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At the highest international levels there is today serious concern about a number of potentially lethal ‘rogue’ viruses circulating the planet – ranging from relatively new ones such as the pandemic H1N1 2009 flu virus (‘swine flu’) and the highly pathogenic H5N1 strand of avian influenza, through to the globally much more entrenched human immunodeficiency virus (HIV) that causes AIDS. The medical optimism of the twentieth century – which believed that the conquest of infectious disease was immanent – has thus been displaced. We have entered a new era of deep microbial unease. Nothing exemplifies that mood shift more poignantly than the growing tendency to articulate international health policy in the metaphors and vocabulary of security. Once confined to the rumblings of ‘low’ politics, many health issues are now advancing towards the apex of the international security agenda, as policy makers working in international organizations and national governments grapple with a range of important links between health and security. 
Some view that ‘securitization’ of health as a necessary response to the increased threat posed by lethal infectious diseases such as swine flu, bird flu, and SARS in the era of globalization. Others view it as the inevitable corollary of the new security landscape of the twenty-first century, marked as it is by the constant background threat of terrorism – including the possibility of attacks on civilian populations using biological weapons. Yet others, in turn, view the securitization of health as a way of mobilizing greater efforts to address the burden of infectious diseases in the global South – such as AIDS, malaria and tuberculosis. In all those cases, discussing and presenting health issues as security threats marks a conscious strategy for focusing minds, generating high-level political leadership, and for freeing up new resources to meet the international threat of infectious disease.
Those policy attractions of a securitized response to infectious diseases are all too evident. Yet there may also be hidden drawbacks, dangers and downside risks associated with playing the security card, especially when it comes to infectious diseases. The ‘securitization’ of health has therefore not gone unchallenged. Critics of the securitization of health are concerned about how that move risks turning global health into narrow tool of foreign policy and diplomacy, and that it also risks shaping the international health security agenda more narrowly around those diseases and issues primarily of concern to the West – most notably pandemic preparedness and bioterrorism. Even worse, securitizing health may confine the field of global health to an area where governments act only if it is in their national interest to do so, rather than in a more altruistic and humanitarian spirit.
That debate about the attractions and drawbacks of securitizing infectious disease is unlikely to go away anytime soon. Eventually time will tell who is right, but in the mean time it is worth considering whether a historical perspective can shed light on this question. This article examines what Europe’s historical experience of epidemics between the fourteenth to the late nineteenth century can still tell us today about the implications of securitizing infectious disease. Such a historical perspective yields three lessons for our present juncture. First, moving back in time prior to the twentieth century illustrates very well what a genuinely securitized response to infectious disease looks like. Second, that historical experience shows that there can also be considerable dangers to civil liberties emanating from a properly securitized response to infectious disease. Finally, it reveals that many contemporary policy discussions on health security are not so much a manifestation of the ‘securitization’ of health – as is widely believed. Rather they are indicative of the ‘medicalization’ of security that is unfolding at the outset of the twenty-first century.
Moving Back in Time: Epidemics Prior to the 20th Century
Moving back in time prior to the twentieth century is useful in that it shows us what a genuinely securitized response to infectious disease looks like in practice – genuine in the sense that infectious diseases at that time truly posed an existential threat. As everyone will be aware, that was a period of European history ripe with infectious diseases. There was plague from the Black Death in the fourteenth century through to the eighteenth century. There was typhus in the sixteenth century. Then there were the influenza and cholera epidemics in the eighteenth and nineteenth centuries – to name just a few examples of the big killer diseases of human history. 
 
Such infectious diseases were perceived as existential threats because there was very little that could be done about them. At that time a political and institutional public health architecture that could deal internationally with the spread of infectious diseases did not yet exist. It was only in the mid-nineteenth century that we begin to see the rise of active international health diplomacy in Europe. The first international sanitary conference was held in Paris in 1851, and eventually led to the creation of the Office International d'Hygiène Publique (English: International Office of Public Hygiene) – an international organization founded in 1907 and based in Paris. During the 1880s, a small group of South American countries also signed the first set of international public health agreements in the Americas. The first International Sanitary Convention, dealing with cholera, was not signed until 1892. So whereas today the concept of health security can be found widely circulating at international health organizations, such as the World Health Organization, and as a way of focusing efforts on a range of infectious diseases, prior to the twentieth century such organizations and institutional structures did not yet exist. That is one reason why during this period of human history there was genuine fear about the spread the infectious disease.

