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Introduction

Health is an international issue: disease does not respect national bound-
aries; international cooperation on health dates back over several centuries.
In the wake of the Second World War collaborative efforts were institu-
tionalised with the creation of the World Health Organization (WHO), an
organisation specifically tasked with promoting international health. But
over the past decade or so the attention paid to this international dimen-
sion has increased considerably for two main reasons. The first concerns
the processes of globalisation, and includes such diverse themes as the
increased ease by which disease may spread, the liberalisation of markets
for health products and services, and a sense of shared humanity in the
face of suffering from disease. An underlying feature of all these themes is
that health no longer stops at the border and that, implicitly, the relative
significance of the state has diminished and the potential of ‘global health
governance’ (GHG) increased. The focus of this book is largely with this
range of concerns, specifically on the international political economy (IPE)
of health and the declining authority of the state in terms of national health
systems (NHS) and health policy autonomy. But a second range of concerns
have also appeared providing health with a changed international dimen-
sion. These relate to the manner in which health issues have increasingly
been framed by geopolitics, and specifically by security agendas.

These issues are, however, not entirely separable and discrete from the
IPE of health, but should be viewed as part of a system in which different
worldviews of health can be seen as in conflict, as overlapping, and as sub-
ject to multiple sites of power and agency. In turn, many of the exact same
processes of globalisation that have created pressures and new risks which
gave rise to a ‘worldview’ or ‘paradigm’ of health that stresses both its security
and national security dimensions, have also driven the liberalisation of
health markets and the rolling back of state authority over public health. 
In short, the IPE of health and GHG can and should be characterised by
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tendencies, policies and processes that are often in apparent tension with
each other, reflecting the fact that health is subject of real interests and real
power, but which are often responses to the same dilemmas presented by
the health and globalisation nexus.

Notwithstanding these caveats and qualifiers, the focus of this chapter 
is on the centrality of security to contemporary global health and its 
governance.

In a sense health has always been and will remain a security issue – it has
the potential to affect the life, lifestyle and livelihood of every individual
on the planet. This perspective of individual well-being is well-established
in the bio-medical community; but it also finds resonance in the ‘human
security’ approach, as seen in the 2003 Report of the UN Commission on
Human Security (UN Commission on Human Security, 2003). The secur-
itisation of health however refers to the manner in which health security 
is no longer seen solely at the individual level, but at the national level: 
as a potential threat to the well-being of states and to international stability.
This is a relatively novel development and can be traced back to the second
half of the 1990s and early 2000s. In 1996, for example, responding to 
a perceived threat of disease from overseas, US President Clinton issued 
a Presidential Decision Directive calling for a more focused US policy. 
Three years later, the State Department’s Strategic Plan for Financial Years
2004–09 talked of health issues in terms of potential threats not only to
American citizens but to international security: 

Epidemic and endemic diseases can undermine economic growth and
stability, and threaten the political security of nations, regions and the
international community … emerging infectious diseases of epidemic or
pandemic proportions … pose a serious threat to American citizens and
the international community (US Department of State and US Agency
for International Development, 2004, p. 76).

In the same year, the CIA prepared a National Intelligence Estimate (pub-
lished in 2000) which identified a number of risks to US security arising
from infectious disease. The report argued that infectious disease posed a
risk not only to US citizens (at home and abroad) but also to international
stability and to economic growth, placing it firmly in the territory of
national security (US National Intelligence Council, 2000). Soon after, in
January 2000, the UN Security Council discussed the threat of HIV and
AIDS to African security; subsequently in Resolution 1308 the UNSC warned
‘that the HIV/AIDS pandemic, if unchecked, may pose a risk to [inter-
national] stability and security’ including peacekeeping missions; while in
June 2001 the General Assembly’s Special Session on HIV/AIDS declared
the disease a security issue. Following this, health issues began to appear in
a number of statements from foreign and security ministers, presenting
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health as a potential threat to stability and security; while global health 
was discussed at a number of Group of Eight (G8) summits (including Genoa,
Gleneagles and St Petersburg), in the context of both humanitarianism and
security. 

Attention to health as a national security concern increased after the ter-
rorist attacks of 11 September 2001 and the subsequent discovery of anthrax
spores in letters to US politicians and media. These two events, with one
coming on the heels of the other, led to the perception of an increased risk
to Western states from bio-terrorism (Levy and Sedel, 2003). In response,
public health was incorporated into US homeland security under the Public
Health Security and Bioterrorism Response Act (US Congress, 2002; Prescott,
2003), a number of meetings were held which attempted to increase levels
of international cooperation, and a variety of reports commissioned (McInnes
and Lee, 2006, pp. 12–15). Whether the risk to states from bio-terrorism was
exaggerated or not is discussed below, but what is readily apparent is that bio-
terrorism was placed much higher on national security agendas, dragging
health along with it willingly or not.

