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1.
Introduction:

The sudden onset of the Severe Acute Respiratory Syndrome (SARS) in 2003 was a sobering experience for many countries in Asia.  The SARS virus infected about 8,000 people world-wide and killed nearly 800.  It turned out to be one of the most devastating and feared diseases in modern history, and the events that followed after its first detection in February 2003 demonstrated that the ‘pandemic’ could have devastating consequences.  Accounts from both print and broadcast media, and from narratives of people affected by SARS reveal that the impact of SARS was not limited to the loss of lives alone, but also extended to socio-economic, psychological, political, and security spheres of affected countries.   

The panic was however compounded by the fact that there was no known cure for SARS.  And, while the death of SARS was much lower than the quarter of a million casualties of the Boxing Day tsunami
, many of the victims were health-care workers.  The psychological impact was therefore significant.  In the words of one medical scientist from the University of Hong Kong’s Centre for Behavioural Health at HKU, “when doctors and nurses cannot take care of themselves—[become victims], the whole community panics.”
  To be sure, the onset of this ‘unknown’ disease placed the region’s medical capability to test.

While SARS was first and foremost a global health crisis, its extensive impact caught many states and societies by surprise.  Thus, while lessons from SARS are still being drawn two years after the health crisis, and in the light of the looming threat of an outbreak of a virulent flu from, among others, a mutation of the H5-N1 virus, it is propitious to revisit the SARS crisis and analyse the useful lessons to be learnt and, in the process, advance the cause of health and human security.

Why health and human security?  To begin with, the concept of human security encapsulates the integral notion of what and how security is viewed by both individuals and states.  It is not only comprehensive in its dimensions but more significantly goes beyond the conventional state-centric view of security that had been largely confined to defence and military matters.  Health is an integral part of human security.  However, this is one dimension that receives less attention.  Yet, recent developments pose enormous challenges to global health given the extent to which the security landscape is changing rapidly.  Some of these rapid changes are brought on by the process of globalisation that has accelerated the transnational flows of goods, services, technology and people—generated a host of uncertainty and risks to the well-being of states and societies.  Against these uncertainties, the salience of health and human security cannot be ignored.

It is against this background that the paper’s objectives are set and these are two-fold.  The first is to review the SARS crisis and examine the lessons to be learnt from the region’s experience with this debilitating disease.  The second, following the quick review, is to analyse the extent to which the SARS health crisis has led to any perceptible shifts in the way security is viewed in the region.  The argument set forth in this paper is that given the imminent threats posed by infectious diseases to the well-being of states and societies, it is high-time to ‘securitise’ these issues in order to advance the cause of human security in Asia.   

Before proceeding further, a caveat is in order.  Although the language of ‘security’ is being employed in this paper, the concept of ‘securitisation’ is largely taken from the ‘securitisation framework advanced by the Copenhagen School but is broadly applied.  Briefly, to ‘securitise’ is to frame an issue, e.g. infectious diseases, in security terms and to persuade a relevant audience of its immediate danger.
  The ultimate objective of ‘securitising’ an issue is to address the existential threats involved, inject a sense of urgency into it, which could consequently lead to the mobilization of political support and a deployment of much needed resources.  The discussion therefore proceeds by highlighting the existential threats posed by infectious diseases, i.e. as illustrated in the case of SARS and linked to other types of infectious diseases in order to argue the case that much more needs to be done to address the risks and dangers brought on by infectious diseases.  Unless these types of threats are fully understood and adequately addressed, states and societies in Asia and rest of the world will continue to live under the looming threats of pandemics, while health and human security for all will remain elusive.

2.
The SARS Crisis:  A Chronology of a Spiralling Threat to Human Security

A quick review of the onset of the SARS is useful at the start of this paper to demonstrate how a virulent virus could has suddenly wreak havoc on states and societies in and outside the region with devastating consequences.  Such was the case with SARS.  