That historical state of affairs begs a further, and deeper, question. Why were there no international organizations at that time dealing with the problem of infectious diseases? That, in turn, had to do with the fact that prior to the twentieth century many of the medical treatments that we take for granted today had also not yet been discovered or invented. If we move back in time to before the twentieth century, we are entering a period of human history in which there were not antibiotics to treat bacterial infections. Nor were there anti-virals such as Tamiflu and Relenza, which have recently been stockpiled by governments and international organizations. If we move back prior to the nineteenth century, vaccines too were not yet widely available in the West as a way of provoking natural immunity against viral infections. Without being able to treat infectious diseases, there was little point in having international organizations trying to deal with the threat posed by disease. There was, to put it bluntly, only very little that could be done medically. 

But even here we have not yet reached the true depth of the problem. Not only is the period prior to the twentieth century a period in which many of the frontline treatments of modern medicine did not yet exist, this period also predates the germ theory of disease. It was the latter which first postulated that infectious diseases were in fact caused by tiny microbes that are invisible to the human eye. It was again only in the course of the twentieth century that the germ theory of disease would firmly displace the older miasmic theory of disease, which had argued that infectious diseases were caused by polluted air and poisonous vapours. Prior to that the onset of disease was explained either through recourse to cosmological and religious explanations, or, in the case of the ancient Greeks and Romans, by an imbalance in the four humours (or substances) believed to make up the human body – black bile, yellow bile, phlegm, and blood. So not only were viable medical treatments not yet available, but the science of microbiology was not yet sufficiently advanced to mount a proper medical response to the threat of infectious disease. That was the ultimate reason why infectious diseases really did pose an overwhelming existential threat prior to the twentieth century.
In that historical context the whole question about the relationship between disease and security thus posed itself almost in exactly the opposite way from the way it surfaces today. It was not primarily a question of how can we improve global health by using the metaphors and vocabulary of security; rather it was a question of how the practices of security exacerbated the problem of disease. Put differently, how did geopolitical and interstate rivalries, and the formation of empire, contribute to the problems surrounding the spread of infectious disease. The discovery of the Americas by the European explorers, for example, set in motion a vast epidemiological exchange between those populations, with explorers bringing diseases to the New World to which native inhabitants and no immunity, and then also bringing new diseases acquired in the New World back to Europe (McNeill 1998). As is well known, the expansion of European empires into Asia and Africa similarly led to new problems with disease. Prior to the twentieth century, war was thus a dreaded activity not just because of the loss of life it inevitably involved, but because it was also a wider vector of disease. Indeed, the spread of disease was one of war’s most dangerous historical legacies.

There are at least three reasons, then, why prior to the twentieth century infectious disease truly posed an overwhelming existential threat, and why we can consider this period of European history as an important example of what a properly securitized response to infectious diseases looks like in practice. At that time in human history: (1) it was not yet properly understood how infectious diseases were caused and spread, (2) medically there was concomitantly only very little that could be done to treat infectious diseases, and (3) that period of human history consequently also predates the rise of international forms of governance that we take for granted today. During this period of human history infectious diseases were thus effectively always already securitized. Infectious disease could strike people down at any time, there was little that governments or religious leaders could do to protect their communities, and nobody really knew what was causing them. That is also why the history of epidemics prior to the twentieth century is still of such contemporary relevance – it shows us very clearly the end-state of a properly securitized response to infectious disease.
Warnings from History: Infectious Disease and Civil Liberties
How did communities respond to infectious diseases in such a securitized context? During this historical period two principal strategies were devised for responding to the existential threat posed by infectious disease: the ban and the quarantine. Both types of response required the civil liberties of citizens to be curtailed and infringed upon in significant ways. From the perspective of those concerned with human rights, the history of infectious disease management in Europe prior to the twentieth century Europe thus does not make particularly pleasant reading.

