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ABSTRACT 

 

PUBLIC HEALTH POLICY: AN ETHICAL ANALYSIS OF QUARANTINE  

 

 

 

 

By  

Dina M. Alqahtani, MA, BA 

May 2019 

 

Dissertation supervised by Henk ten Have, MD, PhD 

     As a public health measure quarantine has both historical and contemporary significance both in the 

United States and abroad. On the surface it represents a low-cost, low-tech way in which the spread of 

disease can be mitigated as its core requirement is that those who may have been exposed to an 

infectious agent are kept away from those who have not been exposed to that agent for enough time to 

determine whether or not infection has been spread. This has been utilized for centuries with both 

limited questions and scattered, inconsistent, or impossible to achieve oversight and goals. In 

understanding this situation, it is imperative for the global healthcare community to begin both asking 

and answering questions relative to both how ethical and how effective quarantine truly is in a world 

which has become, and will likely remain, globally connected. In providing answers to these questions 

there are several interrelated aspects which have been explored. The factors include the broad role of 

quarantine in a globalized world, the public policies and legislation which govern the implementation 

of quarantine the increased and increasing risk of global epidemics and pandemics, the ineffectiveness 
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of quarantines as they currently exist, and the ethical dilemmas which have been, and are currently, 

associated with quarantine implementation. This dissertation explores in depth the roles of each of 

these factors as they relate to both the previous and contemporary role of quarantine as well as its 

ethicality and efficacy. Utilizing extensive research in the fields of infectious disease, healthcare 

legislation and policies, bioethics, public and public health ethics, the researcher found that in 

exploring the nature of contemporary quarantine that it is neither wholly ethical or effective. As such 

there need to be significant changes made in order to ensure that future quarantines both in the United 

States and abroad are carried out in a manner that is both ethical for all participants as well as truly 

effective in working to mitigate the spread of infectious disease. 
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Chapter One-The Problems Relative to Quarantine in an Increasingly Globalized World 

In an increasingly globalized world public health concerns represent a threat level of a new 

magnitude, taking on a greater and graver meaning than they have before. This is especially true 

when addressing the interrelated topics of infectious disease as a public health concern, the 

debate which ranges between public health and public trust, and the role that quarantine can and 

does play in paradoxically fuelling and assuaging concern relative to public health and 

subsequent population safety. It is only in considering the way in which these subjects work both 

independently and together that it is possible to understand the full scope of the problems that 

surround quarantine in a world which is becoming more tangibly connected than it has ever been 

at any other point in history. 

 

A. Infectious Disease as a Public Health concern  

 Before delving into the role of infectious disease as a public health concern, it is 

necessary to provide a clear understanding within the context of this work relative to the way in 

which infection and by extension infectious disease is being presented. Noting this, infection can 

be defined as what occurs when one organism is invaded by another, smaller, infecting organism. 

There is no singular type of infectious agent, nor is there a singular means by which infection can 

occur. However, all infectious diseases share the same chronology which is made up of three 

distinct time periods including the pre-infectious or latent period, the incubation period, and the 

infectious period. The pre-infectious period is the time from which the host is first infected until 

the time the host is able to infect someone else. The incubation period is the time from the 

infection until the onset of the clinical disease. The infectious period is the span of time from the 

end of the pre-infectious period to the point where it is impossible for the host to infect others.1 
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Essentially, infectious disease is both varied and variable. Based on this it can be presented as 

being particularly problematic from a medical standpoint. This is due to the fact that there is no 

one source point, multiple ways in which infection is possible, and while the general 

chronological nature of infectious diseases exists as a constant, what can, and does, fluctuate is 

the length of time that each of these distinct periods may take over the course of the particular 

disease lifetime based largely, if not wholly, on the disease itself. 

 As a health issue, infectious diseases are not just the concern of the individual or their 

immediate connections e.g. family, friends and co-workers. The very nature of such diseases, i.e. 

the rapid rate at which they can spread and in some cases, mutate means that as a whole they 

exist as a concern for the public at large. This is especially if true in instances where for 

whatever reason the diseases are not carefully, understood, monitored, treated or controlled.  

 One estimate projects that there are over 1,400 pathogens that can infect human beings.2 

Regardless of age, sex, lifestyle, or socioeconomic status infectious diseases exist as a continuing 

threat for all individuals. Such diseases are responsible for over 13 million deaths per year, and 

in developing countries count for one in two deaths. They are also the primary cause of death in 

developing countries.3 Therefore in looking at infectious disease as a cause of public health 

concern it is not enough to be aware that they exist, or even to look at the ways in which they can 

be combatted. Instead there are more important factors which must be addressed. In this vein, it 

is imperative to consider why and how infectious disease persists.  

 In understanding how such diseases are spread as well as why they have not been 

eradicated, it is possible to gain a greater understanding of the overall affect which they can have 

on public health. Also, what must be addressed is how infectious disease is perceived. In looking 

at the manner in which infectious disease is viewed by the public at large it is possible to glean 
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insight relative to both the threat that such diseases are believed to pose, and the threat which 

they may actually pose. It is only in providing such a thorough analysis that it becomes possible 

to truly understand the relationship between infectious disease and public health.  

 Invariably the concept of quarantine needs to be considered as a prominent factor in this 

relationship. Noting this, it can be presented that while well intentioned the measure of 

implementing a quarantine can serve to cause more problems than it solves in the modern world. 

Problems which are ignored at the risk of a more significant peril. 

 

1. The Persistence of Infectious Disease 

 The existence and spread of infectious disease is an undeniable issue within the 

contemporary global healthcare community. The question that looms large is “why?”. 

Unfortunately, however there is no singular or simple answer.  

 Decades ago infectious disease was believed to be on the verge of eradication. With 

developments in sanitation, immunization, and antibiotics as well as other public health and 

scientific milestones it seemed as if the end of infectious disease was imminent. Bolstered by the 

elimination of smallpox, the near conquering of polio, and diseases such as diphtheria tetanus, 

and yellow fever largely under control, a new era in health care seemed to be dawning.4 However 

in 2017 infectious disease still persists and in some cases is more virulent than ever. 

  It is plausible to present that the persistence of infectious disease can be rooted in several 

key factors which are both historical and contemporary in nature. These factors include the 

strides both past and present that have been made to combat infectious diseases, the intrinsic and 

extrinsic risk factors for infection, what is currently being done to combat infectious disease, and 

how migration, emerging and re-emerging infectious diseases, drug-resistant infections, and 
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global warming all serve to contribute to the persistence of infectious disease globally. 

 It would be remiss to attempt to engage in discourse relative to the contemporary nature 

of the persistence of infectious disease without addressing these types of diseases from a 

historical standpoint. In this vein, what must be considered is threefold. First, there is the matter 

of how infectious disease was dealt with before it was understood scientifically. Second, there 

has to be an understanding of the role the discovery of what caused infectious diseases served to 

play in how they were treated. Finally, what has to be addressed are the fallacies relative to the 

early infectious disease control measures. 

 Infectious disease was not always viewed in a scientific manner. Instead of understanding 

that there existed an underlying medical root cause many individuals attributed infection and by 

extension the sicknesses, and in some instances entire epidemics to superstitious beliefs or causal 

relationships. This was not a matter of wilful ignorance, but instead directly related to a lack of 

technology. For example, until the 17th century there was no instrument that was capable of 

sufficient magnification to make microorganisms visible to the eye, and even once such lenses 

were developed the research of the scientist who utilized them was not widespread and remained 

dormant for close to 200 years. As a result, individuals, including those in the scientific and 

medical communities had to rely on what they knew, or what they believed they knew about the 

manner in which disease was spread. In the beginning of the 19th century there was still a 

reliance on observation as a means of providing an answer to the question of how disease was 

spread. Almost simultaneously Hungarian physician Ignaz Semmelweiz and American Oliver 

Wendell Holmes came to similar conclusions regarding the way in which infectious agents were 

transferred. In terms of the former, in response to a high rate of puerperal fever in Europe, 

Semmelweiz believed the cause to be midwives inadvertently infecting patients. This was a 
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logical assessment after the additional observation of many physicians going from patient to 

patient or from an autopsy to a delivery without washing their hands in between the two actions. 

In seeking to combat the spread of infections he instituted methods for handwashing in a 

chlorinated solution for all physicians and nurses. Despite the fact that this did lead to a 

reduction in infections, Semmelweiz had an abrasive personality and was ridiculed by his 

colleagues. In terms of the latter Holmes observed that women who had home deliveries suffered 

from fewer infections than those who gave birth in hospitals. Similar to Semmelweiz he 

concluded that these infections were the result of person to person contact and specifically 

carried on the hands of physicians and midwives.5 While the twinned thoughts of Semmelweiz 

and Holmes did serve to address the infection of individuals in part, they failed at being fully 

correct in terms of how infection worked. 

 Medical understanding of the relationship between microorganisms is fairly recent in 

nature, dating back only to the late 19th century. Specifically, during the second half of the 

second century there were two shifts in overall scientific thinking and inquiry. First, there was a 

great deal of discussion among scientists relative to the origin of living matter. This discussion 

turned into debate and it was ultimately settled by scientist Louis Pasteur who after conducting a 

series of experiments was able to demonstrate that microorganisms are present in air and in 

liquid. Second, it was during this same time period that there were a number of scientists and 

doctors who were working to address a variety of scientific and medical problems in Europe. 

Through the observations and contributions of these individuals it was possible for the first time 

to see the bigger picture of how microorganisms survive, reproduce, and cause disease.6 

 The discovery of microorganisms as the cause of many serious diseases in the 19th 

century was the impetus for disease control measures.7 Medical texts from that era highlight both 
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what was known and what thought to be known about infectious agents. In that vein the 

information presented cautioned against practices such as allowing infectious material to be dried 

and pulverized for fear that it would be released into the air, and the need to take precautions by 

paying attention to things such as the water supply, the cleanliness of rooms, and the clothes and 

bodies of individuals.8 This early medical advice is akin to much of what is known currently 

about the correlation between hygiene and the spread of infection in that it serves to focus on a 

separation of infectious materials and healthy individuals for fear of the disease being further 

spread. While such measures are well intentioned, they alone did not and do not serve to stop the 

spread of infection. 

 As the 19th century progressed and the 20th century dawned it was found that there were 

other factors not related to carelessness with infectious agents or poor hygienic practices that 

could lead to diseases being spread.9 Instead, there are both intrinsic and extrinsic factors which 

have to be taken into account when considering both how infectious disease is spread, and what 

it is about those factors which allows infection to persist.  

 There are numerous intrinsic risk factors which serve to make a person more susceptible 

to infectious diseases. Such factors include but are not limited to nutrition and high risk 

behaviour.10 In both instances it can be presented that increased susceptibility serves to directly 

correlate, at least in part, to an individual being less able to stave off an infection should they be 

introduced to an infectious agent based on compromised health, compromised mental capacity, 

or dangerous lifestyle choices. 

 Infection and nutrition have always been linked.11 However this link has not always been 

clearly understood. The correlation between the two can be dated back to at least the seventeenth 

century within America. While historical data in this regard is scarce, it is possible to make some 
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generalized connections. For example, American colonists of this era are known to have suffered 

from frequent food shortages and malnutrition. This lack of a healthy diet, coupled with other 

risk factors at the time led to death from infectious diseases for many individuals.12 In spite of 

limited historical data, contemporary science has served to prove causal links between nutrition 

and susceptibility to infection. In the 1950s while it was believed that there was a connection 

between infection and diet, the link was thought to be solely relative to protein deficiencies as 

opposed to the broader issue of malnutrition. Based on work done in Central America, South 

Africa, Mexico, and Chile, research after 1959 revealed a more significant connection between 

overall nutrition and infection. In 1968, the World Health Organization (WHO) published 

“Interactions of Nutrition and Infection” which suggested an synergistic relationship between 

malnutrition and infection. In the 1970s metabolic consequences of infection and the relationship 

between malnutrition and cell mediated immunity were first elucidated. Additional advances 

were made between 1970 and 1980 with improved tools and human studies along with better 

animal models that proved malnutrition was not unique to children.13  Between 1990 and 2000 it 

became a widely-recognized fact that micronutrient deficiency existed as a conditioning factor in 

the response of a host to infection. Additionally, it was well documented that the deficiency of 

minerals such as iron and zinc served to impair immune functions in both experimental animals, 

and to some extent in humans as well.14 What all of this serves to underscore is the correlation 

that exists between nutrition, or rather malnutrition, and infection, proving its potential impact, 

and by extension potential effect on individuals as an intrinsic risk factor for the susceptibility to 

illness. 

 While the relationship between nutrition and infection can be viewed as being singular 

e.g. poor nutrition/high infection risk versus good nutrition/lower infection risk, the relationship 
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between high risk behaviour and infection can be viewed via the lenses of two broad activities. 

These two activities include changing sexual practices/mores and intravenous drug use. These 

two behaviours are not the only high risk activities that an individual can engage in, however 

they may be the ones most likely to lead to the contraction of an infection. The rationale for this 

assessment stems from the intimacy of these two behaviours not on an emotional level, but rather 

on a physical one. 

 In understanding the transmission dynamics of infectious disease, particularly those that 

spread sexually, it is possible to gain great insight into how epidemiologic trends can be 

explained. This is due to the fact that specific behaviours can aid in the transmission of sexually 

transmitted infections (STIs), determine differences in risk, and help define the rates of disease in 

selected groups.15 Essentially, such an understanding can provide insight into why and how STIs 

in particular persist. For example, in placing focus on the Internet as a new/newer medium via 

which sexual partners can be found it is revealed that while some individuals are able to decrease 

the spread of HIV, that they may actually be responsible in part for the spread of other STIs.  

Based on both the scope and virtual anonymity offered by the Internet what occurs are increased 

interactions between individuals who feel disenfranchised. Acting as a meeting place the Internet 

allows for them to approach each other without social stigma attached. While this is true for 

many groups, empirical evidence has highlighted it as being particularly true for men, both those 

who identify as homosexual and those who do not, who are seeking to engage in sexual activity 

with other men. Men seeking men in an Online environment have been found to be more likely 

to have more casual sexual partners, report higher rates of unprotected sex, utilize recreational 

drugs and/or medications meant to enhance sexual performance, and report sex with an HIV 

Positive individual at rates higher than those of their counterparts who seek sex offline. Even 
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among HIV Positive males who disclose their status Online and seek out HIV Positive partners 

as a means of decreasing the spread of infection can engage in sexual behaviour which increases 

it. Evidence suggests that among these men there is an increased risk of other STIs if they are 

engaging in unprotected sex.16 The increased risk of STIs is a reality for anyone who engages in 

unprotected sex, however it can be suggested that among this particular group it can be 

particularly problematic if they are focused solely or primarily on not infecting others with HIV 

and therefore may lack situational awareness about their risk of other infections. Coupling this 

potential lack of knowledge with the fact that they may have more casual sexual partners 

suggests that the actions of this group, and similar groups, can contribute greatly to the 

persistence of infectious disease, specifically STIs. 

 High risk activity is not limited to certain sexual practices. Noting this, intravenous drug 

usage, as opposed to drug usage of other kinds is also a high risk behavior. As such intravenous 

drug users are also at an increased risk for infection. Of particular concern is the transmission of 

infections such as HIV and hepatitis. What must be understood is that it is not the drug usage 

itself that is inherently problematic in this regard, but rather the way in which the drugs are being 

used. Relative to the spread of infection the issue lies in the fact that injection devices are 

shared.17 It can be posited that individuals who are so desperate to do drugs that they would share 

needles as opposed to procuring needles of their own are far more interested in the short term 

effects of the drug than they are in the potential long-term health implications. Based on this 

intravenous drug users who are infected with communicable disease(s) can be seen as unique 

vectors for infection who contribute either knowingly or unknowingly to the persistence of 

infectious disease not because of what they are doing per se, but rather because of how they are 

doing it. 
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 Like intrinsic risk factors, extrinsic risk factors for infection are also varied in nature. 

These factors include, but are not limited to, the socioeconomic status and education of the 

individuals who may be affected.18 In both instances it is possible to compare past epidemics 

with present concerns as a means of conveying the roles in which these extrinsic factors have on 

the persistence of infectious disease. 

 While infectious disease can impact individuals regardless of socioeconomic status, it 

would be remiss to ignore the causal link between a low socioeconomic status and an increased 

risk of infection. Empirical evidence has found that there are infections which are acquired as a 

result of factors such as crowded living situations, and that factors such as marital status can play 

a role in whether or not an individual is more susceptible to infection.19  

 When considering the role of socioeconomic status and infection, it would be remiss to 

view it solely as an issues which affects the individual. Instead, socioeconomic factors and the 

ways in which they impact infection, must also be considered within the broader framework of a 

community setting. 

While there is a great deal which remains unknown about the exact ways in which social factors 

serve to affect different health outcomes, and greater consideration needs to be given to what 

causes risk prone behaviors, e.g. smoking and poor diet, to develop,20 what cannot be denied is 

that while the infection of a single individual is problematic, that the same infection 

incapacitating a community can be catastrophic. Noting this careful focus needs to be placed on 

the relationship between socioeconomic factors and infections specifically as they exist on a 

community level. Empirical evidence presents numerous examples of this both in a historical and 

contemporary sense. While it would be implausible to address every instance in which 

socioeconomic factors served to influence infection and its spread, it is possible to take an in 
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depth look at selected instances as a means of illustrating the issue. By carefully considering the 

correlation between socioeconomic status and infection in both the past and present it is possible 

to see both how this issue occurs and why it continues to be as pervasive as it is. In this vein, it is 

crucial to look at two core socioeconomic issues: income and education. In terms of the former 

focus can be placed on both the 1918 influenza epidemic especially as it served to affect the 

Navajo population and present-day third world countries. In terms of the latter emphasis can be 

placed on empirical evidence which has found a correlation between a lack of education and 

infection in numerous countries. While these examples are from different continents and 

different periods in history, they are representative of the same problem. 

 In focusing on the role of low income and infection, attention can be turned to the 1918 

influenza outbreak. In 1918 influenza existed as a new disease, as a result neither scientists or 

medical professionals had a cure. Initially the disease was considered to be socially neutral in 

that it seems to infect individuals regardless of their nationality, ethnic group, or social status. 

However, it was discovered that there were substantial social differentials relative to the lethality 

of the disease. In looking at the impact of the disease among Native Americans in particular it 

was discovered that lethality varied greatly based on tribe. For instance, based on case and 

mortality statistics compiled in 1919 by the US Public Health Service less than 1 percent of the 

Native Americans in Oklahoma, Wyoming, Kansas, and Michigan died from influenza. This is in 

stark contrast to the impact influenza had on other groups such as the Alaskan natives where 

entire communities were afflicted, and in one area the rate of infection was as high as 10 percent 

among females, and 30 percent among males. It has been determined that one of the key factors 

relative to these differences was socioeconomic status. Specifically, individuals who were poor 

were more likely to contract the illness and more likely to die from it. Individuals who were 
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more well off financially tended to be healthier overall and more well-travelled which 

contributed in part to prior exposure to illness, and if they became ill they had better access to 

medical care and where able to retain more assistance to aid in their recoveries. Additionally, 

they could literally afford to take time off from work in order to rest and recover, were better fed, 

and were better sheltered while they were ill. While rich individuals did die from influenza, those 

rates were lower because of the type of care they could receive.21 This basic information 

regarding the effect of influenza based on socioeconomic status serves to provide the framework 

for addressing it in relation to the Navajo tribe.  

 In 1918, the Navajo tribe was not merely poor, it was essentially impoverished. Statistics 

from the mid to late 1900s showcase that of sixty-five Indian jurisdictions, the five Navajo 

agencies were consistently at or near the bottom. The tribe ranked 45th, 47th, 53rd, 57th, and 

65th in individually owned property and 36th, 37th, 44th, 59th, and 64th in per capita individual 

income. While such indicators serve to ignore collective or familial property, they still service as 

a means of illustrating the overall socioeconomic position of the Navajos. Moreover, it is 

understood that even if collective resources were in place that they were not relevant to health 

care delivery or services in a manner that would have mirrored what was available to a wealthier 

tribe or more well off socioeconomic group. The effective delivery of medical services during 

this period was all but non-existent in nature as evidenced by a lack of medical resources and 

hospitals which were underfunded or otherwise inadequate. As a result, government health 

workers had to resort to utilizing the limited means available to them, an act which ultimately 

resulted in causing greater public health concerns for the reservation as a whole.22 What must be 

understood is that while the impoverished nature of the Navajo tribe did not necessarily cause the 

influenza epidemic that it was a causal factor relative to why they were so susceptible to its 
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effects. 

 As a whole the Navajos were weakened because of decades of subpar medical care. 

Among the tribe there were frequent epidemics of childhood diseases, and widespread 

tuberculosis and trachoma. In the early 1900s the medical conditions of the community were 

especially problematic. This issue was further exacerbated by the onset of World War I as 

doctors and nurses on the reservation volunteered for military service.23 The subpar medical care, 

the spread of disease, and even the choice of the doctors and nurses to leave the reservation in 

favour of serving in the war can all be linked back to the looming socioeconomic issue because 

proper medical care requires money, and those who are better educated are generally more likely 

to look for a way out of bad situation. 

 While socioeconomic factors were not the only factors which aided in the particular 

virulence of the 1918 influenza epidemic among the Navajos, their role can be viewed as critical. 

The poverty of the tribe served to make them more susceptible to becoming infected and once ill, 

their inferior medical infrastructure cause the illness to have a much greater impact than it did in 

other areas. The effect of socioeconomic status on infection is unfortunately one which remains 

in the 21st century. 

 As aforementioned infectious diseases are especially taxing on the developing world. 

This is related to income, or more accurately the lack thereof. In addition to the manner in which 

individual health is effected, the overall well-being of the community is at risk too. Just as 

infectious disease can cause a deterioration in health, it can also serve to adversely impact the 

socioeconomic status of a community, creating a cyclical effect in which poverty begets 

susceptibility to infection, infection begets poverty and so on ad infinimun. Far from being an 

unproven hypothesis, the 2002 Macroeconomics and Health Report to the WHO recognized the 
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synergistic relationship that exists between economic development and infectious disease, 

denoting that economic growth is not possible without a healthy population.24 Healthy 

populations however do not occur in a vacuum. Without access to regular and competent care it 

cannot be expected for individuals to be able to either withstand infection, or to stave it off 

should they become infected. Therefore, in developing countries where healthcare may be 

limited or less than adequate it is implausible if not impossible for improvements to be made to 

socioeconomic conditions. 

 Having addressed the extrinsic risk factor of socioeconomic status via income, it can 

further be addressed in terms of education. This can be addressed in two key ways. First, there is 

the relationship that exists between low levels of education and infection. Second, there is the 

relationship between lack of information and infection. In both of these instances, just as the role 

of education is different, the risk for particular infections varies as well. 

 In looking at the ways in which low levels of education impact infection focus can be 

placed on Guatemala, the United States, and Africa. In looking at Guatemala and the United 

States, in each of these countries a relationship has been found between low levels of education 

and respiratory infections. 25 Noting that Guatemala is considered a developing country while the 

United States is viewed as a first world country, it can be posited that the role of education as an 

extrinsic risk factor for infection is especially powerful. In looking at the continent of Africa as a 

whole findings suggest that at least for women, those who are able to attain higher education 

levels i.e. secondary education and higher, have a lower risk for contracting HIV.26  

 Equally problematic to low levels of education is the outright lack of education as it 

relates to infection. Despite what is known about the spread of many infections, there are 

instances where this information is not made available to the populations that would most 
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directly benefit from it. A prime example is the manner in which HIV/AIDS education is handled 

in places like Africa. As already presented the mere act of a woman achieving a secondary 

education or higher may serve to decrease the risk of infection. The “why” behind this stems 

directly from the fact that at the level of education there is both a greater exposure to information 

about the manner in which HIV is prevented, as well as an increased understanding about the 

link between the sexual behavior(s) of an individual and the risk of HIV infection.27  

 Having addressed the manner in which infection spreads as well as both the intrinsic and 

extrinsic factors which increase susceptibility, attention must be placed on the strides which have 

been made relative to mitigation. In this vein it is necessary to look at core efforts of the 19th, 20th 

and 21st century. By exploring initiatives era by era, it is possible to more clearly showcase the 

dual roles of information as innovation as they directly related to working towards slowing the 

spread of infection. 

 In the 1890s the understanding surrounding infection was still in its infancy. However, 

this did not prevent medical professionals from attempting to take a proactive approach. In 

addition to the prior mentioned initiatives relative to hygiene i.e. more explicit handwashing and 

cleaning measures and methods, nursing care was also provided as an option in some instances. 

In both New York City and Chicago nurses did their work without the benefit of vaccines or 

antibiotics. Instead there was a reliance of a regimen of care which they either provided directly 

or provided instructions for so that the family of the infected could care for them. Nurses were 

instructed to avoid direct contact and explicit instructions were provided as a means of 

attempting to reduce the spread of infection. Additionally, it was during this era that the practices 

of isolation and quarantine were largely relied on as means of reducing the spread of infection.28 

 Isolation and quarantine were also viewed as important measures of reducing the spread 



 

 16 

of infection in the early part of the 20th century. However, by this time they were not necessarily 

considered as progressive as they had been previously because of the fact that they could be 

biased based on race or class, and in some cases were seen as a defector means of dealing with 

segments of the population who were viewed as undesirable.29 Despite this however, 

considerable progress towards curbing the spread of infection was made during this century, 

particularly in the 1970s and 1980s. During these two decades, additional vaccines were 

developed along with anti-infective, and additional methods for disease prevention and 

treatment. It was also during this time, in conjunction with the beginning of the HIV/AIDS 

epidemic on a global scale that the public collectively awakened as well relative to matters of 

infection transmission and prevention.30 

 In the midst of the 21st century the focus of infection control centers around efforts which 

can be classified as near all encompassing in nature. The goal of these strides is to reduce the 

global burden of infectious disease and as such they are practical efforts not rooted solely in the 

field of science or medicine, but which also address social situations and settings as well. 

Exemplary of this consideration can be given to The United Nations Millennium Development 

Goals (MDG). As a whole they serve to be representative of the effort to think globally about 

health and health related issues. Similarly, consideration can be given to The Gates Foundation’s 

Grand Challenges in Global Health Initiative. The overarching goal of this initiative is to work 

towards and ultimately achieve the scientific breakthroughs that will provide solutions for the 

problem of diseases like tuberculosis and AIDS which can affect individuals everywhere while 

paying special attention to the infections and diseases that serve to disproportionately affect the 

poorest individuals on earth. Finally focus can be placed on The Council of Science Editors. 

Collectively they organized a global theme issue on poverty and human development. This issue 
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involved over 230 science and biomedical journals and served to focus on numerous issues 

relative to health and infections including interventions meant to improve health among the poor. 

These programs can be seen as being representative of a much larger sample of current century 

initiatives intent on looking squarely at the big picture and its overall impact relative to infection 

and the manner in which individuals are infected. 31 Just as the efforts of the 19th and 20th century 

served to influence the work being done relative to infection prevention currently, it is likely that 

the work being done currently will be foundational in terms of offering insight to the infection 

control measures which follow in coming years. 

 It is obvious that since the discovery of infectious agents, the manners in which they can 

be transmitted, and the steps that can be taken to mitigate infection, that the medical community 

has worked tirelessly to address this issue for the problem that it is. After over two centuries of 

work however infections still spread, and in fact do so more efficiently now than they have at 

any other point in human history. While this is not by design, it is also not entirely by accident 

either. As human beings continue to progress an unintended, and highly consequential side effect 

is that infection has served to persist as well. More disturbing though is the fact that infections 

have not as a whole been particularly weakened; instead they can on some level and in some 

instances be viewed as thriving. The fact that infectious agents continue to spread can be 

attributed to several core factors. These factors include migration, emerging infections, drug 

resistant infections and global warming. While these factors are all interrelated in that they serve 

to aid in the further existence and subsequent spread of infection, they are all unique in the 

manner in which they work and as such must be viewed and moreover understood individually. 

 The role of human mobility patterns relative to the spread of infectious disease and how 

to design control strategies to combat them cannot be understated. These patterns have been 
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responsible for introducing infectious agents into areas where they were previously non-existent 

e.g. the spread of HIV/AIDS which first emerged in the 1980s and is currently in numerous parts 

of the world.32 In addition the world itself has become more accessible. In the wake of greater 

global transportation and connectedness it is possible for any location on earth to be reached in 

less than 36 hours. This time frame is significant because it is a time frame that is shorter than 

the incubation period of many diseases, which may need to be in the body for days or weeks 

before physical symptoms begin to make themselves manifest in an individual.33 Such a reality 

cannot be ignored by rational thinkers as it is representative of one of the primary threats that 

exists in terms of effectively and efficiently working to curtail how infectious agents are spread. 

 Equally, if not more problematic that the threat potential represented by the relationship 

between migration and infectious agents, is the issue illustrated by emerging infections. 

Emerging infectious diseases can be sorted into one of several categories; 1. diseases that are 

truly new, 2. diseases that are newly recognized, 3. re-emerging diseases that represent well-

known infectors which are reappearing after a decline, and 4. unexplained syndromes awaiting 

new insight.34 There are several factors which can be seen as being directly linked to emerging 

infectious diseases. First, there are demographic factors. These include, but are not limited to 

population growth, and housing density. Second, there are social and behavioural changes such 

as more liberal sexual behavior, widespread travel for both professional and personal purposes, 

and the increased usage of child care. Third, there are advances in health care technology. Such 

advances which have been designed as a means of working to combat disease can in fact 

contribute to it especially in relation to the development of infections that are drug resistant. 

Next, there are changes in the manner in which foodstuff is prepared. Processes such as mass 

production, water processing, and antibiotics in animal feed can all be contributing factors. Also, 
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climatological changes e.g. the results of deforestation can increase the number of emerging 

infections. Additionally, microbial evolution plays a role. This is especially true in terms of 

cross-zoonotic transmission. The final two factors include war and/or natural disasters which can 

cause a subsequent breakdown in public health, and the intentional release of infectious agents.35 

It is imperative to note that many factors which serve to contribute to emerging infections have 

been, or will be, discussed individually, and at additional length, in other sections of this work. 

That additional focus serves to highlight the manner in which infection does not occur in a 

vacuum, but is instead an issue which can, and does, serve to present itself across a variety of 

boundaries and without a single or static set of parameters governing the manner in which they 

occur and/or who they serve to affect. 

 As a whole emerging infections can be categorized as representing particularly 

challenging microbial threats to global health. This is due in part to the fact that they have such a 

large variety of causal links. However, it is also due in  part to the fact that the mere existence  of 

these infections serves to disprove the predictions of the past century that claimed infectious 

disease would soon be eliminated as a public health issue. While many of these diseases appear 

in developing countries which lack proper sanitation, it should not be misunderstood or 

misrepresented that industrialized countries are somehow immune to these types of infectious 

agents – they are not.36 This should be apparent from the many contributing factors that allow 

emerging infections to develop, it can however be more clearly illustrated by looking at 

information that serves to suggest that despite the numerous ways in which emerging infections 

can develop that ultimately their existence, especially within in industrialized countries can be 

traced back to two overarching issues. 

 While inadequate sanitation is often the cause for the prevalence of new and re-emerging 
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infections in the developing world, in industrialized countries it can be presented that the catalyst 

for the spread of these particular types of infections is different. In some cases, remerging 

infections are a matter of a break down in infrastructure. In other cases, the most likely culprit is 

a matter of ignorance. 

In terms of the former consideration can be given to outbreaks of cryptosporidiosis. As an 

infectious agent, it is a gastrointestinal protozoan which was first described in 1907 with the first 

cases being identified and reported in 1976.37 Since its first identification in the late 1970s it has 

been deemed responsible for a number of large outbreaks of diarrheal illness in communities.38 

In many of these instances there has been a failure of infrastructure on some level.  Exemplary of 

this consider that the largest known outbreak of cryptosporidiosis which occurred in the spring of 

1993 in Milwaukee, Wisconsin and impacted an estimated 403,000 individuals was the result of 

a waterborne outbreak that is believed to have originated at water treatment plants in the area.39 

In the event that there had not been an issue at these locations, or had the infectious agent been 

discovered sooner, it is likely that the outbreak would not have occurred, or that if it had 

occurred that it would have served to affect a significantly lower number of individuals. In terms 

of the latter focus can be placed on a refusal of parents and caregivers to vaccinate their children. 

On a global scale vaccination in general has been proven as a powerful and economical means of 

controlling infectious disease.40 However, as evidenced by outbreaks of infections such as 

measles there are some particularly dangerous infectious agents and to say that they are public 

health threats is oversimplification of the issue. It is the most transmissible disease presently 

known to humans, and exists as one of the top causes of death in children globally. Despite these 

facts however, immunization rates for measles in certain areas of the United States and Western 

Europe have either plateaued or decreased.41 Expert opinion links this phenomenon to a now-
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debunked claim which erroneously alleged that there was a correlation between the measles 

vaccine and autism. The result of this claim was ultimately that a generation of parents were in 

many cases adversely influenced by information which was not scientifically or medically sound, 

and which failed at being ethically responsible. Couple the false autism link with the fact that 

many contemporary parents do not have any first hand experience with measles. Due to the fact 

that they have not had to deal with measles personally, they can make the choice to be unaware 

of its infective properties, and its morbidity and mortality rates. This lack of experience 

decreases the sense of urgency to vaccinate that may have been present in parents in the prior 

centuries which further serves to decrease the amount of parents who are choosing to vaccinate 

their children.42 In the broadest sense parents and caregivers who choose not to vaccinate their 

children are not making personal health decisions, instead because of the nature of infection and 

the manner in which it is spread they are effectively making public health decisions. Such 

choices can be dangerous, if not deadly, for both their own children, as well as any individuals 

who those children may come into contact with who are either not yet immunized, e.g. 

newborns, or are otherwise immunocompromised, e.g. other children and the elderly. 

 Similar to the threat of emerging infections is the threat of drug resistant infections. There 

is a rapidly increasing number of bacteria, Para viruses, viruses, and fungi that are becoming 

resilient to a growing range of antibiotics. This poses a clear public health problem. If a microbe 

is resistant to a large number of drugs treating the infection it causes can be difficult if not 

impossible. Additionally, resistant infections are transmitted via the same means as non-resistant 

infections.43  

 In seeking to address why drug resistant infections are on the rise evidence points to two 

key causes. The first is scientific while the second is social. Neither bodes well for the future of 
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epidemiology. In looking at the relationship between science and drug resistant infections what is 

being addressed is the reaction of microbes to antibiotic usage. In introducing antibiotics as a 

means to combat infectious agents one consequence is the mutation of microbes. The mutated 

microbes and selection pressure from antibiotic usage serves to provide a competitive advantage 

to the mutated strains of infection. While antibiotic doses that are suboptimal serve as a means of 

providing a stepwise selection for resistance, this is not a feasible long term solution as 

evidenced by the fact that resistant microbes are rapidly being disseminated worldwide.44 In 

addressing the social factor of drug resistant infections what must be understood is how 

antibiotics are used. The usages of antibiotics is the main driver of the selection process that 

contributes to drug resistance, yet they are the most commonly purchased drugs because many 

end consumers do not have an understanding of the larger problem at hand. Many of these 

antibiotics are used unnecessarily, a fact which is not solely the fault of individual consumers 

seeking to unilaterally cure infections, but also the result of physicians who may be uncertain of 

how to diagnose the issue or in the course of trying to treat self-limiting bacterial or viral 

infections. While patients with resistant infections who live in in high-income, industrialized 

countries have the option in many cases of turning towards new-generation antibiotics, which are 

more expensive to acquire, patients with the same infections in developing countries have a 

higher burden relative to finding a cure and in some cases may be able to afford, or even obtain, 

second-line treatments.45 

 While second-line treatments may be presently available for drug resistant infections, it 

would be erroneous to believe that this solution will always be a viable one, even among those 

who can access or afford this type of care. This is due to both the sheer pervasiveness of 

microbes, the manner in which they exist, and the state of research and development. Human 
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beings are undoubtedly diverse creatures; however, we lack the adaptability of microbes which 

are capable of inhabiting every possible climate and environment on the planet no matter how 

inhospitable it may be to other forms of life. From the perspective of a microbe, human beings 

exist as nothing more than another environment which to inhabit which is exhibited by the fact 

that there are 5-10 times more microbes living on and in human beings than there are human 

cells in our bodies. Additionally, microbes have had over 3 billion years to learn adaptation and 

so while a bacteria is able to replicate itself within 20-30 minutes it takes human beings 20-30 

years in comparisons. In light of this information, it may be assumed that the process of 

researching and developing new antibiotics is ongoing, that assumption would be incorrect 

though. Pharmaceutical companies have been abandoning the development of anti-infectives, 

and there has been no additional measures on the part of the United States government relative to 

stimulating the research and development of new diagnostics, vaccines, or antibiotics.46 Without 

the advancement of research and development an already perilous problem is likely only going to 

become much worse. 

 Up until this point much of the focus relative to the difficulty in fighting infection as been 

closely related to the nature of infectious agents itself e.g. the manner in which the travel, 

develop, and survive/thrive. However, another core issue is the current state of the environment 

as a whole. Specifically, attention must be given to the role of global warming. The relationship 

between climate and infection is one which is well-established. Throughout history climate has 

affected both the timing and intensity of disease outbreaks. Global warming in particular 

contributes to higher rates for conditions like malaria and arboviruses. This is due to the fact that 

the insect vectors for these diseases are nurtured by warmer climates.47 

 While malaria and arboviruses are impacted by global warming, it should not be 
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misconstrued that these are the only infections which serve to benefit from this type of climate 

change. Global warming does not only play a role in the increase and spread of infections with 

insect vectors, but also those that are water borne, and those that involve wind blown pathogens. 

As evidence of this consider the rise in global warming in conjunction with air pollution and the 

increasing frequency of global respiratory diseases.48 

 It may not be possible to eradicate infectious diseases in the manner which it was once 

viewed as possible, however that does not mean that every effort should not be made in order to 

help mitigate their spread. While strides in curbing the spread of infectious agents continue face 

both scientific and social challenges, it is imperative that those challenges are addressed head on. 

It may not be possible, or even plausible to consider, the reversal of the rise in emerging or drug 

resistant infections, or global warming, however in working with the information that is 

presently available, it may be feasible to move forward in a manner that is more intelligent in 

nature. 

 

2. The Individual Perception of Infectious Disease 

 Having presented clear information relative to the manners of both why and how 

infectious disease serves to pose a public health concern, it is possible to address the way in 

which infectious disease is perceived by the individual. Individual perception is important 

because of the fact that it is in many ways based off of public information. While public reaction 

is equally, if not more important, and as such will be discussed in depth at other points in this 

work, it would be remiss not to address the manner in which individuals generally view disease, 

as well as what serves to influence those perceptions. 

 In looking at the individual perceptions relative to infectious disease it must be 



 

 25 

acknowledged that such perceptions center primarily around feelings. Perceptions are rooted in 

what is immediately and instinctively believed and subsequently internalized. These feelings 

should not be dismissed as they may serve as a means of providing insight into individual actions 

towards those who they know to be, or who they believe to be, infected. 

 The emotions surrounding infectious disease are powerful to say the least. The forces 

behind them should not be discounted simply because they may be emotional as opposed to 

logical in nature. In fact it is the potential lack of rational processing that should take the 

forefront when considering this particular aspect of infectious disease perception. When 

considering infections individual thoughts can be fuelled by factors such as fear, popular 

stereotypes about who is susceptible to the disease or why that susceptibility exists, and even 

animosity. Additionally, in some instances those who are infected are blamed for the spread of 

epidemics and viewed as perpetrators as opposed to people who need care and support. This 

particular opinion as led to various points in history where disfavoured populations such as 

religious or ethnic minorities, or commercial sex workers were targeted, something which serves 

to illustrate the manner in which perceptions about infection can be intertwined with pre-existing 

and/or inherent prejudices about minority communities.49 However, it is clear that not all 

infectious diseases serve to warrant the same emotional response. Exemplary of this consider that 

it can be posited that the more familiar an individual is with a particular disease, the more likely 

they are to react rationally to news of infection, especially when they or a loved one are not 

personally affected. 

 Individual perception relative to infectious disease does not occur in a vacuum. It has to 

be understood that just as all diseases are not equal, and as such the perception of all infections 

are not equal, that the manner in which they are presented is not equal either. This is incredibly 
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important to understand since in the broadest sense this presentation is linked to perception 

because it serves to shape the ways in which infections are viewed. It can be suggested that this 

serves to create a cyclical pattern in which the emotional response to infectious disease and by 

extension those who are infected may be subtly, but certainly specifically, manipulated. Such 

manipulation should not be considered as being either inherently altruistic or inherently divisive 

as it serves to have a much more complex purpose within the framework of long term public 

health initiatives. 

 In addressing the manner in which prioritization occurs, one only has to consider how 

aware the average person is of certain diseases versus their awareness of others. This can in 

many ways be viewed as being intentional based on how diseases are positioned to, for, and 

within the public. For example, there are some infections which have become a matter of 

common knowledge, and others which are largely only known to epidemiologists, other relevant 

members of the medical community, and those who have been, or have a good chance of 

becoming, personally affected by them. Note that  

AIDS, Ebola and avian flu are all representative of infectious diseases which receive a great deal 

of international attention, however they are certainly not the only known infectious agents. In 

fact, there are other diseases that are actually more deadly e.g. infantile diarrhea which receive 

far less attention and far less funding. This is not an oversight, it is instead prioritization at work. 

Consider that there has been significant research energy directed towards finding a vaccine to 

ward off HIV with 30+ potential drugs being developed, however there has been no new vaccine 

for tuberculosis since the early 1920s. This is despite the fact that it is actually easier to target TB 

bacillus than it is to target the human immunodeficiency virus. Additionally in many developing 

countries the method used to diagnose tuberculosis has remained unchanged since the late 
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1840s.50  

 In looking at HIV in particular it is transmitted via well-identified and potentially 

manageable routes. Specifically, it is not transmitted casually or by routes such as aerosolization 

or intermediate vectors. Instead transmission occurs as the result of limited routes of exchange of 

bodily fluids normally subject to agent control. This serves to make HIV significantly different 

from other infectious diseases, and moreover it serves to make HIV an attractive draw for public 

health interventions.51 It has effectively, for lack of a more fitting comparison, been relegated to 

the role of “poster child” within the infectious disease community as the core international 

concern, a position which it had held for over a decade. While this focus has been important in 

that it has allowed for conversation and initiatives surrounding other infections, this has not 

stopped it from being viewed as problematic, even if only in part. HIV/AIDS-exclusive research 

relative to infectious disease has caused some observers to speak of an internationally funded 

“AIDS industry” in Africa and other parts of the developing world.52 The comment of an “AIDS 

industry” may be sarcastic, but it would be too simplistic to view it as being completely devoid 

of merit. The ability for observers to coin the term did/does stem from a place of priority in terms 

of which infectious diseases receive coverage and funding, and the way in which those diseases 

are ultimately presented to, and have information packaged for, the international community as a 

whole. 

 The rationale behind the prioritization of diseases is not entirely medical in nature, it is 

instead a matter of politics. As a whole Western states have a tendency to focus on the threat that 

infectious diseases may pose to their citizens, and their economies. This is done in lieu of 

looking at placing the infectious diseases which affect the poor and vulnerable of the world as 

being of a higher priority. Ultimately, while there is some level of collaboration, the countries 
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which fund the research and development of new drugs do so with a clear focus on what will be 

most favourable for them as a whole. While some co-operative efforts have been made on a 

global scale, it is a comparatively small effort with inconsistent results. In these instances, profit 

is being placed above public health. As an example of this consider that while millions die from 

malaria, it is unlikely that a new malaria drug would match the first year sales of Viagra which 

was $1billion USD.53 Based on this pills that combat things like erectile dysfunction are 

prioritized for funding over drugs that could literally save lives. 

 As long as the perception of infectious disease is influenced by emotion and prioritization 

as opposed to being rooted in medical fact, fighting the manner in which they are viewed, and 

subsequently the manner in which they are treated, will remain an uphill battle. Moreover, this 

battle is likely to become increasingly difficult to win as threats relative to infectious disease 

continue to rise. Noting this it is more important than ever to engage in the process of 

reconciliation relative to the role of infectious diseases as a clear public health concern and the 

ways in which public health and public trust need to work together. 

 

B. Public Health Threats vs. Public Trust 

 The mere existence of a public health threat, and initiatives toward addressing it do not 

serve as a means of engendering the necessary public trust to ensure that such initiatives have a 

chance at success. In fact, the broader and more widespread the threat it, the more important it is 

that public health officials work to gain the trust of the particular population that they are 

attempting to work with. Failure in this regard can be more than dangerous, it can be deadly.  

 In exploring the tenuous relationship that exists between the outbreak and announcement 

of a public health threat, and the need for public trust it is necessary to address two related 
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factors. First, it is important to understand the complex reality of what a public threat is, and 

what it may mean for a particular community, population, or in some extensive cases for society 

as a whole. This is a complex matter that requires an understanding of both the science, e.g. the 

potential for infection, and social implications. Second, consideration must be given to the 

reasons why there is a lack of public trust in regard to public health measures. Such distrust 

should not be construed as being conspiratorial in nature, but in many instances is the result of 

past actions which have been directly sanctioned by someone from within the medical 

community. It is only after fully addressing each of these factors that it becomes clear as to why 

a public health threat in and of itself may not be substantial enough on its own to gain public 

trust, and cooperation. 

 

1. Public Health Threats 

 As the name suggests a public health threat is a medical issue which if left 

unacknowledged or untreated can serve to have an adverse impact on a large group of people. 

Noting this it is necessary to both understand what a public health threat is in a general sense, 

and to explore it on a deeper level by looking at a specific incident and the known actions and 

reactions. In terms of the former, a working definition for a public health threat must be 

provided. In terms of the latter focus can be placed on the 2014 Ebola outbreak and the impacts 

and implications of the manner in which the infection was perceived by the public as well as how 

public health was potentially threatened.  

 In the simplest terms a public health threat can be defined as any intrinsic or extrinsic 

factor that will serve to have an adverse effect on the well being of a population. However, it is 

the simplicity of this definition which serves to make it insufficient. This definition is far too 
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broad to address a public health threat as it relates to what is being discussed within the context 

of this work i.e. infectious disease.  

 In looking at the definition of a public health threat specifically as it relates to infectious 

agents what is being presented is a threat to the population where the threat to the public stems 

directly from the horizontal transmission of infection.54 In this context the threat is not 

necessarily the infection itself, but rather the fact that there is the possibility that the infection 

can be spread. In this vein, it is not even the means of infection that are particularly relevant, just 

as long as they exist in such a way that the possibility exists for a significant number of 

individuals to ultimately be infected. Noting this the vectors can be human or insect and/or the 

pathogens can be waterborne or airborne in nature. 

 Whenever there is a public health threat what must also be considered is the way in which 

that threat is communicated to the public. Questions must be answered relative to both when and 

how such information should be disseminated as well as what if any precautions need to be 

taken. In these cases the overarching goal is ultimately not to scare the public by telling them 

about the potential for infection, but instead to inform them of how infection can be avoided, as 

well as advise them of what steps need to be taken in the event that they have been infected.  

 Within industrialized countries public health threats relative to infectious diseases are 

arguably more limited than they are in developing countries. However limited does not mean that 

they do not exist at all. Exemplary of this consider the most recent Ebola outbreak in West Africa 

and the global ramifications. 

 The Ebola virus was initially identified in 1976 in what is currently the Democratic 

Republic of Congo and South Sudan. It is a zoonotic pathogen and transmission among humans 

in a rarity which serves to explain why outbreaks of the virus have been both unpredictable and 
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intermittent although there is an unconfirmed link between it and the fruit bat as a reservoir. 

Typical symptoms include fever, profound weakness, and diarrhea. Additionally, a 

maculopapular rash has been described, and there are laboratory abnormalities including elevated 

transaminases, marked lymphopenia, and thrombocytopenia. In less than half of those infected 

bleeding complications occur, and heavy bleeding is fairly rare. The typical incubation period for 

Ebola is 5-7 days and health officials view it as essential to have a comprehensive travel history 

provided in an expedient manner.  Prior to the 2014 outbreak, Ebola had been viewed as being 

responsible for less than 1,600 deaths, and in many of these cases the outbreak began in a rural 

area and was controlled utilizing public health measures such as the identification of cases, 

contact tracing, and isolation and quarantine of patients in order to halt transmission. Past 

experience with Ebola has shown that it is possible to control it without a vaccine or cure.55 

However, there was no precedent for dealing with the scope and scale of the Ebola outbreak in 

2014. 

 The 2014 Ebola outbreak was the most recent. Noting past success relative to 

containment and control from a public health perspective, it can be posited that it should have 

been possible to address the epidemic with limited loss. However, this outbreak was 

fundamentally different from previously known cases. Based on the significant differences 

between the 2014 outbreak, and the outbreaks which came before it, it spiralled into a public 

health crisis unlike anything which had been seen in relation to the virus before. First, the 2014 

outbreak was the first time that the disease originated in West Africa. This is of particular 

importance because of the socio-economic context of this particular region. The West African 

countries of Liberia, Sierra Leone, and Guinea are among 20 countries with the lowest index for 

human development, with more than half the population living below the poverty line. This is 
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significant because for the first time the epidemic spawned in an area where the health care 

system was already overwhelmed and unable to cope with the diseases that were known to exist 

in the region such as malaria and sleeping sickness.56  Second, it was the first outbreak to involve 

several entire countries and capital cities. Third, it has the distinction of being the largest and 

longest Ebola outbreak ever recorded. Based on these factors this particular epidemic served to 

profoundly alter the manner in which the Ebola virus is infection is viewed in a global sense by 

transforming a rare event in Africa to a major public health and humanitarian crisis.57 

 The larger public health and humanitarian issues central to the 2014 Ebola outbreak 

stemmed from the fact that this particular epidemic extended far beyond the borders of the 

African continent. The migration of the disease to other parts of the world created questions and 

concerns that there existed little to no precedent for dealing with. This can be seen as being 

especially true in relation to non-native medical workers who had been treating patients in Africa 

and returned home afterward. The proximity of these individuals to the infection was 

troublesome in the sense that there was the belief that they may be acting an unintentional 

vectors. One case which garnered national attention in the Unites States for fear of transmission 

was that of nurse Kaci Hicox. 

 In October 2014 nurse Kaci Hicox returned to the United States from where she had been 

treating Ebola patients in Sierra Leone. Upon her arrival at Newark Liberty International Airport 

in Newark, New Jersey she was subjected to a quarantine. The quarantine was implemented as a 

dual action of New Jersey Governor Chris Christie and New York Governor Andrew Cuomo. 

Hicox was not singled out in this regard, instead the quarantine was set up as a mandatory public 

health measure for all health care workers returning from West Africa who had contact with 

Ebola patients. While this measure exceeded the recommendations of the CDC, the Governors 
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were within their power to do so. After New Jersey rescinded its quarantine Hicox returned to 

her home in Maine. Once Hicox arrived in Maine she was subjected to another quarantine, one 

which had been court-ordered and sought by the state commissioner of health which state 

officials in Maine initially defended as a public health necessity, but was subsequently dismissed 

by the Maine District Court. Instead Hicox was allowed to move about freely, asked to submit to 

self-monitoring, and report any upcoming travel plans. After a twenty-one day monitoring 

period, the limited restrictions were lifted. Since it occurred in late 2014, the Hicox case has been 

cited as one which illustrates the effects of the inconsistencies that exist between the state and 

federal level in terms of public health and the manner in which they may adversely impact 

quarantine measures.58  

 Hicox herself pointed out these inconsistencies. In this regard, specific attention can be 

focused on both the lack of a general travel advisory and her description of how she was 

transported from New Jersey to her home in Maine. In terms of the former, Hicox correctly notes 

that there had been no recommendations made regarding of American health care workers 

returning home from treating Ebola relative to the possible restriction of international travel 

which would have effectively served to keep them from returning home, or traveling anywhere 

else internationally if they were deemed to be a threat. Additionally, none of the other passengers 

who had been traveling on the same flight as Hicox from Brussels to Newark had either been 

notified of a health risk, or monitored for signs of Ebola. 

In regards to the latter, in recounting the journey it is revealed that she rode in a car with three 

emergency medical technicians for the seven hour duration of the trip. No one involved with her 

transportation wore protective clothing of any kind, and the quartet stopped several times to put 

fuel in the car and to use the bathroom. It is especially important to note that these stops did not 
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occur solely within the borders of New Jersey where Hicox had been detained, but instead took 

place in several different states, suggesting that what was occurring was political as opposed to 

truly being carried out in the interest of public health as there was no logic that could be 

realistically applied to how she was being treated.59 

 The treatment of Hicox is reflective of the way in which illness can be unfortunately be 

viewed by the public at large.  Mass response to a public health threat, whether real or perceived, 

can stem from a place of fear or other stereotypes. As a result of this individuals who are known 

to be, or thought to be, carriers of infectious disease can be unfairly maligned. As a means of 

maintaining or gaining public trust in regards to the subject of public health the actions and 

reactions of those in power e.g. government officials may be more reflective of public fear than it 

is of medical concern or common sense.60 As such it is a fair assessment that the indignities and 

inconsistencies which were the hallmarks of the Hicox case can be seen as being more reflective 

of the rule in dealing with potential infectious agents as opposed to being a problematic 

exception. 

