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Key Messages

· Indonesia’s decision in December 2006 to cease sharing its H5N1 virus samples with the international public health community has prompted widespread consternation in the West, as well as eliciting considerable support from many developing countries.

· The resulting virus sharing controversy has persisted for more than two years and has since become enmeshed in a broader set of complex international legal, political and economic issues that make the disagreement very difficult to resolve at present.

· The construal of highly pathogenic avian flu as a pressing global security threat has exacerbated the virus sharing dispute, showing that a ‘securitized’ response to infectious diseases can also have downside risks in terms of complicating international health co-operation.

Abstract

This article argues that the ‘securitization’ of highly pathogenic avian influenza has exacerbated the international virus sharing dispute in two ways. First, the anxiety surrounding H5N1 provoked an international scramble to stockpile anti-virals and vaccines around the world at a time when their global supply was insufficient to meet such a rapid surge in demand. The lack of sufficient supplies made some developing countries realize that in the event of a pandemic there would inevitably be ‘winner’ and ‘loser’ populations, and that therefore there is also a fundamental conflict of interest between developed and developing countries when it comes to maintaining existing forms of international health co-operation such as the virus-sharing mechanism. Second, the designation of H5N1 as an international security threat suddenly transformed Indonesia’s wild viruses into a very ‘valuable’ commodity given the crucial role they play in tracking the evolution of H5N1 viruses, and in developing new medical counter-measures. Realizing just how precious those viruses were, the Indonesian government became emboldened to use access to them as a diplomatic ‘bargaining chip’ in its attempts to negotiate better access to vaccines and other benefits for developing countries. Both effects of the securitization of H5N1 have made the virus sharing controversy more difficult to resolve and have entangled the dispute in a broader set of non-medical issues: the first by transforming virus sharing into a wider North-South issue, the second by making international health co-operation a matter of more narrow considerations of national interest. The virus sharing controversy thus illustrates that there can also be unanticipated downside risks associated with a securitized response to infectious diseases, which must be balanced with the policy attractions of the global health security framework.
Introduction

Amidst pressing international concern that the world was on the cusp of a renewed human flu pandemic, the Indonesian government took the controversial decision in December 2006 to cease sharing its H5N1 virus samples with the international community. It did so after discovering that the virus samples it had been sharing freely with the World Health Organization (WHO) through the long-standing Global Influenza Surveillance Network (GISN) were being passed on to pharmaceutical companies in the West, which in turn used them to develop lucrative new vaccines. The pharmaceutical companies then offered those novel vaccines back to the Indonesian government at commercial rates. Indonesia’s decision to stop that ‘exploitative’ process by withholding its virus samples split opinion within the international community. Many countries and medical researchers in the West expressed consternation and even anger at a decision they claim is recklessly endangering international public health and global health security. Yet Indonesia’s position has also won considerable support, especially amongst many developing countries unable to afford commercial vaccines. The resulting dispute over virus sharing has lasted for two and a half years, with both sides as entrenched as ever in their respective positions.
The precise causes of the virus sharing controversy are difficult to pin down at present, not least because both sides in that political dispute have engaged in a fair bit of diplomatic mud slinging about each other’s motives. The Indonesian health minister Siti Fadilah Supari has accused the United States government of ciphering off virus samples in order to develop biological weapons at Las Alamos National Laboratories (Supari 2008: 19) – a charge she reiterated in more general and country non-specific terms as recently as March 2009 when she stated publicly that ‘I’m truly afraid the world will use our viruses or DNAs to create a mass biological weapon that may be used to attack us’ (Jakarta Globe 2009). Some policy-maker in the West have in turn been tarnishing the reputation of the Indonesian health minister, with opinion pieces written in influential newspapers disparaging of her attempts to locate Indonesia’s health policies within wider anti-Western struggles, and openly speculating about more selfish or other domestic political reasons for her position on virus sharing (Holbrooke and Garrett 2008; Leavitt 2008). In the end there are probably a variety of factors at play in Indonesia’s decision, including some features of Indonesian politics, as well as other issues revolving around nationalism and anti-Western sentiment, religion, and so forth (Forster 2009: 47-9). One important aspect of the virus sharing controversy that analysts have so far overlooked, however, is the crucial role played by the ‘securitization’ of highly pathogenic avian influenza, i.e. the positioning of H5N1 as a global security threat.