The Ban

The ban is probably the oldest and most rudimentary response to infectious disease. Essentially it consists of excluding the sick from society by removing them from the rest of the community and keeping them physically separated. This kind of response creates a simple binary division between the healthy and the diseased, and implements that division by enforcing a physical exile of the ill. That long-standing practice of responding to lethal or disturbing diseases, widely noted by anthropologists, lasted well into the nineteenth century, as can be seen in the treatment of lepers and their physical segregation in leper colonies. 
It serves as a warning of how the ider this period as an important example of what a properly securitized response to infectiouUp until the discovery of the bacterium that causes the leprosy in the late nineteenth century, people did not know what was bringing about the physical disfigurement associated with the disease. Lepers were thus frequently dealt with through recourse to the ban, as in the cases of the numerous leper colonies that existed during the Middle Ages. Those were often located in physically remote spaces or even on islands. In order to maintain the ban, lepers would also be forced to wear rattles or carry horns when leaving their place of isolation to warn others that they were approaching.
Although the ban may seem like an antiquated practice, it is worth noting that this kind of response persisted well into the twentieth century. Most leper colonies have, of course, been closed by now. But the underlying principal of the ban has survived. For instance, in the late 1980s and early 1990, the Cuban government still resorted to creating a ‘sanatorium’ for AIDS patients which isolated them from the rest of the community (although they could receive visitors). We also have to bear in mind that, like leprosy, AIDS remains highly stigmatized in many parts of the world. Those who are revealed to be HIV-positive are frequently rejected and expelled from their villages and communities, and occasionally are even beaten and killed. That too is a form of the ban. We can also still see the ban in operation when sick people are prevented from carrying out particular occupations. The armed forces are a prominent case in point where legal battles continue to rage in Africa and elsewhere about the legitimacy of excluding people living with HIV/AIDS from serving in the armed forces.
The ban also continues to operate in two other, and less immediately apparent, areas. First, the ban can be detected in attempts to exclude the ill from certain insurance and welfare policies. Those are not communities in the traditional sense we are used to, as in the case of villages, tribes, or indeed nations. But those welfare communities are today of paramount importance to many people in terms of ensuring their material well-being. Sociologists like Francois Ewald (1991) have argued that in the closing decades of the twentieth century there has been a gradual change in the way in which societies in Europe and the West are constituted. Whilst in the past nations were ‘glued’ together through national sentiments and mythologies, a common language and culture, and so forth, increasingly citizenship is based around the membership of vast and elaborate welfare systems. We can see societies being reconstituted as populations for insurance and welfare purposes, who jointly contribute to and expect entitlements from elaborate insurance systems – from health and unemployment insurance, all the way through retirement provision. Those systems redistribute the material risks associated with modern life and bond together what are increasingly culturally diverse societies, and even different generations within the same society. Yet in some instances sick people are banned from such systems as well. In the early history of HIV/AIDS, for example, there was considerable anxiety about the illness in Europe. Governments, in turn, launched stark public health campaigns warning the population of the dangers. In that climate of fear many of those living with HIV were initially also barred from entering, or indeed were forced to exit, insurance schemes because of their medical condition. That too is a recent and much more subtle echo of the ban.

Second, there is of course also the ‘reverse’ ban. It works not by excommunicating those who are already citizens or members of the community, but by preventing sick people from joining the community in the first place. That has been the case in the United States, for instance, in relation to entry restrictions placed on individuals living with HIV/AIDS and other communicable diseases. Until recently, the United States was one of about a dozen countries to bar short-term visitors from entering simply because they are HIV-positive. We can also see this in the pressure that recently emerged in the case of swine flu, whereby some countries took very strict measures at airports, including subjecting them to temperature measurements, before letting passengers disembark the aircraft.