2. Public Distrust 

 It would be remiss to attempt a discourse of public health without attempting to provide 

insight into the state of public trust, or more accurately the lack thereof. This is due to the fact 

that the two concepts by their very nature have to be linked. In seeking to understand why this is 

it is necessary to present a definition for trust within the context of this work as well as address 

in depth both why it matters and what is causing it to decline. In addition, as a matter of further 

presenting the point examples can be provided relative to why there is a distrust of medicine and 

general and public health specifically within certain communities within the United States 

inclusive to where it stems from and why it persists. 
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 Traditionally trust has been viewed as both central and essential to effective doctor-

patient relationships. While the ways in which doctors and patients interact in a contemporary 

context may differ from historical actions, trust remains integral to health care encounters. This 

is due to the fact that trust encourages the usage of services, serves to facilitate the disclosure of 

important medical information, and has an indirect influence on health outcomes based on 

factors inclusive of patient satisfaction, adherence, and continuity of the provider.61 All patients 

who place their trust in doctors or other health care providers are inherently vulnerable, 

susceptible to intent and actions which can be harmful or beneficial. Based on this, patients who 

are trusting have the expectation that those who they trust will act in their best interest, however 

trust does not exist as either a universal or singular concept.62 Yet, without the existence of trust 

it becomes improbable, if not entirely impossible, for health care professionals to do their jobs, 

and subsequently for the public to receive the level of care that may be required for their 

individual situations. 

 Despite the integral nature of trust in all health measures, it should not be assumed that 

trust from the public is immediate. In fact, it is possible that the public will be distrusting, and 

moreover that such distrust may be rational. Distrust is considered rational in nature if the 

individual or group feeling and/or exhibiting the distrust is enabled with the appropriate 

capacities to judge that there are sufficient reasons that trust is not warranted, and moreover that 

they understand those reasons. Noting this it is imperative for health professionals and 

institutions to be understanding of the fact that significant historical and contemporary reasons 

exist to justify the rational distrust of ethnic minorities relative to health care in general and 

public health and biomedical research specifically.63 This is especially true when looking at the 

manner in which African Americans view the healthcare community and its provisions. 
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 As a whole African Americans tend to be distrustful of the medical community. This 

distrust means that they are less likely than their White American counterparts to freely ask their 

healthcare providers questions. It also means that they are more likely to believe that they will be 

exposed to unnecessary risks, prescribed experimental medications, not be provided with the best 

care possible, and receive care that is motivated by possible profit as opposed to overall 

wellness.64 The distrust felt by African Americans towards the healthcare system is rooted in 

unethical medical practices which have occurred in the past. These practices include, but are not 

limited to slaves being utilized for medical experimentation and as teaching tools, whereby 

African Americans contributed to scientific progress without reaping the benefits of it, The 

Tuskeegee Experiment in which 400 African American men participated in a government 

sponsored study about the effects of untreated syphilis without their explicit knowledge and in 

lieu of providing adequate treatment, and the involuntary sterilization of African American 

women who were on public assistance. Knowledge of such actions has led to real fears about the 

possibility of future medical abuses.65 

 

3. Why Public Trust is Crucial to Public Health 

 While the provision of public health differs dramatically from the provision of one-on-

one care, the need for trust in the former situation is equally, if not exponentially more, 

important. When looking at public health, along with community-based participatory research, 

the presence of trust is integral. Trust serves to foster and sustain collaborations within 

communities, and it it critical for the success of these endeavours.66 Noting this it becomes 

critical to look at in brief the basic nature of public health in relation to public trust. 

 Both the responsibility for public health and the infrastructure required to make it work 
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are divided among numerous agencies across all levels of government. Additionally, there is the 

involvement of many nongovernmental organizations, professional associations, and businesses. 

Ultimately however states have responsibility for public health except where specified by 

Federal law.67 This responsibility can be seen as being illustrated in the fact that every state in 

the nation has a board of health whose job it is to protect and promote public health68.  

 It is under the auspice of the 10th Amendment to the U.S. Constitution that primary 

responsibility for public health is relegated to state jurisdiction. However, there is a great deal of 

variation among the 50 states relative to how public health authority and responsibility is defined 

and delegated. Building upon this schism, all state health departments are not even overseen in 

the same ways. In 2005, 29 states had freestanding public health departments and 21 states had 

public health departments that existed as bureaus in larger umbrella departments. This is 

important because the manner in which various health related programs are organized impacts 

the effectiveness of the activities such programs are meant to coordinate. Additionally, while 

states have over time enacted health statutes in response to specific diseases and health threats, 

such policies are at best fragmented and out of date. For example, some state laws specify 

separate reactions for specific communicable diseases. These sections exist in lieu of more 

standardise approaches for addressing infectious disease in general. The end result is that there is 

no clear policy, or in fact any policy at all regarding how to address new infections which may 

present themselves.69  

 Such issues inherent to the ways in which the boards operate serve to render them largely 

impotent in terms of be trusted to provide efficient and effective care in the event of an outbreak 

which centers around an infectious agent that there is no pre-determined protocol for dealing 

with. Even without widespread public awareness of this inability, the role of the board is 
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essentially rendered futile by its own policies or lack thereof. Failure to be prepared for these 

instances can be construed as a larger failure of providing adequate and accurate public health, 

and the lack of such provisions will only result in decreased public trust. 

 

C. Quarantine as a Public Health Concern  

 In understanding the relationship between public trust and public health, it is possible to 

look at manners in which the latter concept in manifested and the potential outcome of such 

manifestations. Specifically, public health authorities are armed with several means of 

segregating contagious induvial from those that they may infect. These overlapping powers of 

detention include isolation, quarantine, and civil commitment.70 There are instances where 

quarantine is sometimes used interchangeably with isolation and civil commitment, there are 

however major differences. Specifically, the U.S. Center for Disease Control and Prevention 

distinguishes quarantine from isolation.71 Within the context of this work the focal point will be 

on quarantine and how it exists as a public health concern. This is key as quarantine is the first 

line of defense in a situation where public health is believed to be threatened. As a means of 

presenting this point it is necessary to define quarantine in a broad sense and present the specific 

facets of the act that serve to make it as hindrance to public health measures as opposed to being 

helpful. 

 

1. Defining Quarantine  

 In the simplest terms the act of quarantine involves the separation or restriction of 

movement of individuals who appear to be well who may have been exposed to an infectious 

disease to see if they become sick.72 It is a preventative measure that is intended to work in two 
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key ways. First, it allows for an individual to be monitored and potentially receive immediate 

treatment if they are actually sick. Second, it serves to limit the likelihood that an infectious 

disease will be spread unwittingly via person to person contact. As a public health tool 

quarantine is important, especially when there is a significant threat which stems from a highly 

infectious and potentially deadly disease. However, the efficacy, legality, ethicality, and 

logistical challenges of quarantine implementation are all critical factors which have to be taken 

into account.73 Based on the fact that these challenges existence, it should not be misconstrued as 

being either failsafe or fool proof. 

 In delving deeper into the definition of quarantine there are several different types of 

quarantine that can be considered, each with its own set of benefits, drawbacks, and efficacy. 

First, there is home quarantine. Also, known as self-quarantine or sheltering in place this type of 

quarantine is the simplest from a logistical standpoint. It is also viewed as being socially and 

politically acceptable. However, it is difficult to monitor or enforce, can place family members at 

risk, and while it is simple logistically that simplicity must be put into context in the sense that it 

still requires support for things like medical care and food. Second, there is work quarantine. 

This type of quarantine is generally put in place for healthcare workers and while they are 

permitted to work they are restricted to their homes when they are not working. This type of 

quarantine is closely monitored and it serves to keep essential employees at their jobs. It does 

however pose a risk in that there could be a transmission of infection to vulnerable people who 

are all congregated together. Additionally, its efficacy is unknown. Next, there is travelers' 

quarantine which works to address the risk of transmission from areas with suspected disease, 

and may include individuals being quarantined to the transport vehicle. This type of quarantine 

can be especially problematic based on the fact that it confines the unexposed without 
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confirmation of the suspected disease, cohorting may expose those who are susceptible to the 

disease, and travelers may suffer from economic damage because of the quarantine. Similar to 

work quarantines the efficacy of this measure is unknown. Finally, there is institutional 

quarantine which applies to institutions or geographic areas. The primary benefit of this type of 

quarantine is that it allows for cohorting which is easier than doing individual assessments. 

However, there is a greater risk infection to be spread in the event that one is present due to the 

fact that the confined area may be crowded. Like both work quarantines and traveler's 

quarantines, the efficacy of this measure is unknown.74 

2. Quarantine as a Public Health Concern  

 The definition of quarantine presents a practice that seems innocuous and even inherently 

helpful. This is true even in light of the fact that it is not always possible to gauge how effective 

quarantine measures may be.  However, in practice the process is one which serves to pose, as 

opposed to preventing, a public health concern. While this has been illustrated in part relative to 

the aforementioned case of nurse Kaci Hicox, the issue is in fact more pervasive, and by 

extension more problematic. 

 The question of why quarantine is a public health is rooted in the fact that quarantines do 

not guarantee that an infectious agent will not be spread. Instead, the act of quarantine serves to 

present the illusions of safety and control while in actuality being both dangerous and difficult to 

effectively manage. In focusing on the fiction of what quarantine is meant to be, and possibly 

could be with some alterations, instead of addressing the reality of the danger that contemporary 

quarantine measures pose, public health officials potentially exacerbate the impact of the spread 

of infectious disease instead of working in a way that would mitigate them.  

 As a means of further exploring the ineffectiveness of quarantines it is necessary to 
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address several key factors. First, quarantines are inherently paradoxical, reliant on the 

willingness of an individual or group to conform to the will of those in charge of public health. 

Second, the implementation of quarantines is a largely subjective act. Finally, quarantines are 

reliant on a threat being detected in a timely manner. Alone each of these issues would pose a 

clear danger, and combined they are a formidable threat against public health. 

 While a quarantine order meant to minimize public health concerns, it cannot be 

understated that they present a medical paradox. The power to implement a quarantine is one of 

the most coercive powers available, yet not all quarantines are compulsory in nature. 

Additionally, while they serve to address the area that an individual may currently be in, they fail 

at providing a tangible safeguard for areas where a person may have been prior. At their core, 

when implemented a quarantine is an act which deprives an individual of some very basic 

liberties e.g. the ability to move freely. In a democratic society, there is an underlying need for 

this power, and powers like it to be carefully justified. It may be for this reason that the majority 

of quarantines are not compulsory in nature,75 and this is where the problem develops. For the 

majority of quarantine types, the efficacy exists as an unknown, and the fact that such orders may 

be voluntary as opposed to compulsory can be seen as increasing the risk for the spread of 

disease. As an example of this consider once again the aforementioned case of Kaci Hicox. 

While it must be stressed that Hicox was not infected with the Ebola virus when she chose to 

ignore the quarantine order imposed on her, that the same may not be true for all individuals who 

are given quarantine orders. Without all quarantines being compulsory in nature individuals 

under quarantine pose a public health risk if they do not follow the quarantine order specifically. 

What is also evident when considering the Hicox case, especially when looking at it within the 

context of what is known of public health powers as a whole is that the implementation of those 
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powers lacks the type of rationale that would serve to make quarantine effective in that there is a 

lack of both coordination and standardization. Consider that had Hicox truly been infected with 

Ebola that the manner in which hse was transported from New Jersey to her home that she could 

have served as the vector for an epidemic level event. 

 In addition to highlighting the paradoxical nature of quarantines, the Kaci Hicox case 

serves to highlight the ways in which quarantines are subjective. As aforementioned there was no 

one else from her flight detained and held in the manner in which she was. In understanding the 

quarantine options that are available e.g. the ability to implement a traveler's quarantine, it can be 

argued that it would have been within the best interest of public health and safety to quarantine 

everyone who had traveled with Hicox on the flight as there existed the possibility, no matter 

how slim, that like her they had come into contact with Ebola patients, and as such may have 

also posed a similar risk. 

 

3. Quarantines are time sensitive 

 Finally, quarantine can only limit the spread of disease if it is implemented properly and 

in a timely manner. As a prime example focus can be placed on the case of Andrew Speaker, an 

individual who was infected with multi-drug resistant TB (MDR-TB) and yet still managed to 

engage in international travel because while health officials had told him not to embark on his 

planned trip abroad, he made the choice to do so anyway. Between April 30, 2009 and May 9, 

2009 susceptibility testing had found that Speaker was infected with MDR-TB, a diagnosis that 

was discussed with him, his family, his private physician, and the Fulton County Health 

Department. These individuals knew that Speaker had international travel plans which were 

scheduled for May 14, 2009 and during this meeting he was told not to travel. However, on May 
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12, 2009 Speaker left the United States to go to Europe, it was not until May 18, 2009 that any 

notification had been made of his travel plans, and not until May 22, 2009 that it was learned that 

he had extensively drug-resistant TB (XDR-TB) and a nation-wide border alert was issued for 

him by U.S. Customs and Border Protection. While the CDC was able to find Speaker in Rome 

on the same day to inform him of his updated XDR-TB diagnosis, telling him not to travel 

commercially because of the infection risk he posed, Speaker lied to CDC officials about his 

plans to stay in the country until he could be returned to the United States safely and instead flew 

to Prague on the morning of May 24, 2009 and later that day flew into Montreal. On May 25, 

2009, Speaker finally re-entered the United States via car, and despite the border alert that had 

been issued for him, the guard let him through without detaining him. It was not until Speaker 

was located via his cell phone in New York State that he was ordered to drive to Bellevue 

hospital in New York City for clinical evaluation and federally mandated isolation. When 

Speaker arrived at Bellevue, the CDC served him with a provisional federal quarantine order, the 

first since 1963.76 

 From a public health standpoint, the timeline of the Speaker case should be seen as 

appalling. Knowing that Speaker was infected with MDR-TB, he should have been immediately 

quarantined to see if he developed XDR-TB. Additionally, noting that he had prior plans to 

travel there should have been some level of CDC monitoring/safeguards to prevent him from 

leaving the country, however as illustrated by the way in which he was able to re-enter the 

United States there is no guarantee that even that would have been successful.  

 Due to the fact that a quarantine, federally mandated or otherwise was not immediately 

implemented, countless additional individuals may be exposed to MDR-TB or XDR-TB based 

on when they came into contact with Speaker.  Such exposure was not because quarantine 
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measures where ignored or were not stringent enough, but simply because of a failure to 

communicate the order at all. This serves to showcase the time sensitive nature of quarantines 

because while one was ultimately implemented in the Speaker case it is possible that the measure 

was the very essence of something that was both too little and too late. 

 

Conclusion  

 Public health is consistently threatened by infectious disease. Noting this it is more 

important than ever to consider public health in tandem with public trust and to understand the 

limitations of quarantine. This chapter has provided specific examples of public health concerns 

and noted the fact that quarantine has severe limitations both in terms of being erroneously 

implemented and in terms of action not being taken at the proper times. This discussion serves to 

pave the way for a more in depth look at public health policy and quarantine measures. Chapter 

two will focus specifically on the roles of public health, public health policy and quarantine in 

both a historical and contemporary context. Additionally, emphasis will be placed on practical 

implementations of quarantine around the world. 
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Chapter Two- Public Health Policy and Quarantine 

Chapter one served to address the broad issues associated with quarantine in a world 

which is globally connected in a way that it has never been before. Building upon that it becomes 

necessary to address the role that public health policy has played and continues to play. This is 

due to the fact that public policy measures are what serve to govern how and when quarantine is 

implemented. Noting this focus must be placed on three key factors: the role of public health and 

public health policy, public health policy and quarantine, and examples of quarantine 

implementation across the world. It is only in considering both the broad and specific 

implications of public health and the ways in which it relations to policy in general and 

quarantine specifically, that it is possible to logically consider the conversation relative to the 

ineffectiveness of quarantine. 

A. The Role of Public Health and Public Health Policy  

 The role of public health and by extension public health policy is best understood by 

considering it in three different, but still interconnected, ways. First, focus must be placed on 

what public health is, or more accurately on how it can be defined. Such a definition is 

fundamental as it serves to provide a foundation on which further understanding of the subject 

can be built. Second, what must be understood is the way in which public health was framed in 

the past. This particular perspective is important because it is only in considering the way in 

which public health existed in a historical context that it becomes possible to truly understand the 

nuances of “why” public health measures exist at all, “what” forces serve to assist them in 

evolving, “how” they can have changed and continue to change, and “who” is most affected by 

them. Finally, what must be addressed are the current parameters of public health policy. It 

would be impossible within the scope of this work to discuss every facet of such policies and as 
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such focus is placed on the years 1999-2016 as a means of providing a time period that is both 

clear and manageable to present.  

1. Defining Public Health 

 While seemingly simple in nature, the act of defining public health is not an easy task. 

This is due to the fact that there does not exist a single definition of the term. Instead, public 

health has been, and can be presented in numerous ways, and it is necessary to consider the 

various definitions as a means of finding one, or a combination of several, which can serve as the 

guiding force within this work. 

 Early attempts at defining public health offered numerous options. As expected such 

options were aligned with various beliefs about what disease was and what role should/could be 

played by the government in relation to it. For example, according to John Duffy in his work The 

Sanitarians, in the nineteenth century J.M. Toner asserted that it was the right of communities to 

use “organized medical police” under the law based on the fact that disease was extremely 

harmful to the individual and could also cause a substantial loss for the state. This view of public 

health served to perfectly align with the tone of the century which focused public health 

advocacy on the elimination of contagious disease. In comparison to this viewpoint focus can be 

placed on a definition which was provided nearly five decades later by C.-E. A. Winslow. 

Winslow presented that public health was defined as both an art and a science, and that as such 

its roles were to prevent disease, prolong life, and promote physical health. To this definition, he 

added the caveat that in order to ensure public health there would need to be social systems in 

place which guaranteed that every individual had a standard of living that would allow them to 

maintain their health.1 Neither of these early definitions of public health should be viewed as 

being either wholly right or completely wrong, instead they must be considered within the 



 

 50 

sociopolitical context of the times in which they were formulated. 

 Noting the fact that early definitions exist, it may understandably be asked why it is 

presently so difficult to provide a unified definition for public health. The answer to that is based 

primarily upon two premises. First, the term public is one which is so widely used that the 

assumption is made that it is clearly understood. Second, any definition of public health which 

has previously been presented has been altered along with the prevailing public perception of 

what constitutes disease or ill health2. Essentially, there exists both an expectation that the term 

is universally understood as well as a fluidity of the concepts that the term is rooted in. Coupled 

together this serves to create a paradox which is not readily demystified. Even in a contemporary 

sense defining public health is not easy because not everyone who works in the field agrees on a 

single definition3. Additionally, there are secondary considerations which also need to be 

accounted for in addressing both what public health is as well as what public health measures are 

capable of. Specifically, focus must be placed on whatever the prevailing medical concepts and 

constructs of a particular time period are, social attitudes, and economics.4 In this vein it 

becomes necessary when seeking to shape a definition of public health to understand that there 

will likely not be a definition that is universally accepted or accessible, but that there may be one 

or more commonalities among the various definitions which can be used to construct a better 

understanding of the term. 

 One broad definition of public health supplied from “Defining Public Health: Historical 

and Contemporary Developments”, asserts that it is organized efforts meant to improve the 

health of communities as opposed to the health of individuals. Building upon this public health is 

not meant to rely on a specific body of knowledge, but is instead meant to rely on a combination 

of scientific and social approaches. Under the auspice of this definition the central goal of public 
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health measures is reflected in that it serves to focus on the reduction of disease within the 

community by looking at population-based strategies such as ensuring clean water and food and 

working to control the spread of epidemics.5 The benefit of this broad definition is that it focuses 

the aim of public health around a goal that is easily applicable. However, this definition does 

serve to have some failings in that it may rely too heavily on subjective, and therefore malleable 

forces, which can be particularly problematic from a social standpoint when considering past 

medical measures such as negative eugenics both in the United States and in Europe, programs 

which at one point were deemed socially acceptable, despite their lack of morality. 

 Another broad way to define broad health is to look at the role which it is meant to play. 

In that vein, public health can be defined in terms of both health promotion, and disease 

prevention. The former of these concepts is self-explanatory at face value, however the latter 

must be explored further in order to be understood. When looking at what disease prevention is 

within the context of public health, all potential preventative initiatives can be placed into one of 

three categories. These categories include primary prevention, secondary prevention, and tertiary 

prevention. Primary prevention focuses on helping individuals avoid the onset of health 

problems which is accomplished via measures such as the implementation of smoking cessation 

programs, and the elimination of chemicals such as trans fats from food. Secondary prevention 

works to identify and treat individuals who have either risk factors or preclinical disease, work in 

this regard is seen via practices such as the creation and distribution of public service campaigns 

which center around awareness and prevention. Tertiary prevention is what is provided for 

individuals who are known to have diseases, care at this level is meant to prevent complications, 

minimize adverse impacts, and restore the maximum functionality possible such as the provision 

of CPR training or the availability of patient support groups.6 While it may not be common to do 
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so, it is feasible to define public health based on these actions, or more accurately on how well 

those actions can be, or have been, implemented, and their success, or lack thereof, in terms of 

service to whatever population is being studied. 

 In contrast to broader, all-encompassing definitions which serve to present public health 

as a single entity or singular series of actions, it is possible to look at public health as something 

which by its very nature must mean multiple things. This should not be misconstrued as public 

health being defined in divergent, and therefore potentially conflicting ways, but instead by 

should be understood that the complexity of public health requires it to be simultaneously linked 

to various concepts. In taking this stance it can be presented that when considered in its entirety 

public health is at once the science and art of preventing disease, the body of knowledge that can 

be applied to health related problems, and the fulfillment of societal interest in assuring that 

conditions are present for a healthy population.7  

 When compared it would initially seem that the definition which asserts the innate 

multiplicity of public health would be correct. However, it is imperative to understand that both 

of these definitions are useful, and moreover that they are both in their own way correct.  Public 

health is about the organized effort of society to promote, protect, and restore public health, and 

in order for it to be truly effective it has to adopt and adapt to an approach that allows for it to 

take a multidisciplinary approach, and to engage a number of organizations.8 Therefore there are 

logically situations in which a broad definition will be applicable, just as there are likely 

situations that will call for a more nuanced approach to the matter.  

 In seeking to understand whether something can truly be defined as a public health 

measure, what can also be done is a brief review to see if it meets the criteria to fulfill one of the 

core functions of public health. In presenting this idea, it is first necessary to present both the 
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what the core functions of public health are and how they are defined as working. The core 

functions of public health include assessment, policy development, and assurance.9 First, focus 

can be placed on assessment in the specific context of public health works to fulfill tasks such as 

monitoring health status to identify community health problems. 10 This is directly related to the 

fact that assessment as it relates to public health problems involves needing to understand how 

prevalent they are as well as how severe they are and what causes them. This is accomplished 

using an array of statistical tools including, but not limited to electronic health records, and 

shared databases. Improvements in this area allow for more rapid response time to outbreaks, 

better analysis of threats, and the ability to contain new infections.11   Second, attention can be 

turned to the role of policy development within public health. Policy development encompasses 

several key areas in that it informs, educates and empowers people about health issues, it 

mobilizes community partnerships in order to identify and provide solutions for health problems, 

and it develops policies and plans which serve to support individual and community health 

efforts. The combined role of each of these individual facets is to act as both creator and 

advocate for the solutions which are necessary to achieve public health goals. In a formal 

capacity, this is made manifest in numerous ways, for example policy development is what is at 

work when standards and guidelines are set for things such as laboratory testing for infectious 

diseases. Finally, attention can be placed on the role of assurance within public health. Assurance 

works by enforcing the laws and regulations that protect public health and ensure safety, 

connects people to necessary personal health services and ensures that health care will be 

provided in situations where it would otherwise be unavailable, assures an overall health care 

workforce that is competent, and evaluates effectiveness, accessibility, and quality of personal 

and population-based health services. Assurance works in numerous ways and is present in 
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aspects of public health care such as sanitation and safety inspections of places such as 

restaurants and nursing homes, and in ensuring the proper implementation of necessary public 

health services e.g. supervised visits to the homes of new mothers in disadvantaged 

neighborhoods. Additionally, assurance is the public health function that is at work in instances 

of adequate crisis response in instances such as when there is an earthquake, hurricane, or other 

natural disaster which requires an intervention at a public health level. It should be noted that this 

is a speculative measure on the part of the author of this work, and does not necessarily align 

with any formal process of creating a definition for public health. However, it is rooted is sound 

thought and as such can and should be considered at least within the context of this work as 

being at least partially valid for exploratory purposes. 

   Regardless of the definition being utilized the question that must be asked and answered 

relative to the provision of public health is whether or not the actions being taken are those 

which fulfill the functions that such measures are meant to serve. In the event that the answer is 

yes, then it can be presumed that the actions, no matter how they are presented, are public health 

measures. In contrast, if the answer is no, then it must be assumed that no matter what the actions 

are called, that they are in fact not public health measures because of their failure to conform to 

the basic parameters of what such measures are meant to be and/or do.  

2. Historical Context of Public Health 

 In addition to the numerous ways in which public health can be defined, there are also 

numerous prevailing images of public health. Similar to the way in which the definitions of 

public health are all useful and correct, the various images of public health can be presented as 

subjective and by extension all correct as well. As a means of best understanding this concept it 

can be helpful to look at the ways in which public health has evolved. Specifically, this will be 
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addressed from an administrative perspective.  

 In providing a historical context which addresses the numerous roles of public health as it 

has previously existed, it becomes possible to gain a better understanding of contemporary public 

health systems. As there are extensive volumes of work which address the history of public 

health in depth, within the context of this work focus will be placed on several periods during 

which key changes were made. Specifically, it is necessary to look at the contributions of the 

Greco-Roman world, and the setbacks faced during the Middle Ages. Additionally, insight will 

be provided relative to the development of the public health system within the United States and 

the role which that played as it was fine tuned. 

 Even without a clear definition of public health, public health measures have always 

existed to some degree. Throughout the course of human history wherever there have been 

communities there have been concerns relative to public health. While these concerns did not 

present themselves under the auspice of any official administration or system, they were present 

in other ways such as attempts at controlling the spread of communicable diseases, the 

understanding that there was a need for good quality food and water, and the development of 

sanitary environments. Study of both the ancient Egyptian and the pre-Christian era Cretan-

Mycenan culture has revealed evidence of early public health measures including designated 

bathroom areas found in excavated homes of the former, and the remains of a sewer system 

found in connection with the latter.  It is worth noting that while the cleanliness of ancient 

individuals was more closely correlated with their religious beliefs, namely the idea that 

cleanliness was next to Godliness, as opposed to a desire to be hygienic or even an understanding 

of hygiene, that there has always been an underlying concern with sick individuals and their 

symptoms. Initial concern centered around the idea that these individuals had somehow 
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displeased their God(s), however greater scientific understanding of, and by extension treatment 

for, disease can be traced back to 4th and 5th century B.C.12 Noting that this period can be seen as 

existing as foundational for contemporary public health. It is the first time in recorded history 

that there is the emergence of a scientific approach to disease, and therefore to health.  

 Just as 4th and 5th century B.C. offer a starting place for the relationship between science 

and health, classical Greece is where public health began to be intentionally explored. From this 

time period there exist two key innovations. First, the literature of classical Greece seems to 

provide the first clear accounts of communicable disease.13 Such records are important as they 

suggest an understanding that outside intervention may be necessary to address the issues 

surrounding such ailments, or at the very least they were an attempt to document what was 

occurring and possibly extrapolate a pattern of occurrences. Second, within early Greek cities 

there existed the first concrete examples of a comprehensive public health administration. While 

the services which were provided for the inhabitants of these cities varied in both scope and 

magnitude based on the size and wealth of the area, what is important is that they existed at all.14 

 The concept of a comprehensive public health system can be traced back to ancient 

Rome; however, this would not have been possible without the Greek model in place. When 

Rome conquered the Mediterranean world one of the aspects of Greek culture which was 

assimilated was related to medicine and ideas of health. These ideas were infused with Roman 

character for Roman purposes.15 

As a whole the Romans were more concerned with public health than they were with private 

health16. This is made most clear by the fact that many of important advances made by Rome 

were not related to the treatment of disease, but were instead concentrated on the prevention of 

disease via sanitation and public health measures.17 The Romans greatly appreciated hygiene as 
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evidenced by the remains of water-supply and sewage systems, as well as both public and private 

baths. Additionally, their overarching attention to public health and disease prevention 

manifested itself in numerous ways. For example, by 2nd century A.D. there was a public medical 

system in Rome. Public physicians were appointed to towns and institutions and their primary 

job was the provision of medical care for poor citizens. In a similar vein, Rome also had 

hospitals. While the Greeks had surgeries, which were in fact the offices of individual physicians 

as well as temples for those who sought the aid of their Gods over the assistance of doctors, there 

is evidence in Rome of infirmaries for slaves which were also utilized by free Romans. 

Additionally, excavations at Pompeii seem to indicate the existence of institutions akin to 

modern day convalescent homes while the work of Galen has passages which may imply the 

existence of private establishments that were ultimately developed into hospitals with the aid of 

public funding.18 Such a measure may seem minor when framed in a contemporary context, but 

they were likely literal life savers in ancient Rome. Additionally, in ancient Rome there were 

other public health measures such as public toilets, aqueducts for water, underground sewers, 

paved main roads, and systems for disposing of water. These amenities were not universally 

adopted within the Roman Empire, but their existence was key as it proved that the practical 

application of such technologies was possible.19 The prevailing legacy of Rome lies in the 

development and organization of public health services as implemented in the time of Augustus. 

Key developments under Augustinian reign include a water board which dealt with the water 

supply, supervision of the public baths, and the control of the food supply. Additionally, there is 

evidence from this period of the existence of a health commission for special purposes.20 In 

looking at these advantages relative to public health it may be believed that from an 

administrative standpoint at least that there was a legitimate desire to ensure public safety in this 
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regard, and more importantly that clear actions were being taken to do so. 

 The time frame that comprises the Middle Ages can be looked at as the period between 

the years 500 and 1500. There are conflicting accounts regarding the role and influence of public 

health during this period with some discounting under the auspice of it being the Dark ages as it 

is commonly referred to. As may be imagined though the actual situation was more nuanced than 

that. It is however important to give voice to both positions as both serve to contribute to the 

overall narrative relative to public health. 

 In defense of the position that the Middle Ages failed to offer anything significant to the 

field of public health there is no denying that it was divergent from the eras which preceded it for 

two key reasons. First, many of the advancements of the Greco-Roman era were reversed during 

this time.21 This was not a literal reversal but instead a figurative one reflective of the fact that 

previous advances in the field of health were ignored or forgotten for most of the period. 

Additionally, both public and private sanitation measures were virtually nonexistent. It is only 

thanks to a handful of universities that encouraged learning that any early knowledge regarding 

health and medicine were maintained during this time.22 That viewpoint, while valid, serves to 

ignore that in the Middle Ages there was eventually a distinct focus on the implementation of 

public health measures.  

 In taking a broader view of the Middle Ages as opposed to focusing solely on the early 

part of the era, it is necessary to understand that if there were not some significant public health 

measures at some point during this period then it is possible that the diseases of the period may 

have done much more damage. During the Middle Ages disease was rampant, this includes the 

outbreak of two major epidemics. The first was the bubonic plague, also known as the Plague of 

Justinian in 543. The second was the Black Death in 1348. These epidemics served as a catalyst 
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for collective activities by communities in order to promote public health.23 However, whether or 

not those actions can be viewed as public health measures in the way in which the concept would 

be understood today is debatable. What is not debatable though is that during the Middle Ages 

religious and social considerations were paramount in the development of hospitals. These 

hospitals had little in common with contemporary institutions of the same name, yet those in 

Muslim countries especially can be viewed as being well organized and respectful of medical 

advances. One example that can be referenced is a hospital founded in Cairo in 1283 that had 

special rooms for women and separate sections for patients with febrile diseases and the 

wounded, as well as those with eye diseases. Similarly, during the late Middle Ages, largely via 

the intercession of guilds, cities were active in the founding of both hospitals and other social 

welfare institutions. Wealthy citizens in these areas were instrumental in the creation of even 

more expansive hospitals and health services, and guilds developed funds to assist those who 

were ill.24 In addition to hospitals and social welfare systems the Middle Ages can also be 

credited with the creation of important administrative measures in regards to public health. 

Specifically, it is during this period that quarantine was developed.25 Noting the nature and scope 

of this work, that development is particular is one which will be addressed in depth later in this 

chapter. 

 Moving well beyond the Middle Ages and looking specifically at the concept of public 

health in the United States focus will be placed solely on advancements in the field as opposed to 

the provision of a more exhaustive history. Noting this focus will be placed on two separate 

centuries. Specifically, it is necessary to look at changes made within both the nineteenth and 

twentieth centuries. 

 In looking at the nineteenth century what it being reviewed is the formation, spread and 
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growth of the sanitary movement and its impact on the provision of public health care in the 

United States. The nascence of the sanitary movement in the United States was the work which 

had previously been done in Europe. While Great Britain saw an emergence of the movement in 

the eighteenth century, there were uniquely American factors which attributed to the delay in 

similar initiatives stateside including less industrialized cities and focus on other socio-cultural 

movements such as the abolition of slavery and women's rights. The health and diet issues in the 

United States which took precedent at the time were those which focused on personal as opposed 

to public health. Noting this the question can be asked as to what caused a shift in the American 

way of thinking. The simple answer is the overall quality of health of the American people. This 

is due to the fact that the rise of the American sanitary movement has been attributed, at least in 

part, to efforts which were made to account for the omnipresence of epidemics which repeatedly 

affected the population. In order to best understand this, it must be noted that while the American 

physicians of this period had adequate medical theories which served to provide them with 

rational explanations for individual bouts of illness that they had no way of accounting for either 

the appearance or the rapid spread of certain diseases or disorders. There were attempts made at 

discovering and proving correlations between disease and factors which seemed to be related. 

One particularly popular belief was that there was a link between epidemics and the weather. 

Eventually however physicians in America began to reconsider their views, specifically those 

who were observant notices that it was clear that not all diseases were being transmitted from 

person to person directly.26 Keeping in line with this observation for the majority of the 

nineteenth century there were three schools of thought that prevailed relative to the transmission 

of disease: the miasmatic theory, the contagionist position, and limited or contingent 

contagionism. Miasmatic theory centered around the belief that epidemic outbreaks were the 
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caused by the condition of the atmosphere, as such by extension the belief was that epidemics 

were caused by pollutants in the air. Conversely, the contagionist position was one which 

presented that specific contagia, and not atmospheric conditions served to cause infections and 

epidemics. Finally, contingent contagionism sought to reconcile miasmatic theory with the 

contagionist position by presenting that while contagia where responsible for diseases that they 

could not act unless they were in concert with other elements. While the contagionist position 

would serve to gain traction during the late twentieth century as bacteriological discoveries were 

made, the miasmatic theory was the one which served to usher in the sanitary movement. It is 

important to understand that from a purely scientific standpoint that based on the available 

evidence at the time that the two viewpoints were evenly balanced from a scientific standpoint.27 

To a contemporary audience the idea of pollutants being the cause of an epidemic is almost 

laughable in nature because of the current understanding of the way in which infectious agents 

exist, replicate, and spread, at the time however it provided a reasonable explanation for a 

problem that the medical community was desperately trying to solve. 

 It would be remiss to assume that once sanitary measures became linked to epidemics that 

there was an instant change in the way in which the public acted relative to generating pollutants 

and waste.  

 The advances of the public health system within the United States during the twentieth 

century are more nuanced than those made in previous eras. As presented by the Centers for 

Disease Control (CDC) the twentieth century was a time during which the United States can be 

cited as having made ten major accomplishments in this field. First, there was the elimination of 

several infectious diseases thanks to the widespread usage of vaccines. Second, there was a 

decrease in death due to motor vehicle accidents. Third, safer workplaces led to a decline in fatal 
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workplace accidents. Fourth, further strides in the field of sanitation led to better control of 

infectious diseases. Fifth, there were fewer coronary and stroke deaths. Sixth, the food supply 

was safer and more healthy. Seventh, there was a dramatic decrease in infant and maternal 

mortality rates. Eighth, there was better family planning. Ninth, there was a significant decline in 

tooth loss and tooth decay due to the addition fluoride in the water. Finally, there was the 

prevention of millions of smoking deaths due to increased recognition of the hazards of 

smoking.28 It would be remiss to present these as the only changes, however they are the ones 

which are seen within at least one sector of the medical community, namely the CDC, as having 

made the greatest impact. 

 

3. Contemporary Parameters of Public Health and Public Health Policy 

 Having looked at public health from a historical perspective, the next logical step is to 

look at the contemporary parameters of public health and public health policy. The addition of 

policy to the discussion is crucial because much more is presently understood about both why 

and how public health changes are made in relation to more modern times. Specific 

consideration is being given to the period that spans from 1999 to 2016. One stark distinction 

between this section and the one which preceded it is that the focus is on the limitations of public 

health in the 21st century. 

 Continued progress is not guaranteed and there is a myriad of issues as well as constraints 

on traditional public health efforts that will need to be addressed during this current century. In 

addition to the unsolved health problems that remain in place from the last century, there is also 

concern relative to global environmental threats, the disruption of vital ecosystems, global 

population overload, social injustice and health inequality that is both persistent and widening, 
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and a lack of access to care that is effective29. While each of these factors comes from outside of 

the public health system their impact would wreak havoc inside of it. For example, while a 

localized disease outbreak can be deadly on a small scale, killing dozens of people, an epidemic 

that crosses from one country into another has the potential to be crippling or fatal for the 

individuals who contract it and catastrophic for several public health systems instead of just one. 

Moreover, with increased travel and immigration the probability of such a scenario increases as 

well. 

 In addition to the external threats what cannot be ignored are the internal issues which 

exist. These issues center primarily around the relationship of public health with/to the private 

sector and general issues with the provision of care. In terms of the former, there exists within 

the public health field a noted fear and suspicion of the private health sector; this results in 

missed opportunities especially in relation to securing additional employment and resources. In 

terms of the latter, the approach to providing care is often isolated and fragmented by nature 

largely because of outmoded and cumbersome administration processes. Additionally, there is a 

repeated inability to prioritize and focus efforts despite having available information which 

shows what the largest risks are creating a clear inconsistency between what presented public 

health goals and what is actually implemented by public health programs.30 All of these issues 

contribute to decreasing the efficiency of public health initiatives and by extension decreasing 

their effectiveness. 

 Of note is the fact that public health concerns are being broached and considered as a 

global as opposed to a national matter. This is important and it serves to showcase the 

connectivity of health even if healthcare systems remain more nationalized and localized. Such 

connectivity is impossible to ignore in a world where all citizens are becoming global citizens 
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even if only by virtue of their interactions with people from other parts of the world. 

B. Public Health Policy and Quarantine  

 Quarantine is inextricably linked to public health measures. As evidence of this fact 

consider that quarantine is one of the oldest known powers afforded to administrators of public 

health.31 Additionally, as an intervention, quarantine as a policy is indicative of the extent to 

which a state wants to intervene into the lives of its citizens. It also serves to play a key role in 

the regulations that control the ways in which foreign people or foreign products are able to 

move across borders.32 While knowledge of this provides a basic understanding of the ways in 

which public health policy and quarantine can work together, in seeking to best understand this 

relationship it is necessary to consider the ways in which quarantine has evolved. The clearest 

way to accomplish this is to consider it via both a historical and contemporary lens. In comparing 

and contrasting the subject in such a way what is revealed is whether or not the intended purpose 

of quarantine can be seen in its current incarnation. 

1. Historical Overview of Quarantine 

 It is imperative to understand that the initial acts of quarantine were not solely about 

health. Due to the widespread impact that disease could have before the advent of modern 

medicine it can be argued that the issue at stake centered around broader communal well-being 

e.g. a need for trade to move freely through a particular area or region. Understanding this is 

imperative as it serves to put into context why quarantines first occurred, and the rationale 

behind the methodology. This framing is also helpful as a means of providing another layer of 

distinction between modern quarantines and their historical predecessors. 

 Quarantine measures have been implemented as far back in history as the Byzantine 

Empire, 549 A.D. and seventh-century China. In these early instances the practice was 
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rudimentary at best because without walled or patrolled boundaries they were difficult to 

enforce.33 Without adequate enforcement measures in place these early attempts are often not 

even considered as a part of quarantine history, however they serve to showcase that it is not 

only necessary to have an idea but also to have the ability to effectively implement it.  

 As public health policy advanced so did the abilities of public health administrators. This 

is evident via the more stringent attempts at quarantine that started to emerge during the 14th 

century. As the plague spread from Eastern countries into European ones a key fear centered 

around what would become of commerce in the area as the presence, and potential spread of, 

disease, was a major hindrance to free movement.34 

 One of the first attempts at quarantine occurred in Venice in 1300s. While there does not 

exist a way to pinpoint the source of the pandemic plague of the 14th century, there exists a great 

likelihood that it originated in the hinterlands of Central Asia with wild rodents. From that point 

the disease spread westward and by 1346 it had reached the shores of the Black Sea and from 

there was able to spread into European ports, included but not limited to, those in 

Constantinople, Genoa, and Venice and by 1348 the plague reached Europe and spread inland. In 

an estimated timespan of three years plague had spread all over Europe, and would continue to 

spread with varying levels of severity until 1388.35 In exploring the role of the plague in 14th 

century Europe what is also being explored is the evolution of quarantine and the necessity of its 

symbiotic relationship with public health and by extension with public health policy. 

 It must be understood that quarantine was not the first reaction to the spread of the 

plague. Faced with a disease that was both deadly and rapidly spreading initial reactions beyond 

panic included evacuation and exclusion. In looking at the act of evacuation there are three 

groups of people who need to be considered: those who had the means and opportunity to leave 
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and did so, those who based on circumstances were not able to flee, and those who made the 

choice to stay. While the first two groups engaged in acts that are self-explanatory, it needs to be 

understood that those in the third group were likely viewing disease as spiritual as opposed to 

medical, which in line with the socio-cultural context of the time presented the idea that sickness 

was an act of divine retribution. In looking at the act of exclusion, there were entire communities 

that refused to allow those who had come from areas where the plague was rampant to enter. 

Similarly, anyone who was believed to have the plague were reported to the authorities and 

isolated. This practice of isolating the ill was what had been  done to combat leprosy and as such 

many of the provisions and protocols were the same with the hope that by engaging in 

precautionary acts such as placing every house with a plague victim under a ban, and following 

death airing and fumigating the rooms of plague patient and burning their personal effects that 

they would be able to ward off the plague.36 While it is possible that some communities may 

have felt as if they were successful at least in the short term, the continual re-emergence of the 

plague over the course of several decades shows that the chose methodology was not as efficient 

or as effective as they hoped that it would be.  

 The concept of a contemporary, preventative quarantine is however strictly related to the 

plague, or rather to actions taken to combat its spread. Specifically, the idea can be linked to 

actions taken in 1377. It was during that year that the Rector of the seaport of Ragusa, which is 

now known as Dubrovnik in Croatia, officially issued  a 'trentina'. Derived from the Italian word 

'trenta' which translates to the number 30, the purpose of the 'trentina' was to isolate ships for a 

period of 30 days. Any ship seeking to enter the port that was arriving from an area that was 

known, or even suspected to be, infected, was made to remain anchored at sea for 30 days before 

being allowed to dock. More restrictive than these provisions were the ones which were imposed 
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for those who were traveling by land instead of sea. Likely due to the fact that 30 days was not 

considered a sufficient length of time to prevent the spread of disease, individuals who were 

traveling by land were kept isolated for a period of 40 days.  

It is from this latter provision that the word quarantine is actually derived, stemming from the 

Italian word 'quaranta' which translates to 40. This isolation period was deemed necessary for 

both health and economic reasons and it was meant to both protect the inhabitants of the city and 

the trade network that had been established so that the city could continue to function, and based 

on this there were two central laws governing isolation. First, anyone who refused to follow the 

law was fined and then placed into compulsory isolation. Second, no one from the area was 

allowed into the area unless they had been assigned to care for those in isolation. The attention 

dedicated to the practice of keeping the city plague free has been credited as the creation of the 

first official usage of quarantine as a legal system with the direct goal of defending health and 

commerce37. The importance of these early quarantine measures is that they served to create 

public health policies that were immediately implemented and enforced. It can be presented that 

this was only possible because of what quarantine is, how it works, and how it can work from an 

administration or governing body. 

 The advent of more modernized, controlled quarantine methods in 14th century Venice 

were foundational for such measures and methods throughout Europe.  Over the course of the 

following century similar laws were introduced into both the Italian port at Pisa and the French 

port as Marseilles. In addition to retaining much of the original intent the laws also expanded and 

adapted. By the 16th century the quarantine system bills of health were introduced, this was a 

measure that would allow a ship to pass freely into a new port without quarantine provided that 

the last port visited provided a certification that it was free from disease.38 The acknowledgment 
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of such a seemingly minor development is important because it highlights that not all growth of 

the quarantine system was about limiting power, but that by aligning it with duties that may more 

typically be associated with broader public health goals that it would also serve to make a 

situation more convenient. 

 However, this should not be mistaken for the assumption that quarantine was always 

viewed as a viable option when faced with epidemic or pandemic levels of disease or even that 

when it was deemed necessary that there was universal agreement relative to its implementation. 

It would be remiss to present information relative to the historical nature of quarantine without 

also presenting at least one instance in which the idea was challenged, controversial, or required 

compromise. In that vein focus can be placed on the role of quarantine in the 19th century in both 

Europe and the United States. 

 While comprehensive quarantine methods and measures may have arisen in Europe it 

should not be assumed that the implementation of quarantine occurred without issue in the 19th 

century. The practice of quarantine during this time was reflected in part by what was understood 

about the transmission of disease at the time which resulted in quarantines that were much more 

rigid and severe than anything that would generally occur in the present. The origin, 

transmission, and control of communicable diseases existed as heated political and public health 

issues, tempered by large epidemics which spurred practical actions to be carried out. As an 

example of this in 1848 England, a cholera epidemic, or more accurately the propaganda 

surrounding it, has been credited with leading to the creation of the General Board of Health.39 

However the health care administration of the period was not equipped to be naturally responsive 

to every epidemic outbreak in Europe. Additionally, there was a lack of uniformity across 

international borders, and so while more universal standards for quarantine were proposed as 
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early as 1834 it was not until 1851 that a meeting between nations actually occurred. Attempting 

to collaborate at such a level was no easy task as quarantine policies were not solely a matter of 

health but were also linked to national trade protection issues which varied from country to 

country. Even as late as an 1885 meeting on the subject there was still difficulty making 

concessions as economic and political agendas hindered negotiations.40 The inability to come to 

an immediate or even timely consensus regarding uniform quarantine standards acts as a means 

of highlighting how integrated the practice of quarantine is into overall public health policy. 

While the debates about potential standards were centered around political and economic 

differences it would be naive to assume that the individual public health policies of the countries 

did not play a role. This information is not expressly presented in the history however it can be 

eluded to by considering the contemporary differences that our common knowledge to anyone in 

the health care field who understands that while there are ethical guidelines which govern care 

that there is no single way in which they are either interpreted or implemented. 

 The issues surrounding the development of universal quarantine standards in Europe were 

mirrored by the struggles associated with state-level versus national-level quarantine control in 

America. Within the United States the subject of quarantine, especially as it could be related to 

diseases brought into the country from abroad, was an issue that was left for individual states to 

deal with as they saw fit. Additionally, infrequent attempts had been made in the past to actually 

impose quarantine requirements. What served to alter the matter of quarantine from a state to a 

federal issue was repeated outbreaks of yellow fever.41 Similar to the way in which the fear of 

plague infection led to the development of modernized quarantine measures in 14th century 

Europe, yellow fever epidemics in the 19th century showcased the need for more centralized and 

refined quarantine measures within America. However, necessity does not always translate into 
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action and as such the development of these measures were not immediate or without argument. 

 The 1870s existed as a distinct period for health reform in the United States. During this 

period factors such as the emergence of the American Public Health Association and increased 

effectiveness within the American Medical Association were integral in paving the way for the 

changes that would ultimately come relative to the way in which quarantine was handled. In 

seeking to understand these changes it is necessary to explore the events of 1873 and 1878.42 

These two years are of particular significance because they showcase the ways in which national 

events inspired action. 

 In 1873, the United States experienced outbreaks of cholera and yellow fever. Beginning 

this same year several bills were introduced to Congress with the aims of establishing a national 

sanitary bureau and a national quarantine system. Despite separate introductions being made on 

the subject in both the House of Representatives and the Senate, little headway was made. The 

one national quarantine bill that did manage to get past the House was able to do so only after a 

clause granting the national board control over state and local quarantine officials was removed. 

While this was a political issue, it was not one that was contested along party lines, instead it was 

one that can be viewed as being divided along the Mason-Dixon line. Representatives from 

Southern states, generally proponents of the individual rights of states, were those that favored a 

national quarantine, whereas northern representatives were opposed to it. The rationale for this 

divide was rooted in where the diseases were doing the most damage, yellow fever remained a 

serious threat in the south, but was less of an issue in the north.43 It can be presented that if the 

disease had been equally devastating to both the north and the south, or equally benign, that there 

would have been no debate surrounding if or how quarantine should be addressed at a national 

level. 
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 In 1878, there was a major yellow fever epidemic in the southern city of Savannah. This 

outbreak led to nearly all of the delegates from the southeastern ports of the Atlantic to come 

together at a meeting in Jacksonville, Florida that spring. The presented consensus of the group 

was that they were no longer content with petitioning Congress for a national quarantine system. 

As an alternative, the group, along with a noted physician of the time worked on a bill to create 

the system. The bill was met with opposition and while some argued against it on the basis that 

quarantine was a police power which belonged to the states, others voiced the argument that a 

uniform quarantine law would fail at meeting any special local circumstances and conditions. 

However, the underlying rationale for opposing a universal set of laws was relative to the 

economic and political power associated with quarantines. While the bill ultimately passed 

through both the House and the Senate, it did so only with the addition of two amendments that 

stated that any quarantine regulations implemented by the federal government could not impair 

or conflict with the laws or regulations of individual states or municipalities, and that the federal 

government could not interfere with any state or local quarantine agencies.44 Essentially, the 

passage of the bill was a Pyrrhic victory as it made the provision for a national quarantine system 

where the federal government could not exercise any unilateral power or supersede state protocol 

thus making it national in name only. Regardless of the limitations of the national quarantine bill 

it can be posited that these early measures set the precedent that would allow the development of 

organizations such as the Center for Disease Control and eventual increases in federal power in 

certain instances. 

 

2. Contemporary Quarantine Policies 

 In looking at contemporary quarantine policies, what is specifically being considered are 
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measures that have been implemented in the 20th and 21st century. Limiting the definition of 

contemporary in such a manner allows for a view of what would be considered more 

standardized quarantine practices of the present day. This view is necessary as it illustrates what 

a quarantine situation is most likely to resemble in both the present and the immediate future. 

 As presented in the previous chapter in depth, quarantine can take various forms. 

Typically, it will include an individual being sequestered either in their home or in a designated 

quarantine facility. However, it can also be implemented in other ways including the 

implementation of a home curfew, the restriction of group assembly, the cancellation of public 

events, the closing of public places, or restrictions relative to travel in or out of a particular area. 

While these measures are varied, they all have the same end goal in that they are meant to isolate 

an individual who may be infected so that their contact with others is limited in case they are 

sick.45  

 It is important to note that because there is no singular form of quarantine that it can be 

implemented in numerous ways. The basic policy of isolating a potentially infected individual 

remains the same, but how that individual is identified, treated and sequestered may vary wildly 

based on who ultimately orders the quarantine. In this way, modern quarantine policies can be 

seen as being even more lax than historical ones. 

 

C. Examples of Quarantine Implementation Across the World 

 In a world where there are increasing global connections it can be presented as a 

necessity to have at least a baseline understanding on how public health threats are dealt with 

across the globe. Noting that it is necessary to look at the ways in which contemporary 

quarantines have been undertaken in various parts of the world, it would be implausible, and 
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beyond the scope of this work to look at quarantine measures in every country as such the focus 

has been placed on several specific countries/regions all of which have implemented large scale 

quarantines in the 21st century. 

 The United States is notably absent from this list as large-scale quarantine measures have 

not been implemented in recent decades. While American officials frequently utilized 

quarantines in the 17th through early 20th century factors including modern medicine and 

sanitation methods have worked to curb the spread of epidemics in developed countries.46 

However, it should not be misconstrued that the United States is not at risk. It has been projected 

that despite prevention knowledge, vaccines, antiviral and antibacterial drugs that in the event of 

a pandemic outbreak on par with the 1918 flu pandemic that roughly 100 million people could 

die worldwide. Moreover, in the event that there was a pandemic virus that was akin to the 

alleged pathological potential of some previous H5N1 outbreaks the worldwide death toll to be 

even higher than 100 million people.47 The United States would not be spared in either instance, 

and as such there exists a need for an in depth understanding of how preventative public health 

measures such as quarantine have been implemented in other countries and what lessons can be 

learned from them. 

 

1. West Africa (Ebola) 

 In focusing on the Ebola epidemic in West Africa, careful consideration must be given to 

three key factors. First, what must be understood is the exact nature of the disease. Second, what 

has to be addressed is how the region sought to combat the epidemic. Finally, what can be 

viewed are the ways in which public health and quarantine interacted in this instance, and what 

lessons can be learned. 
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 The Ebola virus has been a known contagion since 1976, and past outbreaks have been 

contained in both Uganda and the Democratic Republic of Congo. However, there are a great 

deal of people who are ignorant about the way in which the disease is contracted and spread, a 

reality which means that myths about the disease are allowed to flourish. While such ignorance is 

problematic with any disease, Ebola is not just any disease, it has a 90% fatality rate. 

