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About CSIS 

In an era of ever-changing global opportunities and challenges, the Center for Strategic 
and International Studies (CSIS) provides strategic insights and practical policy solutions 
to decisionmakers. CSIS conducts research and analysis and develops policy initiatives 
that look into the future and anticipate change. 

Founded by David M. Abshire and Admiral Arleigh Burke at the height of the Cold War, 
CSIS was dedicated to the simple but urgent goal of finding ways for America to survive 
as a nation and prosper as a people. Since 1962, CSIS has grown to become one of the 
world’s preeminent public policy institutions. 

Today, CSIS is a bipartisan, nonprofit organization headquartered in Washington, DC. 
More than 220 full-time staff and a large network of affiliated scholars focus their 
expertise on defense and security; on the world’s regions and the unique challenges 
inherent to them; and on the issues that know no boundary in an increasingly connected 
world. 

Former U.S. senator Sam Nunn became chairman of the CSIS Board of Trustees in 1999, 
and John J. Hamre has led CSIS as its president and chief executive officer since 2000. 

CSIS does not take specific policy positions; accordingly, all views expressed herein 
should be understood to be solely those of the author(s). 
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Phillip Nieburg, Emily Poster Hoch, and J. Stephen Morrison1

 

 

A New Era 
We have entered an era in which the numbers of new and reemerging global health threats argue 
for a longer-term, more strategic, and more coherent U.S. approach to global health preparedness. 

The ongoing threat from emerging infections such as SARS, extensively drug-resistant 
tuberculosis (XDR-TB), H5N1 (avian) influenza, and most recently, H1N1 influenza has raised 
awareness within the U.S. government and other partner states and multilateral institutions of the 
global interdependence of human security and global commerce. This awareness has spurred 
more systematic efforts to identify and respond to sudden global public health emergencies 
stemming from infectious diseases, natural disasters, and other public health emergencies. Recent 
experience has also illustrated the potential damage that can result from unresolved controversies 
over the global sharing of biological specimens, as well as the closely related and equally sensitive 
imperative to mitigate stark inequities experienced by poor countries unable to obtain medicines, 
vaccines, and other commodities in timely, affordable volumes to meet public health crises. 

This brief analysis of U.S. roles in global health preparedness is not intended to be an 
encyclopedic review. The goal is more modest and preliminary. We review the recent history of 
health preparedness efforts; examine the key leadership roles played by the United States, 
including promising models for building capacity in partner governments; discuss important 
initiatives by the World Health Organization (WHO), nongovernmental groups, and other 
donors; acknowledge innate difficulties in strengthening global preparedness; and lay out core 
recommendations for a long-term strategic U.S. role and approach. 

In medicine and public health, “preparedness” can have various meanings, depending on its 
context. Individual health practitioners (e.g., doctors, nurses, ambulance crews) need to be 
prepared to treat various kinds of emergencies in individual patients, while clinics and hospitals 

                                                           
 
1 Phillip Nieburg, M.D., is a senior associate with the Global Health Policy Center at CSIS. Emily Poster 

Hoch is program coordinator and research associate with the Global Health Policy Center. J. Stephen 
Morrison is senior vice president at CSIS and director of the Global Health Policy Center. 
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2 | strengthening global health preparedness 

need to be prepared to treat emergencies in several individuals at once. Public health emergencies, 
in contrast, are nearly always focused outside of health facilities, have large populations at 
potential risk of disease, and usually involve a strong element of disease prevention. In this brief, 
we proceed from the definition of public health emergency preparedness offered by Nelson et al. 
and by Jennings: “the capability of the public health and health care systems, communities, and 
individuals to prevent, protect against, quickly respond to, and recover from health emergencies, 
particularly those whose scale, timing or unpredictability threatens to overwhelm routine 
capabilities.”2

A promising multilateral development in public health preparedness was the September 2009 
announcement that the United States

 

3

The International Health Regulations (IHRs)

 and a number of other industrialized countries would 
donate a significant proportion of their H1N1 vaccine resources to WHO for onward distribution 
to developing countries. However, subsequent delays in initiating vaccine transfers because of 
vaccine shortages in the United States also revealed the political and bureaucratic obstacles to 
effective international cooperation. A consensus has nonetheless formed within the U.S. 
government and elsewhere that more needs to be done, preemptively and systematically, to 
improve developing countries’ abilities to identify and mitigate the severity of health threats 
arising within their borders. Establishing which developing countries should be given priority in 
this effort is a sensitive, complex challenge. At the same time, a greater diplomatic investment is 
needed to find workable multilateral mechanisms to facilitate the sharing of both biological 
specimens and the resources needed to respond to public health emergencies. Less clear thus far is 
a concrete long-term strategy for the United States to act upon this consensus. 

4

The revised IHRs focus primarily on the concept of a Public Health Emergency of International 
Concern (PHEIC), defined as “an extraordinary event which is determined…(1) to constitute a 

 were revised in 2005 under the auspices of WHO, 
and the new regulations came into force in 2007. The revisions signaled a normative shift in the 
responsibility of states to build their internal capacities to monitor, report, and control emerging 
disease threats, not only to protect their own populations but also to reduce the risk of the 
interstate spread of health threats that could harm the sovereign and commercial interests of 
other states. 

                                                           
 
2 See Christopher Nelson, Nicole Lurie, Jeffrey Wasserman and Sarah Zakowski, “Conceptualizing and 

Defining Public Health Emergency Preparedness,” American Journal of Public Health 97, no. S1 (2007): 
S9-11, http://ajph.aphapublications.org/cgi/reprint/97/Supplement_1/S9; and Bruce Jennings, “Disaster 
Planning and Public Health,” in From Birth to Death and Bench to Clinic: The Hastings Center Bioethics 
Briefing Book for Journalists, Policymakers, and Campaigns, ed. Mary Crowley (Garrison, N.Y.: Hastings 
Center 2008), 41–44, http://www.thehastingscenter.org/Publications/BriefingBook/ Detail.aspx?id=2160. 