This article argues that the securitization of a potential human H5N1 pandemic exacerbated that dispute in at least two ways. First, the fear of an immanent pandemic provoked a competitive rush amongst governments around the world to secure access to pharmacological treatments for H5N1 when there were insufficient global supplies to meet that sudden surge in demand. Given the context of insufficient supplies, some developing countries realized that there would invariably be ‘winner’ and ‘loser’ populations in the event of a pandemic, and that a profound conflict of interest therefore also exists between developed and developing countries when it comes to maintaining existing forms of global health co-operation. The international virus sharing mechanism may work well for developed countries that possess their own pharmaceutical manufacturing base, but the material benefits accruing from such co-operation for developing countries are far less evident. 
Second, the widespread international anxiety around H5N1 suddenly also rendered the viruses circulating in Indonesia’s territory very ‘valuable’ because they were needed for tracking the evolution of the virus and for developing up-to-date pharmacological treatments against the threat. The Indonesian government thus soon realized that it controlled a very precious commodity, which it could deploy as a diplomatic bargaining chip for negotiating greater access to vaccines and other benefits. Both effects of the securitization of H5N1 have ultimately made the virus sharing dispute more difficult to resolve: the first has turned it into a wider North-South issue, and the second has rendered international health co-operation a matter of more narrow and calculated national interest. The evident benefits of the global health security framework in terms of mobilizing political leadership and resources for international health issues must thus be balanced with some of the downside risks associated with a securitized response to global public health that have emerged in the case of the virus sharing controversy.
Method
The article undertakes a case study analysis of the virus sharing dispute in order to trace how the securitization of H5N1 has affected the international policy response to highly pathogenic avian influenza. In terms of its conceptual framework the study draws upon securitization theory, as initially developed in the non-medical disciplines of International Relations and Security Studies. The interdisciplinary use of securitization theory is useful in the case of H5N1 because it delineates a general framework for analyzing securitization processes, as well as identifying an array of policy advantages and drawbacks that can accrue when wider social issues are responded to through the language and metaphors of security. The general insights of securitization theory are thus also directly relevant to the more recent securitization of infectious diseases.
The empirical material on the international politics of virus sharing was generated by semi-structured, one-to-one interviews carried out with key participants in the international virus sharing dispute. The article also took into account policy papers, background papers, working papers and articles on virus sharing generated by international organisations, governments, think tanks, and newspapers (secondary data), as well as scholarly articles and books published on the virus sharing controversy (tertiary data). Those sources were located through library searches, internet searches and contacts in the academic and policy communities.

