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ARTICLE

Evaluating the WHO’s framing and crisis management
strategy during the early stage of COVID-19 outbreak

Raymond C. F. Yiua , Chin-Pang Bennu Yiub and Veronica Q. T. Lia

aDivision of Public Policy, Hong Kong University of Science and Technology, Hong Kong, China;
bWang Yanan Institute for Studies in Economics, Xiamen University, Xiamen, China

ABSTRACT
The outbreak of COVID-19 has posed an unprecedented threat to
the functioning of our society and led to a substantial loss of
lives. In this paper, we systematically analyzed the World Health
Organization (WHO)’s policy framing and management of the
pandemic. The performance of the WHO can be evaluated in two
aspects: the timeliness of their risk assessment, such as the
announcements of a Public Health Emergency of International
Concern (PHEIC) and pandemic, and the communication interfa-
ces between the WHO and other stakeholders. Our study reveals
that, while the WHO has made timely decisions in risk assess-
ments, there were profound limitations in the current communi-
cation interfaces and feedback loops between the WHO, member
states and other stakeholders. We recommend redesigning the
current alert system so that the level of warning and the accom-
panying policy recommendations could more accurately reflect
the threat and escalating nature of a pandemic outbreak.

ARTICLE HISTORY
Received 1 September 2020
Accepted 16 November 2020

KEYWORDS
Policy framing; crisis
management; World Health
Organization; WHO;
pandemic; COVID-19

1. Introduction

The COVID-19 pandemic in 2020 is one of the most transformative events in the
recent history of mankind. This pandemic has virtually halted people’s movement
across national borders since mid-March of 2020 and exerted an uneven distribution of
impacts geographically (Bailey et al. 2020; He 2020). At the time of writing (November
14, 2020), there are more than 52 million confirmed cases globally and about 1.3 mil-
lion deaths (WHO 2020a), and global GDP is forecast to decline by 5.2% in 2020
(World Bank 2020). In the meantime, the virus continues to spread rapidly (WHO
2020b; Worldometer 2020). Epidemic impacts of this magnitude have not been seen
since the Spanish flu of 1918–19.

Throughout the pandemic, the World Health Organization (WHO) has been active
in warning and advising countries. However, many global leaders have criticized the
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WHO for not providing timely information and correct advice (Hern�andez 2020).
Some have even called for an independent investigation of the causes of this pandemic
(Japan Times 2020; The Australian 2020).

In this paper, we aim to examine the WHO’s policy framing and crisis management
strategies between December 31, 2019, when the WHO’s country office in China first
noticed the outbreak of a “viral pneumonia” in Wuhan, and March 11, 2020, when the
WHO classified the COVID-19 outbreak as a pandemic (WHO 2020c). This early
period is significant due to the snowball effect of the transmission of COVID-19 (see
Figure 1), such that an early policy misstep could result in disproportionately adverse
impacts later on.

2. Policy problem

The COVID-19 pandemic is a crisis, or an event or series of events that does not usu-
ally occur and entails a threat to the core values of a system (Boin 2010, 131). In this
case, there were early warning signals beforehand; the epidemic outbreak in China was
the preceding event before a full-fledged pandemic. During a crisis, leaders should
maintain control and make sense of an emerging and devolving situation (Boin
2009, 371).

Figure 1. Number of confirmed cases (left axis) and deaths (right axis) due to COVID-19 outside
China (January 13-March 31, 2020). Source: WHO situation reports (2020q).
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How decision makers manage crises depends on how the crises are framed. According
to Stone (1989), policy framing is a political exercise in which different parties compete to
establish a dominant narrative of a policy problem. This process affects agenda setting in
multiple ways, from determining a root cause of the problem to recommending appropri-
ate solutions. In the case of public health, competing policy frames include public health
as a security problem, an economic problem, and as a human rights problem with moral
implications (Labont�e 2008). States predominantly adopt the narrative that public health
problems, including the COVID-19 pandemic, are threats to national security. The differ-
ent frames can also be used in conjunction to generate a more holistic understanding of
health policy, which has been referred to as “healthy public policy” by several scholars
(Hancock 1985; Milio 1981). The WHO has recommended to member states to adopt this
holistic approach when handling COVID-19.

Another way in which narratives in public health could differ is the severity of the
policy problem. However, accurately assessing and describing the severity of a public
health problem can be incredibly difficult. When there are too many critical unknowns,
the costs-benefit and risk assessments can be highly complex, and the costs and bene-
fits are not distributed proportionately and equitably. At the same time, there could be
grave consequences if political leaders apply the wrong framing to a crisis.
Downplaying the crisis could lead to inadequate preparation, resulting in a greater loss
of lives, whereas an overreaction could entail unnecessary disruptions to social and
economic activities and cause widespread panic. In the case of COVID-19, several
states who have attempted to downplay the severity of COVID-19 have used “softer”
policies, and these same states have some of the most significant numbers of COVID-
19 cases in the world (Manchein et al. 2020).

