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Problematic Traffic Light Approaches to Public Health Emergencies of International

Concern (PHEICs)

Introduction

The declaration of a public health emergency of international concern (PHEIC) is a key mechanism
within the International Health Regulations (2005) (IHR), and more widely within the global health
security governance architecture. It allows the Director-General (DG) of the World Health
Organization (WHO), upon advice of an expert Emergency Committee (EC), to declare an event a
PHEIC; a global call for governments to prepare for a health emergency(1) . Since this mechanism
came into existence, PHEICs have been declared six times, for HIN1 influenza, Polio, Ebola (West
Africa), Zika, Ebola (DRC) and COVID-19. ECs met but decided not to declare PHEICs for MERS-
CoV, Yellow Fever and Ebola (DRC 2018).

Amidst failures of international cooperation during COVID-19, there are increasing calls to reform
the IHR, particularly the PHEIC mechanism, to address problems that have arisen with past
emergencies and the current one. These include: a) the DG and EC hesitating to advise or declare a
PHEIC for fear of being accused of over-reacting (2); b) states pressuring WHO not to declare a
PHEIC in their territory, fearing negative impacts (3) ; ¢) concern the international community does
not respond sufficiently even when a PHEIC zs declared; and d) the international community failing

to follow the “temporary recommendations” that accompany a PHEIC.

The insufficient power of the PHEIC can be seen in the widespread attention to the DG’s statement
that COVID-19 was a “pandemic” in March 2020--an observation that carried no legal or official
significance, but which was seen as an escalation in the face of insufficient action by states to the

PHEIC declaration.

One prominent reform proposal seeks to address these issues by replacing the current binary
mechanism with an intermediary, tiered or ‘traffic light” system under which a public health event
could ascend the tiers to indicate increasing levels of global alert, warning of a developing outbreak
that does not (yet) constitute a PHEIC. A second suggestion is for a regional PHEIC, where an
outbreak constitutes a concern primarily for neighbouring states. Yet, neither of these proposals solve

the broader problems with the PHEIC declaration system - and they could introduce new ones.
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History of PHEICs and the calls for a tiered approach

PHEIC declarations are often controversial: decisions are multi-factoral, taking into account a range
of considerations, beyond the legal criteria (4). Previous tensions with PHEICs have included: the
risk of economic disruption for a region already facing hardship, in the case of the delayed PHEIC
for Ebola in West Africa (3); the politics of major international events, with Brazil’s hosting of the
Olympic games amid the Zika PHEIC (5); and whether a declaration would actually bring any “added
benefit” compared to the trade restrictions that might result during Ebola in DRC (2019) (6) (7).
Moreover, WHO has been accused of being too cautious in PHEIC declaration (for example HINT1)
(2), or has been seen to have declared late (Ebola), or criticised for inaction (MERS CoV).

To counter these challenges, discussions of a tiered approach began during the Ebola outbreak in
West Africa (8), and the idea has been raised during COVID-19 by the DG (9), EC (10), IHR Review
Committee (11), Independent Oversight Advisory Committee of WHO’s Health Emergency
Programme (12) and member states (13) (14) . The idea of a tiered approach is that it would make the
decision a less momentous one, allowing the WHO to signal emerging alarm without creating some

of the negative knock-on consequences (until a PHEIC declaration was necessary).
Traffic light’ systems in other sectors

A tiered or ‘traffic light’ system has an intuitive appeal. Given the nature of WHO as a member state
body, its preference for diplomacy during health emergencies (15), and its historical reluctance to
declare a PHEIC, it might also be attractive to WHO. But experience in other sectors provides some

lessons about the weaknesses of such an approach.

® Integrated Food Security Phase Classification (IPC). The IPC aims to prevent famines through
real-time assessments of food security. It grades locations in five phases from green for food
secure to maroon for famine/humanitarian catastrophe (16). The aim was for humanitarian
stakeholders to make non-political decisions about resource allocation and intervention (17).
However, as it is reliant on key indicators, when data is not available the phased system does
not get activated, as occurred in Venezuela (18). Evidence from Somalia (2011) demonstrated
that the phased approach created a normalisation of the emergency, and long-standing inaction, until

the Maroon “Famine/Humanitarian Catastrophe” declaration (19).
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® US National Terrorism Alert. U.S Department of Homeland Security (DHS)’s Threat
Advisory System aimed to provide a “comprehensive and effective means to disseminate
information regarding the risk of terrorist attacks to federal, state, and local authorities and to
the American people” (20). Although it included five colors (from red — severe through to
green - low), it spent its last five years at yellow and never descended to green. DHS ultimately terminated
the system, concluding that that the information provided with each alert was unactionable, e
overly broad, and gave insufficient information to specific regions and sectors. Consequently,

public cynicism about the color status prevailed (20).

e UN Humanitarian Emergencies. The three-level Inter-Agency Standing Committee
classification system for humanitarian emergencies is convoluted. L1 and L2 emergencies are
triggered when any country-level response appears inadequate and may require regional
resources and personnel (21). But the criteria for .2 and 1.3 are the same. The only classification
that has been shown to result in more rapid response and greater use of global agency resources is 1.3, but it
makes no technical distinction between a sudden natural disaster, or a slow-onset emergency

(e.g. famine) and rarely offers clear guidance, even when an L3 is declared (22).
Reality of a tiered PHEIC
These experiences show that tiered systems may not achieve what they set out to do.

