
to attract, manage and disburse additional resources through a new
public–private partnership that will make a sustainable and significant
contribution to the reduction of infections, illness and death, thereby
mitigating the impact caused by HIV/AIDS, tuberculosis and malaria in
countries in need, and contributing to poverty reduction’ (Global Fund,
2003a). The concept and structure of the Global Fund are about as
un-Westphalian as one could imagine. First, the Global Fund is not a
classical international organization established by treaty. Its governance
structure includes NGOs as voting members (Global Fund, 2003b).
Thus, although states play an important role in the Global Fund, states
do not monopolize policy because of the formal governance participation
of NGOs. 

The Global Fund also does not rely on the traditional Westphalian
public health reliance on international agreements between states.
The Global Fund is not a treaty-based organization, such as WHO, nor
an entity embedded in formal intergovernmental structures, such as
UNAIDS. The Global Fund is, rather, a non-profit entity established
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under Swiss law (Global Fund, 2003c). In legal form, the Global Fund
looks more like an NGO than an intergovernmental institution. Financial
commitments by states to the Global Fund are also not based in treaty
law, as are contributions to WHO, because the Fund involves no treaty
obligations for states. 

Third, the Global Fund is designed to provide financial resources
for national-level prevention and treatment projects on HIV/AIDS,
tuberculosis, and malaria (Global Fund, 2003a). The Global Fund seeks
to implement, thus, vertical public health strategies on infectious disease
prevention and control. The vertical approach also distinguishes the
Global Fund from the horizontal strategies prevalent in Westphalian
public health. The funding approach also makes the Global Fund different
from traditional international health organizations, such as WHO, which
are not funding agencies for national public health projects. In essence,
the Global Fund is designed to redistribute financial resources from rich
to poor countries for public health purposes. Although much of the
work of WHO and other international health organizations focuses on
developing countries, none has had the explicit mandate to redistribute
financial resources from rich to poor countries. 

Innovation is also present in how the Global Fund carries out its
funding mandate. The Global Fund subjects project proposals to scientific
and technical scrutiny to ensure that only projects based on scientific
evidence and public health principles receive funding (Global Fund,
2003d). The criteria for being funded include the principle that the pro-
posed project involves not only government but also non-governmental
participation (Global Fund, 2003d). The public–private partnership
dynamic of the Global Fund is, thus, replicated at the level of national
projects. Such a requirement is simply not found in the traditional
Westphalian public health architecture of international organizations
and international law. 

The Global Fund’s mandate to address the three most serious infec-
tious diseases in the world through vertical public health strategies is
also important from the perspective of governance on infectious disease
control. States, international organizations, and non-state actors looked
at the horrific toll HIV/AIDS, tuberculosis, and malaria were taking on
the developing world; and the policy response was not to retrofit the
old Westphalian public health architecture again. Instead, global health
governance was instituted in the form of a public–private partnership,
in which non-state actors play protagonist roles at the global and local
levels. The Global Fund’s incorporation of non-state actors into its govern-
ing architecture and its requirement that funded projects involve civil



Public Health in the Post-Westphalian System of Global Politics 57

society participation moves the effort away from international governance
toward global governance. Such global governance occurs without the
use of Westphalian treaty law or intergovernmental structures. 

The Global Fund’s support of vertical public health strategies on the
prevention and treatment of infectious diseases within developing coun-
tries resonates with the movement in public health in the latter half
of the twentieth century away from the horizontal approach embedded
in the Westphalian system. Other public–private partnerships in the area
of infectious diseases have similar vertical ambitions. WHO (2002a, p. 22)
notes that public–private partnerships for infectious diseases ‘fall into
two broad categories: to discover new drugs and vaccines for diseases
neglected by research and industry, and to vastly improve access by the
poor to existing products.’ Absent from these objectives are assuaging
the fear and economic concerns of the great powers in connection with
trade and travel spreading infectious diseases. 

Beyond the national interest: Global public 
goods for health 

The pursuit of global public goods for health (GPGH) represents
the second major break from Westphalian public health that developed
in the 1990s and early 2000s. As explored earlier, the classical regime
on infectious disease control sought to reduce problems cross-border
microbial traffic caused. The national interests of states, predominantly
the great powers, determined the horizontal nature of the classical
regime. 