The ability to adapt is also important in crisis management. As events unfold rapidly
during a crisis, it is not always possible to assess the situation from every perspective
(Boin 2010, 134–135; Wilkinson 2015, 56). Besides the leadership role of the govern-
ment, civil society also needs to be empowered to self-organize and take initiatives to
protect themselves, which complements the response efforts of the government. By
adapting policies by reference to evolving knowledge that is co-created by a wide pool
of actors, governments and institutions can adaptively manage crises and build resili-
ence against them (Dietz, Ostrom, and Stern 2003; Folke et al. 2005; Lee 1993).

Effective interagency or inter-governmental co-ordination is yet another integral
part of response efforts (Boin 2009). When managing on a pandemic, the WHO relies
on the support and co-operation of its 196 member states, the United Nations, the aca-
demic sector, scientific and research institutions, non-governmental organizations and
collaborative network such as Global Outbreak Alert and Response Network
(GOARN). Since the WHO’s moral standing and credibility to some degree grant it
authority to exert influence on the member states, the WHO must, where possible and
appropriate, adhere to scientific principles strictly and provide evidence-based policy
advice and recommendations.

All the elements as discussed above are necessary for effective governance during
COVID-19. Therefore, in our assessment of the WHO’s crisis management, we focused
on the WHO’s policy framing and governance mode during COVID-19. Our assess-
ment is based on qualitative and quantitative evidence. The qualitative evidence
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includes records of the WHO’s media briefings and press conferences, statements of
the International Health Regulations (IHR) (2005) Emergency Committee, official gov-
ernment announcements, news reports, academic journals, and commentaries of non-
governmental organizations. The quantitative evidence includes official statistical data
on the number of affected countries, confirmed cases and deaths of COVID-19. Our
systematic assessment includes the tracking of major events and underlying statistical
patterns, as well as reviewing the WHO’s COVID-19 responses relative to their
responses to SARS in 2003, H1N1 in 2009, and MERS in 2012. Based on our analysis,
we proposed three recommendations for improvement.

3. Discussion

3.1. The decision-making processes of the WHO and the emergency committee

The WHO’s determination of the status of the COVID-19 outbreak was an intricate
process. Three different parties were involved, namely the external experts through the
IHR (2005) Emergency Committee (EC) process, the WHO’s internal epidemiological
team, and the Director-General and his senior management team. Although the major
decisions were made by different parties, epidemiological data suggests that they are
consistent (see Appendix I and II).

Like any other United Nations entities or supranational institutions, the WHO has
institutionalized check and balance mechanisms. Therefore, it is generally not possible
for any member, except for the Director-General under specific circumstances, to over-
ride the decision-making process without triggering alarms. The WHO’s modus oper-
andi is akin to dispersed governance in that the WHO largely relies on the cooperation
and support of Member States and other non-governmental organizations to gather
information, commit to pandemic preparedness, and implement policy decisions. The
IHR (2005) requires the member states to abide by the agreed institutional framework,
but there is a lack of effective enforceability mechanisms (Kamradt-Scott 2019). If a
member state refuses to conform to the WHO’s policy recommendations, there is lim-
ited recourse available to the WHO or its member states.1

The independence and internationally representative character of the WHO
Secretariat are enshrined in the WHO Constitution. According to Article 35 (WHO,
2005a), “[t]he paramount consideration in the employment of the staff shall be to
assure that the efficiency, integrity and internationally representative character of the
Secretariat shall be maintained at the highest level,” whereas in Article 37, “[e]ach
Member of the Organization on its part undertakes to respect the exclusively inter-
national character of the Director-General and the staff and not to seek to influence
them.” The same principles also prevail in the EC mechanism.

The procedures, terms of reference, composition of the EC as well as decision
instruments pertinent to the Public Health Emergency of International Concern
(PHEIC) are detailed in the International Health Regulations (IHR) (2005) Articles 12,
47, 48, 49 and Annex II. In the process of deliberation of a PHEIC, the WHO
Director-General is obligated to seek the views of the State Party where the epidemic
event arises as well as the Emergency Committee, as stated in Article 12 of the IHR.
Articles 47, 48 and 49 of the IHR also provide that the WHO shall maintain the IHR
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expert roster, which consists of experts in all relevant fields of expertise, and that the
EC should be selected by the Director-General on the basis of relevant expertise and
experience and with due regard to the principles of equitable geographical
representation.

When the EC is convened, the WHO Secretariat also requires members and advisors
of the EC to disclose any conflicts of interest, and those who are deemed to have con-
flicts of interest would not be permitted to participate in the decision-making process
(WHO 2020l). This mechanism ensures that the EC makes recommendations inde-
pendently and objectively.