Although these two concerns of globalisation and national security co-
exist, they do not run in parallel but rather on occasion pull in opposite
directions. This is particularly so in the case of the role of the state and of
global governance. For many of the proponents of globalisation, the state
can no longer be considered as the sole, or perhaps even the most impor-
tant unit of analysis (Lee, 2003, Chapter 6). Health threats, the provision of
healthcare services and the market for pharmaceuticals are increasingly
transborder in nature. In terms of health security, this makes defence ‘at
the border’ a near impossibility despite efforts by states to do just that
(Coker and van Weezenbeek, 2001). The state can no longer function as a
self-contained vessel for health provision (and indeed health security),
rather it has become permeable. This is most obviously the case with infec-
tious disease where the processes of globalisation have enabled disease to
spread more quickly. The rapid spread of Severe Acute Respiratory Syn-
drome (SARS) in 2002–03, and especially once the disease began to spread
internationally in February 2003, is frequently cited as an example of this
phenomenon. By the time the disease came under control in August 2003,
8422 cases had been identified in 29 countries with 908 fatalities (WHO,
2003a, 2003b). SARS also highlighted how the globalised economy was sen-
sitive to health and disease. Although the number of cases and deaths from
SARS was small in comparison for instance with tuberculosis (TB) (Zhou and
Yan, 2003), global economic losses have been estimated at US$30 billion, with
some upper estimates as high as US$100 billion (US National Intelligence
Council, 2003). Thus infectious disease not only has the potential to spread
widely and rapidly but to cause major economic disruption globally (Price-
Smith, 2001).2 Globalisation has also affected non-communicable disease
(see especially Barraclough in this volume). This is most notably the case
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with tobacco related illnesses, where free trade mechanisms and the global
economy have allowed transnational tobacco companies to greatly expand
their sales, particularly amongst developing countries, with the result that
the number of tobacco related deaths worldwide has increased substantially
over the past decade and a half (Collin, n.d.; McInnes and Lee, 2006).

In contrast, the foreign and security policy community have maintained
a robustly state-centric approach: in published statements by foreign min-
istries there is considerable consistency in prioritising the national interest
when discussing health security issues (Cook, 2000, p. 2; UK Foreign and
Commonwealth Office, 2003, p. 13; US Department of State and US Agency
for International Development, 2004, p. 76; Downer, 2003). It is important
to note in this context, however, that the national interest is not seen sim-
ply as the promotion of a narrow self-interest; rather self-interest is tem-
pered by two factors. First there is a general recognition that a process of
globalisation has occurred and that as a consequence individual – especially
Western – states cannot simply divorce their interests from wider global con-
cerns but rather have to balance the two (Cook, 2000, p. 4). Second, from the
1990s the rhetoric of Western governments’ foreign policies have displayed an
increasing normative element (Chandler, 2003).3

There is a sense of the importance of the global good and of humanitarian
obligations which complement, inform or may transcend the national inter-
est. Global health is a key feature in this humanitarianism, seen repeatedly 
in statements from Western political leaders. Paula Dobriansky, US Under-
Secretary for Global Affairs in the State Department, stated for example that
HIV and AIDS was a global problem and that ‘from both a security and a
humanitarian standpoint, we cannot sit idly by’ (Dobriansky, 2001). The State
Department’s 2004 Strategic Plan argued that, ‘the American people believe
that they and their government should be leaders in helping those suffering
from natural or manmade disasters – even when there may be no threat to US
security interests’ (US Department of State and US Agency for International
Development, 2004, p. 65, emphasis added); while President George W. Bush
stated in a major speech on HIV and AIDS that ‘if you value life and say every
life is equal, that includes a suffering child on the continent of Africa’ (Bush,
2003, p. 2). In a similar vein, the UK Foreign Secretary Robin Cook claimed
that ‘human rights are indeed of little value without freedom from hunger,
from want and from disease’ (Cook, 1997, p. 2). 

This sensitivity to both global and human concerns however should not
obscure the continued focus of foreign and security policy communities 
on the state and – for the purposes of this chapter – the defence of national
security and the promotion of international stability. The focus of this
chapter therefore is an examination of the national security perspective on
global health issues as the second major theme in the internationalisation
of health. It discusses the key issues identified in this narrative, and then
questions the case made that health is a national security issue. The chapter
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also finds resonance with Ingram’s work on HIV in this volume, not least
in the manner in which efforts to respond to the HIV pandemic have often
become a tool of (especially US) foreign policy.

Health issues as national security problems

Three issues have been central to the contemporary development of 
health as a security issue: the emergence of new infectious diseases and the
spread of existing diseases to new geographical areas; the HIV pandemic;
and bio-terrorism. 