After experiencing successive waves of disease epidemics in the first
half of the nineteenth century, the major European powers feared the
importation of infectious diseases into their territories. A central objective
of the classical regime was to mitigate the national damage imported
infectious diseases could cause. The classical regime further served the
national interests of the major European powers by creating rules to
regulate the application of national quarantine measures in order to
reduce the economic costs such measures were increasingly imposing
on international trade. 

As described earlier, GPGH represent a departure from the narrow,
great-power biased objectives of the Westphalian regime on infectious
diseases. A GPGH is a product or service connected to the protection
or promotion of human health that exhibits a significant degree of
non-rivalry and non-excludability in consumption across national
boundaries and traditional regional groupings (Woodward and Smith,
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2003, p. 8). The GPGH concept deviates from Westphalian public
health in terms of producers and consumers. 

The producers of the policy outcomes sought under the classical regime
on infectious disease control were states, led by the great powers, assisted
by intergovernmental organizations. Under Westphalian governance
principles, the only possible producers of international legal regimes, such
as the IHR, were states. The consumers of the outcomes of the classical
regime were likewise states, with the major powers of international
politics as prime consumers. 

GPGH differ from the Westphalian public health production model
because the production process for GPGH involves not only governments
and international organizations but also non-state actors, such as NGOs
and MNCs. This production process resonates with the ambitions of
global health governance to include non-state actors in the process
of public health governance. As with global health governance, public–
private partnerships provide the best illustrations of the production
process innovation in the GPGH concept. For example, public–private
partnerships designed to develop new vaccines and drugs for infectious
diseases, such as HIV/AIDS, malaria, and tuberculosis, bring together
governmental, intergovernmental, and non-governmental resources in
attempts to produce technologies designed to improve health globally,
but especially in the developing world. 

Public–private partnerships could also be used to produce non-tangible
goods of global benefit. The public–private partnership between WHO
and anti-tobacco NGOs helped create a globally accessible process for
fighting the epidemic in tobacco-related diseases. The Framework Con-
vention on Tobacco Control is not the GPGH; the global anti-tobacco
process, of which the Framework Convention is part, is the GPGH (Taylor
et al., 2003, p. 227). Similarly, the Global Fund creates a GPGH in the
process it establishes for the distribution of resources from rich to poor
countries in the fight against three terrible disease killers. 

One might argue that a ‘process’ cannot be a public good but could
only produce a public good. The jury may still be out on whether the
innovative governance processes for global tobacco control and fighting
HIV/AIDS, tuberculosis, and malaria produce outcomes that could be
called GPGH. This critique has some merit. Some commentators have
argued that international regimes, such as the IHR and the Framework
Convention on Tobacco Control, are GPGH, or are ‘intermediate’ GPGH
(Kaul, Grunberg, and Stern, 1999, p. 13; Taylor et al., 2003, p. 219) or
‘enabling goods’ (Giesecke, 2003, p. 209). Formal international agree-
ments themselves are not GPGH, and this conclusion holds whether
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or not the agreement is successful in achieving its objective. GPGH are
predominantly outcomes that result from formal or informal agreements
and arrangements. 

How, then, can a ‘process,’ such as the ones used to create the Frame-
work Convention on Tobacco Control and the Global Fund, constitute
a GPGH? The answer to this question lies in the fact that sometimes
process is substance. In other words, the producers of the process, and
the consumers of process’ production, value the process itself in addition
to its outcome. Take, for example, the commitment of democratic states
to the process of democracy. At times, the actual outcomes of the demo-
cratic process (e.g., statutes) are abject failures and could not qualify as
public goods in any sense. The producers and consumers of democratic
governance remain committed to democracy in spite of the shortcomings
of what it sometimes produces. The democratic process itself is a public
good because it connects with, and expresses, deeply held values about
the good society. 