The EC for the COVID-19 outbreak in January 2020 comprised of 15 members: 9
members (60%) had an academic background, 5 members came from government or
quasi-governmental bodies, and 1 member was affiliated with the International Civil
Aviation Organization (ICAO). In terms of geographical distribution, 5 members
(33.3%) came from the Western Pacific region (except China), 3 from Europe, 2 from
Southeast Asia and 2 from the Americas. The remaining 3 members were from the
Eastern Mediterranean region, African regions and China respectively (WHO 2020d).
The EC’s composition is noticeably diverse, ensuring that balanced and unbiased deci-
sions can be made.

3.2. Comparison to WHO’s decisions during the H1N1 outbreak

There were speculations that the WHO delayed the declaration of a Public Health
Emergency of International Concern (PHEIC) as well as the characterization of a pan-
demic during COVID-19. According to the IHR (2005), a PHEIC “means an extraor-
dinary event which [… ] constitute[s] a public health risk to other States through the
international spread of disease and [… ] potentially requires a coordinated inter-
national response] (p. 9). PHEIC is also currently the only and highest level of alert in
accordance with the IHR. The definition of a pandemic, in contrast, is not outlined in
the IHR (2005), but the WHO has delineated six phases of a pandemic influenza
(WHO 2009b).

Figure 2. Timelines of global events within the first three months of the H1N1 and COVID-
19 outbreaks.
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We examined the validity of these allegations by comparing the WHO’s decisions
with similar incidents in the past. Since the IHR (2005) came into effect, five public
health emergencies have been deemed PHEICs, namely the 2009 H1N1 pandemic, the
wild poliovirus in 2014, the 2014 West African Ebola epidemic, the Zika emergency of
2015–16, and the 2018–19 outbreak of Ebola in Kivu (Science Media Centre 2020).
Considering the transmission dynamics and the risk of spread, the 2009 H1N1 influ-
enza pandemic is the most relevant comparison to the outbreak of COVID-19 in 2020.

Figure 2 and Appendix II provide a succinct comparison of the epidemiological con-
siderations underlying the major decisions of the WHO within the first three months
of the H1N1 and COVID-19 outbreaks. The timing difference between the first case
detected outside the country of origin and the declaration of a PHEIC was 11 days for
H1N1 and 17 days for COVID-19. As for the timing difference between the declaration
of a PHEIC and the announcement of pandemic, it was 47 days during the H1N1 out-
break, whereas 41 days had passed during the COVID-19 outbreak. Furthermore, the
number of confirmed cases outside the country of origin two days prior to the
announcement of pandemic was 26,563 for H1N1 and 28,673 for COVID-19.
Therefore, evidence indicates that the WHO had applied consistent epidemiological
criteria in announcing a PHEIC and pandemic in both outbreaks.

It is important to note that the genome sequence of SARS-CoV-2 already became
available on January 12, 2020 (Lu et al. 2020) and hence did not delay the WHO’s deci-
sion making compared to H1N1, whose sequence was obtained on April 25, 2009
(WHO 2009a). Such shared information2 is important during declared or imminent
health emergencies and as a core component of routine surveillance and public health
preparedness.

Notwithstanding this evidence, it is not certain whether the epidemiological criteria
for the H1N1 pandemic remain applicable to the COVID-19 outbreak. According to
epidemiological data during the early stages of the outbreak, it appears that COVID-19
tends to cause more severe symptoms than the H1N1 influenza, as about 18% of
COVID-19 cases can be classified as serious illness or death (WHO 2020e).3 In con-
trast, many H1N1 patients recovered rapidly even without medical care. Considering
the severity of COVID-19, the WHO could have recommended additional precaution-
ary measures, such as issuing travel advisories to affected areas, as they did during
SARS (WHO 2003, 2006).4

3.3. The WHO’s recommended policy measures for COVID-19

We used NVivo to characterize word frequency in the transcripts of Director-General
Tedros’ speeches from January 22 to March 12, 2020.5 Several consistent themes
emerged, including the need for accurate information, the preparation of funding and
supplies, and the potential socio-economic consequences. Throughout February 2020,
the WHO also maintained the stance that while China’s proactive policy responses
have conferred a “window of opportunity,” it is uncertain how long such a window will
last. Dr. Tedros further urged all nations to prepare for the arrival of coronavirus.
He recommended a blended, comprehensive approach to break the chain of transmis-
sion, which includes active case detection, contact tracing, and provision of risk
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communication at points of entry (WHO 2020f). The most important theme was one
of “solidarity,” a word Dr. Tedros used 43 times between late January and early March.
It is evident from this language that Dr. Tedros and the WHO made concerted efforts
to encourage global unity at a time of crisis in order to coordinate policy efforts against
COVID-19.