The travelling ‘bug’

There had been several narratives of how SARS was transmitted across border, but most of accounts traced the outbreak of this highly virulent and infectious disease to the Chinese province of Guangdong, as early as November 2002.
 As reported by the World Health Organisation (WHO), although the outbreak may have started in November, it was not until March 2003 when the WHO issued the global health alert and followed up with an emergency travel advisory (also issued by WHO) on 15 March.  The delay in issuing the alert had apparently contributed to the uncontrolled spread of the virus throughout China and to other parts of Asia.

While China had been severely criticised for its initial inaction and delay, the country had consequently suffered having registered the highest number of reported SARS cases—making up approximately 80% of global SARS cases and deaths.  China’s belated response, however was caused by two major factors, and on hindsight is actually instructive in understanding how infectious diseases had been regarded in many parts of the region and certainly not limited to Beijing.  The first reason was the fear of the economic fall-out that could result from issuing a health alert.   As the experience had shown, when word about the disease began to spread across China, officials from Beijing apparently ignored the problem, hoping that it would go away.
  It was not until the international community led by the WHO openly called for transparency from Beijing and when the public rebuke came that China was forced to admit to the seriousness of the problem.  By the time China revealed more information in May 2003, the number of SARS cases reported in Beijing alone rose to over 

2,177 cases, with 114 deaths.

The second reason and probably the most significant one is the prevailing attitude by health and government authorities on the threat of infectious diseases.  China, perhaps, like most countries, treats infectious diseases as medical problems that merit a medical response. Closely related to this perceived attitude was the problem of how to handle this new type of emerging disease, which at that time was difficult to classify.  Interestingly, the dilemma facing Chinese authorities during that period was how to classify SARS under the framework of the International Health Regulations (IHR) that would make reporting of infectious diseases to WHO mandatory.  Considering that until very recently, the IHR covered only three infectious diseases—cholera, yellow fever and plague—it was not surprising why SARS did not initially make it to the list.  Moreover, these bureaucratic procedures had been exacerbated by the lack of coordination in China at both local and national levels in alerting the international community to the nature of emerging health crisis.
 Until then, it appeared that SARS was confined to the Chinese mainland, until it was “unleased” on the world.
  It took only a sick Chinese national, who was a carrier of the deadly virus, to travel to Hong Kong in February 2003 to spread the disease across the region.  Apparently, the sick man was in Hong Kong to attend a wedding reception in a hotel in Kowloon.  Some wedding guests and hotel residents from Hanoi, Singapore and Canada got infected too and became carriers of the virus as they travelled back to their own countries.  The speed with which the transmission spread was sudden and fatal.  Between mid-March to end of April 2003, the SARS cases multiplied—this time spreading to more countries. 

China accounted for more than 3460 probable cases of the global total of 5663 and by early May, the cumulative cases surpassed 6,000.
 And, while the threat of SARS finally eased five months later in July 2003, the total reported SARS cases, based on WHO figures, were 8,097 with 774 deaths.

More than a Health Crisis

At the height of SARS, it became clear that it was no longer just a regional health crisis. To be sure, it hit where it often mattered most—severe economic consequences. The extent of the economic impact of SARS was reflected in the sudden disruption of economic activity in several Asian economies (e.g. Hong Kong, China, Singapore, and Vietnam).  Although the period of panic lasted for about 5 months from the time the health alert was declared, the WHO put the cost of SARS to Asia at US$ 30 billion, while a health expert of BioEnterprise Asia projected that the cost stood at US$ 50 billion for the region  and up to US$150 billion globally.
  These losses were largely due to losses in the tourism and travels sector that were badly hit when people began to shy away from travelling to SARS-affected countries like China, Hong Kong, Singapore, and Vietnam.  Topping all these was also the huge slump in the retail industry, which had seen a 20%-50% in business for many countries.