The same is true in connection with seeing global governance processes,
such as the global tobacco campaign and the Global Fund, as GPGH.
The more inclusive, participatory governance processes exhibited in these
efforts connect with values about increasing the voice of those affected
by globalization in order to promote better prospects for addressing the
plight of those most in need on the planet. Great-power dominance of
governance does not express contemporary values about the structure and
dynamics of the good globalized society. Global governance processes
increase the number of stakeholders in policy initiatives, increasing the
likelihood that both governmental and non-governmental forces will
work together to improve the status quo when the critical stage of
implementation is reached. 

As for consumers, GPGH conceive of their consumers far more broadly
than the traditional Westphalian approach, which fixates on states and
their national interests. The definition of a global public good requires that
the good exhibit significant non-rivalry and non-excludability in con-
sumption across national boundaries and across traditional regional
groupings (Woodward and Smith, 2003, p. 8). The great powers may
consume GPGH because these goods are highly non-excludable in
terms of consumption; but, unlike the classical regime on infectious
diseases, the GPGH concept reaches out to include the weaker elements
of globalized society, developing countries and specific disadvantaged
populations across borders, as consumers. 

This analysis of the GPGH concept does not pretend that this idea is
universally accepted or completely coherent in its application. Like any
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new concept, the term has been the subject of confusion, misapplication,
and criticism (Mooney and Dzator, 2003). In some respects, it has become
a trendy rhetorical device used by advocates as a way to catch the eye
of the media, policy makers, or funding organizations. Smith and
Woodward (2003, p. 247) warn that, ‘as the GPG concept becomes
‘fashionable,’ it faces the real possibility of becoming over-exposed,
and even abused . . . , with the natural result that the concept becomes
devalued, treated with skepticism and, eventually, with cynicism.’ This
reality is no reason to dismiss the notion out of hand. After all, many
concepts, such as democracy, are subject to controversy in their meaning
and misapplication in their implementation. 

The rise of the GPGH concept in health policy-making can be
glimpsed in the findings of the Commission on Macroeconomics and
Health (2001, p. 17), which argued that ‘[a]n effective assault on dis-
eases of the poor will also require substantial investments in global public
goods, including increased collection and analysis of epidemiological
data, surveillance of infectious diseases, and research and development
into diseases that are concentrated in poor countries (often, though not
exclusively, tropical diseases).’ The Commission’s action agenda included
the recommendation (2001, p. 19) that the supply of global public
goods, such as international disease surveillance, be bolstered through
additional financing of relevant international organizations, including
WHO. The Commission (2001, p. 76) captured why the GPGH concept
differs from the policy objectives targeted in Westphalian governance
when it observed that global public goods ‘are public goods that are
underprovided by local and national governments, since the benefits
accrue beyond a country’s borders.’ GPGH require thinking about public
health outside the Westphalian box of the ‘national interest.’ In addition,
GPGH demand approaches to the collective action problems they pose
that go beyond the state-centric framework of the Westphalian template.

Revision of the International Health Regulations: 
The de-Westphalianization of the classical regime 

This chapter has used examples from the area of infectious disease
control, such as the Global Fund, to illustrate the public health move-
ment toward global health governance and GPGH. The 1990s and early
2000s also witnessed efforts to embed these governance innovations
into the classical regime on infectious disease control, embodied in the
IHR. Exploring these efforts provides, thus, an excellent lens to examine
the development of post-Westphalian public health in the area of
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infectious disease control. Prior to the SARS outbreak, the revision of
the IHR suffered from obscurity in the ferment of thinking on global
health governance and GPGH taking place in the 1990s and early 2000s
(Fidler, 2003a, p. 286). This revision process connects, however, to the
main concepts evolving in the growing discourse on public health and
governance in the age of globalization. 

Acknowledging the IHR’s failure as a governance mechanism, WHO
began in 1995 a process of revising the Regulations to make them more
effective in the face of the globalized threat of EIDs (World Health
Assembly, 1995; WHO, 1995). As mentioned earlier, the question of
revising the IHR during the emergence of HIV/AIDS produced the nega-
tive response that merely adding to the list of diseases subject to the
Regulations would prove futile. WHO member states would no more
comply with disease notification requirements, or maximum prescribed
travel-restricting measures, in relation to HIV/AIDS than they had
compiled with similar legal duties concerning every other disease made
subject to the IHR. In the big picture, the governance problem with the
IHR was not the short list of diseases to which they applied. Something
more fundamental had to be fixed. 

