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Abstract

One year before the onset of the Covid-19 pandemic, the Global Health Security Index
(GHSI) ranked the United States first in the world in preparedness for the outbreak of a
novel infectious disease. In turn, a number observers have asked why the US, despite this
high ranking, proved to be so ill-prepared for the pandemic. This article argues that we
should, rather, pose a different question about the significance of the GHSI: We should
ask what “health security”meant from the perspective of this comparative index, and how
itwas formulated as ameasurable condition. The article examineswhy this system formea-
suring and comparing pandemic preparedness among different countries was developed in
the first place, what its goals were, and how these goals directed the attention of the index
towardmeasuring certain capabilities and not others as keys to calculating and comparing
levels of national readiness.
Keywords: Preparedness; Covid-19; indicators; measurement; health security.

Acknowledgements

An earlier version of this paper was presented at a conference on “Localizing Global Secu-
rity” held at the University of Marburg. I am grateful to Sven Opitz and Andreas Folkers
for their helpful suggestions. Iwould also like to thankManjariMahajan for her comments
on an earlier draft. The material in this paper on ColdWar mobilization practices is based
on collaborative research conducted with Stephen Collier.

Copyright © 2021 Andrew Lakoff

The text in this work is licensed under the Creative Commons BY License.

https://creativecommons.org/licenses/by/4.0/

25

https://doi.org/10.6092/issn.1971-8853/13604
https://creativecommons.org/licenses/by/4.0/


Preparedness Indicators Sociologica. V.15N.3 (2021)

During the first year of the coronavirus pandemic, the belated, disorganized and frag-
mented response of the United States repeatedly prompted the question: why had the
country been caught so unprepared? In this period, the death toll from Covid-19 in the
United States was among the highest in the world, leading observers to compare the nation’s
pandemic response unfavorably to that of other advanced industrial countries, and to seek
explanations for its apparent inability to develop a coherent response. “The United States
is among the hardest-hit nations in the world, with more than 327,000 deaths, 18 million
infected, the fourth-highest per capita mortality rate among nations and more suffering
to come,” editorialized the Washington Post (2020), “What went wrong?” A comparative
study of national responses to the pandemic similarly pointed to the puzzle of “why some
nations have contained the virus completely while others have struggled to prevent multiple
waves of community transmission,” noting that “despite the impressive US achievements in
biomedicine, and despite extensive planning for pandemic preparedness, the US record in
addressing the public health crisis of Covid-19 is among the worst in the world” (Jasanoff et
al., 2021).1

The question of why the US response to Covid had failed so spectacularly was all the more
perplexing in considering the amount of attention and resources that the federal government
haddevoted topreparing for anoutbreakof anovel infectious disease over theprior twodecades
(Lakoff, 2017). An initial drive for biological preparedness began in the late 1990s, as biode-
fense officials became concerned about the whereabouts of Cold War era bioweapons and the
prospect of a future biological attack, leading to the creation of a Strategic National Stock-
pile of biomedical countermeasures. The 2001 anthrax letters led to further biosecurity initia-
tives, such as the passage of Project Bioshield, designed to enable the government to develop,
acquire, and stockpile biomedical countermeasures against bioweapons threats. In the wake
of the 2002–2003 SARS outbreak, and as the specter of avian flu came to the attention of
US health and security officials, the problematic of preparedness extended beyond biological
weapons to address the threat posed by “emerging infectious diseases” such as pandemic in-
fluenza. Among other measures, antiviral medications and equipment for managing a respira-
tory disease outbreak were added to the national stockpile. During this period, the US Home-
land Security Council released the National Strategy for Pandemic Influenza (White House,
2005), the Centers for Disease Control made federal funds available to incentivize local pub-
lic health agencies to improve their pandemic readiness, and the National Institutes of Health
greatly increased its support for basic research in influenza virology. Meanwhile, pandemic
preparedness efforts extended internationally. In 2005, with support from the US Centers for
Disease Control, theWorld Health Organization revised its International Health Regulations,
a set of legally binding measures for managing infectious disease outbreaks, in order to make
it easier for health authorities to detect an emerging disease outbreak and to coordinate inter-
national response at an early stage (World Health Organization, 2005). Multiple governmen-
tal and non-governmental organizations ran test exercises that simulated catastrophic disease
outbreaks, exposing vulnerabilities in public health systems and pointing to policy solutions.
These various efforts continued over the following decade, in relation to events such as the 2009
H1N1 pandemic, the 2014 Ebola epidemic in West Africa, and anxieties around birth defects
linked to the spread of Zika in Latin America in 2016.