The ban, then, marks the first strategy for protecting societies and communities from infectious disease in a context in which such diseases were always already securitized. Here the response to infectious disease worked principally through excommunication, exclusion and exile. That response has important implications for the present in that shows how a genuinely securitized response to infectious diseases can also lead to the curtailment of the civil liberties of individuals in a way that many human rights campaigners will find deeply problematic. That is a less palatable historical consequence of securitizing infectious disease that we need to bear in mind, and that we must balance with some of the attractions of a security framework for responding to infectious disease.
The Quarantine
Prior to the twentieth century, a second strategy for dealing with infectious diseases was also pioneered – the quarantine. The quarantine emerged during the Middle Ages and worked differently from the ban. The main difference is that the quarantine does not work by permanently removing the sick from the community. Instead the sick would remain within the community. The quarantine model thus tries to control the spread of infectious disease by reducing the movements and interactions between sick people and healthy people. That restriction is achieved either through force, or simply through more detailed forms of surveillance of the population.
That practice of quarantine probably first began with ships. Vessels suspected of carrying disease would not necessary be prevented from landing ashore altogether, but would initially be expected to remain offshore for a considerable period of time, to rule out that disease was present. The term ‘quarantine’ is widely believed to date from the late fourteenth century, when it referred to the isolation of people arriving from plague-infected areas to the port of Ragusa, at the time under the control of the Venetian Republic. In 1397, that period was set at 40 days (the word quarantine being derived from the Italian for “forty”). 
Later, those same principals were also applied to communities as a whole. In the case of plague, for example, there would be a whole host of measures introduced to control the movements and interactions of people within city walls. Sometimes the city gates were close to limit people leaving or entering the town. The town would then be divided into different zones or sections, which would be supervised by officials. Citizens were ordered to lock themselves into their houses, and people would have to show themselves at windows for daily inspections – they were effectively quarantined in their own homes. Those kinds of quarantine activities could go on for days.
All of this marks a very different response to disease. It is not one based on permanent exclusion, but about creating a detailed network of surveillance around the population so that disease can be dealt without excluding the ill. Compared to the ban, that may seem like a much more humane option. Yet that is not always the case. The quarantine too requires significant restrictions being placed on civil liberties of people and their movement – another historical legacy that is still with us today. In order to see the operation of quarantines and their impact on the free movements of people, we must only look at recent experiences with SARS in 2003 or swine flu in 2009. 

Much, for instance, is made of the unprecedented scientific cooperation that went into identifying the coronavirus that causes SARS. That is undoubtedly true. Yet the public health measures introduced to deal with SARS were of a more medieval nature. In the end it was mostly isolation and quarantine practices, backed by the rapid dissemination of information through the news media, which enabled a rapid and eventually successful response to SARS. Patients and healthcare workers in Beijing were sometimes forcibly locked inside hospitals, whilst Shanghai officials had quarantined more than 29,000 people by late May 2003, threatening violators with fines (NIC 2003: 20). By the end of the outbreak in Hong Kong alone, 1,262 persons from 493 different households were subject to an isolation order (34 of whom developed SARS). Those people were not compensated financially and were subject to periodic visits by police (Siu and Wong 2004: 65). Canada similarly threatened those who violated isolation orders with fines and court-orders (NIC 2003: 20). 
In a way that foreshadowed later responses to the emergence of human infections with a new H1N1 influenza virus in 2009, Singapore also deployed thermal scanners at its international borders. During the SARS outbreak the governmental acquired more than 160 of such scanning systems, at a cost of around $90,000 (Menon 2006: 264). Hong Kong would later follow suit, introducing temperature checks for all arriving, departing and transit passengers at the airport in mid-April 2003 (Siu and Wong 2004: 65). Japan too introduced such infrared thermometers in order to screen passengers at Tokyo’s international airport – although they reportedly struggled to keep up with the volume of peak time travellers (NIC 2003).

The continuing legacy of the quarantine can also be seen in the United States, where the list of quarantinable diseases is established by Executive Order of the President, on recommendation of the Secretary of the Department of Health and Human Services. That list today includes cholera, diphtheria, infectious tuberculosis, plague, smallpox, yellow fever, and viral hemorrhagic fevers (such as Marburg, Ebola, and Congo-Crimean disease). SARS was added as a quarantinable disease in 2003. In 2005 another disease was added to the list –- influenza caused by novel or re-emergent influenza viruses that are causing, or have the potential to cause, a pandemic. The powers associated with this list entail that if any passenger infected with a novel influenza strain were to arrive in the United States onboard a boat or an airplane the Department of Health and Human Services has the legal authority to isolate that passenger to prevent the passenger from infecting others. In the event of a new infectious disease outbreak that ultimately gives medical professionals a considerable amount of control over the movements and actions of individuals carrying, or believed to be carrying, an infectious disease.
So the medieval practice of quarantine too is still with us today as a strategy for responding to infectious diseases that continue to produce widespread concern. Here too the historical experience of a genuinely securitized response to infectious disease gives pause for thought for those concerned with human rights and civil liberties. In showing us what a genuinely securitized response to infectious disease looks like, the period prior to the twentieth century sensitizes us to the potential dangers to human rights and civil liberties that can accompany securitized responses to infectious disease. That, to be clear, is not to deny the public health rationale for many of those measures. It is, however, to insist that those potential dangers to civil liberties will need to be balanced with the ways in which a security framing of infectious disease could also enhance the efficiency and effectiveness of our governance response to them.
The Twentieth Century and the Medicalization of Society 
Is the appropriate lesson from history, then, that we should best abandon current attempts to link health issues and security concerns so as to avoid such dangers to civil liberties? Before we jump to that conclusion, Europe’s historical experience with infectious disease throws up one final and more challenging question. Is what we are witnessing today in the growing association of health issues and security concerns actually the ‘securitization’ of infectious diseases – as is widely believed? Looking back over this earlier history with its genuinely securitized response to infectious disease, it seems radically different from our current conjuncture.
Today we have a much better understanding of what causes infectious diseases. We also have a much better range of public health and medical interventions that we can draw upon to meet their challenge. When we discuss health security today we are usually not calling for a return to history by reintroducing bans and quarantines (although it does happen occasionally). Instead of living in constant fear of disease in the way our ancestors did, today we ponder whether and how their human and economic impact could be mitigated through using the language of security as a way of bolstering international responses to them. Today’s discussion on health security really amount to calls for governments around the world to embrace the medical breakthroughs of the twentieth century so as to better protect the health of their populations through using more up to date public health measures and medical treatments.