From the beginning of the IHR revision process, WHO decided to
keep the IHR’s main objective: maximum security against the inter-
national spread of disease with minimum interference with world traffic
(WHO, 1995). Given the IHR’s historical pedigree, WHO’s choice to
continue the long-standing objective of the classical regime ensured
some continuity in this area of public health governance. But, given the
IHR’s bleak history, this decision seems, at first glance, odd. Would not
the perpetuation of this conservative objective doom WHO to repeat
the mistakes of the past, and thus perpetuate the failed Westphalian
public health governance template? The answer to this question depended
on how WHO sought to achieve this traditional objective, and whether
the path it selected would transform the objective’s meaning into some-
thing more radical. 

From the earliest stages of the IHR revision process, WHO identified
a number of ideas to improve the IHR’s contribution to infectious disease
governance, and one of the most important, if not the most important,
ideas resonates with the global health governance and GPGH concepts –
supplement disease reporting by governments with epidemiological
information supplied by non-governmental sources. Three conclusions
fostered the advancement of this proposal. 

First, the proposal connects to the critical importance of surveillance
to the control and prevention of infectious diseases. Epidemiological
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surveillance is ‘the systematic collection, analysis and public health
response to the occurrence of infectious disease conditions in our com-
munities’ and ‘encompasses both the reporting and investigation of
cases and the submission of clinical specimens when needed for testing
at a . . . public health laboratory’ (Emerging Infections Hearings, 1995,
pp. 30–1). As one expert put it, ‘[w]ithout the ability to know with accur-
acy when, where, and why infectious diseases are occurring, we cannot
begin to prevent them’ (Emerging Infections Hearings, 1995, p. 31).
Surveillance provides baseline information public health officials need
to respond to infectious disease threats and to assign priorities to
prevention and control efforts concerning different diseases. 

Surveillance is, thus, critical to good governance on infectious diseases.
Every plan promulgated to improve national and international responses
to EIDs in the 1990s and early 2000s makes infectious disease surveil-
lance the most important element in the proposed strategy. The centrality
of surveillance to infectious disease governance meant that WHO’s
revision of the IHR would have to include a surveillance regime that
provided adequate and timely data to allow public health responses to
be planned and implemented. 

The second conclusion that led WHO to the proposal to include
non-governmental information in its infectious disease surveillance
system was the knowledge that the existing IHR surveillance system had
proved grossly inadequate for one fundamental reason – WHO member
states routinely failed to comply with their legally binding notification
requirements under the IHR. The rather short list of diseases subject to
the IHR was another serious problem with the IHR’s surveillance system;
but, as the IHR revision debates concerning HIV/AIDS suggested, merely
adding more diseases was not going to address adequately the problem
of non-compliance. The state-centric nature of the IHR’s surveillance
system was the key problem. Put another way, Westphalian public
health provided only a weak foundation for global infectious disease
surveillance. 

The third conclusion leading WHO in the direction of including
non-governmental sources of information in global surveillance flowed
from developments in information technologies. The revolution in
information technologies, represented by the Internet and electronic mail,
contained possibilities for improved public health surveillance apparent
to WHO from the earliest days of the IHR revision process. These possi-
bilities existed with governments, as national ministries of health could
exploit these technologies for purposes of improving national surveillance
data, which could be shared with WHO. But these technologies also
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offered WHO unprecedented opportunities to mine non-governmental
sources of information in order to enhance global surveillance. 

In the mid-1990s, NGOs began to harness the potential of new
information technologies for disease surveillance purposes, acting as
pioneers in this new area of global public health. In 1994, the Program
for Monitoring Emerging Diseases (ProMED) launched ProMED-mail,
an ‘Internet-based reporting system dedicated to rapid and global
dissemination of information about outbreaks of infectious diseases
that affect human health’ (ProMED, 2003). ProMED-mail sought to use
‘electronic communications to provide up-to-date and reliable news on
disease outbreaks around the world, seven days a week. By providing early
warning of outbreaks of emerging and re-emerging diseases, public health
precautions at all levels can be taken in a timely manner to prevent
epidemic transmission and to save lives’ (ProMED, 2003). 