Results and Discussion

The Securitization of H5N1
What exactly does it mean to say that something has become ‘securitized’? According to scholars of international politics, securitization can be succinctly defined as the political process through which an issue is ‘presented as an existential threat requiring emergency measures and justifying actions outside the normal bounds of political procedure’ (Buzan et al. 1998: 23-24). That can happen in response to a military threat, as was the case when war was declared on Iraq because of its alleged possession of weapons of mass destruction. Yet it can also occur in response to issues that are essentially non-military in character. Indeed, one of the most notable features of the international security agenda over the past decade is the growing number of wider social issues that have been discussed a pressing security threats – ranging from climate change and the ‘war’ on drugs, through to migration and the progressive merging of security and development in many parts of the world. As a burgeoning literature now documents, infectious diseases have become the latest in a long line of non-military issues to be securitized in such a manner (Elbe 2006; McInnes and Lee 2006; Ingram 2007; Kelle 2007; Davies 2008; Fidler and Gostin 2008; Leboef and Broughton 2008; Scoones and Forster 2008).  
In the case of highly pathogenic avian influenza A viruses of the subtype H5N1 (hereafter simply H5N1), the manifestations of that securitization process are now too numerous to recount in full. A few examples will suffice to illustrate the point. Writing in the New York Times in 2005, two senators from the U.S. Senate Foreign Relations Committee warned their readers that we usually think about national security threats in terms of nuclear proliferation, rogue states and terrorism, but that ‘another kind of threat lurks beyond our shores, one from nature, not humans – an avian flu pandemic. An outbreak could cause millions of deaths, destabilize Southeast Asia (its likely place of origin), and threaten the security of governments around the world’ (NYT 2005). One of the two Senators sounding that alarm was – at the time – a junior Democrat from the state of Illinois, who had just been elected to Senate the previous year, and who went by the rather unlikely name of Barak Hussein Obama. In his view H5N1 was not just another infectious disease to be dealt with by routine international public health measures, but constituted a grave existential threat requiring a more urgent policy response. That same year the Civil Contingency Secretariat in the United Kingdom warned that avian flu is ‘as serious a threat as terrorism’ (Lean 2005).
In 2006 the National Security Strategy of the United States (NSS 2006) then directly acknowledged the threat posed by ‘public health challenges like pandemics (HIV/AIDS, avian influenza) that recognize no borders’. The 2006 World Economic Forum held in Davos, Switzerland similarly identified H5N1 as the primary threat pre-occupying global business and political leaders. Noting limited supplies of anti-viral drugs, its report warned that in the worst case scenario there could even be ‘rioting to gain access to scarce supplies of anti-virals and vaccines; a collapse of public order; partial de-urbanization as people flee population centres; the extinction of trust in governments; decimation of specific human skill sets; and forced, large-scale migration, associated with the further collapse of already weak states (WEF 2006: 9). Here too highly pathogenic avian influenza was construed and conceptualized as a pressing existential threat, requiring an urgent and sustained international response rather than just politics as usual.

That concern with the acute threat posed by H5N1 would continue well into 2007 and 2008, although there is some evidence that the threat perception began to decline in the course of 2008 (World Bank 2008). In 2007 the WHO still referred to avian flu as ‘the most feared security threat’ (WHO 2007: 45), whilst in 2008 pandemic threats were officially incorporated into the United Kingdom’s National Security Strategy – both because of their ability to directly affect the country and because they could potentially undermine international stability (Cabinet Office 2008: 3). That same year the World Bank warned in its report that even though the incidence of human cases of infection was declining in many countries, ‘the virus remains a substantial threat to global public health security’ (World Bank 2008: 10). Over the past five years, highly pathogenic avian influenza has thus become ‘securitized’ in the sense that it was elevated from a technical or routine public health issue to something that poses an existential threat to populations, economic systems and perhaps even political structures. As a pressing threat, it has also been deemed to require a more urgent and extraordinary policy response.

That securitization process surrounding H5N1 has undoubtedly raised political awareness about the virus around the world, and has persuaded policy makers to formulate a range of pandemic preparedness plans. A survey carried out by the United Nations System Influenza Coordination Unit suggests that over 140 countries have now developed national pandemic preparedness plans, although their extent varies significantly between countries and many of those plans still remain untested in practice (World Bank 2008: 52). The threat associated with H5N1 has also freed up resources to address the issue – with US$2.7 billion having been pledged globally (US$1.5 billion disbursed) for pandemic preparedness efforts (World Bank 2008: 8). A recent report thus finds that the ‘the threat posed over the last 5 years has mobilized an unprecedented coming together of the animal health, human health, disaster preparedness and communication sectors to work in a cross discipline, cross sector and cross boundary way’ (World Bank 2008: 8). Those developments confirm core insights of securitization theory, namely that securitization processes – because of the prioritizing imperative of security language – can have policy attractions in terms of mobilizing resources and garnering greater political attention for issues (Buzan et al. 1998: 29).