Additionally, it has no known vaccine or treatment. As a result, the disease greatly alarms the 

global health community.48 Noting these factors, it can be deduced that Ebola could potentially 

strain any health care system, especially in a situation where it was not immediately identified or 

properly contained.  

 In December 2013, there were reports of an unknown, contagious and lethal illness which 

began with a young boy in the Republic of Guinea. The area in which the disease emerged was 

of particular significance due to the fact that the exact town, is one which is well known for 

being a place where West African traders from several countries converge. When the disease 

initially appeared, medical officials were not immediately certain as to what it was, however 

quickly identified as the Ebola virus. That singular event served to shape the next several 

months, and made it impossible to ignore the state of healthcare in sub-Saharan Africa and 

beyond.49 

 During the Ebola crisis in West Africa the terms isolation and quarantine were often used 

as if they were synonymous of each other instead of being representative of two different public 

health measures. While quarantine did occur, isolation was the principle method being utilized to 

control the outbreak.50  Within the context of this work however focus will be placed solely on 

quarantine measures as that is the focal point of this piece. During 2014 and 2015 as the Ebola 

epidemic continued in West Africa attempts at quarantine were largely failures. In addition to 
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public distrust of the measure there were also insufficient supplies. Coupled together, these 

factors led to many individuals breaking the quarantine. In this way, the Ebola quarantines in 

West Africa during this period can be likened to the earliest known quarantine measures which 

ultimately failed because of the inability to properly maintain the measures that had been put into 

place. 

 The correlation that can be made between the failed Ebola quarantines and the failed 

quarantines during the Byzantine empire is not the only similarity that can be presented. Just as 

there was little to no public health administration in place in the Byzantine era, within the sub-

Saharan African region where Ebola was most prevalent the public health infrastructure is 

lacking. Countries in this region were ill-equipped to handle complex medical issues such as the 

rapid spread of epidemics because they lacked the resources to do so. At the time of the Ebola 

outbreak all three of the countries in this region were emerging from civil wars. This served to 

impact their readiness as the health care systems were dysfunctional, there was a lack of medical 

supplies, and there were not enough trained health care workers who were available. As a matter 

of putting this into a more focused perspective note that while this region of Africa bears almost 

a quarter of the global burden of disease that it has less than 5% of the available health workforce 

in the world. Based on this, even without the Ebola epidemic the region was constrained in terms 

of how effective its public health measures could be.51 

 In addition to needing to attempt to control Ebola with a fragmented and failing public 

health system, there were also cultural norms at work which can be viewed as having aided to the 

spread of infection. In stark contrast to Western understandings of disease there are still those in 

West Africa who view disease in a spiritual as opposed to scientific manner. It is common 

among many in this region to believe in witchcraft, religion, and ancestral spirits as the reason 
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behind why a person becomes sick. This belief was made evident in part by news stories that 

presented Ebola deaths being the result of factors such as sorcery or curses.52 Without seeking to 

discount the right of individuals to express religious freedom, this type of thinking may have 

been directly correlated to why there were those in the region who chose to disobey quarantine 

rules. It is not beyond reason to think that if a person believes that a disease is caused by a 

supernatural force and therefore may only have specific targets that they will not comply with 

measures designed for public health the same way they would if they believed that the disease 

was caused by a contagion and as such could sicken anyone it came into contact with. 

 It can be presented that the Ebola epidemic in West Africa became an international issue 

because of the inability for it to be properly contained within sub-Saharan Africa. However, that 

does not account for the fact that the challenges of containing the disease with quarantine 

measures were evident in the international response as well.53 As a clear example of this 

consideration can be given to the case of nurse Kaci Hicox which was explored in depth in 

chapter one of this work. Noting the alarming rate at which the disease spread, as well as the fact 

that it crossed national borders, it is clear that quarantine was not an effective public health 

measure in this instance. Additionally, it can be presented that quarantine was never a viable 

option in this situation and that it will never be able to be a viable option unless the underlying 

socio-medical, socio-cultural and political issues are addressed first. 

2. China (H1N1) 

 In addressing the pandemic of H1N1 in China focus can be placed on the conflicting 

reports regarding how quarantine measures were carried out. This information is of particular 

importance because it serves to highlight a lack of uniformity in public health administration 

within the country even as it pertains to the implementation of the same public health measure. 
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By exploring this concept in particular what is revealed are the ways in which different 

populations can be effected by public health measures and the influence that such divergent 

treatment can ultimately have both during and after an epidemic.  

 Pandemic (H1N1) was initially identified in April 2009 in both the United States and 

Mexico and began to spread rapidly. By June of 2009 the World Health Organization (WHO) 

raised the pandemic level to 6, the highest level for pandemic alerts. The high rates of illness and 

death among the initial patients who were infected with H1N1 led to the decision of the Chinese 

government to attempt to limit the spread of the disease with both the tracing and quarantining of 

individuals who were known to have close contacts with those who were infected with H1N1. 

Specifically, in Beijing which is the capital of China there were strict containment and control 

measures that were put into place through October of 2009. In regards to these containment and 

control measures, border entry screenings, screenings in hospitals and health follow-ups of 

travelers from overseas. Quarantine measures in particular included the quarantine and testing of 

close contacts as a means of identifying the new introduction of cases and local transmission and 

the tracing and quarantining of all individuals who had been identified by public health workers 

during an epidemiologic investigation of all index-case patients provided those individuals 

resided in Beijing.54 Based on the extensive nature of these measures it may be assumed that the 

H1N1 quarantines were largely successful, however research presents that while the Chinese 

government may have engaged in extensive actions that the implementation was not always 

either effective or well received by the public. 

 It must be noted that the Chinese government did engage in some important preliminary 

actions. The Chinese government has been credited with acting decisively and quickly as a 

means of mitigating the spread of H1N1 when the disease first emerged. For example, as early as 
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late April of 2009 there were national instructions for the population to safeguard themselves 

against contracting the flu and the Politburo Standing Committee met to discuss flu containment 

measures. Additionally, within that same time frame the State Council meeting decided on 

several measures to prevent H1N1 viruses including, but not limited to cooperation between 

Hong Kong, Macao, and the international community, a collaboration between the Ministries of 

Health and Agriculture and the General Administration of Quality Supervision to prevent the 

epidemic, and the stocking of anti-epidemic equipment including drug and medical resources.55 

These combined actions suggest quick thinking and planning on the part of public health officials 

who hoped to prevent the spread of an epidemic. However, this forethought did not necessarily 

translate as would likely be expected. 

 One way in which Chinese quarantine measures can be considered is in relation to the 

way in which travelers who were in China at the time of the epidemic were treated. There are 

conflicting accounts regarding the accommodations that these individuals were provided with. 

The Chinese media reported that those who were quarantined were placed in five-star hotels, 

however firsthand accounts of the situation tell a different story which states that travelers were 

instead placed in distant motels. Additionally, in regards to its treatments of foreigners in 

particular there have been accusations that the actions of the Chinese were xenophobic, rooted in 

fear, and not compliant with international norms relative to how individuals in quarantine should 

be treated. In response, the Chinese government stated that their actions and reactions in light of 

the outbreak were aligned with internationally accepted norms.56 Regardless of whether an 

individual believes the travelers or the government officials the conflicting accounts serve to 

highlight one of the underlying issues with quarantine in that what may be acceptable and safe 

from a legal and medical standpoint may not seem that way to the person who is being 
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quarantined. Similarly, measures that are not acceptable medically may be those that quarantined 

individuals would prefer based on comfort levels or as a matter of retaining personal liberty. 

Additionally, it is unlikely that in an epidemic or pandemic situation that everyone who is being 

subjected to a quarantine will be apprised of the most recent laws which are meant to govern 

such measures; this is especially true in a setting that is not local or familiar for the person.  

 Addressing Chinese quarantine measures as they pertained to a group of native 

individuals focus can be placed on one northern Chinese university and the ways in which it 

implemented quarantine among its students. In this instance, there were 152 students who did not 

have the virus but who did have fever or influenza-like symptoms. Of these 152 individuals there 

were 20 who were exposed to someone who was known to have the virus during the quarantine 

period. 19 of these students shared a bedroom and a toilet with an individual who had the virus, 

and the remaining student shared a toilet but not a bedroom with someone who had the virus. 

The remaining 132 individuals who did not have the virus where not quarantined in quarters with 

someone who was infected. However, in all cases every room was disinfected by a member of 

the university staff once a day, staff supervised behavior between contacts, and it is noted that 

there was a high level of compliance relative to personal hygiene regulations that had been 

provided. In studying the quarantine it was found that among the 20 virus-negative students who 

were quarantined with students with confirmed cases of the virus that the attack rate of suspected 

cases increased significantly and as such while the results support quarantine as an effective 

measure against a secondary outbreak, they also support quarantining two individuals who are 

virus-negative in the same room.57 Despite stringent attempts to stop the spread of H1N1, in the 

case of these university students Chinese public health officials engaged in a public health 

measure that could have increased the risk for infection for two key reasons. First, by solely 
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utilizing quarantine, instead of implementing isolation procedures as well, students who had 

already come into contact with a confirmed case of H1N1 were in some cases further exposed to 

the disease by being quarantined in rooms with those who were known to be infected. This 

incident served to completely ignore that quarantine and isolation are not synonymous and that 

those with H1N1 should have been isolated. Second, it can be presented that all of the students 

who were virus-negative should have been quarantined together and monitored even if that 

meant placing them in non-traditional quarters such as classrooms to decrease their risk for 

contracting the pandemic. 

3. Canada (SARS) 

 In addressing the outbreak of Severe Acute Respiratory Syndrome (SARS) in Canada 

consideration is being given not to quarantine in particular, but instead to the public health 

system as a whole. This viewpoint is necessary because of the role that quarantine does, or rather 

can, play in relation to public health as a whole. Noting this it can be presented that the failures 

which existed in Canada were not solely or even specifically related to quarantine, but instead 

indicative of a larger issue. 

 SARS emerged in February of 2003, and was quickly identified as a disease which 

warranted international concern. While the disease was first documented in Vietnam it rapidly 

spread to other countries including Singapore, Taiwan, and Canada. Just one month after its 

initial emergence SARS was in 20 countries with over 3,000 documented cases and 100 deaths. 

As the months passed these numbers continued to multiply and by June of 2003 SARS was in 29 

countries, there were reports of 8,500 cases, and over 800 reported deaths.58  

 When the SARS epidemic reached Canada, it served to highlight deficiencies within the 

Canadian public health system. Specifically, the outbreak made it clear that there were issues 
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relative to the infrastructure, policies, procedures, and legislation which are all meant to be in 

place in order to support urgent public health actions as they arise. In this instance there were 

entire jurisdictions which needed to improvise by creating impromptu structures because well-

developed pandemic plans were not already in place. Additionally, this was not an issue that only 

served to plague rural areas or those with smaller populations, even the province of Ontario faced 

problems relative to its ability to efficiently and effectively respond to the outbreak.59 

  It must be noted however that following the outbreak Canadian officials worked to make 

legislative changes which should prove beneficial in the event that the country is faced with 

another epidemic. Specifically, amendments were made to the Quarantine Act and Quarantine 

Regulations with the addition of SARS to the Quarantine Act's schedule of infectious and 

contagious diseases with a quarantine period that is double the length of the ten days which are 

required by the World Health Organization as an extra measure of precaution and health 

literature related to SARS can now be disseminated on Canadian flights.60 What is most telling 

about these amendments is that they specifically focus on SARS. It can be presented that is this 

exact type of disease specific thinking that was a large part of the problem during the 2003 

epidemic. Despite the fact that the disease had been identified, and that it was known to be both 

contagious and deadly, there was no clear way for Canadian health officials to deal with it 

because it was not explicitly named in their Quarantine Act and/or Quarantine regulations. 

Action, or more aptly inaction, such as this only serves to further strengthen the link between 

quarantine and public health policy in the sense that the former has little to no effectiveness in 

instances where it is not bolstered by the latter. 

Conclusion 

 It is imperative to understand the exact nature of public health as it is only via that 
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understanding that it is possible to make sense of public health policy and the role of quarantine. 

This chapter has provided an extensive look at the role of public health public health policy and 

also addressed both it and quarantine from both a historical and contemporary perspective. 

Additionally, in looking at the implementations of contemporary quarantines in several 

countries, it has laid the framework for the following chapter. Chapter three will focus 

specifically on how living in an increasingly globalized world increases the risk for the spread of 

epidemics and pandemics both accidentally and intentionally. 

1 John Duffy, The Sanitarians: A History of American Public Health. Chicago: University of Illinois Press, 1992, 

1 
2 Duffy, 1 
3 Mary Louise Fleming, and Elizabeth Parker, Introduction to Introduction to Public Health, 3rd ed. Australia: 

Elsevier, 2015, viii 
4 Duffy, 4 
5 Lloyd F. Novick, and Cynthia B. Morrow, “Defining Public Health: Historical and Contemporary 

Developments” in Public Health Administration: Principles for Population Based Management 2nd edition, ed. 

Lloyd Novack, Cynthia B. Morrow and Glen Mays, (Sudbury: Jones and Bartlett Publishers, 2008),1-2 
6 Laura C. Leviton, Scott D. Rhodes, and Carol S. Chang, “Public Health” Policy, Practice and Perceptions.” in 

Jonas and Kovner's Health Care Delivery in the United States, 10th edition, ed. Anthony R. Kovner, James 

Knickman, and Steve Jonas, (New York: Springer Publishing Company, LLC, 2011) 105-107 
7 Bernard Turnock. Essentials of Public Health. Sudbury: Jones and Bartlett Publishers, 2007, 6 
8 Mary Louise Fleming and Elizabeth Parker, Introduction to Public Health, 3rd ed. Australia: Elsevier, 2015,6 
9 Leviton et.al, 107-108 
10 Leviton et.al, 113 
11 Leviton et.al, 107 
12 George Rosen. A History of Public Health, expanded ed. Baltimore: The John Hopkins University Press, 1993, 

1-5 
13 Rosen, 6 
14 Rosen 13-14 
15 Rosen 14 
16 O.F. Robinson. Ancient Rome: City Planning and Administration. New York: Routledge, 1992, 96 
17 Mary B. Wood and Michael Wood. Ancient Medical Technology: From Herbs to Scalpels, Minneapolis: 

Twenty-First Century Books, 2011, 71 
18 Rosen, 23-24 
19 Geof Rayner, and Tim Lang. Ecological Public Health: Reshaping the Conditions for Good Health. New York: 

Routledge, 2012  69 
20 Rosen, 25 
21 Karen Saucier Lundy, and Sharyn Janes, Community Health Nursing: Caring for the Public's Health, 2nd ed.  

Sudbury: Jones and Bartlett, 2009,66 
22 Eric Zgodzinski, and L. Fleming Fallon jr, “The History of Public Health.” in Essentials of  Public Health 

Management, ed.  L. Fleming Fallon jr. and Eric Zgodzinski, (Sudbury: Jones and Bartlett, 2005),10 
23 Novick and Morrow, 6 
24 Rosen, 50-52 
25 Rosen, 55 
26      Duffy, 66-68 
27 Rosen, 264-265 

                                                           



 

 83 

                                                                                                                                                                                           
28 Kant Patel, and Mark E. Rutheshsky, The Politics of Public Health in the United States. New York: Routledge, 

2005, 4 
29 Bernard J. Turnock. Public Health: What it is and How it Works, 6th ed. Burlington: Jones and Bartlett Learning, 

2015, 311 
30 Turnock (2015), 316-317 
31 James G. Hodge jr., and Lawrence O. Gostin, “ Quarantine” in Koenig and Schultz's Disaster Medicine: 

Comprehensive Principles and Practice, 2nd ed., ed. Kristi L. Koenig, and Carl H. Shultz (New York: 

Cambridge University Press, 2016), 241 
32 Theresa Macphail, The Viral Network: A Pathography of the H1N1 Influenza Pandemic, Ithaca, Cornell 

University Press, 2014, 97 
33 Alan Smart, and Josephine Smart, “Biosecurity, Quarantine, and Life Across the Border.” in A Companion to 

Border Studies, ed. Thomas M. Wilson and Hastings Donnan (Malden: John Wiley & Sons, 2016), 357 
34 Smart, and Smart, 357 
35 Rosen 42-43 
36 Rosen 43 
37 Gian F. Gensini, Magdi H. Yacoub, and Andrea A. Conti. “The Concept of Quarantine in History: From Plague 

to SARS.” Journal of Infection. 49 (2004) 10.1016/j.jinf.2004.03.002 ,258-259 
38 Gensini et.al, 259 
39 Rosen, 254 
40 Gensini et. al 259 
41 Genseni et. al 259 
42 Duffy, 162 
43 Duffy, 162-163 
44 Duffy, 163 
45 Hodge jr., and Gostin, 241 
46 Robbie J. Totten. “Epidemics, National Security, and US Immigration Policy.” Defense and Security Analysis. 

31:3  (2015)  10.1080/14751798.2015.1056940, 205 
47 Jeffery K. Taubenberger, and David M. Morens. “1918 Influenza: The Mother of all Pandemics.” Emerging 

Infectious Diseases. 12:1 (2006), 21 
48 Aaron G.Buseh, Patricia E. Stevens, Mel Bromberg, and Sheryl T. Kelber. “The Ebola Epidemic  in West 

Africa: Challenges, Opportunities, and Policy Priority Areas.” Nursing Outlook. 63:1 (2015) 

10.1016/j.outlook.2014.12.013 30-31 
49 Buseh et. al, 30 
50 Carolee Laine. Ebola Outbreak. Minneapolis: Abdo Publishing, 2016., 68 
51 Buseh et. al, 31 
52 Buseh, et. al, 33 
53 Bruce W. Clements and Julie Ann P. Casani. Disasters and Public Heath: Planning and Response, 2nd edition. 

Cambridge: Elsevier, 2016, 261 
54 Xinghou Pang, Peng Yang, Shuang Li, Li Zhang, Lili Tian, Yang Li, Bo Liu, Yi Zhang, Baiwei Liu, Ruogang 

Huang, Xinyu Li, and Quanyi Wang. “Pandemic (H1N1) 2009 Among Quarantined Close Contacts, Beijing, 

People's Republic of China.” Emerging Infectious Diseases. 10:17 (2001), 1824 
55 Hongyi Lai. “Managing Pandemic/Epidemic Crises: Institutional Set-up and Overhaul” in China's Crisis 

Management, ed. Jae Ho Chung (New York: Routledge, 2012), 99 
56 Katherine A. Mason. Infectious Change: Reinventing Chinese Public Health After an Epidemic. Stanford: 

Stanfoed University Press, 2016, 160 
57 Chen-Yi Chu, Cheng-Yi Li, Hui Zhang, Yong Wang, Dong-Hui Huo, Liang Wen, Zhi-Tao Yin, Feng Li and 

Hong-Bin Song. “Quarantine Methods and Prevention of Secondary Outbreak of Pandemic (H1N1) 2009.” 

Emerging Infectious Diseases. 8:16. (2010), 1300-1301 
58 Bensimon, Cécile M. and Ross E.G. Upshur. “Evidence and Effectiveness in Decisionmaking for Quarantine.” 

American Journal of Public Health. S1:97 (2007). s44-s45 
59 Theresa W.S. Tam , Jillian E. Sciberras, Susan E. Tamblyn, Arlene King, and Yves Robert. “The Canadian 

Pandemic Influenza Plan: An Evolution to the Approach for National Communicable Disease Emergencies. 

International Congress Series. (2004) 10.1016/j.ics.2004.01.036, 241 
60 Michael G. TyShenko, and Cathy Paterson. SARS Unmasked: Risk Communication of Pandemics and Influenza 

in Canada. Montral: McGill-Queen's University Press, 2010, 242 



 

 84 

Chapter Three- Globalization and Increased Risk of Epidemic/Pandemic Spread 

Chapter two provided an in depth look at the relationship between public health policy 

and quarantine. It looked at the ways in which the quality of the latter is dependent upon the 

quality of the former, and considered the concept as illustrated via several global examples. This 

information served as foundational for the understanding that while health care decisions are 

made locally that they have global impacts. Noting this it is imperative to understand the role 

that globalization can play in terms of an increased risk for the spread of epidemic and pandemic 

disease, and what role, if any, quarantine can truly play in this regard. 

A. Globalization as a Public Health Concern 

 In the twenty-first century, it is irresponsible to consider public health without also giving 

careful consideration to the unique way in which the world is currently connected. The global 

nature of travel, commerce, and medicine demands a solid contextualization of global health. 

This requires not only a working definition of what that presently means and what it may entail 

in the future, but also requires an understanding of both the relationship between globalization 

and infection as well as the impact of the international laws and regulations which are presently 

in place to control infectious disease. 

1. Defining Global Health 

 Seeking to define global health presents the same quandary as attempting to define public 

health in that there is no singular or universally accepted definition of what it is or what it is 

meant to accomplish.  Additionally, the definitions that do exist all serve as a means into offering 

some insight relative to what global health can be, if not necessarily being an accurate depiction 

of what it presently is. For the reason, consideration must be given to the numerous ways in 

which the idea and ideals of global health have been expressed with the end goal, at least within 
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the context of this work, of providing a working definition which further discourse can 

accurately be built up around. 

 The difficulty of defining global health stems from two sources. First, it is a relatively 

new concept medically as evidenced in part by the fact that it is only within the twenty-first 

century that there has been expansive research into the field.1 Based on this there is a limited 

pool of resources from which to pull critical information about the way in which global health 

initiatives actually work versus the way that assumed to idealized versions of global health 

operate. Moreover, it can be argued that there is a lack of truly distinct or unique perspectives as 

there is a great deal of similarity in what has currently been produced and published. Second, 

there is the issue that some researchers assert that global health and public health are 

interchangeable concepts for three reasons. First, both consider health to be more than the 

absence of disease, but instead look at physical, mental, and social well being, Second, both 

consider individual approaches to health and population-level policies. Third, both address the 

core causes of poor health via scientific, social, cultural, and economic strategies.2 On the surface 

such a definition seems rational, however it fails to address the nuances that serve to differentiate 

global health from public health. Exemplary of this is the consideration that while public health 

serves to focus on issues that impact the health of a population in a particular community or 

nation, that in contrast the focus of global health is one that transcends national borders. 

Similarly, while public health is geared towards developing and implementing programs and 

processes that generally do not necessitate global cooperation, global health solutions often 

require global cooperation for development and implementation.3 These differences mean that 

global health cannot be adequately presented as being indistinguishable from public health 

without ignoring the discrepancies that exist in who public health is meant to cover and how 
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public health is meant to function verses those same function in global health. 

 Having addressed what global health is not, it is possible to present what global health is. 

It would be too simplistic to present it as a series of health measures with global impact because 

that does not serve to encompass either why global health is important or what its overarching 

goal is meant to be.   

 Global health and public health are essentially one in the same. Both global health and 

public health view the subject of health as being comprised of several key components including 

physical, mental and social well-being as opposed to looking at health solely as the absence of 

disease in an individual or population. However global health is in many ways still perceived and 

presented in a much narrower context. Specifically, there is the prevailing idea that global health 

is transactional in nature and as such refers to international aid, technology, and intervention 

being sent from wealthier countries into poorer ones. However true global health is not about the 

dependence of poorer nations on richer ones for the provision of healthcare, but rather a more 

critical interdependence which serves to look at contributions and commonalities as they pertain 

to all nations.4  In understanding this it becomes easier to understand that global health is about 

equity. However, as we are learning such equity can represent both benefits and dire 

consequences because in the same way that healthcare has become global so has the spread of 

disease. 

2. The Connection Between Globalization and Infection 

 There exists a clear correlation between global health, or more aptly a lack thereof, and 

infection. This connection centers around the fact that when people move what is also 

transported are elements of their larger, surrounding environment. While some of these elements 

are physical such as their genetic and biological make-up, some of these elements are linked to 
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the socioeconomic background and status of the traveler. It is these aspects of travel and mobility 

that serve to influence and impact the incidence, prevalence and spread of infection. Combined, 

the relationship between human mobility and disease-causing organisms creates a pattern of 

disease presence and epidemiology that is not only fluid, but is also evolving.5 In this vein it 

should be understood as an inevitability that as human beings continue to migrate that what will 

also travel are potential health care risks. 

  By both its inherent nature and core definition the goal of global health is to assist 

individuals living in vastly divergent locations on all areas of the socioeconomic spectrum. 

Noting this any proposed, anticipated, or plausible solutions to global health problems have to 

consider the possible long-term ramifications rather than simply seeking to solve whatever 

immediate crisis may exist.6   Such consideration and careful action exist as central to the 

provision of global health initiatives and efforts. In understanding this as foundational it is 

possible to delve deeper into the causal linkage which exists between globalization and infection. 

 By extension that same link that is present between global health and infection exists 

between globalization and infection. In order to best understand this link, it is necessary to first 

engage in two key exercises. First, there must be the provision of a working definition of the 

term ‘globalization.’ Second, what must be considered is the broad linkage between globalization 

and health. 

 In seeking to define globalization it can be presented as follows: essentially, globalization 

is a form of connectivity which has been defined as a change in the ways in which human 

interact across a variety of spheres including those that are economic, social, political, 

technological and environmental.7  Additionally, it must be understood that globalization is 

neither inherently positive or inherently negative. Instead in looking at how globalization works 
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and what aspects of society it interacts with and impacts what has to be accepted is that while it 

can create possibilities that it can also increase risks.8 Noting all of this what is revealed is 

twofold. First, globalization is an ongoing process. Moreover, it is a process which will plausibly 

continue as human beings find newer and more innovative ways to connect to each other. 

Second, there is no universal outcome relative to how globalization will ultimately affect varied 

aspects of societies or individuals. This information is imperative as it serves to underscore the 

nature of globalization which is both persistent and unpredictable. 

 Initially, globalization may not seem directly related to healthcare. However, what have 

been identified are several key ways in which globalization acts as a means of directly impacting 

public health. First, as global change occurs what occurs in tandem is a shaping of the parameters 

which are viewed as the general definitions of health. This is due to the fact that globalization 

serves to shape and influence both individual and societal factors across the world thereby 

impacting health on both of those levels as well. Second, while the impacts differ based on 

specific individuals and populations there has been evidence to support that health status and 

outcomes are being influenced by globalization. One salient argument is that along with the 

global restructuring of human societies what is also emerging are new patterns of health and 

diseases. In addition to reconfiguring existing health challenges, this also includes the spread of 

both new and emerging infections. Finally, globalization serves to play a significant role in terms 

of how health needs are and can be met. Specifically, globalization has an impact on healthcare 

financing as well as which health services are provided where and when.9 Noting the myriad of 

ways in which globalization and healthcare are related, it is possible to take an even deeper look 

at the impact that globalization has relative to the potential spread of infection. 

 While globalization is not inherently bad for the healthcare sector, it is also not inherently 
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good and it may be posited that the consequences of globalization serve to greatly outweigh the 

benefits which do exist. In the broadest sense globalization provided, and continues to provide, 

increased access to preventative health options, information, diagnosis and care.10  These 

provisions do serve to solve known problems, yet those solutions are not enough to adequately 

combat the adverse effects of globalization. For example, it has been argued that globalization 

acts as a means of reducing the ability of states to care for the health of their domestic 

populations, in turn this inability also serves to limit inter-governmental cooperation in the 

healthcare sector. Essentially, what this means is that globalization can be seen as weakening 

both local and international healthcare efforts, and in an increasingly globalized world public 

health is more dependent on these systems than it has been at any other point in history. Noting 

the interconnected nature of healthcare systems in both the United States and abroad this 

dependence is not just a minor hindrance but should instead be viewed as a major potential 

public health concern. 

3. International Law and the Control of Infectious Disease 

 While global health advocates often focus on medicine and science as a means of 

mitigating health risks, what can also be utilized in an effective manner is the law. When there is 

a health threat that spans national borders no single state or country is equipped to ward it off, 

instead focus must be placed on solutions which are designed as a means of providing an 

international response.11  Such laws are meant to be both preventative and proactive, however 

they are only viable if they are followed properly. In seeking to better understand focus must be 

placed on both the past and the present. In terms of the former it is necessary to address the 

origins of international laws which pertain to health. In terms of the latter it is important to look 

at current international health laws. As it would extend beyond the scope of this work to consider 
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every law of this kind, specific consideration will be given to both The International Health 

Regulations and the UNESCO Declaration on Bioethics and Human Rights. In looking at the 

language and application of these normative instruments it becomes possible to extrapolate their 

pros and cons relative to their effectiveness. 

 It would be remiss to believe that international health law is a product of the current 

century. Instead, the basis for contemporary international health laws can be traced back to the 

nineteenth century and the International Sanitary Conferences of the era. Initially convened in 

France in 1851 the inaugural International Sanitary Conference was attended by eleven European 

States. Between the time of this first convention and the end of the nineteenth century there were 

a total of ten of these conventions, eight of which were utilized as a means of focusing on the 

spread of cholera, plague and yellow fever across national borders. In looking at these 

conferences, what history shows is that while many of the sanitary measures that were negotiated 

were never actually ratified by the participating countries, and therefore never wholly 

enforceable, that they were still utilized as a means of creating a functional disease surveillance 

network which allowed for information sharing.12 In this vein these Conferences can be seen as 

being foundational for the myriad of current internationally focused health measures which are in 

place currently and which continue to be developed. This is due to the fact that the International 

Sanitary Conferences showcased both the feasibility of cross-border disease surveillance and 

communication as well as the importance of such measures relative to the mitigation of 

communicable disease spread.  

 The origination of the International Health Regulations can be directly traced back to the 

International Sanitary Conferences which were held from 1851 until 1926. However, it was not 

until 1948 that the World Health Organization (WHO) developed the first set of International 
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Sanitary Regulations. Utilizing its broad powers these 1948 regulations were binding on all 

member states unless as specified in Articles 21, 22, panel 1, a member state took the necessary 

actions to affirmatively opt out. These initial regulations were amended several times by the 

World Health Assembly and the treaty was officially renamed the International Health 

Regulations in 1969.13 The 1969 origin point served as a definitive name change but did not 

signal a final change in what the regulations where meant to encompass. 

 While the International Health Regulations were officially renamed in 1969, significant 

changes were still necessary. The need for these changes can be viewed as centering around the 

fact that the 1969 version of the regulations was only applicable to three diseases: cholera, 

plague and yellow fever. This meant that there was not a framework in place to address the 

cross-border spread of any other communicable diseases. As a result, these regulations were 

essentially useless when a Severe Acute Respiratory Syndrome (SARS) epidemic began in 2005, 

yet the WHO was still tasked with providing leadership and did so via the provision of its first 

global travel alert, its first emergency travel advisory and a series of travel recommendations 

until the epidemic was declared at an end.14 It was in direct response to the SARS outbreak that 

there were significant transformational reforms which were deemed necessary. These reforms 

included the addition of an all-hazards strategy, early state reporting, the ability to utilize 

unofficial e.g. non-state data sources, and the building of health-system capacities to prevent, 

detect, and respond to potential public health emergencies of international concern (PHEIC).15 

The revisions, which were officially put into effect in June 2007 exist as a legally binding 

international agreement which provides a framework for coordinating the management of events 

that may be viewed as a public health emergency of international concern. This framework was 

designed as a means of improving the capability of countries relative to the detection, 
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assessment, notification, and response to public health threats. The core aspect of the revised 

regulations centers around the need for individual countries to strengthen their surveillance and 

response capacities in order to best facilitate the reporting of disease to WHO which will then 

allow for a coordinated global response effort utilizing the power of WHO.16  

 The importance of the 2005 revisions to the International Health Regulations cannot be 

understated. First, instead of being applicable only to named diseases, the application of this new 

framework hinges instead upon reporting of anything that is considered to be a public health 

emergency of international concern to the National Focal Point Office.17 This allows for greater 

flexibility which may in turn serve to mitigate the number of individuals who are impacted, or 

who may be impacted, by the cross-border spread of a communicable disease. Additionally, 

these revisions allowed for the WHO to better coordinate with their requisite stakeholders while 

at the same time making recommendations that balanced both health and trade. Finally, these 

revisions proved helpful as PHEIC’s were declared several times in 2009 in response to 

influenza (H1N1), twice in 2014, once in response to Ebola and once in response to Polio, and 

once in 2016 in response to the Zika virus and co-morbid neurological conditions.18 Such 

numbers may seem low, however consideration has to be given to the countless individuals who 

may have been spared exposure to these diseases and/or saved from death because of the ability 

for the PHEIC’s to be implemented in the first place.  

 The ideas behind this are sound, but they are also rooted in a false idealism that is not 

fully reflective of what it currently occurring in healthcare, or what it possibilities exist in 

healthcare in the near future. As aforementioned globalization is serving to strain healthcare 

resources both nationally and internationally. Such a strain serves to inevitably impact the 

effectiveness of both individual nations and their ability to quickly identify the spread of 
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infection as well as potential international cooperation. Exemplary of this consider the known 

gaps which exist between the PHEIC’s norms and its real-world impacts as evidenced by the 

most recent Ebola epidemic. In addition to the specific deficits that can be associated with the 

PHEIC, there are also systemic deficiencies which threaten the whole of the International Health 

Regulations. These issues stem directly from both state non-compliance as well as the inability 

of the WHO to coordinate stakeholders and make decisive responses, both of which are integral 

for effectiveness. However, the WHO has at its disposal limited enforcement tools which in turn 

limit its ability to hold states accountable in instances of weak IHR core capacities or when they 

utilize/employ travel and trade restrictions that are counterproductive in nature.19 What this 

serves to illustrate is that while WHO is clearly preparing for the inevitable spread of epidemics, 

that such efforts are being hampered by a framework in which preparation rests heavily on the 

decentralized efforts of individual nations and their ability, as opposed to simply their desire, to 

adequately create and maintain their own disease surveillance infrastructure. Until and unless 

this can be adequately addressed the International Health Regulations will be limited in terms of 

its ability to act both uniformly and comprehensively in varied and various international settings. 

 In the same year that the International Health Regulations were substantially revised the 

United Nations Educational, Scientific, and Cultural Organization (UNESCO) General 

Conference accepted the Universal Declaration on Bioethics and Human Rights20 (hereafter 

referred to as the UNESCO declaration). While the document as a whole is meant to be 

beneficial to the international community, there are three articles in particular which are relevant 

to this work. The pertinent articles include Article 12, Article 14, and Article 22. It must be noted 

that none of these articles directly address the subject of the spread of infection or epidemic 

control, however this does not mean that they are not pertinent when considering those concepts 
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in relation to globalization based on what it is that they do serve to explicitly address and govern. 

In addition to these the three aforementioned Articles what must also be taken into account 

relative to the UNESCO declaration as a whole is its legitimacy or lack thereof and the impact 

which that serves to have on follow through of any kind. 

 Article 12 of the UNESCO declaration focuses on the respect for cultural diversity and 

pluralism with the caveat that in considering these dual concepts that they should not be invoked 

in order to infringe upon the constructs of human dignity, human rights and fundamental 

freedom, or upon the principles of the declaration itself, nor should they be utilized as a means of 

limiting the scope of the principles of the declaration. Essentially, what this article seeks to do is 

to provide a preemptive answer to the question of why respect for cultural diversity and 

pluralism is important. It does this by deeming such respect necessary the basis of a changing 

bioethical landscape where the progress of biomedical innovation and intervention serves to 

create new ethical dilemmas which must be both assessed and addressed. 21 

 It is the language of this article that serves to make it problematic in that it requires a 

broad respect for cultural diversity and pluralism and does not serve to offer any provisions to 

the rule relative to the existence of a potential epidemic or pandemic threat. Specifically, it does 

not call for cultural norms to be suspended in favor of evidence based best medical practices 

when the former would serve to contribute to the spread of infection. Without dismissing the 

importance of cultural diversity as a cornerstone of patient-centered healthcare, it can be 

presented that epidemics and pandemics represent extreme circumstances and as such require 

divergent handling than what would be deemed appropriate or desirable in a one-on-one setting. 

While it is understandable that the authors of the UNESCO declaration were working to create a 

document to promote broad global health initiatives with an emphasis on ensuring equity in the 
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practice of bioethics, this particular oversight seems to place politically correct behavior over 

behavior which is medically sound. In this vein, the framing of the article seems more focused on 

ensuring that individual cultural beliefs are respected over broader human health and by 

extension human life itself. In a more insulated society such actions would literally not be able to 

have the same potential ramifications that are possible in the society in which we currently exist. 

In a globalized world all health decisions are possible global health decisions and as such laws 

with global reach need to be reflective of this reality. 

 Article 14 of the UNESCO declaration addresses the subject of social responsibility and 

health. Essentially, it serves to act as an outline for what individual nations need to be 

accountable for in terms of the provision of health. However, as aforementioned, global health 

serves as a means of straining these systems. To add to this statement, it must be noted that in 

addition to the strain there are also growing inequities drawn largely across class lines. This 

division is put into perspective when it is acknowledged that over one sixth of the global 

population, over a billion people, reside in abject poverty, conditions where they are not only 

without basic health and social services, but also where they cannot access even more 

fundamental necessities such as safe drinking water. Such information is not new, in fact it is 

over thirty years old.22  

 In light of this information, Article 14 can be viewed as presenting an ideal that cannot 

exist without addressing underlying issues that have less to do with healthcare and more to do 

with broader international infrastructures that UNESCO has no governance over and moreover 

cannot hope to ever actually control. Additionally, it cannot be ignored that similar to the 

definition of health, the definition of social responsibility is not universal in nature. While this is 

in and of itself problematic, the matter becomes more complex when inevitably it must be 
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identified exactly who is responsible for what. This process in one which has been shown to be 

easier conceived than carried out as there exist inherent tensions and challenges which face first 

a government and its people and then the global stage at large.23 Once again this seems to 

exemplify an over-extension of idealism on the part of those who framed the UNESCO 

declaration in that it serves to willfully ignore the instability that can and does exist within 

individual nations relative to overseeing the health of their populations. This should not be 

misconstrued to mean that a provision of this type e.g. one relative to social responsibility and 

health at the national level as a means of better addressing it on an international level should be 

excluded from international health discussion. Instead what is being suggested is that in order for 

it to best serve as a tool for adequate infection control in a globalized world that it needs to use 

more specific language in conjunction with attainable benchmarks and goals based on various 

socioeconomic and sociopolitical scenarios. 

 In a similar vein to Article 14 of the UNESCO declaration is Article 22, the latter of 

which serves to outline the role of states. It notes the needs for appropriate actions to be taken to 

ensure that the declaration is carried out and encourages the establishment of ethics committees 

as outlined in Article 19. The need to promote of the Declaration as significant is not in question, 

instead the issue once again lies with a lack of definitive parameters, in that while this may serve 

to invite conversation it fails at being a traditional impetus.24 It also fails at providing a more 

useful mandate for possible state action in that it once again actively ignores matters of 

infections and their spread and what entities should be viewed as responsible for that. 

 Having addressed the Articles of the UNESCO declaration which may prove most 

relevant relative to the spread of infection and epidemic and/or pandemic situations, it is possible 

to take a broader look at the organization behind the declaration. Such a step is prudent as doing 
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so can serve to offer greater insight relative to the manner in which both the declaration as a 

whole and the articles in particular may ultimately be viewed. Without seeking to disparage or 

discount the work of the WHO it would be remiss not to take a critical look, especially as such a 

viewpoint can prove to be constructive in serving to better contextualize current views toward 

attempts at international health regulation. In this regard, specific focus can be placed on the size 

and scope of the WHO which based on both their revolutionary classification and mission are in 

a position where they can expect only perfunctory support, and perhaps little else, from the 

masses who look at their policies and consider them to be problematic from one standpoint or 

another and by extension believe them to be misconceived, erroneous, biased, or objectionable 

for some other reason. Noting this, the question that must be asked is how the WHO can acquire 

the legitimate authority to act as the director of world policy.25 It is not within the scope of this 

work to attempt to provide an answer to that question or to present answers which have been 

provided as they have not be actively implemented. Instead, it falls to this work to present that 

while internationally focused healthcare laws are well-intentioned that they do not exist as a clear 

solution to the problems posed in the medical community by increased globalization and its 

impact. Without the full cooperation, if not full support, of the entire international community, 

such efforts on the part of the WHO, while in no way wasted, can still be viewed as lacking the 

full viability that they are intended to have when developed. 

 Internationally developed and recognized healthcare laws could be effective tools for 

mitigating the spread of infectious agents. However, present laws are too limited in scope to 

address global health needs. Therefore, in noting the present need to lie on measures which may 

serve to fall short it serves as a wise course of action to be especially familiar with the way by 

which infectious agents are spread as well as the likelihood of such a risk in society the way in 
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which it is currently shaped and will plausibly continue to be set up. 

 

B. The Accidental Spread of Contagions  

 Having addressed the nature of global health, its general role in the spread of infection 

and the existence of international laws which are meant to, but may fail to, mitigate the impact of 

illness, it is possible to begin to focus on the specifics of what may occur when a contagion is 

spread. In this vein consideration can be given first to the accidental spread of contagion. In a 

globalized world the accidental spread of contagions poses a grave risk to public health. In 

addition to infected individuals who may not be aware that they are carrying diseases, and as 

such are inadvertently exposing others to illness, there are four key factors which may play a 

large role in the accidental spread of contagions. These factors include migration, trade and 

commerce, food processing and handling and zoonosis. In each of these instances the potential 

for the spread of infection is proximate to the amount of potential contact with intention being an 

irrelevant factor. 

1. Migration 

 Migration is what occurs when people go from one country or region and stay for an 

extended period of time.26  Migration clearly does not exist as a new concept, in fact it would be 

implausible to consider writing out a comprehensive history of the world without the inclusion of 

human migratory patterns. Over two thousand years ago land-based migrations worked to change 

the culture of two major subcontinents as people speaking Indo-European languages migrated 

from Central Asia into both Iran and Northern India while people who spoke the Bantu language 

migrated from modern day Nigeria and Cameroon into many of the regions that comprise 

Central, eastern, and southern Africa. Similarly in the era that is generally referred to as “early 
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modern times” and spans the three centuries following the 1492 voyage of Christopher 

Columbus, an estimated total of ten million people migrated to the Americas. Two million of 

these people were settlers who were migrating from Europe while eight million of these people 

were Africans who were brought to the Americas largely as a means of providing bodies for the 

slave trade. Within the nineteenth and early twentieth centuries as transportation improved, as 

well as for economic reasons eighty million migrants moved across East and South Asia leading 

to the re-population of regions from the Indian Ocean to Manchuria and Central Asian, fifty 

million European moved from their home continent to both the Americas and beyond, and four 

million Africans also engaged in long distance migration. Recent estimates present that about 2% 

of the total world population currently resides in a country other than the one they were born in. 

This equates to over 200 million people which is the same size as many large nations. This 

information is significant from a public health standpoint because as human beings migrate from 

one region to another they bring with them divergent skills, beliefs and cultural norms. However, 

they may also bring with them something much more insidious: infectious disease. This is due to 

the fact that human beings exist as some of the most common vectors of epidemic disease. By 

extension as humans travel what also travels are any infections that we may be harboring as well. 

As a result of factors including international travel, social upheaval, and even globalization in 

general, we are now all potential residents of the so-called hot-zone, an area which poses 

extreme danger because of the high risk of infection.27  In order to explore the role of migration 

in terms of the spread of accidental contagions in depth it is necessary to consider it from two 

distinct angles. First, consideration can be given to the general correlation between migration and 

infection. Second, focus can be placed on the manner in which specific infections are spread via 

migration. Within the context of this work specific focus will be placed on migration and the 



 

 100 

spread of both Chagas disease and HIV/AIDS.  

   The correlation that exists between the introduction of disease and migration is one that 

has been recognized for centuries. Both border health and quarantine were developed as a means 

of controlling the import of infection, and such measures can be dated back to seventh-century 

China. However, it is important to understand that the correlation is getting worse and not better. 

The reason for this is complex and goes well beyond the sheer number of current migrants. First, 

there exists the fact that migrants are currently settling not only in populous areas but also in 

parts of the world where there were no previous human inhabitants. Second, there is a rising rate 

of deadly infectious diseases around the world. Third, there have been rising numbers of illegal 

and undocumented immigrants, particularly within the United States, and regardless of any 

personal feelings which may exist central to the welcoming of newcomers what cannot be denied 

is that this particular subset of immigrants may be unlikely to seek medical care based on the fear 

of legal repercussions as well as financial constraints. In addition to these current shifts relative 

to migratory patterns, possible threats, and migrant populations the infections that we are faced 

with in the twenty-first century are also something which must be considered carefully as well. 

On one hand, we are faced with diseases such as SARS and Ebola which are capable of 

widespread damage in a relatively short amount of time. On the other hand, we are also faced 

with diseases such as tuberculosis which still kills millions of people each year even if it is not 

widely covered in the news. What is also not the topic of widespread news are the specific 

infections which can be directly correlated with disease. As a means of exploring a sampling of 

those diseases within the context of this work what will be presented is the spread of Chagas. 

   Chagas disease is caused by the infection with Trypanosoma cruzi, and is regularly 

found in Latin America where it affects over 13 million people and puts millions more at the risk 
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for infection. Despite the fact that many of those who are chronically infected remain 

asymptomatic despite infection, approximately 30% of those with Chagas will develop 

cardiomyopathy which can potentially lead to death. Increased population migration has caused 

the disease to spread beyond Latin America and presently it is considered a worldwide health 

issue. This is due to the fact that while public health programs located in Latin American 

countries have served as an effective means of mitigating the disease within this region that in 

recent decades there has been an increase of infections in both the United States and non-

endemic countries in Europe and the Western Pacific Region. This exists as particularly 

problematic as there is neither a vaccine for a cure that is highly effective to combat the disease. 

While this information is inherently troublesome, what is even more problematic is the manner 

in which Chagas is spread. Within human beings the spread of the disease exists as a something 

which occurs solely as the result of accidental infection. While Chagas disease is transmitted via 

oral infection and infection of the blood it is necessary to also consider the role that globalization 

as it relates to migration also has in terms of the prevalence of this contagion. 

   First, consideration can be given to the way in which Chagas is spread orally. The oral 

transmission of the contagion that causes Chagas disease usually occurs when an individual 

ingests either fresh sugar cane or acai berry juice that has been made from plants which are home 

to infected triatomime bugs. It is via this manner that over 1000 new cases of Chagas disease has 

emerged in Latin America since the year 2000. Moreover, this method of transmission is 

considered to be an emerging threat due to the fact that outbreaks are sporadic, not easy to 

predict and have not shown any signs of declining in either their frequency or severity. For those 

who live outside of the region this method of transmission poses a primary threat to those who 

travel to areas where the consumption of contaminated food or drink is a likelihood. It can be 
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presented that it is precisely because of the difficulty of gauging when or where an individual 

may consume food or drink that has been contaminated by this contagion that it is especially 

problematic for both those who live in as well as those who visit the region. Additionally, it 

would serve as an overreaction, as well as a strain on the local economy to eliminate both fresh 

sugar cane an acai berry juice in an attempt to stop this particular method of transmission 

especially because it is not the sole method of transmission.  

   What occurs more often than the oral transmission of Chagas disease is the vectorial 

transmission by a triatomine which is also referred to as a “kissing bug”. These bugs are 

nocturnal feeders who are known to live in a myriad of environments that may be present in 

human homes. For example, they may live in cracks and holes in the walls, ceilings and floors of 

substandard housing structures. In an instance when an individual is infected in this manner what 

occurs is that an infected bug bites an individual and then they may excrete feces that is 

contaminated with the contagion onto their host. When this occurs, there are two ways in which 

the contagion can enter the blood stream. Specifically, it is possible for the contagion to enter 

directly via the bite wound or it may be introduced into the body via other nearby mucosol 

surface after a victim has unknowingly rubbed the contagion across their skin. 28   Noting these 

specific conditions what is underscored is the truly accidental nature in which Chagas disease is 

spread because clearly not every bug of this type e.g. a nocturnal feeder, is infected with disease, 

and it is possible even for standard and/or nice homes to have cracks that may allow these and 

other bugs in. It must also be noted that being bitten by an infected bug is not the only way in 

which the Chagas micro-organism may enter, or has previously been known to enter into the 

blood stream. Additionally, infection may occur via the transfusion of infected blood, organ 

donation from an infected donor, or even via accidental exposure such as an accident in a 
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laboratory.29 

   Having addressed the manner in which individuals become infected with Chagas it 

becomes necessary to address the role that globalization, and by extension migration, can and do 

play in the spread of the contagion. As an example of this consider that in Brazil the impact of 

globalization has had both positive and negative effects on the spread of Chagas disease. In terms 

of the former, globalization has allowed for increased medical attention for Chagas patients in 

areas endemic to the disease. However, in terms of the latter it must also be noted that all of the 

changes spurred by globalization e.g. the expansion in some areas of the agricultural sector have 

actually served to contribute to the spread of Chagas via the migration of infected individuals 

and even some of the other vectors.30   It is important to note that this is not an isolated incident. 

Similarly, in Arequipa, Peru it was found that the prevalence of Chagas disease can vary widely 

between long established communities and communities that have been founded by migrants in 

search of better opportunities. Specifically, in well- established communities there exists almost 

no Chagas infection among children, whereas in newer communities there are high infection 

rates among children which serve to be reflective of a recent infection. This serves as a means of 

illustrating in part the role that migration in this area acts as a contributor to the conditions which 

promote infection. In this particular case, it was found that while many migrants come from 

villages where infection rates are low and therefore are unlikely to have acted as vectors 

themselves or brought vectors with them that in making short-term or temporary moves in order 

to work to areas other than where they had settled that they may have become infected 

themselves or carried vectors back with their belongings. This type of circular migration which 

includes either one time or continued movement between an area where individuals have settled 

to live and an area where they need to travel for work can be seen as being especially 
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problematic in terms of infection. This is due to the fact, that as in the case of Chagas vectors, it 

serves to introduce a contagion into an area where it may not presently and/or naturally exist 

serving to create greater risk factors for those who live in the community regardless of whether 

or not they are directly engaged in circular migration themselves. 

   While the spread of Chagas disease serves as only a single example of the manner in 

which a specific contagion can be spread via migration, it exists as a particularly important one 

to understand especially within the broader scope of this overall work. This is true for two key 

reasons. First, it can be viewed as being representative of both the best and worst aspects of 

globalization in that while instances of infection have been lowered in some regions that other in 

other regions the disease continues to spread and even flourish because of inadequate 

understanding and/or medical intervention. Second, it serves to showcase the severely limited 

benefit of quarantine measures as they may be related to the spread of accidental contagions as a 

whole, particularly those which can be directly related to migratory actions. 

2. Trade and commerce 

 International trade and commerce can be viewed as an integral function of globalized 

society. However, the very imports, exports and outsourcing which may serve as economic 

boons can also be healthcare deficits. As a means of best understanding this it is necessary to 

explore the causal relationship between this action and the accidental spread of contagion in two 

distinct contexts, that of the fourteenth century in Eurasia and in the present with respect to the 

entirety of the world. These two divergent viewpoints are key as they allow for both the 

historical and contemporary context of the relationship between trade, commerce, and contagions 

to be explored.  

 Prior to the fourteenth century the majority of Eurasia was without epidemic barring two 



 

 105 

plagues, however it is the potential origin of a third plague, namely the Black Death, which 

serves to call into question whether or not transcontinental expansion and the subsequent trade 

that came along with it served to aid in the spread of infectious diseases. The answer to this 

question cannot be presented as a definitive “yes” or “no”, instead there are clues which serve to 

suggest that trade may have served to play a role. This role is evident in terms of both the 

speculations and events of the time period. In terms of the former it has been reported that once 

the Black Death began to spread that there were individuals who refused to buy goods from 

certain areas out of fear that such a purchase would lead to contracting the illness. In terms of the 

latter it cannot be refuted that within two years of the initial European outbreaks merchant 

vessels had proven themselves to be carriers of the plague spreading it along the Atlantic coast 

and into both the Baltic sea and North Sea. While it is less easy to determine whether or not trade 

played a role in spreading the plague to other parts of the world, it is plausible that it may have.31 

Even without incontrovertible proof, the existence of even a tenuous connection between trade 

and commerce and the spread of infectious agents should serve to give individuals pause as it 

presents the idea that economic interaction, something which exists as a necessity for a society to 

survive and thrive, can literally be killing us. A counterargument may be made that Eurasia in the 

fourteenth century is far different from many of the societies in the twenty-first relative to our 

understanding of the ways in which diseases are spread and the conditions under which they 

need to flourish. However, such societies are alike in one potentially deadly way in that trade and 

commerce can still serve as potential causal links to the spread of infectious agents. 

 Proponents of globalization will often point to the diversity of the present marketplace as 

a point of pride, however as it has been extensively mentioned within this chapter globalization 

also serves to present health risks. Concern about these risks can manifest itself in relation to 
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trade and commerce in two key ways. First, there is a fear about the goods themselves and 

whether or not they are safe or if they pose a risk to individual or societal health and welfare. 

Second, there is the rate at which disease is able to spread based on the accelerated movement of 

both individuals and commodities. In this vein, it cannot be ignored that global cities have been 

linked by numerous chains of infections including but not limited to multi-drug resistant 

tuberculosis and SARS. These exist as legitimate concerns but they are not the most pressing. 