3 The White House, “President Announces Plan to Expand Fight Against Global H1N1 Pandemic,” press 
release, September 17, 2009, http://www.whitehouse.gov/the_press_office/President-Announces-Plan-to-
Expand-Fight-Against-Global-H1N1-Pandemic/. 

4 World Health Organization (WHO), International Health Regulations (2005), 2nd ed. (Geneva: WHO, 
2005), http://whqlibdoc.who.int/publications/2008/9789241580410_eng.pdf. 
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public health risk to other states through the international spread of disease and (2) to potentially 
require a coordinated international response.”5

The IHRs mandate governments to collaborate in the creation of a collective global public good, 
providing a legal and conceptual framework that can be used to strengthen public health 
preparedness on an international scale. Fulfilling that objective requires a coherent strategy and 
additional resources, including stronger incentives for governments and other institutions in 
developing countries to invest in building their own capacities. 

 

WHO has the lead responsibility in maintaining a global focus on states’ obligations under the 
revised IHRs. During the uncertain early days of the 2009 H1N1 threat, WHO leadership 
mobilized to rally governments, industry, philanthropies, and others. 

The concept of global health preparedness also intersects with the increasing U.S. commitment 
through the President’s Emergency Plan for AIDS Relief (PEPFAR), which was launched in 2003 
by President George W. Bush, and the new President’s Global Health Initiative (GHI) to 
strengthen national health systems6

There are three looming challenges to addressing new and reemerging global health threats 
outside U.S. borders. There is the need to enhance the technical aspects of a broad “all hazards” 
health preparedness capacity where they are currently weakest, in developing countries. There is 
the related challenge of ensuring that these investments also support overall health system 
strengthening in partner countries, including better integration of preparedness capacity 
development programs with efforts to improve health services focused on, for example, maternal 
and child health, HIV/AIDS, TB, and malaria. Finally, there is the need for multilateral 

 in developing countries. Many of the steps and technical 
capacities required to strengthen national health systems are in fact also fundamental to 
strengthening emergency health preparedness: improving disease surveillance systems, public 
health laboratories, and data management capacity; and training additional epidemiologists, 
laboratory workers, and program managers. The challenge is to create synergies between these 
streams of U.S. global health approaches, which at present are largely not integrated, while taking 
special care to minimize costly duplication, fragmentation, and competition for scarce resources. 
For instance, the National Institutes of Health (NIH), PEPFAR/GHI, and some of the 
preparedness programs at the U.S. Centers for Disease Control and Prevention (CDC) all support 
strengthening laboratory capacities in partner countries. There would be a clear benefit to better 
integration of these efforts. 

                                                           
 
5 Ibid., p. 9. 
6 See, for example, (1) “Health Systems Strengthening (HHS),” http://www.pepfar.gov/strategy/ghi/ 

134854.htm; (2) Michael Reich, Keizo Takemi, Marc Roberts, and William Hsaio, “Global action on 
health systems: a proposal for the Toyako G8 summit,” Lancet 371, issue 9615 (March 2008): 865–869; 
and (3) Julio Frenk, “The Global Health System: Strengthening National Health Systems as the Next Step 
for Global Progress,” PLoS Medicine 7, no. 1 (January 2010): 1–3, http://www.plosmedicine.org/article/ 
info%3Adoi%2F10.1371%2Fjournal.pmed.1000089. 
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mechanisms for resource-poor countries to achieve more equitable access to medicines, vaccines, 
and other commodities critical to addressing public health emergencies. 

The United States possesses exceptional preparedness assets—most notably, its recent experience 
in improving domestic preparedness; its experience and capacities in public health training, 
operational research, and strengthening information systems; and its logistics experience and 
capacity. Through its investments of almost $10 billion per year in health programs and services 
in the developing world, the United States has made global health a foreign policy priority and 
committed U.S. global leadership and prestige to doing more in partnership with others. The GHI 
is the foundation for this effort, building upon the accomplishments of PEPFAR. 

Current U.S. investments in global health preparedness are inadequate and not yet guided by a 
long-term vision that takes full account of the ways that enhancing global health preparedness 
addresses U.S. national interests. Working multilaterally over the next 15 to 20 years, and as an 
integral component of health systems strengthening efforts in developing countries, the United 
States should exert global leadership by helping countries develop a broad “all hazards” public 
health preparedness capacity that can respond to multiple public health scenarios, including 
cross-border disease spread and other public health emergencies. U.S. efforts should concentrate 
on those countries where the greatest risk of new pathogens exist and those countries where the 
United States has the greatest existing investments in health. In addition to the technical 
capacities mentioned previously, U.S. priorities should include investments in pre-emergency 
planning and disease and disaster mitigation strategies. To address all of these outstanding issues 
will require a coherent U.S. strategy for enhancing global health preparedness capacity.7

In the diplomatic sphere, the United States should work with WHO, other UN and international 
agencies, and other multilateral groups to achieve an equitable basis for developing countries to 
have improved access to medicines, vaccines, and other resources needed to respond 
appropriately to public health emergencies. 

 

History 
Global activity to prepare for public health emergencies, including discussion of the need for 
updated IHRs, accelerated in the 1990s after the return of cholera to the Western Hemisphere,8

                                                           
 
7 See, for example, William J. Fallon and Helene D. Gayle, Report of the CSIS Commission on Smart Global 

Health Policy: A Healthier, Safer, and More Prosperous World (Washington, D.C.: CSIS, February 2010), 
http://csis.org/files/publication/100318_Fallon_SmartGlobalHealth.pdf. 

 
India’s 1994 plague outbreak, and the initial documentation of fatal human infection with H5N1 
influenza in 1997 in Hong Kong. Global planning was further spurred by several outbreaks of 
Ebola virus, the multicountry spread of SARS in 2003, the publication and implementation of the 

8 Centers for Disease Control and Prevention, “International Notes: Cholera—Peru, 1991,” Morbidity and 
Mortality Weekly Report 40, no. 6 (February 15, 1991): 108–110, http://www.cdc.gov/mmwr/preview/ 
mmwrhtml/00001912.htm. 
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revised IHRs beginning in 2005, and the continuing global threat of H5N1 avian influenza. More 
recently, growing awareness of the major role of animal viruses as primordial sources of 
significant human disease (e.g., SARS, H5N1 influenza, H1N1 influenza, HIV/AIDS) has 
accelerated efforts to directly address the zoonotic (animal-to-human) spread of infectious 
disease. 

