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Introduction
Same, Same But Different: Reforming the World Health Organization
in an Age of Public Scrutiny and Global Complexity
Tine Hanrieder and Adam Kamradt-Scott
As the World Health Organization (WHO) enters its 70th year of existence, a new directorgeneral assumes the helm of the intergovernmental organization for their next five-year
term of office. The election process for the WHO’s eighth director-general has been the
single most competitive election in the organization’s history, with an initial six candidates
putting their names forward for the top job. In January 2017, the Executive Board
eliminated three of the six candidates from the race,1 and over the next four months the
remaining candidates criss-crossed the globe to meet with world leaders and country
representatives to secure their vote ahead of the 70th World Health Assembly in Geneva.
By all accounts, any organization’s 70th anniversary should be a milestone marked by
celebration and festivities. It arguably also should be a time for deep reflection on the
institution’s accomplishments; and it must be reasonably concluded the World Health
Organization has had a number of them in its seven decades of operation. The eradication
of smallpox, the birth of the Primary Health Care movement, the promotion of breastfeeding
and advancing childhood vaccinations, and the adoption of the Framework Convention on
Tobacco Control are just some of the organization’s more prominent achievements. Its work
in consistently setting global standards and benchmarks – an area where the organization
has repeatedly demonstrated leadership, often despite staunch opposition – should be
especially celebrated.
Even so, the WHO is once again in the midst of an extensive reform process instigated
by its member states. This latest reform process represents a continuation of organizational
restructuring and change that has been, quite literally, underway for decades now. In
particular, appointments of new directors-general have time and again been accompanied
by promises of all-out change and organizational renewal,2 even though continuities
abound. Commentators keep blaming the WHO’s bureaucratic, fragmented, and sometimes
inefficient methods of work, and they keep assuring that the world nevertheless needs the
WHO as a legitimate standard setter and focal coordinator for global health.3 States and
donors keep supporting the WHO rhetorically, but fail to commit to more sustainable
funding of the organization. Non-governmental organizations (NGOs) keep pushing for
more access and transparency at the WHO, but are faced with multiple barriers to access
and a regime that does not differentiate between for-profit and not-for-profit civil society
actors.
Still, these continuities can hardly detract from several substantive changes at the WHO
– based on a mix of ongoing gradual transformations and more abrupt developments. The
authors in this special forum discuss several of those developments and their implications.
Some of the proposals for the ongoing reform effort can be implemented rapidly, while
others will require a more methodical, sustained effort over time. What is clear, is the
WHO’s evolving authority in health security matters, its piecemeal engagement with the
challenge of accountability, and the evolution of its formal decision-making procedures, are
all areas of key importance.
Since the 2003 SARS pandemic and the 2005 reform of the International Health
Regulations – which subjected the organization to ever closer public scrutiny –
organizational change in the WHO has accelerated, especially with regards to its role in
ensuring global public health security. Further calls for reform arose immediately following
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the 2009 H1N1 influenza pandemic when the WHO was accused of having been improperly
influenced into declaring a pandemic.4 Those calls then reached a crescendo, however, with
the WHO’s mishandling of the 2014 West African Ebola outbreak, with some commentators
even calling for the organization’s dissolution.5 Since that time, the WHO’s work in disease
outbreak control and health emergencies has assumed centre-stage, with member states
agreeing in 2015 to one of the most substantial reforms in the organization’s history – the
establishment of the WHO’s Health Emergency Programme which, when realised, will
result in an entirely new workforce being deployed across all three levels of the institution,
designed to assist countries respond more forcefully and appropriately to health crises.6
While these are important developments, Catherine Worsnop’s contribution to this
forum highlights that the WHO’s emergency competencies may be a two-edged sword,
alongside the security framing of health more generally. Worsnop points to the problem that
during global health emergencies, many states disregard WHO recommendations and
impose excessive measures. Her discussion reveals that the declaration of an emergency is
not without its own risks and makes suggestions on how the WHO can adapt the way it
handles these declarations so as to further discourage states from closing their borders to
vulnerable countries. This contribution also shows how political science theories of
institutional design can help us understand and address intricate cooperation problems
during pandemic outbreaks.
Another site of continuous, albeit patchy reform efforts is the WHO’s system of
accountability. As Mark Eccleston-Turner and Scarlett McArdle submit in their analysis of
accountability mechanisms at the WHO, measures taken by the organization to date do not
fulfil some basic requirements such as independence and external oversight. Furthermore,
WHO accountability is piecemeal at best, with policy-specific review mechanisms being the
dominant method of work. The authors illustrate their claim with the post-Ebola action
reviews and make a range of suggestions for how the WHO can establish a more coherent
and powerful accountability regime.
In Julian Eckl’s analysis, he focuses on the diplomatic practices at the World Health
Assembly (WHA) and provides critical insight into the ambiguities of WHO reform and the
ongoing quest for organizational efficiency. Combining ethnographic observation and
archival research, Eckl shows how a quest for time efficiency and the proliferation of parallel
meetings has turned the WHA, formally the WHO’s highest and central decision-making
body, into a highly complex and decentralized event. He claims that only some decisions are
really taken at the WHA, with others moving to other, potentially more informal forums.
His ethnographic account also illustrates the challenge that a WHA can pose to many
smaller delegations.
Finally, Lawrence O. Gostin’s commentary takes us on an expertly adroit tour of the
profound challenges confronting the new director-general and the WHO more broadly.
Gostin discusses not only the essential leadership qualities the new director-general
requires to navigate the minefield of member state self-interest, he also surveys the vast
array of agendas the organization has been tasked with executing in an operating
environment characterized by a lack of confidence and unsustainable funding. Gostin notes
the ‘unvirtuous cycle’ that now surrounds the WHO, and calls for a return to the principles
the WHO was founded upon – international cooperation, global public goods, and a
willingness to develop cross-border solutions.
These contributions underline that to understand and further the reform of the WHO,
we need multi-disciplinary perspectives, reaching from political science to international
law, ethnography and history. They also show that despite all seeming continuity and
sclerosis, decision-making practices and the WHO’s relationship to its environment are
constantly evolving. More than ever, the WHO is called upon to legitimize (or de-legitimize)
state behaviour though its public authority. But there are also new and fair demands for
transparency and accountability that the organization needs to take seriously if it is to claim
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its role as the universal health agency promoting a central health agenda for all states and
all people. This unique legitimacy is its most precious asset when asking for dependable and
sustainable support by its member states.

Tine Hanrieder specialises in the political sociology of global health and international
relations theory. She directs the research project "Medical Internationalisms and the
Making of Global Public Health (Dr.GLOBAL)" at the WZB Berlin Social Science Center.
She has published on institutional change and normative dynamics in global (health)
politics.
Adam Kamradt-Scott specialises in global health security and international relations.
His research and teaching explores how governments and multilateral organisations
cooperate and interact when adverse health events such as disease outbreaks, epidemics
and pandemics occur, as well as how they respond to emerging health and security
challenges.
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Provoking Barriers:
The 2014 Ebola Outbreak and Unintended Consequences of WHO’s
Power to Declare a Public Health Emergency
Catherine Z. Worsnop
One aim of the World Health Organization’s (WHO) International Health Regulations
(IHR) 2005 is to discourage the use of overly restrictive barriers because these measures
incentivize outbreak concealment and undermine outbreak response efforts. Yet, during
the 2009 H1N1 pandemic and the 2014 Ebola outbreak, close to 25% of states imposed
trade and travel barriers in opposition to WHO recommendations. This article argues that
WHO’s declaration of a Public Health Emergency of International Concern (PHEIC)—in
the absence of raising the costs of disregarding WHO recommendations—may actually
exacerbate the long observed relationship between an outbreak being made public and
governments’ imposition of excessive measures. Original data from the 2014 Ebola
outbreak supports this argument and illustrates that, paradoxically, the act of declaring
a PHEIC, which is intended to alert and prepare the international community, actually
provokes some states to overreact. As the revised IHR approach their 10-year anniversary
and WHO elects its next director-general, this study points to the PHEIC declaration as an
area of needed reform.
INTRODUCTION
The election of the next director-general of the World Health Organization (WHO) coincides
with the 10-year anniversary of the revised International Health Regulations (IHR) entering
into force. How have the regulations performed and what does the future hold for the only
global agreement governing the international response to disease outbreaks?
The revised IHR, adopted by WHO member states in 2005, are meant to coordinate the
global response to health emergencies and were initially heralded as “an historic
development for international law and public health.”1 Yet, the response to four declared
public health emergencies of international concern (PHEIC)—the 2009 H1N1 pandemic,
2014 resurgence of Polio, 2014 Ebola crisis, and 2016 outbreak of Zika—reveal uneven
success for the regulations.
Since their inception in 1951, the IHR (then called the International Sanitary
Regulations, ISR) have had a dual goal of achieving “maximum security against the
international spread of diseases with a minimum interference with world traffic.”2 Yet,
states have frequently interfered with trade and travel during outbreaks, imposing measures
that are more restrictive than the IHR allowed. For example, in response to a 1965 outbreak
of cholera in Iran, Afghanistan, Uzbekistan, and Iraq, 33 countries imposed overly
restrictive measures ranging from requiring vaccination certificates to prohibiting
importation of foodstuffs and barring entry to travelers from affected states.3 And, during
outbreaks of plague in India and cholera in Peru in the 1990s, a number of states
immediately imposed barriers against travel and goods from the two countries that were,
again, more restrictive than the IHR allowed.4 Discouraging this behavior by states was a
key motivation behind revising the IHR in 2005 and a number of changes were made to the
regulations with this aim in mind.5
The use of overly restrictive trade and travel barriers during outbreaks undermines
outbreak response in several ways: barriers disrupt international travel and trade, inhibit
the free movement of people and resources from getting where they are needed during an
GLOBAL HEALTH GOVERNANCE, VOLUME XI, NO. 1 (SPRING 2017) HTTP://WWW.GHGJ.ORG
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outbreak, and further weaken economies already struggling to deal with a public health
emergency.6 Importantly, barriers also lead to a collective action problem that makes all
states less secure from outbreaks in the long run. States that discover outbreaks have
incentives to conceal them since other states cannot credibly commit to not impose
excessive measures once an outbreak is made public. Not surprisingly, states will not rapidly
and transparently report outbreaks if economic harm is their reward.7 This is problematic
given that effective outbreak response relies on rapid and transparent outbreak reporting.
Since outbreaks are associated with many unavoidable costs including increased health
care expenditures and lost productivity,8 limiting the unnecessary cost of other states’ trade
and travel barriers that do little to stop disease spread is critical. Yet, even after the revised
IHR entered into force in 2007, many states continue to impose overly restrictive trade and
travel barriers in response to global health emergencies. The H1N1 pandemic and the Ebola
crisis suggest that a key aim of the revised IHR is not being met. In spite of changes made
to the IHR in 2005 to discourage the use of overly restrictive travel and trade barriers during
public health emergencies, during both outbreaks close to 25% of countries ignored WHO
guidance and imposed measures that the organization said had little public health rationale.
During the first test of the IHR, the 2009 H1N1 outbreak, 47 states imposed trade or
travel barriers against H1N1-affected states, even though WHO recommended against doing
so.9 For its part, WHO did little to address this bad behavior. The 2014 Ebola crisis revealed
a similar pattern. Over forty countries imposed travel restrictions against states with Ebola
transmission, again ignoring WHO guidance that such measures would not be an effective
strategy for fighting the outbreak.
Existing analysis of the use of barriers during H1N1 shows that domestic political
incentives drove some states to ignore WHO guidance.10 But, the H1N1 pandemic also points
to another dynamic: most states that imposed barriers did so soon after WHO declared
H1N1 a public health emergency. A similar pattern emerged during the Ebola outbreak.
Almost half of the states that imposed barriers did so within two weeks or so of WHO’s
declaration of a public health emergency. In the case of Ebola, this pattern of behavior is
especially curious since the outbreak had reached crisis levels well before WHO’s
announcement and many public health experts argued at the time that the conditions for
declaring a PHEIC had been met weeks before WHO did so.11
Does WHO’s declaration of a PHEIC, which is meant as a warning and call to action for
the international community to effectively contain an outbreak, actually provoke trade and
travel barriers? Several after-action reviews pointing to failures in the Ebola response have
hinted at this possibility.12 But, is WHO’s declaration of a PHEIC really triggering the use of
excessive measures by states? If so, what are the options for improvement as WHO heads
into its next phase?
This article argues that WHO’s declaration of a PHEIC can lead to this unintended
outcome. The revised IHR have strengthened WHO’s role as an information provider by
allowing the organization to provide timely information about whether a global outbreak is
occurring and how states can effectively respond. Indeed, many states do not impose trade
and travel barriers once informed by WHO that such measures provide little protection and
undermine outbreak preparedness and response. However, information provision alone is
unlikely to effectively address the cooperation problem driving many governments’
continued imposition of barriers. Though all states share an interest in limiting the use of
excessive measures to improve outbreak response, when an outbreak actually occurs,
conditions change for some governments that face shorter-term international and/or
domestic political pressures to impose barriers. The IHR have done little to directly address
these incentives. As such, in the absence of higher costs for disregarding WHO
recommendations, a PHEIC declaration signaling that a serious outbreak is underway
actually exacerbates the long observed relationship between outbreaks being made public
and the imposition of barriers.
GLOBAL HEALTH GOVERNANCE, VOLUME XI, NO. 1 (SPRING 2017) HTTP://WWW.GHGJ.ORG
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Analysis of original data from the 2014 Ebola outbreak supports this argument: only
two states imposed barriers before WHO declared Ebola a PHEIC and the highest number
of barriers were imposed in the first two weeks after the declaration, even accounting for
the severity of the outbreak and the level of media attention on the outbreak. Paradoxically,
the act of declaring a public health emergency, which is intended to facilitate effective
outbreak response, may actually undermine that effort by provoking barriers.
The article proceeds as follows. The next section provides an overview of the purpose
of the IHR and key changes made to the regulations in 2005. The third section explains the
relationship between declaring a PHEIC and the imposition of barriers. The following
section reviews the data, methodology, and results. The fifth section concludes with an
evaluation of recent proposals for reform in the context of these findings.
THE IHR AND LIMITING EXCESSIVE MEASURES
The relationship, and tension, between disease outbreaks and the free movement of people
and goods came to the fore nearly 100 years before WHO’s 1948 founding. Several
developments in the early 19th century including increased migration and expanded trade
and shipping between Europe and Asia facilitated the spread of disease.13 The first of seven
cholera pandemics of the late 19th century broke out in the 1820s, spreading from India to
Europe. Yellow fever also spread across Africa and Latin America at this time. In response,
a patchwork of quarantine regulations, including forced confinement, ship inspections, and
bill of health requirements proliferated, hindering commerce and inconveniencing
travelers. In spite of these restrictions, both diseases still spread widely.14
On this backdrop, 12 European states convened the first International Sanitary
Conference in 1851 with the goal of harmonizing quarantine policies. The central aim of
today’s IHR can be traced back to this first conference. In spite of disagreements about how
disease spread,15 all states at the conference wanted protection from disease with minimum
interference in traffic and trade. State participants at the conference agreed that states
should only impose effective public health measures at ports and avoid unnecessary
interference with commerce; but because of different understandings of the science behind
disease, they disagreed over the types of measures that would effectively prevent disease
spread.16
When WHO member states adopted the International Sanitary Regulations a century
later in 1951, providing protection from disease while maintaining the free flow of people
and goods remained the central goal.17 As such, the regulations laid out “the maximum
measures applicable to international traffic, which a State may require for the protection of
its territory against the quarantinable diseases.”18 And, states could submit disagreements
over the application of the ISR to the director-general.19
Yet, as the above-described examples of cholera in 1965 and the 1990s outbreaks of
plague and cholera illustrate, states frequently imposed trade and travel measures that were
more restrictive than the regulations allowed.20 In part due to the threat of economic harm,
delayed outbreak reporting was also a persistent problem—one that the 2002 outbreak of
Severe Acute Respiratory Syndrome (SARS) placed on the global stage. In recognition of the
many issues caused by the imposition of overly restrictive trade and travel barriers, limiting
their use by states was a key goal of revising the IHR in 2005.
Several changes were made to the IHR in 2005 to address this and other weaknesses in
the regulations, which had come to be seen as “outdated and notoriously ineffective.”21 The
full scope of the revision has been discussed at length elsewhere.22 Five changes worth
noting here include: 1) expanding the scope of the regulations to cover a broader range of
health events referred to as Public Health Emergencies of International Concern (PHEIC);
2) giving WHO authority to declare when a PHEIC is underway; 3) allowing WHO to make
non-binding recommendations about how states should respond to these events, including
GLOBAL HEALTH GOVERNANCE, VOLUME XI, NO. 1 (SPRING 2017) HTTP://WWW.GHGJ.ORG
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limiting the use of “excessive measures” like trade and travel barriers deemed to not actually
prevent disease spread in a given case; 4) allowing WHO to rely on non-state sources of
information about potential outbreaks; and 5) giving WHO authority to publicize states’
failure to report potential public health emergencies or the imposition of excessive
measures.
Taken together, these revisions aim to facilitate rapid response to global health
emergencies while discouraging the use of excessive measures once an outbreak is reported.
Yet, in spite of these changes, as the H1N1 and Ebola outbreaks demonstrate, many states
continue to impose overly restrictive trade and travel barriers, often soon after WHO’s
declaration of a PHEIC. What accounts for this observed pattern of behavior?
EXACERBATING THE RELATIONSHIP BETWEEN OUTBREAK REPORTING AND BARRIERS
The following discussion shows that the IHR have not been designed or implemented in a
way that would address the cooperation problem motivating some states to impose
excessive measures. As such, WHO’s expanded information provision role under the revised
IHR can actually exacerbate the long observed connection between an outbreak being made
public and the imposition of overly restrictive measures.
There are several potential explanations for why some countries follow WHO
recommendations and others continue to impose excessive measures. Some states may
refrain from imposing barriers for reasons that are unrelated to WHO’s recommendations—
perhaps some states never consider imposing barriers regardless of their commitments to
the IHR. Or, maybe governments see it as in their domestic or international interests to
follow through with commitments to the IHR and abide by WHO guidelines. Another
possibility is that states refrain from imposing barriers because WHO recommendations
have provided them with needed information about which measures will (and will not)
constitute an effective response to a given outbreak. For these states, WHO has solved a
coordination problem. Coordination problems exist when all share a strong interest in
collective action and have an overriding preference for a common end—in this case, effective
outbreak response—but lack information about how to best work together to achieve that
shared goal.23
In the case of the IHR, since their founding in 1951 the regulations have always been
designed to address such issues of information provision and coordination. Overcoming
information deficits and coordination problems requires an organization with technical
expertise to provide guidance, in this case, about what an effective response looks like. Until
revision in 2005, the regulations specified the maximum measures that states should
impose in response to diseases covered by the IHR. And, the 2005 revisions strengthened
the regulations on this count by expanding the scope of the health events covered by the
IHR, giving WHO authority to let states know when a “public health emergency of
international concern” is occurring, and allowing the organization to make real-time
recommendations about how states should (and should not) respond to these events.
These changes ensured that WHO could quickly provide relevant information to states
about how they should respond to a range of pressing health threats as they evolve over
time. Governments have clear reasons to follow WHO guidance during an outbreak because,
as with all coordination problems, defection is self-defeating from the perspective of
outbreak preparedness and response.24 As described above, imposing overly restrictive
trade and travel barriers makes all states less secure from outbreaks in several ways, most
directly by disincentivizing rapid and transparent outbreak reporting by governments.
States cannot be expected to respond effectively to an outbreak if they do not know what
constitutes an effective response. Though some states may still be uncertain about how to
respond to outbreaks even with WHO recommendations, WHO’s expanded information
provision role under the revised IHR has likely helped many governments that want to
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cooperate adopt appropriate policy. Once provided with guidance from WHO, many
countries follow it and do not impose excessive measures.
Yet, as recent outbreaks demonstrate, compliance is not universal; some countries
disregard WHO recommendations. A central reason is that some governments face strong
shorter-term domestic and/or international pressures to impose barriers that outweigh
their interest in effective outbreak response.25 Though in general all states are in favor of
limiting the use of barriers to encourage early reporting and facilitate effective outbreak
containment, when an outbreak occurs, conditions change for some states, leading them to
forgo this longer-term collective good in favor of short-term incentives. This sort of situation
represents a cooperation problem because states have time-inconsistent preferences that
create incentives to engage in opportunistic behavior even after an agreement has been
made.26 Unlike the coordination problem described above, addressing these kinds of
cooperation problems require more than just information provision.
For such states to follow WHO recommendations, they must anticipate costs for
reneging on their commitments to the IHR. In other words, to convince states that following
WHO recommendations is in their interests, the cost benefit analysis must be shifted in
favor of the collective good. This can be achieved in various ways through legalized
agreements and institutions that have relatively high levels of delegation, precision, and
obligation.27 Violation can mean harm to a state’s reputation in the international
community, which can mean losing aid, trade, or security benefits, or a reduction in other
states’ willingness to cooperate with the violator in the future.28 Violation can also harm
leaders’ domestic political standing, especially if the domestic population values the rule of
law or if violation harms the interests of a domestic constituency.29 These costs will be
higher and more likely if the IO administering the agreement has the power to “name and
shame” countries that do not adhere to the agreement (and exercises that power), or if there
is a formal dispute resolution mechanism attached to the agreement, as is the case with the
World Trade Organization. Of course, as the case of the IHR demonstrates, many
cooperation problems persist in part because of states’ unwillingness to bind themselves to
a hard law agreement that might actually constrain their behavior.30
As outlined in the previous section, the 2005 IHR revision did make it possible to raise
the costs of disregarding commitments to the IHR by giving WHO the authority to monitor
whether states followed its recommendations and to publicize which states imposed
measures not called for by the organization. Publicizing bad behavior could raise the costs
of not following WHO recommendations in several ways. First, it could threaten states with
general harm to their international reputation. Second, it could legitimize bilateral
punishment by states harmed by the excessive trade and travel barriers. Third, it could
mobilize domestic groups that are harmed by barriers to pressure their governments to
comply (such as pork importers during the H1N1 pandemic harmed by bans placed by their
governments on pork imports from H1N1-affected states). However, WHO did not exercise
its naming and shaming power during either the H1N1 pandemic or the Ebola outbreak,
even though in both instances over 40 countries imposed measures not called for by the
organization.31
WHO’s hesitance to call states out for bad behavior is understandable given its
continued reliance on member countries for financial support and cooperation.32 Still,
failing to name and shame states for imposing excessive measures means that these states
suffer few costs for doing so. There is also little evidence of bilateral punishment by
countries themselves. For example, during the H1N1 pandemic, because it had one of the
highest numbers of H1N1 cases, the US was the target of most pork import bans imposed by
other countries. Though the US did warn countries to remove the bans, there is no evidence
that the US followed through with any sort of punishment (though this warning alone may
have been enough to convince some states to not impose barriers).33 In short, states may
have learned from the H1N1 experience that shirking commitments to the IHR comes with
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few costs. As such, governments that face incentives to impose barriers have little reason
not to do so.
While the IHR 2005 are, on the whole, more legalized than earlier versions of the
regulations, portions of the IHR related to the imposition of excessive measures lack some
of the aspects of hard law that might best address the cooperation problem at work.34 Even
though the IHR commits states to follow WHO recommendations unless they provide
scientific justification for not doing so, the recommendations are not technically binding on
states. Further, the IHR 2005 no longer include a dispute resolution mechanism for states
to challenge measures imposed by others.35
Of course, states often intentionally use soft law approaches to build in flexibility to
institutional commitments. It is often more difficult to get states to sign on to a highly
legalized agreement exactly because such an agreement might actually constrain state
behavior. There is some evidence from state negotiations over the IHR that at least some
states did not want to be bound without exception to follow WHO recommendations.36 As
such, building in flexibility to this part of the regulations may have been a rational decision
by states to facilitate reaching an agreement that otherwise would not have been possible.
Yet, the soft law features of states’ commitment to follow WHO recommendations,
together with WHO’s choice not to use its naming and shaming power—the key enforcement
tool at its disposal—means that the incentives driving the cooperation problem in the first
place persist. States still face few costs for disregarding WHO recommendations. In this
context, other revisions made to the IHR in 2005 may have actually exacerbated the
cooperation problem.
Specifically, the revised IHR give WHO authority to determine whether a disease event
constitutes a PHEIC and then, if it does, to make an official declaration that such an event
is occurring (see Article 12). This new authority was meant to address issues related to
delayed outbreak reporting by governments and to ensure that the regulations would be
flexible enough to apply to a broad array of health threats that will continue to change into
the future. The declaration power was meant to serve as a signal to the international
community and facilitate an effective response to outbreaks with potential for cross border
or even global spread.
But, a declaration from WHO that a global health emergency is underway may also be
sending a different sort of signal to some states—a signal to overreact. Given the long
observed relationship between an outbreak being made public and the imposition of overly
restrictive trade and travel barriers by countries, an authoritative declaration from WHO
that a PHEIC is occurring—in the absence of raising the anticipated costs of imposing such
measures—may actually exacerbate this relationship. With WHO’s authority to declare a
PHEIC, governments (and their constituents) are better able to distinguish between disease
events. Perhaps this means that fewer states are imposing excessive measures during
outbreaks not declared a PHEIC by WHO (one example is the lack of trade and travel
barriers imposed against states with cases of Middle East Respiratory Syndrome, which has
not been declared a PHEIC); but, declaring a PHEIC signals to states that a serious outbreak
is occurring and thus may be provoking barriers during just those events that most require
a coordinated international response.
In 2005, states may have strengthened the IHR when it comes to expanding WHO’s
role as an information provider. But, states also gave WHO the authority to send a strong
signal that a serious outbreak is occurring without also increasing the anticipated costs for
imposing overly restrictive trade and travel barriers, which exacerbates the cooperation
problem. If this logic is actually operating, if WHO’s declaration is provoking barriers, then
we should see evidence of the following two observable implications:
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Hypothesis 1. Most states should impose barriers after WHO declares a PHEIC, rather
than before.
Hypothesis 2. The number of states imposing barriers should be highest soon after
WHO’s declaration.
Importantly, both of these observable implications should hold even when accounting for
other factors that might explain the number of states imposing barriers over time, such as
the severity of the outbreak itself or the level of media attention paid to the outbreak.
DATA AND METHODS
To evaluate the above hypotheses, I constructed an original dataset coding whether and
when each WHO member state imposed trade or travel restrictions during the 2014
outbreak of Ebola. The Ebola outbreak is well-suited for this analysis because the
disjuncture in timing between Guinea’s report of the first cases in March 2014 and WHO’s
declaration of a PHEIC in August 2014 provides a good opportunity to examine the
influence of the declaration independent of the severity of the outbreak.37 The following
briefly describes the three analyses I use to evaluate the argument laid out above.38
Visualizing Barriers Over Time
I evaluate Hypothesis 1 by plotting barriers, Ebola cases and fatalities, media attention over
time, the date of WHO’s declaration that Ebola constituted a PHEIC (August 8, 2014), and
several other events that could be related to when countries imposed barriers (see Figure 1
below).39 I use newspaper sources and publicly available government documents to code
whether and when each country imposed barriers during the outbreak.40 When WHO
declared Ebola a PHEIC, the IHR Emergency Committee recommended that “there should
be no general ban on international travel or trade.”41 WHO did not recommend that states
adopt any border measures; as such, states that imposed measures like visa restrictions,
flight cancellations, or requirements that travelers have a medical certificate proving that
they are Ebola-free, are coded as having imposed excessive barriers. I find that 44 states
imposed barriers and 150 states did not (see Table 1).42 I then total the number of states
with barriers in place on each day of the outbreak, beginning the day the first cases were
reported (March 23, 2014) and lasting through the day after the fourth meeting of the IHR
Emergency Committee (January 21, 2015).43
The Number of States Imposing Barriers over Time
Next, to evaluate Hypothesis 2, I examine variation in the number of states imposing
barriers each day of the outbreak (see Tables 2 and 3). If WHO’s announcement sparked the
imposition of barriers, we should observe that more states imposed barriers soon after the
announcement than at other times, even controlling for other factors. The dependent
variable in this analysis is a count of the number of states that newly imposed barriers each
day of the outbreak;44 as such, an event count procedure is appropriate.45 To examine
whether the two weeks following WHO’s declaration saw higher numbers of barriers than
other weeks during outbreak (either before or after WHO’s declaration), the key explanatory
variables are binary variables for 1) the first week after the declaration, 2) the second week
after, and 3) the first two weeks after. To account for other factors that may have led many
states to impose barriers during these time periods, I include the extent of global media
coverage of the outbreak and the number of Ebola cases and fatalities each day.46
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Table 1. States that imposed excessive measures during the 2014 Ebola outbreak (March 23,
2014 - January 21, 2015)