At the same time, there were noticeable changes in the WHO’s advice and wording.
One of the changes concerned the WHO’s stance on travel restrictions. On January 23,
January 30, and February 4, 2020, the WHO placed emphasis on the need to maintain
unimpeded international traffic and trade. Dr. Tedros maintained that border closure
actions imposed by some member states are an overreaction and not buttressed by sci-
ence and evidence. He also expressed unwavering confidence in the effectiveness of
China’s policy measures to curb the outbreak. Concerning the travel and trade restric-
tions, Dr. Tedros explicitly stated that the WHO opposed any restrictions for travel
and trade or other measures against China (WHO 2020g).6 While the IHR (2005)
sought to limit the public health measures to those “that are commensurate with and
restricted to public health risks, and which avoid unnecessary interference with inter-
national traffic and trade,” it is difficult to operationalize this principle when the WHO
and its member states strive to cope with an unusual outbreak.

In addition, the statement of the IHR EC released on January 30 cited section 5 of
Article 43 of IHR: “A state party implementing additional health measures that signifi-
cantly interfere with international traffic shall inform WHO, within 48 h of implemen-
tation, of such measures and their health rationale unless these are covered by a
temporary or standing recommendation.” By February 12, 2020, the recommendations
had been shifted from refraining from any trade and travel bans to upholding the “free
pratique” principle for ships, which is to allow ships to enter port and declare that they
are not carrying disease, and providing “proper care for all travelers, in accordance
with the [IHR]” (WHO 2020h).

While the WHO might have crafted its advices and recommendations on travel and
trade based on the best knowledge and evidence at that time, these advices were no
longer heeded by most of the WHO member states subsequent to the WHO announce-
ment of pandemic on March 11, 2020. In fact, the IHR Article 43-1 provided that State
Parties shall not be precluded from implementing health measures which achieve the
same or greater level of health protection than WHO recommendations, and many
member states rightly did so on public health grounds (Harvey et al. 2020). Although
some countries managed to contain the spread of COVID-19 within their territories
with decisive and rigorous policy measures, variations in the coping measures adopted
by different member states of the WHO have caused confusions, and failed to eradicate
or contain COVID-19. Apparently, COVID-19 managed to exploit any lines of weak-
nesses resultant from the incoherent and disjointed policy responses of different
jurisdictions.

It is now scientifically clear that aggressive measures such as the lockdown adopted
by Wuhan, Hubei Province, China on January 20, 2020 (Yuan et al. 2020) and the Vo’
municipality of Italy on February 21, 2020 (Lavezzo et al. 2020) as well as the quaran-
tine of the Diamond Princess Cruise (Mallapaty 2020; Moriarty 2020) are highly effect-
ive to suppress disease spreading. In light of this information, it appears that the EC
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adopted a relatively lax attitude in response to the COVID-19 outbreak, especially
regarding travel restrictions. Even though COVID-19 is less lethal, given its higher rate
of transmission and still high morbidity, we would have expected that the WHO would
issue travel advisories for COVID-19, just as they did for SARS on April 2, 2003. Based
on the available evidence, we believe that the confidence of the EC in the containment
of the outbreak could be attributed to two reasons. Firstly, there were only less than
100 confirmed cases and no deaths outside of China on January 30, 2020. Secondly,
China had already adopted stringent measures to regulate people’s movements in
Wuhan and Hubei province and imposed exit screening measures across China’s ports
and airports. In the meantime, the EC also advised that the WHO Director-General
should monitor the situation closely and provide recommendations in view of this rap-
idly evolving situation.

The WHO also modified their stance on the purchase and use of face masks by the
general public to prevent the spread of COVID-19, although they did so after the
period we studied. Until early March, Dr. Tedros emphasized the need to supply surgi-
cal masks primarily to health workers and COVID-19 patients. According to the tran-
scripts, the emphasis was made at a time when there was a global shortage of masks
and other equipment, which was exacerbated by the hoarding of masks. However, this
reasoning was inconsistent when compared to other media provided by the WHO dur-
ing this time period. In the interim guidance report issued on January 29, 2020, the
WHO stated that the potential negative consequences of someone without COVID-19
wearing a mask included “unnecessary cost, procurement burden and [… ] a false
sense of security that can lead to neglecting other essential measures such as hand
hygiene practices” (WHO 2020i). This position was even more extreme in a short video
uploaded on YouTube, which claimed that people without the common symptoms of
COVID-19 “do not have to wear masks, because there is no evidence that they protect
people who are not sick” (WHO 2020j). It is now evident that face masks can largely
reduce the risk of infection (Chu et al. 2020), and the attitude of WHO was not consist-
ent with “preparing for the worst” (Global Preparedness Monitoring Board 2019). The
WHO has since revised its position on masks: while they maintain that only health
workers and other vulnerable subpopulations should wear medical masks, they now
recommend that ordinary people without health restrictions or symptoms should wear
fabric masks to protect themselves and others if local authorities have advised them to
do so (WHO 2020k).