The terrorist events of September 11, 2001, and the subsequent spread of anthrax spores in 
Washington, D.C., and elsewhere galvanized U.S. efforts to improve overall domestic health 
preparedness. Over the next several years, the United States made important progress in 
increasing preparedness in and between its federal, state, and local civilian health systems and its 
military health system.9

The U.S. government has also taken a number of promising steps to strengthen public health 
preparedness in selected developing countries, through expanded training in field epidemiology 
and disease surveillance, through improving diagnostic laboratory capacity and, particularly for 
influenza preparedness, through the training of rapid-response teams. 

 At the same time, the United States embarked upon additional 
international diplomatic efforts to coordinate the global response to pandemic disease threats. 

The 2003 SARS pandemic that began in—and spread from—China highlighted the serious 
problems, including disease spread across international borders, that can result from countries’ 
failure to share critical disease specimens and/or disease surveillance information. 

The 2009–2010 H1N1 influenza pandemic has highlighted recent progress and outstanding gaps 
in global pandemic preparedness planning, coordination, and implementation. Globally, the 
H1N1 response demonstrated both the value of skilled communications in adherence to the 
IHRs10

                                                           
 
9 A significant proportion of U.S. domestic preparedness efforts and resources over the last decade have 

been focused on planning by a number of federal departments for the prevention and mitigation of 
terrorism-related chemical, biologic, or radiation events. 

 and the value of cross-border sharing of outbreak-related data and biologic specimens. 
The H1N1 events also highlighted several preparedness shortcomings, particularly global vaccine 
production bottlenecks, challenges in evolving vaccine technology, communication gaps, and the 
limitations of laboratory and disease surveillance capacities of both developing and industrialized 
countries. In the face of the pandemic spread of H1N1 influenza and an inadequate global vaccine 
production capacity, WHO spearheaded efforts, with limited success, to provide developing 
countries with timely access to influenza vaccines, medicines, laboratory supplies, and other 
commodities needed to respond appropriately to H1N1 influenza. Although a number of 
developing countries did not—and still do not—acknowledge influenza as a significant threat, a 
number of other countries, for example, Mexico, showed impressive leadership in their responses 
to the H1N1 disease control challenge. 

10 Rebecca Katz, “Use of Revised International Health Regulations during Influenza A (H1N1) Epidemic, 
2009,” Emerging Infectious Diseases 15, no 8 (August 2009), http://www.cdc.gov/eid/content/15/8/pdfs/ 
1165.pdf. 
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In a second example of obstacles to sharing information and/or specimens, ultimately 
unsuccessful negotiations were held at high political levels over several years to persuade the 
government of Indonesia to share with WHO influenza reference laboratories, including U.S. 
laboratories, specimens of H5N1 virus that had caused fatal human disease in that country.11 
Before sharing the specimens, the Indonesian government wanted a quid pro quo agreement 
regarding access to any vaccine, drug, or financial benefits coming from the resulting laboratory 
and drug development work.12 At this writing, a new round of high-level efforts to address these 
parallel issues equitably is under way through the efforts of WHO.13

Key U.S. Roles in Building Global Health 
Preparedness 

 

The current U.S. National Security Strategy,14

“Haiti’s devastating earthquake is only the most recent reminder of the human and material 
consequences of natural disasters, and a changing climate portends a future in which the 
United States must be better prepared and resourced to exercise robust leadership to help 
meet critical human needs.” (p. 40) 

 newly issued in May 2010, forcefully makes the case 
for several U.S. roles in aspects of global health preparedness: 

“The threat of contagious disease transcends political boundaries, and the ability to prevent, 
quickly detect, and contain outbreaks with pandemic potential has never been so important. 
An epidemic that begins in a single community can quickly evolve into a multinational health 
crisis that causes millions to suffer, as well as spark major disruptions to travel and trade.” 
(pp. 48–49) 

“We are enhancing international collaboration and strengthening multilateral institutions in 
order to improve global surveillance and early warning capabilities and quickly enact control 
and containment measures against the next pandemic threat… We depend on U.S. overseas 
laboratories, relationships with host governments, and the willingness of states to share health 
data with nongovernmental and international organizations.” (p. 49) 

                                                           
 
11 David P. Fidler, “Negotiating Equitable Access to Influenza Vaccines: Global Health Diplomacy and the 

Controversies Surrounding Avian Influenza H5N1 and Pandemic Influenza H1N1,” PLoS Medicine 7, no. 
5 (May 2010), http://www.plosmedicine.org/article/info%3Adoi%2F10.1371%2Fjournal.pmed.1000247. 

12 David P. Fidler “Influenza Virus Samples, International Law, and Global Health Diplomacy” Emerging 
Infectious Diseases 14, no. 1 (January 2008): 88–94, http://www.cdc.gov/eid/content/14/1/88.htm. Fidler 
notes that this issue emerged after the Indonesian government learned that an Australian company had 
prepared an H5N1 vaccine from an influenza strain provided by Indonesia to WHO. 

13 WHO, “Pandemic influenza preparedness: sharing of influenza viruses and access to vaccines and other 
benefits” (provisional agenda item 11.1, Sixty-Third World Health Assembly, Geneva, Switzerland, April 
15, 2010), http://apps.who.int/gb/ebwha/pdf_files/WHA63/A63_4-en.pdf. 

14 The White House, National Security Strategy, May 2010 (Washington, D.C.: The White House, May 
2010), http://www.whitehouse.gov/sites/default/files/rss_viewer/national_security_strategy.pdf. 
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Clearly, the United States has important roles to play in building health preparedness capacity in 
developing countries. To help reach this goal, it should utilize its domestic preparedness 
experience, including the capabilities of its military services, its unique civilian public health 
assets, and its expertise in training field epidemiologists, health program managers, and other 
public health workers. 