As the nation that had initiated and provided support formany of these efforts, the United

1. Moreover, as a prominent journalist put it, summarizing the position of a range of public health experts, “al-
most everything that went wrong with America’s response to the pandemic was predictable and preventable”
(Yong, 2020).
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States was arguably the world’s capital of pandemic preparedness. A 2019 assessment con-
ducted by twoWashington,DC-based think tanks, theNuclear Threat Initiative and the Johns
Hopkins Center for Health Security, confirmed US leadership in the field, ranking the United
States first among195 countries “in their readiness to dealwith the threat of an epidemic or pan-
demic” (Center for Health Security, 2019). The analysis, entitled the Global Health Security
Index (GHSI) was the “first comprehensive assessment and benchmarking of health security
and related capabilities” among the state parties to the revised International Health Regula-
tions. In the GHSI rankings, the US was rated well ahead of countries that, observers later
agreed, were far more successful in responding to the early stages of the coronavirus pandemic,
including South Korea (rated #9), Germany (#14), Singapore (#24) and Vietnam (#50). In late
February 2020, President Donald Trump cited the GHSI rankings in assuring the American
public of the nation’s readiness for the arrival of the novel coronavirus, boasting that after com-
paring the “countries best and worst prepared for an epidemic,” the index had concluded that
“the United States, we’re rated No. 1” (Alltucker & Hauck, 2020). Six months later, a New
York Times columnist pointed to the GHSI in describing the US response as a “colossal failure
of leadership,”writing that “the paradox is that a year ago, theUnited States seemedparticularly
well positioned to handle this kind of crisis” (Kristof, 2020).2 More generally, as the pandemic
unfolded, the index became a source of interest and curiosity for a range of commentators: how
was it possible, they asked, that the top rated country in preparedness for a future pandemic
could have fared so comparatively poorly in its response to Covid-19?

In this essay, I suggest that the question of the significance of this index of national pre-
paredness should be posed somewhat differently. Rather than asking why the United States,
despite being ranked so highly in the GHSI, proved to be so ill-prepared for the coronavirus
pandemic, we should ask: how did this index formulate “health security” as a measurable con-
dition? What was the purpose of this comparative project of assessment, and how did this
purpose direct the attention of the index toward measuring certain capabilities and not others
as keys to calculating and comparing levels of national readiness?3

1 The Project of Global Health Security

The Global Health Security Index’s effort to measure and compare national levels of pandemic
preparedness resembles other comparative efforts to quantify national well-being that are asso-
ciated with fields such as international development. One can point, for instance, to theWorld
Bank’sWorld Development Indicators, theUnitedNations’Human Development Index, or the
“global indicator framework” of the UN Sustainable Development Goals.4 These various an-
alytic instruments are tools for the enactment of a form of global biopolitics (Collier & Ong,

2. The Washington Post similarly noted that “[w]hen a group of experts examined 195 countries last year on
howwell prepared they were for an outbreak of infectious disease, the United States ranked best in the world”
(2020).

3. As Manjari Mahajan has argued in a perceptive critique of the assumptions underlying this system of indica-
tors, “we need to interrogate the prevailing paradigm of global health security that informs instruments such
as the GHS Index.” (2021, p. 205)

4. The World Bank reports that its “World Development Indicators is a compilation of relevant, high-quality,
and internationally comparable statistics about global development and the fight against poverty. The
database contains 1,400 time series indicators for 217 economies and more than 40 country groups, with
data for many indicators going back more than 50 years.” See: https://datatopics.worldbank.org/world-
development-indicators/
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2003). Such comparative measurement tools generate quantitative data on domains of social
and economic life, providing targets for policy interventions and enabling technocratic assess-
ment of the efficacy of such interventions. These comparative indices are particularly useful to
multilateral agencies and philanthropic foundations that seek to measure the effectiveness of
donor-funded programs to improve the well-being of populations at the global scale. For its
Human Development Index, the United Nations Development Program calculates and com-
pares average life expectancy at birth, years of schooling, and per capita income for all coun-
tries in the world, and then ranks each country according to its overall score.5 Similarly, the
WorldBankhas introduced “WorldDevelopment Indicators” to enable national comparisonof
poverty rates, population growth, agricultural yield, military expenditures, and other elements
of national life.6 The United Nations’ Sustainable Development Goals framework includes
231 unique indicators for monitoring a country’s path toward sustainable development, such
as undernourishment, maternal mortality, and rates of infectious disease.7

While similar in its aspiration to enable comparison across a diverse range of national con-
texts, the Global Health Security Index is distinct from these other biopolitical devices in that
it does not rely on measurements of the actual welfare of national populations — whether in-
come levels, longevity, infant mortality, or rates of malnutrition. Instead, it seeks to measure a
virtual capacity: whether a nationwill be able to respond adequately to a potential future event
— the emergence of a novel infectious disease. It does not assess the health and wellbeing of a
given population in the present, but rather the capabilities of a national public health system
in the event of a future outbreak. The broad categories of capability that are included in the
GHSImeasuring system include “prevention of the emergence or release of pathogens,” “early
detection and reporting for outbreaks of potential international concern,” and “rapid response
to and mitigation of the spread of an epidemic” (Center for Health Security, 2019, p. 8). By
generating such anticipatory knowledge about a country’s ability to detect andmanage a future
outbreak, the index can point to sites of present intervention that would improve its condition
of “health security.”