What accounts for that fundamental difference between the present situation and our historical experience of infectious diseases? The answer, to put it bluntly, is the intervening twentieth century with its rapid and unanticipated advances in modern medicine. Following the discovery that infectious diseases were caused by microbes, it became possible to design better public health programs and better treatments – first vaccines, then antibiotics, and eventually even antiviral medications. In the course of the twentieth century the West thus came to believe that the world would soon find itself in a situation in which infectious diseases would eventually be controlled by a series of scientific, medical and pharmacological breakthroughs. How else can we explain the bold declaration made by U.S. Secretary of State George Marshall only two years after the creation of the World Health Organization, that the conquest of all infectious diseases was imminent? And one by one many of the big killer diseases did indeed succumb at the altar of modern medicine – from diphtheria and typhoid through to smallpox and polio. 
In fact the advances in modern medicines were so rapid and powerful in the twentieth century that it would not take long for medicine to become much more than a field that dealt with treating diseases. In the course of the twentieth century medicine became a much wider social force. As Irving Zola (1972) famously put, albeit in different words, medicine was rapidly becoming the new master narrative of modern life. More and more spheres of social life, and indeed more and more ethical problems, passed through the gaze of the medical professionals. In the course of the twentieth century many issues which were not traditionally thought of as medical problems were thus redefined as medical problem and treated medically. Today that list ranges from problems of addiction, alcoholism, childbirth, ageing, and baldness, through to homosexuality, compulsive gambling, menopause, hyperactivity, post-traumatic stress disorder, and obesity. In the course of the twentieth century, modern medicine gradually overtook older social institutions such as religion and law as the key regulatory institution of modern life.


That rapid rise of modern medicine in the twentieth century also had a second important effect. In addition to more and more areas of social life becoming understood in medical terms, the twentieth century witnessed a huge increase in the social standing and influence of the medical professions. Medical experts went from being regarded as ‘quack’ doctors, to becoming some of the most highly paid and highly respect professions in the course of less than a century. Some trace that process directly to the activities of the medical professions and pharmaceutical industries, which are seen to be actively trying to gain a higher social standing and influence a wider range of social activity. Others assign the medical professions a more passive role within this history, contextualizing their activities within wider social processes of rationalization and bureaucratization. Yet in either case the twentieth century has also witnessed an expansion in the social jurisdiction of medical professionals who then also became able – whether they liked it or not – to influence a growing proportion of social life.
 