The Potential Role of Domestic Characteristics
Another important alternative explanation is that heightened fears of disease spread among
powerful states, many of which are WHO’s biggest donors, may have influenced the timing
of WHO’s declaration. This increased threat perception could explain why WHO made the
declaration and why so many countries imposed barriers in the two weeks following the
recommendation, which would suggest that the observed relationship between the PHEIC
declaration and barriers is spurious. If this were true, then we might expect higher income
countries to be particularly likely to impose barriers in the weeks following the declaration.
To assess this possibility, I construct a binary dependent variable coded “1” if a state
imposed barriers in the two weeks following WHO’s declaration and “0” if the country either
imposed barriers at another time or never imposed barriers. Using logistic regression, I
examine whether either GDP or GDP per capita is associated with state behavior. 47 I also
include several other factors that existing research suggests might influence variation in
behavior across countries: total health spending, the level of democracy, whether the state
imposed barriers during H1N1, and whether the country is located in the UN Africa region
(all for 2013, the year before the Ebola outbreak began).48 I first examine variation across
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all 194 states, but since “0” includes states that never imposed barriers, I repeat the analysis
after subsetting the data to just the 44 countries that imposed barriers (see Table 4).
ANALYSIS AND RESULTS
The Vast Majority of States Imposed Barriers After WHO’s Declaration
Figure 1 plots the number of Ebola cases and fatalities, media coverage, and the cumulative
number of countries with barriers in place each day of the outbreak, along with the date of
WHO’s declaration that Ebola constituted a PHEIC (August 8, 2014) and several other
events that could be relevant to when countries imposed barriers:
•
•
•
•
•
•
•

March 31, 2014: Doctors Without Borders/Médecins Sans Frontières (MSF)
warned of an “unprecedented epidemic.”49
August 2, 2014: Two US health workers with Ebola repatriated from Liberia. 50
August 7, 2014: First Ebola case confirmed in continental Europe (Spain).51
September 16, 2014: United States commits to deploy 3,000 military personnel.52
September 18, 2014: United Nations Security Council (UNSC) calls the outbreak
“a threat to international peace and security.”53
September 30, 2014: Liberian man confirmed to have Ebola at a Texas hospital. 54
October 11, 2014: First documented case of local transmission of Ebola in the US.55

The figure illustrates several key points. First, as expected, the vast majority of states
imposed barriers after WHO’s August 8 declaration that Ebola constituted a PHEIC. Only
two states imposed barriers before the declaration—Bahrain on August 4 and Gambia on
April 10. In Gambia’s case, the April 10 order to airlines to cancel flights from Guinea,
Liberia, and Sierra Leone was removed on May 14. Then, after the PHEIC was underway,
on September 3, the Gambian government banned entry of travelers coming from Ebolaaffected countries.56 The 42 other countries that imposed barriers began doing so on August
9, the day after WHO’s PHEIC declaration. And, almost half of the countries that ended up
imposing barriers did so in the two weeks following the declaration. More compelling is that
the imposition of barriers does not appear to track with the severity of the outbreak. For one
thing, many public health experts, including MSF as early as March 31, 2014, argued that
the outbreak had reached crisis levels weeks, if not months, before WHO’s declaration.57
Moreover, the figure shows that about 90 days after WHO’s declaration, no additional
countries imposed barriers in spite of the outbreak’s growing severity (measured in cases
and fatalities).
Further, the figure suggests that several other events that might have increased
perceptions of a growing threat of global spread, especially among high-income countries,
do not account for why most countries began imposing barriers on August 9. The
repatriation of US health workers from Liberia occurred on August 2, and yet most countries
only began imposing barriers the day after WHO’s declaration on August 9. The first case
was confirmed in continental Europe on August 7; even though that is only the day before
WHO’s declaration, the meetings at WHO to make the declaration were already underway
on August 6, before the case was confirmed in Spain.58 The US commitment to deploy 3,000
military personnel on September 16 and the September 18 statement by the UNSC occurred
during a lull in the imposition of barriers. And, the confirmation at a Texas hospital that a
Liberian man indeed had Ebola occurred on September 30 with the first local transmission
of the disease to one of his nurses on October 11, after most states that would eventually
impose barriers had already done so.
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Figure 1. Mapping the Ebola outbreak

However, there looks to be a second wave of states imposing barriers during the week
of October 12, over two months after WHO’s declaration. This second wave still does not
seem to track with outbreak severity. It does begin right after local transmission in the US
and seems to correspond with an uptick in media coverage of the outbreak as well. This
second wave suggests that, even if WHO’s declaration is one event that leads states to
impose barriers, not surprisingly, it may not be the only event that could prompt this
behavior. For example, other events like local transmission in the US, the introduction of
screening for Ebola at US airports (which also began October 11), and increased media
coverage of these events could heighten threat perception among certain countries and lead
more states to impose barriers. However, Figure 1 suggests that the PHEIC declaration may
be one of the events provoking barriers. Further, whatever the initial impetus, the IHR are
clearly not playing the desired role of discouraging states from imposing barriers.
This descriptive data provides initial support to the argument that WHO’s declaration
prompted some states to impose barriers. Of course, this figure alone cannot tell us that the
likelihood of imposing barriers was not related to the severity of the outbreak or to the extent
of media coverage. And, the figure alone cannot show that heightened fear of disease spread
among high-income states did not influence both WHO’s declaration and the imposition of
barriers that followed. As such, the next two subsections provide additional evidence.
More States Imposed Barriers in the Weeks Following the Declaration, Even Controlling
for Outbreak Severity and Media Attention
Table 2 displays the results of six negative binomial models where the dependent variable
is the number of states that begin imposing barriers each day of the outbreak. Model 1
examines whether more states imposed barriers in the first week after WHO’s declaration
than at other times; Model 2 examines whether more states imposed barriers in the second
week after WHO’s declaration; and, Model 3 examines whether more states imposed
barriers in the first two weeks after WHO’s declaration. All three models control for the
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number of Ebola fatalities. Models 4-6 include the number of Ebola cases in place of
fatalities.59
Together, Models 1-6 show that the two weeks after WHO’s declaration are associated
with a higher number of countries imposing barriers than other times during the outbreak,
either before or after the declaration. Holding the number of Ebola cases constant, the two
weeks after the declaration are associated with 1.29 more countries imposing barriers per
day than other times during the outbreak (based on Model 6, p < .05). Importantly, neither
the number of Ebola cases, nor the number of fatalities is significantly associated with the
number of countries imposing barriers each day (it is worth noting that there is also no
bivariate relationship between either the number of cases or fatalities and the number of
states imposing barriers each day).
Table 2. Negative binomial models explaining the number of states imposing excessive
measures each day of the outbreak (March 23, 2014-January 21, 2015)

What about the role of media coverage? Models 7-12 in Table 3 are the models from
Table 2, this time controlling for media coverage (and employing a Poisson model). Not
surprisingly, more media coverage is significantly associated with the number of barriers
imposed each day. However, even controlling for media coverage, the two weeks after
WHO’s declaration are associated with a higher number of countries imposing barriers than
other times. Outbreak severity is still not positively associated with barriers. It is worth
noting that controlling for media coverage actually poses a hard test for the argument
presented here. Media coverage could be operating through several different channels.
Possibilities include increasing fear among populations that then pressure governments to
act, or directly heightening fear among policymakers. Alternatively, the extent of media
coverage could be a reflection of some other process. One likely possibility is that media
coverage is a mechanism through which the PHEIC declaration influences the number of
countries imposing barriers. Thus, that the two weeks following the PHEIC are still
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significantly associated with the number of countries imposing barriers per day,
independent of media coverage, provides compelling evidence that the PHEIC may have
been a trigger.
Table 3. Poisson models explaining the number of states imposing excessive measures each
day of the outbreak (March 23, 2014-January 21, 2015), controlling for media coverage.