3.4. The severity of COVID-19 as framed by the WHO

The most obvious change in language pertained to the categorization of the COVID-19
outbreak, especially regarding its severity. On the statement of the EC released on
January 30, 2020 (see Appendix I), the EC raised several key observations. Firstly, there
are still many unknowns. Secondly, global coordinated effort is needed to enhance pre-
paredness. Lastly, there is a risk of further international exportation of cases from the
country of origin (WHO 2020g). This language is consistent with statements by earlier
ECs during other epidemic outbreaks such as the 2009 H1N1 pandemic and MERS
(Eccleston-Turner and Kamradt-Scott 2019; Mullen et al. 2020). This, along with the
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fact that the EC declared a PHEIC only when COVID-19 met the IHR (2005) criteria
for a PHEIC, suggests the current EC followed IHR (2005) protocol.

On February 28, 2020, when there were 4,691 confirmed cases and 67 deaths outside
China, the WHO upgraded their risk assessment at the regional and global levels from
“high” to “very high.” According to the WHO, this decision was made by internal epi-
demiological specialists who are not at the senior management level (WHO 2020f).

On March 11, 2020, when the WHO announced a pandemic, Dr. Tedros lamented
that the WHO were “deeply concerned both by the alarming levels of spread and sever-
ity, and by the alarming levels of inaction” (WHO 2020m).

Although “PHEIC” is the technical term used by the EC and WHO to objectively
classify a disease, declaring a pandemic has widespread social consequences (WHO
2009b). As Dr. Tedros stated at the March 11 press conference, the word “pandemic,”
“if misused, can cause unreasonable fear, or unjustified acceptance that the fight is
over, leading to unnecessary suffering and death” (WHO 2020m). As a result, the
WHO has been hesitant to classify diseases as pandemics without good reason to do
so. At the same time, failing to declare a disease as a PHEIC or as a pandemic could
lead to valuable time, money and especially lives being lost.

In the case of COVID-19, other health experts have noted that the novel coronavirus
technically qualified as a pandemic weeks before the WHO officially declared it as one,
simply because of the wide geographical spread of the cases (McKeever 2020). Around
this time, the WHO also internally raised their global risk assessment of COVID-19
(WHO 2020f). Furthermore, according to the WHO situation report on March 4, 2020,
“there were 12,669 confirmed cases outside China and 214 deaths[, and] 76 countries
were affected” by that date (WHO 2020n). In light of this information, the WHO could
have made the decision to declare a pandemic one week before they did so in order to
galvanize global action at an earlier stage. However, based on the WHO’s actions dur-
ing past pandemics, as well as the number of COVID-19 cases outside the country of
origin at the time of the announcement, the WHO’s pandemic declaration on March
11 was still sufficiently timely to raise global attention.

At the same time, it is important to recognize that the WHO’s framing and percep-
tion of the risks posed by a new virus heavily depends on the information from the
State Parties. For COVID-19, one of the most important pieces of information is the
daily number of cases and deaths. However, the provision of data is not as objective of
a process as it appears to be. Numbers and statistics are, in fact, often manipulated for
political purposes, especially for establishing a dominant narrative of a policy issue
(Stone 2012). This was reflected when Doctor Li Wenliang was threatened with legal
punishment in China for warning of a new potential SARS-like outbreak (BBC 2020),
as well as when the United Kingdom had manipulated testing numbers (Hughes and
Giles 2020). There are also unintentional cases of underreporting caused by the lack of
testing capacity, whether it is because a country lacks the technology or has bureau-
cratic obstacles. A prominent example of the latter is the case of the United States,
which faced regulatory hurdles from agencies including the Food and Drug
Administration and the Centers for Disease Control and Prevention (Shear et al. 2020).

Furthermore, the WHO’s narrative is only one of many competing policy narratives.
In a typical media cycle, it is challenging for the mass media and the general public to
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consistently focus on a single issue, especially when there is a lack of dramatic changes
to the state of affairs (Howlett, Ramesh, and Perl 2009). When the mass media and the
global civil society misperceived that there have not been significant changes to the
outbreak of COVID-19 during most of time in February 2020, the media attention and
the society’s preparedness to the COVID-19 outbreak wavered over time. This caused
the window of opportunity for COVID-19 to narrow during the last week of February
and the first week of March.7 As for the states, several prominent world leaders have
actively shared misinformation about the severity of COVID-19, and political tensions
between states have also arisen. As a result, the WHO has made numerous attempts to
correct the false information and promote solidarity at a time of political division, but
to varying degrees of success. Since the WHO’s narrative is not always the dominant
narrative among certain communities, this impedes the WHO’s ability to coordinate
global action and leads to noncompliance with the WHO’s recommended policy meas-
ures. This too could be one reason why the COVID-19 outbreak became
uncontrollable.

In the next section, we propose some recommendations for management of
future pandemics.