Infectious disease

New infectious diseases have been emerging at an accelerated average of
one a year for more than two decades. These include HIV, SARS and H5N1.
The increased speed of movement of goods and people, and their rapid
interaction over wider geographical areas, means that infectious diseases
can spread more quickly and over a greater area than ever before; moreover
the emergence of these diseases may also be related to processes of global-
isation facilitating the spread of microbes and their rapid evolution. In
addition to new diseases, previously contained diseases have begun to
spread and have been seen for the first time in the West: in the course 
of the last decade for example the United States has seen incidences of
diseases such as Ebola, West Nile virus and Monkeypox. Finally, new strains
of diseases are appearing which are resistant to existing drugs, including
antibiotics. Perhaps the most serious of these is TB, with major Western
cities such as New York demonstrating a vulnerability to a new form of the
disease.

The spread of disease is of course a tragedy for those individuals directly
affected. But why is infectious disease now considered a national security
issue? Three broad reasons have been articulated by the foreign and secur-
ity policy community. First, the spread of these diseases could pose a direct
threat to the health and well-being of the very people that states are there
to protect. And for the first time in perhaps half a century, this includes the
populations of Western states. Concerns were first articulated in the late
1990s, most notably by the CIA’s 1999 National Intelligence Estimate on
the threat from infectious disease. But it was the emergence of SARS in
2002–03 which did most to alert states to the fact that new diseases can
spread quickly and uncontrollably, while in the middle of the decade the
likelihood of pandemic flu and the possibility of a strain of H5N1 spreading
from human to human posed the possibility of deaths from disease on a
scale not witnessed in the industrialised world since the Spanish flu. Cru-
cially these concerns arrived at a time when the security community was
sensitised to novel threats and risk analysis. The end of the Cold War had
produced a ‘bonfire of the certainties’, allowing consideration of a new and
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broader range of risks to replace the military threat of the Soviet Union 
in the minds of security specialists. Infectious disease therefore could be
credibly presented as a real and present danger to the people of a state,
including Western states. 

Second, a pandemic may cause social disruption and threaten the stabil-
ity of a state, especially one which is already weak: by eroding confidence
in the state’s ability to provide a basic level of protection against disease;
social inequalities may be highlighted as the rich or privileged obtain
access to better drugs or healthcare, potentially leading to public disorder;
if large numbers of people die or are unwilling/unable to go to work, public
services may be placed at risk threatening the functioning of a state; viol-
ence and disorder may appear if the authorities become unable to cope and
if groups feel they have nothing to lose. Thus a state may begin to fail.
Although disease may not be the sole cause, it may provide the tipping
point turning a ‘weak state’ into a ‘failed state’. Moreover this is not simply
an issue for the state directly affected. As the United States National Security
Strategy put it, ‘America [and the West] is threatened less by conquering
states than we are by failing ones’ (The Office of the President of the United
States, 2002, p. 1). Third, a large scale epidemic may also contribute to econ-
omic decline by: forcing increased government spending on health as a
percentage of GDP; reducing productivity due to worker absenteeism and
the loss of skilled personnel; reducing investment (internal and external)
because of a lack of business confidence; and by raising insurance costs for
health provision. For the state involved, the costs may be highly sig-
nificant, but in a globalised world the effects may be felt around the world.
The relatively short-lived SARS outbreak of 2002–03 led to less than a thou-
sand deaths – individually tragic but, compared to annual deaths from
HIV/AIDS, TB or malaria, statistically relatively insignificant; but the loss in
trade and investment was calculated in tens of billions of US dollars for the
economies in Asia. The macroeconomic effects of a major epidemic may
therefore be very significant, threatening to make the relatively affluent
poor and the already poor poorer, with a consequent impact upon the
ability of states and individuals to provide for their security and well-being.