These results illustrate that the time period immediately following WHO’s declaration
is significantly associated with a higher number of countries imposing barriers, even
controlling for outbreak severity and media coverage. However, we might still wonder
whether some other country-specific factors explain whether states imposed barriers during
this two-week period. In particular, if high-income countries are more likely to impose
barriers during the two weeks following WHO’s declaration, then the relationship we see
between the declaration and the number of barriers may be spurious and could instead be
driven by increased fear of disease spread among high-income countries. This increased fear
may be unrelated to the PHEIC declaration, or, as suggested above, could have played a role
in WHO declaring a PHEIC to begin with.
Country Characteristics Played a Limited Role
Table 4 presents the results from two logit models, where the dependent variable is whether
each state imposed barriers during the two weeks after WHO’s declaration. Model 13
includes all 194 states in the analysis. Model 14 includes just states that ended up imposing
barriers. Both models show that domestic factors are not associated with whether states
imposed barriers in the two weeks after the WHO declaration. Perhaps most importantly,
higher income is not associated with behavior. This null finding casts doubt on the
possibility that strong states became worried about disease spread at the beginning of
August and that this explains both WHO’s declaration and subsequent state imposition of
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barriers. Even if high-income member states influenced the timing of WHO’s declaration,
this did not lead those same countries to impose excessive measures. These results add
support to the contention that WHO’s declaration sparked the imposition of barriers by
some states. The only factor significantly associated with imposing barriers in the first two
weeks is whether a state is located in the UN Africa region. Further exploration is needed
into why countries within Africa were more likely then those in other regions to impose
barriers. The point here is that the PHEIC declaration may have convinced those states in
Africa considering a travel ban to go ahead and impose one.
Table 4. Logit models explaining whether states imposed excessive measures in the two
weeks following WHO’s declaration

DISCUSSION
The empirical analysis provides support for the argument presented here—that WHO’s
declaration of a PHEIC can provoke the imposition of excessive barriers. However, there are
likely multiple events that could similarly “trigger” barriers, as well as several potential
mechanisms through which the PHEIC declaration could be influencing state behavior. I
address both of these points in what follows.60
First, WHO’s declaration of a PHEIC is likely not the only event that could lead states
to start imposing barriers. Before WHO gained the PHEIC declaration power in 2005, states
imposed barriers in response to outbreaks—that behavior was one reason for the 2005
revision. During the 2014 Ebola outbreak, factors other than the PHEIC declaration led
Bahrain and Gambia to impose excessive measures since both did so before the declaration
was made. Further, as suggested above, the second wave of states imposing barriers
beginning the week of October 12 (see Figure 1) may have been a reaction to the first case of
local transmission in the US and the introduction of increased screening at US airports.
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Nonetheless, the analysis presented in the previous section suggests that in the case of
the 2014 Ebola outbreak, the PHEIC declaration played a major role in motivating many
states to start imposing barriers around August 9. To further demonstrate the unique nature
of the two weeks following the PHEIC declaration, as a robustness check I examine whether
any of the other 43 weeks of the outbreak period are significantly associated with the
number of states imposing barriers. Only one other week was associated with an increase in
the number of states imposing barriers—not surprisingly, it was the week of October 12 just
mentioned above. The evidence suggests that the PHEIC declaration provoked barriers
during the Ebola outbreak, even though it may not be the only event that could do so.
The second point worth noting here is that this analysis does not isolate the precise
mechanism driving the relationship between the PHEIC declaration and states’ imposition
of barriers. There are several possibilities. Is the declaration influencing state behavior
through its effect on media coverage of the outbreak, which in turn heightens levels of fear
among populations or policymakers? And, is fear increasing among governments,
populations, or both? Further, is the declaration operating through its influence on
governments’ domestic political calculations or through international pressures?
The focus of this article is not on which states end up imposing barriers. Existing
research on the H1N1 outbreak shows that governments that anticipate harmful domestic
political backlash for not “doing something” in the face of an outbreak were more likely than
others to impose barriers, suggesting that the PHEIC declaration may be operating through
domestic channels.61 However, it could also be that the PHEIC declaration led a few “first
mover” states to impose barriers and then through a process of policy diffusion led other
peer states to impose barriers as well. There is limited evidence of this in the case of the
H1N1 outbreak, but there is some evidence of regional effects in the case of Ebola.62 The
argument in this article is that the PHEIC declaration can help to explain when many states
will begin imposing barriers—this point is compatible with several potential explanations
for which states those will be.
Perhaps the most important potential alternative explanation to the one presented here
is that other co-occurring events with the August 8 PHEIC declaration might have led so
many states to impose barriers around that time. I have tried to account for some of the
most significant of these possibilities—outbreak severity and media coverage—by
controlling for them in the analysis. I also address the possibility that powerful states both
led WHO to make the declaration when it did and also then were the ones to impose barriers
soon afterwards by showing that high income-countries were not more likely then others to
impose barriers in the two weeks following the PHEIC declaration. Future work should
enrich the analysis presented here by focusing on in-depth qualitative research into
government decision-making during this period to hone in on the particular mechanisms at
work.
CONCLUSION AND OPTIONS FOR REFORM
States’ imposition of overly restrictive trade and travel barriers is a longstanding issue
dating back to the International Sanitary Conventions of the 1800s and most recently put
on display during the 2014 Ebola outbreak. The three part analysis presented in this article
provides compelling evidence that WHO’s declaration of a PHEIC can provoke trade and
travel barriers. Drawing on theories of institutional design, I argue that this is because the
IHR have not sufficiently raised the costs of imposing excessive measures to address the
cooperation problem driving the behavior of some states. These costs remain low due to
both states’ unwillingness to design more effective IHR when it comes to excessive measures
and WHO’s own reluctance to exercise the naming and shaming power it does have (though,
as noted, there are some very good reasons for this from WHO’s perspective). As a result,
WHO’s authority to declare a PHEIC enables it to send a very clear signal that a serious
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outbreak is underway while the costs states face for imposing measures that are more
restrictive than WHO recommends remain low. As a result, WHO’s expanded role under the
revised IHR to notify states when a global health emergency is underway serves as a signal
to some states to overreact.
Analysis of data from the 2014 Ebola outbreak supports this argument. Only two states
imposed barriers before WHO’s declaration. Further, more states imposed barriers during
the first two weeks after the declaration than at any other time, even controlling for media
coverage and outbreak severity. Importantly, outbreak severity is not significantly
associated with the number of countries imposing barriers. Further, whether countries
imposed barriers in the first two weeks was not driven by country-level characteristics that
might have also caused WHO to make the declaration. The Ebola case suggests that a PHEIC
declaration could have a similar effect during future outbreaks. If WHO is to successfully
coordinate the international response to global health emergencies, it must be able to notify
states about these events to spark an effective response while preventing overreaction; the
findings presented here suggest that the IHR have not yet addressed this challenge.
In spite of this unintended relationship between declaring a PHEIC and barriers, it is
worth noting that the IHR may have positively influenced the behavior of some states. As
described above, the revised IHR are designed provide faster and better information to
states about a wider range of health threats. States are now better informed than they used
to be about when a serious outbreak with potential for cross-border spread is occurring and
how they should respond. While there are likely a variety of reasons why some states follow
WHO recommendations, this improved information might have convinced some states that
they should not impose barriers because they realize doing so is self-defeating from the
perspective of outbreak preparedness and response. Though over 40 countries imposed
excessive barriers during both H1N1 and Ebola, this represents a minority of states; most
states followed WHO guidelines.
So, WHO’s declaration only provoked some countries to impose barriers. And, the
argument presented above suggests that many states are imposing barriers for a particular
reason—because they have time-inconsistent preferences driven by domestic or
international pressures. Some states will continue to disregard WHO recommendations as
long as the benefits of imposing overly restrictive trade and travel barriers outweigh the
costs of doing so. As such, this cost-benefit analysis must be shifted in favor of following
WHO recommendations.
As we look ahead to the election of the next director-general of WHO, what are the
options for more effectively addressing the cooperation problem? In the wake of H1N1 and
Ebola, many recommendations have been made for reforming WHO’s role in outbreak
response and several focus on the issue of excessive measures.63 These include further
empowering the WHO Secretariat to “request justification of these measures under the
Regulations,” “examine options for sanctions for inappropriate and unjustified actions
under the Regulations,”64 and calling on WHO to “confront governments that implement
trade and travel restrictions without scientific justification.”65 Another suggestion is to
“consider the possibility of an intermediate level [declaration] that would alert and engage
the wider international community at an earlier stage” before a PHEIC is underway.66
As others have pointed out, implementation of most of the recommendations made in
the aftermath of Ebola is unlikely.67 As noted above, during negotiations over revising the
IHR, states were not willing to give “more teeth” to the commitment to follow WHO
recommendations during outbreaks; there is little evidence that this has changed. And,
WHO is not likely to start naming and shaming states without a change in the structural
conditions that make the organization wary of criticizing its member states. In light of the
findings presented here, the suggestion of an “intermediate” level alert that would signal an
outbreak less serious than a PHEIC is not likely to stop states from overreacting. Any sort
of declaration coming from WHO about a potentially serious outbreak may provoke some
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states to impose barriers. And, even if this intermediate announcement did not provoke as
many states to impose barriers as a PHEIC declaration, any time a PHEIC was declared—
which, again, is when a coordinated international response is most needed—states would be
likely to impose barriers in response.
Any reform that does not raise the costs of imposing excessive measures relative to the
benefits is not likely to change state behavior on this count. And, these costs are likely to
remain low as long as states are not invested in raising them. However, there are two ways
that WHO itself might be able to shift this cost benefit analysis.
Raising the costs of imposing barriers is not the only way to shift states’ cost benefit
analysis. The other strategy would be to reduce the benefits of imposing barriers. A central
benefit to governments is that barriers can provide them with political cover. If the outbreak
ends up crossing the border and causing damage, the government is at least able to point to
having tried to stop outbreak spread by imposing trade or travel barriers. But, this is only
politically beneficial to governments if they think that the public believes that barriers
protect from spread. As such, WHO could work to better communicate to populations
during outbreaks, and at other times, that trade and travel barriers are not actually effective
at stopping disease spread. Research shows that the public updates its perceptions about
disease when exposed to new information; perhaps this applies to perceptions about which
measures should be used to try to stop disease spread as well.68
Given that most other proposals are unlikely to be implemented in the near future,
promoting learning, though it is not a quick fix, could be particularly promising in the case
of the IHR because it actually builds on WHO’s role as an information provider. WHO
already has the authority to provide information about what constitutes an effective
response to a given outbreak. It needs to do a better job of showing populations, not just
governments and leaders, that trade and travel barriers are not effective at stopping spread.
More consequential, however, would be the election of a director-general willing to hold
states accountable. As many have pointed out, if WHO would only exercise its power to
name and shame, the costs of imposing excessive barriers would increase. This is a tall (and
unlikely) order, but the election of a director-general with political experience and preexisting relationships with member state governments—which is what set Dr. Gro Harlem
Brundtland apart and may have allowed her to criticize states at times—might make this
possible. However, Dr. Brundtland is an exception among WHO directors-general and there
are reasons why member states tend not to elect those that might be more willing to call
them out for bad behavior.69 However, whoever fills the director-general role next has the
potential to shape the future of the IHR and WHO’s role in outbreak response.70 If the costs
of imposing excessive measures do not increase relative to the benefits, then WHO’s power
to declare a PHEIC will continue to provoke barriers and actually undermine outbreak
response.
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Accountability, International Law, and the World Health Organization:
A Need for Reform?
Mark Eccleston-Turner and Scarlett McArdle
INTRODUCTION
Recently the World Health Organization (henceforward WHO) has received significant
criticism for its choice of action, as well as on occasion its inaction, with much of this
criticism focusing on the role the Organization plays in coordinating the global response to
potential pandemics.1 While the merits of these criticisms are not the focus of this paper,
the WHOs action, or delayed action in responding to global health emergencies raises a
number of questions about its accountability for its actions. To that end, this paper examines
accountability through the lens of the WHO’s management of the recent Public Health
Emergency of International Concern (PHEIC) regarding the outbreak of Ebola in West
Africa. In doing so we consider the actions, or inactions, of the WHO during this outbreak
along with the internal and external accountability mechanisms that the WHO currently
employs in order to ensure oversight of its actions.
This paper argues that the Ebola pandemic has highlighted one of the major flaws in
WHO governance: the lack of appropriate accountability mechanisms to address wrongful
acts or omissions by the Organization when they occur. This paper also argues that the
recent criticism regarding how the WHO has responded to and managed global health
emergencies is exacerbated by the defects in the accountability mechanisms employed by
the WHO. It further argues that the Guiding Principles which are set at the core of the WHO
Accountability Framework are too limited in their remit, and the manner in which the
Principles are implemented and operationalized by the WHO are also far too limited. In
addition, while there has been some consideration of accountability in general terms by the
WHO, with the creation of an explicit Accountability Framework, there remains a number
of issues that limit the ability of the WHO to be effectively held to account. This paper
concludes that the WHO needs to further develop its accountability mechanisms to
strengthen the concept of accountability under the next Director-General, and suggest ways
in which this could be achieved.
It is important to note at this stage that our focus in this paper is on WHO accountability
as we consider the WHO to be an autonomous actor, beyond its Member States.2 This
concept of accountability requires the WHO to account to both its Member States and to the
broader international community, and both aspects will be contemplated within this paper.
Member State accountability may continue to arise but considerations of that are beyond
the remit of this paper.
THE CONCEPT OF ACCOUNTABILITY
Accountability has a broad range of meanings, criteria and standards, and has recently
expanded beyond its initial usage in the context of audits and accounts.3 It is now generally
understood as the need to answer for action, or a failure to act, by an authority of some sort.4
Liberal democratic systems have long held concepts of accountability as fundamental to the
exercise of power,5 and as the international system has evolved, greater discussions on the
concept of accountability within the international legal system have emerged.6 The
importance of accountability was seen with the International Law Association (ILA)
undertaking a project on accountability where it determined that “as a matter of principle,
[it] is linked to the authority and power of an [Organization]. Power entails accountability
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that is the duty to account for its exercise”,7 or for the purpose of this discussion, its lack of
exercise.
At the most basic level accountability has developed to mean 'answerability' for actions,
ensuring a check on power, and is seen as an important part of the identity of international
institutions.8 However, whilst ‘accountability’ appears to be a straightforward concept,
ensuring accountability is actually a multilayered, and multidimensional pursuit. To that
end, numerous criteria for accountability can be identified, including: it is external; it
involves social interaction and exchange; it implies rights of authority in that those calling
for an account are asserting rights of superior authority over those who are accountable;
including the rights to demand answers and to draw consequences of varying magnitude.9
To summarise, accountability provides ‘internal and external scrutiny and monitoring
irrespective of potential and subsequent liability and/or responsibility.’10 These ideas of
accountability can also be found in the law of international organizations. One of the few
definitive statements seeking to clarify the broad concept of accountability in respect of
international organizations can be found in the International Law Association’s report on
accountability of international institutions from 2004. The report defined accountability as
having three levels:
[First level] the extent to which international organizations, in the fulfillment of their
functions as established in their constituent instruments, are and should be subject to,
or should exercise, forms of internal and external scrutiny and monitoring, irrespective
of potential and subsequent liability and/or responsibility;
[Second level] tortious liability for injurious consequences arising out of acts or
omissions not involving a breach of any rule of international and/or institutional law
(e.g. environmental damage as a result of lawful nuclear or space activities);
[Third level] responsibility arising out of acts or omissions which do constitute a breach
of a rule of international and/or institutional law (e.g. violations of human rights, or
humanitarian law, breach of contract, gross negligence, or as far as institutional law is
concerned acts of organs which are ultra vires or violate the law of employment
relations).11
This paper is primarily concerned with the first two levels of this definition, as the third
is related to the law of responsibility, and responsibility must be delimited from
accountability with only the latter being the focus here. Responsibility is well understood in
respect of international law - it is the legal consequences arising from non-compliance with
an international legal obligation. Included within responsibility would be any legal
sanctions or impositions of costs arising from such non-compliance. Whereas consequences
arising from accountability are quite different - here we are referring to “an acceptable
outcome arrived at through a procedure instigated by an aggrieved party and is intended to
include….other means of redress which might be more appropriate to the circumstances of
the case e.g. prospective changes of policy or practice by the [organization].” 12
Returning to the ILAs definition of accountability the first level of the definition can be
understood as having three main components: the concept of scrutiny, both internal and
external; subsequent monitoring of actions; and, imposition of consequences. The first
critique to consider in relation to accountability and the WHO is that there does not exist
any external body ensuring oversight. While this is perhaps the ideal when considering the
above conceptions of accountability, it is entirely absent here. A potentially more positive
aspect, however, is that there is recognition by the Organization of the need to include
accountability within its institutional framework, with the development of a standalone
Accountability Framework. This may be an internal mechanism, but the recognition of the
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need for this should be given some credence. In spite of this positive recognition, however,
the particular approach taken towards accountability by the WHO is a difficult one that does
not completely correlate with the generally accepted approach of accountability by
international organizations, which is intended to have answerability at its core. Not only
that, but the initial focus entirely bypasses the concept of institutional accountability. As
part of the Framework, the WHO states that accountability is the:
obligation of every member of the Organization to be answerable for his/her actions
and decisions, and to accept responsibility for them. Accountability includes achieving
objectives and results in response to mandates and in accordance to the General
Programme of Work and Programme Budget, fair and accurate reporting on
programme performance, stewardship of funds, and all aspects of performance in
accordance with regulations, rules and standards, to its stakeholders in a timely and
transparent manner.13
This shows a limited approach to accountability; its initial focus is upon staff members
being accountable to the organization. This is a rather precise focus of accountability.
Furthermore, as we outline below, other specific accountability mechanisms within the
WHO focus upon Member States reporting to the organization. The focus appears to be not
accountability of the organization but accountability to the organization.
By not addressing institutional accountability, this approach effectively weakens any
further attempts at ensuring the accountability of WHO as a multilateral institution, let
alone an autonomously acting organization. Through this the WHO is effectively placing
itself as an organization that holds to account, rather than being one that is held to account.
This State-centric approach to accountability is most likely borne out of the fact that
international organizations are traditionally seen as mere collections of states, as opposed
to an autonomously acting organization in and of themselves. However, this is not reflective
of the organization that the WHO has evolved into; it has developed to exist in a fashion that
is distinct and autonomous of its members. As stated above, we are examining
accountability of the WHO as an autonomous actor it its own right, rather than through the
lens of its Member States, as the WHO can be said to be in possession of legal personality
and existing in a manner that is ‘more than the sum of its parts.’14 While there is no explicit
recognition of legal personality on the part of the WHO, its ability to conclude international
agreements, pass distinct legal acts as well as its institutional framework including distinct
legal actors are such powers that could only be explained by the WHO possessing legal
personality and a degree of autonomy apart from its member States.15
Even when considering the approach the WHO takes to accountability in light of the
institution itself, there are substantial limitations in the interpretation of accountability.
Answerability as a central idea of accountability is addressed within this definition, but it is
interesting that this concept continues to be explicitly addressed to the members of the
organization, rather than on the organization itself. When considering the WHO and
organizational accountability, the focus is a much more particular one that considers aspects
such as general reporting on performance, and following preset rules and objectives. Such
an approach can be conceived of in terms of good governance and the internal workings of
the institution. However, these general concepts of accountability, while positive, are far too
broad, and not reflective of what accountability has come to mean more recently; there is a
lack of focused and precise mechanisms and no concept of consequence for actions. This
can be seen when considering the Guiding Principles that the WHO developed to underpin
accountability within the organization:
a)
b)

Mutual accountability and clarity of organizational responsibility
Alignment of strategic direction and results with accountability
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c)
d)
e)
f)
g)

Individual and collective commitment
Highest standards of personal integrity
Transparency
Balanced expectations and capacity
Continuous monitoring and learning16