Here it is useful to step back for a moment to ask: why was it considered important, for
those who formulated the GHSI and their patrons, to measure the health security of every na-
tion in the world? As we will see, this initiative was one element in a larger effort by a group
of international health specialists to improve the world’s preparedness for future outbreaks of
emerging infectious diseases, a project termed “global health security.” As part of the project
of global health security, international health and security experts sought to understand the
current level of pandemic preparedness of each country. This required, first of all, the develop-
ment of standard metrics that could identify the elements of national preparedness and make
disparate settings comparable (Alder, 1998; Rottenberg et al., 2015). The “global health secu-
rity indicator” served as such ameasuring device, making it possible to quantify and compare a
condition of preparedness across a variegated landscape of national public health systems. The
GHSI, then, sought to assess how far each country was along the path toward health security,
and to provide targets for improvement.8 The index, then, served as the technical basis of a
normative framework: as its authors put it, “over time, the GHS index will spur measurable

5. See http://hdr.undp.org/en/content/human-development-index-hdi.
6. See https://datatopics.worldbank.org/world-development-indicators/.
7. See https://unstats.un.org/sdgs/indicators/indicators-list/.
8. For critical analyses of this impulse toward measurement and targeted improvement in the context of devel-

opment, see Ferguson (1994) and Li (2007).
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changes in national health security and improve international capability to address” the risk of
“infectious disease outbreaks that can lead to international epidemics and pandemics” (Center
for Health Security, 2019, p. 31).

The project of establishing a global formof health security had been launched over a decade
before the publication of GHSI, with the 2007 release of a report from the World Health Or-
ganization entitled A Safer Future: Global Public Health Security in the 21st Century (World
Health Organization, 2007). The WHO report — and the technical and organizational ini-
tiatives that accompanied it — focused on a distinctive type of event, what it called a “pub-
lic health emergency of international concern.” According to the WHO framework, such an
emergency could be declared in response to a “naturally-occurring” outbreak of an emerging
pathogen, an intentional biological attack, or some other health-related disaster. More gener-
ally, the framework enjoined WHO member states to prepare for a disease event that would
be novel, unpredictable, and potentially catastrophic. The goal of the framework was to en-
sure a collaborative and coherent international response to future public health emergencies.
Toward this end, one of its critical elements was the requirement that national governments
be able — and willing — to detect and report outbreaks of novel pathogens to international
health authorities.

A Safer Future articulated the basic technical capabilities that would be required at the na-
tional level in order for the project of global health security to succeed: first, an ability to detect
and report the initial onset of an event with the potential to become a global health emergency,
and second, the capacity to rapidly respond to contain the event and minimize its damage. As
the report stated, a condition of health security could be achieved only “if there is immedi-
ate alert and response to disease outbreaks and other incidents that could spark epidemics or
spread globally and if there are national systems in place for detection and response should such
events occur across international borders” (World Health Organization, 2007, p. 11). These
basic functions, in turn, point to two key challenges facing the project of global health secu-
rity — one of veridiction and the other of jurisdiction. The first concerns the production of
knowledge about a possible future event: global health security must operate in the present on
an object — a future disease outbreak — that cannot yet be grasped. It strives to put in place
systems that can detect the onset of an as-yet unknown infectious disease at its early stages be-
fore it has spread to become catastrophic. The second challenge concerns jurisdiction over a
vast terrain of potential disease emergence. To become “global,” health security requires the ac-
tive collaboration of local and national health agencies with international officials. This leads
to an ongoing disjuncture between the site of responsibility for knowing about and acting on
potential global health emergencies, on the one hand, and the locus of sovereignty in which
such action may be authorized, on the other. Even before the coronavirus pandemic, a series
of controversies over the prior two decades concerning potential and actual health emergencies
— from avian influenza to H1N1 to Ebola — were characterized by difficulties in addressing
these two challenges (see Lakoff, 2017).

2 The Preparedness Kit

Given the field’s orientation to the future, advocates for health security must continually ask
themselves the question: “are we prepared for the next emergency?” The answer, whether
drawn from lessons learned after test exercises, or from post-hoc assessments of actual events,
is inevitably “no.” It is always possible to identify gaps in capability, one can always strive to
becomemore prepared. The demand for measurement arises with the question: how to know
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whether this striving is leading anywhere? In other words, how to gauge improvement (or the
lack thereof) in a condition of national preparedness, in the absence of the anticipated event?
Three basic elements make up what we can think of as a “kit” of reflexive self-transformation
that makes it possible to assess and — in principle — to improve a nation’s preparedness for
a future disease emergency: first, a list of required governmental actions; second, a practice of
imaginative enactment; and third, a process of self-assessment in relation to such enactment. I
will briefly discuss the historical emergence of this preparedness kit, before turning to its cur-
rent application in the field of global health security. As we will see, the preparedness kit ini-
tially arose in an altogether different context, Cold War mobilization for a nuclear attack, but
has, over the last several decades, extended beyond this setting to address a range of potential
emergencies, including a catastrophic disease outbreak.

Detailed lists of governmental actions to take in a future emergency were initially compiled
in the 1950s within the US Office of Defense Mobilization (ODM), a little-known but influ-
ential office located in the Executive Branch, charged with resource planning for a future war.9
During this period, the goal of mobilization policy shifted from military-industrial planning
for a total war along themodel ofWorldWar II, to ensuring the survival of the national popula-
tion and the capacity for economic recovery in the aftermath of a future nuclear attack (Collier
& Lakoff, 2021). ODM officials faced the challenge of envisioning the details of an unprece-
dented event: historical experience could not be used as a basis in planning for resource needs
in a future nuclear war. To develop a mobilization plan for such a war, officials asked: what
capacities would have to be in place in order to enable national survival and recovery in the af-
termath of nuclear attack? And how could government agencies and the public be convinced
of the need to invest in these capacities in advance of the event?