All of that means that in the twentieth century medicine became much more than just a series of medical or technical procedures. It became a wider social force, ultimately even shaping our understandings of who we are and how we relate to one another. Sociologists have long referred to that rise of modern medicine as the medicalization of society. As Nikolas Rose argues in that respect, today we relate to each other ‘through an ethic and in a form of life that is inextricably associated with medicine in all its incarnations. In this sense, medicine has done much more than define, diagnose and treat diseases – it has helped make us the kinds of living creatures that we have become at the start of the 21st century’ (Rose 2007: 701). 
That confidence in the unbridled power of modern medicine also explains the different way in which we understand the ‘securitization’ of infectious diseases today. Whereas previously there was little we could do, and infectious diseases were effectively always already securitized, today we deliberately link health issues and security concerns in order to develop, procure and expand the number of medical treatments available to deal with infectious diseases. If that is true, then perhaps what we are witnessing today in terms of the progressive linking of health issues and security concerns is not so much the ‘securitization’ of health – as is widely thought. 
The Medicalization of Security in the 21st Century
What we are actually witnessing today in the rise of health security discussions is in fact the ‘medicalization’ of security. What does it mean to speak of the ‘medicalization’ of security? It means that the practice of security in international relations becomes yet another important area of social interaction that is understood broadly in medical terms and in which the medical professionals need to become more closely involved. Specifically, the ‘medicalization’ of security thus entails at least two related developments. First, the problems of security and insecurity in international relations now also begin to be understood, as least in part, as medical problems. That marks a further intensification of the medicalization of society in that security too now becomes something that has a medical dimension. Second, as a result a growing number of medical and health experts now also becoming actively involved in the analysis and formulation of security policy. There are three ongoing policy debates on health security where evidence of those two processes can be found: pandemic preparedness debates about the threat posed by naturally occurring infectious diseases; biosecurity discussions about the treat posed by a potential terrorist attack involving the deliberate release of an infectious diseases; and human security efforts to address infectious diseases endemic in developing countries – such as HIV/AIDS, malaria and tuberculosis. 
Pandemics and National Security
Debates about the national security threat posed by infectious disease begin to redefine the problem of security, at least in part, as a medical problem. The most recent National Security Strategy of the United States (NSS 2006), for example, explicitly acknowledges the threat posed by ‘public health challenges like pandemics (HIV/AIDS, avian influenza) that recognize no borders’. Pandemic threats have also been incorporated into the United Kingdom’s 2008 National Security Strategy, both because of their ability to directly affect the country and because they could potentially undermine international stability more generally (Cabinet Office 2008: 3). On both sides of the Atlantic there is recognition that infectious diseases constitute more than just important public health issues; they are also deeper and more pervasive threats to national security – a view confirmed more recently by the rapid and unexpected outbreak of the pandemic H1N1 influenza virus in the spring of 2009. 
Such arguments begin to change what we understand by insecurity in international relations. Whilst they do not do away with more conventional understanding of security revolving around the use of military force in international relations, they do also begin to introduce medical concerns into security debates. As a result of the growing concern about a renewed human pandemic, insecurity is no longer seen to be caused just by the military capabilities or hostile political intentions of other states; it is also caused by medical problems presenting widely within the population. National security concerns about the threat posed by naturally occurring infectious diseases are thus one important example where security becomes understood, at least in part, as an essentially medical problem.
As a result of that redefinition and expansion of the security concept, medical professionals are today also becoming much more widely involved in the analysis of security policy. This can be seen in several ways. First, health professionals increasingly form part of the new health security programs established over the past decade at a variety of influential foreign policy and national security think tanks, such as Center for Strategic and International Studies, the Council on Foreign Relations, RAND, and the Royal Institute of International Affairs in the United Kingdom (Chatham House). Many of those programs are run and directed by health and medical professionals, or at lest rely upon their close involvement. 
Beyond that, health professionals are also becoming more actively involved in the formulation of security policy. In the United States the post of US Special Advisor for International Health Affairs at the National Security Council was created as early as 1998. Even the United Nations Security Council has called on medical professionals to become more closely involved in international security affairs, as is evident from its decision to invite health professionals to attend some of its meetings. For example, the Security Council asked the former executive director of UNAIDS to attend and address the Council during the landmark meetings of the Security Council on HIV/AIDS. These are important examples of how medical professionals and experts are becoming more closely involved in the analysis and formulation of security policy. That makes ongoing debates about the national security threat posed by infectious disease one area where the medicalization of society is being pushed even further, this time to also include the analysis and formulation of security policy. They are, in short, one important manifestation of the medicalization of security.
Bioterrorism