4. New directions and recommendations for improvement

4.1. The need for a multi-level warning system instead of the current
PHEIC system

Under the IHR (2005), the PHEIC is the only and highest level of alert (cf. IHR
Articles 12, 48 & 49). The only other option is to not declare a PHEIC, making the
decision binary (McCloskey and Heymann 2020). Also, a PHEIC event can encompass
both regional epidemics such as Ebola, and pandemics such as H1N1 influenza of 2009
and COVID-19. Cognitively, member states, the mass media and the general public
can face hardships to distinguish between the actual level of threat posed to them by a
regional outbreak such as Ebola and a global outbreak such as COVID-19.

Tackling future epidemics and pandemics will require profound institutional
changes, such as amendments to the IHR (2005) and an integrated, multi-stepped
warning system that can accurately reflect the escalating nature of an outbreak. The dif-
ferent levels of alerts should align with specific policy recommendations to member
states and the global civil society. An example of such a scale is the color-coded
“Disease Outbreak Response System Condition” (DORSCON) scale used in Singapore
for disease outbreaks (Government of Singapore 2020). Utilizing more than two cate-
gories would help to strike a balance between alerting and reassuring the public, and
the color code could also make it easier for decision makers as well as the general pub-
lic to assess the risk of the disease.

Furthermore, while the PHEIC can continue to serve as a baseline global emergency
warning, additional layers of pandemic alert should be provided. These different levels
of alert should be determined based on factors such as lethality, risk of impact and risk
of spread. The specific recommendations associated with the levels of pandemic alert
could also include the best practices on social distancing, wearing a mask, travel advi-
sories and border management strategies.
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Under the current PHEIC arrangement, the Emergency Committee (EC) related to
a particular epidemic outbreak is to be reconvened every 3months after a PHEIC was
declared (WHO 2020o), and that the WHO Director-General has the discretion to
decide if it is necessary to reconvene the EC at an earlier date. However, in a rapidly
evolving situation, epidemiological risk assessments and the corresponding policy rec-
ommendations could have drastically changed within 3months. For instance, during
the COVID-19 outbreak, the advices provided by the EC on January 30, 2020 were ren-
dered ineffective by around late February or early March. Therefore, we recommend
that the Chair of the EC should also be empowered to decide when an EC meeting
should be reconvened once the PHEIC has come into effect.

4.2. The need to assess both the severity and likelihood of a “pandemic
scenario” during the early stages of epidemic outbreak

While the WHO and other public health authorities did not have full knowledge of the
severity and transmission dynamic of COVID-19 during the early stages of the out-
break, there were some early warning indicators with respect to its transmission
dynamics and pandemic potential. For instance, during the period from January 23,
2020 to January 30, 2020, the number of confirmed cases in Mainland China increased
from 574 cases to 7736 cases, and the compounded daily growth rate was 45.0%.
Furthermore, the number of deaths in China increased from 17 cases to 170 cases; on a
compounded daily growth rate basis, the growth rate was 38.9%. Although the statistics
during the early stage of the outbreak may be inaccurate and are subject to the influ-
ence of factors such as variations in case definition and inadequate medical resources,
such a pattern of spread evidently appears to be faster than coronavirus outbreaks in
the past, such as SARS in 2003 and MERS in 2012.

In addition, earlier statistics from Mainland China indicated that roughly 20% of the
confirmed cases were in critical or serious conditions and about 2%–3% of patients
died.8 The preliminary data suggests a combination of high transmissibility and moder-
ate level of lethality of COVID-19, which poses a grave threat to the public health sys-
tems all over the world.

With the benefit of hindsight, the epidemiological team or the Emergency
Committee of the WHO could have projected the consequences of a pandemic scenario
and advised the WHO Direct-General to propose rigorous global responses accord-
ingly. Furthermore, since there are no proven vaccines or therapeutics to COVID-19
throughout the early stages of the outbreak, there is a lack of effective means to contain
or mitigate the impacts of COVID-19. As such, the benefits, costs and risks of main-
taining unfettered international connectivity need to be assessed carefully.

In the usual epidemiological development scenarios, most diseases usually have low
lethality or low transmissibility (see Appendix III). Whilst some dangerous diseases
such as Ebola and MERS have a high death rate, they are more difficult to transmit
from person to person, and most of the human-to-human transmission cases occurred
in the setting of close contacts such as family members and caregivers. As such, the
overall impacts of these diseases are not high, and the containment measures adopted
by public health systems are usually effective. While SARS had relatively high death
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rates (about 15%) and a moderate level of transmissibility, since most patients of SARS
have clearly identifiable symptoms such as high fever and a relatively short incubation
period, it did not spread significantly across national borders. Even so, superspreading
events were highly substantial for both SARS and MERS (Kucharski and Althaus 2015;
Lloyd-Smith et al. 2005).