ODM’s classified plan for a future nuclear war, Mobilization Plan D-Minus, was devel-
oped over several years and circulated to other federal agencies in 1957. The plan included a
detailed scenario of an imagined future attack: where bombs would be dropped, the amount
of damage that would be inflicted on industrial and government facilities, the number of civil-
ian casualties that would be suffered (Office of Defense Mobilization, 1957; Collier & Lakoff,
2021). The plan also included a schema for the post-attack organization of emergency govern-
ment. Upon the order of the President, a series of new government agencies would come into
being whose task would be to manage the nation’s resources toward the aim of population
survival and economic recovery.10 In the imagined post-attack future, a new “Office of War
Resources” would coordinate the provision of resources with newly formed emergency agen-
cies such as theWar Communications Administration, theWar Food Administration, and the
War Transport Administration. To avoid governmental chaos, each new agency would have to
be aware of its required emergency functions and be capable of performing them. ODM used
two planning techniques, the list of emergency action steps and the scenario-based exercise, to
generate awareness of this schema among officials and to test the government’s capability to
address a future wartime emergency.

9. While seemingly banal, lists occupy a privileged place in a number of contemporary security practices. As
De Goede & Sullivan (2016) argue, such lists materialize the categories they purport to describe, and enact
novel forms of knowledge and jurisdiction. As part of a preparedness kit, the list of emergency action steps
performs this work toward a particular end: to produce knowledge about future requirements in relation to
an event that may or may not occur.

10. As the plan put it: “The creation of emergency agencies and of a special organizational structure for the
Executive Branch of the Federal Government in time of national emergency is required […] to provide [the]
governmental machinery best suited to meet the unusual demands of such [a] situation.” (Office of Defense
Mobilization, 1957)
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The list of emergency action steps served as the basic scaffolding of Plan D-Minus. The
completed plan was composed of dozens of pages of tables listing specific action steps, when
they were to be performed, and which government agency would be responsible for perform-
ing them. These tables of action steps were organized according to a series of resource cate-
gories, including telecommunications, food, housing, raw materials, transportation, and fuels.
According to a table of action steps compiled under the category of “food,” for instance, the
Agriculture Department was charged with developing food rationing systems and allocating
limited food supplies. The list of emergency housing actions assigned to the Federal Civil De-
fenseAdministration included such tasks as determining post-attack shelter needs and creating
new programs to meet these needs.

In tandem with these lists of future actions, Cold War mobilization planners developed
a method for testing the capability of government agencies to perform their emergency func-
tions: the scenario-based exercise. These simulated events made it possible to generate knowl-
edge in the present about capabilities that would be needed in the future. Scenario-based ex-
ercises tested the adequacy of mobilization plans, and enjoined government agencies to learn
about and practice their assigned tasks, identifying gaps in preparedness that could then be
targets of rectification. A government memorandum explained the goals of one such exercise,
Operation Alert 1957: “To improve the national readiness” to meet the demands of a future
war, to “maintain the functioning of government” under emergency conditions,” and—most
tellingly, in terms of this recursive planning process — “to determine what aspects of our pre-
paredness program need greatest emphasis during the next 12 months” (White House, 1957).
The objective of the ColdWar program of test exercises was to turn nuclear preparedness into
a measurable, and thereby improvable, condition.11 Equipped with the scenario of a future
attack and the list of emergency actions, mobilization officials could assess the effectiveness of
federal agencies’ response to the exercise.

This kit for critical self-rectification in the service of achieving a condition of improved na-
tional preparedness gradually migrated from the specific context of planning for a nuclear at-
tack to address themore general problemof emergency planning. An initial stepwas the federal
government’s 1964 National Plan for Emergency Preparedness, which applied the framework
developed in mobilization planning to “any threat to the national security” (Office of Emer-
gency Planning, 1964).12 The 1964 Plan was organized according to sixteen resource areas —
including food, energy, fuel, health, and water— in which federal agencies would have to take
emergency actions. As they evolved over the next several decades, US government plans for
dealing with a range of potential future emergencies — whether caused by a natural disaster,
a terrorist attack, or an epidemic— typically contained detailed lists of agency responsibilities
for themanagement of resources and the provision of relief.13 And, in turn, agencies have used
scenario-based exercises to test their capacity to meet their assigned responsibilities.

While the combination of elements found in Plan D-Minus was a contingent response to
the challenges of mobilization for nuclear attack, this diagram of planning for a future emer-
gency has extended into a range of new areas. Initially formed “as a specific response to a his-
torical problem,” as Paul Rabinow describes the consolidation of a governmental apparatus, it

11. As InnisHarris ofODM’sOfficeofPlans andReadiness put it: “The lessons learned fromthese exercises are in
substance the sum total of our experience inmobilization planning to copewith any emergency involvingwar
and general war—but principal emphasis has been on situations involving a nuclear attack on the continental
United States” (1958).

12. The 1964 plan was assembled by a successor organization to ODM, the Office of Emergency Planning.
13. See, for example, Department of Homeland Security (2005).
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has since been “turned into a general technology of power applicable to other situations” (2003,
p. 54). The preparedness kit — the list of emergency actions, the scenario-based exercise, and
the practice of assessment— has proven to be a dynamic engine of critical self-rectification.