ProMED-mail’s first e-mail in August 1994 reached 40 subscribers in
seven countries; in 2003, ProMED-mail was reaching 30 000 subscribers
in over 150 countries (ProMED 2003). Three years after ProMED-mail
began, its director emphasized the potential of new information tech-
nologies for disease surveillance when he claimed that ‘[t]he experience
of operating ProMED-mail over nearly three years has shown that the
public, interactive, unofficial reporting of outbreaks can be faster than
through official channels, yet be reliable and responsive to the needs of
healthcare providers in epidemic locales’ (Woodall, 1997). 

The availability and potential of new information technologies pro-
vided WHO with new opportunities to improve global infectious disease
surveillance by accessing non-governmental sources of information.
Prior to the IHR revision process, WHO had access to non-governmental
sources of epidemiological information; but, by law, it was very limited
in how it could use such information. Legally, the IHR operated only on
the basis of government-provided information. Under the IHR, WHO
could not disseminate epidemiological information about an outbreak
of disease subject to the Regulations that WHO had obtained from a
non-governmental source, no matter how reliable. The IHR (1969, Article
11.2) do provide that ‘[a]ny additional epidemiological data and other
information available to the Organization through its surveillance
programme shall be made available, when appropriate, to all health
administrations.’ The scope of the information covered by this provision
is, however, tied directly to information provided by governments (Leive,
1976, p. 82). 

This legal situation reflected Westphalian limitations on WHO’s ability
to act independently of formal legal rules and to interfere with sovereignty
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in connection with infectious diseases. WHO’s efforts to establish effective
international surveillance suffered from these Westphalian constraints
on using epidemiological information. WHO (2002d, p. 3) identified its
dependence on notifications from its member states as one of the major
constraints of the existing IHR. 

Only once during the IHR’s history did WHO report an outbreak of
a disease subject to the Regulations to the international community
based on information not received from the government of the country
concerned (Tomasevski, 1995, p. 865). In 1970, Guinea suffered a severe
outbreak of cholera. The Guinean government refused to notify WHO
of the outbreak, even though it was required to do so under the IHR.
Appeals from the WHO Director-General also had no effect in changing
the Guinean government’s position. Eventually the Director-General
publicly disseminated information about the cholera outbreak in Guinea
despite having received no information from its government on the
outbreak (Leive, 1976, pp. 82–3). 

The IHR could not support the Director-General’s action, which the
Director-General acknowledged in making the Guinea cholera outbreak
publicly known (WHO, 1970, p. 1). The Director-General cited Article 2
of the WHO Constitution as the legal justification for his action (WHO,
1970, p. 1). Article 2 of the WHO Constitution lists the functions of the
Organization (WHO, 1948). The Director-General argued that WHO
could not fulfill its responsibilities under Article 2 without disseminating
information about Guinea’s cholera outbreak (WHO, 1970, p. 1). 

According to Leive (1976, pp. 84–5), four factors explain the Director-
General’s highly unusual decision. First, WHO was concerned about
this severe outbreak in a country not previously exposed to cholera that
had poor medical services. Second, WHO had reliable epidemiological
information from various sources that cholera had become epidemic in
Guinea. Third, WHO had repeatedly tried to get the Guinean government
to notify the outbreak under the IHR. Fourth, the Director-General at
the time of this incident, M. Candau, was ‘extraordinarily widely
respected; it is doubtful whether another official without his standing
could have taken the same action’ (Leive, 1976, p. 84). 

WHO’s Committee on Communicable Diseases and Executive Board
both ratified the Director-General’s action concerning the cholera out-
break in Guinea (Leive, 1976, p. 85). The Committee on Communicable
Diseases even went as far as to say that ‘the Director-General should
take similar action in future, should circumstances warrant it, in the
interests of all States’ (Leive, 1976, p. 85). Leive (1976, p. 85) com-
mented that ‘[t]he action constitutes an extraordinary invocation by
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the Director-General of inherent authority to act in a genuine emergency
when the interests of WHO in preventing the spread of disease are
thwarted.’ 