On the other end of the spectrum, many common diseases such as measles, the
H1N1 influenza pandemic of 2009, and seasonal influenza can be transmitted relatively
easily, yet the severity and mortality of such diseases tend to be low, with death rates of
no more than 0.1% to 0.2%. Therefore, mitigation approaches such as the use of vac-
cines and therapeutics are often applied to tackle those diseases.

However, the Spanish flu of 1918–19 and COVID-19 are in a distinctive category
(see Appendix III). On one hand, these two diseases have strong transmission dynam-
ics; there is even evidence that COVID-19 may be transmitted via airborne particles
(Setti et al. 2020). In addition, COVID-19 is characterized by an incubation period of 5
to 7 days on average, rendering entry- and exit screening ineffective (Quilty et al.
2020). On the other hand, these two diseases were also moderate in severity and
recorded a 2% to 3% death rate among those confirmed cases. Transmission data mod-
eling has shown that superspreading is significant for COVID-19 (Endo et al. 2020;
Frieden and Lee 2020). As such, conventional public health measures that successfully
dealt with typical epidemic outbreaks, such as simple testing, tracing and isolation are
not as effective for the COVID-19 and Spanish flu outbreak.

Therefore, when conventional containment strategies no longer function properly, a
paradigm shift is required for public health experts and the WHO officials to approach
the policy problem in a novel way. We can draw insights on crisis management from
the Dutch Safety Board and its postmortem assessment of the tragedy of the crash of
the Malaysian Flight MH17 in Ukraine (Dutch Safety Board 2015, 249). In the report,
it was proposed that risk assessments should not merely be made from a statistical per-
spective of likelihood; rather, qualitative aspects, including the severity of a possible
incident, should also be assessed. Another dimension of assessment was whether an
extreme-case scenario is conceivable, even though the probability of occurrence is low.
When an extreme risk is involved, such events must be terminated immediately, or
should not be undertaken.

Similarly, the WHO could have called for more drastic responses to prevent the
worst-case scenario of an uncontrollable pandemic with no known cure. Under these
circumstances, additional public health measures such as universal masking, entry
screening, quarantine of travelers who recently visited the affected regions regardless of
their present health conditions, and aggressive border management measures may
be warranted.

Although some of these measures would necessarily impede international traffic and
trade, they can be justified from the perspective of the paramount importance of pro-
tecting the health of all peoples. In fact, such a principle is enshrined in the WHO
Constitution. Furthermore, there were common interests between public health author-
ities and the trade and travel industries, for which failures to curb an epidemic out-
break at the early stages will inflict disproportionately larger economic and social costs
to a wide range of stakeholders. It was estimated that global economic losses in the first
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quarter of 2020 alone amounted to US$280bn. Such losses would be greater than the
economic losses from SARS (2003, US$30–40bn), Ebola (2014–2016, US$53bn), MERS
in South Korea (2015, US$10bn), and H1N1 influenza pandemic (2009, US$45–55bn)
combined (Global Preparedness Monitoring Board 2020; Schar et al. 2018).

Moreover, a healthy human capital is pivotal in building a strong, resilient economy
in the long run. Therefore, the WHO as well as member- and nonmember states
should consider reassessing the tradeoffs that are present in public health crises to
deliver more effective policies.

4.3. The need to improve the communication processes and feedback loops
between the WHO, its 196 member states, and global civil society

Throughout the month of February, the WHO Director-General and the leadership
team consistently raised a cautionary note in their press conferences. According to
their assessments, while the stringent policy measures taken by China had provided a
“window of opportunity,” it was crucial for the rest of the world to step up preparation
efforts to detect, treat and isolate cases should COVID-19 arrive on their shores.

Yet, the discourse of the WHO appeared not to resonate with the political leadership
or public health agencies of most of the member states, at least during January 2020
and most of February 2020. For instance, as revealed in a question raised by a journal-
ist at the WHO media briefing session of February 24, 2020, no new measures had
been implemented, and there was not even an apparatus to screen the temperatures of
travelers at the airport of Geneva, where the headquarters of the WHO were located
(WHO 2020p).

There was also visible dissonance between the WHO’s advice and the member states’
responses. On one hand, the WHO raised red flags on a daily basis since late January
2020, and the WHO Director-General used vivid language such as the “common
enemy to humanity” during the press conference of February 11, 2020. On the other
hand, many agencies, from the member states and the airport authorities to other
authorities at the point of entry alike, adopted a business-as-usual approach to tackle
the imminent threat.

One possibility for this incongruity could have been that the use of terminology to
describe COVID-19 was different between the WHO and its member states. As stated
before, while the PHEIC is the only and the highest level of alert under the IHR (2005),
it is uncertain whether all member states regarded the PHEIC declaration in January as
a sufficient clear trigger for instigating additional public health measures (Harvey et al.
2020, 4).