3 The Emerging Disease Threat

With the genealogy of this schema of governmental preparedness for emergency in mind, we
can now return to the domain of global health security. In the late 1980s and early 1990s, a
group of infectious disease specialists introduced the category of “emerging infectious diseases”
to describe an apparent increase in the appearance of novel pathogens. AIDS, Ebola andWest
Nile virus, as well as drug resistant forms of malaria and tuberculosis, were prominent exam-
ples (King, 2002). Emerging diseases had three salient characteristics in common, according
to these specialists. First, their appearance and global spread were bound up with moderniza-
tion processes: urban crowding, environmental destruction, and increasing global circulation
(of people and things) were the ecological conditions of possibility for novel disease emergence.
Second, the appearance of such novel and deadly infectious diseases could not be prevented
but could only be anticipated through the implementation of epidemiological monitoring net-
works at a global scale. And third, from the perspective of health authorities in advanced in-
dustrial countries, while these diseases typically emerged in poorer parts of the world, global
interdependence rendered wealthy countries vulnerable to them, and only a global form of de-
tection and response could provide security against this novel threat. But there was as yet no
institutional mechanism to put in place such a system.

International health authorities conceptualized the 2002-3 SARS outbreak in these terms:
human populations had been rendered vulnerable to such an outbreak by virtue of new forms
of human-animal interaction, rapid international circulation, and the absence of a global net-
work for detection and response to novel pathogens. A group of infectious disease specialists—
many of whomhad served in the Epidemic Intelligence Service (EIS) of theUSCenters forDis-
ease Control— had both a diagnosis of the problem and a prescription for addressing it. They
argued that SARShaddemonstrated aworrying incapacity to detect and collectively respond to
emerging diseases in time to contain them, an incapacity that could lead to catastrophic conse-
quences in the future. Amajor problem for outbreak containment—demonstratedbyChina’s
initial response to SARS — was that national governments were often hesitant to report out-
breaks of novel infectious disease to international health officials, or to allow experts into the
country to monitor and seek to manage such outbreaks. In a 2004 interview, epidemiologist
David Heymann, an EIS veteran, articulated this problem of compliance from the perspective
of countries that were concerned about the threat posed by emerging pathogens: “Inadequate
surveillance and response capacity in a single country can endanger the public health security
of national populations and in the rest of theworld” (Heymann&Rodier, 2004). This was the
rationale for building an apparatus of global health security that could “govern” public health
response at the national scale.

As a means of implementing the envisioned global surveillance and response capacity, this
group of specialists pushed for a revision of the venerable International Health Regulations
(IHR). Originally enacted in the nineteenth century, in the context of colonial-era efforts
to control the spread of infectious disease, the IHR system is designed to ensure national
sovereignty over public health response to an epidemic while at the same time regulating state
action to minimize global economic disruption and ensure that international authorities can
monitor and minimize circulation of the disease (Fidler, 2005). The IHR system envisions a
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role of organizational coordination and technical support for the World Health Organization,
one that is dependent upon actions at the national level. Thus, it provides administrative and
technical protocols for managing the global circulation of pathogens — as a collaboration
among multilateral agencies and national authorities (Opitz, 2015).

The 2005 revision of IHR included three major changes to address the novel threat of
emerging pathogens. First, it vastly expanded the set of diseases that could constitute an in-
ternational health emergency from the limited nineteenth century list of yellow fever, cholera,
and plague, inventing the generic category of “public health emergency of international con-
cern.” Second, it defined the actionsWHOwould take in order to coordinate a global response
to such an emergency, as well as the responsibilities of national partner organizations. And
third, it obliged all WHO member states to develop “core capacities for outbreak detection
and response” within a circumscribed time frame, though without providing either a legal en-
forcement mechanism or an outlay of resources to achieve this. As we will see, it was this latter
element of the revised IHR system that the “global health security indicator” would seek to
measure and improve.

The IHR revision laid out the spatial dynamics through which “core capacities” at local
and national levels would, in theory, contain the spread of an emerging disease outbreak (see
Figure 1). According to this schema, a novel pathogen appears in a given country through a
vehicle of global circulation such as an airplane or a ship, arriving at a “point of entry.” Each
country where the pathogen arrives is able to use its “national core capacities” to detect and
respond to the event, and to coordinate its response with international health officials. WHO
in turn provides technical expertise in disease surveillance, risk assessment and the coordina-
tion of response. For this envisioned system of coordinated global response to function —
now returning to the problem of metrics of evaluation— amethod was needed to ensure that
each country had adequately implemented its required core capacities for detection, alert and
response.

Figure 1: IHR schema depicting the role that national core capacities would play in containing the
emergence of a novel infectious disease (World Health Organization, 2016a, p. 19).
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The revised IHR (2005) included a list of the core technical and administrative capacities
that would be necessary for each WHO member state to be able to fulfill its responsibilities.
This list of core capacities included outbreak notification systems, epidemic control measures,
and sites of response coordination. To implement these capacities would require that member
states invest in health security at the community, intermediate, and national scales. And these
capacities would have to be in place, in principle, for all 193 member states. EachWHOmem-
ber state was initially given until the year 2012 to fulfill its core capacity requirements under
the revised IHR. But by that year, only twenty percent of member states had actually imple-
mented these requirements, even according to their own assessments, andWHO extended the
deadline for compliance to 2016. A later WHO report argued that “weak political will,” “lim-
ited awareness” of the regulations, and a lack of sufficient resources had made implementation
of the IHR core capacity requirements an “insurmountable challenge” in much of the world
(World Health Organization, 2016). Meanwhile, advocates of health security began to investi-
gate whether there were ways to galvanize resources and put pressure on national governments
to build these capacities, seen as crucial to effective disease detection and response at a global
scale. As part of these efforts, in 2013WHO released a “core capacity monitoring framework,”
including a checklist of indicators, tomeasure the extent towhich itsmember stateswere fulfill-
ing their obligations under the IHR. The monitoring framework defined eight core capacities
“needed for detecting and responding to the specifiedhumanhazards and events” at thepoint of
entry, including “surveillance,” “response,” “preparedness,” and “risk communication” (World
Health Organization, 2013, p. 14).14