SARS also caused political ripples and had the potential to weaken popular confidence in a state’s general custodian function—negatively impacting on the government’s legitimacy and perceived ineffectiveness.  A case in point was China that initially blamed for mismanaging the outbreak.  Its credibility seriously undermined by poor handling of SARS in the epidemic’s early stages, and galvanised domestic and international criticism of the leadership and unprecedented calls for more transparency and accountability.  For instance, the WHO’s former Director General Gro Harlem Brudtland remarked in a press statement that had Chinese authorities acted earlier and with more openness, the outbreak of the disease would have taken a different course.
  To win back confidence from the international community, Chinese health officials had consequently held press conferences on a daily basis to assuage concerns about SARS transmission in the country and assure the international community that the situation was under control.

There was also the palpable socio-psychological impact.  For SARS-stricken countries, an uneasy atmosphere of fear and apprehension prevailed.  Within a short but significant period, SARS had drastically altered people’s lives.  People’s mobility within their environment, which is normally taken for granted, had suddenly changed as the psychological fear of being exposed to other people and possibly get infected in public places loomed in people’s mind.  Even travelling from one’s home to other places became problematic due to tremendous concern about not having adequate protection.  Moreover, there were the unspoken stigma suffered by people who were afflicted by SARS and the emotional distress suffered by families of victims.

The other significant impact was how crisis management measures, particularly the mandatory quarantine, were viewed as a curtailment of civil liberties.  Anecdotal incidents of people resisting and violating quarantine laws were reported in several countries and the question of how far authorities could go to impose quarantines became a nagging issue because governments tended to revive quarantine laws that in many countries predate World War II.
  Furthermore, other measures such as home surveillance and monitoring of quarantined people adopted in Singapore, China and to some extent Hong Kong, were viewed as draconian and had serious repercussions on civil liberties. 

It is beyond the scope of this study to give a comprehensive account of the full impact of the SARS crisis.  The foregoing discussion on economic, socio-psychological and political impact is certainly not exhaustive.  It is nonetheless indicative of how a health crisis brought on by an infectious disease could wreak so much havoc and untold suffering on people and societies.  To sum up, SARS has—at the very least—generated tremendous fear and anxiety among people across the globe.  As the SARS experience has revealed, it did not take much to convince anyone that SARS presented a clear and present danger to human lives.  Whether the fears of SARS have been rational or not, the SARS crisis that has hit the region is certainly comparable, if not, worst than the crisis experienced during the 1997 financial crisis leading some observer to ask whether the SARS episode was the region’s own version of September 11.  But while some state leaders have however taken great lengths to note that the SARS crisis is not an Asian health crisis alone; many have also called for need to put this crisis in perspective.

3.
Lessons from SARS:  The Threats of Infectious Diseases

SARS was certainly a wake-up call for many states in the region.  To their credit, the responses by countries particularly by the ASEAN member countries
 and China that worked closely to stem the tide of infection were commendable, considering that the unfortunate delay from Beijing that happened earlier had exacerbated the problem of cross-border transmission.  To be sure, SARS has generated unprecedented coordination among countries in the region.  At the ASEAN + 3 Health Ministers Meeting and the ASEAN Special Summit on SARS, several measures have been outlined to put in place regional mechanisms to address the multiplicity of issues related to SARS.  

These measures involved the exchange of information and best practices in containing infectious diseases; strengthening of cooperation among front line enforcement agencies such as health, immigration, customs, transport and law enforcement; and harmonisation of travel procedures to ensure proper health screening at the points of origin.

However, there are certainly other reasons why the international and regional community need not wait for the worst-case scenario of state failure before infectious diseases can be considered as a matter of national or regional security.    To be sure, SARS has brought to the fore several important facts that the international community may have overlooked and/ or taken for granted in addressing security issues.  These factors are highlighted below. 

