The oversecuritization of global health:

changing the terms of debate

CLARE WENHAM"

The health—security nexus has become a dominant narrative within health policy
over the past two decades.” While debates on this topic vary in levels of analysis
from the global to the national to the individual, as well as in the definition of what
can be considered a security threat and in the treatment of the process of becoming
securitized,” I argue that more recently the global health security narrative, associ-
ated governance regime,? and the ensuing path dependencies have shifted in three
ways. First, the concept has been broadened to the extent that a multitude of
health issues (and others) are constructed as threats to health security. Second,
securitizing health has moved beyond a rhetorical device to include the direct
involvement of the security sector. Third, the performance of health security has
become a security threat in itself. These considerations, I argue, alter the remit
of the global health security narrative. The global health community needs to
recognize this shift and adapt its use of security-focused policies accordingly. This
poses important considerations for future developments in health security policy,
particularly relating to the longevity of the concept and the need for greater
sustainability in global health security interventions.

To support this claim, this article traces the development of health security
conceptually. Whereas others have sought to chart development through institu-
tional expansion, policy change or its historical development from the Interna-
tional Sanitary Conferences,* here I seek to highlight the different uses of the global
health security narrative. In doing so, I demonstrate that, despite an assumption
of a narrow, commonly recognized understanding of what constitutes a global
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health security concern, the project of global health security has never referred to
a unitary whole, but is a dynamic concept that has altered depending on context,
pathogen and who/what is at risk. In doing so, I recognize that we have reached
a critical juncture in global health security and that now is the time to reflect on
what the term can offer and what are the limitations of the policy response in
relation to the meaningful control of infectious disease and sustainability of global
health. I propose a new typology for global health security to distinguish between
global health emergencies, global health security threats, global health security
risks and global health security concerns—a categorization that offers a degree of
nuance hitherto absent from the global health security narrative.

Beyond rhetoric, fundamental shifts are occurring within global health security,
including an encroachment of military activity into this area of health and an
increase in the very real risks posed to those undertaking health security work.
These shifts raise concerns in relation to entrenched policy path dependencies in
global health security and questions whether securitized policy is always the most
useful response. As a thought experiment, this article considers whether the use
of differentiated terminology within the global health security narrative to reflect
the context, risk or activity associated with particular situations may reduce some
of the negative externalities associated with the contemporary practices in global
health security that I outline below.

Unbundling health security

Health and security have been increasingly connected through the evolution of a
particular predominant approach to a global health security narrative,’ which has
become entrenched in the global health landscape and policy-making discourse.®
This process follows the securitizing logic of the Copenhagen School,” according
to which any issue can be perceived as a security threat ‘not necessarily because
a real existential threat exists but because the issue is presented as a threat’ to a
receptive audience.® Thus, the key to this understanding of health securitization
is not the actual ‘threat’ of a pathogen but a successful speech act or narrative
‘through which an intersubjective understanding is constructed within a political
community to treat something as an existential threat to a referent object by a securi-
tising actor, [generating| endorsement of emergency measures beyond the rules that
would otherwise bind’,? or a suspension of so-called ‘normal politics’. A narrow
understanding of the global health security narrative suggests that pathogens can
be considered threats when characterized by fast-moving transmission, little scien-
tific knowledge of the disease, no known treatment or cure, or high mortality
or morbidity, or when they are associated with a particular visceral fear of pain
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or suffering.” When a pathogen of this kind emerges, the legal and normative
workings of the global health security regime (re)produce a particular policy
response which is focused on preparedness for, detection of and response to acute
infectious diseases.™

Yet the meanings of both ‘health’ and ‘security’ in the global health security
narrative have varied depending on the immediate pathogen posing a threat,
reflecting the dynamism of this concept. For HIV/AIDS, the security—health
nexus constructed a narrative based on the more traditional security threat posed
to militaries with high prevalence of the virus (with infection rates as high as so
per cent in some African forces') which may affect the ability of the army to
perform its function and could therefore have a direct impact on state security.'
This perpetuated a further concern that HIV/AIDS might lead to state instability
as societal structures crumbled owing to lack of capacity, overwhelming demand
on social provision and fearmongering, leading to a potential breakdown of social
norms.* Although Fourie has argued that these societal impacts have yet to be
witnessed,” McInnes and Rushton show that there had to be some real risk under-
lying this construction of the broader health security narrative, to get an audience
to accept the security process."