Instead focus must be placed on the relationship between global trade and sanitation. Of specific 

concern is the role that more powerful countries play in convincing weaker ones in some 

instances to lower sanitary barriers to trade, such acts have aided in the introduction of greater 

and greater health hazards. For example, the emergence of Bovine Spongiform Encephalopathy 

(BSE) in the late 1980s and early 1990s was a direct result of reduced sanitary measures. 

Specifically, in this case it was relative to what it was and was not safe to feed cattle that were 

raised for slaughter and human consumption.32    

   The question of why this matters may be posed. After all in considering the sheer 

volume of trade completed globally relative to how much of that trade can be directly linked to 

the spread of infection, it can be assumed that while the causal relationship does exist that it is 

fairly low. However, a low number of instances is not the same as a null threat and where 

commerce is concerned this risk is not solely medical but also economical in nature. As a means 

of illustrating this consider first that both travel restrictions as well as formal quarantine 

measures can serve as a means of severely and adversely impacting commerce both into and out 

of any area that has been identified as being affected. As a result of this, it was shown with the 

SARS epidemic that countries that were concerned with the commercial impact of travel 

warnings demonstrated a reluctance in accurate reporting relative to the progress of the disease.33  
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In this instance the health of the economy was clearly prioritized over the health of the 

individuals who may be impacted. In continuing to look at SARS, the first pandemic event of the 

twenty-first century, it can be noted that around $50-$100 billion US was lost. This total amount 

reflects both the cost of suppressing the disease as well as the business that was lost by both 

travel restrictions and capital flight. For as undeniably high as this amount is, it is a fraction of 

the cost that could be associated with a pandemic which was extremely harmful. As an example 

of this the World Bank estimated that in the event of an avian influenza pandemic that the losses 

could total $3 trillion US, and this number would only increase if the pandemic was at the scope 

and scale of the 1918-19 influenza outbreak. Essentially, what this serves to showcase is that a 

pandemic event could have catastrophic repercussions on the global economy, and the potential 

impact that disease may have in this regard has not gone either unnoticed or unaddressed. 

However, it is how countries are making the choice to address this possibility that can be seen in 

part as being problematic. Specifically, what has been shown to occur in instances of epidemic 

outbreak is that the country or origin takes drastic measures is a desperate attempt at disease 

eradication while their neighbors and trading partners do the same which oftentimes results in 

sanitary precautions that are seen as being unjustified in nature 34 While quarantine is not named 

specifically in this regard, its overall impact should not be understated. It has been well-

documented that in general infectious disease control powers are known to be some of the most 

coercive measures that a society can take, and that both isolation and quarantine can be used as a 

means of denying individuals their civil liberties.35   What this serves to suggest is that from a 

trade and commerce standpoint there are two extremes relative to dealing with possible epidemic 

and pandemic events. On one end of the spectrum there exists the desire to maintain an 

uninterrupted flow of trade which in turn assists with maintaining the stability and status quo of 
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the economy. On the other end of the spectrum though there exists a desire to immediately 

eradicate the spread of disease and as a result the measures taken in this regard may not align 

perfectly, if at all, with the appropriate protocol that should be taken which also presumes that a 

clear framework exists in the first place. While both of these aims are important they are also 

inherently at odds with each other in that the former takes little to no steps toward protecting 

public health in the name of commerce, whereas the latter seeks to protect public health at the 

risk of eroding individual freedoms.   

3. Food Processing and Handling 

 As evidenced by the information provided relative to the introduction of BSE into the 

food chain it should serve as clear that comprehensive biosecurity measures have to include 

consideration of what  is  consumed worldwide. This is due to the fact that throughout the world 

food-borne diseases are a major cause of public health concern. In the United States alone the 

estimated cost of food-borne diseases in 2001 was between $10 billion and $83 billion.36 This is 

an astronomical amount especially when it is recognized that the consumption of food is an 

integral aspect of human life. Exploring food-borne illness as a public health concern it can most 

accurately be addressed from a variety of viewpoints. Within the scope of this work focus will be 

placed on several key facets including where food-borne pathogens stem from, the manner in 

which globalization contributes to their rise, and the steps that have been, and are being, taken as 

a means of mitigating the spread of illness relative to food processing and handling. 

 First, the most complex question to address is where food-borne pathogens come from. In 

this regard, what is being considered is not what serves to cause the diseases themselves as 

exploration of such a broad subject would fall well outside the scope of this work. Instead what 

is being considered are where such diseases may originate. It is nearly impossible to collect 
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accurate estimates of the annual instances of food-borne disease. The reason for this is that while 

statistics originating in Europe and the Americas are fairly reliable in nature that all regions do 

not have reliable reporting systems.37 What also fails at being wholly reliable are the regulations 

which have been out into place as a means of regulating that what is imported and exported is 

safe. There have been, and more importantly continue to be, difficulties relative to reaching a 

consensus on what constitutes a risk assessment which is particularly problematic when it is 

understood that disease environments, technical capacities and resources can vary from nation to 

nation.38 Essentially, what this serves to mean is that a food item may be deemed safe in its 

country of origin based on factors such as the conditions under which the item is kept and/or 

prepared, the ability to test for certain pathogens, or even knowledge that specific pathogens 

exist. In this way, without intending to do so, infected food products can be introduced into a 

variety of food chains both nationally and internationally. 

 As the globalization of food increases so does the likelihood that a food-borne illness will 

be the cause of an epidemic or pandemic event. There are a number of unique factors which 

serve to make such a scenario plausible. While there are obvious correlations such an increased 

travel, and a food supply which is international as opposed to national in nature, there are also 

some causal factors which individuals may not initially consider as being harmful. For example, 

with globalization comes increased opportunities to introduce new foods into our diets and such 

foods may carry with them unintended health risks.39  As a prime example of this consideration 

can be given once again to the manner in which Chagas disease is transmitted orally. As 

aforementioned there exist two known vectors for such transmission which include fresh 

sugarcane and acai berry juice, both of which are currently accessible to individuals who travel 

to Latin America in addition to being accessible in other parts of the world as a result of 
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globalization. It is highly unlikely to presume that any individual who is trying one or both of 

these foods for the first time, especially in or from a controlled setting such as a restaurant or 

supermarket, is doing so fully aware that such an experience can pose a severe health risk due to 

the fact that neither of these foods is viewed as being inherently dangerous. 

 Understanding the risks of infections stemming from the current food supply there are 

biosecurity measures which can be taken as a means of preventing the development of food-

borne infections. One such measure is a “field to fork” approach where the entirety of food 

production is taken into account as a means of weaning out and eliminating any infectious 

agents.40 Such an approach can certainly work on a national level but in a globalized society it 

may be viewed as little more than idealism as it has already been proven that different countries 

have divergent means and measures relative to the safety and sanity of the food that they produce 

and export. In understanding this it can be posited that a more viable means of prevention of 

food-borne illnesses must begin with a greater awareness of where the food comes from and 

what threats may exist there, however the difficulty of this has already been expressed as well. 

Therefore, the issue surrounding the spread of illness from food serves to underscore a need for 

effective outside measures to mitigate the spread of disease from this source since it is more 

likely a matter of “when” then a matter of “if” such an outbreak will occur. 

4. Zoonotic Diseases 

 It has been established that approximately one-quarter of human deaths occur as the result 

of infectious disease, and of all infectious diseases, the majority of them, nearly 60% are 

zoonotic diseases. These are diseases which originate in animals before jumping to humans.  Out 

of these types of infections 70% of them originate with wildlife. In looking at such diseases from 

a historical standpoint such events were generally localized, and in some instances even went 
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undetected based on natural, cultural, and geographic barriers. However, modern transportation 

allows for the spread of disease across globally connected networks.41 Additionally, as global 

trade increases, what also increases is the number of individuals who are brought into contact 

with zoonotic diseases. Over 35 of the most recent emerging diseases, including West Nile virus 

and SARS have zoonotic origins. Additionally, more than 200 diseases that can occur in humans 

are known to have originated in animals. Experts attribute the increased worldwide emergence of 

these types of diseases to several factors: population displacement, urbanization and crowding, 

deforestation, and globalization of the food supply.42  It can also be presented that the animal 

trade itself can be seen as a source of problems as well. As a means of exploring this in full, 

focus should be placed on each of these factors individually which will assist in illustrating their 

collective impact. 

   First, focus can be placed on the role of population displacement and zoonotic diseases. 

While it may seem counter-intuitive, the displacement of a group of people from one area to 

another can serve as a means of exacerbating the conditions and parameters for the transmission 

of disease. In this vein consideration can be given to both the spread of Leishmaniasis and 

Malaria. It is imperative to understand that leishmaniasis and malaria are not the only zoonotic 

diseases which can be spread as a result of population displacement. Instead, within this work, 

they are being presented as representative of the causal relationship that can, and does, exist 

between these types of pathogens and this type of human activity.  

   Leishmaniasis is transmitted via the bites of infected sandflies and is a disease caused by 

a group of intracellular parasites. These parasites can cause a spectrum of disease which can 

range from chronic ulcerating skin lesions, known as cutaneous leishmaniasis to a disease that 

effects the internal organs of the body, known as visceral leishmaniasis. Visceral leishmaniasis is 
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fatal if it is not treated, and treatment exists as complex and can involve the usage of medication 

with known toxic side effects. While there are both promising new treatment regimens as well as 

known ways to control the disease it cannot be dismissed that conflict and civil unrest serve to 

fuel the spread of leishmaniasis epidemics on a global scale. This is due to the fact that the 

disease thrives in such situations, one where there is a clear breakdown of the health 

infrastructure along with forced migration, the destruction of human habitats and food insecurity. 

Under these conditions there exist limited disease control measures. Additionally, inadequate 

housing along with a mobile refugee population as well as internally displaced individuals 

increase the likelihood of exposure to the sand fly vector. While these factors alone exist as 

problematic they are only further exacerbated by the fact that without a stable healthcare system 

in place that patients who are known to be, or who fear that they may be, infected, do not have 

any access to treatment.43 As a result an already traumatic situation, e.g. being made to move 

from their homes, can literally become a deadly one, if a person is inadvertently infected. 

   For as devastating as leishmaniasis exposure can be, it pales in comparison to that of 

malaria. Malaria is caused by mosquito-borne parasites and while it is often viewed as being a 

single disease it is more aptly viewed as numerous diseases, each one of which is shaped in part 

by interactions between biological, ecological, social, and economic factors. The rationale 

behind this line of thinking centers around the understanding that the intensity of disease 

transmission, who becomes infected, who gets sick, and who dies, are all greatly and gravely 

influenced by the exact species of the parasite, the behavior of the mosquito host, the immune 

status of the individual, the climate, a broad array of human activities, and access to healthcare.44  

Almost half, 41% of the total world population is at risk for a malaria infection and each year 

anywhere between 300 million and 500 million cases of clinical malaria are reported. This 
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information comes into focus when it is noted that malaria is found in 100 countries, and in 92 of 

them the disease is endemic, this serves to make malaria the most prevalent vector-borne disease 

in the entire world. One group that may be particularly susceptible to malaria infection is 

refugees because the displacement and circulation of large numbers of people can favor 

transmission of the disease. In these instances, transmission is generally understood to occur in 

one of two scenarios. In one scenario individuals who are not immune to the disease are 

displaced and in traveling to or through a region where malaria is prevalent they may become 

infected. In another scenario, a displaced individual who is already infected may act as the vector 

and spread the disease to other individuals and other areas. Based on the likelihood of one or 

both of these scenarios occurring what should be readily understood is that malaria exists as one 

of the most commonly reported causes of death among refugees and is especially severe among 

refugees and displaced individuals in countries where the disease is endemic.45  It can be 

presented that for displaced populations malaria, which is already understood to be deadly, 

becomes an even more pernicious adversary, one which they may not have encountered, or in 

some cases had the opportunity to help spread, if they were not made to move from their homes. 

   The spread of both leishmaniasis and malaria based on population displacement helps to 

illustrate how ineffective quarantine can be in certain situations. Note that with no healthcare 

infrastructure in place to identify or treat the infected that there is also no healthcare 

infrastructure in place to implement or enforce quarantine measures. Noting this, we are once 

again faced with a situation of “when” and not “if” relative to epidemic levels of one or both of 

these diseases. 

   Having addressed the impact that population displacement can have on the spread of 

zoonotic diseases, focus can be placed on the role that urbanization and crowding play in this 



 

 114 

regard as well. Before delving into the correlations that can be found, it is first imperative that 

there is a basic understanding relative to what urbanization is, why it is important, and who 

exactly it impacts. This information will serve as foundational when exploring the issue in full as 

a means of helping to underscore who is impacted and why that impact occurs. 

   In the most basic sense of the word, urbanization refers to the process of both increased 

movement toward, and settlement within, urban areas. However, there does not exist a universal 

definition when seeking to define the word “urban” itself, instead what exists are a myriad of 

definitions that come from various countries and which, as a result, do not have the same 

understanding or connotations. As an example, in some instances living in an urban setting is 

defined by living in the capital, whereas in other instances urban can refer to the economic 

activities of a particular region, the size of the population of even the population density. 

Regardless of exactly how it is defined, urbanization does not exist as a new concept, instead it 

can be traced back to the 18th century and the Industrial Revolution. Initial urbanization came as 

the result that there are clear benefits which can be associated with city dwelling. Specifically, 

living in a city can lead to the ability to access higher education, new jobs with better income 

potential, the safety that is associated with social services, and, germane to this work, the 

security that is associated with better healthcare.46  As the population of the world has grown 

what has also expanded has been the urban population and as of 2009 half of the entire world 

population lived in what could be classified as an urban area, by the year 2030 this number is 

estimated to be at or around 60%.47   Noting this, urbanization and crowding, and by extension 

the zoonotic diseases which can be exacerbated because of it, is something which everyone 

should be concerned with. While concern may come from a number of vectors, within this work 

focus will be placed on the role that rats have in terms of the spread of zoonotic diseases in urban 
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settings. The reason for this focus is directly correlated to the fact that as a member of the rodent 

family, rats exists as particularly problematic in terms of the spread of disease to humans. 

   Rats in general, but specifically the Norway rat (Rattus norvegicus), and the roof rat 

(Rattus Rattus), are generally considered to be commensal rodents based on their close 

association to human activity, and by extension their close proximity to humans. As a result of 

this rats benefit in that they are able to share dwellings with humans, albeit this is often done 

without human consent and in some instances without human knowledge, while humans can 

suffer harm as a result of this same association. As a whole rodents can be both carriers of and 

vectors of disease. In the former capacity, the rodent may show either no symptoms or limited 

symptoms all while being capable of spreading infection. In the latter capacity rodents can aid in 

the mechanical transmission of disease in instances where their fur and/or their feet come into 

contact with a contaminated substance that is then carried with them to wherever they travel.48   

Within urban areas the rat population finds favorable conditions in which they can both breed 

and spread disease when they come into contact with humans. Rats are known vectors for a 

variety of pathogens including, but not limited to Yersinia pestis, Leptospira spp.,Rickettsia 

typhi, Streptobacillus moniliformis, Bartonella spp., Seoul hantavirus, and Angiostrogylus 

cantonensis, all of which are zoonotic in nature. Wherever large megacities exist, so do large rat 

populations, and in these areas it has been found that factors such as proximity to open public 

spaces and subway lines, the existence of vacant housing units, and a poorly educated populace 

can all lead to humans encountering rats.49   Specifically, rodents exist as a hazard because of 

their ability to both amplify pathogens from the environment as well as their ability to form 

reservoirs of zoonotic diseases, and in addition to being able to spread these disease directly e.g. 

via a bite, they also serve to aid in the indirect spread of disease as well e.g. via food products 
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which are ingested after they have been contaminated with rodent feces or urine.50  

   While this type of information could prove helpful for public health officials in terms of 

launching specific control initiatives, the reality exists that both surveillance of, and local 

knowledge pertaining to, the issue can be most accurately described as being inadequate.51  The 

inadequacy of such information only serves to make this problem more difficult to address. By 

extension the more difficult a problem is to address the more difficult it will likely be to solve. 

   In a similar vein of population displacement and urbanization and crowding is the act of 

deforestation. While there exists a consensus that both tropical deforestation is a serious 

problem, and that the scale of human impact is significant, what is less complete is the overall 

understanding of where and when forest disturbances occur. The challenge of determining 

deforestation rates is tied to several factors. One factor is the massive size of tropical forests 

worldwide which make it difficult to determine exactly what impacts are occurring were, 

especially when considering areas that are geographically isolated. Another factor is the rising 

cost associated with the completion of ground surveys which makes continuous monitoring 

difficult, this is especially true when noting that the countries that contain tropical forests are 

often poor. Yet another factor is the debate about what deforestation actually means. Comparing 

estimates of forest disturbances, especially those completed by different researchers poses a 

challenge when there is no agreed upon definition about what constitutes deforestation. A final 

factor is that there exists limited baseline data about the state of these forests prior to significant 

human occupation of these areas. Due to the fact that this data is either inadequate or unknown 

based on the particular area it limits what researchers can accurately claim about human impact.52  

What can accurately be conveyed however is that deforestation is the causal relationship between 

deforestation and zoonotic diseases. 
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   Regardless of how a researcher chooses to define deforestation, the basic effect is the 

same in that it leads to a lack of biodiversity in a particular area or region. This loss of 

biodiversity has an adverse impact relative to zoonotic disease in that the result is a “dilution 

effect”. In explaining this it must be noted it has been reasoned that in areas where there exists a 

high level of biodiversity that there are more species which can sustain vectors and the disease is 

diluted. However, in areas where there are fewer species, the burden of disease is higher.53   

Noting this, it becomes less important to look at specific vectors and more important to 

understand the magnitude of what is occurring. In considering this another way consider that you 

are given a cup of salt to pour into a container of water. If you pour the salt into a gallon of 

water, the water will look and feel less salinated than if you took that same amount of salt and 

poured it into a half gallon or even a quart of water. In this scenario the salt, which represents the 

pathogens that can cause disease, does not change, instead what is altered is the amount of water, 

which represents the forest and the various species which live there. Every time the amount of 

water is decreased the salination levels of the water the salt is added to rise, even though there is 

no change in the salt. This is precisely what occurs with zoonotic diseases and deforestation in 

that the amount of contagions remains level and the number of infections only increases because 

there are fewer viable hosts. In many ways this can be viewed as a largely ecological problem 

which while causing medical repercussions does not have clear medical solutions. Consider that 

while public health measures may offer opportunities for intervention in ideal scenarios where 

infection is detected early, the exact vectors are well-known, and there is a stable and well 

equipped healthcare infrastructure in place either to address the issue before it spreads or 

properly contain it in the event that it does, that such scenarios do not exist as the norm and 

become even less likely when the issue arises within a country that has limited overall resources. 
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   Thus far in looking at the relationship between globalization and the increase of zoonotic 

diseases focus has been placed on negative situations. However, it should not be misunderstood 

that situations and scenarios which may be viewed as positive are also not capable of having an 

adverse effect. In that vein consideration can be given to both the connection between zoonotic 

diseases and the globalization of the food supply and the connection between zoonotic diseases 

and the animal trade as a whole. 

             In terms of the former, evidence of a globalized food supply readily present themselves 

within developed countries. In addition to restaurants that feature non-native dishes, 

supermarkets also offer both fresh and processed food from across the globe. With expanded 

choices though, there is also the risk of additional contagions. 

   The act of exchanging foodstuffs and animal products across regions, nations, and even 

continents is one which has been occurring for centuries. However with this international 

circulation of food products as commodities coupled with the transnational expansion of food-

based cooperation what has also occurred is the need for global governance of both food safety 

and quality.54  Despite technological advances which include, but are not limited to, both proper 

canning techniques and pasteurization which have been utilized as a means of controlling or 

eliminating some food-borne illnesses, there are new causes which are being identified. In this 

vein, consideration can be given in part to the role that eating habits serve to play in the spread of 

food-borne pathogens. For example, consuming raw or undercooked meat or fish used to be 

solely associated with certain cultures and dietary practices however this is no longer the case. 

Factors such as increased levels of international travel and more divergent eating habits have 

served to contribute to a rise in once rare diseases becoming more recognizable in nature.55  It 

would however be remiss to assume that the ability to recognize a rise in disease is the same as 
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being able to adequately contain them and control their spread because that it simply not the 

case. 

   In addition to a rise in infection rates relative to rare(r) food-borne diseases what must 

also be acknowledged is that there exist well-known threats that have the possibility of emerging 

with an increased potency. For example, consideration can be given to the threat posed by Avian 

Influenza which is an infectious viral disease of birds. It is caused by type A viruses of the 

Orthomyxoviridae family, and was first officially documented in Italy in 1878 though there 

exists a belief that it has been a threat since ancient times. In addition to being hugely 

consequential for the poultry industry, the greatest threat associated with Avian Influenza centers 

around the fact that it is largely a zoonotic disease and as such poses a major potential threat to 

human beings. What is evidenced by both the frequent outbreaks of Avian Influenza in poultry 

and the transmission of the virus to humans is the potential for a pandemic event. Exemplary of 

this consideration can be given to a 1997 outbreak of Avian Influenza in Hong Kong. The 

particular strain, H5N1 was highly pathogenic in nature and upon crossing the species barrier 

killed six out of the eighteen humans who were infected. Since that 1997 outbreak there have 

been over 500 cases of Avian Influenza infections in humans with a fatality rate of 60%.56   Such 

numbers exist as particularly daunting since the mortality rate for humans is over half, 

suggesting that the possibility of a pandemic is more probable than not. 

 Having addressed the spread of zoonotic disease relative to the global nature of the food 

supply it is possible to take a broader look at the animal trade as a whole. In the four-year period 

between 2000 and 2004 alone 37,858,159 million live amphibians, birds, mammals and reptiles 

were legally imported into the United States from 163 countries. The sheer scope of this trade 

centers around the myriad uses for animals imported in this manner. In addition to food these 
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uses include exhibitions at zoos, scientific research, education, and conservation, tourism and 

immigration which is relative to companion animals only, and the exotic pet trade. It is the 

importing of animals for the exotic pet trade that poses a particularly significant risk. Many 

shipments which include animals of this nature feature high numbers of animals that have been 

caught in the wild as opposed to having been raised in captivity, and for most of these animals 

there exist no requirements for them to be screened for zoonotic diseases either in their country 

or origin, during transport, or once they arrive in the United States. Instead what information is 

available is anecdotal in nature and it reflects a high number of deaths in these particular 

shipments. What further serves to exacerbate matters is the ease at which an individual can 

become an exotic pet owner. Access to the Internet is essentially all that is required to find an 

exotic pet for sale and purchase from a private seller as opposed to from a pet store allows both 

parties to circumvent the licensing and inspection requirements of the latter.57 The implications 

of this are bleak in that they serve to present an loophole in what is meant to be a legally 

regulated industry which could have ramifications that are literally deadly and moreover 

incredibly difficult to trace in terms of origin. 

 What is even more problematic from a diseases standpoint that the legal trade of animals 

is the illegal trade. The purpose of such trade varies by region and country. Exemplary of this 

consideration can be given to the primary illegal imports in China contrasted with those brought 

into the United States. In China, the illegal animal trade primarily involves exotic foods, 

traditional medicines, and trophies whereas within the United States the illegal trade of animals 

centers around exotic pets, souvenir items, and hunting products. In putting this into perspective 

focus can be placed on the travel and trade routes. Specifically, much of the trade that enters 

North America does so via flight patterns from Africa and Asia via the European Union which 
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also has its own issues with illegal animal trade. As a means of highlighting this consider that 

between 2003 and 2004 there were over 7000 seizures of illicitly imported animals or animal 

products within the European Union and during the annual seizure rate in the United States is a 

number which is similar based on analysis.58 What this serves to suggest is that while there are 

clearly enforcement efforts which are meant to both curb and control the illicit importation of 

unregulated animals and animal products, that similar to the loopholes surrounding the legal 

trade of these products, that there is still significant work that must be done in order to protect 

individuals from the potential pathogens that may be transported as a result of this trade. 

   Having looked at each of the individual factors which contribute to the spread of 

zoonotic disease separately, it is possible to consider the collective implications. With the clear 

exception of the illegal animal trade, the other methods are either those which are already 

regulated to a certain extent e.g. the global food supply or those which cannot be regulated e.g. 

the spread of infection by population displacement or commensal rodents. This serves to present 

a unique problem for the medical community as it is difficult, if not impossible, to develop a 

comprehensive plan to address every possible epidemic or pandemic event that may occur as a 

result of the accidental spread of contagions. This is a problem which is not fixed either in whole 

or in part by the power to implement a quarantine as such a measure requires both careful 

coordination and cooperation which lacks effectiveness across state lines as illustrated by the 

Kaci Hicox case presented in chapter 2 of this work. If that case can be utilized as any indication, 

attempts to implement an effective quarantine internationally would be nothing short of 

disastrous. 

C. The Intentional Spread of Contagions 

 Noting the potentially catastrophic results associated with the accidental spread of 
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contagions, it is also necessary to give careful consideration to the intentional spread of 

contagions. In this regard there are several key points which must be considered. First, what must 

be understood is the fact that biological warfare is not a modern concept and that biological 

attacks have occurred in the past. Second, what must be addressed is the possibility of biological 

warfare occurring in either the present or the future. Third, what has to be addressed is the 

preparedness of the United States in particular. Finally, what must be considered is the role that 

quarantine would play in such a situation. 

1. A Brief History of Biowarfare 

 In seeking to defining bioterrorism, it literally means the usage of microorganisms or 

infected samples as a means of causing terror in populations. Prior to the microbiology era there 

were examples of this type of warfare as far back as 14th century B.C. during which time the 

Hittites sent rams infected with tularaemia to their enemies 59. Similarly, crude yet effective 

examples of bio warfare are present throughout early history. For example, in the 6th century 

B.C.  the Assyrians poisoned the wells of their enemies with a fungus, rye ergot, and Scythian 

archers in 4th century BC tipped their arrows with manure, blood, and tissue from decomposing 

bodies.60 With each of these examples the reach was relatively small in scope; however, the 

development of biological warfare was not limited in nature and as such historical examples of 

more widespread attempts can be traced back to the early 20th century.  

 One early example of biological weapons with a broader scope comes from as early as 

1939. During this period, the Japanese were testing ways in which to spread deadly pathogens 

such as the plague, cholera, and typhus biologically. Working in secret labs in Nanking, China 

the Japanese bred fleas by the hundreds using gasoline cans. These fleas which were infected 

with the plague, along with grains of wheat and cotton seeds were dropped over the area of Ning-
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bo in 1940. This served to cause devastating epidemics of plague in the region. During this same 

time Japanese soldiers also dropped Vibrio Cholerae  into bodies of water including wells, lakes, 

and ponds. The result of these combined attacks led to many deaths despite the seemingly 

simplistic tactics used.61 Additionally, Imperial Japan also sprayed anthrax spores on Chinese 

cities both before and during World War II. Official casualty records do not exist for any of these 

attacks, however in total 10,000 people were killed.62 All of these attacks by the Japanese and the 

earlier attacks carried out serve to showcase that the technology used to mass produce biological 

agents is relatively inexpensive and easy to acquire. Moreover, it is difficult to gauge the extent 

of biological weapons development in other countries because production facilities require 

limited space, and are difficult to identify.63 Therefore even in being optimistic about what may 

potentially be done to combat a biological attack, it cannot be ignored that such an attack may be 

difficult, if not impossible to predict and/or discover the origin of. 

 In seeking to put the idea of a biological attack into a more modern context for can be 

placed on two biological attacks which have occurred in the United States in the span of less than 

twenty years prior. For example, in 2001 there was an incident in which the biological agent 

anthrax was mailed anonymously to members of Congress.64 While such attacks targeted specific 

individuals, careful consideration must be given to context. Specifically, what must be noted was 

the fact that a deadly pathogen was sent via the United States postal system, a system which is 

accessible to anyone who pays the appropriate fees to send a package and has access to a post 

office or mailbox. This only serves to underscore the ease, even in the twenty-first century, of 

carrying out a biological attack. 

 

 



 

 124 

2. The Possibility of Biological Warfare 

 What exists as more troubling than the amount of money being spent on bio-defense is 

the fact that the money may ultimately be being wasted. In order to best understand this, it is 

necessary to underscore exactly how easy it would be to begin a war with biological weapons. In 

this vein consideration must be given to several interrelated factors. First, focus can be placed on 

who has access to biological weapons. Second, consideration can be given to the ease of such 

weapons broaching any defense systems. Finally, what can be presented is are areas of 

vulnerability. Individually considered this information is bleak, combined however it serves to be 

representative of all a small fraction of the mayhem and death that terrorists with biological 

weapons could inflict on an unsuspecting populace. 

 One of the first things which must be considered when looking at the probability of 

biological warfare is who has access to biological weapons. There is unfortunately no clear or 

concise answer to that question. Officially it is suspected that China, Cuba, Egypt, Israel, Japan, 

North Korea, Syria, Taiwan, the former Soviet States and the United States all have biological 

weapons programs. It is also believed that Iran may have a program as well, though one that is 

currently without offensive capabilities. Additionally, it is documented that both Russia and Iraq 

had biological weapons programs into the 1990s, and in the case of the latter there are experts 

who believe that the Russian program did not actually end.65 In choosing to take this information 

at face value, e.g. in assuming that the only countries that have access to biological weapons are 

those on this list, then it may further be assumed that the probability of biological warfare is 

relatively low. However, such a thought process can be viewed as logically fallacious for two 

reasons. First, while there are indeed a limited number of countries on this list, it should not be 

ignored that the countries are either world powers such as China, Japan, and the United States, or 
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that they are known for measurable levels of instability e.g. Cuba, North Korea and Syria. If this 

in and of itself does not present itself as problematic consideration can once again be given to the 

earliest biological attacks which required limited resources to be implemented. What this means 

is that it is highly plausible that an individual or group not affiliated with an official, state 

sanctioned, biological weapons program, could potentially start a biological war. 

 It may seem like fear mongering to present biological warfare as such a causal possibility. 

However, there does exist a factual basis for this. As a means of exploring this consideration 

must be given to the sheer ease at which biological weapons can be utilized as a means of 

breaching defense systems. Unlike other weapons of mass destruction, pathogens exist as being 

virtually undetectable in nature. This is due to three key facts. First, they can be transported with 

relative ease by a single individual across both local and national borders. Second, in the event 

that an individual using such weapons was trying to trigger an epidemic it may feasibly take days 

for symptoms to manifest and once they do it is plausible that the mistake could be taken as a 

natural outbreak. Finally, disseminating pathogens does not leave identifying markers that can be 

traced back to the individual deploying the weapon.66 In this vein it is possible that a nation 

could be under biological attack and initially not even know that was the case. 

 It would be remiss to assume that the only route that terrorists would take in terms of 

deploying biological weapons would be direct attacks on human life. In fact, such an attack 

would be difficult because despite the ease at which biological pathogens could pass through 

systems that have been set up for defense purposes, the development of an effective bioweapon 

represents a daunting task in all but the most specialized of circumstances, and even in those 

instances the infection rate would likely be low.67 Instead it must be understood that there are 

other avenues that those seeking to deploy biological weapons could take. Specifically, 
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biological attacks could be made on both the agricultural sector and/or on the water supply of an 

unsuspecting country. It would be impossible to explore the ramifications of this on every 

possible nation within the scope of this work and as such focus will be placed on the impact that 

this could have within the United States. 

 The general vulnerability of the agricultural sector is rooted in both its economic 

importance and its sheer scope. In terms of the former, agriculture within the United States 

represents 13% of the Gross Domestic Product, and accounts for 17% of overall employment. In 

terms of the latter, surveillance is virtually impossible based on how much land is utilized as 

growing space e.g. in looking at the growth of soybeans their total crop output spans over 30 

million hectares.68 Additionally, what cannot be understated is the ease at which such an attack 

could be carried out. The requisite material to initiate an outbreak of either a plant or animal 

disease does not need to be prepared in large quantities, be grown in a lab, or even manipulated 

based on the desired intent. For example, something as minute as the blood from a animal 

already sick with disease or a handful of an already infected plant can provide enough of a 

pathogen to trigger an epidemic. Moreover, such material is both readily available in any area 

where the disease already exists, can be generally be transported without risk of detection, and 

can be disseminated without special equipment.69 Noting this, the role of any potential public 

health measure would be severely limited at best. 

 Of equal concern to the threat of biological attack against the agricultural sector, is the 

possibility of such an attack against the water supply. In addition to the fact that modern 

scientific advances have allowed for the improvement of mechanisms which allow for the 

dispersal of biological agents, such agents may be difficult to identify quickly and reliably. The 

identification of potential pathogens would be further hampered in instances where it was 
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odorless, colorless or tasteless since it would be imperceptible to human senses. While attempts 

have been made to make water supplies within the United States more physically secure, there 

are still areas which may be vulnerable to intentional contamination.70 As long as such areas 

remain penetrable, the water supply remains at risk and whereas an attack on the agricultural 

sector could be devastating economically, an attack on the water system could cause even greater 

havoc. 

 

3. The Preparedness Level of the United States in regards to Biowarfare 

 Considering the ease at which a biological attack could be carried out, it is prudent to 

question how prepared a nation may be relative to facing such an attack. It would be impossible 

within the scope of this work to consider this preparedness level for every nation in existence and 

as such the United States is being used as a litmus in this regard. The rationale stems from the 

fact that while the United States is an industrialized nation and as such it can be surmised that it 

may be more prepared than a developing country, it is not necessarily the undisputed leader in 

world healthcare. What this means is that its preparedness level can be utilized as an informal 

average. 

 Presented simply, the United States has a severe problem relative to biodefense, or more 

aptly a lack thereof. While there have been advancements in biotech there has not been the 

production or implementation of a comprehensive biodefense preparedness and response 

planning.71 The question that may be asked in this regard is “why?” and unfortunately there is no 

clear answer other than sheer ineptitude on the part of those who should be responsible for 

ensuring such an infrastructure is both in place and effective. Exemplary of the type of 

ineffective action that keeps the United States unprepared consider the program BioShield.  
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BioShield was conceived as a means of providing the United States with new medical 

interventions such as vaccines and treatments for diseases that originated with biothreats. In 

theory such a program is sound, in practice however it resulted in the squandering of a little over 

$5 billion in taxpayer funds with the development of no new products or services to mitigate the 

threats it was designed to combat. Similarly, the United States postal service spent over $800 

million in order to develop and deploy the Biohazard Detection System (BDS) which costs an 

additional $70 million to operate annually. However, the BDS was only designed to detect a 

single pathogen: anthrax and only looks at around 17% of the mail. While upgrades have been 

added to look at more mail as well as discover the presence of two additional pathogens: the 

plague and tularaemia, such upgrades increased the annual operating costs to an $120 million, 

and as of 2007 not a single piece of contaminated mail was found.72  Both of these examples 

serve to highlight that the expenditure of large amounts of money is not automatically equivalent 

to the development of systems that work well, or even work at all. 

 

4. The Role of Quarantine in the Event of a Biological Attack 

 In the event of a biological attack, quarantine may be presented as the most viable option 

available. This is especially true noting the aforementioned failure of BioShield which did not 

work to produce alternative means of prevention, or treatment. Additionally, other medical 

interventions may not be feasible. However, the viability of an option is not the same as the 

success of that option. 

 While quarantine may serve as the best chance for survival, but that does not necessarily serve 

to make it the best option overall based on the fact that there is no real manner in which to gauge 

how well coordination and collaboration efforts will ultimately go. 
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 Large-scale quarantines, such as those that may be necessary following a biological 

attack come with equally large-scale requirements and responsibilities on the part of public 

health officials. In the event that a quarantine is deemed necessary there is also the need to 

provide for those who are quarantined, and careful considerations must also be given to the ways 

in which such measures are going to be enforced.73 This can be difficult enough to consider 

when dealing with individuals who are all from the same city or state, but the matter will 

undoubtedly be exacerbated in instances where quarantined individuals do not reside or work in 

the areas in which they are being quarantined, and may become even more of a challenge if some 

of those individuals are international visitors.  

 A better approach would be one which was representative of better biodefense as a 

whole. Such an approach needs to view bioterrorism and the associated preparedness and 

response activities as a complex system versus viewing it as a series of programs. Additionally, it 

would need to understand the links that can and do exist across a variety of disciplines and 

stakeholders while taking into account all levels of government by locally and internationally. 

Finally, for such an approach to actually work it would need to be incredibly thorough in nature 

accounting not solely for the responses that could or should be taken in the event of a biological 

attack, but also accounting for all of the steps that would or could be taken by the bioterrorist.74 

Presently however, quarantine as it currently exists cannot have a place in such an elaborate 

system noting its many inherent flaws as such flaws would only serve to undermine the system 

as a whole. 

 

Conclusion 

 While there are clear benefits to globalization, the increased exposure to disease is not 
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one of them. Noting that exposure is not likely to be mitigated it is imperative to understand the 

primary ways in which diseases may be spread across national borders, and to note that in some 

instances the spread may be intentional. What must also be understood is that without the 

precedent of previous widespread attacks that it is impossible to adequately gauge how effective 

quarantine will be in the event of a biological attack. Chapter four will serve to take a more in 

depth look at the concept and construct of quarantine as a whole, focusing squarely on the 

overall inadequacy of quarantine as a modern medical intervention. 
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Chapter Four- The Inadequacy of Current Quarantine Measures 

 Chapter three explored globalization as a public health concern looking at both the 

inefficacy of international health regulations as well as how easy it is for contagions to be spread 

both accidentally and intentionally. This information exists as foundational for addressing the 

fact that contemporary quarantines are ineffectual. In understanding both how this claim can be 

made as well as bolstering its veracity it becomes necessary to consider in depth how quarantines 

are implemented, what it is that quarantines are meant to do, what it is that quarantines actually 

do both intentionally and unintentionally to the individuals and communities who are impacted 

by them, and the pitfalls associated with the process of implementation. 

A. How Quarantines are Implemented 

 Chapter Two of this work explored at length the relationship that exists between public 

health policy and quarantine by addressing it from both a historical and contemporary standpoint 

and served to explore the manner in which quarantines have been implemented across the world 

in relation to disease outbreaks. What was missing from that discourse however was a look at 

how the implementation of a quarantine is meant to be carried out in practice While the 

difference may seem semantic in nature it is important to understand that there do exist clear 

protocols which have been put into place which are meant to be used. It is only in exploring 

these broad guidelines free from the context of an actual medical emergency that it becomes 

possible to both assess and address what can be retained of this process and what may need to be 

adjusted.  

 While this is a globally focused work, it would be impossible within its scope to include 

this information for every single country. Noting this, focus will instead be placed on the 

countries and regions which have already been discussed at length in previous chapters: The 
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United States, West Africa, China, and Canada. Additionally, consideration will be given to the 

role of global healthcare as it relates to quarantine as well as the role of physicians. 

 

1. The United States 

 In looking at quarantine implementation within the United States there are three 

interrelated factors which must be addressed. These include exploring what types of outbreaks, 

or more aptly threats of outbreaks, serve to trigger quarantines, what power is held by individual 

states in terms of quarantine implementation, and what power is held by the federal government 

in terms of quarantine implementation. The exploration of each of these aspects is necessary 

because they serve to showcase the complexities that can be associated with this process. 

 First, consideration can be given to the types of outbreaks that can trigger an order for 

quarantine. As of 2012 there were a total of seventy-two nationally notifiable diseases which had 

been presented by the CDC. Some of the diseases which have been discussed in previous 

chapters i.e. Plague, Tuberculosis, and Severe Acute Respiratory Syndrome (SARS) are all 

present on this list as is the biological agent anthrax.1 Despite this however it cannot and should 

not be misconstrued as a comprehensive listing of all infectious diseases which are known to 

pose threats. Such an absence of other infectious agents serves to beg the question of why some 

diseases are included and others are not. However, the answer is not one which is readily or even 

clearly available. Note that as early as 1904, there existed documented confusion about why 

certain diseases were included on this list while others, even those that were known to be 

rampant at the time e.g. Gonorrhea, were excluded.2 It is the exclusion of known infectious 

agents which can have epidemic or pandemic potential from the CDC list of nationally notifiable 

diseases which presents the first problem with how quarantines are implemented within the 
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United States. This is due to the fact that such exclusion can be viewed not as oversight, but 

instead as an intentional omission. An omission which may at some point have deadly 

consequences especially in relation to either new or re-emerging infectious agents which are not 

presently on the list. 

 Having looked briefly at the diseases which could lead a person to be quarantined focus 

can be placed on precisely who has the power to implement a quarantine. This can be viewed in 

two distinct ways: the power held by individual states and the power that is held by the federal 

government. It may erroneously be assumed that these measures and subsequent powers are the 

same, or that the former is a clear precursor to the latter, but in fact they are not and the 

differences between the two are distinct. 

 Focus can initially be placed on state specific power relative to the implementation of a 

quarantine. This is due to the fact that primary quarantine authority is generally under the auspice 

of state health departments and their respective officials.3 In this vein it becomes necessary to 

explore several factors. These factors include where the authority of the state comes from, how 

state laws vary, why state laws vary, and both why and how state laws are changing. While these 

factors are interconnected, independent exploration of each is key as a means of providing the 

most comprehensive information.  

 It is necessary to understand where the authority of the state to implement quarantine 

comes from. In the broadest sense this authority is derived from the police powers that states are 

granted under the Tenth Amendment of the United States Constitution.4 Such powers are 

applicable because they are not forfeited when a state becomes a member of the Union under the 

Constitution. According to common principles this police power must be utilized in such a way 

that it adheres to reasonable regulations which have been put into place by legislative enactment 
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for the protection of public health and public safety.5 As such all states provide for isolation or 

quarantine by statute.6 Essentially, this can be, and moreover has been, interpreted as the ability 

of the state, or more aptly someone acting on behalf of the state, to implement a quarantine 

measure as they see fit provided that it can be presented as a public safety measure.  

 On the surface the discretionary nature of state law as it pertains to quarantine may seem 

like a sound precautionary measure. It can be presented as necessary for the protection the 

masses in the event of an outbreak. However, it must be understood that what may be a 

protective measure for some may also ultimately be unintentionally punitive as well. A clear 

example of this was presented in the Maine quarantine order for nurse Kaci Hickox.  

 Noting that Kaci Hickox was discussed at length in chapter one, within the context of this 

chapter focus needs to only be placed on the most salient facts. First, at the time of the quarantine 

order Hickox was a nurse who was returning to the United States after working in Sierra Leone 

with Doctors Without Borders to assist in treating the Ebola epidemic. However, during her time 

in Africa she neither came into direct contact or treated any individuals who were infected with 

Ebola. Second, upon her return to the United States, despite exhibiting no signs of being infected 

with Ebola or any other disease she was ordered into confinement by the Governor of New 

Jersey where she could have been detained for up to 21 days. While she was ultimately released 

several days after her initial confinement it was with the expectation that she would go directly to 

her home in Maine. When she arrived in Maine the governor of that state ordered essentially the 

same measure that had been ordered by the governor of New Jersey, a 21-day quarantine, during 

which time Hickox was expected to remain confined in her home. In both instances, it may 

appear as if the states were acting in the best interest of public health and by the very nature of 

how state quarantine laws are derived, the actions of the governors may appear to be well within 
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the confines of what they were legally allowed to do. This is simply not the case. Exemplary of 

this consideration can be given specifically to quarantine provisions of Maine law which require 

the state to prove that there is a public health threat before implementing a quarantine. Within the 

context of these provisions a public health threat is defined as a condition where there is an 

infectious agent present in the environment under circumstances that pose a significant risk of an 

adverse health effect from exposure to or an infection with a notifiable disease or condition. 

Essentially, the law does not have any stipulations or caveats that allow for the quarantine of 

someone who is not known to be infected. In fact, the language of the law is as such that it serves 

to specifically reference the term “infected person”. Hickox, despite the nature of her work in 

Sierra Leone was not infected and as such, regardless of the order of the governor of Maine 

could not legally be quarantined within that state.7 Based on this fact, it can be posited that the 

actions of both the governor of New Jersey and the governor of Maine as they related to the 

desire to quarantine Kaci Hickox were less about public health and more about the optics 

associated with the attempted exercise of political power and social control.  

  While the orders of the governors of New Jersey and Maine were nearly identical 

relative to how they sought to deal with the presumed public health risk that they asserted was 

posted by the presence of Kaci Hickox it should not be misconstrued that all states or state actors 

have singular laws relative to quarantine. Instead every individual state is in control of the 

specific quarantine laws that are applicable within its borders. However, quarantine laws suffer 

from the same shortcomings as all public health laws in that it is not until the occurrence of an 

unexpected disaster, a biological threat, or the emergence of an epidemic or pandemic that the 

shortcomings currently inherent to such laws are revealed. As a result, when such events occur 

states are often in a position where they are developing relevant legislation and policies as 
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individual situations evolve precisely because of the fact that there is not, and moreover does not 

have to be, uniformity in public health law from state to state, and because whatever laws do 

exist are often outdated or not readily applicable to address contemporary infectious diseases. An 

example of this consideration relates to the SARS epidemic of 2003. During this period, new 

policies had to be implemented in at least one state as a means of addressing SARS because the 

legal authority for quarantine only covered specific diseases. Similarly, even when broader 

designations of legal authority do due exist they are often too broad in nature to truly be 

considered viable from either a medical or legal perspective. As an example of this one state has 

legislation which forbids individuals with contagious diseases from exposing themselves in 

public places without differentiating between those with airborne or blood borne infections. 

Another state utilizes equally confusing language by indicating that any person who is suspected 

of having a sexually transmissible disease who refuses examination and treatment must be 

subject to an immediate quarantine.8 The questions that must be asked in that latter instance are 

suspected by whom and quarantined for how long, however such answers are not provided which 

only serves to add to the myriad of issues that surround the manner in which individual states 

have the power to implement quarantine. 

 It would go well beyond the scope of this work to explore and analyze the public health 

laws of every state as they pertain to the implementation of quarantine. As such focus will be 

placed on several states as a matter of showcasing the differences that can, and more importantly 

do, exist in this regard. Specific focus will be placed on California, Texas, New York, Florida, 

Illinois, Pennsylvania, Ohio, Michigan, Georgia, and New Jersey. The significance of these ten 

particular states is that as of 2004 they were the most populous in the United States and as such 

home to more than half of the total population. Additionally, these states all have key ports of 
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entry either by air or by sea and as a result they may be the first to both experience and/or 

amplify any epidemics that are brought in from other areas. It is due to both of these factors that 

these states will likely be crucial to the control of any large scale epidemic within the United 

States. Despite this importance however there are clear variances relative to both the content and 

form of the laws which deal with quarantine. In terms of the former divergences can be found 

relative to the exact specifications of the law, the level of detail provided, and the scope of 

application. In terms of the latter the laws diverged in terms of where they were located within 

the code as well as how they were structured. Such variances may seem inconsequential until it 

is understood that these ten states have traditionally been the primary actors in multi-state 

epidemics. The significance of this is that under the United States system of federalism during 

interstate epidemics there is a shared legal authority between state governments and the federal 

government relative to restricting the movement of individuals which can include quarantine 

however the earliest measures are likely to be ordered by state and local officials based on their 

laws because states and localities have the primary responsibility for containment measures 

during outbreaks.9 Differences in state laws can therefore be potentially detrimental in the event 

of an actual public health emergency where quarantine may be needed.  

 The problematic nature of variances in individual state laws can be most clearly 

exemplified by once again considering the facts surrounding the Kaci Hickox case. As per the 

information provided in chapter one, despite being subjected to quarantine orders in both New 

Jersey and Maine, there were no precautions taken in transporting her across state lines e.g. the 

medical professionals she was traveling with wore no protective clothing, no travel advisory was 

announced and she was allowed to use public restrooms.10 Consider that had Hickox actually 

been infected with Ebola that she may have served as both a victim and a vector and in her role 
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as the latter could have infected countless individuals. 

 The lack of precaution in the Hickox case is made even more disturbing when it is 

understood why she had been detained in New Jersey in the first place. Specifically, this 

detainment had occurred under quarantine rules which had been newly implemented in several 

states including New Jersey, New York, Florida and Illinois, following the case of New York 

physician Craig Spencer who was diagnosed with Ebola after returning from Guinea where he 

had been caring for infected patients. It was not the diagnosis per se that caused the quarantine 

rules to change, it was the fact that the diagnosis had occurred several days after Spencer had 

already been home in New York, a period during which he had engaged in normal activity such 

as riding the subway and dining out. It is important to note that Spencer was not breaking any 

active laws by engaging in these activities when he did. This is due to the fact that prior to the 

implementation of the rules which allowed for Hickox to be detained individuals who returned 

from Ebola impacted countries to the United States without fever or symptoms were asked to 

voluntarily monitor themselves for the 21 day incubation period of Ebola. During this time, they 

were meant to watch for symptoms and take their temperatures twice a day. They were further 

informed that in the event they developed a fever or other symptoms that they should contact 

local health authorities.11 It is arguable that it was these more lax measures which allowed 

Spencer to be a potential vector for Ebola. What is not arguable however is that despite putting 

more stringent quarantine guidelines in place ostensibly to avoid similar situations, that they 

were not actually followed either in New Jersey where Hickox was initially detained or in 

transporting her across state lines. 

 It must be noted that in response to the manner in which she was treated that Kaci Hickox 

sued New Jersey Governor Chris Christie and New Jersey Public Health Officials for both 
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compensatory and punitive damages based on the ordeal that she went through as a result of their 

orders. In her suit, Hickox presented that there was no adequate, individualized assessment to 

determine what, if any, risk she actually posed to the public. Additionally, she claimed that her 

civil rights had been violated based on the fact that both the duration and terms of her 

confinement lacked justification. Hickox ultimately settled this suit in favor of reformation of 

quarantine practices in New Jersey. Specifically, this reform led to the creation of what was 

dubbed the quarantine Bill of Rights. This Bill of Rights includes both procedural protections 

and a heightened standard of medical necessity.12 While such reformative action represents a 

positive change in quarantine law it was only implemented as the result of a lawsuit which would 

not have been necessary had adequate laws already been in place. 

 It is not enough to know there are differences and inconsistencies relative to the state 

laws that can impact quarantine. What must also be understood is why such differences exist. In 

the broadest sense the differences in state laws relative to quarantine can be linked to the 

differences in the states themselves and the ways in which they have evolved and continue to 

change. More aptly, when looking at the public health laws of each state what is apparent is how 

over time such laws have been shaped to reflect the concerns, science, and politics of the time 

periods in which they were introduced. These same laws are reflective of the overall expectations 

of the constituency of the area in which they are implemented and meant to be enacted.13 

Moreover such laws, which are often antiquated were in many cases built up in layers over the 

course of the 20th century in response to disease threats as they became known and subsequently 

often fail in terms of reflecting contemporary scientific understandings of disease or legal norms 

relative to the protection of individual rights. In failing to reform these laws public health 

authorities leave themselves vulnerable to the threat of legal challenge or their actions may be 
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preempted by federal statutes.14 Noting this it is important to understand that sweeping changes 

to state public health laws have occurred over the last several years. 

 In looking at the changes relative to state public health laws focus can be placed on the 

Model State Emergency Health Powers Act (MSEHPA) the Turning Point Model State Public 

Health Act (Turning Point Act), and the Uniform Emergency Volunteer Health Practitioner Act 

(UEVHPA). MSEHPA and the Turning Point Act were drafted by public health law scholars at 

the Center for Law and Public’s Health at Georgetown University Law Center and the John 

Hopkins Bloomberg School of Public Health. The UEVHPA was drafted by the National 

Conference of Commissioners on Uniform State Laws. The overarching goal of each act is to 

assist state and local law and policy makers as state and local public health laws often lack 

clarity, are poorly drafted, or confusing in nature.15  Such acts serve as a helpful starting point for 

how laws can be, and in some instances should be, modified, however their presented changes 

should not be misconstrued as being mandatory in nature. 

   The MSEHPA was developed in 2001 following the anthrax incidences of that year. The 

purpose of this act is twofold and meant to address both legal and medical needs. In terms of the 

former, the act is based on model constitutional statutory, and case-based law at the state and 

national levels. In terms of the latter, the MSEHPA is also reflective of the contemporary 

scientific and ethical principles which serve as foundational to current public health practices16   

In this way the act can be used to provide guidance in refining state policy and is explicitly 

meant to assist states in updating public health laws which have become antiquated. Such 

assistance comes directly via the five key public health functions which are addressed by the 

MSEHPA. These functions include preparedness and planning, surveillance, the management of 

property, the protection of persons, and communication and public information. Additionally, the 
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MSEHPA also serves to provide both clearer standards and stronger guarantees of due process 

than earlier public health statutes which were drafted and implemented.17  The significance of this 

cannot be understated in the sense that it both directly acknowledges the flaws inherent to current 

state public health laws and also serves to try and provide comprehensive solutions. 

   In looking at the MSEHPA directly as it relates to quarantine the act allows for broad 

state powers in relation to both the isolation and quarantine of individuals on the condition that 

such measures exist as the least restrictive means of preventing the spread of infection. However, 

failure to comply with state directions as they relate to either public health measure would be a 

misdemeanor. Additionally, under the MSEHPA mandatory vaccinations and the seizure of 

private property exist as additional public health measures. While such measures may seem 

overly punitive, it must also be noted that the MSEHPA guarantees that individuals affected by 

the sweeping powers granted to the state will have due process and be able to demand release 

from isolation or quarantine by requesting a hearing either to require the state to show cause for 

the implementation of the public health measure or to argue that the state breached the conditions 

of the order.18 In theory such a provision will serve to protect violations against individual civil 

liberties, however it can do so only after such violations occur, and only in instances where 

individuals are made aware of, and freely able to, exercise such a right without prejudice. 