The Changing Security Concept

An often-cited reason why health issues must be securitised is the often- repeated claim of the changing notions of security.   As noted earlier, the concept of security has undergone several transformations, going beyond the conventional confines of state and military security.  Since the end of Cold War, several international relations scholars had been expanding the concept to reflect a more comprehensive notion of security.
  Thus, the security lexicon has now come under several permutations to include: economic security, environmental security, political security, etcetera.   But, what is significant in these evolving developments is that throughout the intellectual and policy enterprise of expanding the notions of security, the notion of health security has yet to emerge.

It was not until the concept of human security was introduced and popularised that health security came about as part of the all-embracing elements of human security (i.e., economic security, food security, environmental security, personal security, community security; and political security).
   Although many of the “converted” would agree that the notion of security is in fact no longer confined to military threats, and while we may have added to our security lexicons the notions of economic security, environmental security, we still have to include the notion of health security and articulate what this entails.
   As the SARS experience has demonstrated to the region, the outbreak or even resurgence of infectious diseases can in fact undermine a state’s control of what happens within its territory.  Infectious diseases like SARS have certainly alerted countries to their vulnerability to the threats of infectious diseases that can easily cross borders—in ways that defy traditional military defence.

Historical linkages between health and security

In addition to the changing concept of security as discussed above, is the juxtaposition of another factor which is the often ignored fact regarding the historical close linkages between health and security.  One can argue that health and security are not separate concerns and should not have been treated separately.  According to a British historian, Simon Szreter, the separate usage of these two terms in recent decades belies the fact that historically they are more usually intertwined.
  In Europe’s medieval period, securing the health of one’s people was part of the legitimation and justification of the right to rule for sovereigns like the French kings—who had to swear in their coronation oaths to protect the frail and weak, widows and cripple.  Successful generals from the time of Alexander the Great had also realised that the effectiveness of their armies depended crucially on their health, “summarised in Napoleon’s celebrated dictum that an army marches on its stomach”. 
  It was also significant to note that the whole field of tropical medicine had actually developed out of the joint interests of the military and the medical professions.

The affinity of both concepts (health and security) consistently developed throughout modern history.  According to Szreter, the close affinity between the promotion of nation’s health and its security was “semantically fused” in the celebrated wartime Beveridge Report on Social Insurance and Allied Services. The Report was prepared within the context of a British nation that was then fighting the aerial bombardment on the Home Front in the Second World War, and when emergency provisions had to be made to meet the health services requirements of its people.  Thus, the core of Beveridge’s Plan for Social Security, which was defined as “security for the individual, organised by the State, against risks to which the individual will remain exposed even when the condition of the society as a whole is as good as it can be made”
, was to provide the political opportunity to promote—at that time—a new thinking about health and to framed it as an issue of national security.

Extended Historical Linkages

The linkage between health and human security can also be found as one traces the disruptive impact of rapid economic activity, either domestically or globally.  As history reveals, most leading ‘western’ societies which industrialised at some point before 1945 had undergone “painful and difficult learning experiences” in coming to terms with the insecurities and health threats which came with commercialisation and economic growth.  According to Szreter, they all experienced at some point in their trajectory “the severe ‘demographic footprint’ of the ‘four Ds’ of economic growth: disruption, deprivation, diseases and death”.
  

The industrial revolution in Great Britain provides a telling example.  Workers who thronged to places where there was massive economic activity were plagued with poor health and were living in squalid conditions. The uncontrolled migration of workers led to outbreaks of ferocious epidemics and sanitary diseases followed by famine.  Britain’s industrial revolution also brought out several ‘zymotic diseases’ such as cholera, typhus, typhoid, measles, scarlet fever, infant wasting, diarrheoa and tuberculosis.  In pre-bacteriology era, it was believed that the diseases were caused principally by the bad smells and “effluvia” which were emitted from decomposing organic matter.  The only way Great Britain could stem the outbreak was to painstakingly undertake a public health programme beginning with the pioneering work of one man called Edwin Chadwick whose 1842 Report on Sanitary Conditions of the Labouring Population of Great Britain led to the adoption of Britain’s first Public Health Act of 1848.
  Among others, Chadwick’s aim of the Public Health Act was to coerce all of Britain’s major urban centres to invest in extremely expensive engineering, sanitary infrastructure, constant clean water and arterial underground sewerage system to take all liquid waste out of the city.