For pandemic influenza and related illnesses, including major global outbreaks
of SARS, HiN1 and HsN1 influenzas, this conceptualization of security moved
beyond military concerns, recognizing the (potential) impact of a pathogen on the
global population, and importantly the risk to western populations. Moreover,
the construction of the security narrative recognized the risk to a state’s or region’s
economy arising from alterations to patterns of travel and/or trade.” This is a
different understanding of security from that associated with HIV/AIDS, for
which the referent object of the threat remains the state; yet importantly the
manifestation of the threat changes to reflect differing objectives of the global
health security narrative.

For Ebola, the logic of security is quite different. Owing to rigorous infection
control protocols, Ebola would not pose the same threat to states in the global
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North that promote the dominant global health security narrative,™ and therefore
its construction as a security threat reflects yet again something different from
HIV/AIDS and pandemic flu. Enemark™ suggests that the security focus within
the west Africa Ebola outbreak of 2014—16 was on securing circulation of the
pathogen within a public health sphere to protect the population, an important
tenet which may not have been so evident in previous outbreaks. Conversely,
President Obama suggested that the outbreak threatened state stability in post-
conflict west Africa.>® The Ebola outbreak which started in 2018 in the Democratic
Republic of Congo (DRC) threatens regional stability owing to cross-border risk
of the disease’s spread but this is not constructed as a risk with the same immediacy.
The DRC has exceptionally weak state and health infrastructure, without the
same levels of investment in post-conflict reconstruction as witnessed in Sierra
Leone and Liberia; this may, in part, explain the delay in the construction of this
latter outbreak as an emergency. An alternative explanation might be that by 2014
the global health security narrative had become so entrenched in global policy that
it produced a recognized path dependency for the west African outbreak, which
was therefore inevitably perceived as a security threat.

A similar path dependency was a driving force for the global health security
construction of the Zika outbreak of 2015—16. This emerged straight after the west
African Ebola crisis, and thus amid a heightened global normative assumption of
securitized pathogens;*" yet here the use of the global health security concept was
different again. Instead of concern for the military, trade or travel restrictions, or
the circulation of pathogens, the security process, as epitomized in the declaration
of the Public Health Emergency of International Concern (PHEIC), was related
not to the virus, but to the uncertainty surrounding the causal link between the
virus and microcephaly, the innocence of newborns as the affected population,
and concern for the forthcoming Olympic Games in Brazil.

The important point to draw from these empirical examples is the dynamism
and variance inherent in the use of the term ‘global health security’. This suggests
that there are multiple grammars of security in the global health security narra-
tive, and that there is a poor vocabulary within the international community to
describe what global health security entails. I suggest that this variance should
be reflected in the language used to distinguish different health issues within the
global health security narrative and to delineate more clearly what response is
required. This is especially important in contemporary discourse, owing to the
number of recent developments in both the narrative and practice of global health
security.
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While such a differentiation has started to emerge through the language of
risk,?” I argue that the various terms used to describe outbreak events, including
global health emergencies, global health security crises, global health security
threats and global health security concerns, need to be defined more clearly.
These definitions should be embedded in a collective, institutionalized under-
standing to demonstrate the range of meanings implicit within the expressions
chosen, including the differing severity of the event and the role of the global
health security regime, to ensure that an appropriate response is mounted relative
to the risk posed to global health security in each case. This in turn may limit
some of the unintended consequences of the global health security narrative that
I outline below.

Developments in health security

This nuancing of ‘global health security’ is required owing to three impor-
tant changes in the last decade. First, what is constructed as a security threat
has expanded beyond what has been previously recognized by the global health
security regime, and the new breadth requires a new delineation of terminology
to allow the rhetorical tool an efficacious response for the next ‘big one’. Second,
military involvement in health security activities constitutes a move away from
a global health security narrative based on the logic of the Copenhagen School
to a more traditional, ‘boots on the ground’ security response to an external
threat. This has tangible repercussions for global health security operations, and
risks jeopardizing future acceptance by global audiences of global health security
interventions if they perceive them as military interventions, and thus also
jeopardizing the ability to enact extraordinary measures which may be required.
Third, global health security is now facing an ontological threat as those under-
taking this activity have themselves become security targets.

