MALADIES SANS FRONTIERS:
CONTAINING AND CONTROLLING PANDEMICS ACROSS BORDERS
Elina Noor 1
From the plague that raced across oceans from China to Europe aboard trade ships in
the fourteenth century to the airborne spread of SARS across 25 countries under four
months in 2003 2 , diseases and vectors have unfortunately always accompanied the
opening of borders and trade routes. The explosion in air travel and sea traffic in the
past 50 years 3 due to the modernization of transport and technological capabilities as
well as globalization have only accelerated this phenomenon.

The pandemic prophecy
The past 300 years have witnessed 10 pandemics, three of them having occurred in
the last century. The discovery of at least 39 new infectious diseases in the past 30
years 4 and the reemergence of older ones such as tuberculosis have all revived latent
fears. In 2005, there were 8.8 million new tuberculosis (TB) cases, half of them in the
six Asian countries of Bangladesh, China, India, Indonesia, Pakistan and the
Philippines. 5 While the tentacles of TB and mosquito-borne diseases such as malaria
and chikungunya extend far and wide, the most infamous pandemic of all is influenza.
The last deadly strain – the Spanish flu – occurred in 1918 and infected one-fifth of
the world’s population, decimating up to 50 million. 6 With the H5N1 strain having
killed 100 percent of infected poultry and more than 50 percent of infected human
beings, its virulence is feared to resemble the 1918 strain. If a quarter- to a halfmillion people die of the normal flu and two to three million become seriously ill
every year 7 , and the H5N1 transmutes into a more resistant form or a human-to-
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human form, the impact of a new, virulent pandemic on global losses would be
devastating.
The World Health Organization (WHO) warns that the world “has moved
closer to a pandemic than at any time since 1968”. 8 With the exception of “the
establishment of efficient human-to-human transmission”, all prerequisites for another
pandemic have been met. Asia, in particular, is ripe as its source. 9 Scientists have now
determined that the new strains of virus that produce yearly seasonal flu epidemics
around the world emerge from East and Southeast Asia.10 Additionally, outbreaks of
the H5N1 virus continue to recur despite persistent control measures such as the
culling of more than 140 million poultry. 11 In the words of Dr. Michael Osterholm,
“Make no mistake about it, pandemics are like earthquakes, hurricanes, and tsunamis
— they occur”. 12 All that remains unclear is just when and how severe the next
pandemic will be.

Assessing border control
Common wisdom dictates prevention over cure or mitigation. Disconcertingly,
however, the WHO further warns that in risk-prone countries, the early warning
system is weak, expensive and under-resourced. 13 Vaccination and antiviral drugs –
“two of the most important response measures for reducing morbidity and mortality
during a pandemic” 14 – will be inadequate given present trends. 15 Even if this
problem is resolved before the next pandemic hits, there is also the ethical dilemma of
how those will be equitably delivered, particularly at the start of a pandemic.
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Border control, as rightly pointed out by this session’s problematique, is the
last line of defence in the event of a pandemic. And yet, with a virtually unstoppable
flow of two billion airline passengers worldwide per year, 16 the boom of low-cost
travel in Asia, and China emerging as the largest market for commercial aircraft
outside the United States, 17 even this frontier buffer seems highly fallible.
Sheer numbers aside, the effectiveness of border control on curbing a
pandemic raises several complications. First, even with departure and arrival
screening, there is a limited probability of successfully detecting an asymptomatic
incubating virus. Without any obvious signs or symptoms of infection, it would be
very difficult to detect a known disease let alone identify a hitherto unknown strain.
Taking the example of the 2003 outbreak of SARS, WHO concluded that the best
estimate of the maximum incubation period is 10 days. 18 By contrast, many flights
within Asia and onward take less than 24 hours. Thus, an individual who has not
displayed symptoms of a pandemic may be free to enter into contact with the wider
public until full onset of the disease. As an example, a study of border control
measures undertaken in Canada at the height of the SARS outbreak revealed that none
of the five SARS patients entering Canada from March through May 2003 bore signs
of symptoms of the disease during transit through airports. 19
A longer journey time of 48 hours may or may not detect infection but this
would also depend on the ready availability of adequate and rapid diagnostic tests at
the point of departure or entry. In the event that symptomatic infected arrivals do not
recognize their symptoms as those of a pandemic, they may not voluntarily present
themselves for screening by medical authorities at the port of entry. Worse still, they
may falsify information if they do indeed have information about their disease.
While no additional cases of airline transmission of SARS spread after the
WHO recommended exit screening on March 27, 2003, research data from China
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(including Hong Kong and Taiwan) indicate that only 1 probable case of SARS was
detected among 1.8 million travellers who completed exit health questionnaires. 20
Second, where an infected traveler develops and displays symptoms in-flight
and quarantining is instituted, modeling has shown that the risks of in-flight infection
are actually lower than perceived. This finding assumes that aircraft ventilation and
filtration system are operational. 21 A study published in the Lancet revealed that
although there is a risk of TB within the aircraft cabin, no case of active TB
transmitted by air travel has been reported. Transmission is more likely within two
seat rows over a flight longer than eight hours. The risk drops if 50 percent of the
cabin air is recycled. Even with a highly elevated transmission rate in-flight, the delay
of infection would only be marginal.
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Further, simple practices of good hygiene