The same is true in relation to continuing security concerns about the threat of bio-terrorism. Here too security becomes, in part, construed as a medical problem. Bioterrorism has been defined by Interpol (2007: 7) as ‘the intentional release of biological agents or toxins for the purpose of harming or killing humans, animals or plants with the intent to intimidate or coerce a government or civilian population to further political or social objectives’. At bottom, bioterrorism marks nothing other than the deliberate weaponization of disease. Disease becomes a weapon of war, with the result that here too the problems of security and insecurity in world politics begin to acquire a medical dimension. 
Although expert opinion about the likelihood of a biological weapons attack remains divided, the Commission on the Prevention of WMD Proliferation and Terrorism in the United States published its assessment in December 2008. The commission concluded that ‘it it is more likely than not that a weapon of mass destruction will be used in a terrorist attack somewhere in the world by the end of 2013’. Crucially, it also found that ‘terrorists are more likely to be able to obtain and use a biological weapon than a nuclear weapon’ (Commission on the Prevention of WMD Proliferation and Terrorism 2008 :xv). Although the commission accepted the advice by the intelligence community that the capabilities of non-state actors to produce biological weapons are rudimentary, the commission did note that the intent of such organizations to upgrade those capabilities was there (Commission on the Prevention of WMD Proliferation and Terrorism 2008: 11). That renders bioterrorism discussions another area where security and insecurity are becoming considered, at least in part, as a medical problem.
Those concerns have again also prompted the closer involvement of health professionals in the field of security. They have done so in three ways. First, medical experts are needed to draw up a list of the most likely and dangerous pathogens that could be used for the purposes of a terrorist attack. That necessitates detailed knowledge about those pathogens and their clinical manifestations. In the United States, the government thus turned to medical professionals at the Centers for Disease Control and Prevention (CDC) and instructed them too to draw up a list of such ‘unlawful’ agents that could be used for mounting a terrorist attack. The Centers for Disease Control and Prevention, which is the agency tasked with protecting American citizens from the spread of infectious disease and run by the U.S. Department of Health and Human Services, developed a simple raking system that takes into account several factors, including the biological characteristics of the agents, as well as the likelihood of them being successfully weaponized for bioterrorist purposes. 

Second, medical professionals also become indispensible for designing and running surveillance systems that would detect the release of those against within the proximity of human populations – such as Project BioWatch. Detecting a biological weapons attack is far from straightforward, given that biological weapons evade the human sense of taste, smell, and sight. An outbreak would not necessarily be immediately evident until symptoms began to emerge. In the United States project BioWatch was launched in 2003 with a view to developing a national early warning system aimed primarily at detecting a biological attack using an aerosolized agent. The project involved erecting an elaborate network of environmental sensors (or stations) in 31 cities that continuously analyze particles in the air through a filter system. The exact number of cities has not been disclosed, nor the particular cities that make up the network – although filters are reportedly located in Philadelphia, New York City, Washington, DC, San Diego, Boston, Chicago, San Francisco, St. Louis, Houston, and Los Angeles. Those filters are collected daily and analyzed at the Centers for Disease Control and Prevention for traces of six agents: anthrax, brucellosis, glanders, meliodosis, plague, smallpox, and tularaemia. This is another area where medical professionals are becoming involved in security populations against the threat of bioterrorism. 
Finally, medical professionals are also needed to prepare for the public health consequences of an intentionally caused disease outbreak. Biosecurity concerns about biological weapons too therefore encourage a further augmentation in the social jurisdiction of medical professionals by involving them more closely in security policy. That has not only occurred domestically in many countries. It also took on a more international dimension when, on 7 November 2001, the health ministers (not the defense or foreign ministers) of Canada, France, Germany, Italy, Japan, the United Kingdom, the United States, and Mexico met in Ottawa to convene the first meeting of the Global Health Security Initiative (GHSI). That initiative represents one of the most prominent institutionalizations of the idea of health security to have emerged to date. 
The GHSI was established in direct response to the attacks of 11 September 2001. United States Secretary of Health and Human Services Tommy Thompson argued at the time that protecting populations against such attacks would henceforth require countries to pool more information and to increase levels of cooperation. Specific areas singled out by the network thus included the ability to respond to radiological or nuclear events, chemical events, biological threats (especially smallpox), as well as strategies for ensuring the safety of food and water supplies. Much in that spirit the GHSI network set out to explore greater collaboration between its members in relation to the procurement, development and rapid testing of vaccines and antibiotics, as well as setting up the necessary links between various national laboratories. The network also sought to share more information on disease surveillance, as well as emergency preparedness and response plans. The GHSI is thus another example of where medical professionals and health experts are becoming much more closely involved in security policy. Measures undertaken to protect the civilian population against biological attacks using infectious disease thus mark a second manifestation of the medicalization of security.
Human Security and Health