Everything is a security issue

A key element in understanding the new security—health nexus is the recogni-
tion that too many health issues are now framed within the global health security
narrative. This entrenched narrative, based on the centrality of the speech act,”
has been used by a range of policy-makers and practitioners who are aware of the
political and financial benefits to be derived from elevating an issue to the security
arena.** It is important to understand the implications of this expansive move, and
to ask whether it risks the legitimacy of the concept for limiting the cross-border
spread of infectious disease and what risks it poses in normalizing security inter-
ventions. Consequently, I argue that it is important to offer a series of rhetorical
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distinctions to differentiate the various types of global health security event in
order to enable us to recognize the ‘big one’ when it occurs.

While the global health security narrative has, to date, had a narrow under-
standing of what constitutes a health security concern, based on rapid spread,
unfamiliarity and an absence of effective treatment,” contemporary discourse
in and beyond health policy has framed a number of broader issues as health
security threats. These have included maternal health,?® mental health,?” non-
° reproductive health,3°
universal health coverage,*

. . 3 .
communicable disease,* access to contraception,”

migration,’' food security,’* counterfeit medicines,*

climate change,*® water and sanitation, 3% salty foods®” and even Brexit.3® While
those who perceive security at the human level may suggest that each of these
issues may produce individual insecurity, it seems overstretch to attempt to put
these all onto a global security agenda.

In one interpretation, this expansion of threats to health security is embodied in
the WHO’s naming of ‘Disease X’ as a priority research need. As stated, ‘Disease
X represents the knowledge that a serious international epidemic could be caused
by a pathogen currently unknown to cause human disease’.?® So ambiguous a
formulation raises concern that the door might be opened to a range of diseases
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to muscle in on the health security narrative if political conditions allow, further
weakening the narrative’s meaning.

This expansion of the range of issues which have been framed in health security
terms raises new questions for studying health security. For example, just as critics
of human security have suggested,*° trying to fit too much under the umbrella of
global health security may result in the concept becoming diluted or losing the
political saliency which has encouraged activity, resource generation and decisive
action in the prevention and detection of, and response to, highly pathogenic
infectious disease. As Gavin Yamey pointed out, if health security continues on
its current trajectory, it is only a matter of time before we see ‘toe nail fungus: a
threat to global health security’.#

Even so, not all efforts to incorporate new health issues into the global health
security narrative have been successful. Securitization requires the acceptance of
the threat by an audience; and while policy-makers may try to securitize any one
of the concerns listed, through the use of the established narrative, that is not to
say they will succeed; and indeed, I would argue that none on this list has achieved
security status as yet.

The irony of this is, however, that various lobby groups and policy advocates
have used the global health security terminology precisely as a mechanism to
push their concerns up the political agenda, recognizing that security gets to the
top levels of decision-making in national, regional and global forums. Yet the
outcome of hijacking this discourse to serve issues which do not fit the criteria of
the fast-moving and unknown pathogen is the erosion of the power that the global
health security narrative may have in the future. The risk for infectious disease
control is that ‘crying wolf” from other health policy areas may have a substan-
tially detrimental impact on the response to a potentially catastrophic outbreak.
Global health security fatigue becomes a real concern, limiting the acceptance
of the global health security rhetoric by audiences across the world and in turn
leading to a failure to endorse emergency measures. Thus, this broadening of the
health security discourse can actually prove cannibalistic to the concept itself, if
the global audience either tires of the global health security narrative, or starts to
accept the expanding securitization formula.

A counter-argument is that there is a mismatch between academics’ and
policy-makers’ understandings of what health security is, and how the concept
was initially conceived. In the foundational World Health Report of 2007, the
risks posed to health security are defined as ranging from emerging pathogens
to economic instability, international crises and humanitarian emergencies,
chemical, radioactive and biological terror threats, environmental change and
weak health systems.** Thus, an alternative explanation is not that there has been
an expansion of issues considered to be health threats, but that the concept has
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not been used to the extent intended by the norm entrepreneurs that championed
its use.*?

What’s more, overusing the global health security narrative perpetuates the
global health security policy path dependency and increases the likelihood of a
securitized response as the first course of action, and the likelihood of further
security risks. Changing the terms of debate within this global health security
narrative, such as by more clearly distinguishing between global health emergen-
cies, global health security crises, global health security risks and global health
security concerns, may reduce the need for military involvement in some areas
of more routine activity, such as preparedness, and thus reduce the ongoing risks
posed to health security workers.

Securitizing health or healthifying security@

The traditional approach to understanding health as a security threat is hypo-
thetical. The flexibility within the Copenhagen School means that a pathogen
doesn’t actually have to pose an objective risk, as long as it is constructed as such.
Yet, beyond the rhetorical device that produces a policy pathway based on preven-
tion, detection and response, a more recent trend in global health security has been
the involvement of the military in global health security operations. This takes
health security beyond a rhetorical tool and represents a new point of departure
for analysis.