This episode is interesting for many reasons, but one clear message it
sends is the very tight constraints the Westphalian public health
governance model placed on WHO’s surveillance capabilities under the
IHR. Director-General Candau’s circumvention of the IHR was never
again repeated, despite WHO member states continuing not to comply
with their obligations to report under the IHR. A fifth reason could be
added to the reasons for Director-General Candau’s action – it was taken
against a poor, developing country. The great-power bias of the West-
phalian approach would have meant that a similar action would never
have been contemplated, let alone implemented, against a stronger,
more important country. 

The Guinean case helps illustrate, however, the radical nature of
WHO’s proposal to include within IHR surveillance information gathered
from non-governmental sources. Rather than constituting the risky
invocation of unstated ‘inherent authority’ in an emergency context
against weak countries, WHO wanted to be able to disseminate, on a
routine basis, reliable, verified epidemiological information collected
from non-governmental sources with respect to all WHO member states.
Another proposal in the IHR revision process – to move from disease-specific
reporting to notifications of public health emergencies of international
concern (WHO, 2002d, p. 4) – would make access to non-governmental
information applicable to a broad range of disease threats. 

The proposal to allow WHO to use information from non-governmental
sources connects with the global health governance and GPGH concepts
explored earlier. Giving WHO access to non-governmental information
would make non-state actors formal participants in the most important
aspect of governance for infectious diseases, surveillance. By providing
epidemiological information directly or indirectly to WHO, non-state
actors could trigger a process in which governments and intergovern-
mental organizations would have to respond. In keeping with the concept
of global health governance, the inclusion of non-governmental sources
of information would produce global as opposed to just international
surveillance. With the IHR supporting global surveillance, the public
health initiative would no longer remain the exclusive province of the
sovereign state, contrary to the basic tenets of Westphalian public
health as reflected in the IHR. 

The proposal to use non-governmental sources of information also
connected with the growing policy interest in GPGH. Information can
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be a classic public good because, as Woodward and Smith (2003, p. 14)
observe, ‘[i]nformation per se, such as on health risks and treatment
régimes, is in principle both non-excludable and non-rival in consump-
tion, at all levels from local to global.’ To be a public good, however,
information has to be useful to those consuming it. As the IHR’s history
reveals, the epidemiological information the IHR generated was suspect
in quality for two reasons. First, WHO members routinely failed to
report epidemiological information the IHR legally required them to
report. Second, the short list of diseases subject to the IHR’s require-
ments constrained the range of surveillance information. 

The quality of surveillance information as a public good would
improve with WHO able to use sources of information beyond govern-
ments. WHO’s proposal to replace the IHR’s limited disease coverage
with duties to report the broader category of ‘public health emergencies
of international concern’ would combine with a larger supply of
information to improve global surveillance data as a public good.
Improved surveillance would be a global public good because (1) its pro-
duction would involve non-state actors as providers and as consumers
of information; and (2) its non-excludable, non-rival consumption
would extend across national boundaries and traditional regional
groupings. 

The previous paragraphs do not describe all the ideas WHO pro-
posed in the IHR revision process but focus on the proposal that most
represents a post-Westphalian strategy for public health governance.
Furthermore, the proposal on use of non-governmental infor-
mation proved the most compelling IHR revision idea. The potential of
transforming international surveillance into global surveillance as
envisioned in the IHR revision process was so substantial that WHO
began to harvest it early in the process. 