Security is also acquiring a medical dimension in the context of human security debates about health. The concept of ‘human security’ was advanced by the United Nations Development Program (UNDP) after the end of the Cold War as an alternative ‘people-centric’ account of security that would privilege the needs and welfare of individuals as they go about their daily lives. Human security advocates charged that the excessive focus on the military capabilities of states by national security approaches obscured the extent to which people in many parts of the world are threatened every day by a growing range of non-military issues. ‘The concept of security’, the influential 1994 Human Development Report lamented in this regard, ‘has for too long been interpreted narrowly: … It has been related more to nation-states than to people. … Forgotten were the legitimate concerns of ordinary people who sought security in their daily lives’ (UNDP 1994: 22). In the twenty-first century security thinking should focus instead on the needs of those ordinary individuals.
Part of the human security agenda therefore includes global health. ‘At the simplest level,’ two scholars working on the concept of human health security argue, ‘premature and unnecessary loss of life is perhaps the greatest insecurity of human life’ (Chen and Narasimhan 2003: 5). Human security advocates thus consider diseases to constitute security threats by virtue of the simple and incontestable fact that they cause premature death. That wider approach brings about an important shift in emphasis. Human security analysts focus on those diseases that are already claiming millions of lives every year. Geographically, that shifts the focus of human security debates towards the global South where a range of much less ‘sensational’ illnesses such as HIV/AIDS, malaria and tuberculosis remain endemic in many low-income countries with weak public health infrastructure. Collectively those three diseases alone are estimated to account for around five million ‘premature’ deaths annually. By focusing on such infectious diseases, and including health security as one of its key subcomponents, the human security framework too marks an area where our understanding of security and insecurity in international relations is becoming partially defined in medical terms.
Like pandemic preparedness and biosecurity debates, moreover, human security debates about global health have again also encouraged a greater involvement of medical professionals in foreign and security policy. A 2007 report by the World Health Organization urged that ‘professionals and policy-makers in the fields of public health, foreign policy and national security should maintain open dialogue on endemic diseases and practices that pose personal health threats, including HIV/AIDS, which also have the potential to threaten national and international health security’ (WHO 2007a: 67). Those calls have not gone unheeded. For example, in September 2006 the Foreign Ministers of Norway and France invited their counterparts from Brazil, Indonesia, Senegal, South Africa, and Thailand to form the Global Health and Foreign Policy Initiative. 
The purpose of the initiative is to ‘build the case for why global health should hold a strategic place on the international agenda’, which it will do by ‘exploring how foreign ministers and foreign policy could add value to health issues of international importance’ and also ‘showing how a health focus could harness the benefits of globalization, strengthen diplomacy and respond to new thinking on human security’ (Oslo Declaration 2007: 1373). The following year those health minister agreed the Oslo Declaration which committed its signatories to adopt a ‘health lens in foreign policy’ and carved a future agenda around an extensive range of points for collaborative action (Oslo Ministerial Declaration 2007: 1375). That mirrors the process whereby health professionals are becoming more closely involved in foreign policy and security concerns. Human security concerns with endemic infectious diseases thus mark another important manifestation of the medicalization of security that is unfolding today.
Conclusion

We can learn at least three things from looking at the history of securitizing epidemics prior to the twentieth century then. First, the period from the fourteenth to the nineteenth century shows us what a truly securitized response to infectious disease looks like in practice. That was a time marked by overwhelming existential fear about infectious disease. Second, this historical experience also demonstrates to us how securitized responses to infectious disease have the potential to culminate in significant restrictions to the civil liberties and human rights of individuals, especially those who are ill. But perhaps the most important lesson of revisiting that historical period, is that it makes us question whether what is taking place today in terms of the growing association of health issues and security concerns really is the ‘securitization’ of health. 
Today our health security debates are usually not intended to re-introduce such draconian measures from the past, but rather to increase the standard of public health surveillance internationally, and to make modern medicines much more widely available around the world. So actually our ongoing health security debates mark a further intensification and expansion of modern medicine’s rapid rise to the status as one of the most significant and powerful social institutions. They represent yet a further expansion of the medical ‘gaze’, as medical professionals now also become more closely involved in the analysis and formulation of security policy. They mark, in short, the medicalization of security. Mangling Clausewitz, we might even say that security is today becoming the continuation of medicine by other means. In that case the twenty-first century will ultimately demand that in order for us to be secure, citizens will first have to become patients, and states will increasingly have to resemble enormous hospitals.
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