have been proven to reduce the risk of disease transmission. Although SARS was
spread on board five flights in March 2003, no additional on-board transmissions
occurred after the WHO issued in-flight precautionary guidelines urging passengers to
frequently wash their hands, and cover their mouth and nose when coughing. It
recommended the use of face masks only for symptomatic passengers. 23
Third, border controls that include mandatory testing, conditional entry, and
quarantining raise the spectre of discrimination and violation of an individual’s
freedom of movement and dignity of person. These rights and liberties may
undoubtedly be derogated from in the event of a threat to public health, 24 such as a
fatal pandemic, but may appear discriminatory to at-risk individuals, for example
those living with HIV/AIDS. The WHO’s position is that there is no public health
justification for entry restrictions that discriminate solely on the basis of a person’s
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HIV status. However, in the past two decades, there have been more countries
imposing various forms of travel restrictions on HIV-positive people. 25
Fourth, border control is not always pragmatic because of their low costbenefit yield. Travel advisories often create a negative chain impact on the travel,
tourism and hospitality industries causing an economic disruption that is not always
proportional to the health threat in question. As it turned out, SARS was not as
contagious and dangerous as the 1918 Spanish flu but in light of SARS in 2003,
Cathay Pacific reduced its services within Asia by 4 percent while Qantas reduced its
international flights by 20 percent from April till July 2003.26 Tourist arrivals dropped
between 20 to 70 percent in April 2003 for the SARS-hit economies in Asia though as
the outbreak tempered, the declines became smaller. 27 The Asian Development Bank
(ADB) priced the total cost of SARS to East and Southeast Asian economies in 2003
as US$18 billion in nominal GDP terms, or US$60 billion in the overall loss of
demand and business revenue. 28
Moreover, entry and exit screenings for all passengers not only result in
additional delays at airport points but are also not always complete, accurate, or easy
to navigate. An Australian study of international arrivals at Darwin airport during the
SARS outbreak showed that of the 384 people interviewed from Southeast Asia, 16
percent did not hear the in-flight announcements for screening and 7 percent did not
understand English. 29 More significantly, combined results from Canada, China
(including Hong Kong) and Singapore revealed that no cases of SARS were detected
by thermal scanning upon entry among more than 35 million international travelers
scanned from March to July 2003. 30 Similarly, no cases of SARS were detected
through thermal exit scanning among more than 7 million travellers. 31 Probable or
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suspected SARS was diagnosed in 21 (0.03 percent) of 80,813 travellers into Taiwan
though none of them were detected by thermal scanning upon entry. 32

Conclusion: necessary but insufficient
Certainly, border control for pandemics is essential in a shrinking world where travel
times have been shortened and international air travel is now available to the masses
on an unprecedented scale. Nevertheless, on balance, studies reveal that nonpharmaceutical public health interventions targeting travellers have a limited effect on
containing or controlling dangerous, infectious diseases. In particular, border control
can create an illusion of security and reassurance that, measures notwithstanding, can
quickly be shattered with the onslaught of a pandemic across borders. The WHO
notes that “the value of border screening in deterring travel by ill persons and in
building public confidence remains unquantified”. 33
Research results and findings from the SARS outbreak in 2003 – the best
probable modern-day example of a pandemic – show that the resources invested in
expensive thermal scanning machines should have been better applied to strengthen
screening and infection control capacities at points of entry into the healthcare
system. 34 As one study note, “short of preventing international travel altogether,
eradicating a nascent pandemic in the source region appears to be the only reliable
method of preventing country-to-country spread of a pandemic strain of influenza”. 35
Until such unlikely time, resources would be better directed to educational, preventive
and healthcare frameworks and institutions in this region, within and among countries.
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