HIV and AIDS

In its 2007 annual report on the spread of HIV and AIDS, Joint United
Nations Programme on HIV/AIDS (UNAIDS) concluded that an estimated
33.2 million people worldwide were living with the disease, the over-
whelming majority (22.5 million) in sub-Saharan Africa (UNAIDS, 2007).
The HIV and AIDS pandemic has not only led to widespread humanitarian
concerns, but – uniquely for a single disease – has been identified as a
security issue, most significantly by the UN Security Council. The claims
made in 2000 by the Security Council in Resolution 1308 set the agenda for
the subsequent debate on HIV and AIDS as an issue of national security.
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The effects of the disease on economies and on governance have been con-
sistently highlighted by a range of commentators. HIV and AIDS is claimed
to create particularly severe economic problems because of the cumulative
effects of the disease over a number of years and because of its dis-
proportionate impact upon workers in what should be the most productive
period of their lives (UN Secretariat, 2003, pp. xiii and xiv; International
Crisis Group, 2001, pp. 9–13). Such economic decline may increase income
inequalities and poverty, exacerbating or creating social and political unrest.
HIV infection rates are unusually high amongst skilled professionals (includ-
ing civil servants, teachers, police and health workers) and young adults,
threatening ‘the very fibre of what constitutes a nation’ (International Crisis
Group, 2001, p. 1). Democratic development may be harmed if societies
become polarised as a consequence of HIV and AIDS, if disaffection with the
political process sets in, or as a consequence of aid-dependency. The stigma of
AIDS may also lead to exclusion from work and/or society, creating alienation,
fatalism and anger amongst people, especially young people, living with 
HIV and AIDS. These people may become prone to criminal violence or to 
following violent leaders (US National Intelligence Council, 2000; Justice
Africa, 2004).

The high rates of HIV infection amongst security forces, including the
military, is also frequently cited as a cause for concern. In sub-Saharan
Africa in particular, infection rates amongst the military are often cited as
being especially high, with a number of militaries experiencing rates above
50 per cent. Moreover, during periods of conflict it is believed that the risk
of infection may be as much as 50–100 times that of the civilian popu-
lation. The consequences of this include its impact on combat readiness,
military performance, morale and defence budgets (as money is diverted to
caring for HIV positive military). If military effectiveness is reduced as a
result of HIV, or even if it is perceived to have been affected, then states
may be at greater risk from internal conflict or external aggression. More-
over there is some evidence to suggest that conflicts may be prolonged
either to defer the return of HIV positive troops, or to enable them to gain
sufficient money (legally or otherwise) to allow them to purchase anti-
retroviral therapies (ARTs) (Elbe, 2002, 2003; International Crisis Group,
2001; Heinecken, 2003; UNAIDS, 2003). A related issue concerns the impact
of HIV on peacekeepers, who may be at increased risk from infection since
many of the world’s conflicts are in regions with a high prevalence of HIV.
They may also act as vectors for the spread of the disease, especially since
the top ten contributory nations to peacekeeping operations include states
with high HIV prevalence rates (UNAIDS, 2003, p. 6). 

Finally, concern has been expressed that conflict may act as a vector for
the spread of HIV. Soldiers, already a high risk group, are willing to engage
in even more risky behaviour in conflict regions; incidents of sexual viol-
ence increase in conflict; combat injuries may be treated in the field with
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infected blood; health education and surveillance may be poor in zones of
conflict; soldiers returning from conflicts may bring HIV with them; con-
flicts create migration which may facilitate the spread of HIV; and refugee
camps may have poor health education and access to condoms, but are 
also areas where sexual violence is rife. In addition, HIV may act as a dis-
incentive to end conflicts because of fears that troops from low prevalence
areas may act as a Trojan horse for the spread of the disease on their return
(UNAIDS, 2003).

Bio-terrorism

The idea of using biological agents (or pathogens) as a weapon of war to cause
disease is not new. During the Cold War, concerns were sufficient as to lead to
arms control negotiations. These attempted to limit the development and use
of biological weapons and culminated in the 1972 Biological and Toxin
Weapons Convention (BWTC). In the early to mid 1990s, however, concerns
increased as a result of intelligence reports following the break up of the
Soviet Union. Political and economic instability in the region, accompanied
by growing lawlessness and the rise of organised criminal groups, raised fears
that materials were being sold to terrorist organisations and ‘rogue states’. The
relatively low costs compared to other ‘weapons of mass destruction’ and their
comparative ease of use made them not only a cheap alternative to nuclear
weapons for states but accessible by sub-state groups including terrorist organ-
isations. Moreover the use of biological weapons by Iraq against its Kurdish
population in 1988; the attempt by followers of Rajneesh Bhagwan to spread
salmonella in the United States; and the attack on the Tokyo subway using
sarin by the Aum Shinrikyo cult in 1995; all suggested a willingness to use
such weapons. 

The attacks of 11 September 2001 however and the mailing of anthrax
spores in the United States soon after, led to a step change in the level of
concern. The covert and potentially global nature of terrorist activities, the
relative ease with which materials to produce such weapons could be
acquired, and the comparative simplicity of their use, led to Western gov-
ernments identifying this as a major threat to national security (McInnes
and Lee, 2006, pp. 12–15). Initially anthrax preoccupied popular attention,
understandably so given the mailing of anthrax spores to US Congressional
and media offices. But fears of other infectious agents were soon raised.
High amongst these was smallpox, already a concern of the US government
which had ordered 40 million doses of vaccine in April 2001. These height-
ened concerns led to a range of activities to protect national security from
bio-terrorist attacks, including: new legislation to improve cooperation
between public health and the security services; closer inspection of goods
at point of entry; better global surveillance mechanisms; and the stock-
piling of vaccines. In addition a wide range of studies were commissioned by
governments and other organisations into how best to meet a bio-terrorist
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attack. The unifying themes of these actions were that the risk of attacks on
the West had greatly increased, and that public health would play a key
role in defending against such attacks.