Essential Elements of Public Health Preparedness 

Although the various types of public health emergencies that may occur (e.g., epidemics, natural 
disasters, chemical spills) can have very different characteristics and different response 
requirements, their preparedness aspects have some basic similarities. First, a surveillance system 
is needed that can detect a potential emergency of each type and can use or collect available 
information for a preliminary assessment of its magnitude and severity.15

Domestic U.S. Models of Federally Managed Civilian Health Preparedness 

 If a significant event is 
identified, the next step is a policy decision about the need for an organized response, followed, if 
appropriate, by the implementation of an intervention program and communication with the 
public about the event and about the response. Finally, the evolution of the emergency itself and 
the intervention program need to be monitored to ensure progress toward a resolution. The 
common skill sets for these activities usually include expertise in disease surveillance, field 
epidemiology, laboratory diagnosis, information technology, logistics, risk communication, 
emergency response management, and finally, program evaluation. 

The 1994 publication of a U.S. strategy to reduce the risks of emerging infections16 was followed 
the next year by the creation of a state-based U.S. emerging infection program to carry out 
emerging infection surveillance and research. In subsequent years, planning for a response to 
pandemic H5N1 influenza in humans and post-9/11 concerns about bioterrorism accelerated 
health preparedness planning across federal, state, and local levels.17

                                                           
 
15 For infectious disease emergencies, the basic detection system is often an existing disease surveillance 

system that records the occurrence of specific diseases or events, including deaths, among people seen in 
health care facilities or whose specimens are analyzed at health laboratories. The individual case reports 
are regularly cumulated and analyzed. 

 For example, a number of 
executive branch departments and agencies have collaborated in creating and periodically 
updating a national pandemic influenza plan. Despite criticism that U.S. civilian health 
preparedness efforts focused too narrowly on a single variant (H5N1) of a single virus (influenza),  

16 Centers for Disease Control, “Addressing Emerging Infectious Disease Threats: A Prevention Strategy for 
the United States,” Morbidity and Mortality Weekly Report 43, no. RR-5 (April 15, 1994), 
http://www.cdc.gov/mmwr/preview/mmwrhtml/00031393.htm. 

17 In 2006, the 109th Congress passed the Pandemic and All-Hazards Preparedness Act (S.3678, now P.L. 
109-417), which focused on domestic pandemic preparedness. 
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there is today a consensus that the pandemic influenza planning that has occurred in the United 
States over the last decade, concentrated originally on H5N1, greatly benefitted the United States 
response to the recent H1N1 pandemic.18

To address threats beyond pandemic influenza, CDC has created a network of Preparedness and 
Emergency Response Research Centers (PERRC), currently overseen by CDC’s Office of Public 
Health Preparedness and Response (OPHPR). The explicit PERRC program goal has been to 

 

                                                           
 
18 See, for example, Dennis C. Blair, “Annual Threat Assessment of the U.S. Intelligence Community for the 

Senate Select Committee on Intelligence,” statement for the record, Senate Committee on Intelligence, 
February 12, 2009, http://intelligence.senate.gov/090212/blair.pdf. 

 
Specific Health System Capacities Required for Public Health Preparedness 

 Health information systems and diagnostic laboratories adequate to support disease 
surveillance systems need to be staffed, functioning, and sustained. For purposes of 
International Health Regulations (IHRs), those systems and laboratories need to 
communicate with the agencies that administer international land border crossings, 
seaports, and airports. 

 Unusual disease patterns in the population need to be identified and investigated in a 
timely manner by staff trained in field epidemiology, disease surveillance, and laboratory 
diagnosis. 

 Information on unusual disease patterns needs to be transmitted in a timely way to those 
in authority (both domestically and internationally) who can further assess the 
information, request additional information, and if needed, initiate a response. 

 Appropriate rapid response capacity needs to be in place to initiate disease control 
activities and programs to reduce the risk of both disease spread across international 
borders and the continuing spread of disease domestically. 

 WHO and neighboring countries need to be notified of new or reemerging health threats 
that may be public health emergencies of international concern (PHEIC) under the 2005 
IHRs. 

 Information on both the ongoing health concern and on the government’s responses to it 
needs to be communicated to the public by one or more trusted sources in a way that 
balances the true gravity of the situation with the reassurances needed to avoid panic. 

 Once emergency health responses have been initiated, their effectiveness should be 
assessed methodically in an ongoing way. For example, are interventions actually being 
implemented as planned? Are fewer people becoming ill or dying? Are additional response 
steps required? 

 Finally, once the health concern has been addressed adequately, the entire set of events 
needs to be retrospectively examined in detail to inform future preparedness and response 
activities. 
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strengthen domestic preparedness for infectious disease and noninfectious disease emergencies, 
including acts of terrorism, by linking the needs of state and local health departments to the 
academic expertise available within a consortium of universities.19

 creating and maintaining sustainable preparedness and response systems; 

 Each university has established 
its own program to address one or more domestic research and program priorities, including 

 generating metrics to assess preparedness program effectiveness and efficiency; 

 preparing to address the risks of specific vulnerable populations; 

 enhancing the utility of preparedness training; and 

 improving communications in preparedness and response. 

To date, the PERRC program has not included an explicit focus on health emergencies outside the 
United States. 

Health Preparedness Planning Outside the United 
States 

The International Health Regulations and WHO 

The revised IHRs were intended to “prevent the international spread of disease.” By requiring 
each country to meet certain criteria to ensure the adequacy of its capacity to detect and respond 
to disease within its borders before international spread occurs,20

The revised IHRs both require all 194 states to report certain types of disease events to WHO and 
establish procedures for WHO to follow once it receives such reports. For the first time, the IHRs 
also provide the WHO director general with authority to ask any country for a clarification within 
24 hours of reports of threatening health problems within that country received by WHO though 
nonofficial channels; to declare an event to be a PHEIC; and issue temporary recommendations 
after such an event. The IHRs also aim to limit the interference of disease control activities with 
international trade while the PHEIC is being addressed. 

 the IHRs also provide the 
framework for enhancing national health preparedness capacities. 