While the existence of the Framework is positive and the inclusion of a set of principles,
such as these, shows a willingness to engage with accountability, even at an institutional
level, these principles only serve to demonstrate the WHO’s limited approach. In particular,
the key concepts of accountability, which were outlined above, are all missing from the
Guiding Principles. It is bizarre that the Guiding Principles for Accountability of a complex,
multi-layered institution, such as the WHO, does not include answerability, external
scrutiny, or consequences for actions. The focus is instead on much more internal
institutional concepts of strategic direction, integrity, and continuous monitoring and
learning. As a result, the manner in which the WHO interprets and engages with
organizational accountability is particularly limited, and fails to reflect the broader
principles associated with accountability at the international level. This limited approach
means that there are minimal, or no, consequences for the WHO in respect of its actions or
inactions. This can be seen most prominently when looking at the manner in which the
Guiding Principles are operationalized, which has mainly been through internal scrutiny
mechanisms, as opposed to the external mechanisms typically associated with
accountability. Moreover, the internal mechanisms are largely approached in specific, quite
limited scenarios.
There are, for example, accountability frameworks addressing different policy areas,
such as the Global Strategy on Women’s and Children’s Health.17 In this regard the WHO
has created the Commission on Information and Accountability for Women’s and Children’s
Health (Accountability Commission) to examine the most effective ways of reporting,
oversight and accountability in the areas of women’s and children’s health.18 One of the
Commission’s recommendations was the creation of an independent Expert Review Group
(iERG), which was established in September 2011. The iERC provides an annual report on
progress, results and resources on the recommendations of the Accountability
Commission.19 This is an interesting development, it shows recognition by the WHO of the
need to integrate accountability into areas of policy, and have it as an integral part of any
action that they take.
This recognition is limited, however. When considering the particular reports of the
iERG, it is clear that they have a very precise remit in relation to this particular policy area.
The focus of the group is one of assessing compliance and implementation of strategy and
recommendations, as well as identifying good practice and obstacles to delivery of targets,
to improve transparency and to make recommendations. This remit is one that is particular
to Women’s and Children’s Health, and the iERG cannot examine accountability in respect
of any other operational remit. Despite this, through both the iERG and other policy-specific
accountability mechanisms, such the Global Vaccine Action Plan,20 we again see the WHOs
state-centric approach to accountability with WHO acting as an entity that holds others to
account, as opposed to one which is held to account by others. To move from a scenario
whereby the WHO holds others to account, to one where the Organization itself is held to
account by external agencies will require a radical shift in focus at the Organization. The
new Director-General has a prime opportunity to begin this shift.
There do also exist some limited mechanisms that apply in a more overarching fashion
at the WHO. For example, the Office of Internal Audit and Oversight (IAO), which focuses
on internal audit, inspection, monitoring and evaluation of finances. While this shows a
degree of integrated accountability, as all systems, processes, operations, functions and
activities within the Organization are subject to IAO’s review, evaluation, and oversight, the
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remit of this body is very narrow - focusing solely on auditing and finance management.
There is also the Office of Compliance, Risk Management and Ethics (CRE) which has a
rather vague objective of “the pursuit of excellence at all levels of the WHO in an effective,
efficient, transparent and accountable way”.21 While at first glance this may appear to be an
overarching, holistic approach to accountability, in reality the role of the CRE is limited to
financial, procurement and business strategy.22 The WHO has also showed some approach
towards external accountability with its External Auditor and Independent Expert Advisory
Oversight Committee (EAIOC). These bodies are, again, however, largely focused on
financial management.
While it is positive that the WHO has incorporated concepts of accountability within its
structures, both through the overarching Accountability Framework, and through more
specific mechanisms, there remain a number of difficulties with the approach taken. The
most substantial of these is the limited focus that the overarching approach and concept of
accountability has at the WHO, as well as the very limited approach of the specific
mechanisms that exist to ensure the accountability of the organization. As noted above, the
WHO has chosen to operationalize ‘accountability’ through a range of specific internal
measures addressing specific areas, such as women’s and children’s health or financial
management. While developing some sort of internal mechanism is positive, this does not
allow for a comprehensive approach to accountability, which would include the
accountability of the organization as a whole with a focus on answerability, external
scrutiny, and, consequences for actions. Instead, the WHO has focused on having reporting
measures in place for Member States or particular areas of policy under the guise of
‘accountability’, without ever truly engaging with organizational accountability.
It would appear that the interpretation of accountability taken by the WHO is one that
considers low-level implementation of policies, rather than the actions of the WHO as an
institution. Indeed, in respect of accountability the WHO approach is often directed towards
human resources, financial control and compliance in country offices. In some instances the
WHO does include wider accountability mechanisms to critique their own work, but only in
respect of specific policy areas that have those accountability mechanisms built into them.
This is despite the fact that the WHO Accountability Framework states that “[a]ccountability
has always been embedded in the structure of WHO and its operational policies and
procedures. ….delegated responsibility, authority and accountability exist in a decentralized
environment at all levels of the Organization”.23
We contend that the WHO is substantially lacking an approach to accountability which
is embedded in its structure, policies and produces, meaning that it fails to engage with the
overall concept of accountability in a meaningful way. Within the WHO there is a continual
attempt to push accountability mechanisms downwards, on to the Member States, or those
charged by the Organization with delivering on a specific policy, and a lack of consideration
of the concept of accountability at the organization level. In order for accountability to truly
be considered an embedded principle as the Accountability Framework claims, it needs to
be established within the institution as a whole. To this end, it has been noted that “a culture
of accountability as a fundamental pillar of accountability” is currently missing from the
frameworks of the WHO, as well as other UN bodies.24 The Joint Inspection Unit of the
United Nations System commented that
A culture of accountability is nascent in most United Nations system
organizations and needs further efforts to reach maturity. Consistent application of
discipline and awards are needed in addition to training and ownership; the United
Nations system lacks a comprehensive system of motivation and sanctions. The
system of sanctions is stronger than the system of motivation, awards and rewards.
There is a need to develop a stronger system to ensure personal accountability.
However the Inspector concluded that the culture will only reach full maturity when
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the senior managers set the tone at the top, bolstered with examples for all to see of
holding themselves accountable.25
It is clear that the approach taken to accountability at the WHO is not sufficient to
provide proper ‘forms of internal and external scrutiny and monitoring, irrespective of
potential and subsequent liability and/or responsibility’ in line with the definition of
accountability provided by the International Law Association. We therefore argue that it is
pursuant upon the new Director-General to fundamentally reform the approach taken to
accountability at the WHO, and the mechanisms which it uses to ensure accountability - in
order to better align the WHOs Accountability Framework with established principles of
accountability for international organizations. The pressing need for this reform is well
demonstrated by a consideration of accountability in respect of the WHO’s management of
the recent Ebola outbreak in West Africa.
THE WHO, EBOLA AND A LACK OF ACCOUNTABILITY: GAPS IN THE FRAMEWORK?
The recent Ebola epidemic in West Africa began in Guinea during December 201326, and
the WHO was officially notified of the outbreak on March 23, 2014.27 The WHO did not
declare the outbreak to be a ‘public health emergency of international concern’ (PHEIC)
until August 8th that year28; by which time there were 1,779 confirmed and suspected cases
of Ebola, nearly a thousand of which were confirmed or suspected to have resulted in
death.29 This delay between the WHO being made aware of the epidemic and declaring it a
PHEIC has been the subject of considerable criticism in the literature,30 as well as in the
Report of the Ebola Interim Assessment Panel commissioned by the WHO which stated that
that ‘significant and unjustifiable delays occurred in the declaration of a Public Health
Emergency of International Concern31 (PHEIC) by WHO.’32 A number of accountability
issues arise from the WHO and the Ebola outbreak, but the delay and inaction of the
Director-General is one of the most considerable. In spite of the Director-General
possessing expansive powers in respect of a PHEIC, this is an area within the WHO where
there exists a gaping hole in accountability terms.
The Director-General is a substantial figure within the WHO, having responsibility as
the head of the Secretariat, the technical and administrative organ of the WHO. As part of
this the DG is the ‘chief technical and administrative officer, [responsible for] the
appointment of Secretariat staff, drafting of the programme budget’.33 The DG has a crucial
role to play in agenda setting for the work undertaken by the WHO, reporting to the Health
Assembly on the technical, administrative and financial implications of all agenda items
submitted to the Assembly prior to consideration. No proposal can be considered by the
Assembly without a report from the DG except for cases of urgency.34 As head of the
Secretariat, accountability is particularly relevant to the DG, as RES/64/259, as adopted by
the UN General Assembly noted “Accountability is the obligation of the Secretariat and its
staff members to be answerable for all decisions made and actions taken by them, and to be
responsible for honouring their commitments, without qualification or exception.”35
Despite this, it is concerning that, despite the significant power which the DG holds, there
appear to be very few accountability mechanisms overseeing the work of the DG. While there
is an ‘accountability report’ of the first term of Dr. Margaret Chan in her role as DG, this
appears to have been drafted by the office of the DG, for the 2012 DG election, and does not
appear to have been considered by any other body in the WHO for critique.36 More
concerning, is the fact despite the DG being a crucial figure in pandemic management, there
are very few obligations upon the DG to account for their actions.
The role of the DG in the declaration of a PHEIC is one of the areas where the pressing
need to reform the limited approach taken to accountability at the WHO can most readily
be seen. The International Health Regulations (2005) provide that the Director-General has
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the power to establish an Emergency Committee to advise the Director-General in
determining whether a particular event constitutes a PHEIC, and also to advise on any
recommendations to address the PHEIC.37 Specifically, the Emergency Committee is to
‘provide [the Director-General with] its views on’
a) whether an event constitutes a public health emergency of international concern; b)
the termination of a public health emergency of international concern; and c) the
proposed issuance, modification, extension or termination of temporary
recommendations.
Given that the DG has a significant role to play in the declaration and management of
a PHEIC it is all the more concerning that there is a substantial lack of oversight of how the
DG uses their powers; greater power ought to equate to greater accountability. This lack of
oversight and accountability becomes particularly apparent when one considers that the DG
is the sole entity that can convene and instruct an Emergency Committee, which is crucial
to a PHEIC being declared. The potential for failings on the part of the DG, and therefore
the need for accountability in this area, was especially pronounced during the Ebola
outbreak. The late creation of the Committee by the DG led to the late declaration of the
PHEIC in relation to Ebola, and these errors and delays should have precipitated some form
of accountability for action. There ought to be an obligation to account for all actions within
an institution and, furthermore, this obligation ought to be heightened when considering
the poor exercise of authority. This is not presently the case - the DG appears to be fairly
free to act with little oversight as to their actions.
Not only do concerns arise in general terms with the DG and their expansive authority,
but the Ebola crisis gives further cause for concern in the inability of the WHO to engage
and live up to its own Guiding Principles on accountability. There are, therefore, not only a
lack of mechanisms, but the only concrete aspects that could be relied upon here in the
Guiding Principles, are simply not followed.
The WHO’s actions in relation to the Ebola outbreak show, most notably, a lack of
‘mutual accountability and clarity of organizational responsibility’. This principle is
elaborated upon in the Accountability Framework as being ‘individual Members, as well as
other contributing partners, have distinct responsibilities for delivering on their respective
obligations’38. If we take the power of the DG to convene an Emergency Committee and
declare a PHEIC as being a power than comes with a corresponding obligation or
responsibility to convene an Emergency Committee and declare a PHEIC when it appears
correct to do so, then clearly this Principle was not followed during the most recent Ebola
outbreak. Internal emails and documents show that the WHO were well aware of the
severity of the outbreak in West Africa, but resisted convening an Emergency Committee,
which begins the process of declaring a PHEIC, for two months.39
To that end, such inaction also calls into question the extent to which there was an
‘Alignment of strategic direction and results with accountability’ which is elaborated upon
as being the ‘Strategic direction and priorities of the Organization are understood and
managers are accountable for aligning the strategic direction and objectives, expected
results and activities set for their areas of responsibility’. With the objective of the
Organization being ‘the attainment by all peoples of the highest possible level of health.’40
It is difficult to align the actions of the WHO in intentionally delaying declaring Ebola a
PHEIC in West Africa with this objective.
There was also a lack of transparency in the decision making process relating to the
decision to declare Ebola a PHEIC, or not. This is evident by the fact that there was a
significant disparity between the internal and external discussions about Ebola around June
2014. Internally senior staff at the WHO spoke of: the reported cases being “the tip of the
iceberg”; the virus spread being worse than the data implied; unanswered pleas for support
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from WHO staff on the ground in West Africa; and, the fact that internal discussions about
convening an Emergency Committee was dismissed as “a hostile act”.41 In contrast, in
external discussions with the media the WHO stated that: “WHO and partners are providing
the necessary technical support to the Ministries of Health to stop community and health
facility transmission of the virus”; “WHO does not recommend any travel or trade
restrictions be applied to Guinea, Liberia, or Sierra Leone based on the current information
available for this event”.42 The external communication from the WHO implied that the
outbreak was under control, when internally it was quite clear that this was not the case.
Despite the fact that the WHO appears to have failed to meet the standards it set in the
Accountability Framework in respect of accountability during the Ebola outbreak, very little
consideration was given to accountability in the Report of the Ebola Interim Assessment
Panel, which was commissioned by the WHO. The report is critical of the role of the WHO
during the Ebola outbreak, as well as directly criticizing specific members of the Secretariat,
including the DG for their role in delaying the declaration of a PHEIC
The declaration of a PHEIC can lead to disagreements with national governments, and
the Panel notes that independent and courageous decision-making by the Director-General
and the WHO Secretariat is necessary with respect to such a declaration. This was absent in
the early months of the Ebola crisis.43
The Report also notes that “[d]elivering an effective emergency response in countries
requires significantly strengthened administrative and managerial structures. There must
be transparency, accountability, and monitoring, especially for financial resources”.44 A
new WHO Centre for Health Emergency Preparedness and Response and the establishment
of an independent Board to oversee the work of this new Centre is also proposed in the
report45 While it is disappointing to again see such a narrow approach to accountability
being taken by the WHO, the creation of such a Centre and Board would be a positive step
in terms of accountability of the WHO during a public health emergency. It is therefore
concerning to see that this proposition was not addressed in the WHO Secretariat’s response
to the Report of the Ebola Interim Assessment Panel.46 Instead, in the WHO Secretariat
response report the Secretariat notes that they intend to ‘Improved functioning,
transparency, effectiveness and efficiency of the International Health Regulations’ in order
to ‘facilitate rapid and transparent decision-making and action, and a staffing and financing
plan’47 during major outbreaks and emergencies, but no further details regarding how this
would be achieved are provided.
Despite the considerable criticism of both the work of the DG and the wider WHO in
respect of Ebola, both of these internal reports from the WHO fail to adequately take
accountability into consideration, and how it ought to be improved at the organizational
level. This is particularly disappointing because weak accountability mechanisms lay at the
heart of the weak response to Ebola – a point noted by the report of the Harvard-LSHTM
Independent Panel on the Global Response to Ebola.48 The Harvard-LSHTM report is much
clearer on the accountability failings at the WHO, and provides more robust
recommendations for addressing these failings though an independent Accountability
Commission for Disease Outbreak Prevention and Response in order to ‘institutionalise
accountability’.49 It is worth noting that the Harvard-LSHTM report recommends that the
UN Secretary-General should create an Accountability Commission, which would report to
the World Health Assembly and the Security Council’s Global Health Committee.50
This is a laudable aim; the existence of an independent external body to ensure the
scrutiny and oversight of numerous agencies of the UN would achieve a strong concept of
accountability within the UN system, and would strengthen the external accountability
mechanisms of the WHO which we highlighted as a weakness above. Had this been in place
when the Ebola outbreak happened, it could be envisaged that more robust and honest
reporting would have been ensured. Not only this, but with the prospect of such open
reporting to an external body, it is not a great leap to consider that this may have internally
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exerted some pressure in ensuring speedier action on the part of the WHO DG. This is the
very core of accountability; ensuring the answerability of actions and, from this, seeking to
better improve policy and action in light of these answers. The proposition of an
independent external body is the pinnacle that would achieve this.
This is a proposition not without problems, however. While it appears to address
accountability in a much more substantive manner than either of the two WHO
commissioned reports, it does so specifically through the creation of an Accountability
Commission with a limited remit – one specifically limited to disease outbreak and
response. The WHO needs to adopt a much more holistic approach to accountability across
the Organization in respect of all of its operations and actions, not merely the ones where
accountability has been found to be most lacking, most recently. Moreover, the provision of
an external body to which the WHO could be accountable would be the ideal scenario and
would enable complete oversight. When considering the practicality of it, however, it is
difficult to envisage how this proposal would be workable within the international system.
There are financial difficulties and strains generally within the UN system, and so it is
difficult to envisage where the funds would come from to create and operate a system such
as this. In light of this the following section on reforms will propose pragmatic solutions.
These are solutions which are substantially limited and do not follow the ‘ideal’ solution
outlined above. They do, however, offer the first steps which could be taken by the WHO,
on the path to the ideal.
REFORM OF ACCOUNTABILITY AT THE WHO
The next WHO Director-General should take two key approaches to strengthening
accountability. The first is to return to the WHO’s Accountability Framework and to develop
and strengthen the guiding principles contained within it. The second approach that needs
to be addressed is to develop a far more comprehensive approach to accountability that
develops mechanisms of accountability that address the institution as a whole, as well as
mechanisms that address accountability of the DG, and Secretariat.
The difficulty with accountability and the WHO is one of a lack of comprehensive
accountability; the WHO has recognised the need to engage with accountability within its
institutional framework, which is positive. Its existence as one of only seven institutions
within the United Nations framework as having a standalone accountability framework is
encouraging. This needs to be returned to, however, and further work is required to rectify
the limited approach to accountability currently taken within the Organization. The WHO
needs to further develop its mechanisms to strengthen the concept of accountability under
the next Director-General. The accountability gaps at the WHO, which were highlighted by
the Organization response to Ebola should serve as a strong impetus for the next DirectorGeneral to reform accountability.
The question of how to approach the reform of accountability mechanisms within the
WHO is far from straightforward. Despite the fact that this paper expressed some concerns
as to the limited scope of the ‘Accountability Commission’, as developed by the HarvardLSHTM Independent Panel on the Global Response to Ebola51, and the financial barriers to
its implementation, it is nonetheless a good starting point to build from. It could perhaps
be envisaged that a smaller scale version of such a body could be feasible. Rather than a
permanently standing body with a very broad remit, an accountability body akin to the
Emergency Committees set up for consideration of a PHEIC may be a more feasible option.
This would enable external oversight and would ensure a degree of answerability from the
Director-General and Secretariat, specifically in relation to their actions, or lack thereof
during a PHEICs. However, such a mechanism in and of itself is open to the same criticism
that this paper has target towards the WHO, in that it is limited to a particular mechanism
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in a particular policy space; therefore it needs to be combined with a more holistic approach
to accountability throughout the organization.
To this end, the existing Accountability Framework gives a basis from which to begin
reform, but it does require development. There needs to be first and foremost a greater
consideration of how these Principles, and the Accountability Framework more broadly, are
operationalised within the WHO. An initial starting point would be to address the WHO’s