While militaries have been at the forefront of advances in public health since
the eighteenth century,* this involvement largely took the form of medical

research (as in the US Walter Reed Army Institute of Research), surveillance,*’
or disaster response (following flooding in Pakistan or the Haiti earthquake).*®
However, as Michaud and colleagues point out, ‘the trend of the past two decades
has been towards greater military engagement in global health [security]’.#
This trend has included China’s domestic military participation in prepara-
tion for and response to influenza outbreaks,*® Peru’s military-led surveillance

network, Thailand’s military HIV screening activities,*” Brazil’s militarized
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10168, 2019, pp. 276—86.
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vector control,’ and armed forces management of cholera in Zambia.’" Even so,
all these instances have involved domestic military activity within a state’s own
borders and at the discretion of the sovereign government. This is conceptually
different from the parallel shift in global health security with the involvement of
international militaries to respond to external infectious disease concerns.

The west African Ebola outbreak of 2013—15 witnessed the deployment of inter-
national militaries from China, Canada, France, Germany, the United Kingdom
and the United States, among others, in the global health security response. This
represented a gear change for health security and a different modus operandi. The
deployment of an international military force in a health emergency represents
a physically securitized practice, beyond rhetoric, with boots on the ground to
combat a disease threat.’* The remit and activity of the different militaries varied,
ranging from the building of Ebola treatment facilities, treatment of compatriot
staff, training of health workers, treatment of locals affected and establishment of
command-and-control structures for maintaining contact tracing and quarantine
areas.”

In west Africa, the military were broadly perceived to have been pivotal in
bringing the outbreak to an end. The discourse of exceptionalism and widespread
failures around Ebola in west Africa may suggest that drastic times called for
drastic measures; and the call for the military as an actor of last resort was made
after other government and international mechanisms had failed to manage the
response.’* Regardless of the role performed or the justification advanced, these
deployments are important in a broader analysis of global health security as they
moved health security beyond the rhetorical threat of disease to a real security
presence operationally deployed beyond sovereign borders.

During the Zika outbreak, emerging not long after the west African Ebola
episode, the (national) military was used as the first option to combat the disease
threat. The Rousseff government in Brazil galvanized support for this activity
through bellicose language—for example, referring to a ‘war on the mosquito’—
and in doing so justifying the military’s vital role. Sixty per cent of the national
armed forces were deployed to combat the Zika virus through extensive vector
control, fumigation programmes and health education activities.* This not only
established the military in a central role in managing health security in Brazil; it
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‘Zambia president orders military to help fight cholera spread’, Reuters, 30 Dec. 2017, https://uk.reuters.com/
article/uk-zambia-cholera/zambia-president-orders-military-to-help-fight-cholera-spread-idUKKBN1E-
Oo03X.

32 Michaud et al., ‘Militaries and global health’.

Adam Kamradt-Scott, Sophie Harman, Clare Wenham and Frank Smith III, Saving lives: the civil-military
response to the 2014 Ebola outbreak in west Africa (Sydney: University of Sydney, 20r15).

Sophie Harman and Clare Wenham, ‘Governing Ebola: between global health and medical humanitarianisn’,
Globalizations 15: 3, 2018, pp. 362—76.

Government of Brazil, ‘Pronunciamento da Presidenta da Repiblica, Dilma Rousseff, em cadeia nacional
de ridio e televisio, sobre o virus Zika’, 3 Feb. 2016, http://www.biblioteca.presidencia.gov.br/presidencia/
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signalled a broader systematic change for health security in normalizing the use of
security forces in emergency response to infectious disease.

This normalization can be seen in other contexts. In Pakistan, the military
have been deployed to accompany workers delivering polio vaccines in an effort
to ensure greater distribution and uptake of immunization.® Similarly in the
DRC, the military and police have provided escorts to health workers in Ebola
response efforts.’” Beyond operationalized response to specific outbreaks, the role
of the military has been elevated to having a seat at the table within the global
health security regime: militaries have been considered pivotal to the Global
Health Security Agenda, incorporated in standing committees and action plans
including those of Bangladesh, Guinea, Sierra Leone and Vietnam.’® Similarly,
the inaugural Military Health Summit occurred in connection with the first
major global health security conference in 2019. The result is that the military
are undeniably and increasingly recognized as a key stakeholder in global health
security operations.