The catastrophic 2014 Ebola epidemic in West Africa led to a push for WHO to move
more aggressively on the implementation of the core capacity requirement. In the aftermath
of what was widely seen as a massively failed response to the early stages of the epidemic, ob-
servers blamed the international community for allowing a “preventable tragedy” to unfold
(United Nations, 2016). Thousands of people had died from a disease that in prior outbreaks
had never caused more than a few hundred deaths. WHO came under particular criticism for
its perceived failures of response. Some critics pointed to a lack of leadership within the orga-
nization, and others to the absence of adequate resources. But more specifically, a number of
post-hoc assessments focused on flaws in the implementation of the 2005 revised IHR frame-
work as a key source of the poor WHO response.

Analysts scrutinized two elements of the IHR framework in particular. First, they looked
at the role of the decision instrument whose task was to rapidly galvanize international atten-
tion and resources to address an unfolding health emergency: WHO had not declared an offi-
cial “public health emergency of international concern” until the epidemic was already out of
control, several months after the initial identification of the outbreak. And second, analysts
pointed to the long-running failure of mostWHOmember states to implement the IHR core
capacities requirement — a failure that was now implicated in the poor responses by national
public health agencies in the region affected by the Ebola epidemic. As an editorial in Nature
put it, while “aspirations” of “strengthening health systems everywhere” as “the best defence
against outbreaks of potential international concern” were correct, “the reality is that few poor
countries have anything that resembles a working outbreak-response system” (2014, p. 459).

14. “The eight core capacities,” explained the monitoring framework, “are the result of an interpretation, by
a technical group of experts, of the IHR 2005 capacity requirements” (World Health Organization, 2013,
p. 14).
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4 Health Security Indicators

In discussions of post-hoc reforms to the IHR system, international health authorities under-
stood the Ebola epidemic as a kind of “test” of the global health security framework, one that
should — like an exercise — lead to a process of critical assessment, and, presumably, self-
rectification. As an internal report on WHO’s response to the epidemic concluded, the epi-
demic had been a “major test of the revised IHR.”The “severity and duration” of the event had
“challenged the IHR in unprecedented ways,” and thus “shone a bright light on just how ill-
prepared and vulnerable the global community remains” (World Health Organization, 2016).
For other observers, however, it was not clear that WHO was up to the task of improving
the preparedness of the global health community, given its failures in the Ebola response. At
this point a different organizational actor entered the picture, the “Global Health Security
Agenda,” which had initially been launched by the US Centers for Disease Control (CDC)
just before theEbola epidemic. In announcing its launch in early 2014,CDCDirectorThomas
Frieden explained, to adomesticAmerican audience,why itmade sense for theUS to lead such a
“global” initiative, emphasizing interdependence and shared vulnerability: “US national health
security depends on global health security, because a threat anywhere is a threat everywhere”
(Frieden, 2014). The initialUS$ 40million investmentwas geared to help countries around the
world “establish minimum capabilities” as outlined in the 2005 International Health Regula-
tions. Two years later, after the Ebola epidemic — in response to the perception of a failed
global response — the US announced a massive infusion of new resources into the Global
Health Security Agenda, pledging one billion dollars to assist in implementing the IHR core
capacities in poor countries. In his November 2016 executive order on “Advancing the Global
Health Security Agenda to Achieve aWorld Safe and Secure from Infectious Disease Threats,”
President Barack Obama articulated the rationale for the US investment in global health se-
curity, an explanation that echoed epidemiologist David Heymann’s argument from a decade
before: “No single nation can be prepared if other nations remain unprepared to counter bi-
ological threats,” said the President (White House, 2016). In other words, insofar as the core
capacities for outbreak detection and response had not been implemented in countries at risk
of emerging disease outbreaks, the US remained vulnerable to the spread of a novel and deadly
pathogen via global circulatory networks. “Health security” could not be limited to a national
project.

While itwas cast as a “multi-country initiative,” the funding andorganizational impetus for
the Global Health Security Agenda came from the US government— specifically, the Centers
for Disease Control and the US Agency for International Development — which considered
WHO, given its limited resources and constrained jurisdiction, to be ineffectual in enforcing
the compliance of “at-risk” countries with their obligations under the revised International
Health Regulations. In its attempt to implement the key goals of the “global health security”
project — specifically, the global extension of core capabilities for detecting and rapidly re-
sponding to emerging disease — which WHO had not succeeded in over the decade since the
passage of the new regulations— theGlobalHealth Security Agenda can be seen as an attempt
to bypass the bureaucratically hidebound and chronically underfunded WHO. By 2016, the
initiative had received commitments from the US and other G–7 nations to support core ca-
pacity development in over 60 countries.

