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New rules on international public health security

A new set of rules on how WHO’s 193 Member States will handle disease outbreaks 
and other emergencies that could have international public health implications enter 
into force this month. The International Health Regulations (IHR) were revised in 2005 
and have since been published in all six official United Nations’ languages. Now the 
onus is on countries to implement the regulations. But in order to do this, they need 
to build their own capacity to detect, assess, notify and report “events”, which may 
be a disease outbreak, a chemical spill or an unusually high number of deaths in a 
community. Countries also need to build capacity to respond to public health risks 
and emergencies of international concern within their borders, such as containing 
an outbreak. In this interview, Dr Guénaël Rodier, director of International Health 
Regulations Coordination, describes the challenges that Member States face as they 
prepare to take on their new responsibilities.

Dr Guénaël Rodier earned his MD and public health 
qualification at the University of Paris in his native 
France. He started his career as a private general 
practitioner in Djibouti in 1983, then joined the London 
School of Hygiene and Tropical Medicine in 1989 before 
working as an epidemiologist at the US Naval Medical 
Research Unit No. 3, in Egypt for four years. From 2000 
to 2005, Rodier was director of WHO’s communicable 
disease surveillance and response unit. In 2006, he 
was special adviser for communicable diseases to the 

regional director of WHO’s Regional Office for Europe. He was appointed director 
of International Health Regulations coordination at WHO in Geneva in 2007.

W
HO

Dr Guénaël Rodier

Q: Are Member States adequately 
informed about the purpose of the Inter-
national Health Regulations (2005) and 
their role?
A: It was Member States who proposed 
and revised the regulations. But, of 
course, we understand that when you 
participate in a revision process it is not 
the same as implementing the regula-
tions. That’s why we are developing 
information materials and are setting up 
meetings and training sessions with the 
Regional Offices for countries’ “National 
IHR Focal Points” that are responsible 
for liaising with WHO on the IHR, as 
well as for WHO country offices and 
other staff who would be on the front 
line should an event with international 
public health implications occur. We are 
developing an IHR e-training session 
for senior officials from countries. They 
need to know what the new procedures 
are starting 15 June 2007, so we are 
preparing guidelines and an interactive 

training module. We are exploring the 
possibility of providing comprehensive 
education through a Masters degree 
in international health security in 
collaboration with several European 
universities. This degree would be open 
to anyone who is interested in this area 
of study, including staff from ministries 
of health. It is important to note that 
as a regulatory text the IHR requires 
consistent implementation across 
countries; however, there is room for 
regional variations in the way capacity 
is strengthened.

Q. WHO is charged with monitoring 
Member States’ compliance with the new 
legally binding regulations, but how 
will it enforce them? There are plenty of 
disincentives for countries, such as fear 
of damaging trade and tourism, but are 
there incentives to comply?
A: It’s a very common question: “Where 
are the police?” When you have a traffic 

regulation, you comply because there is 
a police officer to monitor whether you 
comply and you get fined if you don’t. 
There are no police or fines here. There 
are, however, strong incentives for 
countries to comply. In today’s informa-
tion society, you cannot ignore or hide a 
problem for very long. You can perhaps 
ignore or hide an event for a day or two, 
but after a week it’s virtually impossible. 
WHO and its partners have a powerful 
system of gathering intelligence that will 
pick anything up immediately. Today, 
events are often initially reported, not 
by a Member State, but by non-offi-
cial sources such as the media, NGOs 
(nongovernmental organizations), 
our network of collaborating centres, 
laboratory networks and partners in the 
field. I don’t know of a single country 
that is keen to report a problem and, 
you are right, their first reaction is to say 
“let’s wait and try to control it, we won’t 
notify immediately”, but in a matter of 
days WHO will know anyway, then, ac-
cording to the IHR, WHO will request 
the country to verify the event and ac-
knowledge receipt of this request within 
24 hours. One of the incentives for 
countries to report such events is that 
these will already have been reported via 
the electronic highway. We will be in a 
much better position to help if we have 
been involved early on by the affected 
country. The fear of being named and 
shamed by the media and other coun-
tries concerned by the situation is in 
itself an incentive.

Q: There are past examples of some 
countries downplaying the significance 
of disease outbreaks, such as China with 
SARS (severe acute respiratory syndrome). 
This could happen again with another 
country and another health threat. What 
will happen if a Member State fails to 
comply with the IHR?
A: The price for non-compliance will 
be a damaged image and potential 
economic losses, which could have 
been avoided. A country that knows 
something and does not report it may 
make a short-term economic gain, but 
will incur long-term losses when it 
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gains a reputation as being unreliable 
as a country and as a business partner.

Q: How will governments know which 
disease outbreaks or other incidents with 
international public health implications 
to report to WHO?
A: This is covered in Annex II of the 
IHR. In the old days you had a list of 
diseases to report, you had it or you 
didn’t have it, it was “yes” or “no”. Now 
we are asking countries to assess the 
situation and exercise judgment. The 
IHR (2005) are telling countries that 
we don’t want to know about every 
case of cholera, but only those events 
which may constitute a public health 
emergency of international concern. 
However, we do want to know about 
every case of four diseases: SARS, small-
pox, wild-type polio and new strains 
of human influenza. Disease outbreaks 
should be reported if there are public 
health implications. For example, spo-
radic cases of cholera are not unusual in 
sub-Saharan Africa, but in a Scandina-
vian country, where you do not expect 
to find cholera, an outbreak would 
merit a notification. Disease outbreaks 
must always be investigated, analysed 
and assessed as public health risks. The 
IHR (2005) include an algorithm to 
help countries decide whether to notify 
WHO. If you don’t have to notify ini-
tially, you may re-assess the event after 
more information is available. Even 
with the algorithm, exercising judgment 
can be difficult, that’s why countries 
can consult WHO if they are not sure.