One question raised by this involvement of the military in health security
activity is whether they are securitizing health, or simply healthifying security.
There are several possible reasons for this increased military involvement in global
health security activity, including the availability of personnel and of biosecurity
training and equipment, a lack of response capability in the health sector and
simply the self-fulfilment of securitizing health. It is also important to remember
that the increasing role of the military in global health security has occurred during
a period of (relative) peace, and—particularly for western states—it could be that
the role of the military in health security represents both ‘mission creep’ and the
need to find ‘jobs for the boys’ to legitimize military spending. For example,
anecdotal discussions during the west African Ebola outbreak queried the possi-
bility of a link between deployment of the UK military and the planned military
spending review in 2020.> This raises a host of concerns about the role of the
military, and the risks posed to health security by their involvement. First, does
such involvement defy the Oslo Guidelines, according to which state militaries
should be used only as a last resort when ‘there is no comparable civilian alter-
native ... to meet a critical humanitarian need’?*® Second, what would happen
if an outbreak were to occur when the military are engaged in more traditional
war-related activities and/or in a location where international or national militaries
had been recent combatants, as in the DRC? This could create a further risk to the

56 Ryan Hyland, ‘Polio’s last stand: frantic effort to eradicate Pakistan’s “badge of shame™, Guardian, 15 March
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maintenance of health security if they were no longer able to perform the role that
the globe expects of them because their involvement in recent incursions poses
further security risks.

There needs to be further consideration of when, and under what conditions,
militaries should be engaged in global health security. Should such involvement
be kept for just the ‘big ones’, or should it be used for routine activities such as
preparedness as well? Greater specification of language within the global health
security narrative could provide clear guidance on the circumstances in which
military forces can and cannot be used in global health security contexts: for
example, perhaps for global health emergencies, but not for global health security
concerns or preparedness activity.

Risks to health workers in securitizing health

There is clearly an occupational hazard to anyone who responds to an outbreak of
infectious disease. The number of health care workers who die as a result of the
care they provide in global health security events is well known, and the high-
profile deaths of leading global infectious disease specialists such as Carlo Urbani
and Richard Mousoko during major outbreaks have made this risk ever more visi-
ble.* During the west Africa Ebola outbreak, several NGOs found it hard to recruit
volunteers to join the response effort for fear of contracting the virus;* this is one
reason why the military were required. More recently, the risk to individual safety
has become manifest beyond infection and through more traditional security
concerns. Perhaps as a consequence of the increased securitization and militariza-
tion of global health, the blurring of health and security activities now poses an
ontological paradox as global health security now represents a security risk in itself.

The broader trend of health workers coming under attack is unfortunately
an increasingly common feature of global health reality. Attacks on health care
workers have occurred in many areas, including Afghanistan, the Central African
Republic, Pakistan, South Sudan, Syria and Yemen,® with combatants unable
to distinguish between warring factions, military forces and aid workers.%* This
raises a number of challenges for post-conflict reconstruction, development and
civilian health, and also for the cost—benefit analysis of military involvement in
health activity more broadly.

This trend has also started to become apparent in global health security activi-
ties. A securitized response to health issues tends to focus on the short-term such

® Brigg Reilley, Michael Van Herp, Dan Semand and Nicoletta Dentico, ‘SARS and Carlo Urbani’, New England
Journal of Medicine, vol. 348, 15 May 2003 ,pp. 1951—2; Fiston Mahamba, ‘Militiamen kill senior WHO official
in attack on Congo Ebola centre’, Reuters, 19 April 2019, https://uk.reuters.com/article/uk-health-ebola-
congo/militiamen-kill-senior-who-official-in-attack-on-congo-ebola-centre-idUKKCN1RV 119.

%2 Kamradt-Scott et al., Saving lives, p. 8.

% WHO, Surveillance System for Attacks on Healthcare (SSA), 2017, https://publicspace.who.int/sites/ssa/SitePages/
PublicDashboard.aspx; Preeti Patel, Fawzia Gibson-Fall, Richard Sullivan and Rachel Irwin, ‘Documenting
attacks on health workers and facilities in armed conflicts’, Bulletin of the World Health Organization 95: 1, 2017,
pp- 79-81.

% Rachel Irwin, Violence against health workers in complex security environments, background paper (Stockholm:
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as surveillance, disease detection, and the development and deployment of vaccines
and treatment; and it is these very activities which are now coming under attack.