   Without discounting the importance of the MSEHPA in terms of what it serves to 

represent as a form of much needed reformation in the public health sector, its potential 

effectiveness may have been limited by its focus on bioterrorism as a catalyst for such reform. 

Exemplary of this point consider the impact, or more aptly lack thereof, of the MSEHPA on 

actual public health reform following its introduction to states in 2001. In this vein consideration 

can be given to Utah, Maine, South Dakota, and Indiana. The significance of these four states in 
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particular is that they serve to showcase how different states addressed the same issue, that of 

bioterrorism, as interpreted via the MSEHPA. What was revealed upon this review was the Utah 

focused solely on detection issues, and such a focus was correlated with the need to prepare for 

the 2002 Olympic games in Salt Lake City, while in contrast Maine largely ignored detection in 

favor of a focus on strengthening response powers. Similar to Maine South Dakota also chose to 

focus on response while also seeking to clarify jurisdictional issues that were present between 

state and county departments of health. Most striking however was the choice of Indiana not to 

make any changes at all.19 Despite being representative of less than ten percent of the total 

number of states in the United States the reactions of Utah, Maine, South Dakota, and Indiana 

can be viewed as being indicative of the larger failing of the MSEHPA in that by focusing on 

bioterrorism state legislators may have failed to grasp the sense of urgency as it related to public 

health as a whole and as such did not view it as wholly applicable. More importantly however, 

the variances in responses to the MSEHPA which was a single and unified model, even among 

such a small sampling of states, serves to underscore precisely how different state public health 

laws, as well as how different they can, and will likely, remain without significant oversight or 

intervention. 

   Following the development of the MSEHPA was the development of the Turning Point 

Act which was completed in September of 2003. The Turning Point Act serves to provide a more 

comprehensive model for the reformation of state public health laws within the United States by 

covering a wide array of topics that extend beyond the realm of emergency situations in public 

health. This is evident in that it serves to address four key areas. First, it defines and provides 

authorization information relative to the performance of essential public health services and 

functions. Second, it offers insight into how public health infrastructure can be improved. Third, 
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relative to public health issues it provides encouragement for a cooperative relationship between 

the public and private sectors. Finally, it presents the need to offer protection for the privacy of 

any identifiable data which is acquired, used, or disclosed by public health authorities.20   The 

significance of the Turning Point Act is that it exists as the most comprehensive model state 

public health law which has ever been introduced in the United States in that it serves to be 

applicable to any and all conditions which are of importance to public health. Such a focal point 

is key in that rather than a disease specific framework it serves to healthcare practitioners with 

significant flexibility in regards to the manner in which they could respond to both new and 

emerging threats without the need to resort to last minute legal updates as a means to address 

these issues. In addressing the role that the Turning Point act has relative to compulsory powers 

such as quarantine the act stresses both the need for voluntary compliance to be sought out, and 

provides due process of law in instances where compulsory powers are used.21  

   In looking at the impact made by the Turning Point Act focus can be placed on the 

widespread changes that were made as a result of the model. In looking specifically at the period 

between January 1, 2003 and August 15, 2007, the time frame during which the Centers for Law 

and Public Health tracked legislation relative to the Turning Point Act, it was found that 33 states 

introduced a total of 133 legislative bills. Of these 133 legislative bills, a total of 48 were passed. 

As an example of the type of legislation inspired by the Turning Point Act consider that the state 

of Alaska modernized their surveillance and reporting, privacy, and powers of authority for 

public health services. In a similar vein the state of Colorado passed SB-0894, the Public Health 

Revitalization Act in 2008. This legislation which was based largely on the Turning Point Act 

mandated newly defined leadership, enhanced collaboration, and put into place provisions for 

essential public health services relative to both infectious and chronic diseases.22 The crucial 
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nature of such legislation should not be understated in that in both instances sweeping changes 

were made to the public healthcare infrastructure. Such changes can be seen as central to 

avoiding the types of issues that often plague state health officials when placed with public 

health emergencies that they have not explicitly planned for by providing clear guidance as 

opposed to requiring new measures to be developed as new scenarios present themselves. 

   Having addressed both the MSEHPA and the Turning Point Act focus can be placed on 

the UEVHPA. Drafted following the disastrous events of Hurricane Katrina the UEVHPA exists 

as a direct response to the overwhelming need for licensed volunteer medical providers in 

emergency situations. As such the act works to expedite the deployment of aid following a 

natural disaster or other emergency where such individuals will be needed and seeks to protect 

those who respond from future liability claims by recognizing during a declared emergency a 

healthcare license that was issued in another state. The model offers two ways for issues of 

liability to be dealt with. First, it is within the power of states to offer clear immunity for 

volunteers from civil liability for any and all acts that occur during the provision of either health 

or veterinary services. Second, the state also has the powers to replicate and utilize liability 

protections that are found within the Volunteer Protection Act (VPA) which is federal legislation 

that provides immunity to nonprofit organizations and governmental entities who provide care in 

emergencies preempting any state laws that are inconsistent with the VPA. While some states 

have adopted the UEVHPA in full others have only adopted certain sections.23 

    The relevance to the UEVHPA to quarantine is not specifically found in the contents of 

the model itself. Instead it is necessary to consider the purpose of the model which, at least in 

part, is to allow for seamless and prearranged cooperation across state lines in the event of an 

emergency that could adversely impact public health. The mere existence of this model, and its 
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wording, serves to showcase that such cooperation is not only feasible, but could with careful 

work, also become a reality. In the future such a reality could prove necessary to mitigate the 

spread of infection across state lines. Having addressed the inconsistent, largely inadequate, and 

relatively antiquated nature of state public health laws both as a whole and as they relate 

specifically to quarantine it is possible to consider the nature of federal public health powers. In 

short, the federal government has both the power and the duty to protect the overall public health 

when faced with fast-moving epidemic diseases. However, such a role is very rarely easy to 

execute.24  In seeking to understand why this is the case it is imperative to address the role of 

federal quarantine powers compared to the powers held by individual states as well as current 

federal quarantine law and regulations. 

 As aforementioned state powers relative to both public health as a whole and quarantine 

in particular can vary widely based on jurisdiction. As a result, the actions of state public health 

officials can be governed by language that is broad, vague, or otherwise open to numerous 

interpretations which serves to provide individual states with the potential for almost limitless 

power. In contrast the federal powers to implement quarantines are far more limited in nature. 

This is based on the fact that the federal government is only allowed to apply powers that have 

been specifically delegated to it under the Constitution.25 What must be understood though is that 

while the more focused powers available to the federal government relative to quarantine could 

equate to the more effective implementation of the public health measure that unfortunately such 

a limited scope can also equal limited actions. In seeking to understand this it is imperative to 

understand exactly what powers the federal government has and to place those powers into 

context with actual situations which have occurred. 

 Federal quarantine authority is derived from the Commerce Clause. Summarized, this 
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clause provides Congress with the power to act as a regulator of commerce with foreign nations 

and between states. By extension section 361 of the Public Health Service Act (PHS), 42 U.S.C. 

§ 264, the Secretary of Health and Human Services (HHS) is imbued with the power to both 

make and enforce any regulations that are deemed necessary to prevent the introduction, 

transmission, or spread of communicable diseases that may be traveling from a foreign country 

into the United States or between states. Such actions can be taken at the discretion of the HHS 

Secretary; however, the authority is limited to the communicable diseases which have been 

published and officially presented in an Executive Order of the President of the United States.26 

Presented as such, this may be interpreted as the federal government having the paternalistic 

ability to overrule state decisions in the interest of public health. This is however a fallacy. While 

the federal government does have the power necessary to authorize quarantine under certain 

circumstances, the operative word is “certain” due to the fact that states, and by extension state 

level officials, hold the primary authority in this regard as an aspect of the aforementioned police 

powers which are retained by states. This decision dates back to 1796 and the fourth Congress of 

the United States and resulted in a law which severely limits the actions that can be taken by the 

federal government.27  This is despite the fact that medical knowledge has progressed 

significantly since the late 1790s. .Such power can be viewed as being contradictory in the sense 

that while the HHS Secretary has discretionary powers which are inherently broad in nature that 

such powers are severely limited based on the Executive Order that is in effect at the time 

quarantine decisions must be made, an order which based on new, emerging, re-emerging, or 

novel infections may not be sufficiently up to date to adequately deal with the present threat. 

   In utilizing its overarching powers the federal government is specifically allowed to act 

in one of several ways. First, the federal government has the authority to take measures such as 
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the implementation of quarantine in order to prevent communicable diseases from spreading 

between states. Second, the federal government may assist state and local authorities in 

preventing communicable diseases from being spread. Third, the federal government maintains a 

Do Not Board list. The role of this list is to prevent air travel for patients who are infected with 

any disease that may cause a potential public health threat to their fellow passengers. Individuals 

are only added to this list when reliable medical information is provided by a state public health 

official and after a reviewed approval process is completed by the United States Department of 

Health and Human Services. 28   Additionally, it must be noted that in general the federal 

regulations which allow for individuals to be apprehended, detained, examined, or conditionally 

released, e.g. what may occur during a typical quarantine, are only applicable in specific 

circumstances. Such circumstances include when individuals are coming into a state or 

possession from a foreign country or possession. As a result federal regulations require for 

reports to be made about any ill passengers who may be traveling internationally via modes of 

transportation such as airplanes.29   The reference to air travel in particular is important because 

while federal quarantine power does exist for the interior of the United States, i.e. for interstate 

travel, it is rarely utilized and as a practical matter is relevant only to air travel.30 

   The key takeaway from this is that while federal quarantine powers stipulate that such 

actions may be taken, that they are not necessarily automatically triggered or in any way directly 

tied to the actions of state or local officials. This is made clearly evident in once again reviewing 

the case of Kaci Hickox. Note that as aforementioned Hickox was transported between states, 

ostensibly going from a quarantine in the state of New Jersey where she originally arrived from 

Africa after being involved in the treatment of Ebola patients to a quarantine in her home state of 

Maine. However, despite the governors of both states declaring that a quarantine necessary 
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neither sought to involve the federal government as Hickox was transported between several 

states without any precautions being taken to protect either those transporting her or the members 

of the general public who may have come into contact with her or her entourage as they traveled. 

This serves to showcase the limitations, or more aptly the failings, or current federal quarantine 

powers. 

 As important, if not more important that the federal laws which serve to govern 

quarantine are the agents and agencies which carry the laws out. This is due to the fact that it is 

these agents and agencies which can be seen as the true arbiters of the law. They serve to act 

upon and interpret it in practical as opposed to purely theoretical situations.  

 In looking at the former, within the United States federal public health officials have 

police powers which are constitutionally designated. These powers allow individuals serving in 

this capacity to take measures such as quarantining a person against their will. However, these 

measures are not always unilateral in nature as these officials share their powers with local, state, 

and international authorities.31  As a result there is no single individual making quarantine 

decisions, and based on the circumstances federal agents may not even be involved as a part of 

the process based on factors such as where the quarantine was initially implemented and what 

type of infection the quarantine has been implemented to contain. It must further be noted that 

there exist clear limitations on what actions can be taken by those who are acting on behalf of the 

federal government to prevent the spread of communicable diseases. As an example of this 

consider the powers of United States immigration and border patrol officials. Acting as agents of 

the federal government it is within their authority to refuse admittance to the United States to an 

individual who is infected with any communicable disease that is believed to be a significant 

public health threat provided that individual is not a citizen of the United States. However, it is 
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not within the authority of these same officials to deny United States citizens entries to the 

country regardless of their health status or the potential threat that they may pose to public 

health. Instead, in such instances immigration and border patrol officials are in the position to 

order immediate isolation at the entry point and to prohibit air travel during the period where a 

sick patient is still contagious and may spread the disease.32 

 In looking at the latter, the core, though not sole, agency responsible for implementation 

of federal quarantine powers is the Centers for Disease Control and prevention (CDC). 

Beginning in 1944 the CDC operated under the Public Health Service Act which allowed only 

for the apprehension, detainment, and conditional release of individuals who were infected with 

a minority of diseases, all of which had to be specified by executive order. The first proposition 

to modernize federal powers did not come about until 2005, followed by another proposal in 

2016. In the eleven-year time period between these two proposals there were several global 

health crises, including, but not limited to outbreaks of Ebola, H1N1, and the Zika virus. 

However, at this time the CDC was still operating under rules that had not been revised since the 

end of World War II.33 It was not until February 21, 2017 that the CDC issued a final rule 

relative to their role in the control of communicable diseases. Specifically related to both 

domestic and foreign quarantine the final rule provides amendments that were added as a means 

of aiding the public health response to outbreaks of new or re-emerging infections and to grant 

due process to any individuals who are subject to federal health orders. Additionally, based on 

public comment received about the changes before they were finalized clarifications were made 

relative to various included safeguards that are meant to inhibit the spread of communicable 

diseases from both domestic and foreign sources.34 Noting, that as of this writing the updates are 

less than two years old it remains to be seen what, if any, impact they will have on the manner in 
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which federal quarantine powers are utilized. 

2. West Africa 

 In seeking to understand how quarantines are implemented in West Africa focus can be 

placed on two factors. First, it is necessary to understand the quarantine process which is 

supposed to be undertaken. Second, consideration must be given to the realities of how 

quarantine was actually implemented during the most recent Ebola epidemic. The rationale for 

presenting both perspectives is imperative as it serves to provide the most balanced counterpoint 

to the contrasting and conflicting nature of federalism within the United States which allows for 

both state authorities and federal authorities to have specific powers over how and when 

quarantine is implemented. 

 There is limited available information relative to the quarantine process in West Africa. 

However, the information that is available presents that historically the response to stop the 

spread of infectious disease is a multi-layered one. Specifically, intervention occurs early and 

includes isolating those who are known to be infected before instituting thorough surveillance 

and contact tracing which results in the isolation of suspected contacts. Actual quarantine 

measures involve entire neighborhoods where infection is found in conjunction with the 

establishment of special health care facilities in those areas and whenever possible vaccinations 

are provided for all individuals who are at risk.35  While there exists no guarantee that such a 

process is followed to the letter in all, or even most, circumstances, it is still interesting to see 

how comprehensive it is when compared to the process of authorizing a quarantine at both the 

state and federal level within the United States.  

 In looking at specific countries within the West Africa region, information about public 

health provisions becomes more readily available. Such information is important as it serves to 
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provide an idea relative to the public health infrastructure within these areas which in turn can 

serve as referential when looking at the manners in which they implement quarantine measures. 

Exemplary of this, focus can be placed on the constitutions of three countries including Guinea, 

Sierra Leone, and Liberia. In all three of these countries their respective constitutions contain a 

wide array of emergency response measures which are explicitly meant to protect public health 

in emergency situations. Additionally, in Guinea other liberties granted by its constitution 

including the public right to freely assemble, is preserved even in a declared emergency.36  What 

this serves to suggest is twofold. First, with respect to all three countries the clear delineation 

between public health and emergency response measures indicates a clear understanding that the 

latter needs to be handled in a manner that both works in tandem with, and yet is independent 

from, the former. Second, in regards to Guinea in particular these seems to be an idealistic desire 

to preserve routine civil liberties even in situations where such liberties may actually serve to 

cause more harm than good.  

   Having addressed the available information to both the manner in which quarantine is 

supposed to be implemented in West Africa as well as basic general public health and emergency 

response information in Guinea, Sierra Leone, and Liberia it is possible to take a more nuanced 

view of the manner in which quarantines were implemented during the most recent Ebola 

outbreak in 2014. During the course of the 2014 Ebola outbreak Guinea, Sierra Leone, and 

Liberia all revised their emergency declarations. These revisions authorized broader public 

health and enforcement measures in three areas: enhanced health surveillance, disposition of the 

dead, and isolation and quarantine practices.37  Based on the nature of this work focus will be 

placed solely on the efforts relative to isolation and quarantine. 

   Collectively Guinea, Sierra Leone, and Liberia all took steps to implement a myriad of 
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isolation and quarantine practices, However, it must be noted that many were not actually 

implemented until months after the Ebola outbreak first began. As an example of these practices 

all three countries had emergency declarations which required the closure of both borders and 

public spaces such as schools and markets, and mass quarantines were declared based not on 

exposure or symptoms but instead on geographic location. One example of this was in Guinea 

areas that had an infection rate greater than 70% were isolated and kept under isolation using 

police and military assets. Another example of this was when Liberia quarantined West Point, 

which is one of the poorest and most densely populated neighborhoods in the entire country. 

However, the most extreme example of geographic bases quarantine occurred in Sierra Leone 

where the entire country, regardless of their exposure to the disease, was put under a three day 

long lock down in their residences in September of 2014. 

    Additional policies in Liberia and Sierra Leone were less strict and more focused, 

however they may be viewed as being similarly or equally punitive to the geographic based 

quarantines. For example, both countries quarantined entire households of people for a period of 

up to 21 days whenever there was a case of an individual who had been exposed to Ebola, was a 

confirmed Ebola case, or was a probable candidate for Ebola. This was done even in instances 

when the individual did not show any symptoms. In order to have the quarantine lifted it was 

required that two negative lab tests from the original suspected case were presented.38   The 

variation as well as extreme nature of some of the quarantine measures by these three countries 

can be viewed as a sign that either the process that was historically utilized in West Africa to 

implement quarantine was either viewed as unreliable for some reason or otherwise unfeasible to 

undertake. 

   In taking a more nuanced look at the various ways in which quarantine was implemented 
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during the 2014 Ebola outbreak in West Africa what is revealed is an unexpected similarity to 

the manner in which quarantine is implemented on the state level in the United States relative to 

the ways in which different states have different protocols which govern when and how 

quarantines can be authorized. This becomes apparent when focus is placed on the country of 

Liberia and the differences between national planning and the preparation that was occurring 

within smaller villages. Exemplary of this it is necessary to compare what is known about overall 

Liberian quarantine planning with the manner in which quarantine was implemented in the 

village of Mahwah. 

   Within the village of Mahwah in Bong County, Liberia there was a multifaceted 

approach to the Ebola outbreak in September and October of 2014. During this time county 

officials proposed a community quarantine and local traditional leaders were given a platform to 

voice their concerns relative to the availability of food and medical care. As a result, when 

community quarantine was implemented there were local, national and international partners 

available to arrange the re-opening of a local clinic, the delivery of food, and to provide psycho-

social support. Once symptomatic patients were removed and the community quarantine was 

implemented there were no new Ebola cases in Mawah.39   This type of quarantine 

implementation can be viewed as an ideal account of what an individualized response to an 

epidemic can accomplish. 

   The example of what occurred in the village of Mahwah servers as an important 

example of the differences that can, and more importantly do, occur between various areas even 

within the same country. What is of equal importance are the divergent accounts of what 

occurred in communities that were viewed as being high risk. This is due to the fact that they 

provide topical insight into how jurisdictional differences as a whole, and not just in West 
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Africa, can impact the manner in which quarantines are implemented. 

  In stark contrast to the ways in which the traditional leaders of Mahwah were able to act 

as advocates for the community members individuals who lived in communities which were 

viewed as being at-risk were treated either as outright victims or as vectors of disease when they 

should have been treated as being central to controlling the spread of the epidemic. Exemplary of 

this, the government of Sierra Leone utilized coercive measures as their main weapon against 

infection. This was evident via both the aforementioned 21 day quarantine of any individual who 

had been in contact with an Ebola patient even in instances where the individual was 

asymptomatic, as well as the three day lockdown of all residents. Additionally, in the town of 

Port Loko, Sierra Leone the implementation of quarantine was more forceful in nature. 

Specifically, in that area security guards were stationed in front of the homes of anyone even 

thought to be infected with Ebola in order to prevent either them or their families from leaving. 

Similarly in Guinea quarantines started as early as July in some of the villages in the Bok and 

Forecariah provinces. Despite these measures however from late June to late July of 2014, a full 

quarter of the Ebola cases in both Sierra Leone and Guinea were only identified after the 

individuals who were infected died within their communities. This serves to suggest that the 

people in the countries either did not recognize the disease, did not report it, or did not seek care 

in the specialized centers that had been set up by the government.40  It is also possible that even 

in instances where individuals suspected or knew that a friend or family member was infected 

with Ebola that they made the conscious choice not to alert the authorities because of the 

aggressive nature of the quarantine measures. While that line of thought is speculation, it is both 

probable and logical considering the widespread geographic based quarantines that were 

implemented in these countries. 
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3. China 

 In looking to address the manner in which contemporary quarantine is implemented in 

China it is necessary to focus on three interconnected factors. These factors include specific 

provisions from the Law on Prevention and Treatment of Infectious Disease of 1989 (Prevention 

and Treatment Law), the Frontier Health and Quarantine Law of the People’s Republic of China, 

and the 2003 SARS outbreak. Combined, what is revealed is a comprehensive view relative to 

how modern quarantines and the ways in which they are authorized is revealed. 

 First, consideration must be given to the Prevention and Treatment Law. It would go 

beyond the scope of this work to look at the text of the law in full. Instead focus will be placed 

solely on the aspects of the law that are germane to the implementation of quarantine. 

 As the name suggests the Prevention and Treatment Law is one which focuses in large 

part on preventative measures. In that vein, there are a myriad of prevention measures which are 

presented in Chapter 2 of the law (Articles 9-20). These measures are widely inclusive and focus 

on everything from topics of vaccination to those of sewage and the designation of hospitals 

explicitly for treating infectious diseases. In looking more closely at the provisions relative to the 

prevention and control of infectious disease focus can also be placed on Chapter 5, specifically 

Articles 32-34 which presents measures for enforcement which include administrative penalties. 

Additional measures for enforcement are included in Chapter 6, Articles 35-39, which present 

circumstances under which fines and criminal sanctions can be leveled. Finally, Article 40 grants 

the Ministry of Health as well as its counterparts at the two lower levels of the government, the 

ability to develop ongoing public health measures via an explicit provision that authorizes 

implementing regulations to be enacted.41 Acknowledging and understanding these measures are 

important as they serve to showcase that the Chinese understand that quarantine does not, or 
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more importantly should not, occur in a vacuum, but instead exists as a part of a larger public 

health plan. 

 What can be viewed as more important than the regulatory power that laws such as the 

Prevention and Treatment Law provide are the manner in which such powers are actually 

utilized. Since the early 1990s there have been several implementing regulations which serve to 

offer insight into how regulatory activity occurs at the central level of government. Exemplary of 

this consideration can be given to both the regulations that were issued by the Ministry of Health 

on the prevention and treatment of Tuberculosis (TB) in 1991, and on statistical reporting in 

1992. The importance of regulations such as these is that they provide a modern legal 

infrastructure which is foundational for the implementation of public health measures.42 

However, it should not be misconstrued that such an infrastructure is, or always will be, 

sufficient for addressing every public health threat that arises. This is due to the fact that just as 

infectious agents can be unpredictable, the measures utilized to treat them must also be 

adaptable. 

 Having considered the preventative and regulatory provisions in the Prevention and 

Treatment Law focus can be placed Article 24 as the first specific reference point to how 

quarantines should be implemented. Article 24 addresses matters of both quarantine and isolation 

of individuals with various infectious diseases as well as those suspected of being infected with 

those diseases. Specifically, the Article includes provisions which imbue local governments 

where quarantines are deemed necessary with powers to aid in preventing the spread of disease. 

These powers include the right to restrict public assembly, close public spaces including schools, 

stores, and factories, and even to temporarily confiscate residences when an emergency or 

epidemic has been properly declared. Additionally, provincial governments also have the power 
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to completely stop the movement of both people and goods when an outbreak is declared.43 

While such actions occur at a local and provincial level, unlike similar actions in the United 

States taken at the state level there is the sense that these laws are meant to occur across all 

jurisdictions. 

 While Article 24 is an important aspect of the Prevention and Treatment Law as it relates 

to the act of implementing a quarantine, it is not the sole aspect worth considering. Additionally, 

the law presents provisions for dealing with human resource requirements during an outbreak 

(Article 27), how to handle the corpses of those who were infected with diseases (Article 28), 

and a requirement specifically directed at pharmaceutical companies making it mandatory for the 

supply of medicine to occur in a timely manner (Article 29).44 These additional provisions do not 

deal directly with how quarantine is meant to be implemented but they do serve to offer key 

insight into the understanding of the Chinese government as a whole that the process of 

quarantine is a complex one requiring consideration of factors beyond who will be quarantined, 

for what reasons such a quarantine will occur, and for how long the quarantine will last. 

 In addition to the provisions contained in the Prevention and Treatment Law, China also 

has the Frontier Health and Quarantine Law of the People’s Republic of China as well as the 

Regulations for the Implementation of the Frontier Health and Quarantine Law of the People’s 

Republic of China. The former document dictates the exact measures that are meant to be taken 

relative to the provisions deemed necessary to prevent infectious disease agents from entering 

China as well as providing definitions for the exact disease that will serve to trigger quarantine 

orders. Additionally, the document dictates precisely how quarantine is meant to be carried out, 

how infectious diseases are meant to be monitored, how health is meant to be supervised in 

quarantine situations, and both the identified legal liabilities as well as supplemental provisions 
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which address matters such as the date when the law was meant to go into effect.45 The latter 

document serves to specify the exact manner in which quarantine laws are regulated and meant 

to be carried out. Exemplary of this Article 4 denotes that in addition to individuals, that any 

motorized forms of transport, containers, or other articles such as luggage, goods and postal 

parcels  that may transmit infectious disease are subject to quarantine inspection upon entering or 

exiting the country in accordance with the Regulations, with the caveat that entry and exit shall 

be permitted for these only after approval has been issued by the health and quarantine 

organization.46 The level of detail and specification relative to the regulations is what serves to 

make this document so significance in that it leaves little to nothing to chance  relative to how 

quarantine is meant to be carried out. However, it would be remiss in this case to equate 

significance with potential efficacy. For example, it exists as both plausible and possible that in 

being so highly specific that the regulatory document may actually serve to hinder the detection 

of an infectious agent in an event where its source is not on the list of articles that are meant to 

be checked. 

 It would be implausible to discuss contemporary quarantine implementation in China 

without also discussing the 2003 outbreak of SARS. This is due to the fact that this particular 

outbreak served as a core impetus for China to work towards the reexamination and revamping 

of its overall national emergency management policy.47 An integral part of any nations overall 

national emergency management policy are actionable public health measures and by extension, 

quarantine. While SARS did not by virtue of either its existence or its infection potential, serve 

to create the Chinese CDC system, as a result of the timing of both the two did co-evolve. At the 

same time the SARS illness appeared in 2003 China was already in the process of transforming 

their public healthcare system from a Soviet modeled system to an American modeled one. In 
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order to complete this process each of the Anti-Epidemic Stations (AES) in the country was split 

into two distinct parts. One part was a Health Inspection Institute and the other was a CDC. In 

understanding that China was seeking to Americanize its public health infrastructure, the usage 

of the term CDC should be acknowledged as being explicitly referential to the United States 

CDC headquarters in Atlanta, Georgia. The selection of this reference was intentional as the goal 

was to evoke a modern scientific ethos. The CDC in the United States was utilized as an ideal 

with technology, hardware, speed and skill at responding to outbreaks being used as a model for 

what the Chinese hoped to accomplish. At the same time the name was meant to pay direct 

homage to original CDC which was admired almost to the point of being worshiped by Chinese 

public health professionals at both the local and national level. Such reverence for the United 

States System was not merely the result of seeking a change, instead the history between the two 

countries must be acknowledged. Specifically, the American CDC had taken an active role in the 

development of the preparedness and disease control capacities in China.48 

 In looking at the way this split worked in action focus can be placed on the Chinese city 

of Tianmai.1 In this city the split from a single AES to a Health Inspection Institute and CDC 

took place during the peak of the SARS outbreak in May 2003. The role of the Health Inspection 

Institute was to take over the majority of the sanitation inspections while the CDC was tasked 

with placing its focus on laboratory and field research, disease prevention and surveillance, and 

epidemiological investigations.49 

The timing of such a transition was likely fortuitous in nature. This is due to the fact that by 2003 

the nationwide disease control apparatus that Mao Zedong had built up during his time as the 

Communist chairman of China had been steadily eroding for years. The low-cost, prevention 

                                                           

1 This is the pseudonym utilized by researcher Katherine A. Mason in her work “Becoming Modern After SARS” 

where this information is drawn from as a means of protecting the confidentiality of her informants. 
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based system that had birthed the AES and was also credited with significant improvements in 

the health of the Chinese population had become a victim of economic reforms that served to 

discourage investments in public health by the government. Effectively, from the time Zedong 

died in 1976 until the emergence of SARS the AES had been transformed from public 

enterprises into semi-private ones which were sustained via the paid sanitation inspections of 

public spaces like hotels, restaurants, and factories. The need for the AES to sustain themselves 

financially stemmed from the fact that the funding for things that local public health officials 

hoped to add to their systems such as high-tech labs, and surveillance systems was severely 

lacking. By responding to SARS in part with the continued transition toward an Americanized 

system local public health infrastructure were provided with what they had been seeking, but 

they were also provided with a very specific way of engaging in public health efforts,50   which as 

evidenced by exploration into the manner in which United States quarantine implementation 

system works is not always efficient or effective. 

4. Canada 

 The Canadian approach to quarantine implementation can be viewed as being most 

similar to the approach taken in China where the federal government acts as the central arbiter of 

when, where and how, quarantines will be implemented. This similarity to the Chinese approach 

however means that it operates in contrast to that of the countries in West Africa and the United 

States. While this is a globally focused work for matters of brevity, all further comparisons will 

be between the process of quarantine implementation in Canada and those in the United States. 

Such a view is sufficient from the standpoint that the United States and Canada have the clearest 

differences to explore based on the fact that West Africa is a region and not a single country. 

 As aforementioned in the United States it is the role of the local or state government to 
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act as the point of primary response to a public health emergency that is determined to require 

quarantine. In contrast within Canada express jurisdiction over quarantine is the domain of the 

federal government. As a result of this the individual provinces of Canada do not have the same 

powers as the local and state municipalities within the United States to pass laws relative to 

quarantine. Instead the Canadian Parliament passes all laws that relate to the health, peace, order, 

and good governance of Canada; this includes quarantine laws. With the federal government in 

complete control over the rules and regulations that govern quarantine it is possible for Canada 

to operate in a manner that is consistent throughout the country. As an example of this 

consistency, all quarantine rules within the country are standardized and do not change based on 

factors such as geography. Similarly, in Canada it is the role of the Minister of Health to choose 

quarantine officers. In this capacity, the Minister is allowed to designate anyone who he or she 

feels is qualified for the position as the officers are not required to have any specific skills or 

knowledge. These quarantine officers act in much the same capacity and with the same powers 

as their United States counterparts and as such they are authorized to inspect any goods or cargo 

that is entering or exiting the country of Canada. Additionally, they require others to help them to 

carry out their duties and a medical examination is required before they are able to detain anyone 

who has been in close proximity to an infectious disease vector, is ill, or is a suspected carrier of 

disease. 

The benefit of such standardized regulations as they relate to quarantine is that it serves to 

reduce possible tension between local, provincial and federal officials, the type of tension that 

can be problematic in the United States if there are discrepancies between the desired actions of 

local, state and federal officials. 51   This benefit can also be seen as extending the fact that 

quarantine officials are hired at the sole discretion of the Minister of Health, in that there should 
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exist no dissent relative to the hiring decisions that are made. However, the question that must be 

raised is whether or not these benefits are enough to outweigh the potential problems that may 

arise as a result of such a system. As an example of this consider infectious diseases are by 

nature not entirely predictable and by extension the means of prevention which may be adequate 

in one area may have drastically different results in another area. Without being able to ensure 

identical conditions or those which can be replicated across the entire country it is implausible to 

believe or expect that a standardized methodology for implementing quarantine will result in 

results that are equally desirable across the country. In a similar vein the failure to require any 

specific prerequisite skill set, knowledge base, or educational background for quarantine officials 

is also problematic in the sense that it presumes that whoever the Minister of Health is will be 

ethical enough to ensure the positions only go to those who are actually equipped to work as 

members of the public health field and/or that the hiring decisions made by the Minster will be 

one that ultimately proves to be beneficial for the country as a whole in that those who are 

selected are both capable and competent. 

   What must also be understood about quarantine law in Canada is that it exists as 

separate from emergency public health powers. Within Canada such powers are constitutionally 

the responsibility of the individual provincial governments..52   This serves to create a schism 

which cannot be ignored in the sense that while the provinces have domain over emergency 

public health they do not have power over quarantines and vice versa. For as flawed as the 

process of implementing quarantine may be in the United States based on the divided 

responsibilities of local and state governments and the federal government, the Canadian division 

of power can be viewed as being even more problematic in nature in that it attempts to create a 

distinction between emergency public health situations and quarantines. Note that while it is 
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wholly possible to have an emergency public health situation that does not necessitate a 

quarantine, that in the event of a medical quarantine there is almost certainly a public health 

emergency occurring. 

   In December 2006 of the Canadian government announced a new Quarantine Act. This 

new act served to modernize antiquated legislation which dated back to 1872, and was meant to 

be reflective of the changes from marine travel to air travel. It must be noted though that it did 

not give emergency health powers to the federal government. While the act was lauded by 

Canada’s Chief Public Health Officer as being representative of a significant step forward in 

preparing Canada for an influenza pandemic, it must be noted that the name Quarantine Act is 

not wholly accurate in nature. This is due to the fact that in addition to addressing the use of 

quarantine that it also looks at case-specific measures at international borders. This act is 

administered by the Public Health Agency of Canada which employs a total of about 30 

quarantine officers whose work is spread across 6 airport based quarantine centers in Vancouver, 

Calgary, Toronto, Ottawa, Montréal and Halifax). Under the auspice of this act these officers 

have been granted significant powers relative to case-specific measures as well as quarantine and 

authority which allows them to deal with potentially infected cargo, conveyances and human 

remains. When an individual of concern, e.g. one who is known to be ill, is identified they are 

referred to a quarantine officer by a member of the airplane staff as required by international law, 

or by a customs official. It is then the role of the quarantine official to perform the initial medical 

assessment, and if necessary, refer the individual to any local hospital where the Public Health 

Agency of Canada has a service agreement. It is at this hospital the disposition of the individual 

is ultimately determined and if it is required the hospital will require isolation facilities. In the 

event that a mass absolute quarantine is contemplated the federal minister of health is imbued 
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with the power to requisition any premises for usage as a quarantine facility.53 Without disputing 

the need to modernize a piece of legislation that had not been updated since the early 1870s the 

clear failure of the 2006 Quarantine Act is that it did nothing to address the separation of 

emergency health powers which following the implementation of the law are still the sole 

discretion of the provincial governments and quarantine powers which still rest entirely with the 

Canadian federal government. This can be presented as an egregious oversight which is more 

likely to add to the problems of an eventual outbreak of an infectious disease as opposed to 

providing solutions. It should not be presumed that a lack of adverse health impacts in the past 

based on this separation will automatically translate into it never causing any issue. 

The Global Approach to Quarantine Implementation 

 Thus, far attention has been placed on the manner in which individual states and countries 

implement quarantine as a means of preventing infectious diseases from either breaching their 

borders or spreading both within and beyond them. However, infectious disease is not solely a 

local or national issue, instead the spread of contagions can, and moreover do, have global 

implications. Understanding this it becomes necessary to address the global approach to 

quarantine implementation or more aptly the lack thereof. 

 First it should not be presumed that a lack of a global protocol for the implementation of 

a quarantine is reflective of a lack of attempted global cooperation relative to infectious diseases 

prevention. For the decade between 1995 and 2005 when the World Health Organization (WHO) 

adopted the revised International Health Regulations (IHR) the WHO, governments and non-

state actors all worked towards building a new approach to the threats posed by infectious 

disease. This approach focused on creating links between public health and security thinking and 

was generally presented under the banner of global health security. In addition to being forward 
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thinking this strategy was central to the political revolution global health experiences between 

the mid 1990s and mid 2000s. The importance of this revolution, and by extension the strategy of 

global health security was centered around the fact that, at least in part, it took the view that 

rising infectious diseases equated to national security and foreign policy issues for states. This 

viewpoint served to alter the ways in which countries, both as individual nations, and as 

members of the global community work to approach the challenges posed by infectious diseases 

and their spread. The primary proposal of the global health security strategy was that all 

countries, not just those that were weak, needed new forms of international cooperation along 

with institutional capabilities and legal obligations, in order to protect themselves as well as their 

political and economic interests from serious disease threats. While it was not entirely the work 

of the WHO, the idea of global health security became linked to the organization and its efforts 

to strengthen its surveillance and response capabilities as well as its desire to revise the IHR as a 

means of transforming the ways in which countries managed the globalization of infectious 

diseases.54  The concept and construct of global health security represents a significant act of 

cooperation, however its development is not, and should not be, mistaken for a clear consensus 

on how matters of public health and/or global health can, or should be implemented. 

   What can be presented as a clear consensus of such ideas is the fact that all 194 countries 

who are members of the WHO signed up to the IHR. The significance of this is that in doing so 

each of these countries agreed to report any potential global health threat to the WHO instantly. 

In turn the WHO coordinates an international 24 hour early warning and rapid response system. 

The entirety of this process centers around the ideal of the world working to help an individual 

country detect and control a new disease before it spreads.55  In theory this idea could be the basis 

for the creation of a global system to implement quarantine, in practice however this system is 
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one that does not actually work. 

   In seeking to address why the 24 early warning rapid and response system does not work 

the simplest response is that setting it up poses a host of complex logistical problems that are not 

easily solved. As an example of this one of the most difficult hurdles to overcome is that of the 

time that such a system would take to set up. The regulations require that a 24 hour monitoring, 

reporting and response system is set up in each of the participating countries; each of these 

systems is expected to be capable of both sophisticated data collection and sharing. Additionally, 

each country is responsible for designating entry points that are totally disease free. It is 

important to note that this is not merely a manner of making sure that such entry points are 

secure against humans who may wish to breach them but that they also have to be impenetrable 

by both rats and mosquitoes as well noting that such animals can be vectors of zoonotic diseases. 

Finally, at these entry points there needs to be the capability for health checks to be conducted as 

well as immediate medical care for any passenger who is ill. Of the 194 countries who have 

agreed to do this, all of them have found these requirements to meet both from a logistical 

standpoint and an economic one. Even some of the most developed countries admitted that they 

found it difficult to meet the requirements and asked for more time to do so. It must however be 

noted that time alone may not be enough for some countries to comply. For example, there are 

90 countries which are among the poorest and most unstable on the globe. When looking at these 

countries in particular it is revealed that some simply do not possess either the means or the 

requisite knowledge required to put the necessary systems in place. Other countries may have the 

both the means and the knowledge but may still fail to fully comply because of political matters 

such as war, overall instability or regimes that are secretive. As a result, while the IHR exists as a 

promising start it should not be considered by any means to be an end game when looking at 
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either global health or global health security. A large part of this stems from the fact that these 

regulations were developed based on lessons that were learned in the 1990s and early 2000s. As 

a result, they are not an adequate means of addressing the issues that have been raised by more 

recent outbreaks.56   While the IHR is not nearly as antiquated as some of the quarantine laws 

which are still in place both nationally in the United States or internationally, it should not be 

ignored that they are based on ideas and ideals that in some instances may longer be relevant. 

Couple this with the unrealistic nature of what these regulations would require every country to 

do regardless of its current economic, political or public health status and what it becomes 

apparent that this is a quest for an impossible standard that will not be met without substantial 

compromise that could so significantly alter effectiveness as to render the endeavor useless. 

   The IHR is representative of only one attempt to build a surveillance and response 

system with the goal of identifying outbreaks early, implement a global response and contain the 

spread at the source. Following the SARS epidemic significant efforts were undertaken to 

develop such a system however even in light of these efforts there are still prolonged delays 

relative to the time a severe outbreak emerges and global collective actions. To date there have 

been two main reasons for these delays which have been identified. First, with any outbreak 

there exists a delay between the emergence of the index case of the outbreak and when that 

outbreak is detected be the relevant healthcare authorities such as healthcare providers, 

laboratory technicians, and public health officials. Therefore, one of the two-pronged goals of 

disease surveillance is to minimize this inherent delay while at the same time maximizing the 

available information which provides guidance throughout the public health response via 

ongoing data collection, analysis and management. Second, also inherent to every outbreak, there 

also exists a delay between the time at which an outbreak is initially detected and the widespread 
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recognition that the outbreak poses a viable threat to the international community. In instances 

where outbreaks have spread internationally and by extension require a coordinated international 

response, the necessary recognition is best evidenced by a declaration from the WHO. Such a 

declaration signifies that the outbreak constitutes a public health emergency of international 

concern. When such a declaration is made the director general of the WHO gives consideration 

to the prevention protection and response needs of the individual situation as well as the advice 

of an emergency committee before possibly mobilizing the efforts that will be necessary to 

address the identified needs. In instances when the systems that are responsible for recognizing 

and responding to disease outbreaks react too slowly to a threat the resulting delay leads to a 

greater spread of disease which in turn leads to additional individuals being affected both directly 

and indirectly, and may possibly lead to higher mortality rates.57  The sluggish and ineffective 

nature of these surveillance and response systems serves to underscore by global quarantine 

implementation measures are neither practical nor possible in the current global environment. 

There simply do not exist the resources or consistency or standardization of practices which 

serve to allow for such a process to be able to work seamlessly. As a result what we are left with 

is an nonexistent global approach to quarantine implementation that is in many ways largely 

reflective of national and international quarantine implementation approaches that are 

contradictory, inconsistent, or otherwise not as effective as they possibly could be with 

significant retooling. 

B. What Quarantines Do 

 In seeking to answer the question of what it is that quarantines do the simplest answer is 

that they temporarily detain individuals who are infected or believed to be infected. Without 

disputing the veracity of such a decision, it must be noted that it is not merely simple but also 
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simplistic. Instead quarantine must be defined in a much more comprehensive manner, one 

which serves to explore its inherent nuances and contradictions. Therefore, it is necessary to look 

beyond a singular standard definition by considering three interrelated factors. The first of these 

factors centers around the protocol associated with quarantine implementation which in this 

context is being framed in terms of what is supposed to happen once an individual or individuals 

is quarantined. The second of these factors explores what may actually occur during a 

quarantine. The final of these factors looks at the potential aftermath of a quarantine. When 

looking at these factors they are being considered in a universal sense and as such it is not 

necessary to consider them in the context of one specific country or another. 

1. What is Meant to Happen During a Quarantine: Protocol 

 From a historic standpoint, the measures of quarantine and isolation have existed as the 

most immediate and universal measures employed as a means of prohibiting the spread, and 

mitigating the adverse impacts of, infectious disease.58   Noting this regardless of where or how 

they are implemented there exists a fairly standardized protocol relative to what is meant to 

happen during a quarantine. Specifically, within the context of this work consideration is being 

focused on what is expected to and/or supposed to occur during an average as opposed to ideal 

quarantine. As such emphasis is being placed on factors such as the overarching goals and 

strategies of a quarantine rather than simply presenting that quarantine is meant to completely 

prohibit the spread of disease. 

   As quarantine is currently practiced it is a tool within the public health arsenal as well as 

a collective action meant to work in the favor of the common good. Noting this contemporary 

quarantines often involve only a few people who have been exposed to an infectious disease in a 

small area such as during a flight or while attending a public event. However, in rare instances 
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they are applied to entire communities or cities. The primary goal of modern quarantine 

implementation is to act as a means of reducing the transmission of a disease by creating a social 

distance between possible vectors and victims. This is accomplished by limiting the number of 

potential victims that individuals acting as potential vectors come into contact with. While this 

primary goal exists as unchanging for all quarantines what may differ is the way in which the 

public health official in charge of the quarantine attempts to meet it. For example, a quarantine 

can be passive or active symptom monitoring, but it can also be a short-term voluntary home 

curfew, or should an extreme circumstance arise it can also be a barrier that is erected around an 

entire geographic area.59   Essentially, what this means is that a quarantine can be any action 

which serves to limit or prohibit contact between individuals who have been, or are suspected of 

having been, exposed to an infectious agent, and those who have not been exposed. 

   One of the easiest quarantine measures to implement is a “snow day” or “sheltering in 

place”. Under this type of quarantine measure public places such as schools or work may be 

closed, or access to them may be restricted. Similarly, in such scenarios large public gatherings 

may be canceled or public transportation may be limited or canceled. This particular type of 

measure can be particularly useful because of the fact that most people understand the concept of 

staying at home in instances of inclement weather and take the viewpoint that their homes are the 

safest and smartest places for them to be when such conditions arise. This serves to increase the 

likelihood that these measures will be accepted in a quarantine situation. Another benefit of such 

measures is that they can be implemented instantly and generally without the need for additional 

resources in order for essential services to function. This is especially true in a situation where a 

quarantine may only need to last for a few days. However, the presented ease of the “snow day” 

measure does not mean that it is the only method which should be attempted or utilized. In fact, 
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the different ways in which this goal can be met are inherent to the ways in which quarantine can 

be implemented and the strategy which is ultimately utilized should be one which has been 

tailored to the exact circumstances.60   What this serves to showcase is twofold. First, in 

presenting the “snow day” measure it reveals that while quarantine is an emergency public health 

tool that has the serious aim of mitigating the spread of infectious disease that it does not need to 

be overly complex or taxing for those who are being quarantined. Second, by presenting the 

importance of unique quarantine methods based on the situation it serves to highlight the varying 

and variable nature of infectious diseases and the manner in which they are spread.  

   The core ideal that should attempt to be met with every quarantine is that those who are 

quarantined are being detained or sheltering in place on a voluntary basis. Measures that are 

voluntary rely on public cooperation but they also reduce or completely remove the need for 

legal intervention and potential legal enforcement. Instead such measures use the instinct of most 

individuals to remain safe as a means of keeping them sheltered. If for whatever reason an 

involuntary quarantine is necessary the resulting mandatory confinement may result in 

individuals attempting to escape.61  It should go without saying that as the purpose of a quarantine 

is to limit contact between those who may be infected with disease and those who are believed 

not to be, that individuals breaking the quarantine is not meant to occur. 

2. What Actually Happens During a Quarantine 

 Similar to the way in which the utilization of a recipe does not guarantee satisfactory 

culinary results, the existence of quarantine protocol should not be viewed as predictive of what 

will occur once a quarantine is implemented. Therefore, in seeking to answer the question of 

what actually happens during a quarantine it is not sufficient, nor is it feasible, to provide a step-

by-step breakdown of exactly what occurs. This is due in large part to the fact that every 
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quarantine is unique and it would go well beyond the scope of this work to provide an accurate 

historical record of every quarantine that has been implemented both nationally and 

internationally even if the scope in terms of years was limited to the last century. Additionally, 

what actually happens during a quarantine is highly dependent on external factors. The most 

salient of these factors include where a quarantine is implemented, when a quarantine is 

implemented, and under what condition a quarantine is implemented. In seeking to best 

understand this consideration can be given to both the mixed results that are known to have 

occurred when implementing quarantines in various parts of the world and to the circumstances 

that allow for such varied results to occur.  

 In giving consideration to the ways in which matters of “where” and “when” a quarantine 

is implemented can impact what actually occurs focus can be placed on quarantine 

implementation in West Africa during the 2014 Ebola outbreak. When looking at the ways in 

which quarantine can be implemented in West Africa it was shown that the various governments 

used similar measures with divergent results. Ultimately however it was the delayed 

implementation of comprehensive public health measures that were specifically designed for, or 

proven to work against, the Ebola outbreak that led to situations which required the measures 

that were implemented to be larger and more extreme.62 A prime example of this can be seen 

when considering the aforementioned geographic quarantines, specifically the one in Sierra 

Leone which placed the entire country under lock down for several days in a measure that may 

have seemed medically prudent to the public health officials who ordered it, but just as likely felt 

unjustly punitive to the individuals who were subjected to the quarantine.  

   It should not be misconstrued that as a region West Africa is alone in implementing 

quarantines with mixed results, or that the Ebola crisis served to create a unique set of 
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circumstances that resulted in uneven implementation. Instead it must be understood that 

socioeconomic factors in general, regardless of where in the world the disease outbreak occurs, 

or what the infectious agent is, can also play and adverse role. Exemplary of this consider the 

implementation of community quarantines in low-resource settings. These circumstances serve 

to be such that access to critical goods and services are severely restricted. The involvement of 

local leaders during both the planning and implementation stages of a quarantine can help to 

ensure that community needs are met,.63   However, realistically, such involvement is not either 

always sought after or even possible. As a result it is completely plausible that the 

implementation of a quarantine may be successful in both mitigating the spread of an infectious 

disease and creating a situation where there is food scarcity or other issues where the basic needs 

of a community are not met in order to implement a public health measure. 

   Knowing that quarantine implementation can produce such unpredictable, and in some 

cases adverse results, it becomes imperative to understand what measures are, or are not, in place 

which make this possible. While there is no single answer to this query, one of the most plausible 

can be found in refocusing on the quarantine laws that exist at the local and state level in the 

United States. As an example of this note that while the majority of states have language within 

their quarantine laws that are protective of civil liberties that such language is limited, sometimes 

severely, in nature. Less than half of the applicable state laws include a provision that allows for 

an individual to have a right to counsel during quarantine, and even fewer have written 

protections that allow individuals the ability to either choose a medical provider or receive 

compensatory damages. In a similar vein only 20% of states offer any type of employment 

protection in situations where individuals need to stay away from work as a matter of 

safeguarding public health. Additionally, while half of the states have authorized explicit police 
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powers for the enforcement of public health actions during a quarantine, the remaining half of 

the states do not have similar authorization in place. Most problematic and worrisome though is 

the fact that less than half of all states have any language in their varied laws and regulations that 

is relative to providing quarantines that are safe and humane. The inconsistencies between states 

as well as the inclusion of rules that can be at best defined as curious serves to create the basis 

for a country-wide environment that will result in unease, confusion, and possible civil unrest if 

there is ever the need for a large-scale quarantine to be implemented.64   In considering this 

information what cannot be ignored is that while it is addressing the situation in the United States 

specifically, that it can in fact be applicable to any country where the quarantine laws are 

similarly inconsistent or inconsiderate of matters such as civil liberties. This is important to 

recognize because it helps to further underscore the point that there does not exist reliable 

universal viewpoint relative to what exactly can, or more importantly does, occur when a 

quarantine is implemented. 

3. The Potential Aftermath of a Quarantine 

 Just as there does not exist any single possibility relative to what actually happens during 

the implementation of a quarantine, there is no universal scenario that represents the totality of 

what the potential aftermath of a quarantine may be. It is possible that following a quarantine 

order that it may be found that the order did exactly, and only, what it was intended to do, and 

prevented the further spread of infectious disease. Conversely though there also exists the 

possibility that the implementation of a quarantine will lead to consequences that were either 

unforeseen and therefore unaccounted for, or known to be possible and allowed to occur because 

the threat of the disease was particularly great. 

 In looking at one example of an adverse aftermath following a quarantine focus can once 
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again be placed on the quarantines that were implemented in West Africa during the 2014 Ebola 

outbreak. During this time both quarantine and isolation measures led to the lock down of a 

substantial number of critical agricultural areas because of a loss of labor. By extension what 

occurred were critical shortage of basic food supplies.65   Based on the especially virulent nature 

of the Ebola virus both in terms of how it is spread and the manner in which it impacts those who 

are infected it is plausible that even if the shortage in food supplies was predicted that public 

health officials would have still ultimately decided that the lock down of the agricultural areas 

was preferable to the potential further spread of the Ebola virus. 

   In looking at another example from West Africa during the Ebola crisis focus can be 

placed on some of the more long-term impacts. For example, as of 2016 school attendance in the 

region remained very low while health service delivery was operating at a 23% decline and 

similarly essential services such as water and sanitation were still experiencing disruption. In 

addition, individuals who survived the Ebola virus as well as their families were subject to 

discrimination within their communities. In some instances, this discrimination was so 

problematic that it required the survivors and their families to move. Despite the fact that these 

effects vary from jurisdiction to jurisdiction, the potential long-term ramifications of similar 

public health measures should be considered by public health officials when developing the 

policies and procedures deemed necessary for responding to infectious disease.66   It would be 

remiss to presume that such possible long-term adverse impacts as a result of quarantine 

implementation could only happen in West Africa, in areas where there may already be public 

infrastructure issues, or in instances where public health measures are delayed. Instead problems 

such as these have the potential to arise any and every time that a quarantine is implemented. 
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C. Pitfalls Associated with Quarantine Implementation 

 In addition to the problems that can occur as a part of the potential aftermath of a 

quarantine there are several key pitfalls that are inherently associated with the implementation of 

a quarantine. These pitfalls include a need to balance individual civil liberties with the need to 

implement a quarantine, conflicting goals, obtaining compliance, fatigue, and issues relative to 

communication.67 Additionally, attitudes about quarantine may also factor in and present 

obstacles. It is necessary to understand that both individually and collectively these pitfalls serve 

to adversely affect any possible quarantine measures because they should ideally be weighed 

against the threat of infectious disease by public health officials before a quarantine is 

implemented. However, in a real world situation it must be understood that based on factors such 

as how devastating the infection is, how quickly it is being spread, and how likely it is that 

individuals have been exposed to it, that it may not realistically be possible to give each of these 

potential pitfalls their due before the need to make a decision arises. 