Another possible flaw in the WHO’s communication strategy was that the WHO
Director-General may have placed too much of a focus on commending China’s efforts
to contain COVID-19 at several press conferences in late January and even late
February. As a result, the member states and civil society could have misinterpreted his
message as “given what has been done by China, we rest assured that the virus would
be highly unlikely to reach our shores.” Even though the WHO Director-General
altered his language considerably by early February 2020 in his description of COVID-
19, the first impression of his assurance message could have already been ingrained in
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the minds of the audience. It was only until March 11, 2020, when the pandemic was
announced by the WHO, that the whole world woke up to the reality of an imminent
threat. In retrospect, the WHO Director-General could have focused on the grave risks
posed by COVID-19 when PHEIC was declared in late January 2020.

5. Conclusion

Throughout the COVID-19 outbreak, the WHO has committed to transparency and
provided essential support to front-line medical staffs around the world. Such unceas-
ing efforts and devotion deserve thanks. In the meantime, our analysis reveals that the
current IHR (2005) institutional framework is inadequate to cope with some categories
of epidemic outbreaks, especially illnesses with high transmissibility and relatively high
level of severity.

In a snowballing epidemic outbreak, containing the virus could be increasingly diffi-
cult over time. To avert the worst-case scenario of a pandemic, the member states of
the WHO and global civil society must be alerted and mobilized at the earliest oppor-
tunity. An integrated, multi-level warning system is essential for this task.

Notes

1. Other than the binding requirements, such as to disclose the details and scientific
rationale of additional health measures, as stipulated in Article 43 of the IHR (2005).

2. The Nagoya Protocol aims at the fair and equitable sharing of benefits arising from the
use of genetic resources for public health and makes reference to the IHR (2005). Timely
sharing of pathogens and benefits enables identification of the pathogen, a sound risk
assessment, initiation of evidence-based interventions and the subsequent development
and deployment of countermeasures such as diagnostics, vaccines and therapeutics
(WHO, 2019).

3. For example, 17.9% of the confirmed cases in China were either severe cases or deaths on
January 31, 2020.

4. During the outbreak of SARS in 2003, WHO recommended persons travelling to the
affected areas such as Hong Kong and certain parts of China to consider postponing all
but essential travel.

5. All transcripts are available at https://www.who.int/dg/speeches.
6. The full sentence from Dr. Tedros’s response: “As I said it earlier, we should have actually

expressed our respect and gratitude to China for what it’s doing. It has already done
incredible things to limit the transmission of the virus to other countries. And where
respect is due, then you don’t punish. Meaning if anyone is thinking about taking
measures, it’s going to be wrong. And WHO doesn’t recommend, and actually opposes,
any restrictions for travel and trade or other measures against China.”

7. According to the WHO situation reports, 26 countries were affected by COVID-19 on
February 21, 2020. This increased rapidly to 113 countries, territories and areas by March
11, 2020.

8. It is noted that the death rate estimates have limitations (WHO, 2020s). The estimates of
death rate of COVID-19 is complicated as it has a long cycle. For instance, according to
the Robert Koch Institute, the average duration between symptom onset and Intensive
Care Unit (ICU) admission of German patients in a study was 9 days, whereas the average
duration of stay in ICU was 18 days (Robert Koch Institute, 2020).
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Appendix II. Comparison of the timing of WHO major decisions during
the H1N1 pandemic of 2009 and the COVID-19 pandemic of 2020

Appendix III. The matrix of severity and transmission dynamics

Disease Severity/mortality Transmissivity

Ebola High Low, confined to close contacts
MERS High Low, confined to close contacts
SARS High Moderate
COVID-19 Moderate High
Spanish flu of 1918-19 Moderate High
H1N1 pandemic of 2009 Low High
Seasonal influenza Low High
Measles Low High

The Reproductive number (R0) of COVID-19 was estimated to be between 2.0 and 2.8 (Mackenzie and Smith 2020),
whereas the case fatality rate of COVID-19 was about 1.4% (Leung and Wu 2020).

H1N1 pandemic of 2009 COVID-19 pandemic of 2020

Date of the first case outside the country
of origin

Apr 14 Jan 13

Date of the WHO declaration of Public Health
Emergency of International Concern (PHEIC)

Apr 25 Jan 30

Number of days between the first case outside
the country of origin and the declaration
of PHEIC

11 days 17 days

Date of the first death outside the country
of origin

Apr 29 Feb 2

Date of the WHO announcement of
“pandemic” status

Jun 11 Mar 11

Number of days between the declaration of
PHEIC and the announcement of “pandemic”

47 days 41 days

Number of confirmed cases outside the country
of origin two days prior to announcement
of “pandemic”

26563 28673

Number of affected countries two days prior to
announcement of “pandemic”

73 countries 104 countries, territories and areas

Sources: WHO (2011); WHO (2020q).
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