Military actors have had to accompany health workers vaccinating children
against polio in Pakistan, in order to protect them from Taliban fighters following
the US-led capture of Osama bin Laden using polio workers.% These troops
support health care workers in the facilitation and delivery of vaccines among
the population to reduce the incidence of this major global health security threat
(which continues to be a PHEIC).66 However, these security forces themselves
then become a secondary target alongside the health workers they were sent to
protect, who continue to suffer attacks.®’ Accordingly, being part of the global
health security machinery through the delivery of the polio vaccine poses a dual
threat—not only that of potentially contracting the disease, but that of physical
attack owing to your occupation.

More recently, this ontological crisis was mirrored in the Ebola outbreak in
west Africa, when community resistance to WHO teams turned violent and some
WHO workers were killed.%® There are multiple and complex reasons for this,
among them a lack of meaningful community engagement with locals at the start
of the outbreak, a deep mistrust of government and wariness of external interfer-
ence among local people suspicious of land appropriation by multinational enter-
prises for resource extraction.%® This violence included attacks on WHO teams
in Guinea and others driven into hiding in the bush, their equipment subject to
vandalism and arson.”®

A similar security risk is also evident in the current Ebola outbreak in the DRC.
The outbreak is taking place in a complex political situation on disputed territory,
with attacks by a number of non-state armed groups on health workers and health
facilities thwarting efforts to put an end to the epidemic.” There have been arson
attacks on Ebola treatment units, attacks on health care workers, and broader insta-
bility and insecurity affecting response efforts. Such attacks have a direct effect on
disease transmission: if those trying to control the spread of the disease have to halt
their response activity, the virus is able to spread unchallenged.”

These traditional security risks embedded within global health security activity
pose a number of concerns. First there is the circular phenomenon whereby those

%5 Saeed Shad, ‘CIA organised fake vaccination drive to get Osama bin Laden’s family DNA’, Guardian, 11 July
20I1.
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working in global health emergency response themselves become the object of
a different security threat and find themselves in the firing line. This may have a
damaging impact on future recruitment into global health security-related activity.
Second, if health care workers are unable to carry out their jobs, emergency
response efforts will be limited, increasing the risk to global health security of
the spread of the pathogen. Such security concerns have had direct impacts on
the response to Ebola in the DRC, with WHO and MONUSCO forces agreeing
that the security situation will directly lead to an increase in cases of infection,”?
for example when those undertaking contact-tracing are disrupted in their efforts
and lose track of their work, which is so vital to the success of any disease control
strategy.”* Third, there is a broader impact on preparedness within global health
security. For example, if children are not vaccinated against polio, the risk of
disease transmission rises.

Accordingly, we are witnessing an unusual turn in the security—health nexus
whereby the practice of health security now poses its own security threat. This
will need to be considered in depth, and a sophisticated management plan devel-
oped that offers a clear way forward to ensure the safety of those working on the
front line of health security and their ability to carry out their activities without
coming to harm, as well as to ensure global health security more broadly. This
will require self-reflection within the global health security regime to identify
the shortcomings and risks associated with military involvement and to assess
whether the continued focus on prevention, detection and response remains the
most suitable policy pathway in the face of more systemic development needs, or
whether current approaches may in fact perpetuate insecurity and inequalities.

Emergencization and normalization

Initially, the global health security narrative was used as a rhetorical tool by
health policy-makers to justify extraordinary measures to combat the rare crisis
events, leveraging more attention to and financing for responses to emerging
infectious diseases. However, the increased normalization of the discursive tool,
which has moved beyond words to operationalized action, suggests that perhaps
health security is no longer the exception but the norm in global health policy,
raising questions of its utility as a concept. What will an extraordinary response
to the next ‘big one’ look like if extraordinary has become the norm? What does
this mean for dealing with large-scale outbreaks—and, conversely, for the more
endemic, everyday health issues which may find themselves further relegated
down the list of prioritized activities in global health?