The idea of health as a national security problem 

Despite this developing policy interest in health as a national security prob-
lem, reflected in a growing academic literature (Prescott, 2003; McInnes
and Lee, 2005, 2006; Price-Smith, 2001; Fidler, 2003; Elbe, 2002, 2003;
McInnes, 2006; Garrett, 2005; Altman, 2003; Ostergard Jr., 2002; Schneider
and Moodie, 2002; Tripodi and Patel, 2002), the subject has remained for
the most part under-conceptualised. Stefan Elbe has produced a powerful
analysis of the potential positive and negative effects arising from the secur-
itisation of HIV and AIDS (Elbe, 2006); while in earlier works, Kelley Lee
and I began to address questions of what issues may be considered part of
this agenda and what might be considered the referent object (McInnes
and Lee, 2005, 2006; Lee and McInnes, 2003). What appears to be missing
however is an examination of the idea of health as a national security issue.
What are the key reasons why health might be considered to be a threat to
national security, and are these credible? This section begins to examine
these questions. An examination of policy statements and the literature on
the subject suggest three broad reasons as to why health might be a national
security issue. Health issues pose potential threats to: international stability;
internal security; and the lives of large numbers of individuals. 

Health and international stability

Health issues may be considered as posing a threat to international stability
for four reasons. First, health crises may have dramatic effects on the global
economy (and again this key feature of the securitisation of health overlaps
with interdependent features of the global economy). That health crises may
have detrimental economic effects has been long understood – through
making people less productive, discouraging investment and forcing a
transfer of resources into healthcare and support. The global, or macro-
economic effects of health however have recently received considerable
attention (Sachs, 2001). This is to a large extent fuelled by concerns over
the manner in which globalisation has both tightened the links between
economies worldwide and made the spread of infectious disease easier. An
epidemic may therefore lead to reduced economic growth in areas not directly
affected by the disease or even in worst case scenarios trigger a global reces-
sion, increasing levels of poverty and creating stress on lifestyle and liveli-
hood amongst even the wealthy states. Second, poverty and poor health
may lead to migration as people seek a better, safer life elsewhere. Migra-
tion flows not only risk spreading disease, but may act as de-stabilising
forces in a region. Third, militaries may be at increased risk from some sex-
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ually transmitted diseases. Militaries have spent decades attempting to
educate soldiers on the dangers of sexually transmitted diseases.4 In the
modern era better health education and antibiotics appeared to have
reduced this problem to manageable proportions, however the emergence
of HIV and AIDS changed the picture dramatically. Not only was this disease
incurable, but it appeared to affect militaries disproportionately, impacting
upon their performance and readiness with a consequent effect on national
security. Finally, disease – and in particular HIV and AIDS – may affect the
willingness of states to send troops on peacekeeping missions. This was a
key element in the UN Security Council’s discussion on HIV and AIDS and
at the heart of United Nations Security Council Resolution (UNSCR) 1308
(UN Security Council, 2000). Concerns have also been expressed at the
willingness of nations to receive peacekeepers if they fear that troops may
bring high rates of HIV infection into a country with them.