Yet those benefits notwithstanding, international efforts to prepare the world for a possible human H5N1 pandemic have also suffered at least one very significant setback when the Indonesian government decided at the end of 2006 that it would no longer share its H5N1 virus samples with the rest of the world. That move threw a sizeable spanner into the global preparedness machinery because Indonesia is, in many ways, at the ‘forefront’ of a possible H5N1 pandemic – reporting both the highest number of human cases and deaths of H5N1 infection up to that point. Without access to the viruses circulating in Indonesia, it was no longer possible for the international public health community to acquire complete surveillance data about how the virus is evolving, nor to develop stockpiles of up-to-date candidate vaccines based on the more virulent Indonesian virus strands. With emotions running high on both sides, the stand-off between Indonesia (quietly backed by many other developing countries) and the West has become known in the international public health community as the ‘virus sharing controversy’. The dispute has lasted for more than two years and, despite some limited progress being made, fundamental disagreements persist amongst the core parties. As we shall see below, the securitization of H5N1 has not been incidental to that critical setback in international public health co-operation. In fact, it has exacerbated it in at least two ways.
The International Scramble for Anti-Virals and Vaccines
First, the frenzied international anxiety around the threat posed by H5N1 generated a fundamental material conflict of interest between developed and developing countries. It did so by provoking a competitive race amongst many governments around the world to purchase medical counter-measures for this threat when there were insufficient global supplies to meet that sudden surge in demand. There are actually many different ways in which governments could respond to a pandemic, including non-pharmacological interventions ranging from isolation, quarantine and contact tracing, through to traveller screening, and implementing social distancing measures that minimize public gatherings by closing schools and cancelling mass spectator events. Yet given the perceived level of the threat, most governments thought that confronting H5N1 required more than just the usual public health responses to communicable diseases. Extraordinary measures – such as acquiring stockpile of medical treatments – now needed to be undertaken.
Indeed governments soon realized that in the event of a pandemic the best line of defence would probably be pharmacological interventions such as anti-virals and vaccines. Anti-virals like oseltamivir (brand name Tamiflu) can be used both to treat those infected with H5N1 (if taken within 48 hours), as well as a prophylactic given to those who have been in contact with people who have been infected. In addition to anti-virals, a 2005 report by the WHO also observed that ‘vaccines are universally regarded as the most important medical intervention for preventing influenza and reducing its health consequences during a pandemic’ (WHO 2005: 45). For better or for worse, anti-virals and vaccines thus quickly became seen as the ‘magic bullet’ or ‘gold standard’ for countries to protect themselves against the threat of a possibly immanent human pandemic caused by H5N1. That in turn stimulated immense international demand for those pharmacological products, not least because some governments felt that the only way to adequately protect their populations was to take the extraordinary step of pro-actively stockpiling those medicines to ensure rapidly available and adequate level of supplies in the event of a pandemic.


Yet from an international public health perspective that intense focus on medical counter-measures had one significant hitch: there was insufficient international manufacturing capacity to meet that sudden surge in demand. As the 2005 WHO report went on to note, ‘the greatest problem is inadequate production capacity. Demand will unquestionably outstrip supply, particularly at the start of a Pandemic’ (WHO 2005: 46). Reading between the lines, it was likely that there would be ‘winner’ and ‘loser’ populations in the event of a pandemic; there would be those countries which would benefit from the use of pharmacological interventions (or at least do so before the majority of other countries), and those that would have to settle for a more ‘low-tech’ approach probably associated with higher rates of morbidity and mortality.
Who were the likely loser populations going to be? Several developing countries recognized that it was likely to be them, as they were at a double disadvantage. First, manufacturing capacity, especially in terms of vaccines, was geographically concentrated in developed countries (Australia, Europe, Japan, and North America) giving them a distinct advantage in terms of securing access to medicines for their populations (WHO 2005: 47). Second, under market conditions where demand outstrips supply, the factor most likely to determine who would secure those treatments would be price, and here too it would be difficult for developing countries to compete with their wealthier counterparts. Once the securitization of H5N1 triggered the international race for medical treatments, the emergence of a profound material conflict of interest between developed and developing countries was virtually inevitable.