Although the revised IHRs have been an important step forward, the IHR process itself lacks (1) 
specific resources for implementation; (2) enforcement mechanisms for governments that fail to 

                                                           
 
19 As of May 2010, the university consortium includes Emory, Harvard, and Johns Hopkins Universities, 

and the Universities of California at Berkeley, California at Los Angeles, Minnesota, North Carolina, 
Pittsburgh, and Washington. See CDC, “Extramural Research Program: Preparedness and Emergency 
Response Research Centers (PERRCs),” http://www.bt.cdc.gov/cdcpreparedness/science/research/ 
PERRC.asp. 

20 WHO has issued informal guidance to countries for IHR implementation. See, for example, WHO, “Ten 
things you need to do to implement the IHR,” http://www.who.int/ihr/about/10things/en/index.html. 
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comply with their responsibility to develop their own internal capacities and report disease 
threats in a timely way; and (3) explicit requirements that better-resourced governments help 
others develop their preparedness capacities. During the negotiations over the revised IHRs, 
however, representatives of developing countries did express their hope that there would be 
expanded international assistance that would help states meet the new preparedness standards. 

In addition, the IHRs are clearly not intended to apply to public health emergencies that are 
unlikely to result in disease spread across international borders.21 For example, they do not 
address in much detail the creation of states’ response capacities for purely domestic health events 
(e.g., earthquakes, floods, large population displacements) that do not result in a risk of 
international disease spread.22

According to WHO, this “all hazards” approach to public health emergencies necessarily involves 
“developing and implementing emergency management strategies for the full range of likely risks 
and emergencies (natural, biological, technological).”

 This boundary issue is important because health systems and 
public health leaders in nearly all states have responsibilities to respond to many different types of 
public health emergencies, including some that do not fall within the purview of the IHRs. 

23

WHO and GOARN 

 

The Global Outbreak Alert and Response Network (GOARN) is a WHO-affiliated network of 
more than 100 technical partner agencies that was created in 2000 to improve international 
coordination of responses to disease outbreaks.24

Other Preparedness Activities outside the United States 

 GOARN’s focus is on rapid and coordinated 
mobilization of teams and other resources to ensure “the rapid identification, confirmation, and 
response to outbreaks of international importance.” GOARN has also created a set of 
international outbreak investigation and response standards. 

The many non-U.S. government health preparedness activities and programs outside the United 
States fall into several distinct categories. Categories with specific examples include: 

 Bilateral funding agencies: The UK Department for International Development (DFID) 
provides funding for projects in developing countries related to various kinds of public health 

                                                           
 
21 Editorial, “Public-health preparedness requires more than surveillance,” Lancet 364, no. 9446 (November 

2004): 1639–1640. 
22 For example, another current major WHO emergency preparedness publication that focuses heavily—

although not exclusively—on natural disaster preparedness does not mention the IHRs. See WHO, Risk 
reduction and emergency preparedness : WHO six-year strategy for the health sector and community 
capacity development (Geneva: WHO, 2007), http://www.who.int/hac/techguidance/preparedness/ 
emergency_preparedness_eng.pdf. 

23 Ibid., p. 11. 
24 See WHO, “Guiding Principles for International Outbreak Alert and Response,” 

http://www.who.int/csr/outbreaknetwork/guidingprinciples/en/index.html. 
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emergencies. Since 2004, DFID has committed to allocate 10 percent of its natural disaster 
response funding for preparedness and disaster mitigation activities. Although some of its 
funding has gone toward preparedness against epidemic infectious disease (e.g., cofunding 
the WHO Disease Early Warning System in Pakistan), it has also funded hurricane recovery 
and preparation efforts in Haiti, a tsunami warning system in 26 Indian Ocean rim countries, 
and flood resilience activities in Mozambique. 

 Operational nongovernmental organizations (NGOs): A large number of NGOs, both U.S. 
(e.g., CARE, International Rescue Committee) and non-U.S. (e.g., MSF, Oxfam/UK) respond 
frequently to international disasters and complex emergencies. In many cases, responses are 
initiated by agency staff who are already in-country working on long-term development 
projects. 

 Public health training organizations: The European Programme in Intervention Epidemiology 
Training (EPIET) is a 24-month field epidemiology training program that is similar in scope 
to CDC’s two-year domestic Epidemic Intelligence Service (EIS). EPIET is linked to the 
European Center for Disease Control (ECDC) located in Stockholm. At the moment, EPIET’s 
trainees are exclusively from EU member or candidate-member countries, and its training 
sites are limited to EU countries.25

 Global and regional disease surveillance and communication networks: A number of global 
disease surveillance networks (e.g., ProMED-mail, HealthMap, Global Public Health 
Information Network) are in operation using various forms of data collection and collation.

 

26 
There are also regional disease surveillance networks with important long-term roles in 
supporting IHRs.27 Finally, an increasing number of NGOs have begun using Web-based 
technologies as a means to both collect emergency-related information and to coordinate 
response and relief activities through enhanced Web-based communications.28

                                                           
 
25 European Center for Disease Control (ECDC), “Decision by the Director of ECDC on Rules Governing 

EUPHEM Fellowship,” Director’s Decision No. 18/2010, http://ecdc.europa.eu/en/aboutus/jobs/ 
Documents/201003_EPIET_Decision_governing_EUPHEM.pdf. 

 

26 See Public Health Agency of Canada, “Global Public Health Intelligence Network (GPHIN), 
http://www.phac-aspc.gc.ca/media/nr-rp/2004/2004_gphin-rmispbk-eng.php#1; HealthMap, 
http://healthmap.org; ProMED-mail, http://www.promedmail.org/pls/apex/f?p=2400:1000. 

27 See Anne Marie Kimball, Melinda Moore, Howard M. French et al., “Regional Infectious Disease 
Surveillance Networks and their Potential to Facilitate the Implementation of the International Health 
Regulations,” Medical Clinics of North America 92, issue 6 (November 2008): 1459–1471, 
http://download.thelancet.com/flatcontentassets/H1N1-flu/surveillance/surveillance-2.pdf. 