The problem with these four arguments is that the causal relationship
between an adverse health effect and international stability is questionable,
and/or the empirical evidence to support the claim is suspect or missing.
On the macroeconomic effects of poor health, for example, how sensitive is
the global economy to changes in health status? When economies are
affected, such as during the outbreak of SARS in 2003, are the effects long
term, or are they quickly overcome? And where is the evidence that inter-
national stability is affected by this? On migration, although there is a
growing awareness of this as a security issue (Weiner, 1992–1993; Graham
and Poku, 2000), health does not appear to be a key driver in people leav-
ing their homes. Rather poverty, famine and conflict appear to be much
more significant causes of mass migration. Of course health is a significant
factor in migration flows – as migrants may suffer from poor health because
of the lack of infrastructure, and will make health demands on recipient
countries, and may spread disease – but it is not clear that poor health is a
cause of migration. Third, although there was some evidence at the turn of
the decade that militaries were unusually susceptible to HIV infection, and
a number of plausible reasons were offered for this, the picture now appears
more nuanced. Empirical evidence is no longer so clear cut (nor arguably
ever was), while AIDS awareness campaigns have been instituted (not least
by UNAIDS) which have the potential to massively reduce HIV infection rates
amongst militaries (McInnes, 2006, 2007), although independent research
has questioned how effective the campaigns have actually been (Yeager 
et al., 2000). The link between a military weakened by disease and resultant
state instability/insecurity is also unclear. Again empirical evidence is lack-
ing for this causal claim, while the literature on the causes of war remains
contested over the issue of military weakness. The best that may be said 
is that, if insecurity emerges, then a weakened military may be less able 
to cope than one which has not been affected by poor health. Finally,
research on the global spread of HIV and AIDS does not support the 
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argument that peacekeeping is an important vector in the spread of the
disease. With the exception of Sierra Leone, there appears to be little or no
linkage between UN peacekeeping missions and high prevalence. Major
missions in Kosovo, Ethiopia/Eritrea, the Democratic Republic of the Congo
(DRC), East Timor and Kosovo either fail to correspond to significantly
increased HIV prevalence rates, or if such rates do increase they may be
explained by other causal factors. Nor do longstanding peacekeeping mis-
sions appear to have provoked an unusually high HIV prevalence (McInnes,
2006, 2007).5 What also remains unclear is the extent to which peace-
keepers have become infected with HIV while on operational tours of duty
– data on this is simply not readily available (UNAIDS, 2003, p. 25). Lacking
such data, claims about the dangers remain unproven. 

Health and internal security

Public health specialists have long recognised that disease, and in particular
epidemics, have consequences beyond the individuals affected. Society may
also be affected in far reaching ways, much more so than that of a reduc-
tion in population from untimely death. Two consequences in particular
might have an impact upon the internal security of a state. First, if the
economy is damaged then divisions between rich and poor may be exacer-
bated. Increased levels of poverty may breed discontent and provide a fertile
ground for entrepreneurs of violence. Second, confidence in the govern-
ment or in the state more generally may be damaged if public health ser-
vices are unable to cope. The social contract between a state and its citizens
is at risk if the state cannot provide a basic degree of protection; disillusion-
ment and alienation may set in if large numbers start dying and as pros-
pects of survival diminish; absenteeism and high levels of morbidity may 
rip gaps in the fabric of society. Thus poor health, and in particular epidemic
diseases, may pose a security risk to states.

What is lacking, however, is the empirical evidence to support this argu-
ment. With HIV/AIDS in particular, a number of states now have very high
levels of infection, especially in sub-Saharan Africa. These are also amongst
some of the poorest nations on earth. Yet there is little evidence to date
that high HIV prevalence has created de-stabilising pressures threatening
the security of the state. Nor is the causal link between disease and state
insecurity necessarily apparent. As UNAIDS itself admitted: ‘Defining the
risk that the [AIDS] epidemic poses to stability and security … is challeng-
ing as it is difficult to distinguish the impact the epidemic may have from
other factors that influence state crises and conflict’ (UNAIDS, 2003, p. 9).
Probably the most sophisticated attempt at establishing a causal relation-
ship is the Jaipur paradigm of Tony Barnett and Alan Whiteside (Barnett
and Whiteside, 2000). This begins by making a distinction between sus-
ceptibility (those factors which make a society more or less likely to exper-
ience high prevalence rates of HIV/AIDS) and vulnerability (the extent to

52 Global Health Governance



which a society will be affected by HIV/AIDS). Crucially it is not suscept-
ibility which determines vulnerability, but two other factors: social cohe-
sion, and the level and distribution of wealth and income within a society.
If Barnett and Whiteside are correct, then large numbers of states which
have a high prevalence of HIV may not be at risk from instability. It is only
if such states also have both low social cohesion and high levels of poverty/
unequal distribution of wealth that they may be at high risk of instability.
But even if the Jaipur paradigm is incorrect, then it remains unclear the
extent to which HIV may only prove destabilising if it can exacerbate exist-
ing tensions in a state, and if so how serious such tensions must be for
HIV/AIDS or any other disease to trigger instability.

The threat to life

That people die from disease or poor health is unfortunate, but this is not
in and of itself sufficient to constitute a security issue for the state. Rather it
is a matter for health services and, in some areas of the world, development
and aid agencies. It could be argued that when the number of people at risk
reaches exceptional levels, then this moves health into the realm of national
security, not least because the effective operation of the state may be at
risk. However, the level at which an event becomes sufficiently extra-
ordinary to be considered a security issue however is not definable objectively,
for example as a percentage of the population; rather it is determined inter-
subjectively on a case-by-case basis (Buzan et al., 1998). The state may play a
key role in this process of framing public health emergencies as threats to
national security.