Globalisation and others

One sees similar patterns emerging in this modern day and age.  With globalisation, the scale, the speed and the reach of movement of people and goods have been unprecedented.  According to the WHO, new diseases are emerging at an unprecedented rate of one per year.  The examples include among others: ebola haemorrhagic fever in Africa, the West Nile -hantavirus pulmonary syndrome in the US; and the Nipah encephalitis in Southeast Asia.  Older diseases like cholera and tuberculosis have also re-emerged.  Cholera is in fact in its 7th pandemic year having returned to Peru in 1991 and recently manifested itself in the plague that hit India in 1994.  These recurring diseases like tuberculosis have come back with more virulent strains and are found to be resistant to currently available first-line antibiotic drugs.
  Moreover, there are also new strains of food-borne diseases like the Creutzfielf-Jacob disease (popularly known as the mad cow disease), which was first detected in 1996, and highly unstable flu virus—SARS being one of these.

Aside from these salient trends, there are other equally compelling reasons why health issues, particularly the threats of infectious diseases, must be given immediate attention.  One of these is the emergence of the so-called “artificial” disease force-multipliers which greatly exacerbate not only the incidence but also the spread of infectious disease.  These include modern medical practices, accelerating urbanization, climate change resulting from global warming, and new social and behavioural patterns.
  

The threat of infectious pathogens is greater today than they have ever been and more clearly represents a threat to human security.  As the case of SARS has clearly demonstrated, infectious diseases do not only threaten the health of an individual; the spread of the disease could also have catastrophic economic impact; weaken social order and undermine public confidence in the government.  As the SARS experience has borne out, countries had to tighten immigration controls to, the extent possible, turn away travellers who could potentially be carriers of the disease.  And yet, this measure was not really effective in stemming the spread of the virus.  As aptly described by a virologist at the Hong Kong’s Queen Mary Hospital, “virus(es) do not carry passports”.
  

Against these historical and current developments, it is therefore paradoxical that in recent decades, especially during the Cold War, the study of health and security had gone their separate ways.  According to Emma Rothschilds, health and security developed its own distinctive technical aspects, political constituencies and institutional networks.
 Yet, it is even more paradoxical given the fact that when if we look back throughout human history, military security has had strong health dimensions (a point mentioned earlier).  

More recently, those concerned with military security have redoubled their focus on the health aspects of defence, that is, on germs of weapons of mass destruction, on epidemics that weaken fragile states, on health risks of military troops and on the humanitarian impact of military action.
   Hence, the linkage between health and human security becomes more pronounced when we look at the threats from this perspective.  The U.S. experience with anthrax is a good example.  Although the anthrax attacks led only to 5 deaths, the terror generated unprecedented public fears—almost paralysing the American postal and congressional systems.  It was reported that about 1/3 of the workers at the U.S. Center for Disease Control were assigned to combat anthrax.  Public concerns over biological weapons were so aroused that the U.S. government was compelled to build its stockpile of nearly discarded smallpox vaccine.  Pre-emptive vaccination against small pox bioterrorism is now being implemented in North America and Europe. 
  In response to the concern about bio-terrorism, the WHO in 1997 initiated a consultation involving a team of 90 international experts in public health and specialists in the area of chemical and biological weapons and subsequently published in October 2001 a document called Public Health Response to Biological and Chemical Weapons which provides extensive guidelines, and protocols to follow for risk assessments and management for dealing with disasters or emergencies.
 

IV.
Advancing the Cause of/for Health and Human Security

Thus, one of the main lessons to be re-learnt in the SARS experience is the need to appreciate the close nexus between health and human security.  It is worth reiterating here the very heart of human security, that is, the protection of human lives from illness and disability, which are among the “critical pervasive threats to human security”.
  