That conflict of interest also remains at the heart of the ongoing virus sharing dispute, as can be seen in the account of that dispute advanced by the Indonesian Health Minister Siti Supari in her book It’s Time for the World to Change (Supari 2008). Although the English translation of the book was officially withdrawn by her in February 2008 (due to what she claims were inaccuracies in the translation), the book nevertheless provides a useful insight into her overall reasoning and decision-making.
 Indeed, in the book Supari recounts an early but formative encounter with that very scarcity problem in relation to anti-virals. When in 2005 she was finally able to find some money from other government budgets to purchase Tamiflu for treating early cases of human cases of H5N1 infection that had emerged in Indonesia, she could not obtain supplies because the medicine was being pre-emptively stockpiled by Western countries – which at that point did not even have any human cases of infection with H5N1. She was concerned that it may have proved impossible for Indonesia to acquire the medicines at that time had it not been for the willingness of Australia and Thailand to share their supplies with Indonesia (Supari 2008: 5-6).
 
That episode occurred early on in the securitization of H5N1, and the international production of Tamiflu has expanded considerably since that time, including production in generic form. Nevertheless, that early episode with Tamiflu clearly left a lasting impression on Supari in relation to the eventual development of a vaccine, for which production capabilities would initially remain insufficient to meet demand as well:
The incident of the sweeping out of the Tamiflu stock by developed countries that had no cases of the disease was [sic] really made a deep wound in my heart. … Just imagine that when human pandemic of avian flu strikes developing or even poor countries and than [sic] because of the scarceness of the medicine they have to witness their people die. A thought flashed into my mind. Whenever they find vaccine for human pandemic of avian flu, I was certain that the rich countries with lots of money will be the first priority, even though the materials of the vaccines, i.e. the viruses come from the affected countries (Supari 2008: 5-6).
That fear would become partially realized in 2006 when she was informed by a journalist from the Australian Broadcasting Corporation that an Australian company was trying to develop a vaccine on the basis of the Indonesian strain that it had shared with the international community through the Global Influenza Surveillance System (GISN).
In December 2006 the Indonesian government thus took the decision to cease sharing its H5N1 virus samples with the international community until the viruses were formally recognized as Indonesian (by signing a Material Transfer Agreement), and until greater access to vaccines and other benefits derived from the virus sharing mechanism were secured for developing countries. As she put it in a March 2007 speech at the High Level Meeting on Responsible Practices for Sharing Avian Influenza Viruses and Resulting Benefits, ‘it is time to change the mechanism of the GISN [Global Influenza Surveillance Network] because it is not in favour of the avian flu affected countries’ (Supari 2008: 52). With the benefit of hindsight, it is thus possible to trace how the securitization of H5N1 rapidly triggered a chain of events whereby some developing countries identified a profound international conflict of interest between developed and developing countries when it comes to securing their populations against the possible threat of an H5N1 pandemic. The international virus sharing mechanism may work well for developed countries that possess their own pharmaceutical manufacturing base, but the material benefits accruing from such co-operation for developing countries are far less evident.

What is more, even though oseltamivir has now become more widely available, that conflict of interest also continues today regarding accesses to novel vaccines. A recent report released in March 2009 by the international management consulting firm Oliver Wyman, which was commissioned by the Bill and Melinda Gates Foundation, estimates that the most likely scenario in the event of a pandemic would be an international production capacity of 2.5 billion doses of pandemic vaccine in the first 12 months (after the production strain is received), which would still require 4 years to meet global demand (Oliver Wyman 2009). New developments in cell-based vaccines may change that overall equation in coming years. Moreover, because vaccines need to be virus-specific, developed countries too would have to wait several months before the first mass-produced vaccines became available. Nevertheless, the realization of a persisting disparity in terms of access to medical counter-measures has ultimately transformed the whole virus sharing dispute into a wider North-South issue that eventually also attracted the support of the 112 member strong Non-Aligned Movement in May 2008, as other developing countries recognized they too were in a similar predicament. That move raised the political stakes in the dispute considerably, thus complicating any speedy diplomatic resolution of the virus sharing dispute. By that stage it was no longer just a technical issue between Indonesia and the WHO, but a political one between developed and developing countries.
Turning Lethal Viruses into Diplomatic Bargaining Chips 