What might happen if an outbreak emerged under such a PHEIC mechanism? Firstly, a tiered system
would require indicators to delineate between the tiers. The early stages of outbreaks are often
characterised by a lack of good data - and even if such data were available, there would be a risk of
reducing the PHEIC to a technical tool rather than a normative alarm, meaning that these declarations

would carry less political weight, not more.

Meanwhile, political pressure against moving from amber to red would likely be even stronger. As
with the US National Terrorism Alert, many outbreaks would be stuck at the “amber” level, creating
the perception of a stable, ongoing situation rather than one in need of close attention and preparatory
ot response action. This would merely recreate the current problem (i.e. states don’t take the necessary
preparatory or response action), and again risks diluting the power of the PHEIC. At worst, the tiers

could lead to even less clarity about what states should or shouldn’t be doing.
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What about the idea of a “regional PHEIC” system? Firstly, this fails to acknowledge the
interconnected reality of our world and the speed of global pathogen spread, raising the danger of
states outside affected region feeling a false sense of security, and the likelihood of too-late responses
would be high. Second, would states outside the affected region provide assistance to those within it?
International capacity to respond to an outbreak with funding, supplies, and convening power often
lies outside the region of a health emergency (23). Normatively, such a balkanization of outbreak
response would fundamentally challenge important norms of global solidarity encapsulated in Article
44 of IHR, whereby states have an obligation to respond to outbreaks within their borders, but they

also have a duty to support other states to build capacity to respond to outbreaks.
Bigger Normative challenges of PHEIC /IHR

The failure of many states to adequately respond to the COVID-19 PHEIC cannot be ignored.
However, introducing a tiered mechanism will not address the main problems with the PHEIC system.
These problems are political: pressure not to declare a PHEIC; a lack of response by governments
upon a PHEIC declaration; non-compliance with the temporary recommendations by the DG
following a PHEIC; and a lack of funding to finance preparedness and response domestically and
internationally. These political questions are not going to be answered with a more complex,

technocratic, and diffuse mechanism.

Instead, we need to understand why many states are not responding to PHEIC declarations or abiding
by WHO’s recommendations; and why collaboration and assistance for preparedness and response is

too rarely seen in practice.

Firstly, we need to develop a more robust evidence base for how governments behave when a PHEIC
is declared, and why. Within some countries, a PHEIC declaration triggers automatic actions such as
the release of funds, implementation of emergency plans, or changes in protocols. But there is no
comprehensive data available as to what effect PHEIC declarations have on national decision making
and activity. Without this, the EC and DG are left to make assumptions about what might happen,

which is not evidenced.

Secondly, we must engage in institution- and norms-building around what should happen in the event

of a PHEIC. As a political instrument a PHEIC needs greater material and normative consequence.
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This might be accomplished by tying funding directly to the declaration of a PHEIC, triggering
mandatory meetings of key global players like the UN Security Council or the IMF; or requiring states
to outline how they will contribute to domestic or global response, through a rapid risk assessment

delivered to WHO.

Thirdly, there should be regular simulation exercises of a PHEIC to build trust and transparency in
the system. Alternatively, ECs could meet during “peace time” to gain experience and work with

governments in building capacity for epidemic preparedness.

Fourth, states must recall the limitations they have put on WHO’s powers. A PHEIC declaration is a
tool to motivate sovereign states to recognise the existence of an international emergency and act
accordingly. Under the current IHR, the WHO has no power to compel them to do so. Tiered or

regional declarations will not alter this.

Conclusion

The PHEIC mechanism is a (potentially) powerful, and unique normative tool within the international
system to spur collective action. It (and the IHR more broadly) is not perfect. However, the problems
with the PHEIC mechanism are not about insufficient gradients of a health emergency. Instead, the
tension within this global health security mechanism results from sovereign states’ refusal to engage
in collective action in response to expert advice from an international organisation, particularly when

seeing action as against short-term interests: a classic problem in international relations.

Even though a non-binary PHEIC might appeal to some, analysing similar efforts in other spheres of
governance suggests that traffic light systems might only be useful at slowing traffic. A tiered or

regional system will introduce bigger problems into global health diplomacy.
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