1. Civil Liberties and Public Health 

 The simple fact is that diseases do not respect national boundaries; they cross borders 

with no regard for the devastation that they may wreak and there may or may not be an initial 

warning sign that they are present. As a result, the threat of infectious diseases as well as their 

actual spread, will more often than not require significant restrictions on individual liberty as a 

means of protecting public health. In looking at the moderate end of this spectrum potential 

measures include temperature screenings and/or similar health checks for travelers. Based on the 

result of these checks a traveler may be unable to travel because it is either believed or known 

that they present a public health risk. However, on the opposite end of this spectrum what we are 

faced with are more extreme measures including compelling healthcare professionals to breach 
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doctor-patient confidentiality by notifying the relevant authorities of the details of an affected 

patient. In such an instance, it may be necessary for the freedom of this patient to be restricted 

until they are so longer infectious. Similarly, another extreme measure may be the 

implementation of a quarantine. While there exist clear examples of situations where the 

potential harm that an individual or individuals may cause to others requires compulsory 

measures as a means of controlling the action of those who may fail to act in a manner that is 

responsible and considerate of others, there is still a potential dilemma that exists. This dilemma 

centers around the questions of precisely how high the likelihood of harm should be in order for 

it to trigger restrictions as well as what degree of restriction can be justified by the action. In 

taking a proportional view the balance between harms and benefits needs to be maintained in 

order to ensure that the panic over the spread of the disease is not the cause of unfair 

restrictions.68  It is in this way that by their very nature the utilization of restrictive measures such 

as quarantine can serve to highlight the opposing arguments between absolute personal 

autonomy and the collective rights of the community.69    Specifically, what is revealed is that it 

is not, or rather cannot, be a matter of either/or, but that instead what must be found is a tenuous 

balance between both. 

 The stark reality is that by their very nature medical quarantines often serve to threaten the civil 

rights of those that they confine. Such threats generally present themselves in one of two ways. 

First, there is the potential that the quarantine will inflict harsh conditions on those that are being 

quarantined.70   While what is considered harsh can vary based on the individual in recalling that 

even within the United States there do not exist universal provisions relative to safety of 

quarantines or directives requiring that they all meet the standards to be considered humane, 

there exists a wide array of unpleasant possibilities. Second, there is the chance that quarantine 
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may be imposed in a manner that is either arbitrary or discriminatory in nature.71   This can be 

viewed as being especially plausible in situations where large-scale geographic quarantines are 

implemented or in instances where specific populations are targeted either because of a 

predisposition to being infected with a certain type of disease or a belief that it is likely to be 

more prevalent in their community. While such concerns may seem too broad or otherwise 

overblown it is important to understand that because of their tie to infectious disease that they are 

not. In general, infectious diseases, especially when they are presented as epidemics serve to 

commonly trigger instincts that are both retributive and discriminatory. As a result, quarantines 

which are meant to improve or at least protect, public health, in fact often lead to the individuals 

being quarantined being treated in a manner that is inhumane, stigmatizing, or even penal based 

on factors that have nothing to do with public health such as the whim of a public health official 

or someone acting in their stead or even prejudice.72   What this serves to mean is that quarantines 

and their implementation are presently designed, utilized, and governed in such a way that even 

what many individuals would consider basic protections are in fact neither guaranteed or even 

required as a matter of course. 

   In focusing on the basic provisions that quarantine does not have to provide as a matter 

of protecting personal civil liberties focus can be placed on the concept of “negative liberty”. 

While not a standard term the United States Constitution is often referred to as promising 

“negative liberty”. This can be presented in two ways, both of which serve to define the term and 

both of which are valid. First, the term “negative liberty” is reflective of the distinction between 

freedom from (negative) and freedom to (positive). For example, there does not exist any 

federally mandated right to food, shelter or healthcare. This is due to the fact that the 

Constitution does not require that the federal government act as a provider of these things to its 
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citizens; however in other countries their constitutions declare that the government is responsible 

for these things.73    Salient to the implementation of quarantine this aspect of negative liberty can 

be applied in that even in quarantining an individual the responsibilities of the government or 

other official entity quarantining them do not serve to extend beyond the responsibilities that 

they would have for or toward that person under circumstances that were not a public health 

emergency. Such a reality not only underscores the ways in which civil liberties can be ignored 

in a quarantine situation but also serves to provide a justification for these actions. Second, 

“negative liberty” can also be used to denote that while the Constitution seeks to protect 

individuals from actions that originate with or are undertaken by the government that such 

protections do not extend to actions that are taken by private parties like corporations. The 

rationale for this provision was that the framers of the Constitution had a fear that the powers of 

the government could be used to either overwhelm or suppress individual liberties. This clearly 

does not mean that there are no laws in place that restrict the actions of private individuals or 

entities, instead it means that they must fall within specific statutes.74  The need for those 

restrictions to fall within certain statues serves to limit what, if any actions, can legally or 

feasibly be undertaken in instances where an individual has their civil liberties violated as the 

result of a quarantine that may be implemented on a local level such as at in an industrial setting 

following the release of a chemical into the warehouse. 

   Thus, far the violation of civil liberties has only been discussed in an abstract context. 

However, there do exist specific examples of where violations have occurred. One example 

stems from a quarantine that occurred in 1900 in San Francisco. Another example is from a 2003 

quarantine in Singapore. The significance of these two examples within the context of this work 

centers around the fact that they come from two separate centuries and two separate countries. 
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This fact helps to illustrate both the historical and contemporary ways in which quarantines have 

violated civil liberties, and showcases the fact that such violations are not unique to a single 

country. 

   First, focus can be placed on San Francisco in 1900. On March 6, 1900 after the death of 

Chinatown resident Chick Gin, the city of San Francisco implemented a geographic quarantine 

that extended across the entire twelve block radius of the neighborhood effectively trapping the 

residents inside its borders. There are several aspects of this quarantine that are especially 

important to consider. First, the implementation of the quarantine occurred days before lab tests 

were able to provide confirmation of the initial diagnosis: bubonic plague. Second, out of the 

35,000 residents of who lived in Chinatown, significantly less than 1% of the population was 

actually revealed to be infected. In fact, only 4 individuals were actually ill. Third, during the 

quarantine the residents were treated incredibly poorly. The San Francisco Health Department 

spent weeks attempting to inspect and disinfect every home and building in Chinatown. In 

working to try and accomplish these individuals were thrown out of their homes, personal 

property was confiscated and burned, and those who were deemed uncooperative were beaten. 

Additionally, while the Chinese residents of the neighborhood were restricted from leaving 

Chinatown, whites were allowed to come and go in and out of the area without any restriction on 

their movements. Additionally, it took the actions of an outsider to raise funds to ensure that food 

was provided to those who were quarantined. Finally, the Chinese were ultimately forcibly 

inoculated with the Haffkine vaccine. This vaccine was largely experimental in nature and in 

addition to the fact that it was not known to be an effective measure it also caused serious side 

effects.75  In viewing this quarantine objectively it seems like an act of blatant xenophobia, and 

by extension prejudice against, the Chinese residents of San Francisco. This is made apparent 
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when it is noted that in the event that it was believed that there was a legitimate public health 

threat that individuals from outside of the neighborhood would have been forbidden from 

entering and exiting it freely in the same manner that the movements of the residents were 

restricted. 

   Second, consideration can be given to Singapore in 2003. During the SARS outbreak in 

this country individuals who were quarantined were required to appear routinely in front of web 

cameras that had been installed in their homes. Any failure to appear in front of the web camera 

were then made to wear electronic bracelets. This practice both violated the liberty of the 

quarantined individuals, but it also publicly identified those who were under quarantine serving 

as a breach of confidentiality.76   Without disputing the potential viability of electronic 

monitoring as a measure for ensuring that quarantine remains unbroken what must be considered 

is the particularly invasive nature of a practice that required the installation of web cameras into 

the homes of those being quarantined. The security risks of webcams are significant. First, early 

webcam models were insecure by default as a result existed websites which offered thousands of 

viewing options for these streams.77   

 In serving to highlight how important civil liberties are it must be noted that as of 2014 

current quarantine laws were in the process of revision due in part to the ways in which the 

issues of quarantine are reflective of the myriad of tensions between the rights of the individual 

versus the rights of society as a whole.78 However, as evidenced by the revised Quarantine Act in 

Canada there does not exist any guarantee that such revisions will actually serve to address 

underlying issues or provide any significant remedy. 

2. Conflicting Goals 

 Regardless of the factors surrounding when, where, how, or why a quarantine was 



 

 184 

implemented or who authorized the implementation all quarantines are meant to have the same 

core goal of prohibiting infectious disease from being spread. However, even in instances where 

there is no opposition to this goal per se there may be other goals which are seen as being 

jeopardized or otherwise called into question by the quarantine. In these instances, it can present 

a dilemma for the professionals in these positions. 

 Within all healthcare organizations conflicting goals and interests along with ambiguous 

preferences coexist in a perpetual state of uneasy tension.79 This may however be exacerbated in 

an emergency medical situation, regardless of the setting, such as one which necessitates the 

need to implement a quarantine. The rationale for this centers around the fact that just as the 

desire to preserve civil liberties need to be weighed against the overall good of protecting public 

health, quarantines serve to present healthcare providers with ethical goals that may cause them 

to experience similar ethical conflict. As an example of this consider that while it is the role of  

physicians to treat a patient under their care and by extension consider their needs first forest, 

when placed in an emergency medical situation of any kind, such as the types of situations that 

require quarantine, what must instantly be developed is a new doctor-patient . Operating under 

the new dynamic decisions are made in the context of uncertainty and additionally require that 

the physician look beyond their individual patient and both ask and answer the question of what 

may be best for the community at large.80 Placed in such a condition it may be necessary for a 

physician to ignore, or act against the best interests of an individual, their patient, who they may 

have built a rapport with in favor of a divergent focus that is far broader in nature. This serves to 

effectively shift the core concern of physicians and places an expectation on them to be equally, 

if not more, focused, on the larger group in order to identify, and if possible vaccinate against or 

immediate treat, and emerging infections. In putting this into greater perspective it must be stated 
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that such actions will clearly be easier for some physicians than others. For example, emergency 

room physicians who are more used to the process of triage as a part of their standard work flow 

will likely be better suited to this type of shift in focus than physicians who have chosen to work 

in specialties where there is a greater emphasis on doctors and patients working together one-on-

one. It must however be understood that based on the scale and scope of the quarantine that it 

will be necessary for physicians of all kinds to be on-call. 

 In addition to physicians social workers may also be faced with conflicting goals during 

emergency medical situations in general and when faced with the implementation of quarantine 

in particular. While the potential reactions and responses of social workers may not seem 

pertinent within the scope of this work, emphasis must be placed on two factors. One factor is 

their own unique role within their own fields as a unique mix of confidante, counselor and 

facilitator. Another factor is the ways in which the actions or inaction of social workers can serve 

to impact what medical decisions individuals make or which medical decisions are deemed 

necessary for them. 

 Similar to physician social workers can be positioned between what their clients need as 

individuals and the needs of the larger communities where they work. In looking at something 

like the case of an individual and their right to health and the demands that may be imposed by a 

public health regime, it is the role of the social worker to strike a balance between these two 

divergent forces. This particular tension has manifested itself over the course of various health 

crises including those involving epidemics and when it occurred individual social workers can be 

integral in influencing the implementation of public health strategies with a focus on human 

rights. This is due to the fact the social workers to operate on both the micro and macro level, 

both with their patients and   within the confines of the broader systems that serve those patients, 
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can leverage their awareness of how systems of power and privilege intersect as a means of 

recognizing the individuals and communities that may be at a higher risk for being exposed to 

health crisis and work in part to ensure that they have access to healthcare, education and 

preventative services. As a whole, social workers have a natural disposition towards fighting 

against the violations that are experienced by, and serve to frustrate marginalized populations, 

while at the same time being given access to information relative to the broader implication of 

public health activities and the possible impact of those activities on health at a community level. 

This places social workers in a position where it may be possible for them to ensure that 

individual rights are only minimally infringed upon, ideally only to the absolute minimum degree 

that would be necessary to protect the public health while at the same time advocating for all 

other options before those that restrict human rights are restricted.81  The issue that however 

arises is that any actions that a social worker may take relative to quarantine conditions may, 

depending on the locale, be within the full scope of the law, and may not necessarily serve to 

positively impact those who at the present time are being detained by the quarantine. In such 

instances the issue of conflicting goals may arise as a social worker finds themselves torn 

between one client or one set of clients who may be adversely impacted by certain quarantine 

measures and what this can mean for both them and future clients who may be similarly 

categorized, and the needs of other individuals who they have been charged with providing 

services to. 

3. Compliance 

 There previously existed a period where it was generally believed that individuals would 

be happy to be compliant with sensible disease requests, such as compliance with quarantine. 

However, during both the 2003 SARS outbreak as well as the 2013-2016 Ebola outbreak what 
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was demonstrated was the exact opposite of this attitude. In terms of the former there was a 

general lack of compliance along with instances of individuals fleeing the area. In terms of the 

latter, lack of compliance was demonstrated via individuals leaving the quarantine areas and 

unsanctioned night burials. In both instances what is clear is both the resistance that individuals 

have to quarantine, and more importantly the ineffectiveness of quarantine as a public health 

measure based on this.82    This stems from the fact that a quarantine is most effective under 

conditions where 90% of the affected population makes the choice to comply with the quarantine 

order because the success of a quarantine is contingent upon its widespread application to nearly 

all individuals in the area. As a result in cases where a large number of individuals refuse to 

comply to a voluntary quarantine order the potential efficacy of that quarantine will be 

questionable.83  For example consider a situation where a community of 1,000 people is asked to 

observe “snow day” measures and shelter in place in their homes as a part of a voluntary 

quarantine for the duration of 24 hours. The more people who choose to observe that quarantine, 

the more effective it will ultimately be while in contrast the fewer people who choose to observe 

that quarantine the less effective it will be.  

Public health officials may continue to make presumptions of compliance because there 

exists an expectation that individuals will be inclined to participate in measures that are 

somehow in their best individual interest. However this presumption ignores two key points. 

These points relate directly to potential efficacy as well as the nature of the request being made. 

   First, there is no guarantee that a preventative measure will be as effective as it is 

intended to be. As an example of this note that even when faced with empirical evidence about 

the dangers of smoking, there are many individuals who make the choice to continue to do so.84  

It cannot be ignored that if people will continue to smoke when faced with everything from 
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highly visible public service campaigns online, on television, and in print media to warning 

labels printed directly on packages of cigarettes and other tobacco products, that presuming they 

will comply with a quarantine that in the greatest likelihood will be implemented as a part of a 

public health emergency where there may be limited, misleading, or entirely wrong information 

being disseminated is unrealistic.  

   Second, there are some requests which are viewed as being unreasonable in nature from 

the perspective of these being asked to comply. This viewpoint may serve to explain a lack of 

compliance with preventative activities.85    Seeking to explore this consideration can once again 

be given to a scenario where the members of a 1,000 person community are asked to observe 

“snow day” measures and shelter in place in their homes as a quarantine strategy. When this 

example was initially presented it was done so with the duration of the quarantine listed as 24 

hours. It is a reasonable assumption that barring a medical emergency separate from the threat of 

potentially being infected with a contagious disease, such as a pregnant woman going into a 

difficult labor or an individual having a life threatening allergic reaction, or a threat of 

unemployment if they do not attend work, that most, if not all, of the 1,000 members of the 

community would be willing to comply with this order for the period of one day. However, in 

extending the requested quarantine period by as little as one additional day there may be a 

decrease in the number of individuals who are willing to comply, and the more protracted the 

duration becomes the more unreasonable the request may seem to be by those who are being 

asked to comply with it. This can be seen as adding an additional layer of justification to the 

decision of Kaci Hickox to not comply with the quarantine order that she was issued which was 

meant to last for 21 days, the duration of the incubation period of the Ebola virus. Consider that 

when the order was issued that Hickox was already within the 21 day window between exposure 
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and possible infection. As such a more reasonable quarantine request would have asked that she 

shelter in place or in a quarantine facility only for the number of days that were remaining. For 

example, if at the time the order was issued it had already been 7 days since she had been 

exposed the quarantine order should have only requested her compliance for 14 days. There is no 

guarantee that Hickox would have found this solution to be any more amenable but by virtue of 

being rooted in more sound medical logic it is more reasonable. 

 Noting issues of compliance, it may be tempting for public health officials or their 

functionaries to immediately resort to coercive measures as a means of implementing a 

quarantine effectively when faced with the threat of an outbreak. However, it is important that 

those who need to be quarantined understand that the act is a preventative one and not a punitive. 

As a result, all reasonable measures need to be taken as a means of obtaining compliance and by 

extension some semblance of cooperation.86 However based on factors such as how the 

quarantine is framed, what it required of participants, and how long it is expected to last 

compliance rates will vary. For example, there is a greater likelihood of getting people to comply 

with a short-term quarantine that takes place in their own homes and does not require invasive 

surveillance measures, than there is with getting people to comply with a quarantine regardless 

of length that requires them to be present in a specialized facility or other designated area where 

they can be monitored. Similarly, it must be understood that initial compliance and continued 

cooperation are not mutually exclusive. In this vein, an individual may initially comply with a 

quarantine measure only to make an active attempt to escape it if the parameters change or if at 

any point they simply no longer feel willing to be confined in such a way. 

4. Fatigue 

 When considering issues of fatigue in relation to quarantine implementation there are two 
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divergent concepts that need to be presented. First, there are issues relative to attention fatigue. 

Second, there are issues of compassion fatigue. In both instances, what is hindered is the ability 

of a physician or other healthcare professional to accurately and adequately perform their duties 

to the detriment of both individual patients and the greater public health. 

 First, focus can be placed on attention fatigue. In any instance where a person spends a 

prolonged period of time working on a task that is cognitively demanding there is the possibility 

that they will experience mental or cognitive failure as the result. What occurs in these cases is a 

deterioration of performance relative to the task as well as reduced motivation to keep working. 

Additionally, what also occurs is an uptick in both the amount of errors that are being made and 

the severity of the errors. Finally, when observing individuals who are mentally fatigued what is 

often reported is difficulty focusing coupled with being easily distracted which serves to indicate 

that mental fatigue can have serious ramifications relative to selective attention.87  In putting this 

information in the context of a quarantine scenario all one has to consider is a situation where 

there are a limited amount of physicians or other healthcare professionals available to monitor 

and respond to the threat. Depending on factors such as how many hours each professional is 

expected to work versus how much sleep they are getting, how repetitive the tasks they have to 

perform are, or how long they are expected to interact with the quarantined individuals it is 

plausible to presume that there exist certain conditions where mental fatigue would be especially 

likely. 

   Another type of attention fatigue comes in the form of complacency. Despite the 

importance of their roles in the medical community, there are healthcare professionals who are 

inattentive to infection control measures. This is problematic because constant vigilance is key in 

the maintenance of quarantine and other public health measures throughout the period of an 
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epidemic.88   Complacency in public health emergency is detrimental not only for the 

individual(s) who may be infected, but also for the public at large. If signs of infection are 

missed, misdiagnosed, or mistreated based on the fact that healthcare professionals are not 

paying close attention, then the risk for an infection to become more widely spread is increased. 

Additionally, if healthcare professionals are essentially behaving in a manner that does not take 

quarantine seriously, then it can be presented that those without healthcare access and knowledge 

may not take it seriously either. This is another factor that can serve to increase the number of 

individuals who are potentially exposed to an infectious pathogen and potentially creating the 

conditions necessary for the spread of a pandemic. 

   Second, focus can be placed on compassion fatigue. Unlike attention fatigue which may 

be the result of a specific situation or series of situations compassion fatigue does not occur in a 

vacuum. Instead, this type of fatigue can be seen as extension of other tension that a physician 

may already be experiencing. The nature of being a healthcare professional is oriented in such a 

way that contemporary doctors are working in an environment that is becoming both more 

litigious and less forgiving. They can be subjected to bureaucratic requirements that are 

consistently changing while at the same time being expected to remain aware of medical 

advances, some of which are changing at such a frenzied pace that it is entirely possible for a 

physician to become acclimated to one chance just in time for something new to replace it. 

Additionally, there are limited healthcare resources in many countries and mistakes are often 

seen as being unforgivable. When these factors cause stress in high levels for an extended period 

of time there are a wide-range of effects that a doctor may experience as a result. For example, 

those who work with patients who are traumatized may begin to experience compassion fatigue. 

Compassion fatigue can manifest itself in a variety of ways. For example, a physician who is 
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experiencing this type of fatigue may feel a sense of  intrusion, avoidance, and or even arousal. It 

must be noted that these sensations can occur even after exposure to one incident and the 

prolonged exposure to traumatic materials, traumatic recollections, and life disturbances may 

also lead to the development of compassion fatigue. There are two known coping skills that are 

meant to prevent compassion fatigue. The first is a sense of achievement. The second is 

emotional disengagement. In working under the assumption that the majority of doctors aspire to 

demonstrate compassion for their patients and their work it is likely that they will feel distressed 

if they have to practice in a compassion-depleted state.89   Note that while quarantined individuals 

are not traumatized patients in a traditional sense that by virtue of what a quarantine entails that 

they may still feel as if they are experiencing a traumatic event. As such it is entirely plausible 

that these patients could serve to act as triggers for compassion fatigue if the medical 

professionals tasked with their monitoring during quarantine are already experiencing external 

stress. Additionally, it cannot be ignored that the potential coping factors are highly limited in 

nature. For example, feeling a sense of achievement presumes that the physician in question is 

someone who actually feels as if they have, or are, achieving something or that they are not 

already disillusioned about their position and its potential importance. Similarly, the act of 

emotional disengagement is not always easily practiced nor should it necessarily be presented as 

a remedy in a quarantine situation noting that there exist no universal standards for quarantines 

to be either safe or humane. Based on that fact suggesting that doctors distance themselves 

emotionally from either the patients in their care or their surroundings can actually create a 

situation where they actively ignore a patient who is being abused or otherwise mistreated. 

5. Communication Issues 

 When seeking to address matters of communication in relation to healthcare what is being 
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addressed is twofold. First, what must be considered are the ways in which physicians as well as 

other healthcare professionals and other public health officials are communicating information 

both to the general public and to those who are quarantined. Second, what cannot be ignored is 

what, if any, ability to communicate is granted to those who are being quarantined. The 

exploration of both of these factors is necessary as a means of showcasing the full breadth of 

potential communication issues that can, and do, arise, during quarantines. 

 Communication is a key factor in healthcare in general, and is especially important 

relative to the implementation of quarantine measures. Healthcare professionals can generally 

handle single cases and make limited contacts, however the need to implement a quarantine 

presents a unique set of challenges and concerns in that there is a need to balance pertinent 

communication against the needs and nature of the community. Specifically, information must be 

relayed in such a way that it expresses the urgency of the situation without serving to cause an 

unnecessary disruption. Additionally, physicians especially may need to deal with a variety of 

questions relative to the actions surrounding the quarantine90. What also cannot be understated is 

that healthcare professionals need to be able to collect pertinent information from those who may 

be infected, or otherwise exposed to the disease. In a small town, this may not present as a large 

issue, but it can be particularly difficult in a larger city, or in an area where there is a large 

population of individuals who do not or cannot communicate in a language familiar to the 

healthcare official as it may result in miscommunications and information that is incomplete, 

erroneous or delayed. 

 In taking a more nuanced look at what the effects of poor communication can be focus 

can be placed on what occurred in West Africa during the 2014 Ebola outbreak. As 

aforementioned West African governments in numerous countries took the necessary steps to 
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quarantine entire neighborhoods where they believed there was a risk even in instances where 

cases of Ebola had not been accurately identified. The result of this were vocal and physical 

outbursts of both anger and violence as local citizens made the claim that they were more likely 

to die from hunger than they were from the Ebola virus. This viewpoint on the part of the 

citizens was justified based on the fact that it was only after the epidemic was underway that any 

attempt was made to reach out to the quarantined communities and offer an explanation on what 

Ebola was, how it was spread, who was at risk, and why the government had made the decision 

to respond in such a seemingly aggressive manner. In addition to this delayed communication of 

the existing health risks in many instances little to no attention was paid to local cultural belief 

systems and decisions were often made by public health officials without carefully considering 

their potential ramifications on the populace that would be directly affected.91  In many ways the 

communication methods employed in this instance can be seen as mirroring an unorganized 

version of the game telephone. In playing this game there is a speaker who creates a message and 

whispers it into the ear of the person next to them, this person then follows suit and the act is 

repeated until it reaches the final person in the chain who is them expected to repeat the message 

aloud. As expected more often than not the message that is repeated at the end of the chain 

differs, in some cases drastically, from the original message that was shared. As frustrating as 

this process can be for the children who are playing this game consider for a moment how high 

such frustrations must be amplified for individuals who are living under a quarantine and either 

receiving no message at all, a message that arrives too late, or a message that in some cases may 

not make any sense because it is in opposition to what it is that they believe or have been taught 

up until this point. 

   As difficult as it can be for quarantined individuals to receive clear information in a 
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timely manner, it can be equally if not more difficult for them to communicate with those who 

are outside of a quarantine zone. One of the defining aspects of quarantine is that it creates a 

literal distance between people. As such even someone who is quarantined in their own home 

may have certain comforts but communication is not always one of them. Therefore, as a matter 

of practicality one of the elements which may help to foster compliance with quarantines is to 

ensure that communication between those who are quarantined and their friends and family who 

are not can take place. Items like mobile phones and utilities such as internet connections allow 

for individuals to keep in touch with each other and express things such as the way they are 

being treated.92   Individuals who live in industrialized countries, especially those have access to 

wireless and/or high-speed internet or their own mobile phones may view such forms of 

communication as so commonplace as to take them for granted. However, in a quarantine 

situation, especially in a scenario where an individual is detained away from home and access to 

their normal communication devices is restricted, or in a scenario where the quarantine is being 

implemented in an area with a poor overall communication infrastructure, the ability for a 

quarantined individual to be able to communicate with the outside world can be viewed as 

priceless. 

6. Attitudes Toward Quarantine 

 Thus, far when considering pitfalls inherent to quarantine focus has been placed on 

matters that are likely to arise after a quarantine has already been implemented. However, it is 

also important to consider a potential pitfall that may arise in instances where the public either 

believes that a quarantine may be possible or once a quarantine is completed. In that vein, it 

becomes necessary to focus on public attitudes toward quarantine. 

 In seeking to understand the potential public reaction to the use of widespread quarantine 
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in the event that an outbreak was to occur researchers from the Harvard School of Public Health 

along with the United States CDC, surveyed residents of four countries included Hong Kong, 

Taiwan, Singapore, and the United States. In general, those who responded to the survey voiced 

concerns about potential overcrowding in quarantine locations, the fear of contracting an 

infection by virtue of being quarantined and a worry that being quarantined would not allow 

them the option of communicating with their friends or family. Specifically, the survey found 

several key points. First, researchers found that in countries where there were higher rates of 

disease outbreak, in this instance SARS, that respondents were more worried about contracting 

the disease. This is significant because it can be correlated with previously completed research 

that found that the greater concern a person felt about a particular health threat the more likely 

they were to alter their behavior. Second, the research found that there were generally high levels 

of support for preventative measures such as wearing a mask or an individual having their 

temperature taken. However, the support for quarantines was not universal, while individuals in 

Taiwan, Singapore and Hong Kong generally favored the measure even if it was compulsory, in 

the United States only 42% favored a quarantine that was compulsory and of that group, 

especially among African Americans that number decreased once it was revealed that an 

individual who did not comply could be arrested. Similarly, there were wide variances in all four 

countries about which methods of monitoring for quarantines individuals found acceptable. For 

example, in all four areas there was significant opposition to periodic video screening being used 

as a method to monitor those in quarantine. It is important to understand that in each of these 

countries a random sample was utilized.93 The importance of specifying that the sample was 

random centers around the fact that it ensured that the participants were not solely those who had 

been through a quarantine or those who knew someone who had been directly impacted by a 
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quarantine. This is imperative because it meant that their attitudes in these cases were not biased 

by what may have been one-time bad experiences with quarantine measures, but instead that 

their perceptions were more likely to be focused on generalized and brad feelings about public 

health.  

 Similar to the survey conducted by the Harvard school of public health and the U.S. CDC 

was a survey conducted following the SARS outbreak in Canada. While this survey was limited 

to 500 random participants in Toronto its results are still important because it considers an area 

of the world not addressed by the other survey. Specifically, its findings indicated that there 

existed a strong public report for the implementation of quarantine when it was deemed to be 

necessary as well as support for the utilization of serious legal sanctions against anyone who 

failed to comply. 94 The distinct willingness to allow for the levying of legal sanctions against 

those who fail to comply with quarantine can be seen in part as a desire for individuals to have 

some say in what type of public health actions are taken while also conveying how important it is 

that the public is protected from potential threats. 

 The overall importance in understanding public attitudes about quarantine is that it can 

aid public officials in developing methods that are more likely to be viewed by the public in a 

positive manner. As attitudes about quarantine shift so may the willingness to voluntarily 

comply. While this is in no way a guarantee it does exist as a possibility. 

Conclusion 

 The impediments to, and pitfalls surrounding, the implementation of quarantine serve to 

showcase how present methodology in this regard is flawed. Reliance on a chain of command 

that is largely outside of the medical profession, along with a myriad of issues surrounding key 

issues such as compliance and communication illustrates how quarantines are ineffective in even 
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small outbreaks, and how they may be potentially useless in the wake of a widespread infection. 

While quarantines are meant to protect the public health, it must be asked what value they truly 

have and what cost they actually exact. Chapter five will explore these questions in greater depth 

by taking a look at the ethical as opposed to logistical problems which are associated with 

quarantine and the ways in which they may be solved for. 
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Chapter Five- Ethics and Quarantine 

 Chapter four presented an exploration of the inadequacy of current quarantine measures 

both in the United States and abroad as well as the complete lack of viable protocol relative to 

the development of global quarantine implementation. In considering this information the 

reaction of some may be the desire to completely eliminate quarantine as a control measure in 

the public health sphere. For others however, there may be the desire to examine quarantine from 

a divergent standpoint before making any concrete determinations. In focusing attention on the 

latter viewpoint as the less extreme what must be addressed is the relationship between current 

quarantine measures public health ethics, global bioethics, and vulnerability.  Such an 

exploration is imperative because it serves to provide insight into the fact that presently an 

effective quarantine and an ethical quarantine are not necessarily the same thing on either a 

national or international level as well as the fact that current laws do not serve to wholly focus on 

those who will be directly affected by them and what effect such an impact may plausibly have. 

The acknowledgment of this distinction provides two clear ways for quarantines to be framed 

and by extension two clear ways for current quarantine measures to be potentially amended.  

A. Overview of Ethical Parameters  

 There are myriad of ethical parameters that govern the medical field as a whole and 

medical practitioners and interventions in particular. It would however go well beyond the scope 

of this work to give consideration to each and every one of these ethical schools of thought. 

Instead, in considering both the global nature of this work as well as quarantine as the specific 

public health measure being explored focus will be placed on two types of ethics. These ethics 

include public health ethics, and global bioethics. The rationale for such a selection centers 

around their salience to the topical points. In taking this viewpoint careful consideration will be 
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placed on the origin and basic roles and functions of each ethical discipline. Additionally, there 

will also be a focus on the nature of vulnerability as ethical consideration with attention being 

placed on both its general nature and the way in which it can be applicable in terms of both 

public health ethics and global bioethics. 

1. Public Health Ethics 

 Public health ethics can be reliably dated back to nineteenth-century England. During this 

time period there were massive outbreaks of cholera that were having a significantly adverse 

impact on the population. As a result, there was considerable fear and alarm in all of the major 

cities of the country. This was especially true for London. The prevailing medical theory of the 

period presented that cholera was caused by “bad air” or a “noxious miasma”. This has of course 

since been proven untrue. Instead the spread of cholera is the result of unsanitary conditions, in 

particular drinking water that has been contaminated. This fact was established by a physician 

who discovered that the highest rates of cholera in the Soho district of London were in an area 

around a water pump on one of the streets. After making this discovery the physician was able to 

halt the spread of the disease by having the pump handle removed.1   When compared to the 

decisions which needs to be made within the context of contemporary public health ethics the act 

of removing a water pump may register as so minor as to be viewed as inconsequential. 

However, the significance of this act should not be understated in the sense that it serves to 

provide the first clear example of a healthcare professional acting in a manner which can be 

viewed as equal parts morally and medically motivated. 

   While it is possible to place the origin of the discipline of public health even further 

back than the nineteenth-century, it must be understood that the more concrete ethical principles 

and codes which exists as guidance for public health practice have only been formulated 
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relatively recently. Such ethics serve to emphasize public action for the good of the community 

and as such they exist in contrast to the core principles that medical and research ethics are 

developed around, principles which are guided by the moral axiom that an individual has 

inherent value within and for themselves and that they should never be utilized merely as a 

means to an end for another person.2  It is therefore the distinct focus on the public good in all 

instances what serves to make public health ethics so unique as a discipline. 

 As a discipline, public health ethics can be described in a variety of ways. One 

description presents it as a problematic triad. The members of this triad include governments, 

populations, and individuals and these three are viewed as being problematic because of the 

potential clash between members. For example, individuals and populations sometimes clash as 

the desired or granted rights and freedoms which the individuals have can be at odds with what 

may be needed to protect and promote the health of the population. When such clashes occur it 

then falls to the role of the government to act as the arbiter. In some instances, the government 

will side with the individuals while in some instances the government will find it necessary to 

side with the population. When the former occurs, individual liberties are prioritized over 

communal health benefits and when the latter occurs the health of the community is prioritized 

over individual rights and freedoms. What must be understood is that in such instances what is 

more important than the outcome is the fact that the triad exists and is interacting at all. Another 

description of public health ethics views it as a taxonomy of public health interventions and their 

distinctive ethical components. In taking such a view what is presented is the fact that every 

main type of public health program has corresponding ethical issues which are distinct to the 

program. For example, screening is a specific health intervention and inherently connected with 

it is the ethical issue of what kinds of conditions it is appropriate to screen for.3  Regardless of 
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the manner in which an individual chooses to view public health ethics the underlying idea is the 

same in that public health ethics is defined by interactions between individuals and groups and 

the treatments that are either proposed, or in some cases withheld from each. In this way, it can 

be presented not as a matter of deciding whether or not a certain intervention will be beneficial 

per se, but instead how beneficial it will be and who exactly it will benefit with the deciding 

factor needing to be whatever is ultimately seen as being able to do the most good.  

   When focusing specifically of the practice of public health it has been found that ethical 

issues often arise as a result of differences in the beliefs and values among members of groups, 

between the interests of different populations, or between populations and institutions.4  Given 

the inherent moral tug of war which serves to fuel this school of ethical thought that should not 

be surprising. However, it must be noted that making these ethical decisions is not merely a 

matter of the opinion of one group being presented against the opinion of another group, but 

instead that there exists a clear code of ethics which can be followed in order to help facilitate 

making such decisions. 

 The American Public Health Association (APHA) published its first code of ethics for 

public health practitioners in 2002 entitled Principles of Ethical Practice of Public Health. The 

code lists 12 principles written with the goal of establishing acceptable behaviors and values for 

public health practitioners. In this same vein, the intent of the authors was that their combined 

work would serve to clarify the populations and communities as well as the ideals of public 

health institutions that served them, ideals for which the institutions could be held accountable.5 

It is not enough to know that such a document exists, instead it is imperative to understand, at the 

very least, the crux of its contents. 

  The presented principles within the code emphasize social justice, human rights, 
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community, and the protection of research subjects. Additionally, it is written in such a way that 

it does not provide a comprehensive moral system of ethics, or a specific action guide rooted in 

concrete examples. This was intentional on the part of the authors who worked to use a language 

that could be adapted by public health practitioners and institutions alike.6 It is also plausible that 

the authors sought to utilize a language that was adaptable as well as a means of being reflective 

of the inherently changeable nature of the public health landscape. 

 What the code does seek to explicitly do is to balance the interests of populations and 

individuals. This is evident in Principle 2 which presents that the achievement of public health 

should be accomplished in such a way that the rights of the individuals in the community are also 

respected. However, in the same provisional language which is utilized throughout the text it 

does not specify precisely how to balance those commitments when they conflict, or more 

specifically what should be done when faced with a certain type of case. This is despite the fact 

that the question of how to achieve balance between the interests of populations and individuals 

is, and has always been, central to the formulation of public health ethics.7 The vague way in 

which the authors of the APHA chose to address the central tenet of the very discipline that they 

had provided a code for is indicative of the problems with the code that cannot be ignored. 

 In issuing the APHA what was ultimately issued was not a comprehensive code that 

could actually and effectively be utilized to either govern behavior in public health and/or hold 

public health institutions and practitioners accountable. This is due to the fact that the intentional 

and inherent limitations to the code exhibit two significant failings. First, the authors failed to 

engage specific ethical principles. What the APHA did instead of the provision of specific ethical 

principles that could act as a code which could both govern behavior in public health and/or hold 

both public health institutions and practitioners accountable was to provide an ethos for the field. 
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Second the authors failed to address the realities of the legal underpinnings of public health 

practice. The unfortunate result is that public health ethics still lacks the theoretical foundations 

and the synergy between theory and practice that is utilized in other fields. What this means is 

that public health practitioners are often forced to turn to medical ethics and research codes 

whenever they require professional moral guidance.8 While the review of such codes can be, and 

likely is to a certain extent, useful it is not the same as being able to reference something specific 

to the discipline in which these individuals and institutions operate. 

 Based on the failings of the APHA it should not be assumed that public health 

practitioners and public health institutions are left to navigate without any guidance specific to 

their discipline. Such guidance comes in the form of a recently developed systematic framework 

for ethical analysis in public health that was designed to provide practical guidance. In looking at 

this framework in depth what is revealed is that it is comprised of two core elements which the 

creators identified as being necessary for any public health ethics framework which include both 

a base of explicit ethical justification and practical guidance for those working within or around 

the field. While there are several frameworks which have been previously developed not a single 

one has received universal approval.9 Despite the lack of consensus relative to acceptance though 

it is necessary that a systematic framework is explored as a means of showcasing both how and 

why it works as well as why it exists as more beneficial than the APHA. 

 Within the context of this work, the framework being considered is one which was 

designed to address the shortcomings of earlier designs. This framework is being presented in 

brief as a matter of providing comparisons to the APHA, and as such only the most relevant 

aspects are being presented. Specifically, the framework includes an explicit normative 

foundation which is meant to provide guidance in the field of public health as a whole. This 
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foundation addresses five core criteria relative to all public health interventions including 1) the 

expected health benefits to the target population, 2) the potential harm and burdens the 

intervention could cause/impose, 3) the impact of the intervention on personal autonomy, 4) the 

impact of the intervention on equity, and 5) the expected efficiency of the measure. The 

framework is systematic in both selection and application of the normative framework. In terms 

of the former what this refers to is the manner in which the ethical norms provided are chosen. In 

this vein it must be noted that such a criteria is only met when the process to find such norms 

follows and defined methodological approach which identifies a comprehensive list of ethical 

norms and principles that are relevant and by extension should be considered in every ethical 

analysis of public health and its practice. In terms of the latter what this refers to is the process 

by which the norms are ultimately applied. In this vein there should be an explicitly designed 

process and in the event that deviation from procedure is necessary it should be justified.  The 

inclusion of both of these elements was deliberate in that it allows the framework to explicitly 

link ethical analysis and empirical evidence.10 Such a connection is precisely what was missing 

from the APHA. 

2. Global Bioethics 

 Before delving into any discourse on the subject of global bioethics it is first necessary to 

look at the field of bioethics. In relation to medical ethics as a whole, bioethics exists as a fairly 

new field, one which only came into existence in the mid 20th century. It began in the context of 

doctor-patient encounters.11 While not credited with its formation, bioethics can be seen as being 

rooted at least in part in the 1947 Nuremberg Code which made informed consent the 

fundamental ethical principle for all scientific research that involves human participants.12 In 

seeking to provide insight into exactly who coined the term or where the practice originated there 
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exist divergent and conflicting accounts, as such Fritz Jahr, Van Rensselaer Potter, and Andre 

Hellegers, have all at one point with credited creating the term. In looking solely at the earliest 

usage however, that distinction goes to Jahr who first used the term in 1927.13  In seeking to 

build upon this idea of the discovery and re-discovery of the term it is interesting to note that in 

some instances bioethics is viewed and thereby presented as a Western phenomenon, one which 

by extension is rooted in Western ethical principles and values. This viewpoint is evident in work 

such as The Birth of Bioethics by Albert Jonsen which presents bioethics as having originated in 

the United States to the detriment of not adequately or accurately presenting or exploring 

bioethics in other countries or cultural contexts.14 Noting this conflict, it may make more sense to 

explore when the term bioethics was first utilized in intellectual discourse. In this regard, it can 

be noted that the word bioethics was introduced in the early 1970s. 15 It was during this time 

period that the paternalistic authority of physicians was being called into question. In lieu of this 

viewpoint there was a shifting focus towards a form of medical ethics that was more squarely 

focused on the patient, or more aptly on patient autonomy.16 Initial dilemmas in bioethics 

included matters such as whether or not dying patients should be told the truth about their 

condition, whether or not confidential information should be revealed, or whether or not a patient 

should have their liberty limited for their own good. By extension the earliest bioethical cases 

involved issues such as the utilization of life-extending technologies for coma patients or in cases 

of terminal illness, organ transplantation, abnormal pregnancy, and the utilization of human 

subjects in experiments.17 The connecting thread between each of these issues is that before the 

formation of bioethics as a discipline they were decisions which were relegated solely to the 

domain of the healthcare provider considering only what they felt may be best for the patient or 

for what was understood about the way in which the doctor-patient relationship should work, 
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instead of considering what it was that the patient may want. Based on this much of the early 

work in the field of bioethics centered around the discussion of dilemma cases.18 For consider a 

case where a patient may have come to their doctor with an unwanted pregnancy. It can be 

posited that prior to the development of bioethics that even in the absence of religious influence, 

that abortions were not suggested as an option for women who were unwed, those who were 

victims of sexual assault, or those who simply did not want to or plan on having children. The 

rationale for such a position centers around the fact that the paternal nature of the doctor-patient 

relationship did not dictate nor allow for discussion relative to what a patient wanted to do in 

terms of medical intervention but was squarely focused on what a physician believed would be 

physically best for their patient.    

  In a contemporary context bioethics operate in large part by practically applying four 

principles which are viewed as being central to the considered in the relationship between the 

health care provider and the individual patient.19 It would be implausible to attempt to 

understand the driving force of bioethics without considering these principles. 

  The four principles that bioethics are centered around include the principles of 

autonomy, beneficence, nonmaleficence, and justice. Before moving forward, it is imperative 

that a simple definition of each of these principles is provided. First, the principle of autonomy is 

also known as respect for autonomy. This particular principle is rooted in both the liberal moral 

and political traditions which underscore the importance of freedom of choice. Second, the 

principle of beneficence is one which in the broadest sense focuses on any and all actions which 

may ultimately benefit the patient. Third, the principle nonmaleficence is built upon one of the 

most quoted phrases in healthcare ethics which indicates that physicians should do no harm. 

Finally, the principle of justice is left open to debate and interpretation but at its core is the idea 
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that similar cases should be treated similarly. Additionally, there is the concept of distributive 

justice which denotes that within a society distribution should occur in a manner that can be 

regarded as being fair, equitable and appropriate.20  

 Among clinical bioethicists these principles have what is known prima facie status. 

Prima facie status is given to any obligation that from a moral standpoint must be fulfilled unless 

it conflicts with an equal or stronger obligation. In making these decisions it falls to clinicians to 

identify the relevant principles, look at them within the context of the case that they are working 

on, and then ultimately justify their clinical decisions and recommendations by considering all of 

the weighted principles in relation to what may be in the best interest of the patient.21 It is 

important to understand that in every case every bioethical principle will not be relevant. For 

example in a situation where a patient is receiving a follow-up consult for elective surgery that 

they have opted to have and their physician has already approved it may not be necessary to 

consider the principle of autonomy as it should have already been considered during the initial 

consult and so barring a change in the patient since that first visit, such as the onset of 

diminished capacity as the result of head trauma there should exist no need to reconsider the role 

of that principle. 

 Prior to the latter part of the twentieth century the principle of Beneficence, which is the 

set of actions that is intended to benefit others, was viewed as the core principle.22 This can 

potentially be viewed as a holdover of the paternalistic nature of the doctor-patient relationship 

prior to the development and implementation of bioethics. However, Beneficence, eventually lost 

its primary nature. As a direct result of this it became the burden of healthcare providers to have 

their previously unquestioned goodwill open to be scrutinized and in some instances challenged 

outright by their patients. In this vein, it became insufficient for a physician to provide a patient 
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with set of instructions such as to take a particular medication and/or to get more rest. Even when 

coupled with years of training and experience, the directive of the physician was no longer 

enough incentive for a patient to engage in a course of treatment. Instead patients began to 

question what the medication was, what potential risks it posed, and if it was the only option 

available.23 Essentially, by virtue of the development of bioethics in the first places physicians 

opened themselves up to this line of questioning. It was their own attempt at collective moral 

reasoning that provided the ability for patients to question that care that they were receiving. 

 What replaced Beneficence, and remains in a place of primacy into the present day is the 

principle of Autonomy. Within the United States as well as throughout much of the developed 

world it is seen as the principle clinical value.24 While it is possible to explore these concepts in 

terms of comparing and contrasting them such discourse would not add to this work as the 

purpose of this author is not to debate which, if either, of the two principles is better. Instead, it 

stands as enough to define and describe each of them. 

 The perception of autonomy came in part with the decline of beneficence. Just as patients 

were asking questions about the potential risks associated with the treatment courses that their 

physicians wished to prescribe to them, they were also recommending treatment options of their 

own in some cases. This act, regardless of how small it may seem in the grand scheme of things 

is reflective of one of the many changes that occurred both socially and medically which allowed 

for Autonomy to become the prevailing principle. However, its role as the primary principle 

should not be misconstrued as it being the only principle. In fact, ethical theory continues to hold 

it in prima facie equivalence with the other three guiding principles of bioethics.25   What this 

means is that even though there are some practitioners or even entire parts of the world that may 

view Autonomy has having some level of extra special significance that its actual significance 
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places it on par as being equal to Beneficence, nonmalficience, and justice. 

   Having addressed the core elements of bioethics, it becomes possible to address what 

global bioethics encompasses. It would be remiss to presume that global bioethics developed as a 

natural response to globalization without prompt, or that it is simply a term applied to bioethics 

now that globalization has occurred. Noting this, it is imperative to explore both its origins and 

its intended purpose and function as a means of both differentiating it from bioethics as well as 

indicating its importance in relation to quarantine in particular. 

   In looking at the origin of global bioethics it can most succinctly be traced back to the 

vision of Van Rensselaer Potter, an American biochemist. Is should not be misconstrued that 

Potter was the only individual to look at themes of either globalization or bioethics, however the 

global dimension of bioethics is something which had always been implicitly assumed by Potter 

even when it was not directly mentioned in his work. This is evident in part due to the fact that 

the basic problems which bioethics are concerned with such as overpopulation and poverty have 

an effect of some kind on everyone. Building upon this the goal of survival in bioethics is a 

globally focused on in that it views the survival of humanity as being at stake and the methods of 

bioethics are global in the sense that they serve to combine all of the intellectual resources that 

are available in order to find solutions that are long-term in nature. In looking specifically at the 

view point of Potter in relation to global bioethics what is truly being considered is the 

unification of two meanings of the word global. In this vein it is a system of ethics that has a 

worldwide scope and it is a system of ethics that is unified and comprehensive.26  This viewpoint 

is one which can be seen as being as valid today as it was when it was first conceived, something 

which becomes clear as the purpose and function of global bioethics is explored in greater depth. 

   In looking at why global bioethics exists, i.e. its purpose, as well as how it works, i.e. its 
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function, what is being addressed is what the overarching goal of global bioethics is and how it is 

applied. The distinct goal of global bioethics is to address bioethical issues in a global context. 

This can only be accomplished by taking into account a wide variety of factors including the 

economic, social, political, religious and cultural realities and adopting various ethical 

methodological practices in order to find global solutions. Such solutions are important when it 

is understood that it is no longer possible to make effective policies regarding bioethical issues in 

isolation. Exemplary of this consider that we live in a world where it is possible for the decisions 

and actions, or inaction, of one nation state to impact those who reside well outside of its 

borders.27  Salient to this work, consideration can be given to the spread of infectious disease and 

a basic understanding of the various ways in which it is and can be spread, a topic which has 

been discussed at length in previous chapters. While the focus of global bioethics is not solely or 

even primarily linked to the issue of infectious disease, there does exist a clear relationship 

between the two which can be addressed via the lens of quarantine. 

 

  3. Vulnerability 

   As essential as both public health ethics and global bioethics are from an ethical 

standpoint, what is equally if not more important ethically is the idea of vulnerability and the role 

that it can, and moreover does, play in relation to both medical practice as a whole and 

quarantine in particular. Noting this, it is key that the concept of vulnerability is explored both on 

its own and as it relates to both public health ethics and global bioethics. Such an exploration 

serves to provide another way in which to frame public health measures. Before delving into the 

role of vulnerability in either public health ethics or global bioethics, it is first necessary to 

provide a working definition of the term. Vulnerability can be, and has been, defined in 
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numerous ways. It would go beyond the scope of this work to explore every presented definition 

of the word; however, focus can be placed on two definitions which when combined can create a 

way in which to define vulnerability as it is being considered in relation to this research. 

   One definition of vulnerability looks at the etymological root of the word which means 

“to wound”. Based on this the most widely accepted interpretation of the word is that it means 

someone or something which is either open to harm or under the threat of harm. This is a basic 

definition which can be applicable in a wide array of situations however it may serve to be so 

broad as to inadvertently include those who are not truly vulnerable or to conversely exclude 

those who may be truly vulnerable because of the fact that there are numerous perspectives 

which can be applied to the idea of who or what is vulnerable. Additionally, Second, if the 

concept of vulnerability is going to function as something which generates a duty or 

responsibility to prevent harms from coming to someone then the definition cannot merely be a 

statement of fact, instead it must also include a normative ethical element.28   Therefore while this 

definition of vulnerability is factually sound it is also functionally inapplicable from an ethical 

standpoint which means that it cannot be included “as is” as the definition of vulnerability within 

this work. 

   Another broad, but more apt, definition of vulnerability presents the concept as a marker 

or signal for moral concern. Taking this approach to the idea of vulnerability allows it to be 

viewed without any reliance on either moral theory or preconceived wrongs as an inherent part 

of how vulnerability is defined. By looking at vulnerability in this way, i.e., as a warning, then 

there exists no need to provide a larger definition which incorporates every single case in which 

a person may be vulnerable. This allows for focus to be placed on firm ethical concepts, 

including, but not limited to, consent, and harm, while exploring the ways in which these 
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concepts are applicable in the individual case. The idea behind this approach is that it requires 

engagement with the more substantive ethical issues as opposed to relying on stereotypes of what 

vulnerable populations may look like.29   This can be key as the result may be engagement with 

populations that are actually vulnerable as opposed to those that are expected to be vulnerable.  

   In combining the two presented definitions of vulnerability, the concept can be defined 

as anything which should be viewed as a potential source of harm for a population because it 

may serve to violate or otherwise infringe upon their ethical rights. Created for this work, this 

definition is important for three key reasons. First, it accounts for the fact that vulnerability is a 

concept that is often used in both public health ethics and bioethics, however there is neither a 

universally accepted or clear meaning.30  In applying the definition created for this work it 

becomes possible to explore vulnerability in relation to both ethical disciplines. Second, this 

specific definition serves to clearly present the type of harm that may be caused, i.e. a violation 

of ethical rights. Finally, the definition is intentionally broad in that it does not serve to mention 

quarantine specifically; this is key as it allows for it to be used within this work without being 

viewed as biased toward it. 

   In looking first at vulnerability and public health ethics, it can be noted that the earliest 

organized public health measures, i.e. those dating back to the 18th and 19th century, are known 

to have paid special attention to vulnerable members of society.31  The question may arise as to 

what makes a member of society, or a group, vulnerable. In the most succinct terms vulnerability 

is characterized by being at a greater risk of being at risk because of certain social 

characteristics.32   While this may sound confusing all this means is from a public health 

standpoint those who are viewed as being vulnerable are looked at in this manner because there 

is a greater likelihood that they will be susceptible to public health risks based on broader, 
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reoccurring, or otherwise prevalent factors. Examples of such groups include, but are not limited 

to, those that are economically disadvantaged, ethnic minorities, the elderly, and the disabled.33   

While helpful in theory, public health interventions which focus on vulnerable populations may 

in practice actually serve to encourage inequality as empirical observation has revealed that 

members of vulnerable populations may be the least able to positively respond to such broad 

interventions. Additionally, such interventions may also have unintended, e.g. unfortunate, 

outcomes for vulnerable populations based on the fact that there may exist inconsistent or 

inappropriate social or cultural assumptions between these groups and public health 

practitioners.34   It is precisely because of this disconnect between vulnerable populations and 

public health that there exists a clear need to rethink the manner in which the concept of 

vulnerability is viewed. In failing to refocus the manner in which vulnerable parties are viewed 

in essence what is occurring is a failure to be fully effective in assisting them from a public 

health standpoint. 