definition of accountability and the Guiding Principles it uses to clarify and operationalise
the definition. The WHO needs to have more of an explicit recognition of the concept of
answerability on the part of the institution. It shows some recognition of this in relation to
Member States but the WHO’s basic definition of accountability needs to be more explicit
in the concept of the institution answering for its actions, as a standalone entity, rather than
as the conduit through which its Member States act. This idea then needs to be manifested
more explicitly in the Guiding Principles. When considering the issues surrounding Ebola,
however, one of the difficulties was a failure to follow the Guiding Principles. Consequently,
although these are important aspects to ensure reform, without considering the
implementation mechanisms, any reform of Guiding Principles would simply be
acknowledging the concept of accountability without engaging in any meaningful change.
While reform of the accountability system would be of great benefit to the WHO and
the international system as a whole, this should be done in combination with development
of the international law of responsibility to enable greater redress for wrongful acts when
they occur. The law of responsibility begins to ensure legal consequences for breaches of
international legal principles; when there is an internationally wrongful act, for which
responsibility is incurred, there will be an obligation to make reparation.52 The law of
responsibility therefore enables a legal form of accountability and legal action to be brought
against a responsible actor.53 As Hafner stated: “accountability seems to reflect primarily
the need to attribute certain activities under international law to such actors as a
precondition for imposing on them responsibility under international law.”54
As such, these two areas are intrinsically linked. Any reform of accountability must exist
alongside developments in the law of responsibility to better address the actions of
institutional frameworks. Responsibility has expanded beyond its origins as a law of state
responsibility with the drafting of the Articles on the Responsibility of International
Organizations (ARIO)55. With the origins of these principles being so substantially in the
area of state responsibility, there remain substantially limited in their potential application.
While a detailed consideration of responsibility is beyond the scope of the current paper,
the need for further work in this area ought to be borne in mind alongside reform of
accountability; they are separate but intrinsically linked areas of law.
CONCLUSION
The WHO has shown, in a number of ways, a recognition of the importance of
accountability. Its development of an Accountability Framework really ought not to be
underplayed. Its existence shows an important recognition that accountability needs to be
incorporated within the WHO’s structures. In spite of this recognition, however, the WHO
has created a substantially limited approach.
The delay and errors that became apparent with the Ebola outbreak only served to
further expose the weaknesses in the WHO’s approach to accountability, both internally in
respect of its senior decisions makers, and externally as an organization. In spite of
substantial issues in the way in which this pandemic was managed by the WHO as a whole,
and the Director-General more specifically, there was no real capacity for the institution or
the DG to be held to account for their failings. Given the substantial consequences that arose
from the errors here, this is highly questionable.
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It is imperative that the next Director-General revisits accountability as part of their
tenure. A more comprehensive approach to accountability is needed, one that is based upon
fully developed principles of accountability that address the concept of answerability at their
core. The General Principles need substantial attention in order to address the issue of
accountability. Not only do the Principles need attention, but there needs to be recognition
of the need for a comprehensive approach to accountability mechanisms with the institution
as a whole and also with the DG specifically. The existing approach of the WHO to develop
specific mechanisms has resulted in mechanisms that exist in silos and that do not fully
engage with the concept of institutional accountability as a whole. The development of
accountability as a more comprehensive principle that sits at the core of the WHO, will allow
the institution to develop a greater degree of integrity at the international level.
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Successful Governance Reform and Its Consequences:
How the Historical Drive for Shorter Meetings and More Time
Efficiency Reverberates in Contemporary World Health Assemblies
Julian Eckl
The paper argues the working methods of the World Health Assembly (WHA) have been a
recurrent object of reform discussions and that the vision that WHAs should become
shorter has been a constant driver for them. It shows also how the vision of shorter WHAs
was turned into reality and to what extent the consequences of these past reforms still
reverberate today. With a view to the current debates, the paper suggests contemporary
WHAs cannot be understood without considering past practices, and that some present
problems are the (un)intended consequence of previous reforms. The paper concludes that
reform is an inherent element of WHO governance: this kind of “self-reflection” will
continue to be a time-consuming assignment for decision-makers also after the seventieth
anniversary of the organization.
INTRODUCTION
While the World Health Organization (WHO), its reform, and its place in global health
governance enjoy intensive attention in scholarly debates,1 the present article takes the
experiences of practitioners including their continuous reform discussions as a point of
departure and analyses the history of WHO-governance reform in this light. Such an
inductive approach that starts with the lived realities of practitioners is common among
ethnographers regardless of their specific disciplinary background.2
The article complements research that emphasises the value of disentangling
apparently monolithic international organizations in order to explain specific outcomes. At
the same time, its starting point differs from most other research since the disentangling is
largely a consequence of methodology and was not primarily motivated by specific WHOrelated expectations. In particular, the article starts neither from concerns over WHO
fragmentation (as a consequence of regionalization and donor influence), nor from the
principal-agent relationship between member states and WHO, nor from the structural
conflicts among member states.3 Rather, it starts from ethnographic and
ethnomethodological concerns with “lived order” and “political work” that foreground the
fact that also prestigious work is earthly quotidian work where people have to overcome
practical challenges and tend to achieve this in a systematic manner.4 In line with this
reasoning, the article focuses on a specific aspect of WHO work, namely the multilateral
governing of the WHO whose key site (or workplace) is presumably the World Health
Assembly (WHA, or Assembly). The underlying analysis began with a visit to this central
site but it led subsequently to an interest in the historical dimension of present practices
and in the relationship of the WHA to other sites of WHO governance.
The role of the WHA as well as suggestions for its reform have been considered in the
literature before, but the WHA’s changing temporal organization and the consequences of
these reforms have so far not been systematically analysed.5 The project from which the
article emerged has a background in political science and its beginnings date back to 2010.
Starting from the discussions on competing fora and overlapping competencies, the project
was set up as a political ethnography in the course of which sites of global health governance
are visited in order to study the way in which the practitioners themselves try to come to
terms with the fragmented nature of the global health governance architecture.6 While this
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underlying question plays an important sensitizing role, the project follows an open
research design – as suggested by ethnographers and by proponents of grounded theory –
that allows the researcher to investigate further those issues that emerge “on the way” rather
than sticking to predefined questions that were derived from the existing scholarly
literature.7 By the same token, the sites to be studied are selected incrementally – following
a logic of holistic reconstruction and a logic of empirical comparison.8 For the purpose of
the article, the project period from 2014 onwards is particularly relevant since the analysis
of WHO-related sites started then.
As a consequence of the flexibility that open research designs allow for, it is common
for the research process and focus to change in ethnographic studies. Following this and
other traditions in ethnographic writing, the article will begin with a description of my first
visit to a WHA and how this drew my attention to the issue of WHO reform, or, more
specifically, WHA reform. The interest in reform, in turn, raised the question of how reform
efforts previously emerged and correspondingly, the article then considers the history of
WHA reform. The particular focus of the historical analysis will be on how temporal factors
influenced – and importantly still influence – practitioner behaviour. The article then
concludes with revisiting the contemporary concerns around WHO reform in light of the
historical analysis, and considers some of the implications that arise.
From a methodological point of view, the article begins with material generated via
participant observation before undertaking an analysis of historical documents, and then
returns to insights gained from participant observation. In this way, the article illustrates
the seamless complementarity of these two methods: participant observation generated
questions that were then addressed through document analysis, and subsequently
(re)embedded the findings from participant observation. The complementarity of these two
methods is not particularly surprising from the perspective of disciplines that have long
relied on ethnography, but scholars of political science and international relations might
find this illustration useful since it emphasises that ethnography should not be reduced to
participant observation.9 While each step in the research process leads to several follow-up
questions, the article as a whole addresses the following closely interrelated questions: What
characterises the temporal organisation of the WHA, how did it develop historically, and
what consequences follow from it under contemporary conditions?10 The analysis will show
that in spite of an increasing number of WHO member states and WHA agenda items, the
WHAs have become progressively shorter. It will also reconstruct through which reforms
this was made possible and what other consequences these reforms had. For example, it will
conclude that the growing complexity and multi-sited nature of the WHA poses a challenge
to in-depth discussions and blurs the roles and responsibilities of the delegates. The partial
outsourcing of decisions to other formal bodies such as the Executive Board (EB) or to
informal meetings has greatly transformed the role of the WHA within the WHO. Through
an ethnographic focus on organizational practices, scholars can capture such subtle
transformations and the contradictory and unintended outcomes of organizational reform.
FIRST IMPRESSIONS
The WHA is the WHO’s supreme decision-making body and it was therefore an instinctive
location to start an analysis of WHO-related sites of global health governance.11 In preparing
for my first visit to a WHA in 2014, I consulted the preliminary issue the World Health
Assembly Journal in order to develop a sense of how the WHA was going to be organized
on a day-to-day basis.12 The information contained in the document was concise and
straight forward but in the section ‘Date, location and working hours’ I was surprised to read
that the working hours of the WHA were from 09:00 to 12:00 and from 14:30 to 17:30.
Somewhat puzzled, I wondered whether six hours per day were really a sufficient amount of
daily working hours and what happened outside of them. After all, how would people spend
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their time during a lunch break that lasted for two and a half hours?
While the opening sections of the Journal had created the impression that the WHA
was a leisurely environment, it did not take long to appreciate that the Assembly was much
more complicated. Going through the subsequent section ‘Tentative programme of work of
the Health Assembly’ it became clear that even during the official working hours there were
parallel and overlapping meetings. For example, Committee A seemed to begin its work
while the plenary meeting was still underway. Moreover, not all meetings would run the
entire allocated time, and some meetings seemed to be prioritized since no other meetings
were scheduled in parallel. My initial impression of the WHA was further undermined when
I considered the sections ‘Technical briefings’ and ‘Other meetings’ where two things
became clear. First, there had actually been preparatory meetings in the days leading up to
the WHA and, second, there was going to be a multitude of meetings before 9:00, during
the lunch break, and after 17:30. But this was just the beginning.
As I realized when actually attending the WHA, the Journal covered only those
meetings that had been planned beforehand, that took place in the Palais des nations (or at
WHO headquarters), and that were somewhat formalized. It did not cover the multitude of
additional parallel meetings as well as side-events outside of the Palais. Moreover, the
official working hours could be formally expanded by setting up evening sessions and also
drafting meetings or other gatherings could run late into the night. Finally, on top of all this
there would be countless informal meetings and conversations in the hallways, cafés, and
restaurants. In short, even the complex account in the rear sections of the Journal provided
only a partial overview of proceedings.
While I had for a moment feared that the WHA might consist of long breaks and
uneventful sequences, it turned out to be a busy and bustling site where it was entirely
possible to miss a key event by being at the wrong place at the wrong time. Instead of having
to find activities to occupy my time over lunch, I found it increasingly difficult to eat at all.
These time pressures only worsened the longer I attended the WHA, as I learned about more
and more of the parallel processes. Towards the end of the WHA and even more so at the
next WHA in 2015, I struggled to access formal meetings as there were either overlaps with
side-events or I found myself remaining in hallways and social areas to talk with individual
participants. These experiences revealed the WHA to be not just one, but multiple sites of
governance.
In stark contrast to the usual bustle, the WHA concurrently gave the impression of a
void ritual. While such moments were not limited to plenary meetings, it was in the
Assembly Hall in particular where this emerged. First, while on the first day of the WHA
and during some specific agenda items on subsequent days the Assembly Hall might be
filled with delegates and spectators, for the majority of the time the room was less than half
full. Moreover, a significant proportion of the work in the Assembly Hall appeared to have
been pre-approved, as though decisions had been taken elsewhere previously. But even
when an exchange of views was foreseen, there was still no real interaction or discussion.
Rather, it was an endless array of speeches that had been written beforehand and read out
by delegates who came to the rostrum one after the other. In such moments, the comment
of an interlocutor who had claimed that the Assembly Hall was referred to as “the cage” by
some delegates gained some plausibility. In other words, there were phases during which
the setting was stilted and time seemed to stand still.
The fragmented nature of the WHA, the time pressure that the parallel processes put
on delegations and on individual delegates as well as (their contrast to) the WHA’s ritualized
aspects are among the reasons for which there is also a constant debate among the
practitioners on the need to reform the WHA in particular and the WHO in general.
Actually, I found it striking to see how many of the participants engaged in discussions on
the structure rather than on the content of the policy-making process. While the criticism
of the participants varied strongly, for example, in its radicalness or in the degree to which
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they considered the WHO as capable of reform, it became difficult to imagine that one could
attend a WHA without facing some version of internal criticism. From this perspective, the
most recent WHO reform process that emerged a few years ago had to be seen as a catalyst
rather than the sole reason for such discussions.13
Through conversations with delegates as well as based on my own experiences at the
WHA, I started to develop an interest in the question of how the relationship between the
seemingly constant debates about reform and the present state of affairs had developed
historically. There were two considerations in particular that arose my interest. First, it
would have been strange if previous generations of participants had not reflected on their
work in a similar manner since some of the enabling factors for such reflections had not
changed. For example, the professional diplomats among the participants had also
previously been assigned to Geneva for a time-limited period, which implied that, like now,
there would have been a constant influx of novices who would not necessarily take
everything for granted and would have to go through the same learning process I had
experienced. Second, it occurred to me that some of my interlocutors expressed opinions
that the governance processes could be improved along one specific dimension, namely,
time efficiency. This one-dimensional take on the issue interpreted reform as a case of
optimization where (political) trade-offs and unintended consequences are not necessarily
considered. If past reforms had followed a similar line of thought, it appeared quite likely
that some of the present problems with the WHA could be the (un)intended consequences
of previous reforms.
LOOKING INTO THE PAST
These considerations made it apparent the synchronic account that was based on
participant observation should be complemented with a diachronic element that needed a
research design of its own while the field research could be continued (i.e. additional sites
such as meetings of the Executive Board [EB], but also later WHAs were, visited). With a
view to the newly added historical dimension, the following question had to be addressed in
a first step: How should the past reforms be identified, and more specifically, how should
the documents be identified that contain information on the substantive content of these
past reforms as well as on the accompanying discussions? The sampling strategy that was
eventually chosen could be called diachronic snowballing since it took changes to the rules
of procedure of the WHA as a starting point for the identification of reform debates.
The idea behind this strategy was that, even though reform discussions will usually be
broader than the eventual changes, some traces of previous discussions should still be found
in amendments to the WHA rules of procedure. Once these had been identified via specific
WHA resolutions, it should be possible to identify the WHA’s at which reform discussions
had occurred. Moreover, the additional resolutions, background documents (including EB
documents), and discussions offered the prospect to cross-reference failed reform attempts.
This sampling strategy seemed to be particularly apt for an ethnographic study of past
reforms since it would be possible to identify changes in formal rules (i.e. amendments to
the rules of procedure), and allow to understand past practices as described in resolutions,
background documents, and accompanying discussions. This method of diachronic
snowballing proved productive and I successfully located multiple documents.14
Facing this rich corpus of text, I narrowed the focus of my analysis to the temporal
considerations that prompted this study: time and timing, which also included discussions
surrounding time efficiency. From here, resolutions were given first priority while
background documents such as verbatim and summary records were selectively consulted
when other documents did not provide enough detail to understand the changes which had
been made or the rationales behind them. Finally, falsificatory reading, which encourages
the analyst to continuously search for evidence that refutes rather than confirms the
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interpretation of a text, was applied when analysing the documents, thereby avoiding
premature interpretations.
The rules of procedure as they can be found in the 48th edition of the Handbook of Basic
Documents (2014) served as the starting point for the diachronic snowballing described
above. While this sampling strategy worked as envisioned, a small adjustment was required
due to the fact that WHA8 (1955) made such extensive amendments to the rules of
procedure that eventually a completely new text was adopted and only the amendments to
the WHA8 text are documented in contemporary editions of the Handbook of Basic
Documents. As a result, the sampling strategy was adjusted to accommodate the fact that
the pre-WHA8 text of the rules of procedure and any associated amendments had to be
reconstructed from historical editions of the Handbook of Basic Documents.15
Following this new strategy, 42 resolutions were identified on the basis they amended
either the rules of procedure that had been adopted at WHA1 (1948) or the revised rules of
procedure adopted by WHA8. These 42 resolutions were passed at 32 different WHAs and
there are only two phases during which no changes to the rules of procedure were made for
more than three years in a row: 1989 to 1994 and 1998 to 2003. This shows that even if one
relies on the very narrow indicator of “resolutions passed that changed the rules of
procedure”, governance reform has been a constant feature of WHA history.16 At times this
was also noted by the participants themselves and, for example, in 1979 the EB considered
“that the method of work of the Health Assembly need not be reviewed every year, and that
it would be desirable to have such a review undertaken only in the light of experienced [sic]
gained over a period of several years”.17
TIME AND TIMING: FINDINGS FROM THE HISTORICAL DOCUMENTS
Drawing on the identified documents, time and timing emerged as a recurrent theme in the
historical reform discussions. The duration and frequency of WHAs proved to be of
particular concern. Somewhat confusingly, however, a number of the statements on the
issue proved contradictory. On the one hand, some documents argued that measures should
be taken to prevent the WHAs from becoming longer. These contrasted with other
documents that argued the WHAs should be shortened. Reading these contradictory
concerns, it became clear that a meaningful analysis of time and timing could not be
conducted without understanding how the duration of the WHAs developed historically.
Such knowledge would be particularly relevant in order to judge whether the goals of the
reforms were achieved, namely whether member states had succeeded in reducing,
maintaining, or extending the duration of WHAs.
How much time does it take to govern?
From here, I consulted the official records of all past WHAs paying particular attention to
the duration of each WHA (in days from the opening to the closure). These results are
summarised in Figure 1.
As this data clearly shows, the WHAs’ duration has been progressively reduced even
though there were also long periods during which their length was kept relatively constant
or varied only marginally. In other words, the past vision that future WHAs should be
shorter has clearly influenced behaviour. When it comes to time and timing as an object of
reform, the questions that arise include: when did this vision emerge, did it undergo
changes, and through which more specific reforms did it become a reality? In the following,
I present the most relevant time-and-timing-related reforms as they have been extracted
from the sample. While chronology will be the main ordering principle, the reconstruction
of the main themes will sometimes make it necessary to depart from a strict chronology.
There are six main themes that emerged from the material and will be discussed in the
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following: the general vision (or grand strategy), the speaking time and the duration of
interventions, the introduction of a biennial rhythm, the political will to fix and limit the
duration of WHAs, the general scheduling of meetings that included discussions on the
desirability of parallel meetings in particular, and, finally, the role of the technical
discussions that became eventually technical briefings.
Figure 1. Duration of each WHA in days