One could argue however that good health is not necessarily synonymous with security nor can security encompass all aspects of human health.  Thus, the question we may now want to address is which health challenges are linked particularly to human security?  

Burden of Infectious Diseases

In an important study done by Lincoln Chen and Vinod Narasimhan of Harvard University’s Global Equity Programme, the authors used 4 criteria to assess the comparative links between health and human security.  It is useful to cite them here to reinforce the argument for securitising infectious diseases.  These criteria are:

1. The scale of the disease burden now and into the future.

2. The urgency for action.

3. The depth and extent of the impact on society.

4. The interdependencies or “externalities” that can exert ripple effects beyond particular diseases, persons or locations.

One need not go too far in looking at current statistics to understand the urgency of securitising infectious diseases.  In examining the scale and urgency of the situation, the WHO estimated that more than 40% of 56 million deaths that occur annually are actually avoidable deaths. And, many of the unavoidable deaths are caused by infectious diseases.
  Infectious diseases like AIDS, Malaria and Tuberculosis (TB) have brought an estimated figure of 17.8 million deaths.
  As far as AIDS is concerned, it is estimated that there are 40 million people with AIDS in 2004, with about 14,000 new HIV infections a day.  More than 95% of these infections are found in the low and middle income countries.
  About 12,000 of these are persons aged below 15 to 49 years of whom, almost 50 % are women and about 50% are 15-24 years old.
  

Meanwhile, there are 300 million others who are susceptible to Malaria, and deaths from Malaria are estimated to reach 3,000 daily.
  Moreover, in East Asia, there is the stark reality that about 1,000 people are dying of tuberculosis (TB) every day—a figure much higher than victims of terrorism”.
  Given this scenario, one need not go any further to appreciate the urgency for action.    

As for the depth and extent of the impact on society, the recent case of SARS has been a good barometer.  As discussed in the earlier section of this paper, the loss of workforce days and economic productivity brought on by SARS were not only disruptive but also equally devastating.  The picture became more depressing when one factored in the disruption extended to family and community life.  

SARS has also illustrated the issue of interdependencies or externalities.  At the height of the SARS crisis, the international community watched with concern the potential of the global reach of SARS as it spread to 30 countries in just over a short period of time.  In a rapidly changing global environment, the threats brought on by infectious diseases are no longer confined to medical/health risks alone.  With the outbreak of SARS, the disruption of business activities, its impact on travel and tourism industries and more importantly, on economic growth are among the serious repercussions brought on by SARS.  Given the lack of medical knowledge about SARS and the way the disease had threatened to stretch the medical infrastructure even in countries with developed medical facilities like Canada and Singapore, SARS had demonstrated clearly how helpless governments could be if the disease spun out of control.

The picture of externalities and ripple effects get clearer when we relate it to the case of AIDS.  Within a few years of its discovery, AIDS has spread to every country in every continent.  AIDS has killed productive adults.  In heavily infected countries in Africa, particularly in the Sub-Sahara, HIV/AIDS is already depleting skilled workers, teachers, nurses, police officers and civil servants—not to mention the loss of health staff to a high of 40 %. 
  

The picture is arguably equally grave in Asia.  It is estimated that there are about 8.2 million people living with HIV at the end of 2004.
  In China, for example, the Head of the Department of Disease Control of the Ministry of Health had warned that if the AIDS epidemic were not dealt with efficiently, by the year 2010, there could be more than 10 million HIV/AIDS patient in China.
  Meanwhile, the figures are equally alarming in India. WHO’s estimates placed the HIV infections in India at 5.1 million, while current reports from New Delhi’s AIDS Charity group, Naz foundation, placed the figure closer to 15 million.
   In Cambodia, HIV/AIDS is now reported to be the country’s “killing field”.  A senior Cambodian health official have said that by 2010, more than half a million of the country’s 11.5 million population will suffer or die from AIDS.
  Similarly, the WHO cites Myanmar as another country which has one of the most serious HIV epidemics in Asia, adding that HIV has already become “entrenched in lower-risk populations in several parts of Myanmar.”
 