The international frenzy surrounding H5N1 also had a second unforeseen consequence: it suddenly rendered the viruses circulating in Indonesia’s territories very valuable. The Indonesian government soon realized that they control a very precious resource that is crucial for international pandemic preparedness efforts. In fact, the Indonesian health minister knew at least three things. First, the securitized response to H5N1 made it clear to her how high political concern about the virus was in the West (even though many developing countries were facing a range of other health issues claiming many more lives on a daily basis). Second, because Western countries had no human cases of H5N1 infection occurring in their territories, they could not make vaccines without getting access to wild viruses from other countries, such as Indonesia, where human infections had already occurred (Supari 2008: 10). Third, because it was eventually confirmed that the Indonesian strand was more virulent than other strands, a vaccine based on the Indonesian strand would be the most desirable in terms of offering protection (Supari 2008: 25-27). Describing her realization that the Indonesian virus was distinct and more virulent (and thus of immense interested to those tracking the evolution of the virus and making vaccines), Supari actually felt ‘happy’ because for Indonesia that now meant ‘bargaining power!’ (Supari 2008: 27).
Thus the Indonesian government realized it was ‘sitting’ on something very valuable – something so valuable in fact that it could be used as diplomatic leverage for negotiating greater access to vaccines and possibly even other ‘benefits’ for developing countries. The Indonesian health minister describes her thinking as follows: ‘I had to change the paradigm. How? I had nothing. My country is not a superpower. I am only a Health Minister with 240 million people to serve. … I had to do something. … the main variable … is the wild virus. So I had to stop the virus sharing with the WHO-CC [Collaborating Centers]’ (Supari 2008: 163). Access to the virus samples, in other words, would be her key bargaining chip to reverse the international disparity in access to pharmacological treatments for H5N1 influenza.
So confident was she of the value of the Indonesian viruses that she felt emboldened to hold out for more than just a few concessions made by the West. When, for example, she was approached by the WHO with offers of a laboratory upgrade and as much vaccine as they needed in February 2007, she turned those offers down. The reason she cites for this decision is that she did not want Indonesia to be dependent upon the charity of other countries, insisting that ‘by recognizing our right over the viruses, we can obtain whatever we need respectfully, because we own something precious to give’ (Supari 2008: 41). Rather than simply accepting those offers of material support, and resolving the dispute there and then, the Indonesian health minister instead formulated a much stronger demand that made Indonesia’s resumption of virus sharing conditional upon a more fundamental reformation of the whole virus sharing mechanism. Her underlying position, which she subsequently advanced at the intergovernmental meeting in November 2007, became: “Number one: Virus Sharing is a sovereign right of a country and not to be compromised. Number Two: Benefits sharing is a consequence of virus sharing, which instead of a charity from the developed country to the country where the virus originated, it is the right of the latter”’ (Supari 2008: 116-7). By this stage the lethal H5N1 viruses circulating in Indonesia’s territory had effectively become a foreign policy bargaining chip.
Diplomatically it was a high risk strategy, however, in that it would only work as long as the Indonesian government could actually maintain tight control over the viruses circulating in its territories, and prevent outside countries from obtaining virus samples from Indonesia through other channels. Presumably this is part of the reason why the Indonesian health minister has since also expressed her desire to evict the US Naval Laboratory (NAMRU-2) from the country, which she suspects as being a back channel for virus samples leaving her country. Although the future status of a military facility by a foreign country is not something which would not normally be seen to fall with the portfolio or remit of a health minister, it is an issue she has taken a keen interest in, presumably because if viruses were to be transferred out of the country through that military facility, that would seriously – and perhaps fatally – undermine her bargaining position on virus sharing. It is probably also for that same reason that Supari has recently instructed laboratories and researchers in Indonesia not to accept foreign donations any more, as she fears those funding streams will be accompanied by other demands from foreign donors.