One concern is that, with the frequent use of the global health security narra-
tive, the global health community has created a perpetual state of emergency
and routinized health security to the extent that it barely seems shocked when

73 ‘DR Congo: insecurity and attacks mean Ebola will keep spreading, warns World Health Agency’, UN News,

Geneva, 1 March 2019, https://news.un.org/en/story/2019/03/1033842.
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another health emergency arises.”> Compare, for example, the response to the
ongoing Ebola outbreak in the DRC and that to the west African outbreak of
2014—16. It took four meetings of the Emergency Committee of the International
Health Regulations (IHR) for the DRC Ebola outbreak to be declared a PHEIC,
despite the legal criteria having been met long before. Moreover, there has been
considerably less mainstream media coverage of this outbreak globally. Although
these outbreaks are markedly different in scale and context, the contrast may also
suggest a fatigue in the global health security narrative.”®

I propose that one solution would be to create a typology within the global
health security narrative to distinguish the different types of concerns. This might
entail reserving the term ‘global health emergency’ for the really big events, with a
tiered scale below this level for global health security crises, global health security
threats and, for smaller issues, global health security concerns, as well as encour-
aging the greater use of regional, national and local language to describe health
security threats. While this would raise the challenging possibility of those patho-
gens and events lower down the typology not getting the desired attention, and
the potential for further discrepancies between financing mechanisms and actors
involved within the tiered structure, the use of relevant language would enable
global health security to maintain its legitimacy. In effect, this principle is already
embodied within the PHEIC process and the Pandemic Emergency Financing
Facility (PEF), each of which is deployed only for an exceptional event. However,
there is currently a mismatch between these labels and the broader global health
security narrative—and, importantly, global health security activity. Securitized
responses are evident prior to PHEIC declarations and beyond PEF-eligible patho-
gens. There should be greater consistency within the global health security regime
and narrative to reserve the intended power of global health security for those
situations in which it is most urgently needed. This typology mirrors previous calls
to include a gradient system in the PHEIC process, to denote exigent outbreaks
which need international support and increased financing while allowing the
PHEIC to maintain its power for major events.””

Changing the terminology in this way may also facilitate better evaluation
of the use of the military in global health security, particularly in more routine
health security provision, such as preparedness and capacity-building. The reduc-
tion of such activity may possibly—though this is speculative—reduce the risks
posed to health care workers within health security operations.

Sustainability

A further point on which global health security needs to reflect is the tendency of
securitized responses to favour short-term, reactive, fire-fighting policy and

75 Tine Hanrieder and Christian Kreuder-Sonnen, “Who decides on the exception? Securitization and emer-
gency governance in global health’, Security Dialogue 45: 4, 2014, pp. 331—48.
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global health security’, Millbank Quarterly 94: 2, 2016, pp. 264—313.
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response mechanisms. ‘Parachute’ activities, where financial, human and medical
resources are pumped into an outbreak location to quell a particular pathogen may
stop the spread of a disease at that time,”® but do little to systematically address the
socio-economic factors that make some populations and individuals particularly
susceptible or vulnerable to disease. This question of sustainability is rarely consid-
ered within the global health security narrative and raises a number of inconvenient
truths. For example, during the Zika outbreak, the fumigation of vectors and
destruction of their breeding grounds may have reduced the incidence of the virus
in 2016—17, but will not prevent future outbreaks. Temporarily destroying vectors
does not address the socio-economic conditions that allow mosquitoes to thrive—
such as a lack of water and sanitation, poor-quality housing and inadequate civic
waste management that all could create breeding grounds for mosquitoes, nor does
it challenge the gender inequalities which are mostly ignored in outbreaks. Taking
amore sustainable approach in responding to an outbreak, through addressing these
broader global health security risk factors, might yield longer-lasting success.
Global health security needs to consider the balance between a short-term focus
and making lasting changes to improve outbreak preparedness.

Similarly, the fire-fighting response to managing the west African Ebola
outbreak was achieved by channelling all national and local health resources and
activity into Ebola prevention, detection and response. The cost of this was a
significant reduction in essential primary health services in the affected states,”
including in childhood immunization programmes and in maternal and child
health services,®® which raises a2 number of questions about equity across the
health system and the impact that a health security event can have across health
and societal systems.

The recent move to connect global health security to universal health coverage
(UHC), as championed by WHO Director-General Tedros Adhanom, may offer a
greater opportunity for sustainability, as the globe moves towards more compre-
hensive, accessible, affordable health care for all. UHC expansion would lead to
system strengthening in the health sector and would allow for earlier detection of
infectious disease through routine provision of health care, for example through
more frequent visits to health services.” It would also facilitate broader sustain-
ability in the health sector through systematic engagement in response to infectious
diseases. Yet, while offering hope for sustainability, the instrumentalist nature of
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this connection between UHC and global health security, enabling the former to
draw on the political saliency and financing of the latter,™ also risks conceptually
broadening health security yet further, opening it up to more criticism on the
same basis as that directed earlier at the expansive global health security narrative.
In place of this connection to global health security, UHC could instead be linked
with another concept elsewhere in the health security matrix, such as a global
health security threat, and thus garner some of the associated support without
detracting from the force and utility of the highest ‘emergency’ designation. This
distinction, and others like it, are important if we are to develop a meaningful
future for global health security and its diverse meanings.