The Task of Changing Mindsets

What all these statistics point to is the challenge of putting health in the security agenda of states. This would require translating mere pronouncements of the security threats of infectious diseases to adopting an integrated approach involving several actors working together with the medical community to cope with immense problem of infectious diseases.   In doing so, health is not longer just a “medical” concern but also a security concern.  The “artificial” distinctions between “health” and “security” which has been then norm must be removed.  Unless the hurdle is crossed from “medicalising” infectious diseases to “securitising” them, not much progress can be made to push this agenda forward.

A change in mindset is crucial to overcome some of the major challenges confronting the fight against infectious diseases.  One of these is the importance of building a good mechanism for global disease surveillance and control.  The Global Outbreak Alert and Response Network was initiated by the WHO in 1997 and maintained by Health Canada.  It has a network of 100 existing laboratories and disease reporting systems worldwide.  

However, for this to be successful, cooperation at both local and national level is crucial.  For new infectious diseases like SARS that has several unknowns in epidemiology and treatment—the race to discover these things requires multilateral coordination at many levels.  But as noted above, the problem is not simply one of getting countries to cooperate.  Unless certain mindsets and attitudes are changed to regard infectious diseases as more than a health problem, it would be difficult to get certain governments to act promptly and decisively.

Providing Good Public Health System

The other equally important challenge in health and human security is the centrality of providing good public health system for the protection of the people.  In this regard, the record of primary health care in many parts in Asia bears closer scrutiny and the picture that emerges is often dismal.  In many parts of developing Asia, there is more often the absence and/or lack of basic health care facilities and poor health infrastructure.  This problem is basically due to inadequate resources allocated to public health, particularly the provision of primary health care facilities.
  Part of the reason is the fact that primary health care is not considered as critical as jobs or as crucial as military security and it is more often the case that as far as public expenditure is concerned, defence budgets far exceed that of health.  The state of prioritising between health and military/defence security as in the case of Southeast Asian countries is clearly reflected in Table 1 below. 




Table 1.
Public Expenditure on health and defence in Southeast Asia

	
	Military

Expenditure (% of GDP)

2002
	Public Expenditure on Health (% of GDP)

2001

	Brunei
	5.2
	2.5

	Indonesia
	1.2
	0.6

	Malaysia
	2.4
	2.1

	Philippines
	1.0
	1.5

	Singapore
	7.0
	1.3

	Thailand
	1.4
	2.1

	Cambodia
	2.7
	1.8

	Laos
	…
	1.7

	Myanmar
	…
	0.4

	Vietnam
	…
	1.5


              Source:  UNDP Human Development Report, 2005.

Iceberg of Poverty

The most vulnerable in many societies to infectious diseases are the poor who are clearly at a disadvantage in protecting themselves. The burden of HIV/AIDs, malaria and tuberculosis are overwhelmingly concentrated among the poorest regions of the world.  One just has to look at the typical health-seeking behaviour of the poor to see why this is so.  They resort either to non-treatment or self-treatment in case of illness.  Such patterns are not surprising considering that the financing of health care for the poor comes mostly from their own meagre resources, thus a traditional method of cure frequently is sought first.  More often than not, referrals to tertiary health facilities are made at the very late stages.   Hence, it is not unusual to come across statistics that reveal, for instance, that 6 out of 10 recorded deaths owing to non-violent causes did not receive any medical attention during the illness period (prior to death).

To be sure, poverty and infectious diseases are fellow-travellers—each feeding on the other.    The risks of poverty-related diseases are compounded by malnutrition and environmental threats, especially the lack of clean water and sanitation.  Given crowded conditions and poor hygiene, these become perfect breeding grounds of infectious diseases.