The goal of the Global Health Security Agenda (GHSA), according to President Obama’s
executive order, was “to accelerate partner countries’ measurable capabilities to achieve spe-
cific targets to prevent, detect, and respond to infectious disease threats […] whether naturally
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occurring, deliberate, or accidental” (White House, 2016). We can see, in this language of mea-
surement and targets, the centrality of practices of technical assessment to GHSA’s vision for
advancing a global condition of health security. A report on the program explained its col-
laborative process for strengthening a given country’s “capability for health security” (Global
Health SecurityAgenda, 2015). If the country participated in the assessment process and devel-
oped a plan for capacity building, it would be eligible for funding and training support from
“partners” — typically the US Centers for Disease Control. The resulting “gap analysis” —
that is, the assessment of the gap between the country’s current and its needed health security
capabilities — led to the formulation of “action package targets,” which would then guide the
country’s work of self-rectification. In 2016, GHSA and WHO developed a “Joint External
Evaluation” tool to be used in the evaluation of a country’s “capacity to prevent, detect, and
rapidly respond to public health threats” (World Health Organization, 2016b, p. 2). The eval-
uation process would take place in two stages: first, a self-assessment by the national govern-
ment, and then an external assessment conducted by a Joint External Evaluation team, which
consisted of experts from WHO, the World Organization for Animal Health, INTERPOL,
and other organizations. After a five-day presentation covering nineteen different technical ar-
eas, the Joint External Evaluation Teamwould assign a score for the country’s capacity in each
of these areas. Countries under evaluation were also encouraged to hold simulation exercises
as a means of critical assessment.

Within the Joint External Evaluation process, the key measuring device for generating
knowledge about a given country’s condition of health security was the “indicator.” An
indicator, as historian of science Ted Porter notes, is a device used to point to an abstract entity
— such as the national economy— that cannot be easily grasped through direct measurement.
In place of the thing of interest itself, an indicator measures “something whose movements
show a consistent relation to that thing.” As the entity whose condition is to be assessed by
GHSA and WHO, a country’s “health security” is an elusive object, not least because it is
supposed to operate on an event that has not yet occurred. But in building an index to assess
this entity one need not inquire too deeply into the thing being measured, Porter suggests:
“Since its purpose is merely to indicate as a guide to action, ease of measurement is preferred
to meaning or depth.” (2015, p. 38)

In their analysis of the central role of indicators in multiple domains of contemporary
global governance, anthropologists Richard Rottenberg and Sally Engle Merry observe that
indicators serve as “a globally circulating knowledge technology that can be used to quantify,
compare and rank virtually any complex field of human affairs.” (2015, p. 3)15 Such quan-
titative knowledge is of use to donors, multilateral agencies, and others who are invested in
comparing and managing the conditions of collective life across countries. What distinguishes
comparative evaluation in the field of “global health security” from areas such as international
development is that it seeks to assess the condition of a system for responding to a potential
future event. To approach this “present future”, the assessment tool draws on elements of the
preparedness kit described earlier, breaking down the problem of health security into lengthy
tables of specific areas of government action.16 The Joint External Evaluation (JEE) instru-
ment is a 92-page document composed almost entirely of tables of indicators — and is the
precursor to the Global Health Security Index. The nineteen technical areas covered by the

15. Rottenberg andMerry, “AWorld of Indicators.”
16. The distinction between the “present future” and “future presents” is made in Luhmann (1998); also see the

cases presented in Samimian-Darash & Rabinow (2015).
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JEE instrument are arranged according to the three broad rubrics of “prevent,” “detect,” and
“respond.” Within a given indicator table, the horizontal axis provides a checklist of the capa-
bilities that will be required in the event of the onset of a novel and dangerous pathogen. The
vertical axis, meanwhile, consists of a color-coded scheme that enables the evaluator to grade a
country according to its capacity level, along a spectrum ranging from“no capacity” to “sustain-
able capacity.” One set of JEE indicators concerns the country’s capacity to conduct real-time
disease surveillance. Another area covers the prevention of zoonotic disease emergence: here
a country requires the right surveillance systems, an adequate workforce, and so on. A third
example — from the “respond” rubric — includes two indicators of a country’s condition of
health security: does it have in place an emergency response plan? Have risks and resources
been mapped?

The conceit of the Joint External Evaluation process, as developed by theGlobalHealth Se-
curity Agenda, was that the practice of collaborative assessment would lead to the formulation
of a national plan to implement the “core capacity” requirements laid out in the 2005 IHR
revision, and — with financial and technical assistance provided via GHSA and its partners
— would induce countries to voluntarily comply with their IHR obligations. In many ways,
GHSA resembles contemporary development-oriented approaches — the use of an index to
measure progress, the role of cosmopolitan technical advisors, the lure of foreign aid tethered
to the production of evidence of improvement— but the kinds of health capacities being sup-
ported by GHSA are distinct from those that a development-oriented approach would seek to
measure and improve.