The value of health security

While this article presents a critique of global health security as currently perceived
and operationalized, I do not suggest that we should move away from global health
security asa concept. As Rushton points out, that horse has bolted;*3 and indeed the
concept has significant resource benefits—in the United States alone, emergency
government disbursements in response to outbreaks have included US$1.1 billion
for Zika and US$5.4 billion for Ebola in west Africa.* More recently, the UK
Department for International Development has committed considerable financing
to the DRC Ebola outbreak, and called on other G7 states to do the same. Accord-
ingly, rather than suggesting we abandon the concept of global health security,
this article seeks to nuance the terms of the debate and recognize the benefits
which could be reaped from doing so. Beyond financing, moving an issue up a
political agenda through securitization facilitates concentrated activity in response
to an emerging outbreak. The urgency with which several Latin American govern-
ments moved to respond to the Zika outbreak, once it was securitized, resulted in
a significant reduction in the mosquito population and thereby in the incidence
of infection.®s This had the added impact of also reducing cases of dengue fever,
chikungunya and yellow fever, which share the same vector, and arguably cause
greater morbidity and mortality, yet never feature in the global health security
landscape and therefore were not previously able to benefit from attention on the
same scale as Zika.

Moreover, the global health security narrative has led to significant changes in
the global health landscape through the global health security regime. The creation
of the Global Health Security Agenda, for example, and of the WHO’s Global
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Outbreak Alert and Response Network (GOARN) and its Health Emergen-
cies Programme (HEP), established to ensure health security across the world,
have significantly changed how we view global health governance. Not only did
GOARN facilitate easier engagement between non-state and state actors, champi-
oning the move from international to global disease governance, the creation
of the HEP has fundamentally shifted the WHO from the role of a normative
technical adviser to that of an operational actor in global health security. This
institutional structure is supplemented by a range of NGOs and non-state actors
that comprise the global health security regime. Although there are challenges
relating to coordination and efficiency among these disparate bodies, the global
health security regime, governed by novel forms of legislation such as the IHR
(2005), represents one of the best examples of international cooperation for any
governance issue, and arguably this would not have occurred had health not been
securitized and political priority given to cross-border infectious disease control.
Perhaps more pertinently, despite its numerous critics,*® global health security has
proved it can fulfil its raison d étre: to reduce the spread of pathogens with pandemic
potential. As a global community, we still need this discursive and operational tool
to maintain the necessary momentum in limiting potential outbreaks. The highest
level of urgency would be embodied in the global health emergency; and at the
same time the legitimacy of action at this level would be sustained through the
use of more nuanced terminology to identify global health security crises, threats,
risks and concerns. We, as a global health community, need to reconsider what is
meant by health security and think about the risks posed to the longevity of the
concept by its indiscriminate use.

Conclusion

This article has described the development of the health security framework,
emphasizing the point that ‘health security’ does not have a unitary meaning and
tracing the security—health nexus from its history as a discursive tool, based on
the Copenhagen School’s speech act, to contemporary health security practice,
involving a broad range of securitized health concerns, the military’s boots on
the ground in health emergencies, and the ontological concern of global health
security activity itself coming under threat. These developments not only repre-
sent a departure for health security conceptually and operationally, but pose
concerns for the longevity of global health security. We need to question these
recent trends to analyse what implications they have for the goal of infectious
disease control, particularly around issues of sustainability and how to mitigate
future security risks posed by global health security activity.

I propose that one way to overcome some of the new challenges in global health
security is to change the terms of debate, allowing for greater consensus on what is

86 Adam Kamradt-Scott, “Who's to blame? The World Health Organization and the 2014 Ebola outbreak in west
Africa’, Third World Quarterly 37: 3, 2016, pp. 410—18; Colin McInnes, ‘Crisis! What crisis? Global health and
the 2014—15 west African Ebola outbreak’, Third World Quarterly 37: 3, 2016, pp. 380—400.
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a global health emergency compared to a global health security crisis, global health
security threat or global health security concern. This more nuanced approach
could create differing path dependencies, ensuring the legitimacy of global efforts
for the ‘big one’ and limiting ultra-securitization involving the military, with the
risks this poses to health care workers in health security delivery.
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