WHO began operating its Global Outbreak Alert and Response Net-
work (Global Network) in 1998. The Global Network was expressly
designed to collect and analyze information from both governmental
and non-governmental sources. WHO (2002d, p. 58) describes the
Global Network ‘as a mechanism for keeping the volatile microbial
world under close surveillance and ensuring that outbreaks are quickly
detected and contained. This overarching network interlinks, in real
time, 110 existing networks which together possess much of the data,
expertise, and skills needed to keep the international community alert
to outbreaks and ready to respond.’ According to WHO (2003b, p. 4),
‘[o]ne of the most powerful new tools for gathering epidemiological
intelligence is a customized search engine that continuously scans
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world Internet communications for rumors and reports of suspicious
disease events.’ This search engine – the Global Public Health Intelligence
Network (GPHIN) – was developed by Health Canada, and WHO began
to use GPHIN as early as 1997 (WHO, 2003b, p. 4). GPHIN continuously
and systematically searches ‘web sites, news wires, local online newspapers,
public health email services, and electronic discussion groups for rumours
of outbreaks’ (WHO, 2002a, p. 58). WHO (2003b, pp. 4–5) reports that
‘GPHIN currently picks up – in real time – the first hints of about 40%
of the roughly 200 to 250 outbreaks subsequently investigated and
verified by WHO each year.’ GPHIN became an integral component of
the Global Network when WHO began operating it in 1998. WHO for-
mally launched the Global Network in 2000 (WHO, 2002a, p. 58). 

According to WHO (2003b, p. 4), from January 1998 through March
2002, WHO used the Global Network to identify and investigate 538
outbreaks of international concern in 132 countries. Outbreaks investi-
gated using the Global Network involved diseases not subject to the
IHR, including meningitis, haemorrhagic fevers, viral encephalitis, and
anthrax (WHO, 2002a, p. 60). The volume of surveillance data gathered,
the geographical scope of the surveillance effort, the ‘real time’ speed of
the data collection, and the disease coverage of the network surpass
anything ever accomplished under the IHR. 

The operation of the Global Network, and its surveillance scope, are
astonishing from the perspective of Westphalian public health because
the Global Network was operating without formal legal authority or
express policy approval from WHO member states. Despite claims that
the Global Network operated within the framework of the IHR (Heymann,
2002), the Regulations did not, and could not, support a system of
global surveillance that used non-governmental sources of information
and covered diseases not subject to the Regulations. The operation of the
Global Network ignored the Westphalian tenet of restricting sovereignty
only through consent-based rules of international law. 

Formal policy recognition and approval of WHO’s ability to use non-
governmental sources of surveillance information came from the World
Health Assembly in 2001, before the IHR revision process was even close
to being completed (World Health Assembly, 2001). WHO member states
gave their stamp of approval to the post-Westphalian strategy of global
surveillance through the Global Network. WHO, backed by its highest
policy-making body, moved into global health governance and GPGH
production without a specific international legal framework in place –
yet another break from the Westphalian model of infectious disease
governance. 
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Post-Westphalian worries 

This chapter has demonstrated that, prior to SARS, public health policy
had begun to craft and implement post-Westphalian governance stra-
tegies on infectious diseases and other public health problems, such as
tobacco control. The most well-known infectious-disease strategies –
the Global Fund and other public–private partnerships on infectious
diseases – owed much to the global disaster HIV/AIDS had become by
the end of the twentieth century. The HIV/AIDS pandemic, combined
with the recognition of the growing threats of tuberculosis and malaria
in the developing world, placed the already troubled Westphalian
approach to infectious diseases under intense scrutiny; and it was found
wanting. With HIV/AIDS, the post-Westphalian strategies represented
increasingly desperate attempts to mitigate a public health nightmare
of historic proportions. 

The Global Fund was, however, in serious trouble in its first year of
operations. In October 2002, The Economist reported that ‘[o]n current
projections . . . the fund will run out of cash in the second quarter of
2003. And even if it survives that, the projected shortfall in 2004 is $4.6
billion’ (The Economist, 2002). The Global AIDS Alliance also observed
in October 2002 that the Global Fund ‘faces de-facto bankruptcy’
(Kapp, 2002). In January 2003, the Global Fund announced that it did
not have sufficient funds to complete a third round of funding and
needed more than $6 billion over the next two years’ (Global Fund,
2003e). 

With the Global Fund nearly bankrupt after operating for less than
two years, concerns were mounting about the sustainability of the new
governance approaches to infectious diseases. If the emerging strategies
of post-Westphalian public health could not handle the strain existing
diseases created, what would happen when the next infectious disease
crisis broke upon the world? 