Q: What is WHO doing to help govern-
ments improve their disease surveillance 
and outbreak response? Wealthy countries 
will benefit from sound disease surveil-
lance and outbreak response in developing 
countries, so are the wealthy contribut-
ing to building capacity in less affluent 
countries?
A: Countries are required to build 
capacity for disease surveillance and out-
break response under the regulations. 
Member States asked for this and have 
committed themselves to doing it, so I 
hope they can find resources as this is 
in the interest of each individual coun-
try, and, yes, will benefit all. An initial 
investment is needed, then, once it is 
up and running, the system needs to be 
maintained. Funding is critical. Tech-
nology transfer will play a role. Much of 
this work is likely to be funded on a bi-

lateral basis and many countries in need 
are already in touch with institutional 
development partners. Development 
partners are interested, but the challenge 
is to find out how much it will cost and 
for how long. Countries have two years 
to make an assessment of their existing 
capacities; they must also develop  
national plans of action and to make 
a cost estimate. Then they have three 
years to implement the national plan, 
with two possible extensions of two 
years on the basis of justified needs.

Q: But even if developing countries receive 
donor funds for the initial investment, 
how can they afford to run expensive new 
disease surveillance and outbreak response 
systems? How can they justify spending 
substantial resources on an emergency, 
when the burden of disease for chronic 
conditions, such as tuberculosis and 
malaria, is so much greater?
A: You are right, they can’t use the 
money for treating tuberculosis or ma-
laria to pay for IHR implementation, 
so they will have to be innovative and 
find other budget lines, outside the 
health sector, such as those for security. 
In the IHR, public health overlaps 
with national security. Unless a govern-
ment creates a special body to ad-
dress both public health and national 
security, it is not easy to get these two 
sectors working together. These sectors 
represent different cultures, different 
magnitudes of money and different 
approaches. Security budgets are based 
on risk management. Governments 
buy tanks, weapons, etc., and continue 
to receive budget lines even if they 
don’t use them. If public health did 
not use hospitals and other facilities, 
its budget would be cut. At present, 
we are asking the public health sec-
tor to cover the cost of preparing for 
something that may never happen, so 
it might make more sense to allocate 
security budgets for this.

Q: How will it be possible to implement 
the IHR in decentralized states, such as 
Germany, India, Nigeria and the United 
States of America (USA)? What happens 
when the national government is unable 
to ensure coordination with local and 
regional authorities when reporting 
health threats?
A: A meeting in Ottawa, Canada, last 
year brought together a number of 
federal countries where specific techni-

cal issues related to federalism were 
discussed. States had until 15 December 
2006 to make reservations to one or 
more of the regulations’ provisions. 
Only one country, the USA, made a 
reservation about implementation, 
saying it would implement the IHR 
(2005) in line with the principles of 
federalism.

Q: The IHR used to cover three diseases: 
yellow fever, plague and cholera. Now they 
cover the outbreak of many diseases as well 
as chemical and nuclear accidents, labora-
tory accidents and bioterrorism attacks. 
Many countries cannot count the number 
of people who die, let alone record the 
causes. How can they be expected to carry 
out effective surveillance and monitoring 
of all of these public health events?
A: A public health emergency is not just 
a public health problem – it’s a com-
munity problem. So these events do get 
reported, if not by the public sector, by 
the media and the community, when 
witnesses see people dying or taking ill 
in unusual ways. Whatever occurs, it is 
picked up by the media, is digitalized 
and then picked up by the country 
and by others, including WHO and its 
partners through epidemic intelligence 
activities. In more than 90% of cases, 
when something is reported by the me-
dia, it may be mislabelled, but it is a real 
event worthy of an investigation. The 
challenge for countries is to develop a 
mechanism to respond to a rumour, for 
instance, that many people have died. 
They need to have epidemic intelligence 
teams that are ready to investigate rap-
idly at anytime something reported by 
the media, the community, an NGO 
or whoever.

Q: But if you send experts to the scene 
based on inaccurate media reports you 
waste precious resources? You need reliable 
information.
A: We do send in experts based on reli-
able information and an investigation 
team is only fielded at the request of 
the country and following a thorough 
assessment that there is a need for a 
response. There is a verification process, 
so countries are required to provide 
WHO with sound technical informa-
tion. One of the key elements is risk 
assessment. We know that you do not 
assess an event in one day. You get initial 
information, then more information. 
So usually it takes five or six days for a 
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proper assessment of an event and its 
probable importance. That’s why WHO 
has set up the Global Outbreak Alert 
and Response Network (GOARN) 
mechanism. If a country requests 
assistance, WHO can send staff with 
the right technical skills, and also the 
right language and culture, to join the 
ministry of health authorities and help 
them investigate.

Q: Why was SARS the trigger for revising 
the IHR?
A: The real trigger was earlier: a plague 
outbreak in India in 1994 and an Ebola 
outbreak in Zaire in 1995. After these, 
the World Health Assembly said we 
needed to revise these obsolete regula-
tions. WHO had been revising the 
regulations for a few years when SARS 
struck. SARS made the whole world 
realize how urgent it really was to 

revise the regulations and this sense of 
urgency was further boosted by H5N1 
[avian influenza]. In 2006, a year after 
the adoption of IHR (2005), countries 
recognized the importance of the new 
rules and agreed to implement the IHR 
(2005) immediately on a voluntary 
basis for events related to avian and 
pandemic influenza, in advance of 15 
June 2007 when the regulations enter 
into force.  O

 

 

 

 

 

 

 

 

 

 