28 For examples, see FrontlineSMS, http://frontlinesms.com; InSTEDD, http://instedd.org; and Ushahidi, 
http://www.ushahidi.com. 
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 Chatham House: The Center for Global Health Security at this prominent UK think tank has 
recently placed strong emphasis on the prevention of pandemic infectious diseases at their 
source, before an emergency occurs, through a coordinated multisectoral effort.29

U.S. Government Global Health Preparedness 
Activities 

 

A number of U.S. government agencies have been involved in health preparedness planning in 
other countries, often in cooperation with WHO headquarters and regional offices. 

The U.S. Agency for International Development (USAID) has for several years operated a 
program focused on preparedness for human H5N1 influenza in developing countries, including 
improvements in disease surveillance and in stockpiling of important medications. More recently 
USAID has expanded that program to cover viral and other infections of wildlife outside the 
United States that have the potential to threaten humans, out of the realization that many recent 
global pandemics that put humans at risk (including HIV/AIDS, SARS, H1N1 and H5N1 
influenza) originated through zoonotic transmission.30

In collaboration with the National Oceanic and Atmospheric Administration (NOAA), the 
National Aeronautics and Space Administration (NASA), the U.S. Geological Survey (USGS), and 
several international partners, USAID also funds the Famine Early Warning System Network 
(FEWS NET)

 

31

CDC has for many years sponsored Field Epidemiology Training Programs (FETPs) in resource-
poor countries. FETPs, modeled on CDC’s domestic Epidemic Intelligence Service, are two-year 
training programs located within developing country ministries of health that teach and mentor 
aspects of field epidemiology (e.g., creation and maintenance of disease surveillance systems, field 
survey methodology, disease outbreak investigations, etc.) to mid-level host country physicians 
and other health workers who can then use their new public health skills to create or improve 
various public health programs within their own countries. In some countries, the national level 
FETP concept has been expanded to a three-tiered training pyramid that corresponds to training 
needs for staff at local, district, and national levels.

 to provide timely information on emerging food security issues to U.S. 
contingency planners and policymakers. FEWS NET also carries out various capacity 
development activities in developing countries. 

32

                                                           
 
29 Chatham House, “Shifting from Emergency Response to Prevention of Pandemic Disease Threats at 

Source,” meeting report, Chatham House, London, April 2010, http://chathamhouse.org.uk/files/ 
16393_0410mtg_report.pdf. 

 More recently, the FETP concept has been 

30 See U.S. Agency for International Development (USAID), “Emerging Pandemic Threats: Program 
Overview,” http://www.usaid.gov/our_work/global_health/home/News/ai_docs/emerging_threats.pdf. 

31 See USAID, “About: What is FEWS NET,” http://www.fews.net/ml/en/info/Pages/default.aspx?1=en. 
32 USAID has also provided critical program support to CDC for FETPs in many countries. For a detailed 

description of a regional FETP program at work, see Augusto López and Victor Cáceres, “Central 
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expanded still further to include public health laboratory competency. These latter Field 
Epidemiology and Laboratory Training Programs (FELTPs) include in their training curriculum 
laboratory-based disease surveillance, as well as direct laboratory involvement in disease outbreak 
investigations. 

A critical sustainability aspect of FETPs and FELTPs is that CDC involvement in them is designed 
to be self-limited. Early within each new program, a promising program graduate is invited to 
remain with the program, to become, initially, an assistant director or deputy director, then the 
program’s codirector, and finally, program director. Other FETP graduates may become 
instructors for future FETP classes. The explicit long-term goal is to create and institutionalize a 
sustainable host-country-run FETP that will continue to train future generations of public health 
practitioners and national public health leaders for that country after direct external support has 
ended.33

More recently, CDC has created a network of Global Disease Detection (GDD) Regional Centers, 
based in China, Egypt, Guatemala, Kazakhstan, Kenya, and Thailand, that are designed to 
strengthen the critical infrastructure required for developing countries to meet the IHR 
requirements. An FETP or FELTP forms a core of each of these GDD programs.

 

34

 provides training in field epidemiology and related laboratory methods; 

 For the host 
country and selected neighboring countries, each regional GDD Center: 

 supports the development of capacity to conduct surveillance for emerging infections; 

 assists with pandemic influenza preparedness; 

 helps with investigation and control of zoonotic diseases; 

 trains local rapid responders; 

 strengthens host country capacity for risk communication; and 

 promotes better laboratory systems, including implementing biosafety and biosecurity 
controls. 

In several countries, GDD programs have also collaborated closely in their work with NIH-
funded researchers and nearby Department of Defense (DOD)–supported U.S. military health 
laboratories. 
                                                                                                                                                                             
 

American Field Epidemiology Training Program (CA FETP): a pathway to sustainable public health 
capacity development,” Human Resources for Health 6 (December 2008): 27–32, http://www.human-
resources-health.com/content/pdf/1478-4491-6-27.pdf.  

33 The overall FETP and FELTP program management activity is located in the Division of Public Health 
Systems and Workforce Development within CDC’s new Center for Global Health. That division also 
houses CDC’s Sustainable Management Development Program, which since the early 1990s has focused 
on strengthening skills and capacities of health program managers in developing countries. 

34 A seventh GDD program is under development in India. See CDC, “Global Disease Detection Regional 
Centers,” http://www.cdc.gov/globalhealth/GDD/gddcenters.htm. 



14 | strengthening global health preparedness 

CDC has also recently published a detailed checklist for the assessment of developing countries’ 
capacities to identify and respond to pandemic influenza within their borders.35

CDC’s Division of Global Disease Detection and Emergency Response has been named as a 
PAHO/WHO Collaborating Center on the Revised International Health Regulations. That center 
will help develop on-site core capacities for countries working to meet the minimal IHR 
surveillance and response capacities. 

 Assessments have 
been carried out in a number of countries, but the results are not publicly available. 