Supari’s stronger demand for a more fundamental transformation of the international virus sharing mechanism may bring future benefits for developing countries. Already the WHO has taken some steps to accommodate the demands of Indonesia and other developing countries, including the development of a system for tracking the movement of shared H5N1 virus samples, and exploring the feasibility of creating of a stockpile of vaccines that developing countries could draw on. Yet this stronger demand for fundamental transformation of the system has also made the virus sharing dispute more difficult to resolve, simply by raising the stakes of the diplomatic negotiations further still. Those negotiations are no longer simply about re-integrating Indonesia into the Global Influenza Surveillance Network, but have now become about fundamentally transforming that mechanism.
Yet many developed countries, in turn, do not see how the fundamental transformation of the international virus sharing system is in their national interest. Countries such as the United States are loath to agree to a deeper reform of a system that has been operating (in their view very successfully) for more than half a decade. As U.S. Health and Human Services indicated in his blog from 14 April 2008, he thought Indonesia was ultimately working on a principal of ‘share samples, get paid’. That may seem like a terse formulation, but it is the underlying principal of whether benefits sharing should be formally tied to virus sharing that now divides both sides and that now makes progress so difficult to achieve. From the perspective of the United States virus sharing should not be linked to benefit sharing in any formal way. Leavitt acknowledged that ‘the issues of the availability of vaccines and the sharing of samples are both legitimate ones, and we must deal with them both, but we should not link. World health should not be the subject of barter’ (Leavitt 2008). In his view such formal linking would ‘begin to erode our ability to make vaccines at all, because once the practice of free and open sharing of viruses stops, the slope is slippery, and there will be no end to the demands’ (Leavitt 2008). That, in short, would not be in their national interest. A deep diplomatic gulf thus remains between the core parties in the dispute.
Looking back, then, it is possible to trace how the securitization of H5N1 also dragged the whole issue of virus sharing and international health co-operation into much narrower considerations of national interest. By ‘inflating’ the value of Indonesian virus samples it emboldened the Indonesian government not to simply be ‘bought off’ with specific material concessions, but to push for a fundamental transformation of the virus sharing system. Although that strategy may eventually bring greater benefits to developing countries in the long run (it remains to be seen), the push for a more fundamental transformation of virus sharing system also raises the political stakes in the dispute and ultimately culminates in a more difficult stand-off between the supporters of the GISN mechanism such as the United States, and those states like Indonesia pushing for fundamental reform. In this way, too, international health co-operation has been complicated, in the end, as a result of the securitization of H5N1.
Conclusion
One lesson that can be taken away from the ongoing international virus sharing dispute is that there can also be downside risks associated with responding to health issues through the language and metaphors of security. In the case of H5N1 the fear surrounding H5N1 has undoubtedly helped to free up resources and mobilize political leadership for addressing the issue. Those are important achievements. Yet the securitized response to H5N1 has also had less salient effects. It has led developing countries to realize that they are likely to be loser populations in the event that a pandemic arrives, and thus have a conflict of interested with developed countries who possess most of the world’s manufacturing capacity. Furthermore, by inflating the value of Indonesian virus samples, the securitization of H5N1 has provoked an intense re-politicization of virus sharing where the latter is no longer seen to be of mutual benefit, but as a bargaining chip used by Indonesia to reform the virus sharing system. None of the foregoing analysis is to imply that things inevitably had to turn out this way, nor to detract from the responsibilities of the key parties involved in the dispute. It is, however, to show how a securitized response to infectious diseases can also structure the debates on global health in ways that are not conducive to achieving higher levels of international health co-operation. That is an insight worth retaining when it comes to dealing with future emerging infectious diseases. As for the H5N1 viruses, they don’t really care either way. The longer the stand-off lasts, the more they benefit.
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