V.
Conclusion: Prospects for Regional Cooperation in Advancing Health and Human Security 

The preceding discussion has highlighted the daunting challenges in fighting infectious diseases.   Given the lack of awareness of and impetus to ‘securitise’ infectious diseases, one would tend to be rather cautious about the prospects for closer regional cooperation in addressing many of the challenges highlighted above.  In this regard, we look back once again at the region’s experience with SARS and cull the useful lessons to be learnt.   To be sure, SARS has generated unprecedented coordination among countries in the region.  While the paper has argued that health security is yet to be found and articulated in the security lexicon of states in the region, the SARS crisis had nevertheless triggered some re-thinking on the nature of security threats confronting the region and in the process, could perhaps lead to the much- needed change of mindset of governments.  In trying to look for positive signs in this regard, one could for instance take the cue from the recent statement of the Secretary General of ASEAN, Mr. Ong Keng Yong, who noted the ‘salutary effect [of the SARS crisis] on the political culture of ASEAN.  According to him, SARS “have taught Southeast Asian leaders to have the to talk straight with the public and each other”.

This observation however has to be carefully assessed against emerging trends.  That this trend toward more open and candid discussion could go a long way in facilitating and complementing needs to be seen in the light of new initiatives that are being discussed at the regional level.  One of the measures under consideration in ASEAN is deepening the cooperation between its member states and the WHO.  More importantly, ASEAN countries are also exploring the possibility of developing a regional framework for rapid response to outbreaks of infectious diseases.  Malaysia, for example, has already proposed the setting up a regional centre of disease control (CDC), while efforts are underway to develop further the ASEAN-Disease Surveillance. Net, which coincidentally was set up in April 2003—at the height of the SARS crisis. The significance of these initiatives cannot indeed be understated considering the importance that disease surveillance mechanism play in identifying and crafting rapid responses to emerging health threats.  Hence, instituting surveillance systems in the region represents our best chance in reducing such threats. 

The measures toward instituting a regional surveillance mechanism would do well to enhance the region’s early warning systems for disease control.   But for these to be workable and credible, this would also require building local surveillance and laboratory capacities among states in the region.  Inevitably, this would bring us once again to the core issues of providing more resources to building good public health systems, including the political will to make infectious diseases a matter of national priority.  

The other issue is course the extent to which governments will allow international health agencies like the WHO to have more teeth to ensure state compliance.  So far, the WHO relies largely on goodwill of states to cooperate in issues of mandatory reporting of infectious diseases.  In this regard, the current re-organisation of WHO regulations that are geared to adopting new rules for national governments to act in preventing disease outbreaks are therefore highly significant.  Under the newly adopted IHR, countries have much broader obligations to “build national capacity for routine preventive measures as well as to detect and respond to public health emergencies of international concern.”  Among the new regulations to be introduced include introducing clear standards for countries to adopt, consequently pushing them to identify and improve weaknesses identified in their local disease surveillance and response systems.
  

The WHO reforms can be viewed as concrete actions to address the crucial issue of disease surveillance.  The reforms also complement the findings of the Joint Meeting of the Networks for Surveillance of Emerging Diseases that noted that against the recent experience with SARS, many of the weak points revealed start from the detection of and response to epidemic emergencies, availability of human resources, training of multidisciplinary teams for a coordinated response, difficulties in laboratory diagnosis to shipment of samples and selection of a suitable test for confirmation.
 

Having identified many of the prevailing weaknesses and proposed new initiatives, much of course will depend on the will of states to cooperate and act decisively on these measures.   In conclusion, these closely interlinked factors discussed above inevitably raise the question of enhancing governance at the national, regional and international level.  While the responsibility begins at home, the problem of infectious diseases when viewed from the framework of human security behoves a multi-sectoral approach and multilateral cooperation involving states and societies in the region.  But unless the threats of infectious diseases are fully understood and ‘securitised’, and are translated into policies that pay closer attention to putting more resources to health facilities, vigilance to emerging infectious diseases and promoting human centred development and security, the challenges to ensuring health and human security will remain daunting.
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