Over several years, different components of the U.S. Department of Health and Human Services 
(HHS) have provided resources to national public health laboratories in many countries in order 
to help build surveillance capacity for detection of H5N1 and H1N1 influenza. Similar resources 
have also been provided to other more specialized laboratories, such as the Institutes Pasteur; the 
Gorgas Memorial Institute, Panama; and the International Center for Diarrhoeal Disease 
Research, Bangladesh. 

The U.S. Department of Agriculture (USDA) Animal and Plant Health Inspection Service 
(APHIS) has an international mission to “protect and promote U.S. agricultural health through 
internationally based animal and plant health expertise.”36

DOD’s most visible global health program is its Overseas Humanitarian, Disaster, and Civic Aid 
(OHDACA) Program,

 APHIS veterinarians are stationed at 
several places around the world to help address zoonotic disease concerns and to support local 
and regional agriculture ministries. Recent efforts have emphasized H5N1 influenza surveillance 
and control. APHIS also carries out capacity-building programs in developing countries to 
strengthen veterinary emergency preparedness to detect and mitigate the spread of animal 
diseases, including zoonotic transmission. 

37

Beyond OHDACA, a number of DOD health laboratories operate in developing countries.

 which among other activities has provided training in developing 
countries in disaster response and other health system concerns, helped develop health system 
infrastructure (including disaster response infrastructure), and funded several H5N1 surveillance 
activities. 

38

                                                           
 
35 CDC, National inventory of core capabilities for pandemic influenza preparedness and response (Atlanta: 

U.S. Department of Health and Human Services, 2010), http://www.cdc.gov/flu/professionals/training/ 
pdf/national_inventory_of_core_capabilities.pdf. 

 Even 
though their primary focus remains research on the control of diseases directly threatening U.S. 

36 U.S. Department of Agriculture, Animal and Plant Health Inspection Service (APHIS), “About APHIS,” 
http://www.aphis.usda.gov/about_aphis/. 

37 Margaret E. Bordeaux, Lynn Lawry, Eugene V. Bonventre, and Frederick M. Burkle Jr., “Involvement of 
the U.S. Department of Defense in Civilian Assistance, Part I: A Quantitative Description of the Projects 
Funded by the Overseas Humanitarian, Disaster, and Civic Action Program,” Disaster Medicine and 
Public Health Preparedness 4, no. 1 (2010): 66–73. 

38 In collaboration with host country militaries, DOD-supported health laboratories currently operate in 
Egypt (U.S. Navy), Kenya (U.S. Army), Peru (U.S. Navy), and Thailand (U.S. Army). A U.S. military 
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military personnel and military operations, these laboratories also routinely provide critical 
diagnostic and other support to their host country ministries of health, to CDC, and/or to other 
civilian disease control activities in nearby countries. 

DOD’s Armed Forces Health Surveillance Program is home to the DOD Global Emerging 
Infection Surveillance and Response System (GEIS), established in 1997 to monitor infectious 
diseases outside the United States.39

Finally, DOD also has large airlift, sealift, and other logistics capacities that can be made available 
for use in emergency responses. 

 

Challenges to Building Health Preparedness in 
Developing Countries 
 Absence of an integrated U.S. strategy. There is at present no U.S. whole-of-government 

strategy on global health preparedness in terms of the steps that need to be taken, in which 
countries, over what time frame, at what cost, and led by which U.S. department or agency. A 
concerted U.S. effort will need to define long-term strategic goals, means of oversight and 
measurement, and clear lines of authority. 

 Uncertain resource requirements. We do not currently have credible estimates of the ultimate 
costs of improving global health preparedness. Better estimates will require clarification of 
both the boundaries of the preparedness concept and a set of concrete goals for improving 
preparedness. For example, a focus exclusively on activities to help governments meet their 
obligations under the revised IHRs would likely have a smaller resource requirement than a 
focus that includes an “all hazards” response capability. In addition, the average FETP or 
FELTP program requires six to seven years of external support before it becomes self-
sustaining. Host governments’ long-term budgetary commitments will be critical, as will 
burden sharing among industrialized country donors and international organizations. 

 Uncertain access of developing countries to necessary skill sets and commodities during public 
health emergencies. A major challenge for the global community is creating a mechanism to 
provide affordable and timely access for developing countries to medicines, vaccines, and 
other commodities needed to respond effectively to domestic public health emergencies. 
Meeting that challenge will require sustained negotiations and a concerted diplomatic 
investment. 

                                                                                                                                                                             
 

laboratory in Indonesia is in the process of relocating to another country. A number of other U.S. 
military laboratories have ongoing collaborations with non-U.S. medical diagnostic and research 
laboratories. 

39 In early 2008, GEIS became the Division of GEIS Operations within the Armed Forces Health 
Surveillance Center. See Armed Forces Health Surveillance Center, “Global Emerging Infections 
Surveillance and Response Systems (GEIS) Operations,” http://www.afhsc.mil/geis. 
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 Uncertain developing country prioritization of health preparedness capacity. Some of the 
resource burden of building sustainable preparedness capacity must necessarily be borne by 
developing countries themselves. New incentives may need to be created to encourage 
developing countries to prioritize health preparedness. 

Recommendations for a New U.S. Approach to 
Global Public Health Preparedness 
Much has been learned in the past several decades about the threat of pandemics, natural 
disasters, and other public health emergencies and about the shared interest in building a 
common global framework for surveillance and response. In that regard, the advent of stronger, 
improved IHRs has been a true step forward. 

To make the case to the American people for a long-term strategic commitment to global 
preparedness, it will be critical to tie investments convincingly to U.S. national security interests. 
That goal can be accomplished through a sharp focus on both those countries most likely to be 
the sources of new pathogens, concentrated in Asia, and those African countries where the United 
States already has multiple investments in health. It will also be critical to demonstrate that 
partner governments are stepping forward with greater commitments of their own—in budgets, 
training of personnel, and promotion of nongovernmental and private-sector involvement. 
Success in that regard will hinge, to some degree, upon enhanced incentives for developing 
governments to make preparedness a national priority. 

There are four key steps to building a long-term strategic U.S. approach to global preparedness. 

1. The United States should work with WHO to achieve consensus with other potential 
collaborators on a common strategy for improving health preparedness. 