So a key feature for the purposes of this section is that the cause is exo-
genous to the state – in other words, that it comes from the outside and
can be represented as an external threat. Three health issues seem both to
meet this necessary condition of externality and breach the threshold 
of being outside the ordinary: the spread of existing diseases such as Ebola
or West Nile virus to new states; the emergence of new, potentially pan-
demic diseases such as SARS and human-transmissible H5N1; and bio-
terrorism. Of these, probably only the second has the potential to kill very
large numbers of people in a state, especially a Western state. But it is not
the level of morbidity that matters, but the sense of risk. Thus in the 1990s
when Ebola first appeared in the United States, the level of concern far
outran what might have been assumed from the number of people realis-
tically at risk from the disease. Similarly concerns over bio-terrorism may
be overstated. Despite the comparatively recent use of biological weapons
in Iraq and Japan, and the attempt to use salmonella in the United States,
there remain doubts both over how easy it is for sub-state groups to gain
access to, or produce effective weapons and over how easy it is to use them
in a manner which might cause significant loss of life (McInnes and Lee,
2007; Dando, 2005). The failure to discover such weapons in Iraq only
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added to doubts over whether the extent of the problem had been 
overstated. 

In terms of impact therefore, one can distinguish between the perception
of an issue as a health threat and its likely impact upon the state. With
both the spread of existing diseases and bio-terrorism, it is clear that people
may be at risk; but it is unlikely that these numbers would match those of a
major epidemic. What is also crucial to note here is that the concerns are
primarily those of Western states, where perhaps the idea of being at risk
from disease or from large scale terrorist atrocities is relatively novel. Much
more significant in terms of potential morbidity is the emergence of new
diseases with the potential to become pandemics. But as with the previous
section, it is difficult to see how this will necessarily destabilise a state. 

Conclusion

This chapter began by suggesting that in addition to the theme of the global-
isation of health, a second theme, that of securitisation, has developed over
the past decade. In many ways these themes are inextricably linked in the
broader political economy of health. Making the claim that health is a
(national) security issue is a powerful move to make. It is to claim that
health is not a technocratic issue, nor even a straightforward political issue,
but rather that it is something exceptional with a high degree of risk to the
state and to international stability. This high degree of risk renders it
worthy of exceptional measures. These may involve increased resources,
new legislation, or other special measures designed to address the problem.
Securitising health however is a two-edged sword, risking as much as it
might gain (Elbe, 2006). For the purpose of this chapter though, what is
important is not so much the relative advantages and disadvantages of
securitising health, but identifying the manner and rationale for health
being presented as a security issue. The chapter began by identifying which
issues have dominated this debate, and then proceeded to examine the
arguments presented as to why these issues are security issues. In so doing a
number of points emerge which stand in contrast, to a greater or lesser
extent, to the theme of globalisation pursued elsewhere in this book. 

First, it is clear that it is not ‘health’ that has been securitised, but rather
a limited range of health issues. The health security agenda as presently
constituted is highly restrictive and in this sense contrasts with the theme
of globalisation. Moreover it is not an agenda based on health needs, but
on the sense of risk to the state, and in particular to Western states. This
causes disquiet amongst some health professionals, who see the potential
for the health agenda to be skewed away from their concerns and towards
those of the national security community. Many states, such as Brazil remain
resistant to the securitisation move (see Rushton in this volume). For others
there is an advantage in bringing health issues to a wider policy audience,
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one which has significant political purchase and the ability to generate
international action. 

Second, although the WHO has talked of ‘global health security’, the secu-
rity agenda remains very much international rather than global. It is about
cooperation between states for national benefit rather than a sense of health
issues transcending state competencies and interests. To a certain extent this
helps to explain the restrictive agenda – the health issues identified as security
issues are those which pose a risk (directly or indirectly) to the major players
in international security. It can also help to explain the measures taken to
mitigate the risks involved: national legislation such as the US ‘bio-terrorism
act’, national action such as the stockpiling of drugs, and limited forms of
international cooperation such as the sharing of information. There is little
sense of state sovereignty being overtaken here; states remain firmly in control
of both the agenda and actions taken to address issues. 

Third, perception and in particular the sense of ‘dread’ plays an impor-
tant part in risk assessment and in identifying health issues as security
issues. Thus endemic diseases such as TB and malaria, or non-communicable
diseases over which a degree of control exists (tobacco or obesity related
diseases) do not excite the interests of the security community. But novel
threats over which the sense of control is limited, such as threats from ter-
rorists using biological weapons or from new infectious diseases, generate
much more concern as security risks. The health issues identified above as
security issues share a sense of dread and of a lack of control. This sense
may be misplaced, but that does not mean that it does not have an impor-
tant impact in the minds of decision makers.