Source: (WHO’s WHA documents; graph: author)

How can governance be made more time-efficient?
The amount of time spent at WHAs was identified as a concern early in the history of the
WHO and there are two visions, or grand strategies, that emerged for dealing with the time
problem. While it was not the first occasion at which they were discussed, the two
alternatives were explicitly outlined at EB11 (1953). The goal of the first strategy was to
reduce the duration of individual WHAs,18 whereas the second proposal was to lessen their
frequency by changing to biennial WHAs.19 No amendments were approved at WHA6
(1953) which followed EB11, but member states did request “the Director-General to
continue to prepare and organize the sessions of the Health Assembly with a view to limiting
their duration to a reasonable minimum compatible with the agenda of the session”20 and
postponed the discussions on the frequency of WHAs.21 WHA11 (1958) and WHA12 (1959)
revisited the proposals again and concluded that biennial WHAs were not feasible. A
reduction of the duration, however, was considered more feasible even though it was also
acknowledged that the increasing number of WHO members – largely as a consequence of
decolonization – would make this challenging.22
The reduction of the length of WHAs as the preferred alternative remained on the
agenda of WHA13 (1960) and WHA14 (1961) but did not lead to major changes.23 This was
despite the fact that fear over increased membership leading to protracted WHAs was
repeatedly discussed. In the following year, WHA15 (1962) effected an amendment to the
rules of procedure and introduced the possibility the President of the WHA would limit the
speaking time or close the list of speakers.24 This specific proposal was further clarified at
WHA20 (1967) that recommended to limit speaking time for general discussions in the
plenary to ten minutes; in the same resolution, member states decided that “delegates
wishing to do so may submit prepared statements, preferably of not more than twenty
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typewritten pages, double-spaced, for inclusion in extenso in the verbatim records of the
plenary meetings”.25 WHA23 (1970) appealed to limit speakers’ length of time to make
interventions in the main committees,26 a point that was reiterated again a couple of years
later at the WHA25 (1972).27 The arrangements for the plenary meetings, however,
remained in place until WHA50 (1997) when the speaking time was reduced to five minutes
and the length of written statements to 600 words.28 This is still common practice today and
resolution WHA50.18 continues to be quoted when the President of the WHA explains how
the general discussion in the plenary (usually Item 3 on the agenda) will be conducted. In
the main committees, the current practice is to limit speaking time to three minutes.29
Around the same time at which the first arrangements on speaking time emerged,
another novel proposal began to be discussed, namely, a biennial programme and budget.
While this idea had been first tabled at WHA22 (1969) it was not enacted (on a trial basis)
until WHA25 (1972) with the intended purpose of improving the efficiency of the WHA.30
In particular, by distinguishing between WHAs that would undertake “a full review of the
proposed programme budget for the following biennium” and alternative meetings that
would only conduct “a brief review of the changes in the programme budget for the second
year of the biennium”,31 the general distinction between budget and non-budget WHAs
emerged – a practice that is still retained. Following a trial period, the biennial rhythm was
introduced in earnest for the 1980-1981 biennium (i.e. for WHA33 and WHA34).32 Once
introduced, WHA33 (1980) revived the former proposal of biennial WHAs and
recommended the necessary changes to the WHO’s Constitution.33 While this
recommendation was not implemented,34 it reinforced the idea that less time was needed in
non-budget years, which led eventually to a difference in duration between budget and nonbudget WHAs.
The difference in duration was, however, not merely the consequence of a division of
labour between budget and non-budget WHAs. It was just as much the consequence of the
political will to fix and limit the duration of WHAs. As discussed above, debates regarding
the preferred length of WHAs had arisen early in the history of the WHO. It was, however,
only at WHA30 (1977) that an important change in practice emerged. Until then, it had been
common practice that the EB determined the starting date of each WHA, while the closing
date was set in the course of the WHA. Following a recommendation by the General
Committee, WHA30 requested the EB “to fix also the duration of each session”.35 This
innovation allowed EB63 (1979) to specify that WHAs should normally not last longer than
three weeks.36 The aforementioned WHA33 (1980) that recommended the introduction of
biennial WHAs also expressed the belief that while waiting for the necessary constitutional
changes, non-budget WHAs should be limited to no more than two weeks.37 While rejecting
the idea of biennial WHAs, WHA34 (1981) specified the two-week limit for non-budget years
should be introduced from 1982 onwards (also on a trial basis).38 Finally, WHA36 (1983)
confirmed the decision and set a maximum duration for budget years by stating that, in oddnumbered years, WHAs should be limited “to as near to two weeks as is consistent with the
efficient and effective conduct of business”.39
As can be seen from Figure 1, in the two biennia following the introduction of the
biennial planning rhythm (i.e. WHA35 [1982] to WHA38 [1985]), the new rhythm had an
initial, albeit temporary impact on WHA duration. This impact then dissipated for almost a
full decade before returning in the 1992-1993 biennium (WHA45 and WHA46). Since that
time, the trend whereby WHA duration fluctuates between two and three-weeks length,
depending on whether it is a budget planning year, has been evident.
The biennial rhythm strategy, the limitation of speaking time, and the political will to
limit the duration of WHAs were accompanied by several additional changes that are
important for understanding the continuous reduction of time allocation for WHAs. Two
additional changes are especially notable. The first was the introduction of parallel meetings
– a practice which is now common. The utilization of parallel meetings and the manner in
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which they were conducted initially proved so controversial that there was a period whereby
the decision to allow them was temporarily reversed. The initial step was taken by WHA28
(1975) that de-prioritised the plenary meetings thereby permitting the main committees to
work in parallel.40 WHA32 (1979) by contrast decided that “neither main committee of the
Health Assembly shall meet during plenary meetings of the Health Assembly” and
discontinued the practice.41
The decision was based on a recommendation of EB63 (1979) that considered a report
by the director-general on this matter. In the report, the director-general outlined
supportive and critical perspectives on parallel meetings, but the report seemingly
concluded to be in favour of them. In particular, the observation “that this procedure had
the effect of leaving the Assembly Hall almost empty, since most delegations did not have
sufficient members to attend two meetings held simultaneously” was put in perspective by
stating that “it is possible that as in earlier years, when no committees met during the
general discussion in plenary, this impression may sometimes be conveyed by the large size
of the hall”.42
While WHA32 (1979) had agreed with the critics of parallel meetings described in the
director-general’s report, the decision to discontinue parallel meetings was short-lived.
WHA35 (1982) reintroduced parallel meetings and went beyond even previous provisions
by allowing the plenary and one of the main committees to work in parallel to the technical
meetings.43 While WHA35 had introduced these changes on a trial basis and had applied
them immediately to its own proceedings, WHA36 (1983) made the changes permanent.44
WHA36 (1984) linked these changes explicitly to the political will to limit the duration of
the WHA and the graph in Figure 1 highlights that, starting with WHA35 when the changes
were introduced on a trial basis, these efforts were also met with success.
The second notable change was the move away from technical discussions over multiple
days to technical briefings during lunch breaks as they are common now. This change in
practice was initiated at WHA44 (1991) when it was decided to conduct technical
discussions only in even-numbered years. 45 WHA48 (1995) went one step further deciding
that, “from [WHA49] in May 1996, and on a trial basis, Technical Discussions will be
replaced by a limited number of well-organized technical briefings and by informal forums
for dialogue”.46 While the decision led to a phase during which different kinds of formats
were tested, the abandonment of the technical discussions was still a major change. The
magnitude of this shift can be illustrated by recapitulating the technical discussions during
WHA8 (1955) that were particularly elaborate (and even a continuation of the technical
discussions from the preceding WHA7 [1954]).47 WHA8 took place in Mexico City and the
topic of the technical discussions was “public-health problems in rural areas”. The technical
discussions started with two days (Saturday and Sunday) of field trips to rural areas in
Mexico, continued with half a day of discussion during the week that followed and were
concluded during a final session of one and a half hours on the subsequent Saturday.
Overall, the time spent on the technical discussion at WHA8 was reported as the equivalent
of two working days and there were no parallel meetings during these discussions. While
the field trips as such seem to have been rather unusual, it was common for decades that the
technical discussions would last for the equivalent of around two working days and there
were repeatedly comments suggesting that even more time would have been needed.48 In
any event, the shift by WHA48 from technical discussions to technical meetings over lunch
has certainly contributed to shortening WHA duration.
As noted above, these changes in WHA practice reveal the working methods of the
WHA have been under continuous reform. For the purpose of this article, the analysis of
these reforms focused on time and timing, which proved to be a recurrent theme. In light of
the contradictory predictions about the future duration of WHAs, it was initially unclear
how the duration of the WHAs had evolved over time, but as Figure 1 shows, there was
actually a long-term trend towards ever shorter WHAs. Figure 1 further reveals that, over
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the years, the biennial rhythm that was introduced in earnest for the 1980-1981 biennium
(WHA33 and WHA34) increasingly determined WHA duration. The progressive reduction
of WHA duration was not an accidental outcome, but reflected a conscious (collective)
decision of member states. While it is rather obvious that the self-set goals were reached,
we can now turn to the question of what further consequences the changes had and how
they reverberate in contemporary WHAs.
This involves another round of combining methods; so far, document analysis has
added historical depth to the initial participant observation described at the beginning of
the article; in the following, the discussion of the (un)intended consequences of past reforms
will build on these insights while being enriched with relevant insights from participant
observation that, as mentioned earlier, continued in parallel to the historical research and
is still on-going. Most importantly for the present purpose, I have not only revisited the
WHA in subsequent years but have also observed the proceedings of the other key decisionmaking bodies (or sites) in the WHO’s annual policy cycle, i.e. meetings of the EB, meetings
of the EB’s Programme, Budget, and Administration Committee (PBAC), and meetings of
Regional Committees (RCs).49
RETURNING TO THE PRESENT
When WHA participants read through the preliminary issue of the World Health Assembly
Journal, they interpret an artefact that indirectly documents decades of reform. For
example, the fact that (the latest possible) end date of the WHA has been set before the WHA
has even started was once a novelty; similarly, the way in which plenary meetings and
meetings of the main committees are scheduled, alongside the rule that no more than two
of these meetings should take place simultaneously, are the consequence of efforts to use
time efficiently while trying to limit the amount of parallel processes; furthermore, the
technical briefings over lunch reflect more recent reforms to the WHA.
There are, however, also various other artefacts and practices that one inevitably comes
across when attending a WHA and that appear in a new light when placed in broader
historical context. For example, both plenary meetings and the meetings of the main
committees are governed by a ‘traffic light’ system. At the beginning of a speaker’s
intervention the light is green before eventually turning yellow and then red when the
speaking time is over. While it is not common to interrupt speakers, once an overlong
intervention has been concluded, the Chair will often comment on the fact that the traffic
light had already turned red. As strange as this system might appear to outside observers,
and as restricting as the time limit might be for individual participants, from a historical
perspective it is a wonderful illustration of the time pressure under which the WHA
operates.50
If one considers how successfully the WHA has been shortened in spite of the fact that
ever more states have joined the organisation and even though the number of agenda items
has substantially increased, it is striking that the desire for an abbreviated WHA still
remains. It is not uncommon, for instance, to find delegates and observers who argue that
the WHA is too long and that it has to become more efficient. There are two considerations
in particular that help to make sense of this striking observation.
First, (time-)efficiency is an open-ended project since it sets a relative goal and does
not contain a self-evident cut-off point at which the envisioned goal has been reached.51 By
the same token, after each round of reform, increased efficiency can be pursued anew.
Second, this self-perpetuating logic of ‘increasing efficiency’ is also propelled by paradoxical
effects of the continuous reform efforts. Such effects are particularly obvious in the case of
plenary meetings that run in parallel to other meetings, are attended by few participants,
and are effectively devoid of any genuine debate. The outcome is a combination of measures
to guarantee time efficiency has created practices that are not just highly scripted but also
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lacking the attention of a broader audience. A lack in audience, in turn, will inevitably be
seen as a lack of relevance, thereby reinforcing the impression of ritualized proceedings. The
end result is paradoxical situation whereby reform, in the pursuit of efficiency, has turned
some activities into ‘mere rituals’ which, in turn, has led to further discussions about the
need for greater efficiency or abandoning these activities altogether.52
In addition, past reforms have led to further (presumably) unintended consequences
for WHA proceedings. As predicted and outlined in the historical records, delegations
struggle with the parallel processes and with the crowded WHA programme that, at times,
stretches beyond the official working hours. This understandably adversely affects small
delegations in particular, and undermines the principle of member state equality. Yet, when
viewed collectively the effect on all delegations has been to negate traditional boundaries
between delegates, alternates, and advisers as envisioned in the WHO Constitution and in
the rules of procedure. For individual delegations it is often more important to be constantly
represented in meetings rather than having a particular person in a specific formal role
present.53 This tendency to treat all members of a delegation as interchangeable in order to
participate in parallel processes does, however, not always overlap with the participants’
own perspective and there are regularly moments at which they consider themselves to be
at the wrong place at the wrong time or at which they wonder why another country sent an
unexperienced intern to a discussion they view as crucial.
Another issue that affects all delegations – and by default the WHA – is the tension
between an enabling environment for serious discussions and the constant pressure to move
forward on the agenda. While lengthy discussions are generally feared by WHA participants,
discussion and debate is understandably important for achieving consensus and improving
the quality of an outcome. If, however, the evaluation of WHA proceedings focuses primarily
on time efficiency there is the danger of marginalizing the value of discussion; the shift from
technical discussions to technical briefings could be interpreted as one illustration of this
phenomenon. While it can be appreciated that longer discussions do not automatically
guarantee better debate or consensus, a focus on efficiency invites more attention being
allocated to temporal considerations than quality. As illustrated by Figure 1, the fact that
WHA duration has been reduced might be interpreted by some as having enhanced the
efficiency of the annual meetings. It does not, however, automatically follow that the quality
of discussions – or their outcome – has been enhanced by these reforms, as this is ultimately
subject to divergent frames of reference and competing political perspectives.
Indeed, the amount of time available for discussion can be an important prerequisite
for reaching consensus, which has become the WHA’s preferred mode of decision-making.
From this perspective, lengthy discussions are not necessarily the consequence of poor
organization but can be a sign of genuine disagreement over competing ideas, values and/or
methods. If there is no time to reach a genuine consensus, a decision may still be taken but
might lead to a less than ideal outcome. Alternatively, the required time might be gained by
setting up a drafting group which will add to the aforementioned challenge of parallel
processes, or the issue might be postponed to a later WHA – and in extreme cases – to a
completely different decision-making body resulting in an ‘outsourcing’ of discussions.
It is within this context that the EB has become to some extent a ‘mini-WHA’ in that
even member states that are not among the EB’s 34 elected members attend its meetings
and participate in the discussions. Similarly, while the Programme, Budget and
Administration Committee is officially a committee of the EB, it has not only become a key
preparatory meeting for the EB in January but also for the WHA in May. Moreover, like the
EB, the PBAC is not only attended by its 14 elected members but also by other member
states. In both cases, the rising number of member states who attend are evidence of the
increasing significance attributed to these bodies as sites of governance. Moreover, while a
discussion of specific agenda items by the EB and/or by PBAC does not formally preclude
discussions at the subsequent WHA, there is nevertheless a preference to not ‘re-open’ the
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debate in order to save time.
From this perspective, it is reasonable to conclude that while both increased WHO
membership and agenda items did not prevent reducing the WHA’s duration, time pressure
has necessitated shifting some of the discussions that would otherwise be had in the WHA
to other WHO sites of governance. Further, in spite of the expanding numbers of member
states who attend the EB and PBAC, it is still often the case that fewer member states are
represented at these meetings when compared to the WHA where all 194 member states
hold a seat. In other words, while legitimate concerns were previously raised about
increasing WHO membership and WHA duration, the ‘solution’ to the problem seems to
have been to move discussions to bodies with a smaller, less representative membership
base.
The rising relevance of the EB and the PBAC, as well as the number of associated WHO
intergovernmental meetings, highlights the temporal constraints that have been
increasingly placed on the WHA. Yet, the trend described above of moving to alternative
sites of governance is, in fact, even more complex and ambiguous. For example, the
importance of the WHA as a forum for discussion and debate appears to largely depend on
the specific agenda item. While some issues seem to have been effectively settled before the
WHA, others are allocated time for discussion.54 Moreover, there has been a discernible
trend whereby the number of registered participants is increasing over time. If this
phenomenon is taken as an indicator of relevance, then the WHA is growing in importance
as a site of governance. At the same time, these numbers have to be treated with care since
the WHA, as described above, comprises several parallel processes and some participants
may be highly selective in which meetings they decide to attend.
Having said this, the ambiguity of the WHA can also be interpreted as the consequence
of an on-going struggle over time as a source of power. Specifically, representative bodies
need to be able to control their proceedings and manage their time effectively, as it ensures
a measure of independency and can assist in meeting internal standards of inclusiveness
and quality.55 Conversely, representational bodies are also dependent on their operating
environment to provide them with the necessary resources to conduct their work, but this
environment can be prone to change. For example, a view may develop amongst the
members of a representational body that much less response time is needed or that
competing institutions will fulfil the tasks even better. Against this background, it could be
argued that the WHA has been able to retain its unique position in the WHO’s annual policy
cycle even though some discussions have moved to other WHO meetings.
At the same time, shifting the level of analysis offers yet another interpretation on the
utility of the reforms described above. If the WHO is viewed in its entirety as the decisionmaking body, it could be argued the internal reforms such as permitting some discussions
to be held outside the WHA have allowed the organization to take on more contemporary
challenges – issues that the WHA would not otherwise have the capacity to deal with. In
other words, in spite of the much-quoted fragmented nature of global health governance
and the WHO in particular, the WHA – in teamwork with other WHO bodies – has been
able to defend its role, ensure its continued relevance, and structure the global annual
health-policy cycle. Indeed, this is arguably evidenced by the fact that other global health
meetings are still organized around the WHA and by the aforementioned continuous
increase in participants.56 This success comes however at the price of a relative loss of
significance within WHO, the ‘cost’ of including parallel processes as well as other measures
to increase efficiency, and at the risk of continuous criticism concerning its efficiency.
Lastly, there are also significant implications for inclusiveness and transparency when
important discussions occur outside of the WHA. As noted above, the PBAC and EB are
traditionally attended by less member states than the WHA. Importantly, however, there is
also a distinction in the types of member states attending these meetings: elected members
that participate with certain privileges including the right to vote, and all other member
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states. For non-governmental organizations (NGOs) in official relations with the WHO it
also makes a difference where discussions take place: while they are permitted to participate
in the WHA and EB meetings in reading statements, they are not permitted to attend PBAC
meetings and some other WHO intergovernmental meetings. This situation is similar for
members of the general public in that while the WHA and EB are accessible and now
webcast, PBAC meetings are closed and webcasting practices have varied. The lack of
transparency is even more severe in the case of intergovernmental meetings, which are
neither open to the public nor webcast.
Moreover, there is a negative correlation between the importance of discussions and
their preservation in the WHO’s official records. The most comprehensively documented
aspect of WHO’s annual policy cycle are the ritualized plenary meetings in the Assembly
Hall whereby verbatim records preserve member states’ interventions. Since WHA64 (2011)
the WHO secretariat has also sought to make these interventions available as audio files. By
contrast, the proceedings of the main committees and the EB are documented as summary
records while the PBAC produces only a condensed report of its meeting. Intergovernmental
meetings usually generate an outcome document while the discussions that were held to
arrive at that consensus are not captured. In other words, there is a great variation in the
degree to which the official records are rich in detail or a mere summary of key points.
Finally, in the case of all of the other parallel processes at the WHA, the situation is even
worse for a retrospective analyst since even the ones mentioned in the Journal will usually
not be documented systematically, if at all.
As may be appreciated, therefore, the implications arising from the overwhelming focus
on time efficiency undermine the concept and practice of legitimate governance. This can
even lead to situations in which one reform effort undermines another. Webcasting of
governance meetings, for instance, was introduced only recently, but since this practice
applies to some meetings while excluding others, the ever increasing relevance of nonwebcast meetings undermines the organization’s overall reputation as a site of transparent
governance.57 While the present article – with its focus on practical challenges that WHA
participants face collectively – leans towards interpreting such contradictory outcomes as
the unintended consequences of one-sided reform efforts, it could be argued they reflect the
structural conflicts and power relations among member states. From a structural
perspective, there is a reasonable chance that the undermining of inclusiveness and
transparency is not a coincidence but the consequence of the ever-present tendency towards
informal governance that privileges structurally powerful states.58 Regardless of whether
these changes were brought about intentionally or not, the negative consequences on
inclusiveness and transparency as well as the aforementioned challenges they pose for less
resourceful delegations in particular are significant in any event.
CONCLUSION: LOOKING AHEAD
One consequence of the various reform efforts described above is that the lived experience
of participants attending a WHA will vary considerably. Depending on which of the multiple
parallel meetings participants attend, and depending on what particular aspect of the
WHO’s work a participant is interested in, a WHA can appear as either a highly satisfactory
and dynamic event, or as an arduous ritual with a lot of scope for further shortening. In the
latter case, many participants would probably consider the plenary meetings as the most
obvious feature of the WHA for further reform. Yet conversely, the pervasive ambiguity of
the WHA can conceivably be best illustrated by the role of the technical briefings – if the
topic is of particular interest, the technical briefing can be an exciting experience. Where
participants attend out of duty though it is entirely possible the presentations appear as dull
and overlong. This multiplicity of perspectives and experiences has two implications that
point into two different directions regarding future reform discussions.
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Firstly, it raises the question of whose WHA matters and what kind of participants
should find it appealing. In slightly simplistic terms, the WHA could either be seen as a
forum that attracts people with a keen substantive interest in specific issues of global health
by offering them an environment in which they can contribute to discussions and engage in
mutual learning (not only in the course of technical briefings but also during meetings of
the main committees), or it could be seen as a forum in which generalists efficiently take
decisions and pass resolutions. Delegations try to bridge these two worlds by including
people from different ministries and with different backgrounds but they can still not evade
this tension and I have often been struck by the divergent perspectives on WHA priorities –
even within delegations. Taking these divergent perspectives into account and considering
that the supporters of efficiency in particular have been listened to for decades, it seems
important that assessments of the WHA also consider the requirements of (public health)
experts and the functions of the WHA beyond taking decisions and passing resolutions in
the narrow sense of these terms.
While such a reluctance to try to optimize the WHA along one dimension stands in
contrast to calls for a further increase in time efficiency, the second aspect that has to be
discussed in this context points into the opposite direction. Indeed, it seems quite likely that
the multiplicity of perspectives will reinforce the aforementioned self-perpetuation of the
‘efficiency project’ thereby keeping time and timing as well as WHA governance high on the
agenda well into the future, even though this part of WHO reform has arguably been much
more successful in reaching its objectives than others.59 The lived reality of governing the
WHO is something that all WHA participants can relate to; the multiple dimensions of the
WHA, the fact that the search for consensus can quickly become time consuming, and the
consideration that ‘delays’ in consensus-seeking will usually be interpreted as being caused
by others, make it very likely that all participants will at one moment or another have had a
somewhat frustrating experience with the WHA. From this perspective, it looks likely that
the notion of accelerating the process will, also in the future, appeal to most participants;
although the underlying sense of redundancy will probably have emerged at different
occasions and for divergent reasons.
This suggests that, in the case of WHA governance reform, the participants do not need
any scholarly encouragement for reform at all; quite to the contrary, it might sometimes be
helpful to remind them of the consequences of past reforms and of the typical drivers for
reform. A key problem might actually be that the participants think too much about the
question of how to improve the WHA further and thereby lose sight of the multitude of
other, more substantive challenges that the WHO faces in its daily work but which are often
beyond the personal (and procedural) experiences of WHA participants. The crux of the
matter is that WHA reform has certainly led to time efficiency but constant reform and
continuous reform discussion cost also time and energy. Moreover, their (un)intended
consequences create new challenges.
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green once the clock has been started; later the ring turns yellow and at the very end red.
51 While formulations such as “efficiency” or “more efficient” are common in the documents, I have
also come across terms like “streamlining”, “rationalizing”, and, simply, “improving”.
52 Obviously human behaviour is inherently ritualized but there is a tendency to recognize rituals as
rituals when they do not “work properly”.
53 This point has been further elaborated in: Julian Eckl, “Doing being a delegate in multi- and
polylateral fora in the field of global health”, paper presented at the annual convention of the
International Studies Association (ISA) in Atlanta, Georgia, USA, 16 March 2016.
54 Moreover, there was also an important change into the opposite direction: The WHA has gained
importance through the new election process for the Director-General since the WHA will be able to
elect one of three candidates short-listed by the EB rather than following the previous practice of
formally appointing the single candidate nominated by the EB.
55 See Werner J. Patzelt and Stephan Dreischer eds., Parlamente und ihre Zeit: Zeitstrukturen als
Machtpotentiale [Parliaments and Their Time: Time Structures as Power Potentials] (Baden-Baden:
Nomos, 2009).
56 Actually, already in the late 1970s complaints about the competition between meetings were
expressed. For example, WHA32.26 contains the following two preambular paragraphs: “Considering
the increase in meetings on health matters organized at both the regional and international levels at
which countries are required to be represented; Bearing in mind the consequent heavy demands on
human and financial resources required for attending such meetings which may create problems,
particularly for developing countries;”
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For the decision to introduce webcasting in the case of the WHA, see WHA67.2.
See, in particular, Randall W. Stone, Controlling Institutions: International Organizations and the
Global Economy (Cambridge: Cambridge University Press, 2011).
59 For the particularly divergent case of efforts to centralize WHO that could not even prevent the
further decentralization of the organization, see Hanrieder 2015.
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The World Health Organization’s Historic
Moment of Peril and Promise:
Reimaging a Global Health Agency Fit for Purpose in the 21st Century *
Lawrence O. Gostin
The United Nations created the World Health Organization (WHO) as its first specialized
agency in 1948. This was a time of enormous promise for the world, coming as it did after
the horrors of World War II. What is striking about the post-war consensus is that the
United Nations envisaged health and human rights as two great, intertwined social
movements. At its birth, the United Nations adopted a “trilogy” of landmark documents.
The UN Charter expressed a vision of international peace, security, and human rights deeply
influenced by the great humanitarian, Eleanor Roosevelt. The Universal Declaration of
Human Rights became the bedrock of modern human rights law. The WHO Constitution
proclaimed a fundamental right to “the highest attainable standard of health,” granting the
Organization virtually unique normative authority.
The WHO was supposed to be the vanguard of the right to health. Yet despite notable
achievements, the Organization has been reticent to venture into norm-development, and
rarely invokes the right to health. As the World Health Assembly elects its eighth DirectorGeneral, the Organization faces a crisis of confidence as never before.
In the wake of its deeply ineffective Ebola response, four global commissions – the
United Nations, WHO, National Academy of Sciences, and Harvard/London School of
Hygiene and Tropical Medicine – all questioned the Organization’s capacity to respond to
global health emergencies. Those commissions spurred major internal reforms, such as the
new WHO Health Emergencies Program designed to make the agency fully operational in
responding to health crises. (The Center, and the WHO Emergency Contingency Fund are
themselves considerably underfunded). Yet, the most fundamental organizational deficits
remain: unsustainable funding, dysfunctional regional relationships, weak governance, and
an uneasy relationship with the private sector. Most importantly, WHO has failed to garner
political support in major capital cities throughout the world, and failed to inspire
grassroots advocacy for its mission.
Deepening the Organization’s tribulations are growing political movements tied to
ethnocentric, fervently nationalist populism, notably among its historically most generous
funders in Europe and the United States. This form of populism has an ideology – and a set
of policies – wholly inconsistent with WHO’s mission, purpose, and activities. The
movement’s central premise of “country first” eschews WHO’s core values of international
cooperation, mutual solidarity, re-distributional health equity, transnational norms, and
robust international institutions. For example, President Trump’s budget – and expressed
views – devalues and defunds humanitarian assistance, the UN and its specialized agencies,
global health diplomacy, and health research. Even at the best of times, WHO has struggled
to gain legitimacy and modern relevance, but now it faces political headwinds that have no
precedent in its nearly 70 year history.