Here it is useful to contrast the aims and techniques of global health security with those
of typical international development projects. In discussions of why West African countries
had proved so vulnerable to the 2014 Ebola epidemic, a common point of discussion was the
lack of “basic public health infrastructure” in these countries.17 One might, then, imagine
that the “core capacities” requirement in IHRwould seek to directly address this deficiency in
basic health infrastructure. Within the framework of international development efforts, one
might think of policies such as training more nurses and doctors, building community health
clinics, improving access to preventive care, or ensuring the availability of essential medicines.
But in actuality, the “core capacities” measured by the Joint External Evaluation tool focus on
a different set of functions than those of classical public health. For IHR, the key objects and
techniques of public health infrastructure are redefined: the concept of “core capacities” refers
not to the prevention and treatment of commonmaladies that are prevalent in a given national
population—such as infant diarrheal disease,malaria, heart disease or alcoholism—but rather
to the detection and rapid containment of possible future outbreaks of novel pathogens that
threaten to spread globally, such as a mutant form of H5N1, Ebola, or a novel coronavirus.
Thus, the IHR core capacities embody a distinctive form of public health, oriented to an event
that might or might not happen.

In this sense, the basic function of the 2005 International Health Regulations — and the
design of initiatives, such as GHSA, that seek to improve the core capacities that compliance
with IHR requires fromWHOmember states — is not to care for the health of national pop-
ulations per se, but rather to prevent the spread of novel disease entities across international
borders while at the same time ensuring the ongoing circulation of goods through global net-
works. This latter aim was the objective of the health technocrats in Atlanta and Geneva who
developed the vision— and technical practices — underlying global health security.

17. Writing in The Lancet, for instance, Lawrence O. Gostin argued: “The countries most effected by Ebola […]
rank lowest in global development, lacking essential public health infrastructure.” (2014, p. e49)
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5 Conclusion

We can now return to the discussion, introduced at the outset, of the significance of the find-
ings of the 2019 Global Health Security Index (GHSI) in comparing national responses to the
coronavirus pandemic. Recall that the index was generated by two Washington, DC based
think tanks, the Johns Hopkins Center for Health Security and the Nuclear Threat Initiative
(NTI). The index project was spearheaded by Beth Cameron, NTI’s vice president for global
biological policy, who had been senior director for global health security and biodefensewithin
the Obama administration’s National Security Council, where she was “instrumental in devel-
oping and launching the Global Health Security Agenda.”18 In other words, GHSI was the
post-2016 continuation, now based outside of the US government in the world of Washing-
ton, DC think tanks, of the Obama administration’s global health security project.

The GHSI thus grew out of the effort, described above, to develop and implement a sys-
tem of indicators that would make it possible to assess and target interventions into pandemic
preparedness at the level of the individual nation-state; and in turn, to generate a global space
of health security by ensuring national compliance with the “core capacity” requirements of
the International Health Regulations. The GHSI categories were similar to those of the Joint
External Evaluation (JEE) tool, now expanded to six categories of measurement: in addition
to the JEE categories of “prevention,” “detection and reporting,” and “rapid response,” GHSI
added “health system,” “compliance with international norms,” and “risk environment.” In
comparison to its predecessor, GHSI increased the total number of technical areas to be mea-
sured (from 17 to 34) and claimed to provide a more objective method of evaluation, relying
less on individual countries’ self-assessments and instead on a body of external experts. But its
object and its method were the same.

The finding of the 2019 GHSI assessment, that the United States ranked highest in the
world in national health security, was in a way unsurprising. As we have seen, US biosecurity
and global health initiatives of the early 2000s were the initial source of the imperative to con-
sider the future of disease incidence in terms of a condition of “national preparedness,” as well
as the source of the tools that were invented to measure this condition. What came as a sur-
prise to many, however, was how poorly the US in fact responded when an actual pandemic
occurred, given its high ranking by the GHSI. As Manjari Mahajan has noted, comparing US
mortality rates in the first year of the coronavirus pandemic to those of other countries, “It is
striking how little correlation there is between countries’ preparedness rankings on the GHS
Index and the actual experiences with Covid-19” (2021, p. 204). She points out that the key
factors in a country’s success in responding to the pandemic were very different than those em-
phasized by the index. Such characteristics as state capacity, quality of leadership, coordination
among different levels of government, and public health infrastructure at the community level
proved more critical than the specific technical capacities measured by GHSI. Moreover, the
very assumption that is possible to come up with a standard way of measuring “health secu-
rity” was belied by variation in the basis for successful response across different countries, from
Germany to South Korea.

What, then, are we to make of the juxtaposition between a given country’s ranking in the
GHSI and its performance in responding to an actual pandemic? We can see that “health se-
curity,” as measured by GHSI, involved a narrowly circumscribed set of capacities designed

18. The quotation comes from Cameron’s online biography, available here: https://www.nti.org/about/
leadership-and-staff/beth-cameron/. Note that Cameron was appointed Senior Director for Global Health
Security and Biodefense in the Biden National Security Council in January 2021.
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with a particular scenario inmind: a future situation—perhaps like SARS (2002)— inwhich
the technical ability to detect and contain the emergence of a novel pathogen at its early stages
would make it possible to manage a future outbreak. International health experts assumed
that if such capacities — already present in the United States — could be implemented world-
wide, a future catastrophe could be avoided. Covid-19, however, did not follow the experts’
script. Once the disease had spread rapidly and could not be contained, the set of “core capac-
ities” initially elaborated in the revised International Health Regulations proved insufficient
to deal with the complex social, economic, and biomedical dimensions of an actual pandemic.
Perhaps, then, GHSI did accurately measure the relative “health security” of each country in
relation to its scenario of a future disease emergency — but its definition of health security
failed to account for the realities of what eventually occurred.
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