Fourth, health as a security issue remains under-conceptualised and
lacking a robust basis for the claims made. The previous section identified
three main arguments which are used to justify the claim of health as a
security issue; but none of these appear particularly robust when examined.
Of course, it is necessary for policy planners to think ahead, scan the
horizon and identify what may develop as risks in the future so that action
now may avert or reduce harm done. In this sense policy planners may
justifiably point out that the lack of evidence is simply because they are
identifying future risks. But this is insufficient to explain the emergence of
health as a national security issue. Rather two other factors have contri-
buted to this development. The first of these is the changed security envi-
ronment, which focuses on disparate risks rather than clear and present
dangers, and in which enlightened self-interest and humanitarian concerns
form a legitimate part of the agenda. In such an environment, health issues
can be legitimately considered in contrast to the more restrictive terms 
of the Cold War, when immediate military concerns dominated. The second
is individual agency, where powerfully placed advocates have used their pos-
ition to identify health issues as security issues. The driving force behind this
shift originated largely within the public health sector, motivated by a desire
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to secure greater political attention to global public health needs.6 The
securitisation of health has proved a powerful idea for agencies whose
experience and remit lies outside the traditional international security 
community.

Fifth, despite this increased interest and attention, health issues remain
on the periphery of the security agenda, and security on the periphery of
the health agenda. This may of course change in the future as a con-
sequence of an extreme event, but at present health as a security issue is a
minority concern for the policy community and a minority interest for the
academic community. What has changed however is that health is now
present as a security issue for both the academic and policy communities. 
A decade ago this was not the case. Moreover interest and attention is
growing. But for the present it remains somewhat on the margins.

The securitisation of health presents a different perspective on the role of
the state and global governance. In terms of health and security (and
indeed in instances of a range of regulatory and policy areas) although
international cooperation may be required on some issues, the state is 
the referent object and primary actor. This chapter suggests that the case
for health as a security issue is problematic. This may offer some hope for 
the advocates of GHG and greater international control of health issues. If
the case for treating health as a security issue proves problematic, then
state control may become more relaxed and progress made towards more
global action on health. But a warning is required. The fact that health can
be presented as a national security issue on such slim evidence may equally
be an example of how powerful state interests are – in other words, it is not
the strength of the case which has made health a national security issue,
but the power of the state which has meant that when health is inter-
nationalised, those interests most relevant to the state are highlighted. In
these terms, the state (and national security) seems central, rather than
peripheral, to a nuanced IPE of global health and GHG. Second, although
health may be on the periphery of the security agenda, this agenda may
prove to be so powerful that even this peripheral status is sufficient to deter-
mine the agenda and what actions may be taken. Third, security is socially
constructed. There is no objective measurement for when issues become
security issues; rather they are constructed inter-subjectively by actors with
a claim to legitimacy (Buzan et al., 1998). What matters therefore is not the
degree of risk, but whether key actors can make a case using the vocabulary
of security. This has been done, which allows the state to stake a claim as a,
if not the most important interested party in international health.

Notes

1 This chapter builds on work conducted with Kelley Lee over a number of years. I
would therefore like to acknowledge her substantial contribution to many of the
ideas here; responsibility for the arguments and detail remains that of the author.
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2 A useful distinction here might be that introduced by Price Smith between ‘out-
break events’ (such as SARS) and ‘attritional processes’ (such as malaria and TB).
An outbreak event might cause significant short term disruption to the world’s
economies, but it is only attritional processes which have long term macro-
economic effects.

3 Whether such rhetoric is matched by policy outcomes or whether it just serves as
a convenient guise for the national interest has been questioned, but at the very
least the normative element has become an established and accepted element of
the public discourse on foreign policy.

4 The phenomenon of high Sexually Transmitted Infections (STI) rates amongst
militaries stationed abroad has a long history. In the 1830s, one third of British
troops in India were hospitalised because of STIs (compared to one in 30 for Indian
soldiers), while in the 1960s infection rates amongst US soldiers in Vietnam were
nine times those of soldiers in the US, and in Thailand almost half of US soldiers
contracted an STI.

5 Data for this comparison was taken from: UNAIDS, AIDS Epidemic Update: December
2005; UN DPKO, Background Note: 31 December 2005 available at http://www.un.org/
Depts/dpko/bnote.htm#unmil, last accessed 26 January 2006; US General Account-
ing Office, UN Peacekeeping: United Nations Faces Challenges in Responding to the Impact
of HIV/AIDS on Peacekeeping Operations Report GAO-02-194 (Washington DC: US
General Accounting Office, 2001).

6 Key players included WHO Director-General Gro Harlem Brundtland, President of
the US Institute of Medicine Ken Shine, former World Bank economist Jeffrey
Sachs, and former US Ambassador of the UN and President of the Global Business
Coalition on HIV/AIDS, Richard Holbrooke.
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