This article is closely based on the following two sources: Lawrence O. Gostin & Eric A. Friedman,
“Reimagining WHO: Leadership and Action for a New Director-General”, Lancet, 389 (2017): 755–59,
http://dx.doi.org/10.1016/ S0140-6736(17)30203-9; and Lawrence O. Gostin & Eric A. Friedman,
“Global Health: A Pivotal Moment Of Opportunity and Peril”, Health Affairs, 36 (2017): 159-165,
doi:10.1377/hlthaff.2016.1492.
*
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While WHO faces a crisis of confidence, the new Director-General will have a unique
opportunity to advance the agency’s mission and become the 21st century global health
organization envisaged by its creators. The Director-General comes to the Organization at
the cusp of major health challenges, but also unprecedented high-level political
engagement.
The West African Ebola epidemic itself pushed the health agenda to the United Nations,
with the Security Council unanimously adopting a resolution, which for the first time
deemed a health crisis a threat to international peace and security.1 The Secretary-General
established a UN Mission for Ebola Emergency Response (UNMEER) on 19 September
2014, the first-ever UN emergency health mission. Responding to discrete threats to global
health security, the UN General Assembly hosted a high-level summit on antimicrobial
resistance (AMR). UN Organs also tackled a broader health agenda beyond emergency
preparedness and response, including the Secretary-General’s high-level panel on access to
medicines2 and the General Assembly’s political declaration on noncommunicable diseases.
Beyond the United Nations, political leaders have begun to urge global action on health,
much as they did during the height of the AIDS pandemic. The 2016 G7 offered a “Vision for
Global Health” comprising emergency preparedness, universal health coverage (UHC), and
a “one-health” strategy to combat AMR.3 During its G7 Presidency, Germany launched a
research initiative to develop vaccines for tropical diseases. Chancellor Angela Merkel’s
leadership of the 2017 G20 summit placed universal health coverage high on the agenda, to
achieve “the extremely ambitious goal of giving every person in the world, whatever their
age, an entitlement to health care.”4
Traditional security concerns such as war, terrorism, mass migration, and natural
disasters have enormous consequences for health and development. Yet alongside these
threats, the international community has a unique opportunity to reduce poverty and
disease through the UN Sustainable Development Goals (SDGs), which encompasses UHC
with its twin mandates of universality and leaving no one behind.
These seismic events come at a pivotal moment, with the election of UN SecretaryGeneral António Guterres and re-election of World Bank President Jim Kim. If these and
other world leaders work in concert with WHO to advance the global health agenda, the
results could be transformative. Will it be possible to merge WHO’s technical competence,
the UN’s political clout, and the Bank’s economic muscle? All these institutions confront
shared challenges—mandates exceeding their resources, harnessing multi-stakeholder
engagement, and commanding the international community’s confidence.
The new WHO Director-General can succeed only by reimagining the Organization as
a well-funded, agile, and accountable organization that commands the respect of
governments and the public, while galvanizing civil society to advocate for WHO in the halls
of power. What AIDS taught us, is that social mobilization is the best, perhaps only way, to
achieve fundamental health reform, grounded in justice. While nongovernmental
organizations routinely lobby for funding for the Global Fund for AIDS, Tuberculosis and
Malaria, and even GAVI—the Vaccine Alliance, they barely lift a finger for WHO. The
reasons will become apparent when I discuss the broad exclusion of civil society from WHO
governance and the Organization’s skittishness in the field of human rights. How, then,
could the new Director-General reimagine WHO? It is best to answer this vital question by
demonstrating innovative strategies to overcome the agency’s chronic weaknesses, which
have been so resistant to change. At the same time, WHO’s effective functioning relies on
member state political and financial support, but governments do not act as stakeholders.
Let’s start with WHO’s most glaring problem, the utter absence of a model for sustainable
funding.
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SUSTAINABLE FINANCING, WITH WHO’S BUDGET UNDER ITS CONTROL
The WHO Secretariat is caught in a dysfunctional cycle: member states’ loss of trust impedes
sustainable financing, while underperformance due to a paucity of resources reinforces that
erosion of confidence. The undeniable truth is that existing resources are wholly
incommensurate with WHO’s worldwide mandate. WHO’s current (2016/17) budget is
$4.340 billion, while its proposed 2018/19 budget is $4.422 billion—less than the operating
costs of a large United States hospital, and not even one-third the US Centers for Disease
Control and Prevention’s. Even this bare-bones budget fails to reflect the agency’s fiscal
weakness. A single issue – the polio eradication campaign – takes up nearly one-quarter of
its annual budget.
At WHO’s October 2016 financing dialogue, the Director-General reported a $500
million deficit. Despite novel circulating viruses, the health emergencies program was facing
the largest shortfall within the agency, along with NCDs.5 Beyond WHO’s own funding,
global health funding deficits remain daunting, including a USD$7 billion annual funding
gap in the AIDS response.6 Even if WHO were to push hard for increased voluntary
donations, it would be competing in a crowded landscape of health and humanitarian
organizations—public, private, as well as public/private partnerships. There simply isn’t the
global health funding worldwide to solve the Organization’s financial woes.
Sustainable funding commensurate with its global mission is vital for WHO’s future.
But there is another problem of equal concern. The Director-General has little control over
his or her own budget, due to the increasing propensity for member states and other funders
to earmark their contributions. Only 22% of its 2016/17 budget came from assessed
contributions, that is mandatory membership dues states owe to the Organization.7 This ties
the agency’s hands
The problem of low funding, tied to donor’s pet projects has been stubbornly resistant
to change. The next Director-General’s first act should be to host a sustainable financing
dialogue with the Executive Board, finance ministers, and a broad array of stakeholders
including civil society. The output should be a blue print for getting to sustainable core
funding over a five year period.
The blueprint should certainly identify political pathways for higher mandatory
assessments. Member states, however, have rejected this idea for decades. In 2016,
Margaret Chan’s proposed 10% increase in assessed dues fell flat.8 In response to this
modest budget request, India – an economically powerful middle-income country –
inexplicably asserted that a USD$342,000 increase in its WHO assessed contributions
could be unaffordable.9 The new Director-General will have to fulfill bold promises while
facing a frosty reception for a robust financing model.
Recognizing the political headwinds, the next Director-General – supported by the
political muscle of a high-level financing dialogue – must identify alternative pathways to
financial sustainability. First, the Director-General should forcefully advocate for a
voluntary financing pool without earmarks to re-establish some budgetary control—bearing
in mind the crowded institutional landscape just discussed. Second, the next DirectorGeneral should cultivate increased funding from non-traditional sources, such as the BRICS
and oil-rich Gulf states. Third, the next Director-General should devise and implement
innovative financing sources. Models include the UNITAID levy on airline tickets.10 The
next Director-General should convene a high-level commission of health, finance, and
development ministers on innovative financing strategies,11,12 using both state sources (e.g.,
sugary beverage, tobacco or alcohol taxes, with a small portion directed to WHO) and nonstate sources, like the airline levy and/or a financial transactions levy.
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MEMBER STATES ACTING AS STAKEHOLDERS
WHO draws its legitimacy from its member states, but member states are resistant to fully
funding the Organization’s activities because they lack trust in its competence. Member
states also want to keep tight reigns on the way WHO uses funds, preferring to direct favored
projects through earmarked funding. At the same time, WHO needs member states’ political
support, which also is hedged with concerns about the agency’s ability to meet its objectives
in a cost-effective manner. All in all, WHO is caught in a cycle of dysfunction. It needs a
leader widely respected in the halls of government power, and a leader who can restore
confidence in the agency. Thus, WHO’s member state governance remains a blessing and a
curse. It is the Organization’s greatest strength because it creates an aura of a global
democratic institution. But it is also the Organization’s greatest weakness because its key
governance machinery is not fully behind the idea of empowering the agency and helping to
assure its success.
ESSENTIAL LEADERSHIP CHARACTERISTICS
The new Director-General must be willing to make a clean break from the status quo, open
to dramatic reforms and ready to innovate, even in the face of internal and member state
resistance. This requires at least four essential leadership skills (Figure 1):
Figure 1: WHO Director-General essential leadership skills

Credibility with
Health
Advocates

Scientific
Expertise

Political Acumen

Diplomatic Skills

Broad knowledge and
experience across
WHO's portfolio

Convince states to
work cooperatively

Resolve disputes and
effectively negotiate
with states and
stakeholders

High credibility
among civil society

Command respect
from the Secretariat

Influence not only
MoH, but also MoF
and MoFA

Succesfully engage
international
agencies with
missions in possible
tension with health

Proven track record
of inclusive
decisionmaking

Assess and apply
evidence-based
interventions to
achieve WHO's
priorities

Gain access to heads
of states to drive an
all-of-government
strategy

Forge compromise to
advance global public
goods

Passionate advocacy
for the right to health
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Human resources and scientific expertise. The WHO has gained a reputation as a
world-class technical agency that sets international health standards. The Director-General
must demonstrate broad scientific knowledge and experience across the Organization’s
portfolio. He or she must command respect from the Secretariat as well as public health
professionals and policymakers. The Director-General should be able to assess and apply
evidence-based interventions to achieve WHO priorities. But the new Director-General’s
biggest challenge will be to recruit and retain world-class staff with exceptional competence
and judgment. This requires a human resources ethos that rewards high functioning,
sanctions poor performance, and ultimately sheds professionals who are unable to
demonstrate the level of effectiveness demanded by member states and civil society. That
will be require a new rigor on the part of the Director General to make the hard decisions
the Organization badly requires.
Political acumen. Perhaps the Director-General’s greatest leadership challenge is
persuading governments to act as stakeholders invested in the Organization’s success. The
new Director-General will have to convince governments to work cooperatively, adhere to
WHO norms, and back the Organization operationally and financially. The Organization’s
influence must extend beyond health ministries, which constitute its core constituency. The
new Director-General must also have the political stature to influence ministries of finance
and foreign affairs, which make decisions regarding health financing and international
agreements. Ultimately, the Director-General will have to gain access to heads of state,
which can drive an all-of-government strategy for advancing health and make health a top
governmental priority.
Diplomatic skills. Related to political acumen, is the ability to resolve disputes and
effectively negotiate with states and stakeholders. A 21st century WHO has to navigate
among sovereign governments with sharply divergent national interests. Whether the issue
is intellectual property, falsified medicines or virus sharing, low- and high-income states
often clash. The Director-General must have the diplomatic skills to secure compromises,
while achieving public goods that only cooperative action can bring. It simply isn’t good
enough for the Director-General to be a global health servant, doing the bidding of 194
member states. She or he must have a clear vision and strategy, using diplomacy to move
states toward more cooperative solutions. The Director-General will need to similarly
engage other international agencies, which may have interests and priorities in tension with
public health, such as the World Trade Organization and UN Office of Drugs and Crime.
Credibility with health advocates. The AIDS pandemic taught us that social
mobilization is a crucial element to raise awareness and mobilize resources. Modern global
health organizations such as UNAIDS and the Global Fund have actively engaged civil
society, even incorporating community leaders into their governance. Yet, public health
advocates have less buy-in and lower awareness of WHO’s value, and many feel excluded,
perennially dampening WHO’s budget prospects. The new D-G must have high credibility
among civil society based on a proven track record of inclusive participatory decisionmaking and passionate advocacy for the right to health. The Director-General must form
and implement a policy of full civil society participation in governance decisions (see below).
ACTION AGENDA
The new Director-General should set an action agenda, with clear benchmarks, ongoing
monitoring, and rigorous evaluation of progress (Table 2). Funded pathways for achieving
each priority should become clear in the new Administration’s first 100 days.
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Table 2: An action agenda for the new WHO Director-General: facing the challenges
AGENDA ITEM

OBSTACLES
Lack of state trust due to weak
performance in the Ebola outbreak
Long-term inability to effectively
mobilize resources

Global Health Security

Universal Health
Coverage (UHC)

Build capacities needed for success of new health emergencies programme
With World Bank and IMF, make investment case at highest political levels
Find new funding sources, including innovative financing
Use evaluation tools to assess countries’ preparation and capacities

State sovereignty and low IHR
compliance

Anti-Microbial
Resistance (AMR)

DIRECTOR-GENERAL ACTIONS
Effectively implement internal reforms, including on accountability and
transparency

Publicly name states failing to comply with IHR or WHO recommendations
Link countries to sources of technical and financial support for building core
capacities
Work with World Bank and IMF to incentivize countries to build core
capacities

Wide funding gap to spur R&D
incentives

Incremental USD$1 billion per annum increase in R&D financing

Multiple sectors coordination

Cooperative action with international organizations including the Food and
Agriculture Organization and the World Organisation for Animal Health

Patent laws pose barriers to affordable
drugs

Advocate for UN high-level panel on affordable medicines recommendations
Become a global advocate for rights and equity, including calling for the
Framework Convention on Global Health

Countries fail to prioritize needs of and
access for marginalized people

Promote national health equity strategies
Incorporate R2H norms, including participation, equity, and accountability into
technical guidance
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Advocate for UHC investments at highest political levels
Universal Health
Coverage (UHC)
cont.