   In looking at vulnerability and global bioethics what is essentially being considered is a 

missed opportunity for cooperation. One of the roots of bioethical inquiry may be the concern for 

human vulnerability. Despite this, the concept of vulnerability is largely under-theorized in 

bioethical literature.35   However, limited theory should not be misconstrued as no theory at all. In 

this vein focus can be placed on two viewpoints, one which serves to present vulnerability in 

comparison to autonomy and one which serves to assert that vulnerability needs to be present as 

a distinct bioethical principal. First, as aforementioned within this chapter bioethics, especially as 

it understood and practiced within a Western context, values the principle of autonomy as being 

of particular importance. In and of itself such a viewpoint is not problematic; however, an issue 

does arise when vulnerability is viewed as diminished individual autonomy as such a framing 
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serves to hinder the ability to fully understand and address issues of vulnerability.36   The issue 

with taking the comparative viewpoint is that it is far too limiting. Rather than looking at, or 

seeking to understand vulnerability as an individual concept it instead serves to reduce it to a 

matter of either/or where an individual is either wholly autonomous or where that autonomy 

must be compromised because they are classified as being vulnerable. It must be understood 

though that there is no need for such a limited perspective as their exist some valuable 

perspectives which contribute to seeking to define the principles of vulnerability as well as how 

it could be made operational.37   Within the context of this work focus will be placed specifically 

on the way in which the potential principle of vulnerability has been presented by Henk Ten 

Have. The rationale for this is that his work exists as in depth and specifically serves to address 

the idea from a global perspective which is relevant to the nature of this work. In summarizing 

the position of Ten Have what is presented is twofold indicating that vulnerability cannot be 

fully understood via the framework of autonomy, and that the language of vulnerability is such 

that it serves to go beyond the traditional model of autonomy in such a way that it can aid 

bioethics in a global sense.38   In specifically framing vulnerability as a bioethical concept what is 

asserted centers around value and appeal. In terms of the former, vulnerability refers to a value, 

e.g. the classification of an individual as vulnerable is a value judgment and in applying ethical 

notions there exist implications that a valuation is occurring relative to either a person or group. 

In terms of the latter, ethical concepts as a whole imply that there is an appeal to act either 

because of a claim which has been made on us and/or a direction about what should be done. In 

the event that an individual is labeled vulnerable then that person should be protected, there 

needs to be a creation of certain practices that ensure that they are not damaged.39   What is 

offered is a simplification of the work of Ten Have but it serves to offer insight into the role that 
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vulnerability could play if adopted as a formal principle of global bioethics in that it would serve 

to provide clear ethical guidelines within the parameters of this particular discipline. 

   In attempting to correlate the concept of vulnerability with both public health ethics and 

global bioethics there exists one key issue which cannot be understated. In neither discipline, 

there is no clear or wholly effective method for providing assistance to vulnerable individuals or 

groups. As aforementioned, within the field of public health ethics there exists the possibility that 

measures targeting these groups serve to cause more harm than good and within the field of 

global bioethics there is no explicit principle of vulnerability which can be referenced. In both 

instances this serves to exacerbate ethical issues as a whole as such lack may lead to vulnerable 

individuals or groups being placed at an even greater disadvantage. 

 B. Quarantines and Ethics 

 Having taken a broad view of both public health ethics and global bioethics it is now 

possible to apply what has been learned about each of those disciplines and examine the ways in 

which they work both with and against the public health intervention that is quarantine. 

Additionally, insight will be provided into the unique role that vulnerability plays. Such a focus 

is important not only within the context of this work, but also as a means of adding to the overall 

literature which currently exists of the subject. When objectively compared to the robust 

literature on clinical and research ethics in general, there exists a clear dearth of ethics literature 

as it relates to both infectious diseases and public health disasters however it is growing 

rapidly.40 Adding to this literature takes on additional significance when it is understood that just 

as there are numerous risks to public health as well as an equal if not greater number of methods 

used to address those risks, that when looking at the methods almost all of them present one or 

more ethical problems. While the concept of risk itself is seemingly impossible to define in 
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value-neutral terms and is by that failed definition inherently controversial, what is even more 

ethically pressing is the questions of what level of risk can be presented as being  socially 

acceptable to individuals and communities, who should be allowed to make decisions about that 

and how exactly should that risk be risk be distributed across the affected population.41  

Quarantine may exist as a partial answer to those questions, but that does not mean that it is not 

problematic from an ethical standpoint. 

 There exists a basic underlying tension between the protection of public health and 

welfare and individual rights relative to the prevention, treatment, control, and eradication of 

infectious diseases.42 Discourse surrounding quarantine and its implementation can serve as a 

prime example of this tension coming to head and with good reason. Exemplary of this 

consideration can be given to quarantine and isolation with a focus on the fact that the former is 

more ethically problematic than the latter. The reason for this is twofold. First, unlike isolation 

which is a measure reserved for those who are known to be infected with a disease, the 

implementation of a quarantine involves the act of confining of individuals who might not be 

infected. For example, as presented in chapter four there was an entire village in Sierra Leone 

that was quarantined during the 2014 Ebola outbreak because there existed the possibility that 

any of the individuals might have been exposed to Ebola. Second, quarantine can force people 

who have not been infected to be in spatial proximity to those who have been infected which 

increases the chance that the healthy individuals may becoming infected. 43 Despite these 

inherent ethical issues to make the assertion that the implementation of quarantine measures 

could never be compatible with overarching public health or bioethics measures would be both 

fallacious and dangerous. As a public health measure the value of quarantine centers around the 

fact that when faced with the scarcity or complete absence of drug-based medical interventions, 
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quarantine may be the only available recourse as a means of mitigating the spread of infectious 

disease. Additionally, quarantine exists as relatively inexpensive and low-tech when compared 

with other disease prevention measures, and it can be, if necessary, applied to a large group of 

people at once. What cannot, and more importantly should not, be ignored though is that 

implementing a quarantine can, and often does, present a wide array of ethical issues.44  

Specifically, in focusing on the common good, e.g. the good of the group what may be sacrificed 

are individual liberties. In seeking to explore these issues in depth it becomes necessary to view 

quarantine via the distinct lenses of public health ethics, global bioethics, and vulnerability. 

1. Quarantine and Public Health Ethics 

 Within the United States the primary responsibility for public health matters within their 

borders resides with either local or state governments. This includes isolation and quarantine. In 

such instances however applicable state laws, regulations and procedures vary widely.45 

Additionally, it must be understood that while outside of the United States quarantines can be 

implemented differently that they are still subject to the regulations of whatever public health 

legislation is in place. Based on this it is usually accepted that when it is deemed necessary to 

protect the public from harm that there exists an ethical justification for any measures that 

restrict individual freedoms in instances where the least restrictive measures are used.46 For 

example, an individual who is traveling by air from a country where there is a known public 

health threat into another country where public health officials are attempting to prevent that 

threat from either entering their borders or spreading further and infecting more of its citizens 

may expect, and will likely comply with, a relatively non-invasive health screening method, such 

as allowing their temperature to be checked when they first enter into the country. 

 In looking beyond one-time, extremely limited public health measures like temperature 
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screenings focus can be placed squarely on quarantines and their relationship with public health 

ethics. It would be both simplistic and fallacious to make the assumption that because quarantine 

is a public health measure, that it is always implemented in accordance with the best practices 

associated with public health ethics. Based on this it is possible, and even plausible that there are 

instances of quarantine implementation where public health ethics were not properly employed. 

In this vein consideration can be given to three of the most basic aspects of a quarantine 

including where it will be located, how those quarantined will be monitored, and whether or not 

it is likely that there will be compliance. This must be considered because of the inherent ethical 

conflict that arises whenever there is the possibility of implementing a public health measure that 

may infringe upon certain liberties, e.g. isolation and quarantine. Specifically, just as it is 

ethically problematic to allow a person who may be infected with a disease to roam freely, it 

exists as equally ethically problematic to restrict the movements of such an individual.47 

 One of the key aspects of a quarantine is where it will ultimately be held. In this regard, 

modern ideas about quarantine do not often look to measures that involve formal confinement 

but instead consider methods like “snow days” which were discussed in depth in chapter four, 

protective cloistering, or voluntary sequestering. However, idyllic such a thought maybe it exists 

in stark contrast with the reality that regardless of where a quarantine occurs in the world federal 

and state statutes rarely serve to specify where quarantine should take place, as such there exist a 

wide array of options. For example, when looking at the various SARS outbreaks across the 

globe homes, hospitals, schools, workplaces, and other institutional settings such as military 

bases, prisons, nursing homes, and stadiums. Based on these numerous possibilities there exists 

serious concern with quarantine simply as it relates to location. This is due to the fact that where 

a quarantine is located can be critical as certain locations may be prone to overcrowding whereas 
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others may increase the risk of being exposed to infection, or limit the quality and quantity of 

contact with loved ones. Far from being disproportionate to reality the public concerns which 

center around the location of a quarantine can be valid for numerous reasons. First, the logistical 

problems of large-scale quarantines would be formidable to overcome. As a result, there may not 

be any guarantee that the locations selected would be either safe of hygienic. Second, the more 

remote a location is the more limited access would be to things such as comprehensive medical 

and nursing care, basic necessities including food, water, clothing), and communications.48  In 

taking a broad view and looking that the ways in which location can serve as a means of either 

helping or harming the individuals who are quarantined it becomes clear why it is such a salient 

issue when considered in relation to public health ethics. Without being able to guarantee that 

those who are being quarantined are in a location that is safe e.g. a location that will be beneficial 

to the health of most, if not all, of those who are being quarantined then is clear that such a 

location does not meet even the basic standards set forth by public health ethics. 

 What can be equally problematic to finding a safe location is figuring out the logistics 

that are associated with the monitoring of those who are quarantined and by extension ensuring 

that the quarantine orders and enforced. In looking once again at the global issue of SARS 

authorities in various jurisdictions enforced the quarantines which had been implemented by 

resorting to intrusive surveillance methods. These methods included the utilization of thermal 

scanners, electronic bracelets, Web cameras, or placards.49 The question that must be asked is 

whether or not such invasive methods were necessary from an ethical standpoint, for example 

were they solely being applied on individuals who had attempted to escape the quarantine. If the 

answer to that it no, and instead it is found that these measures were being applied on everyone 

then they were not being used for the collective good per se. At best, it may have been believed 



 

 223 

that the more technologically advanced the measures used were that the safer the quarantine may 

seem, at worse however they were an egregious and unnecessary show of force. 

 Having addressed both location and monitoring it is possible to look at the relationship 

that can exist between quarantine, public health ethics and compliance. Past experience provides 

insight which presents that both voluntary cooperation and public trust exist as central to 

ensuring that responses to public health emergencies. Additionally, past experiences may also 

provide important antidotes to quell any individual fear or community based panic that can 

accompany the announcement of an infectious disease outbreak. The role of public health ethics 

in this regard is to be attentive to the ethical values at stake in public health decision making as 

this can help to foster voluntary cooperation and broader public trust both of which should be 

integral aspects of state and federal pandemic preparedness planning.50  When public officials are 

looking at precisely what ethical values may be at stake one of the most helpful things for them 

do may be to look at the problematic triad that is central to public health ethics. In seeking to 

truly understand what it is that individuals may feel that they are giving up for a broader public 

good that they may not wholly understand or consider relevant to them, it may be possible for 

public health officials to develop a strategy that better explains why quarantine is necessary or 

serves to clarify information that they may not have been considering as unclear from their 

vantage point but which may not be readily understood by someone in the position of a lay 

person. 

   It is without question that quarantine is one of the more extreme public health measures 

available. As such it is necessary that there are significant safeguards in place to protect those 

who are being asked to volunteer for, or otherwise ordered into, a quarantine. Ideally such 

safeguards should include a scientific assessment of risk and effectiveness, a safe and habitable 
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location, procedural due process, and the least restrictive alternative. Most importantly however 

state power must be exercised in a manner that is fair. For this reason, it should be implemented 

as a means of attempting to discriminate a group or merely as a show of political and police force 

because despite its unique nature as a public health intervention, quarantine requires public trust 

and acceptance in accordance with the principles of justice. Epidemic and pandemic situations 

can be divisive enough on their own and the political response is one which reflects on a nation 

not as it says it is but rather as it truly is and moreover as it aspires to be.51 

   Ultimately, if a quarantine or any public health measure wants to be viewed as being 

ethically just then it must only be implemented in instances where its risks are justifiable based 

on the potential social benefits that will be the result of taking those risks. Similarly, any 

presumed health benefits that are associated with acts like quarantine have to be measured 

against what social consequences may arise or what threats to liberty and personal individuals 

there be. Additionally, because implementing a measure like quarantine is one which necessitates 

the expenditure of substantial resources and requires significant logistical support, public health 

officials and other decisions makers also need to consider the financial element of these 

strategies in order to gauge the monetary cost of a quarantine in relation to alternative strategies 

which may exist.52  

   The takeaway from all of this is that while quarantines can be implemented in such a 

way that they respect public health ethics that such a respect is not necessarily guaranteed. What 

is meant by this is that there exists a difference between having an ethical framework and this 

ethical framework being automatically followed in every instance without fail. As such it 

becomes the role and responsibility of public health officials to check the actions that they wish 

to take against their ethical values and to ensure that ideally no conflict exists. In manners where 
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conflicts do exist however, the responsibility to behave in a manner that is in accordance with 

public health ethics does not go away instead it shifts so that any ethical violations are minimal 

at best. For example, based on the incubation period of the specific infectious disease and when a 

person was likely exposed it may not be possible to respect their autonomy and their desire to 

only be quarantined for a day or two based on some external factor such as the number of sick 

days that they may have available at work or their desire to attend a public gathering during the 

proposed quarantine period. However, just because that individual need cannot be met it does not 

give public health officials the right to quarantine a person indefinitely or for any length of time 

beyond the incubation of the disease and while attempts to do so may not explicitly violate 

public health ethics as they may only impact a single individual it would serve to violate the 

overarching principle of medical ethics which is to do no harm. 

2. Quarantine and Global Bioethics 

 When considering the relationship between quarantine and global bioethics what is being 

considered is twofold. First, what must be addressed is the relationship that bioethics has to 

infectious disease in a global context. The rationale for this centers around the fact that without 

infectious disease, or more accurately without the threat of the infectious disease spreading, 

quarantine would be unnecessary. Second, what must be focused on is the relationship between 

bioethics and the individual. This is due to the fact that bioethics is in many respects focused on 

the individual. 

 Infectious diseases were traditionally one of the primary focuses, if not the primary focus 

of medicine. Despite this however there is a significant lack of bioethics discussion relative to 

infectious disease which can be viewed as being both strange and unfortunate. Conspicuously 

absent from the field of bioethics are the types of dilemmas that are typically associated with 
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infectious conditions. These dilemmas include, but are not limited to, the importance of making a 

quick diagnosis, the risk of transmitting illness to others such as family, friends, caregivers, and 

even strangers, prevention and immunization, and matters relative to both isolation and 

quarantine.53  The question that may be asked is why and the answer is a simple as considering 

the time frame in which bioethics was developed both in the United States and abroad.  

   In taking a closer look at the period of the late 1950s through the early 1970s what we 

are presented with is a truly unique time in medical history. Consider that as the last decades 

prior to the emergence of HIV/AIDS that this was also a period in medicine where it was a 

widely-held belief that infectious disease was a problem which was fading and by extension one 

that no longer needed to be viewed as an active threat. This false optimism surrounding the 

presumed end to an era of infectious diseases was central to how bioethics was able to develop as 

a discipline that felt no need to be attuned to an issue that even the United States Surgeon 

General of the time viewed as one which would soon no longer be relevant.54  Based on this the 

absences of rhetoric regarding infectious disease in the framework of bioethics was not the result 

of negligence or oversight, instead it was an intentional omission rooted in a belief that was only 

later proved to be erroneous about what types of medical issues would be pertinent in the latter 

half of the twentieth century. As a result, bioethics has no inherent relationship to infectious 

disease and in order to even attempt to view it as applicable to quarantine such a relationship 

needs to be created based on what tenuous connections can be made. One way in which such a 

connection can be made is by looking at what medical quarantines can do to the individuals who 

are quarantined. 

   Inherent to the nature quarantines can, and do, threaten the civil rights of the individuals 

who are confined by them. These threats can manifest themselves in one of two ways. First, it is 
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possible that quarantines may inflict harsh conditions upon those who are forced to occupy 

them.55   For example, based on where a quarantine is located an individual may be placed into 

conditions where there is limited sanitation pick-up, a lack of functioning public utilities, or a 

space that is filled beyond capacity. This can be seen as being especially plausible in instances 

where a quarantine follows a natural disaster or other public emergency that may have had an 

adverse impact on the overall public infrastructure, in remote areas that are inherently difficult to 

access, or in areas where there is known to be political unrest that may manifest itself in the 

forms of civil wars, government coups, or actions by militant or dissident groups that can disrupt 

the natural flow of goods and commerce. Second, quarantines can be imposed in a manner that is 

arbitrary or discriminatory.56  This is essentially what occurs any time an entire geographic area is 

quarantined based on the possibility that a handful of individuals in the area may have had 

contact with someone who was infected or in instances where members of a particular ethnic, 

social, or political group are singled out to be quarantined based not on their suspected or known 

contact with infected individuals but instead because they are being singled out and quarantine 

exists as a means of implementing punitive actions under the guide of preventative ones. 

   These threats to civil rights are plausible in part because of the types of behaviors that 

knowledge of infectious diseases can serve to trigger in individuals. While the threat of an 

infectious disease can be damaging enough on its own in that it may cause individuals to behave 

poorly when the that same threat is framed as the possible representation of an epidemic it can 

cause individuals to act in a manner that speaks to subconscious or conscious desires for 

retribution or to be discriminatory and as a result may lead to treatments that are stigmatizing, 

punitive, or inhumane.57   Understanding that this threat to the civil rights of an individual exists, 

quarantines can be seen as possibly violating all four bioethical principles. This can be especially 
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true when considering the principles of autonomy, nonmaleficence and justice. However, it is 

necessary to take a closer look at the issue in order to be sure. 

   In taking a more nuanced look at the relationship that can exist between bioethics and 

quarantine what must first be understood is that the act of a government working to impose 

restrictions on those who represent a risk to others is an act that falls within the realm of an 

accepted exercise of broad state power. This at least serves to hold true in liberal societies. As a 

result, such an act is not in any sort of inherent conflict with, nor does it pose a problem when 

juxtaposed against, the ethical discipline of bioethics.58   Based on this it there is no inherent 

conflict between bioethics and the practice of quarantine even though the former is centered 

around the rights and liberties of the individual and the latter is implemented as a means of 

preserving public health. This makes sense when it is further acknowledged that even though 

they are oriented differently that there does not exist any sort of inherent conflict between 

bioethics and public health ethics or bioethics and the existence of public health in genera in the 

sense that the two disciplines were neither designed nor altered to be at odds with each other. 

Noting this however there can still be a conflict between the ethical construct of bioethics and the 

public health measure of quarantine. 

   When looking at when and how problems emerge between bioethics and quarantine 

focus can be placed on instances where the risk to others exists as an uncertainty. It is in 

considering these specific types of risks that a crucial divide emerges between the judgments and 

beliefs of those who have a commitment to autonomy e.g. those committed to bioethics and 

those who have a commitment to public health. Specifically, this divide can be characterized by 

two questions that do not have answers which are either easy or absolute. The first question 

revolves around what moral weight should be given to the likelihood of harm while the second 
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questions centers around what moral weight should be given to the severity of harm. It is in part 

in this way that the tension between public health perspectives and autonomy-focused bioethics 

are positioned most clearly against each other.59  However, once again it must be understood that 

the possibility of a problem is not the same thing as a problem itself, and that while there may be 

fundamental differences in the way in which a problem could be resolved that it does not mean 

that the solution has to be oriented in such a way that it serves to solely or blatantly favor one 

school of ethical thought or another in instances where it may be plausible for a compromise to 

be met. Exemplary of this consider that one of the fears of being quarantined is a fear of being 

exposed to someone who has a contagious disease.60   The natural extension of this fear can be 

viewed as the worry that an individual who may have been healthy before being placed into the 

quarantine will ultimately leave the quarantine infected with one disease or another. This is a 

completely plausible fear since the very nature of quarantine centers around making the 

determination of whether or not an individual who was exposed to an infectious agent contracted 

that agent themselves. From a public health perspective, it is unlikely that this individual concern 

will hold any weight as any individual who is being quarantined is ostensibly someone who may 

themselves be a vector for disease and as such there may be no further need for discussion in this 

regard. In contrast, however there may be a different train of thought when considering this via 

the perspective of bioethics. As aforementioned from a bioethics standpoint orders for quarantine 

can be respected under the auspice of governments and their ability to impose restrictions on 

those who may be threats to others. However, respect for the government order does not mean 

ignoring patient autonomy and as such when faced with a patient who is fearful that compliance 

with a quarantine order may result in them being exposed to an infectious agent they made 

advocate for a quarantine measure that requires limited or no contact with other individuals who 
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are being quarantined as well. One of the simplest ways in which to accomplish this is to request 

that the patient be allowed to shelter in place thereby serving out their quarantine while in the 

confines of their home, or barring that as an option that they are placed in a facility that has a 

limited number of other individuals who are being detained at the same time. The rationale for 

this centers around the idea that in general patients should be given options which allow them to 

voluntarily make choices about public health interventions that have the possibility of being life 

changing e.g. the compliance with a quarantine order. Such options are important in the sense 

that they can discourage a physician or other healthcare professional from engaging in 

inappropriate paternal behavior which protects patients from interventions that are unwanted.61  

At the very least it may allow for them to have some input on some decisions which they may 

not be able to entirely dictate. In this way, the application of bioethics may actually serve to 

make quarantines more ethical.  

   The idea that the application of bioethics may serve as a matter of making quarantines 

more ethical is not one which is unique to this work. In exploring this consider that it is already 

understood that any focus on population-based health in turn requires a population-based 

analysis along with a willingness to recognize that the ethics associated with collective health 

may ultimately require among other ethical compromises, extensive limits on inherent values 

that individuals are reluctant to part with. This includes significant restrictions on liberty, such as 

what occurs when an individual is quarantined. Such compromises go well beyond the scope of 

what would be justifiable by bioethics with its prima facie focus on autonomy. This is directly 

relative to the fact that currents of both compulsion and coercion which are central to the 

implementation of public health exist in stark contrast to the values created, followed, and most 

importantly upheld by bioethics. However what is important to realize is that while measures of 
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compulsion and coercion may prove necessary in some instances to ensure compliance that what 

exists as preferable to those tactics are efforts which have been designed to elicit cooperation. In 

addition to being preferable they may also exist as more effective in nature. In looking at this 

from a broad ethical perspective, e.g. one that is neither focused on public heath ethics or global 

bioethics, but is instead centered around what a reasonable individual would consider rationale 

and “right”, the desirability of ethics which inspire cooperation as opposed to force it centers 

around the fact that they have the effect of being potentially beneficial to public health without 

placing an undue burden on either privacy or liberty. Additionally, they may have the added 

benefit of actually reducing incidents in which compulsion a coercion actually need to be utilized 

as tools of the state during instances where cooperation is essential and it is not possible to rely 

on voluntary compliance. Essentially, what this suggests is that it is not necessary for public 

health measures to be insensitive when it comes to the importance of being protective of 

individual rights.62  This conclusion relative to the potential relationship between public health 

ethics and individual rights serves to mirror almost to the letter the earlier conclusions which 

have been relative to bioethics and the implementation of quarantine in the sense that the fact 

that the ethical disciplines were not designed to work specifically within certain contexts that 

there is no reason for them to be at odds with those concepts. 

 On the surface quarantine procedures exist in stark opposition to the principles of 

bioethics. This is due to the fact that quarantines focus on treating individuals as a threat to 

public health, and in applying the label of threat there are instances in which individual wishes 

relative to treatment or refusal of treatment are ignored in favor of doing what is considered to be 

in the best interest of the community. However, after careful consideration what becomes clear is 

that fact that while quarantines and bioethics are ideologically different that these differences can 
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actually be positively exploited in such a way that bioethics can potentially serve to make the 

implementations of quarantine more ethical in nature. 

3. Quarantine and Vulnerability 

 As important as it is to have an understanding of the ways in both public health ethics and 

global bioethics can be applicable during a quarantine, it is equally, if not more important, to 

understand the role that vulnerability can, and does, play in such a situation as well. Specifically, 

it is necessary to look at three interrelated factors. These factors include an explanation of why 

quarantined populations are vulnerable populations, the ways in which vulnerability can present 

itself in a quarantine, and what failing to consider vulnerability when taking an ethical view of 

quarantines does. 

 First focus can be placed on why quarantined populations are vulnerable populations. In 

order to best explore this, it is necessary to look at the nature of quarantines in general. Since 

quarantines were initially conceived centuries ago there has always been debate about their 

implementation. The strategy was perceived in part as intrusive and independent of sociopolitical 

context quarantines have been, and continue to be accompanied by suspicion, distrust, and even 

rioting. Such reactions can be directly linked to the fact that when a significant health crisis 

arises it is not uncommon for individual rights to be violated while attempting to do something 

for the greater public good. In such instances focus is often placed on how those from the lower 

class, or members of ethnic or marginalized minority groups are stigmatized or discriminated 

against.63 Without seeking to dispute that there are certain groups which may be at an even 

greater risk, in utilizing the working definition of vulnerability developed for this work, all 

individuals that are subjected to quarantines are vulnerable. The rationale for this argument 

centers around the fact that anyone subject to a quarantine is by extension going to experience a 



 

 233 

range of problems, many of which will fall outside of the purview of either healthcare or front 

line workers. Such problems can include, but are not limited to, feelings of fear, anxiety, or 

social isolation.64 As such anyone confined by a quarantine is vulnerable both to potentially 

having their rights violated if it is deemed that such a violation is justifiable within the context of 

protecting the public at large, as well as potentially falling prey to emotional distress. 

 It is not enough to assert that those who are quarantined are vulnerable as a result of their 

confinement. Instead, it is also necessary to address the ways in which such vulnerability may 

present itself. Specifically, what must be considered are the ways in which this vulnerability can 

potentially manifest. The act of being placed in quarantine serves to take a considerable toll on 

the individual who has been subjected to confinement, however there is limited research and 

resources which have been dedicated to exploring this. However, in looking at the 2003 SARS 

outbreak in Toronto, Canada it was found that a substantial portion of those who were 

quarantined were distressed as evident by displays of symptoms of both depression and Post 

Traumatic Stress Disorder (PTSD). While it was not possible to affirmatively diagnose either 

depression or PTSD based on the anonymous nature of the surveys conducted, the results should 

not be dismissed.65 What such results serve to suggest is that the impact of being quarantined 

can, and may, have an impact far beyond the period of being quarantined. It is without question 

that there is the need for additional research in this regard, research which is both more 

comprehensive and conclusive in nature, however such a need should not serve to overshadow 

what has already been discovered. 

 The consideration of individuals who are quarantined as vulnerable is imperative and a 

failure to recognize this can be viewed as a failure to adequately serve those who are 

quarantined. There must be a systematic approach developed relative to how those who are 
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quarantined will be dealt with both during and following a quarantine. One broad way of 

accomplishing this is by taking a deeper look at both the ways in which quarantines are 

implemented and the ways in which they can be implemented. As such the rest of this chapter 

will serve to explore the differences between effective and ethical quarantines as well as 

presenting a model for a quarantine that is both effective and ethical.  

 

C. An Effective Quarantine vs an Ethical Quarantine 

 Having paid attention to public health ethics, global bioethics, and the concept of 

vulnerability both in terms of their broad natures and in the ways in which they can interact with 

the implementation of quarantines it is possible to shift focus slightly. This shifted focus looks at 

the similarities and differences between quarantines that are deemed as being effective versus 

quarantines that are viewed as being ethical. Such distinctions are especially important when it is 

understood that an effective quarantine is not necessarily ethical in nature and that an ethical 

quarantine is not necessarily effective in nature. 

1. The Effective Quarantine 

 As per chapter four quarantines are largely ineffective, however this does not mean that 

they are wholly ineffective. Such a distinction is important as it serves to allow for the question 

to be asked relative to what constitutes an effective quarantine. Building upon this what must 

also be asked is at what price effectiveness occurs. In seeking to answer both of these questions 

consideration has to be given to how effectiveness, e.g. whether or not a quarantine is successful 

in mitigating the spread of disease, can be defined and quantified as well as whether or not that 

effectiveness is more or less important than other factors. 

 At present time, the research on quarantine effectiveness is both limited and far from 
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definitive. Additionally, there are a myriad of external factors that can influence whether or not a 

quarantine was effective and it can be difficult if not impossible to ascertain what these factors 

may have been simply by looking at historical records. Instead what it is easier to trace are the 

known socioeconomic consequences of detaining large numbers of individuals in the name of 

public health. Exemplary of this consider that in general the idea of mass quarantine is one which 

triggers feelings of mistrust, feelings which are not entirely misplaced when it is know that 

historically such settings have been rife with abuse. These perceptions are amplified as opposed 

to ameliorated in situations where individuals who seem healthy are turned into targets or 

otherwise stigmatized especially when this occurs in communities or to groups that are already 

marginalized or otherwise disadvantaged economically. Further exacerbating matters is the 

knowledge of quarantine being used periodically as a tool of police or politicians. Additionally, 

while the contemporary understanding about pathology and the disease transmission is more 

advanced than it was in centuries past it is still too simple to draw uneasy conclusions about what 

may occur and ultimately in order for a quarantine to be viewed as being successful it requires 

complete compliance and transmission without symptoms66   What all of this essentially means is 

that in order for a quarantine to be effective that it does not necessarily have to meet high 

standards relative to the way in which individuals are treated, and in fact it does not even need to 

necessarily stop the spread of disease provided n one realizes that the disease has been spread. 

Instead an effective quarantine is one that appears to be effective versus one that has any 

measurable outcomes of efficacy. While such a viewpoint is undeniably cynical in nature it does 

serve to provide insight into why ethical behavior is not necessarily presented as a hallmark of 

effective quarantines. It is because an effective quarantine does not need to be ethical, it merely 

needs to work according to whatever logical framework has been put into place by those who 
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have authorized the quarantine. 

 Having addressed the dubious, but no less accurate, manner in which an effective 

quarantine can be defined focus can be refined to review specific cases. It is important to 

understand that the cases presented have been selected because of the fact that they worked 

within the preset frameworks of those who authorized them. For this reason, the methods in each 

case are such that they would likely be considered extreme by a reasonable individual and are not 

wholly ethical in nature. However, their relevance is that they serve to exemplify what could be 

considered effective quarantines. 

 First, focus can be placed on the quarantine of Hongkham Souvannarath. Souvannarath 

was a Laotian refugee in the state of California who was diagnosed with multidrug-resistant 

tuberculosis (MDRTB). In 1998 she received a notice, which was printed in English only, and 

not in her native language of Laotian. This notice specified that she was required to appear for a 

mandatory examination at the county clinic and that if she failed to appear that she would face 

isolation and quarantine. In being unable to read the notice that she had been served, 

Souvannarath subsequently failed to make an appearance at the clinic. The result was that 

Souvannarath was taken at gunpoint to the county jail where if it were left to the discretion of the 

county she would have been detained for the duration of her treatment, a period that could last up 

to two years. Souvannarath ultimately spent a total of 10 months in the county jail and during 

that time she was handcuffed to her bed for treatments and effectively treated like a prisoner. It is 

these conditions, and not the provision of medication, which she challenged. A California 

appellate court ruled that the usage of jails for isolation and quarantine violated California law67   

However, that does not serve to undo what Souvannarath experienced. It also does not negate the 

fact that technically the quarantine of Souvannarath was effective based on the fact that she 
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complied, albeit forcibly, and that there were no known transmissions of MDRTB from her as a 

vector. In the broadest sense, the actions of the quarantine, no matter how inhumane, did serve to 

protect the greater public health. 

   Eerily similar to the circumstances surrounding the quarantine of Hongkham 

Souvannarath was the quarantine of Robert Daniels. Daniels tested positive for MDR-TB and 

county officials ordered for him to be quarantined.68    What specifically occurred was that public 

health officials obtained a court order which allowed them to involuntarily commit Daniels to a 

ward generally reserved for prisoners in a medical center. Once he was hermetically isolated 

within the confines of this ward, he was then strip searched, prohibited from going outside and 

forbidden to receive visits from his family. He was even barred from exercising.69   Ultimately, he 

was confined for a total of nine months before legal action was taken on his behalf.70 

   In looking at the quarantines of Hongkham Souvannarath and Robert Daniels one of the 

ideas that is made clear is that emergency situations have their own logic and their own unique 

set of rules. This is made most obvious by the fact that in both cases quarantine orders were 

issued, and moreover upheld, in lieu of the issuance of the more medically accurately isolation 

laws considering that both Souvannarath and Daniels were already known to be infected with 

communicable diseases. This serves as evidence that such logic and rules can be confusing, if not 

downright contradictory, outside of a medical context. As another example of this consider that 

the working rule in every medical emergency, regardless of whether or not it takes place within 

the confines of an official emergency department or not is to treat an individual first and to ask 

legal questions about that treatment later. By extension the act of saving a life is so central that it 

is viewed as always justifying action which is why the administration of cardiopulmonary 

resuscitation (CPR) is conducted as an automatic response and as such is essentially the only 
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action that does not require the informed or implied consent of patient in order for a physician to 

be able to perform it. Instead the prevailing medical logic is that if a patient does not want CPR 

that they must refuse it before it is actually required via the issuance of a Do Not Resuscitate 

(DNR) order, or more aptly, a Do Not Attempt  Resuscitation (DNAR) order in order to avoid 

having their situation viewed as a medical emergency which would justify immediate 

intervention.71 In a quarantine situation similar logic serves to prevail in the sense that from a 

broad perspective quarantines can be viewed as matters of life and death which serve to impart 

upon public health officials the idea that they justify interventions that under different 

circumstances explicit consent would be required for such as the administration of inoculations 

or other medications. However, quarantines are not truly matters of life and death as much as 

they are matters of possible, as opposed to definite, infection spread. Based on this the thinking 

around them needs to be tempered with procedures that are ethical in that failing to behave in a 

manner that is ethically responsible actually serves to diminish how effective future quarantines 

can be by further disparaging public perception. 

 The question that must then be raised is if a quarantine can be effective and unethical 

from a bioethics standpoint, but ethical from a public health standpoint. Presuming that the 

answer is “yes” provided that public welfare is maintained, then consideration must be given to if 

that is what truly matters since quarantines are by a large a tool of public health officials and not 

private practitioners. If once again the answer is presumed to be “yes”, then what must be 

considered is if it is something which can be reconciled and if so how that reconciliation occurs. 

 In looking towards reconciling that idea it is necessary to take a less cynical viewpoint of 

what constitutes an effective quarantine. Specifically, it needs to be about more than just 

compliance and a lack of known symptom transmissions. Instead it must be held to higher 
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standards. In taking that viewpoint the effective implementation of a modern quarantine should 

include several key factors. First, there must exist a clear understanding of the roles of public 

health staff at federal, state, and local levels, and each group should know their legal authorities. 

Second, it is necessary for appropriate partners, including, but not limited to, relevant 

transportation authorities and law enforcement officials, to be both identified and engaged in the 

planning process. Finally, there is a need for the public to be made aware in advance of the 

specific disease threat and to be given information on the role of quarantine in containing an 

epidemic.72   Such a practice is still largely focused on public health but it does not completely 

ignore the role of individuals by taking the time to provide information that may help them to 

understand why quarantine may be warranted. 

2. The Ethical Quarantine 

 In seeking to answer the question of what constitutes an ethical quarantine, the answer 

can be viewed as being far more subjective that what constitutes an effective quarantine. The 

rationale for this centers around the fact that whereas an ethical quarantine has certain clear 

measures of efficacy such as the compliance of those who the quarantine order is levied against, 

there are not similarly clear measures of efficacy when given consideration to an ethical model 

of quarantine. The reason for this centers around the fact that what may be deemed ethical based 

on one set of ethical guidelines may not be ethical when judged against a different set of ethical 

guidelines even when the only thing that changes is the ethical lens via which the model is being 

viewed. However, it can be presented that regardless of the ethical lens being used that there 

exist some basic overarching criteria which can be used to determine whether or not a quarantine 

is ethical. Specifically, consideration can be given to four interconnected factors including the 

application of the harm principle, proportionality, reciprocity, and transparency.  



 

 240 

 The first element of an ethical quarantine is that it must meet the harm principle.   

Essentially in meeting this principle what is being assured is that the intervention of the state is 

necessary in order to avoid harm being done to others.73 What this means is that in order for 

quarantine to be viewed as a viable ethical option that there are several factors which must be 

met. First, it should be clear that in the event that the disease was to go unchecked that there 

would be measurable harm done to others. Second, with specific regard to quarantine the 

infection should be something that is spread from person to person, otherwise quarantine is not 

justifiable ethically.74   

 The second element of an ethical quarantine is proportionality.  In general, when 

considering proportionality from an ethical what is being considered is the relationship between 

the probable public health benefits and the required infringement in order to essentially way the 

positive against the negative75 However that definition is not applicable in relation to quarantine. 

When looking proportionality as it applies to quarantine what is being considered in the least 

restrictive means that can be employed. Exemplary of this proportionality is evident in situations 

where quarantines are not immediately compulsory in nature but where there exists an option for 

compliance to be voluntary before the implementation of more restrictive measures including but 

not limited to devices such as thermal scanners, coercion or incarceration.76  

 The third element of an ethical quarantine is reciprocity. What this means in part is that 

when society asks an individual to give up their liberty, even in part, that society must provide 

that individual with something of some value in return. For example, when looking at quarantine 

an individual is being asked to give up temporarily their freedom of movement. In response, it is 

the ethical responsibility of public health officials to ensure that these individuals are given 

certain provisions in response and failure to do so would be unethical.77 What is important to 
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understand however is that reciprocity should not be misconstrued to mean that individuals will 

receive something that is equivalent to what they value their time at, nor is there an ethical 

responsibility on the part of public health officials.  

 The final element of an ethical quarantine is an adherence to the transparency principle. 

Acting under the auspice of this principle it is the role and responsibility to public health 

authorities to clearly communicate the justification for their actions as well as to allow for the 

process of appeal.78 

D. A Model of an Effective and Ethical Quarantine 

 Having separately addressed the parameters of an effective quarantine and those of an 

ethical quarantine, it is possible to put forth a model for a quarantine that is both ethical and 

effective. Such a model is being presenting with the clear understanding that powers such as 

quarantine, e.g. any powers which are implemented as a means of attempting to control the 

spread of infectious diseases, exist as some of the most coercive measures that any government 

or society can implement. By their very nature such measures deprive individuals of their liberty 

even if every reasonable attempt is made to minimize that impact. Within a democratic society, 

the utilization of these powers should be carefully justified so that a balance is struck between 

acting in the best interest of the public and still working to ensure the freedom of the 

individual.79  Designed exclusively for this work such a model is comprised of several core 

components each of which was selected following extensive research. These components include 

clear communication of intent, a focus on protecting public health, the enforcement of ethical 

responsibility, and a provision for compensation once the quarantine is lifted and a tool for the 

measurement of overall efficacy. Combined they serve to present a model that can be globally 

applicable because it is more reliant on proper planning and training than it is on vast financial 
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resources. 

 Before proceeding it is imperative to point out that this model is an implicit model in the 

broadest sense. This is based on the fact that two of the defining elements of implicit models are 

that their internal consistency cannot really be tested, and their consequences cannot be played 

out and examined at length or in depth.80 However, this does not render the information 

presented invalid for three core reasons. First, each of the components presented in this model 

has been included after research relative to the elements that are deemed necessary for both the 

effective and ethical implementation of a quarantine. It is imperative to note that while there are 

hundreds of publications available which could have offered insight that a conscious decision 

was made on the part of the author not to include information from every single one of them. The 

rationale for this is that it best served the scope of this work to have a narrower focus for a more 

nuanced approach. Second, even explicit models, i.e. those were results can be replicated, those 

that can be calibrated against historical cases, and those that can be tested against rigorous data, 

are not replacements for sound judgment or able to eliminate all uncertainty and it is harmful to 

present or believe otherwise.81 Consider that in allowing models of any kind to completely 

supplant the ability to make clear judgments when faced with an issue or to view them as 

absolute is to essentially allow them to replace growth in any field. Finally, when presented with 

a matter such as quarantine there are, as evidenced throughout this work, a myriad of external 

factors that cannot ever be fully accounted for. Models are however by design idealizations, 

which is acceptable provided they are productive and not misleading in nature.82 

 

1. Clear Communication of Intent 

 Epidemics can cause significant levels of anxiety within the public. When faced with both 
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the threat of an epidemic and heightened public concern some public officials may, as a matter of 

impulse, begin to behave in a manner that is incredibly aggressive. This aggression can manifest 

itself via the public health measures that are ultimately implemented. One potential 

action/reaction in this situation is to impose a large-scale quarantine. Other ways in which this 

may manifest include initiating outright travel bans from certain countries or requiring higher 

than necessary levels of medical surveillance. Such an inclination can be understood as a matter 

of attempting to control a situation or bring order to it however when policies are overly 

aggressive they are less likely to be effective in terms of actually ending the epidemic threat 

while at the same time serving as a means of spreading further panic among an already overly  

anxious population.83   What may be far more effective, and what can also be deemed as being 

necessary if the goal is for a quarantine to be both ethical and effective is for public health 

officials to clearly communicate their intent and the intent of any and all public health measures 

that they plan to implement. 

   Along with coordination, clear communication is heralded as potentially being one of 

the most important aspects of planning a strategy to address a public health emergency.84   This 

should not be surprising as combined those two elements can be used effectively in any situation 

where it is necessary to bring together individuals and resources. Additionally, clear 

communication can also be used to ensure that there is little to no confusion relative to what is 

required and who specifically is meant to be responsible for what. 

   Additionally, however clear communication is also paramount when there is a need to 

speak to the public about a health emergency. As evidence of this the Model State Emergency 

Health Power Act (MSEHPA) has a specific provision for a set of post declaration powers and 

duties which are meant to ensure appropriate public information and communication is 
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disseminated. The provisions are contained in Article VII: Public Information Regarding Public 

Health Emergency and they present that it is the role and responsibility of the public health to 

provide information to the public relative to the emergency. This information includes what 

protective measures should be taken and information regarding access to mental health support.85   

Noting that the MSEHPA is not law per se, but instead an act which was designed to be 

considered by states legislation with various aspects being implemented by some,86 it is possible 

for every state public health board in the United States to adopt a similar measure. Admittedly, it 

may be difficult for this measure to be adopted universally across the globe because of the 

limited communication infrastructures in some countries and the inherent secrecy of some 

political regimes. 

   Ideally, what the clear communication of intent would entail in regard to a quarantine 

situation would be threefold. First, in seeking to clearly communicate their intent it would be the 

initial role of public health officials to announce what the public health threat was. Without 

seeking to inspire greater anxiety or fear into the public the act of providing the name of the 

infectious agent is important in the sense that it would identify the issue to the public. Second, 

clear communication of intent would provide insight into what the planned public health 

measures were and how long they were expected to last. For example, if public health officials 

were planning on implementing a quarantine for all individuals who had recently returned from 

visiting a specific country or region they would announce this quarantine as their public measure, 

indicate what would be required for individuals to comply and specify precisely how long 

compliance would be necessary. Finally, clear communication of intent would present what 

treatment options were available in the event that individuals learned that they were infected. By 

being upfront about what the course of treatment was as well as any options there is the potential 
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that individuals would be more likely to be compliant with it. 

   Clear communication of intent is a requisite component for an effective quarantine 

because of its potential to favorably impact compliance. While the threat of an epidemic can be 

anxiety inducing, the individual fear that a person may have when they learn that they, or one of 

their loved ones, may be a vector of disease, can be devastating. Overcome with panic it can be 

difficult to think straight or to know where to turn for accurate information and faced with either 

conflicting information or no information at all it is plausible that an individual may not want to 

comply with a quarantine order. However, in the event that information about the quarantine is 

clearly communicated from the outset of a public health emergency there may be a greater 

willingness to comply. 

   Clear communication of intent is a requisite component of an ethical quarantine because 

it demonstrates the necessary transparency that ethical quarantines must have. It can also be seen 

as relative to the principle of beneficence. Operating under the principle of beneficence it falls to 

a healthcare provider to help individuals do things such as balance potential benefits against 

potential risks.87   The clear communication of intent helps to facilitate this by clearly explaining 

the relevant aspects of public health measures thereby allowing an individual to make a decision 

which will likely result in complying with the quarantine which can be helpful in an instance 

where they have actually contracted a disease versus failing to comply which may ultimately put 

themselves and others at risk. 

2. Protecting Public Health 

 Noting that quarantines are a public health measures it may seem either redundant or 

unnecessary to indicate that a component of a model for an effective and ethical quarantine 

would be an explicit measure to protect public health. However, this measure is being included 
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precisely because of the fact that quarantine implementation has now always been utilized as 

intended. For example, there have been instances in which quarantine measures have been used 

as a threat in order to compel compliance with some other healthcare law. Similarly, there have 

also been instances where quarantines have been implemented in such a way that the broader 

public health of those impacted by the quarantine seemed to not be a priority for public officials 

who have roles and responsibilities which extend beyond authorizing quarantines. 

 First, consideration can be given to an example of a time in which the possibility of a 

quarantine was used as a threat. In looking at this focus can be placed on a series of laws enacted 

in the state of Michigan following the initial HIV/AIDS crisis in the 1980s. Referred to 

collectively as the “health threat to others” law within the state of Michigan it is a crime which is 

punishable by up to 4 years in prison for an HIV-positive individual to engage in any form of 

sexual contact without first disclosing their status to their partners. In addition to allowing 

penalties to be levied even in instances where there is no malicious intent the broader health 

threat law is even more expansive in that it allows for offenders to be labeled health threats and 

orders that they endure forced testing, counseling, and/or that they are remanded for quarantine.88 

In working to position the provisions of this law as an act where the threat of quarantine was 

being utilized in a punitive way as opposed to in a manner that was truly respectful of public 

health there are several factors which must be considered. 

 The most obvious sign of this being an instance where the threat of quarantine was less 

about the preservation of public health and more about attempting to use quarantine as a tool of 

policing centers around the fact that quarantine is even an option at all. Consider that HIV-

positive individuals are already known to be infected with a communicable disease. Quarantine 

is not the appropriate public health measure to deal with individuals who are known to be 
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infected. Instead when it is deemed necessary for the sake of public health to segregate an 

individual with a known infection the appropriate public health measure is isolation which is 

something that a public health official would know, or at least should know. The failure of the 

lawmakers to use the correct terminology in the law suggests that using quarantine was not 

necessarily being viewed an actual action but instead that there was a hope that in listing it 

individuals would be compelled to comply with the law.  

 Another indicator that quarantine may be being used solely as a threat in this instances 

centers around the fact that while it was packaged as the “health threat to others” law that there 

were only measures relative to individuals who were HIV-positive. Without ignoring the 

sociopolitical context in which such laws were enacted e.g. a period that was a part of the peak of 

the HIV/AIDS crisis when there was still very little known about the disease, or disputing the 

fact that contacting HIV/AIDS at this point in time could have been so life-threatening as to be a 

death sentence, it would still be remiss to fail to point out that any blood borne illness can be 

transmitted via sexual contact. Yet, in continuing to assert that this was not a matter of stopping 

the spread of illness, evidence can be placed on the fact that no other group of individuals who 

had been diagnosed with communicable diseases was included as a part of this legislation. 

 The final indicator that quarantine may have been being used primarily if not solely as a 

threat in this case can be found in the extremely limited number of times in which it was actually 

used as an option. Equally telling is who this option was exercised on. Research indicates that 

there was only a single individual who was ever subjected to quarantine under this order. It must 

be noted that this individual was a woman who was described by news reports as being 

“mentally deficient”.89  In looking at the extremely low quarantine rate coupled with the fact that 

the individual quarantined may not have even had the cognitive reasoning skills to understand 
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the law and it seems more probable that quarantine was being used as a threat. 

 The issue with using quarantine as a threat to force compliance elsewhere is that it serves 

to frame it as a punitive and not preventative measure. This shift in perception is important 

because individuals who associate quarantine with a threat may at the same time correlate it with 

being a punishment. The result in such a case is that if there is an instance where they are being 

asked to comply with a quarantine there may be reluctance if not outright refusal to do so if the 

individual does not feel as if they have done anything wrong.  

 What can be more problematic for overall public health than instances where the threat of 

quarantine is used are instances where quarantine is implemented in such a way that it is the sole 

focus of public health officials. A prime example of this type of action was the three-day long 

lockdown of the entire country of Sierra Leone during the 2014 Ebola outbreak that was 

discussed in chapter four. What was not presented in chapter four however that this lockdown 

was not a one time event. Instead it was something which was conducted by the government of 

Sierra Leone twice, once in September of 2014 and again in March of 2015.90  In reviewing this 

quarantine once again what becomes apparent are several ways in which the implementation of a 

quarantine in this instance may have served to threaten overall public health. 

 First, it cannot be ignored that prior to the first lockdown that there were some public 

health officials in the country who worried about the overall impact that the lockdown would 

have. Specifically, these officials expressed fears that the aggressive nature of the action would 

have the effect of undermining the already fragile relationship between the government and the 

communities of individuals that they needed to trust them in no small part to ensure that new 

Ebola cases were brought to light.91 As aforementioned when the government response is too 

aggressive in nature it can serve to adversely impact the manner in which public health 



 

 249 

interventions are viewed. However, in Sierra Leone critics of the lockdown were opposed by 

proponents of the plan who believed that implementing a lockdown would all for new Ebola 

cases to be more easily found as they would be able to go from house to house to check.92 

 Second, consideration must be given to the fact that while information about the 

lockdown was shared with the citizens of Sierra Leone in advance of it occurring, that it did not 

serve to make citizens prepared for the lockdown the second time that the government chose to 

take such actions. In this vein, note that while the government warned residents that they should 

stockpile food that some of the poorer residents of the country ran out of food before the 

lockdown ended. While food distribution points were established such areas were not always 

safe as evidenced by the fact that soldiers at one such point felt the need to use tear gas to break 

up a crowd that had become unruly.93 The fact that the government was cognizant enough to 

both inform residents to stock up on food supplies as well as set up food distribution points 

showcases that they were aware that food scarcity could pose a problem during the lockdown 

yet, despite the fact that Ebola had re-emerged as a threat in 2014. Rather than work to ensure 

that poorer residents had the necessary provisions in advance e.g. via the delivery of food ration 

boxes, the lockdown was prioritized and as such it is plausible that residents who did not or 

could not make it to a food distribution point went hungry which could be detrimental for those 

with conditions such as diabetes, while those who did venture to such points literally risked their 

physical safety to do so.  

 Third, Sierra Leone is known to be one of the countries in West Africa where the Ebola 

virus caused significant damage to its overall political infrastructure. During the outbreak the 

government stopped spending money on services not relative to combating the disease and as a 

result the facilities that provided daily services began to deteriorate.94 In making the choice to 
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focus so doggedly on measures relative to Ebola in particular and interventions such as the three 

day lockdown in particular the Sierra Leoneon government effectively weakened their ability to 

address future public health needs in favor of looking at a single issue in the present. Even in 

understanding the potency and virulent nature of the Ebola virus, the conscious choice to expend 

all available resources to address it was to essentially fight a battle for a future that would be 

disadvantaged from the outset. 

 The issues with quarantine being the sole focus of public health officials are well 

illustrated by what occurred in Sierra Leone: such measures tend to be overly aggressive in 

nature while at the same time being both short-sighted and extremely costly. The end result, is 

that while some members of the public may clearly benefit from a healthcare standpoint e.g. 

those who have actually contracted the infection and by virtue of the quarantine may be able to 

receive treatment in a timely manner, the impact on overall public health can be detrimental. In 

this vein consider the sheer amount of time, money, and energy that it can take to rebuild a 

political infrastructure that was allowed to lapse to the point of even mild deterioration. 

   Protecting public health is a requisite component for an effective quarantine because of 

what it is that a quarantine is designed to do. The purpose of a quarantine is to prevent the spread 

of infectious disease into a population. However, in instances where quarantines are used to 

threaten members of the public or in instances where their implementation is the sole focus of 

public health officials they actually serve as a threat to the populations that they are meant to 

protect. This exists in direct opposition to their core function. 

   Protecting public health is a requisite component for an ethical quarantine because it is 

via this action that the harm principle is met. Additionally, as a whole the population has a 

legitimate expectation that they will benefit from public health services. This is because the 
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population is served by the government and by extension they can hold the state accountable for 

a meaningful level of health protection.95   In instances where quarantines are used as threat or as 

the sole focus of public health officials it serves to undermine the good that they may be able to 

accomplish for the public, the good that the public is well within its rights to expect. 

3. Respecting Civil Liberty 

   Quarantines not only impact general liberty, by hindering the freedom of mobility within 

society, but also personal autonomy, by substituting the judgment of public health officials, 

acting as an extension of the government, for that of individuals. Moreover, such measures tend 

to breed fear and blame among the people in a community, frequently leading to the unjust 

shunning of marginalized individuals and unpopular social groups. Overreaction, particularly 

when it is prejudicial, is a daunting area of concern for those questioning the propriety of such 

measures in a democratic society.96  Noting this the preferred first option in a situation where it 

has been determined that a quarantine will need to be implemented is a voluntary quarantine 

which does not require total compliance in order to be effect.97  However, even in instances 

where it is necessary to mandate compliance for a quarantine, respect for civil liberty still needs 

to be a clear priority. 