 In collaboration with WHO and other UN organizations, the European Union, other 
potential collaborators, and individual developing country governments, a common 
strategy and a consensus set of generic goals for health preparedness capacity building 
(e.g., minimum national capacity in disease surveillance or laboratory capacity) should be 
agreed on for each developing country. 

 Options should be explored for sharing the various preparedness capacity-building 
burdens and responsibilities among industrialized countries and international 
organizations. 

 The United States should collaborate with WHO and other groups toward the creation of 
an ongoing inventory of activities of all international groups, including NGOs, working 
to contribute to health preparedness capacity building in developing countries. In this 
regard, online communication networks, such as the UN ReliefWeb,40

                                                           
 
40 See, for example, ReliefWeb, http://www.reliefweb.int/rw/dbc.nsf/doc100?OpenForm. 

 for organizations 
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and individuals responding to natural disasters and complex emergencies should be 
considered as a model. 

 Within each developing country, external governments and other groups planning 
activities to enhance health preparedness capacity need to take national disease control 
priorities and goals into account. Guidelines for the implementation of preparedness 
activities need to be adapted to local circumstances. Indigenous NGOs need to be 
involved in the planning and implementation process. More specifically, the United 
States should ensure that its own and others’ efforts to improve emergency preparedness 
capacity in developing countries also contribute to the parallel U.S. and global goal of 
strengthening developing countries’ overall national health systems. In addition, U.S. 
government agencies and their partners should make harmonization of their efforts an 
explicit and measured goal. 

2. The U.S. approach to improving global health preparedness and other aspects of health 
systems strengthening should have a single strategy and a single set of coordinated 
investments. 

 As one component of an overarching U.S. global health policy, a coherent strategy to 
guide respective U.S. agency role(s) and budgets in helping build sustainable global health 
preparedness capacity in developing countries can facilitate progress. This strategy should 
prioritize geographic regions or individual countries. 

 U.S. support for, and activities in, global health preparedness need to be coordinated—
and perhaps sometimes integrated—among all U.S. agencies involved (USAID, CDC, 
Fogarty Center/NIH, HHS, Food and Drug Administration, APHIS/USDA, Department 
of State, DOD) and their operational partners and grantees (e.g., universities, other 
NGOs). A single high-level interagency steering group should be established for this 
purpose with the authority to review annual budget requests and implementation plans. 
Members of this group must be familiar with global preparedness concepts; with the 
perspectives, technical capacities, funding mechanisms, and comparative advantages of 
each agency; and with the track record of past interagency collaborations. One useful 
starting point might be a close examination of laboratories in key countries, many of 
which receive funding from different U.S. departments and agencies. 

 Collaborations between overseas U.S. military health activities and nonmilitary U.S. 
health agencies should be encouraged and expanded as part of U.S. support for global 
preparedness activities. Better communications and greater cross-fertilization between 
U.S. civilian agencies (CDC/USAID/APHIS, etc), and DOD’s medical laboratories, 
OHDACA program, and its other surveillance-based programs, including the routine 
sharing of staff, training skills, and technical expertise, can lead to more coherent and 
effective U.S. participation in global health preparedness capacity development. 
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3. Preparedness training should be based on field-tested models. 

 The United States should continue to scale up global investments in public health training 
at all levels, using sustainable models and methodologies (e.g., FETPs, FELTPs, GDDs). 
The goal for each country should be an indigenous, self-sustaining national or regional 
training and preparedness capacity. 

 The domestic experience of CDC-supported PERRCs should be examined to understand 
whether their expertise in helping develop preparedness capacity could prove useful in 
one or more developing country settings. 

 Prevention, detection, and control strategies that were emphasized at the Chatham House 
pandemic preparedness meeting41

 Program evaluation should be a routine component of any U.S.-funded programs to 
improve health preparedness capacity in other countries. 

 should be explored. 

4. Intensified U.S. diplomacy, in collaboration with the United Nations and others, is 
essential to resolve controversies over specimen and resource sharing needed as a key step 
to building trust in developing countries. 

 Specific efforts should focus on arranging access to the resources needed for developing 
countries to create and maintain health preparedness capacities, including equitable 
access to medications and other commodities needed to respond to public health 
emergencies. Such access should be an integral component of any country-specific 
preparedness capacity development efforts. 

 Encouraging local or regional manufacture of medications and other commodities 
needed to develop and maintain preparedness capacities should be explored as a way of 
incentivizing the participation of individual developing countries in the preparedness 
capacity development process. 

 The concept of regional stockpiles or a global preparedness stockpile should be 
investigated as a more efficient alternative to national stockpiles, perhaps benefitting from 
the experiences of USAID,42 UNICEF,43

                                                           
 
41 See Chatham House, “Shifting from Emergency Response to Prevention of Pandemic Disease Threats at 

Source.” 

 and others. 

42 USAID’s Office of Foreign Disaster Assistance maintains a warehouse at a U.S. military depot in Livorno, 
Italy, which houses a stockpile of commodities (e.g., water purification equipment, water bladders and 
containers, plastic sheeting, personal hygiene kits) used to respond quickly to natural disasters. See U.S. 
Army Garrison Livorno, http://www.usag.livorno.army.mil/News150.html. 

43 UNICEF’s Copenhagen warehouse contains a wide variety of emergency kits and supplies, including 
some stored by UNICEF on behalf of the Office of the UN High Commissioner for Refugees (UNHCR) 
and for the International Red Cross. See UNICEF, “Supplies and procurement,” http://www.unicef.org/ 
supply/index_warehouse.html. 
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Conclusion 
This analysis begins and ends at the same point. We have entered a new era, and we need to use 
what we have learned in recent years to devise a more effective global health preparedness scheme 
that strengthens both collective security and the health security of individual nations. The United 
States can do this by leveraging U.S. leadership and special assets and by working more effectively 
with partner governments and multilateral organizations. This long-term, strategic challenge calls 
for high-level oversight, effective forward planning, and most importantly, an unprecedented 
unity of U.S. government efforts. 
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