Weak and underfunded national health
systems

Rapid growth of NCDs, especially in
lower-income countries
Non-Communicable
Diseases (NCDs)

Promote innovative financing models
Implement Workforce 2030 strategy and high-level task for on health
employment
Mobilize state and stakeholder buy-in; influence domestic spending and
international assistance toward UHC
Include high-cost/high-value NCDs drugs in WHO essential medicines list,
ensuring their affordability
International norms and national regulations to prevent NCDs as core health
system function
Strengthen accountability and technical assistance for FCTC implementation
Support state action by building evidence, sharing lessons, and strengthening
norms
Ensure strict adherence to protections against conflict of interest

Entrenched corporate interests

Health is low priority in national
adaptation strategies

Climate Change

Health sector contributions to climate
change

Employ mix of strategies to help governments: advocate for regulations, expose
industry tactics, and provide legal/political support
Build evidence on health effects of climate change and strategies to mitigate
them
Develop technical guidance on mitigating health effects of climate change
Set targets, develop and promote guidance on reducing health sector carbon
emissions
Promote right to health impact assessments

Indoor and outdoor air pollution among
leading causes of death

Advocate for clean cooking technology
Forge closer links with environmental sector and advocates
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Global health security
If for no reason other than WHO’s weak response to Ebola, global health security promises
to top the next Director-General’s agenda.13 The Organization formed a health emergencies
programme recommended by the post-Ebola commissions.14 Partnering with the Global
Health Security Agenda, WHO also established a Joint External Evaluation to assess
whether states have met core health system capacities in the International Health
Regulations (IHR).15 Yet, the emergency programme remains significantly under-funded,
while the Evaluation Tool is purely voluntary. The new Director-General will have to
convince states to fund WHO emergency operations, build core capacities, and comply with
IHR norms. This will not be easy if history is a guide. WHO’s emergency operations have
not garnered robust financial support. Further, the US Global Health Security Agenda,
which provided USD$1 billion is unlikely to be reauthorized. Thus, internal reforms,
mobilizing resources, and successful IHR implementation remain the greatest challenges.
Anti-microbial resistance
Ensuring health security requires effective therapeutic countermeasures. Yet, antimicrobial
resistant pathogens present a major health hazard. AMR is already taking 700,000 lives per
year,16 from townships and shantytowns in South Africa17 and India to large hospitals in
Europe and the North America.18 WHO’s challenge is not simply financial, but also involves
multiple sectors: antimicrobial use in medicine and animal husbandry, global trade in
falsified and substandard medicines, and pharmaceutical industry incentives to develop
new classes antibiotics.19 It requires cooperation among complementary regimes, such as
the Food and Agriculture Organization, World Organization of Animal Health,20 and Drugs
for Neglected Diseases initiative. Innovative financing models, including the new Global
Antibiotic Research and Development Facility, are needed to stimulate research.21 The UK
Review on Antimicrobial Resistance recommended a Global Innovation Fund endowed with
$2 billion to support research, along with $16 billion every ten years for a market entry
reward system to support 15 new drugs per decade—a modest security dividend for creating
a pipeline of effective therapeutic countermeasures.22 Failure to act could result in an
unthinkable scenario where antimicrobials are no longer effective to combat enduring and
emerging infectious diseases.23
Universal health coverage
Health system strengthening is integral to achieving all health priorities, reflected in at least
three overlapping mandates: WHO-led strategies, IHR core capacities, and the SDG target
of universal health coverage.
WHO has launched multiple initiatives to strengthen national health systems. To
achieve IHR capacities, the agency formed the Joint External Evaluation Tool. To build
human resources, it published a global strategy, Workforce 2030.24 Its framework on
integrated, people-centred health services25,26 extends matrices of health system
effectiveness to empowerment, equity, participation, accountability, and cross-sector
collaboration. The new Director-General’s task is to ensure that these norms catalyse action.
Normative guidance for local and national activities could draw on recommendations from
the WHO Consultative Group on Equity on Universal Health Coverage27 and the
Independent Accountability Panel for the Global Strategy on Women’s, Children’s and
Adolescents’ Health.28 Yet, WHO’s own capacity to support national health systems remains
weak, with most resources earmarked for specific diseases or programs. In short, WHO’s
highest norm is not reflected in its budget, operations, and priorities.
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The new Director-General will have to direct international assistance and domestic
spending toward the critical elements of UHC, including skilled human resources,
surveillance, management, laboratories, clinics, and affordable vaccines and medicines.
Historically, donors have found it preferable to invest in narrow, measurable targets, rather
than seeing the long-term value of UHC, with domestic funding often following suit. A
visionary WHO leader must change that perception.
The SDGs also may help change this dynamic, with their target (3.8) of achieving
“universal health coverage, including financial risk protection, access to quality essential
health-care services and access to safe, effective, quality and affordable essential medicines
and vaccines for all.”29 This comes with great challenges.
First, countries often take a narrow approach to UHC, focused on clinical care,30 rather
than giving full weight to population-based measures. WHO’s definition of UHC
encompasses promotion, prevention, treatment, rehabilitation, and palliative care,31 but the
SDG’s UHC target does not incorporate public health.
Second, access to medicines will require keeping drugs affordable, even as patent laws
continue to pose barriers to less-expensive generics; powerful new medicines, such as for
Hepatitis C and cancers, come with high prices. While the UN High-Level Panel on Access
to Medicines’ recommendations are primarily directed at actors other than WHO, the
Director-General should be their champion-in-chief, insisting that states and international
organizations press for affordable access. This will require a more muscular approach to the
World Trade Organization, placing health closer to the centre of its decisions on intellectual
property.
Third, countries may be tempted to follow the easiest route to UHC, leaving out the
worst off and hardest to reach. This strategy places at risk the poor, immigrants, and
communities living in remote geographic regions. An approach prioritizing those who are
furthest behind and most marginalized, as part of a broader frame of equity, is essential.32
Fourth is the weakness of many health systems, above all the shortage of health
workers, which more than a decade after WHO’s landmark World Health Report33 remains
immense.34 The UN high-level commission on health employment created new momentum
that the next Director-General should seize.
Finally, the cost of UHC is high, with USD$37 billion annually in additional spending
required.35 This is on top of a several trillion-dollar gap in achieving the full SDG agenda.36
Non-communicable diseases
The world is experiencing an epidemiological transition to non-communicable diseases
(NCDs), which have become the leading cause of death in developing countries, many of
which have dual-burdens of infectious and non-communicable diseases. NCDs account for
63% of all deaths globally, with four out of five occurring in low- and middle-income
countries, as do nine in ten premature (before age 70) NCD deaths.37
The new Director-General will have major push back from vested interests, but must
include high-cost/high-value drugs in its essential medicines list, while ensuring their
affordability. This will require bridging divides among governments, innovator and generic
pharmaceutical companies, and civil society. Moreover, regulations in food, tobacco,
alcohol, air pollution, and zoning could markedly reduce NCDs. WHO has a vital role in
building evidence, sharing lessons (on policies’ effects as well as political pathways to
overcome resistance), and strengthening legal norms. The next Director-General could set
a bold target of comprehensive NCD regulations in all countries within a decade—including
full FCTC implementation, WHO “best buys” for evidence-based interventions, and tight
pollution control standards. National legislative models offer a guide to reform, such as
Mexico’s sugary drinks tax, Buenos Aires’ salt restrictions, and New York’s ban on trans fatty
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acids. Hungary's Public Health Product Tax is among the most comprehensive NCD
prevention laws in the world.38
Climate Change: Mitigation and Adaptation
Although climate change is often framed as a threat to habitats and the environment, it has
powerful health effects. Severe weather events can raise sea levels, erode soil, and force
people from their homes. Climate change could fuel heat waves, increase pollution, alter the
geographical reaches of disease vectors, and produce crop failures. These dynamics increase
injuries, malnutrition, infectious diseases, asthma, and cardiovascular disease. Climate
change, moreover, amplifies the physical and mental health consequences of forced
migration, as people flee from uninhabitable regions of the globe.39
The Paris Agreement—with its explicit recognition of the right to health—represented
a political watershed.40 Political leaders promised to “mitigate” (addressing root causes) and
“adapt” (helping communities and ecosystems to cope). Governments agreed to a $100
billion Green Climate Fund, but only 2% of funding from a climate adaptation fund for the
world’s poorest countries focuses on health harms.41 Yet, WHO’s work plan on climate
change and health42 has not been a high priority. Key WHO actions would foster links
between health and other sectors, share good practices, implement cutting-edge technical
guidance, and build political will for health adaptation. With outdoor pollution causing 3
million deaths every year43 and indoor pollution >4 million,44 the world’s global health
leader must become an environmental leader.
EQUITY: A FAIR SHARE FOR ALL
The new Director-General should become a global advocate for equity, the driving force
behind the right to health, captured in the SDGs’ core value, “no one is left behind.”45
Although many health-related Millennium Development Goals were met, the world’s
poorest and most marginalized were left behind (Figure 3). The new Director-General could
drive policies and funding toward closing the equity gap: ambitious rights-based
benchmarks, disaggregated data, R&D directed toward the poor, mental health services, and
national health coverage for vulnerable populations including immigrants.
The Director-General’s agenda should also include national health equity strategies
developed through inclusive participatory processes, with a budgeted action plan.46,,47 The
next Director-General should join with UN Secretary-General António Guterres to hold a
UN Special Session on Health Equality. Funded action on the social determinants of health
would yield major gains in population health, fairly distributed.
Even more boldly, the next Director-General could heed the call of outgoing SecretaryGeneral Ban Ki-moon, urging the international community to “recognize the value of a
comprehensive framework convention on global health (FCGH).”48 Based in the right to
health, the FCGH would enhance accountability, reduce marginalization, improve policy
coherence, and mobilize financing—all with the primarily objective of reducing health
disparities.49 The next Director-General should answer this call to action.
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Figure 3: Health disparities on life expectancy at birth (2013)
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from 55. Source: WHO. World Health Statistics 2015. 2015.
http://apps.who.int/iris/bitstream/10665/81965/1/9789241564588_eng.pdf?ua=1 (accessed on
May 25, 2017).

BUILDING A 21ST CENTURY WHO
Empowering a 21st century WHO, fit for purpose, should be among the world’s most
important tasks. That requires reforming the Secretariat including regional and country
offices, as well as spurring member states to act as stakeholders in the Organisation’s
success. Critiques of WHO performance frequently understate member states’ contributions
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to organizational dysfunction—unwilling to sustainably fund and politically support the
agency and its mission. Here are 5 building blocks for a reinvigorated WHO (Figure 4):
Figure 4: Formula for a reinvigorated WHO: five building blocks + member state support
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Inclusive participation: civil society and communities
Newer global health entities such as the Global Fund, GAVI, and UNITAID include civil
society as full partners. UNAIDS affords affected communities a powerful voice, albeit with
non-voting governing board status. WHO, however, remains stuck in heavily state-centric
governance. This is a missed opportunity, as civil society can bring fresh ideas, become
potent advocates for WHO priorities, give voice to the most marginalized, and hold states
and other powerful actors—and WHO itself—accountable.
WHO’s new Framework for Engagement with Non-State Actors should have brought
community participation to the centre of WHO’s activities.50 The Framework’s primary
focus, however, is managing conflicts of interest, doing little to change the basic structure
of civil society participation. For example, WHO strictly limits non-state actor participation
in governance to those in “official relations,” which include international business
associations and foundations as well as NGOs. Moreover, entities in “official relations” must
demonstrate international scope or membership, which freezes out community groups in
low- and middle-income countries. The Director-General can invite non-state actors to
attend WHO meetings, but participation is a privilege rather than a right.
Contrast this to human rights standards, which include “participation of the population
in all health-related decision-making at the community, national and international levels.”51
Global health advocates have proposed several ideas to foster community participation: a
“Committee C”, consisting of NGOs, philanthropic organizations, multinational health
initiatives, and international agencies;52 an NGO forum to provide formal input to member
states; and structured and inclusive hearings.53 None has garnered widespread support.
It is time for new thinking and bold action. Early in his or her term, the new DirectorGeneral should convene influential civil society and community members to propose new
possibilities for “meaningful participation” and “accountable representation.”54
Participation in governance could be broadened through regional and local hearings as well
as web-based input. While new ideas must fit within WHO’s constitution, the Assembly
should be open to amending its founding document to reflect powerful governance norms
of the 21st century.
Multi-sector engagement
Nearly a decade ago, the WHO Commission on the Social Determinants of Health
recognized that “maldistribution of health care” is a major social determinant of health
(SDH). Yet, “the high burden of illness responsible for appalling premature loss of life arises
in large part because of the conditions in which people are born, grow, live, work, and age.”55
This broad socioeconomic agenda remains on the margins of WHO priorities. WHO does
not have an SDH department, but only a small team that doesn’t appear on WHO’s
organizational chart.56 Social determinants of health receive <1% of the Organization’s
budget.57 The next Director-General should create an SDH department, while diversifying
staff competencies to include more anthropologists, social scientists, economists, and
engineers who can enhance WHO’s work outside the health sector.
Beyond WHO’s internal reforms, the next Director-General could convene multi-sector
ministerial meetings—the environment, finance, water, sanitation, education, justice, social
welfare, agriculture—to build national capacities. Outputs could include right to health
impact assessments to inform actions across sectors to ensure consistency with the right to
health. While WHO urges governments to abide by a Health in All Policies strategy, the
Organization needs to follow suit.
WHO also should deepen engagement with other multilateral entities, including
human rights treaty bodies, to vigorously defend the right to health and influence key
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decisions at the World Trade Organization, World Bank, International Monetary Fund, and
other venues that impact on health outcomes.
Good governance: Transparency and accountability
External evaluations have ranked WHO low in effectiveness, organizational learning,
transparency, and accountability.58 The UN Joint Inspection Unit 2014 review of 28 UN
agencies corporate evaluation functions found WHO to be “below average,” while the OneWorld Trust on WHO accountability found “large scope for improvement.”59,60 The United
Kingdom’s Department of International Development recently evaluated WHO
organizational strength as merely “adequate.”61
The current Director-General has sought to instil greater accountability. The program
budget and its “results chain” link Secretariat outputs to national and global outcomes, with
mid-term and biennial reviews. The goal is to foster real-world outcomes and evaluate how
results link to resources.62 WHO is integrating a comprehensive risk framework into its
performance-based management process.63 The Organization’s new independent
performance evaluation programme is a promising first step, and warrants DirectorGeneral and member state support.
The new Director-General should deepen commitments to transparency and
accountability. WHO could introduce real-time monitoring of performance gaps to
promptly correct course.64 The Director-General should also authorise annual, multistakeholder assessments of WHO performance at regional and country level,65 including
community perspectives. The process and results must be transparent, and the Organization
must act, and be seen to act, on the basis of objective performance evaluations.
In the last election, the Director-General ran unopposed in a process criticized as
lacking transparency and inclusiveness. The 2017 election has a series of steps, more open
to public scrutiny. Even with this new process, WHO elections need to be more transparent,
both for the Director-General and Regional Directors, including candidates opening their
campaign financing to public scrutiny.66 One proposal worth considering to foster regional
office accountability would be to phase out Regional Director elections, replacing them with
Director-General appointees made in consultation with the region’s member states.67
As WHO focuses on Secretariat accountability, even more important will be member
state accountability in supporting WHO plans of action, strategies, codes, and other WHA
resolutions. The next Director-General could establish an accountability framework
encompassing state expectations and commitments based on Organizational norms,
beginning with state self-assessments and WHO’s own data, and moving towards multistakeholder external evaluations, with results made public by country.
Normative leadership
Central to its position as the world’s leading health authority is WHO’s normative functions:
setting standards, creating strategies, establishing norms, promulgating regulations, and
negotiating treaties. Even as WHO’s operational role receives increasing scrutiny following
Ebola, WHO normative responsibilities remain its most important function, embedded in
its constitution. Above, we offer normative opportunities for WHO: technical guidance on
climate change and health; norms for integrated, people-centred health services; national
equity strategies and rights-based benchmarks; health financing targets and pathways; and
right to health impact assessments. Director-General candidates have suggested other
topics for normative development such as nutrition standards and access to medicine.68,69
WHO has exercised normative leadership in negotiating two major treaties: the
Framework Convention on Tobacco Control (FCTC) and the IHR (2005). The Pandemic
Influenza Preparedness (PIP) Framework overcame a major impasse on virus sharing and
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equitable benefits for pandemic influenza.70 Although the PIP Framework is not a binding
treaty, it uses contract law to bind pharmaceutical and biotechnology companies to share
medical technologies and licenses. As such, the Framework offers an innovative multistakeholder agreement as a global model for future normative development.
The FCTC’s success has spurred academic and civil society interest in further treaties,
such as on R&D, AMR, NCDs, and alcoholic beverages. The next Director-General ought to
choose normative priorities, while demonstrating diplomatic skill and resolve to forge a
global consensus. Binding law has unique normative power, with the potential to hold actors
to account and fight for health within competing international legal regimes, such as trade
and illicit drug control. Accordingly, the new Director-General should consider a
transformative treaty such as the FCGH to achieve greater equity, participation, multisector engagement, financing, and accountability.71
A BULWARK OF HEALTH AND UNIVERSAL HUMAN RIGHTS
The next director-general will face a new world environment inimical to WHO’s cherished
values—international cooperation, cross-border solutions, and global public goods.
Heightened nationalism and xenophobia erect barriers (literally and figuratively) to
achieving health-for-all and universal health coverage. Political movements distrustful of
international institutions and treaties threaten the solidarity upon which global health
depends. Widespread inequality within and among countries undermines equity, justice,
and an ethos of shared destiny.
This political environment would challenge any director-general. Yet making the
director-general’s task far more difficult still, WHO member states have long criticized the
Organization’s performance while withholding the means for it to do better. The
international community can ill afford to perpetuate this unvirtuous cycle—a perennially
weakened WHO, unable to live up to its founding vision. Member states must re-commit to
WHO, yielding some sovereignty for the common good. That requires financial and political
backing of the Director-General, abiding by international health norms, and forging bold
new norms. WHO can become a 21st century model of effectiveness, inclusiveness, and
accountability, standing up for the universal right to health. With strong leadership and
reinvigorated member state commitment, WHO can serve as an inspiring contra-example
to today’s destructive politics, demonstrating that the community of nations are indeed
stronger together.
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