   It should not be misconstrued that respect for civil liberty either has to, or by definition 

should be a total acquiesce on the part of public health officials to the desires of individuals who 

are being asked to, or made to, take part in a quarantine. However, in seeking to ensure that civil 

liberties are respected there are certain thresholds which should be respected. Specifically, it has 

been presented that there are five key requirements which must be met. The first requirement is 

that any individual who is being asked to or made to comply with a quarantine should pose a real 

threat to the public. The second requirement is that the intervention must be both reasonable and 
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effective. The third requirement is that the intervention must be conducted in such a way that it 

provides the individual with equal protection under the law and affords them access to due 

process. The fourth requirement is that all individuals must be provided conditions that are both 

safe and comfortable. The fifth and final requirement is that compensation for loss of income 

must be ensured.98   Within the context of this section only the first three requirements are being 

discussed. More in depth information on the fourth requirement can be found in Section v.: 

“Ensure Basic Needs are Met” and more in depth information on the fifth requirement can be 

found in Section vi: “Compensation”. 

   First, consideration can be given to the fact that before any individual is quarantined that 

it should be confirmed that they represent a real threat to public health. This means that the 

person has to have been exposed to an infectious agent and that they must still be in the period 

where they can transmit the disease to others. If both of these conditions are not met then there is 

no need for the individual to be quarantined,99  and quarantining them anyway would be a 

violation of their civil liberty. 

   Second, in order to be respectful of individual civil liberty any interventions must be 

reasonable and effective. What this means is that public health officials needs to give careful 

consideration to the factors of how grave a public health risk is posed, how the disease is 

transmitted, what the potential outcome of containment could be, and what the least restrictive 

methods of containment are.100   Exemplary of this it may be viewed as both unreasonable and 

ineffective to ask individuals who may be infected with an airborne disease to participate in a 

mass quarantine as if even only one of them is actually infected when the quarantine is first 

implemented that there is a real risk that by the end of the quarantine that there will be more 

confirmed cases of the disease. In contrast a reasonable and effective approach may involve 
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having those who are possibly infected shelter in place and self monitor for the duration of the 

incubation period. Even in instances where it was requested or required that during this period 

they abstain from coming into contact with anyone else who may reside in their homes this can 

still be seen as a reasonable infringement on civil liberty because it serves to take the least 

restrictive approach to quarantine while still being mindful of the broader public health needs. 

   Third, quarantines need to be implemented in such a way that the preserve the rights 

individuals are imbued by the Constitution to both equal protection and due process as a means 

of respecting individual liberty. In terms of the former this means that the intervention cannot be 

discriminatory in nature. In terms of the latter this means that individuals should receive 

adequate notice in advance of the implementation of a quarantine and be granted a right to 

counsel, a right to a hearing, and a right to appeal relative to their quarantine status.101   It must be 

noted that such measures was clearly developed with the United States in mind, however that 

does not mean that it cannot be applicable in some form in other parts of the world. Consider that 

all countries provide their citizens with some form of basic rights and while they may not be the 

exact same as the rights afforded to individuals who live in the United States it falls to public 

health officials to ensure that the rights which can be most closely correlated to these are applied 

and implemented. 

   Respecting civil liberty is, as evidenced by both the Hongkham Souvannarath and 

Robert Daniels cases, not a requisite component for an effective quarantine. As long as public 

health authorities are able to legally utilize coercive powers it will not be necessary for them to 

be respectful of individual freedoms. However, respecting civil liberties has been shown to make 

quarantines more effective which is a fact worth considering. Respecting civil liberty is a 

requisite component for an ethical quarantine for three key reasons. First, it serves to fulfill in 
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part the condition of proportionality. Second, the presentation of an ethical quarantine should not 

be presumed to be an ethical quarantine that is solely respective of public health ethics based on 

the fact that quarantines are public health measures. Instead an ethical quarantine must take a 

broad approach to ethics. Third, the most difficult aspect of any quarantine law centers around 

determining a balance between how much protection should be accorded to individual right and 

liberties while still ensuring that the public is kept safe.102   This difficulty is however largely 

removed if a clearly defined respect for civil liberty is built into a quarantine model. While it 

does not, and cannot, solve for other difficulties which may arise in this regard it does provide a 

foundation for balancing between what is in the best interest of the individual and what may be 

in the best interest of the public. 

4. Enforcement of Ethical Responsibility 

 One of the most significant challenges of pandemic planning as a whole is the fact that 

the public health system is not represented by a single entity. Within the United States alone it 

exists as a network of 3,000 local, state, and federal health organizations.103 Expanding this view 

globally the number of involved agencies increases exponentially as does the difficulty in 

making concrete plans relative to how an epidemic or pandemic situation should, or will be, 

handled. What should not however be difficult is the decision to enforce ethical responsibility. 

 In a quarantine situation, it is not enough to present that public health officials, healthcare 

officials, and any requisite government officials or law enforcement officials need to behave in a 

way that is ethical. Instead it is imperative that it is understood from the beginning that there will 

be an enforcement of ethical responsibility. Such an understanding is especially imperative in 

instances where quarantines involve groups that may not be able to wholly advocate for 

themselves e.g. children or foreigners who are not fluent in the language(s) spoken in the country 
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where they are being in quarantine, groups that are viewed as having limited rights e.g. 

undocumented immigrants or prisoners, groups that have special medical concerns e.g. the 

elderly or pregnant women, and in situations where the language of the quarantine law being 

applied is either antiquated or vague. 

 The enforcement of ethical responsibilities occurs in several key ways including via 

training, socialization and self-monitoring.104  First, in looking at the option of training what this 

means is that individuals can be explicitly taught ways in which they can uphold their ethical 

responsibilities. For example, when a law enforcement official is given insight into the 

acceptable use of force policy for the organization where they work they are being given direct 

information on the ethical responsibility that they have when they make the choice to use force. 

Second, in addressing the ways in which socialization enforces ethical responsibilities consider 

that with every social interaction individuals have the opportunity to see how others respond to 

them when they do and do not uphold their ethical responsibilities. Finally, considering self-

monitoring what this idea presents is that every individual can, if they are willing to be objective, 

be the arbiter of whether or not they are behaving in a manner that is ethically responsible. 

 Within a quarantine situation training would be the best method for enforcing ethical 

responsibility. The rationale for this stems from the fact that it is known that whenever 

undertaking an emergency response that a lack of national leadership can lead to significant 

variations in the ways in which standards are carried out. This in turn may lead to protections 

that are unequal and in some cases inadequate.105 In utilizing this same logic it stands to reason 

that having clear, standardized training about what the requisite ethical responsibilities are for all 

officials involved in quarantines and information pertinent to how they will be enforced will help 

to ensure that they are carried out in a manner that best benefits those who are quarantined. 
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 Having noted the numerous ways in which ethical responsibilities can be enforced what 

can be presented are the penalties that an individual may incur in the event that they do not meet 

their ethical responsibilities. In general, when an individual fails to meet their ethical 

responsibilities the penalties typically include either a loss of prestige or social and professional 

disgrace. This is what is known as “soft” enforcement and it tends to be viewed as being 

favorable to more tangible penalties because it allows for higher ethical standards to be set. This 

is due to the fact that when following a code of ethics means following a highly specific list of 

legally enforceable standards which if broken will result in something such as the need to pay a 

fine that there can be a lack of professional inspiration.106 Additionally, it may the unintended 

effect of having some individuals being willing to accept the monetary costs of unethical 

behaviors if they knew that they could afford to do so because the loss would be financial as 

opposed to social or professional. 

 It is also worth noting that when considering additional ways in which ethical 

responsibility can be enforced that there already exists a precedent for some policies to be 

created in such a way that they act as a further promotion of ethical responsibilities.107   What this 

means is that any policy that is put in place by public health officials in this regard can be 

designed in such a way that it includes additional safeguards. This can be especially important in 

a quarantine situation as it serves to underscore the need to behave ethically under conditions 

which unfortunately may not always be equitable or ideal. 

   It is important to understand that the enforcement of ethical responsibilities is not 

necessarily a required component for either and effective or ethical quarantine. That however 

does not serve to negate its importance when consideration is to the current state of quarantine 

laws throughout the world. For example, as presented in chapter four there exist some areas 
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where there is no clear language in the quarantine laws that require them to be either safe or 

humane in nature. While it is possible that the omission of such language is an oversight, it can 

also be viewed as an opportunity, one which provides public health officials the chance to hold 

themselves to a clear set of ethical standards, and to ensure that those around them do the same, 

even when the application of such standards may not increase the efficacy of the quarantine or 

when there is no specific ethical directive to do so. 

 

5.   Ensuring basic needs are met 

   As aforementioned one of the ways in which individual civil liberty can be respected in 

a quarantine is via the provision of safe and comfortable conditions. One definition of such 

conditions presents them as those were an individual has access to shelter, along with adequate 

food, clothing and medical care.108   Another way in which this can be presented is to state that 

while under quarantine orders that the basic needs of an individual need to be met. This can 

understandably be difficult to accomplish.  

   All quarantines require some level of logistical support in order to be implemented. 

What varies between quarantines is precisely how much support will be needed as that is 

dependent on both the size and scope of the intended quarantine as well as what resources may 

or may not have already been in place prior to the implementation of the quarantine. For 

example, in a quarantine at home situation provisions such as food, medicine, and other supplies 

and services that are deemed to be necessary must be provided to those who cannot leave their 

homes. Additionally, in all quarantine situations public health officials have to have adequate 

monitoring and communication in place. Such systems provide a clear connection between the 

individuals in quarantine and the relevant healthcare professionals. Finally, there must be a 
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transportation plan in place in case individuals in quarantine become ill and need to be taken to a 

hospital or other facility where they can be treated.109   It is important to understand that these are 

the baseline type of measures that should be applied in normal quarantine situations, quarantines 

that are implemented in the midst of larger public emergencies need to still meet the basic needs 

of those who are quarantined however accomplishing this is not necessarily done in the same 

ways. 

   When faced with a broader public emergency such as a large-scale natural disaster 

where the implementation of quarantine is also necessary, it is important for public health 

officials to understand how to work with resources that are severely limited. The need to 

carefully allocate scare resources in emergency conditions is an inevitable task. Based on this the 

central question for those who have access to the resources is not whether such allocation should 

occur but instead how it will ultimately be done.110   There is no easy or universal answer to this 

and as such the answer will largely depend on the specific situation. When the basic needs of 

individuals are not met during a quarantine the result is that there are individuals who will 

attempt to meet those needs themselves which means that they will attempt to break the 

quarantine. This was evident during the 2014 Ebola outbreak in West Africa. There were several 

points when residents of three separate countries: Guinea, Liberia, and Sierra Leone made 

several attempts to break quarantine. In one such instance in the slum of West Point in Liberia 

over 70,000 people attempted to cross a barricade that was guarded by soldiers. While soldiers 

worked to enforce the blockade they were not entirely effective in this regard.111  

   Ensuring basic needs are met is a requisite component for an effective quarantine 

because as evidenced in West Africa if those who are being quarantined are not having those 

needs met they will attempt to break the quarantine. Consider that even if individuals are only 
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partially successful in this regard e.g. if they are able to get past initial barriers but are then 

forcibly brought back to the quarantine, that the quarantine may become a complete failure. This 

is especially true in instances where either an individual is actually infected with an easily 

transmittable disease e.g. MDTB and they come into contact with another person while they are 

not quarantined, or in instances where there exists another health threat in the area and they are 

infected by that. While such scenarios are highly specific, there is a scant possibility of 

occurrence and in either case overall public health is threatened thereby weakening the overall 

effectiveness of the quarantine. 

   Ensuring basic needs are met is a requisite component for an ethical quarantine because 

it is an illustration of the principle of reciprocity. Individuals who are subject to quarantine 

orders give up certain liberties by sheer virtue of their compliance. In exchange for this 

compliance public health officials have the ethical duty to provide these individuals with 

something even if all that is happening to be a meal and clean drinking water. 

 

6. Compensation 

 Similar to the manner in which being infected with a disease such as Ebola can have 

lasting health effects on survivors, being subjected to a public health order like quarantine can 

also have long-term consequences. The individuals who complied with the quarantine order, the 

professionals who treated them, and in some instances even the communities in which the 

quarantines occurred, may all be adversely impacted.112    It is not enough to understand that this 

may occur after a quarantine, instead and ethical and effective quarantine model must also have 

clear provisions in place for how such experiences can be compensated. 

 As previously presented, one of the ways in which the civil liberty of an individual is 
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respected during a quarantine is via the assurance that they will be compensated for loss of 

income.113 While this is an idea that sounds good in theory, it is unlikely to truly be feasible in 

practice. The lack of feasibility stems from four sources. First, consider that a quarantine may be 

a precursor to, or enacted as a part of, a larger epidemic or pandemic event. In specifically 

looking at a pandemic event as the cause or eventual effect the question that has to be asked is 

what is meant to happen if in the process there is an economic collapse. The answer is that the 

necessary funds to provide compensation simply will not be available, and by extension there 

will be a failure to meet the duty to provide compensation.114  

Second, quarantines occur all over the world and not all public health systems have the same 

discretionary financial resources available, in poorer jurisdictions especially the need to provide 

monetary compensation to those who have been quarantined may in some instances bankrupt 

those systems, or could have the effect of limiting the number of necessary quarantine orders that 

are issued in an attempt to try and save money. Similarly, infectious outbreaks do not occur with 

the same frequency throughout the world and as such areas that have a greater frequency of 

disease outbreaks would have their public health systems unfairly burdened by this provision. 

Finally, consider that based on scope and duration that a single mass quarantine, even in a 

jurisdiction that has a relatively well-funded public health department, may serve to cause a 

severe drain on future resource availability. Noting this within the context of the presented 

quarantine model what is being presented is a version of this principle that is more realistic in 

that it looks to protect the livelihood of those who are quarantined without jeopardizing the 

solvency of individual public health departments.  

   It cannot be understated that infectious diseases serve to represent a multifaceted threat. 

In addition to being potentially detrimental from a health standpoint, they can also wreak 



 

 261 

socioeconomic havoc as well. As an example of the adverse social and economic impact that 

infectious diseases can have consideration can be given to the role that infectious disease, both 

perceived and actual can have on critical matters such as job security. Specifically, the fear of 

infection is so powerful that is had led to groups of people being discriminated against even in 

instances where only a few members of the group were infected or contagious. Similarly, there 

exists the reality that it is possible for an employer to make the choice to either discharge, 

replace, or terminate any employees who miss work because they were in quarantine. In both 

cases the result is that barring job security legislation that there is a possibility that either during 

or shortly after complying with a quarantine law that a person may find themselves without a 

job.115  

   It is not the role of a quarantine as a public health measure in and of itself to develop 

public health legislation. Additionally, based on exactly where in the world a quarantine is 

implemented and the financial resources that may or may not be available, it is not feasible for 

public health officials to promise those who are quarantined any monetary compensation. What 

may be possible though is for the language of quarantine orders to be worded in such a way that 

they do two key things. 

 First, the language of the orders would require employers to pay individuals for any 

missed days of work at the rate of half of what they would have earned if they were there without 

causing the individual to have to give up a sick day, vacation day, or personal day that they have 

earned. The rationale for a specific directive is that it serves to acknowledge that the employer 

likely had to pay someone else to cover the work shift of the individual and they should not be 

forced into paying for the same job twice. It also serves to prevent an employer from forcing an 

employee to use any of their accumulated time off in order to comply with a quarantine order. 
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   Second the language of the order would prohibit companies from firing or otherwise 

penalizing or discriminating against employees who comply with quarantine orders. This is 

necessary as it would serve to provide employees with some measure of job security. This may 

also assist in ensuring greater compliance rates. 

   It must be noted that within the United States there is a precedence for an edict that 

would prohibit employment discrimination. In the early 2000s some states began enacting laws 

which provide a modicum of job security to employees who have been quarantined. However, 

such laws vary widely on a state by state basis. For example, the 2002 Delaware law solely 

serves to cover permanent termination and there is no specified remedy for the terminated 

employee. In contrast, the 2005 Iowa law covers discharge, taking or failing to take action 

regarding a promotion, or the reduction of wages or benefits and offers reinstatement as a 

remedy for those who were discharged. It must be noted though that even in states like Iowa 

where a broader array of punitive actions are covered that in general the provisions are 

applicable only with the caveat that the individual was under either isolation or quarantine based 

on the orders of a state official or judge. Based on this they offer no protection to individuals 

who were complying with requests for isolation or quarantine or who were caring for a family 

member or members who were under a quarantine order.116   In limiting coverage for employees 

who were placed under a mandatory quarantine order, it is possible that such state laws will 

create more adverse health consequences as they indirectly serve to discourage compliance with 

voluntary quarantine orders unless an individual is willing to risk the loss of their job. No one 

should have to choose between their health and their livelihood however in failing to account for, 

or provide compensatory needs, that is precisely what current quarantine measures are asking 

individuals to do. 
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   Compensation is a requisite component for an effective quarantine because its 

availability may assist with ensuring greater compliance. Considering that lost wages or lost jobs 

are real and significant fears associated with quarantine the promise of compensation may entice 

more individuals to comply. This is especially true in relation to the method presented within this 

model which does not promise a dollar amount from the public health system but instead looks at 

a more feasible solution. Compensation is a requisite component for an ethical quarantine 

because similar to ensuring that basic needs are met, the provision of compensation also fulfills 

the requirement of reciprocity. Additionally. the provision of compensation for loss is required 

out of respect for victimhood. While those who comply with quarantines may not be viewed as 

victims in the traditional sense within the context of having been constrained such a label fits. In 

this vein compensation can be viewed as what is rightly owed to these individuals.117 

6. Measures of efficacy 

   Measures of efficacy are inherently elusive when it comes to quarantine. However, 

elusive is not the same as impossible to develop or implement. As a result, when considering 

whether or not a quarantine is effective there are two primary metrics that can be considered. The 

first metric centers around whether or not the quarantine actually served to mitigate the spread of 

disease. The second metric centers around deciding what, if any, loss of services, can be viewed 

as accessible. 

   In order for a quarantine to be considered a useful measure of disease control there are 

three criteria that should be met. The first criteria is that there must be efficient and effective 

identification of the individual or individuals who are likely to be incubating the infection.118   

For example, it is not sufficient for quarantine purposes to identify that an individual recently 

traveled to a region where a specific infectious agent was known to be present, instead there 
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must exist either reasonable suspicion or knowledge that the individual came into contact with a 

disease vector in a manner where the disease could be spread. The second criteria is that any 

individual or individuals who have been effectively identified as potential vectors of the disease 

must be willing to comply with the conditions of the quarantine.119   Compliance should not be 

presumed even in instances where the quarantine order being levied is voluntary in nature since 

as presented in chapter four individuals do not always choose to comply with quarantine 

measures especially in instances where they view those measures as being unreasonable. The 

third and final criteria is that the infectious disease in question must be transmissible in its 

presymptomatic or early symptomatic stages.120  Consider that it is possible for a person to be 

infected with a disease but not necessarily contagious and noting that a quarantine is a measure 

meant to prohibit the spread of disease it is a punitive measure as opposed to a preventative one 

in any situation where the individual quarantined is not actually capable of infecting anyone in 

their current state. 

   Presuming that those three criteria are met then what must be considered is what must 

first be considered is a metric that can be used as a means of determining whether or not the 

quarantine was effective in limiting or stopping the spread of disease. Noting the importance of 

fast-paced decision making that is required when faced with the emergence of pathogens and the 

potentially lethal consequences of poor containment strategies it becomes further necessary to 

have in place a set of qualitative guidelines that can be used to make determinations about the 

success of failure of a specific quarantine measure. The current available information on the use 

of quarantine or symptom monitoring is currently only produced for a single or specific purpose 

and as a result is frequently distributed across several resources for one specific disease. This is 

problematic precisely because of the fact that it’s so specific. As a result, it is not possible to 
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generalize it in such a way that it becomes useful for the type of rapid decision making that is 

required when dealing with novel pathogens. Additionally, attempts to use it only lead to 

confusion during implementation.121   As a result of this previously designed measures are useless 

when dealing with new or emerging infections or when dealing with variants of known infectious 

agents that are being newly encountered. However, what has not been considered is a potential 

universal measure. 

   An important feature of all quarantines is that they do not need not be absolute in order 

to be deemed effective. Even what is known as “leaky” quarantine, where the quarantine is 

partial in nature such as the types of quarantines that are often the result of requesting as opposed 

to mandating compliance, can reduce the transmission of disease.122   In understanding this the 

measure of efficacy can be presented as whatever percentage of the population is needed to fully 

comply with the quarantine in order to significantly halt the spread of the disease. While this 

number will vary based on factors inclusive of the infection itself, the rate at which it spreads, 

how it is transmitted, and how many individuals have been, or may have possibly been exposed, 

it can still serve as good base line to begin to judge whether or not a quarantine was effective.  

   Measures of efficacy are a requisite component for an effective quarantine because they 

provide clear insight into what is not working. This is imperative in the sense that as this data is 

gathered from a variety of quarantines it may help to create a more specific and streamlined 

system. Measures of efficacy are a requisite component for an ethical quarantine because they 

can be seen as providing a form of transparency. In the event that public health officials share the 

results of why a particular quarantine was effective, it may provide them with the necessary 

information to justify another public health measure. Additionally, by being able to clearly 

present what did and did not work and to what extent public health officials also have clear 
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findings that they are able to share. 

  Limitations of the Proposed Model  

While the presented model of a quarantine that is both effective and ethical has been developed 

utilizing careful research what cannot be ignored are its clear limits. First, the model was not 

developed by either an epidemiologist or a public health official, individuals who have practical, 

hands-on knowledge relative to diseases containment. Second, the model is not currently 

testable. 

Conclusion 

 Prior to implementation quarantines can be viewed as ethically neutral because while on 

one hand they serve to infringe upon the rights of individuals on the other hand they are designed 

with the protection of the public good in mind. This serves to create a complex, although not 

entirely troublesome, dichotomy between the ethical disciplines of public health ethics and 

global bioethics, both of which can make valuable contributions to what is known about, and 

what must still be learned about relative to quarantines, and the vulnerable nature of those who 

are quarantines. One way in which this is done is simply by causing a greater focus to be placed 

on the differences that can and do exist between quarantines that are considered ethical and those 

that are considered effective. While such differences have been reconciled in part, such 

reconciliation currently exists as purely theoretical in nature. In looking toward, the sixth and 

final chapter in this work it will be necessary to revisit what has been learned about the 

complexity of quarantines thus far before the provision of a series of recommendations for the 

future. 
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Chapter Six- Summary and Recommendations 

 Infectious disease is now, and for the foreseeable future will remain a public health 

concern. Understanding this means also understanding that there is a necessity to find sustainable 

ways to mitigate the spread of viruses and contagions that have epidemic and pandemic 

possibilities. However, as important as it is to address public threats, doing so cannot be done at 

the cost of public trust. Therefore, public health policies have to be reflective of a desire to limit 

the spread of disease without engaging in practices that will cause the public to lose faith in the 

medical community.  

A. Summary 

 Quarantine exists as a longstanding and key component of public health policy. This is 

due to the fact that he practice is one with a historical basis and even in the 21st century it is still 

implemented around the world in countries and regions that are facing epidemics. Presently 

however the efficiency and effectiveness of quarantine measures can and should be called into 

question. In seeking to summarize why this is there are several factors which must be explored 

including the role of globalization, the nature of infectious threats, the ineffectiveness of 

contemporary quarantine measures, and the ethical quandaries that are associated with modern 

quarantines. 

1. Quarantine in a globalized world 

 There exists no non-alarmist way to present that fact that presently global health 

conditions are at a critical point, or more specifically they are in a state of crisis.1 The mere act of 

globalization is so pervasive that is has the power to, and moreover is, altering the current  

landscape of public health to the point that health issues are among those which are front and 

center on the global stage. Similar to the ways in which globalization influences health, 
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globalization itself is also influenced by a myriad of factors which are inclusive of, but by no 

means limited to, new developments in the technology sector, politics, economic upturns and 

downturns, social and environmental concerns which are on the rise. Whereas population health 

status and the distribution of health at that level are determined by corresponding influences with 

globalization and by extension global health what has been created is a context that both exists 

and must interact globally, and one that is rapidly changing as a result of that unique orientation. 

In such a space local and national actions while still important are in no way able to wholly 

ensure public health security as collective, e.g. global, action has reached a critical point.2   In 

working to not merely acknowledge, but instead to fully embrace the reality of existing in a 

globalized world it is imperative, especially for those in healthcare, to have a clear understanding 

of the ways in which this reality impacts things such as the prevalence and spread of infection. 

   Salient to this work one of the key things that globalization has done relative to 

healthcare and health-related issues is to showcase both the failings of existing quarantine 

measures and the quarantine laws that govern. Specifically, it serves to highlight the naivete of 

believing that it is presently possible for a single nation to effectively control the spread of 

disease on its own. The reality is that this is no longer truly possible in our current era where 

everything from commerce to travel and ecological change are intertwined at a global level. It is 

also worth noting that even major public health organizations such as the Centers for Disease 

Prevention and Control (CDC) have officially recognized that formerly valid distinctions 

between “domestic” and “international” health are presently of little relevance when it comes to 

the control of infectious diseases.3 In living in a more globally connected world we must begin to 

accept that there are no borders which can keep disease out. Travel, commerce and trade all exist 

as ways for individuals to be exposed to an infectious disease. In addition to the possibility of 
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accidental contamination, there is also the possibility of intentional biological based attacks. 

While quarantines may be utilized as a means of mitigating the spread of infection, the reality is 

that they may not prove effective. Regardless of how long quarantines have been utilized as a 

tool of public health it does not serve to negate that in the present, globally focused healthcare 

climate that “as is” they exist as largely ineffectual with a propensity towards being unethical as 

well. This should not have been accepted when quarantines were solely a matter of public health 

in a single nation, and it cannot be accepted now that quarantines are more openly being utilized 

to combat diseases that have crossed international borders.  

2. Public Health Policy, Legislation and Quarantine 

 We are living in a period where significant changes are occurring in the field of public 

health.4 By extension, if not entirely by intention, this also means that we are living in a world 

where significant changes to public health policy are occurring as well. Such changes can be 

seen both in the actions of individual nations, their subsequent legislation and in the development 

and adaptation of regulations which govern global health. 

 Such changes are not occurring in a vacuum or without just cause. Instead these changes 

are occurring because health, despite being a field that seems as if it would take naturally to 

engagement in joint action, is in some respects still a field where matters of public policy are still 

largely linked to the nation states which developed them. The result is that countries have been 

placed in a position where they are balancing the defense of their internal sovereignty over their 

healthcare policies against the fact that in many instances they are losing, or have already lost, 

sovereignty over policies that are relative to factors which are viewed as determinants of health. 

These factors include the marketing, distribution and sale of consumer goods including but not 

limited to food and tobacco, the growth and maintenance of a global health industry which 
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includes at minimum pharmaceutical products and insurance , environmental pollution and 

infectious disease which are both spreading globally, and finally the health impact of the global 

financial system.5 Such issues are only exacerbated when among them consideration must also 

be given to the potential needs to implement quarantine, a need which has repeatedly been felt in 

recent years by a number of countries and regions including but not limited to the United States, 

Canada, China and West Africa. In looking beyond these issues to how they are being dealt with 

it is necessary to consider several factors. These factors include the broad evolution of public 

health policy, current global health laws, and most salient to this work the individual ways in 

which independent nations implement quarantine. 

 First, focus can be placed on public health policy as it currently exists. The 21st century 

can be seen as presenting unique opportunities and challenges for public health overall and 

progress is in no way guaranteed. In addition to needing to address issues which remain 

unsolved, there is also the need for public health policy to find solutions for, or work within the 

constraints posed by the impacts of globalization on health.6 As such public health policy can be 

viewed as going through a period, where perhaps more than previously before, it needs to be 

carefully assessed and reassessed to ensure that it remains relevant, and by extension useful. 

 Working in concert with the individual public health policies that nations develop as a 

means of dealing with their own health issues are globally focused health laws. Such legislation 

serves to address a variety of matters including everything from the rights of individuals to how 

matters of global heath can be addressed. However, one of the most important aspects of these 

laws is that they can be viewed as a double-edged sword which is both beneficial and mired in 

bureaucracy.  

 In terms of the former description of global health legislation consider that such laws 
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often set a standard or provide a standardized protocol for how matters that impact global health 

should be handled. As an example of this consider the International Health Regulations (IHR) 

which in part, since 2007 reformations following the SARS outbreak, provide member nations 

with a legally binding framework to coordinate the management of events, such as an infectious 

disease outbreak which  may be viewed as a public health emergency that can have the type of 

impact that would classify it as an international concern.7 Such information is undoubtedly 

helpful in the sense that it serves to provide guidance during a time where it can be greatly 

needed and may work to ensure that no pertinent information in inadvertently left out of 

reporting on a situation that if left unchecked or otherwise improperly attended to could serve to 

create a wider reaching emergency.  

 In terms of the latter description of global health legislation, focus must be placed on the 

sometimes idealistic requirements which can be difficult if not impossible for all nations to 

adequately reach. As an example of this consider the agreement of all members of the IHR to be 

contributors to   the international 24 hour early warning and rapid response system which is 

overseen by the World Health Organization (WHO) and what exactly that entails. Specifically 

contributors are meant to develop their own 24 hour monitoring, reporting and response systems, 

each of which needs to be able to collect and share sophisticated data. In addition to building 

these systems each country must also designate a completely disease free entry point, i.e. one 

that is impenetrable to even rats and mosquitos where health checks can be performed and any 

individual who is determined to be ill can receive immediate medical care. As expected this has 

been a daunting task to complete as it requires both a great deal of logistical support as well as 

the availability of significant economic resources. As such many countries have not been able to 

comply, and more importantly some may never be willing or able to expend the necessary time, 
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effort, and resources to ensure that they are able to. Noting the inability thus far to complete this 

system, what takes on increased importance is the legislation which governs the ways in which 

individual nations work to implement quarantine measures. 

   As expected there exist clear differences in the legislation which governs the ways in 

which individual nations implement quarantines. For example, within the United States the 

primary power to implement a quarantine resides with local and state authorities and their 

respective public health officials.8   As presented in chapter four this is stark contrast to countries 

like China and Canada where such powers reside with their respective federal governments. 

While such differences in implementation can be important to understand from an academic 

standpoint what it most important from a medical standpoint is the similarity that much of this 

legislation is, or was until this century, incredibly antiquated in nature. As an example of this 

consider that in 2006 Canada introduced a new Quarantine Act, one which modernized 

legislation that had not been updated since the early 1870s with the primary aim of focusing on 

air travel as opposed to travel via waterway.9   While this update is clearly representative of some 

modicum of progress what cannot be ignored is how long such progress took and the fact that it 

served to solve for a problem that should have been solved for decades ago. The broad reliance 

on legislation that is stuck in, or has only recently been, removed from the past serves to create 

issues in implementing quarantines that will in all likelihood persist if not carefully and 

consciously addressed. 

3. Globalization and Increased Risk of Epidemics and Pandemics 

 Within the modern world infectious threats are not solely a healthcare problem, they can 

also be viewed as a global security issue. This is due to the fact that in addition to the threats 

which are posed by diseases must be considered as transmissible in a variety of contexts that can 
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be viewed as being directly linked to globalization. Additionally, there is an increasing amount 

of global concern relative to the threat of biological attacks and the role that the spread of 

intentional contagions could have on creating an epidemic or pandemic event. Noting the sheer 

number of human, animal, and other vectors, special attention needs to be paid to public health 

infrastructures in general, and public health measures like quarantine in particular in order to 

help to mitigate the possibility of future epidemics and pandemics.  

 In first looking at infectious diseases relative to how they can be spread thought needs to 

be broadened beyond the modes of transmission e.g. airborne or blood borne, and instead be 

placed on the behaviors, actions, and desires of individuals that can contribute to the spread of 

disease. In this vein consideration can be given to the relationship that exists between migration 

and disease which has been recognized for centuries,10 but is becoming more relevant with 

globalization, increased trade and commerce, matters of food processing and handling which 

take into account the fact that as globalization introduces individuals to new foods that it also 

opens them up to new and unexpected risks,11 and the increased spread of zoonotic diseases 

which account for more than half of the known infectious diseases.12 Essentially, as humans 

come into closer contact with both each other and the items that our individual societies produce 

we increase our overall risk relative to being exposed to diseases that either are not native to or 

otherwise not prevalent in the areas where we are from or where we currently reside. 

 In addition to the threats posed by fairly innocuous behaviors such as eating local cuisine 

while on vacation in a foreign country or making purchases from sellers and stores overseas, 

there are exist the threat of intentional contagions via bioterrorist attacks. As presented in chapter 

three of this work bioterrorism is not a concept that is unique to the 21st century. However, in 

recent centuries, based in large part on globalization, it has become easier to carry out a 
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biological attack, and such attacks can be difficult, if not impossible, to trace back to their origin 

points,13 a fact which should not be viewed as fear-mongering, but instead taken seriously as a 

warning of what is possible. 

 Noting the myriad of ways in which infectious disease can be spread in a globalized 

world focus can be placed on what happens when that spread begins to develop into an outbreak. 

Regardless of the infectious agent that is posing the threat all emerging disease outbreaks require 

rapid responses. In seeking to provide this response government officials are often called on to 

make decisions regarding the implementation of control measures, such as quarantine, on the 

basis of limited knowledge about disease transmission dynamics.14   As an example of this 

consideration can be given to the most recent experience with SARS. In dealing with this disease 

outbreak what was revealed was that there were two core questions that policy makers needed to 

address when they were faced with the potential outbreak of infectious disease. The first question 

centers around the likelihood whether or not basic health measures, such as isolation and 

quarantine, could be used to control the spread of disease. The second question is whether or not 

both isolation and quarantine should be utilized within the context of that specific instance.15    

The fact that these are the two primary questions serves to showcase both the importance of, and 

reliance on, the measure of quarantine relative to slowing or stopping the spread of infectious 

disease. However, it would be remiss to believe that based on these questions that quarantine is a 

wholly effective measure. Instead, it would be more apt to present it as a measure with is familiar 

and such familiarity with the ways that it can be implemented and how it is supposed to work 

serves to make it a viable option when faced with a potential public health emergency. 

4. The ineffectiveness of contemporary quarantines 

 Contemporary quarantines are not merely ineffective, they are woefully ineffective, and 
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there does not exist a single clear reason as to why this is the case except to present that in 

continuing to implement quarantines in the manner in which they are implemented that 

essentially what we are trying to do is to attempt to treat twenty-first century pathogens with a 

medicine chest that has not been updated since the fourteenth century.16 If this sounds dire it is 

because the situation is dire. What is perhaps most frustrating about this though is that 

complaints about inadequacy and ineffectiveness relative to this system are not even unique to 

this century. Exemplary of this it can be reiterated that as early as 1904, at least within the United 

States, questions were being raised about aspects of the quarantine system which seemed to 

arbitrary and nonsensical as a result.17 Despite answers to these questions however, quarantines 

across the board continue to be both governed and implemented in a manner that is largely 

ineffective in nature. 

 In giving credence to the preponderance of evidence stemming from real-world events, 

public opinion surveys, and mock exercises, it is disquieting that in the twenty-first century there 

are still those who act as advocates for quarantine measures that can accurately be described as 

being draconian throwbacks to the 19th-century, and in some instances even further back. Such 

advocacy is likely the work of public health officials who are more invested in the theoretical 

ideals of their work than they are in its practical application, and as such operate under the 

delusion that brute force and effective control are synonymous with sole focus on the former 

concept and none on the latter which leads to misconceptions about how both epidemics and 

biological terrorism should be addressed. Unfortunately, as long as these are the types of ideas 

that exist as the driving force of the public health community we will continue to see quarantines 

implemented in ways that are both ineffective and unethical.18  In stark contrast are more modern 

quarantine measures which while still highly flawed have the potential to be transformed into a 
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public health measure which is much more effective. 

 The flaws inherent to modern quarantine cannot be overstated. With that said however 

there are some redeemable aspects. For example, as quarantine currently exists it is not a 

monolith, instead of being a single intervention which cannot be changed, it instead represents a 

wide range of possibilities in that quarantines can be scaled to be reflective of required size and 

scope. As such it can be an integral part of broader public health interventions and when applied 

properly it has been shown to both slow and stop the spread of epidemics as evidenced with 

SARS. This is due in part to the fact that quarantine is at its most effective when it is 

implemented as the result of comprehensive disaster planning, planning that allows for effective 

communication and the building of public trust, and not utilized in lieu of such planning. 

Effectiveness is also increased when it is possible to tailor it to the unique circumstances 

surrounding the specific situation and in scenarios where it is not the sole containment measure 

being implemented. However, adherence to ethical standards can cause contemporary 

quarantines to be both resource and labor intensive,19  something which may serve to provide 

insight as to why not all quarantine laws have language which requires ethical treatment, 

something which can be viewed as a means of only furthering the ineffective elements of 

quarantine. 

5. The ethical quandaries of contemporary quarantine 

 The core ethical quandaries of contemporary quarantines stem from the fact that there 

exists a clear disconnect between both effective quarantines and ethical quarantines as well as a 

lack of focus on the vulnerability of those impacted. While these are different issues, the results 

are the same in the sense that both problems may make it more difficult to obtain voluntary 

compliance for quarantine orders which then serves to necessitate the orders to be made 
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compulsory. It is however not enough to acknowledge that such conflict exists, instead it must 

also be examined as a means of both getting to its root cause(s) and considering a way, that if 

possible, it may be resolved. 

 First, focus can be placed on the divide between quarantines that are effective and those 

that are ethical. It is important to note that, as far as the research reveals, no local, state, or 

government public health agency seeks to create a quarantine that will specifically fit into one of 

these categories. Instead such a divide is unintentional and not always explicit. As such there can 

be effective quarantines that are also ethical as well as ethical quarantines that are also effective, 

however these occurrences do not seem to be based on any specific quarantine laws or 

regulations or any unique designs which may serve as a means of identifying why matters of 

efficacy and ethics are not always balanced in quarantine implementation.  

 Essentially, the basic goals of effective quarantine center around getting compliance to 

the order, regardless of whether such compliance is mandatory or coerced, as well as one that 

seems to be or can otherwise be presented as effective.20 These basic goals are generally 

expanded upon when looking at contemporary quarantines however. In that vein effectiveness is 

the result of several interconnected factors. These factors include local, state, and federal public 

health staffs all knowing and working within the context of their unique roles, the identification 

and engagement of appropriate partners whose work is ancillary to public health officials during 

quarantines such as law enforcement agents and agencies and providers of transportation services 

who can be involved during the planning process, and finally the provision of adequate 

notification to the government about the threat of specific infectious disease threat and the role of 

the intended quarantine in mitigating it.21 The additional goals serve as a means of providing 

more focused guidance which can be utilized in conjunction with the protocol for quarantine 
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implementation however they should not be mistaken for measures of efficacy. 

 The goals of an ethical quarantine are less clear when taking a global focus. This is due to 

the fact that just as individuals have different ethical viewpoints that countries also have different 

agreed upon ethical principles which guide both the ways in which they practice medicine as a 

whole, and how their public health policy is implemented in particular. For example, while 

global bioethics exists as a distinct discipline, it would be remiss not to acknowledge that 

different countries and regions have their own perspective relative to precisely what bioethics is 

and how it should be practiced. For example consideration can be given to the core difference 

between Western bioethics and Asian bioethics and the fact that the former focuses staunchly on 

the individual while the latter places focus on social units.22 In acknowledging the existence of 

such differently and more importantly the probable roles that they play on the manner in which 

quarantines were implemented in different parts of the world, it was necessary to take a much 

broader, and by extension a much more likely to be applicably globally with the least amount of 

adaptation, view on what served to constitute an ethical quarantine. In taking such a view there 

were several factors that were identified as being requisite for the implementation of an ethical 

quarantine. The factors included application of the harm principle, proportionality, reciprocity, 

and transparency.23 

 Within the context of chapter five of this work a model for an effective an ethical 

quarantine was presented. It described several core components that included clear 

communication of intent, a focus on protecting public health, the enforcement of ethical 

responsibility, and a provision for compensation once the quarantine is lifted and a tool for the 

measurement of overall efficacy. The purpose of this model was twofold. First, it was meant to 

showcase that it was possible to consistently implement a quarantine that is both ethical and 
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effective. Second, it was meant to provide a model that could be applicable globally with little to 

no adaptation.  However, what cannot be ignored are its limitations as a model. Essentially, 

unless, or until, it is tested it remains unproven. As a result, it cannot be viewed as a viable 

solution to the current ethical quandaries of quarantine. 

 Second, attention can be placed on the role vulnerability. Within the context of chapter 

five it was shown the vulnerability does not exist as a new concept for public health ethics,24 and 

that there are scholars who understand the need for, and moreover want, vulnerability to be 

considered as a part of global bioethics.25 Understanding this is especially key in relation to 

quarantine especially when viewing it globally because of the way in which international society 

operates. Specifically, in international society is both inconsistent and selective when you 

compare global regimes on a side by side basis. What can be understood by this is that it is not 

uncommon for those who are already in an advantageous position in terms of healthcare to be 

granted even further advantages.26 This helps to underscore the need for vulnerability to be both 

recognized and accounted for when quarantine orders are implemented in order to best provide 

assistance for this group of people regardless of where in the world they may be located.  

B. Recommendations 

 Having addressed a wide array of information relative to the manners in which disease is 

currently being spread, the myriad of threats and the inefficiency of, and ethical dilemmas 

associated with quarantine, the cliché question that must be posed is “Where do we go from 

here?” The most succinct answer to that question is “forward”, however it is not the most 

satisfactory. In seeking to provide a more satisfactory answer it is necessary to give credit to the 

idea of contemporary quarantine. 

    In acknowledging the role that modern quarantine can play as a critical public health 
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measure what cannot be understated is the fact that quarantine currently works wholly in theory 

and partially in practice. In order to increase practical effectiveness it is imperative that it 

becomes both more reflective and responsive to current global medical needs and norms. Based 

on this there are several suggested recommendations for moving forward. These 

recommendations include a focus on ethically responsible globalization, appropriate global focus 

on emerging and re-emerging infections, the development and adoption of clear and 

comprehensive national quarantine standards, and finally the development and adoption of a 

global quarantine-based model that is both ethical and effective. 

1. Ethically responsible globalization 

 At the present time, we all live in a world that is interconnected and interdependent in 

ways which are unprecedented and the reality is that we may not all be fully prepared for what 

that can, and does, mean, for matters relative to public health. It is imperative that in such an 

environment that countries are cognizant of both the opportunities and the risks that they are 

presently exposed to because domestic action alone is no longer enough to ensure that the 

population of a nation remains healthy. Instead there is a clear need for increased collective 

action by all of the countries that are impacted.27  What may be less clear though it what exactly 

that action looks like. 

   Throughout this work examples have been provided relative to the ways in which 

globalization can and has both helped and harmed the global population. Additionally, in 

addressing actions such as involvement with the International Health Regulations (IHR), what 

has also been explored are the tactics that have been tried, as well as those which presently exist, 

as a means of attempting to address global health problems. As important as all of this 

information is the reality that it may not be enough without a conscious effort to engage from 



 

 285 

this point forward in ethically responsible globalization. 

   There does not exist a single way or single set of directives which serve to be the correct 

answer to ethically responsible globalization. As such the suggestions being presented within the 

context of this work are germane to the idea of helping to mitigate the spread of disease in a 

world that is steadily becoming more, and not less, connected. In this vein there exist two short-

term solutions which need to be explored by the global health community for their potential 

viability in terms of application in a wide variety of countries including those where there exist 

limited funds and/or resources as well as in areas where public health structures may need to be 

built or rebuilt. It is imperative that such locations are explicitly included in actionable global 

health measures from the outset so that the challenges unique to them can be addressed early on. 

It is further important to note that these recommendations are not all quarantine specific since 

there are broader issues which need to be addressed before consideration can be given to the 

issue of quarantine. 

   First, every country needs to create a framework for global public health ethics that 

would be culturally acceptable as a means of working towards generating a truly universal 

standard. Global health ethics is a relatively new term which is meant to address the process of 

applying moral values to health issues that in general have a global effect and/or require global 

action.28   Noting its global impact, it should have global input. It is implausible, and it should not 

be expected that every country will come up with the same ethical values but there is a need to 

focus on the values that are similar and shared while also seeking to understand the ones that are 

different. The rationale for this centers around the fact that as a whole global health is supposed 

to be about a partnership between developed countries and their poorer counterparts thereby 

allowing it to be free from the outdated and paternalistic patterns that have previously pervaded 
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the relationship between countries when there exists a significant wealth gap..29   However, it is 

not accurate to frame it as a partnership if Western values, or values of wealthier nations are the 

ones which by default act as the guiding principles that everyone else is meant to follow 

regardless of their own beliefs and moral systems. 

   Second, every country needs to create a framework for an actionable 24 hour monitoring 

and response system for the detection of infectious diseases. As aforementioned all countries 

who are members of the IHR agreed to implement these types of systems already however 

logistical issues presented themselves in many cases based on the specific requirements set forth 

by the IHR. Without disputing that the requirements of the IHR serve to be representative of the 

ideal course of action that should be followed, what cannot be ignored is that for many countries 

the option does not exist for them to comply. Based on this it may be far more feasible for every 

country to present precisely what it is that they can do and to build a system utilizing that 

information. While this will not result in an immediately standardized system it will serve to 

showcase what such a system could potentially look like by putting into perspective the realities 

of both what every country is capable of and where every country may require assistance in order 

for their portion of the system to be useful overall. 

   Combined these recommended actions are representative of a mere fraction of the 

possible measures that can be taken to work towards more ethically responsible globalization yet 

they can still be viewed as a positive step forward. In addition to these short-term 

recommendations there are also several long-term recommendations that can be made as well. As 

with the short-term recommendations these suggestions should be implemented in a variety of 

locations where there are distinct differences in economics and access to resources. 

   First, in looking towards the long-term it is necessary not to lose sight of the short-term 
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recommendations. Noting this, in the long-term it will be important to ensure that progress is 

being made on both of the short term measures suggested. In taking the time to check on these 

projects the opportunity also presents itself to see where assistance can be lent to help make 

individual country goals a part of a collective global health reality. 

   Second, emphasis needs to be placed on developing a universal framework which will 

serve to provide sanitation standards for exported foods and other goods. In understanding that 

foods and products can serve as potential vectors of accidental contagions as aforementioned it is 

imperative that steps are taken toward finding a solution which will serve to mitigate that risk 

significantly. However, such steps will likely need to vary on a country by country basis as a 

means of account for individual resource availability and infrastructure. 

   Third, countries need to work to create actionable and ethically acceptable measures for 

coordinated border surveillance measures. There is precedence for this type of international 

cooperation. For example since 2000 the CDC has served as both the organizer and supporter of 

an annual border infectious disease surveillance meeting between the United States and Mexico. 

Present at this meeting are representatives of both federal governments, border states of both 

countries, the U.S.-Mexico Border Health Commission, academic institutions, and other relevant 

stakeholders.30   Similarly, there are specific programs that exist specifically in border states as a 

means of addressing specific health issues in those areas and engaging in targeted disease 

surveillance. For example The US-Mexico Border Health Commission (USMBHC) supports the 

San Diego County Public Health Department in terms of addressing specific diseases such as 

tuberculosis. Additionally, in 2010 the USMBHC sponsored what proved to be a turning point 

for border collaboration in the state of California: the Leaders Across Borders (LAB) program. 

The LAB program is a yearly, 10 month long program focused on educating and mentoring 
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health professionals and community leaders to design and implement projects that specifically 

address the needs of those who live in the under-served communities that make up the U.S.-

Mexico border region. The individuals who participate in the LAB program learn effective 

collaboration via the development of skills in health diplomacy and gain a deeper understanding 

of cultural differences and binational health systems.31   Similar methods and measures can 

plausibly be implemented in other border regions across the globe in order to provide more 

comprehensive infectious disease surveillance in those areas while at the same time increasing 

cooperation between the involved nations as they work toward the shared goal of helping to 

protect global health. 

2. Appropriate focus on infectious disease 

 A focus on infectious disease exists as central to any conversation or policy decisions 

relative to public health. This is especially true when considering new, emerging, or re-emerging 

infections, and the ways in which their spread can be mitigated. However, in seeking to work 

most effectively it is imperative that in a global arena that such focus is appropriate. 

 When new infectious diseases appear, especially when they have high mortality rates they 

can serve to create fierce competition both scientifically and politically. What occurs as a result 

is a rush of scientists all seeking to be the first to “discover” the virus and to claim patents and 

rights relative to the disease.32 Such activity can undoubtedly be important in that its plausible 

that this attention may lead to the emergence of new information about the infection. However, 

that does not negate the fact that it serves to essentially commercialize a practice that, for the 

good of global health, be a collaborative one. 

 Noting the need for scientific explanation of new diseases to be collaborative the question 

has been raised relative to how it would be possible to get scientists to work together during this 
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critical period to discover ways in which such diseases can be managed or mitigated as opposed 

to capitalized on. Rather than waiting for this question to be answered there are those in health 

field who have asked the IHR be revised in two specific ways. First these individuals asked for a 

definition of international expectations about public health data that is essential in nature and 

how the products that emerge from that data should be managed, shared and owned. They also 

asked for clarification relative to ways in which states should interact when there was crucial 

information for risk assessment that was needed by the global health community.33  It is telling 

that such questions have to asked. In seeking to provide an answer consideration should be given 

to a compromise that essentially creates a mandatory reporting system for scientists and other 

public health officials when faced with new infectious diseases. Such a system could be utilized 

as a means of presenting explicitly what information must be shared upon the discovery of a new 

disease and how such information should be shared. 

   In looking at what information would need to be shared about a new disease it is 

suggested that there are five core factors which need to be shared: mode of transmission, 

symptoms, incubation period, geographic origins or prevalence, and affected population. Each of 

these factors was selected because of their relevance to public health as a whole. While these 

factors obviously work together, it is important that their significance is explored separately. 

   First, in considering the mode of transmission for new infectious diseases scientists need 

to present whether or not the new disease is blood borne or airborne. Additionally, they need to 

indicate what the potential or known vectors for the disease are. Finally, they need to present 

whether or not the disease in potentially zoonotic in nature.  

   Second, in presenting the symptoms of the disease the scientists need to be as detailed as 

possible. For example, rather than presenting a headache as a symptom, it would be far more 
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beneficial to present that “a cluster headache lasting for between 20 minutes and one hour” as the 

symptom. While such precise information will not always be available, whenever it is it needs to 

be shared. The rationale for this is that it may allow public health officials to make clearer 

determinations about whether or not the disease has spread into their area based on the symptoms 

that their patients present. Additionally, it is imperative that when known scientists also indicate 

any other short term or chronic conditions that a patient may have and when possible 

differentiate which symptoms are caused by which disease in order to present the most accurate 

information possible. Consider that if such information is omitted that it may lead to incorrect 

diagnoses with future patients who have the disease but do not present it in the same manner. 

   Third, in seeking to present the incubation period of a new infection it is plausible the 

scientists or public health officials who see the initial cases may not have an exact time frame. 

Factors such as when a patient seeks medical help, when it is determined that a patient is infected 

with an unknown pathogen, and how long it takes to notify the appropriate parties for further 

testing can, and will likely, serve to put scientists in a position where they need to make an 

educated guess relative to the incubation period of the disease. Even in knowing that this is the 

case scientists need to share any information that they have relative to what this time frame may 

be as it may assist public health officials. 

   Next, in addressing the geographic origin or prevalence scientists attempt to determine 

one of two factors relative where the disease is localized. Specifically, what needs to be 

addressed is either where the disease may be originating from or where the disease seems to be 

localized. Such information is important because in addition to providing public health officials 

with an idea relative to where the new disease hot spot is or may be, it may also serve to provide 

invaluable information to scientists relative to the type of environment that the disease thrives in 
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as well as providing insight into additional vectors of the disease which may not have been 

known before or may not have been previously considered. 

   Finally, in looking at the affected population it becomes possible for scientists to put 

together a demographic profile of those who have been infected. This information is important 

for two reasons. First, it is plausible that in looking at this information it will be possible for 

scientists to fill in any blanks that they may have relative to the previously discussed factors. For 

example, if scientists are initially uncertain about whether or not the disease is zoonotic but they 

then learn that most if not all of the patients presenting with the new infection are those who 

have recently been bitten by rats, it may then be possible for them to present with more certainty 

that it is possible for the disease to pass from animals to humans. Second, this information is 

important for public health officials because it allows them to best determine who may need to 

be quarantined by looking at other members of the identified population or those they may have 

reasonably come into contact with. It is imperative however that after identifying the affected 

population that other members of that group are not discriminated against or otherwise unfairly 

targeted. 

3. Clear comprehensive national quarantine standards 

 As presented is chapter four quarantines as they currently exist are ineffective. A 

significant aspect of this ineffectiveness stems from the manner in which they are implemented 

which can be, at least in part, traced back to the legislation that indicates which types of disease 

outbreaks trigger quarantine, which government body holds the responsibility for initiating a 

quarantine, and what rights the individuals being quarantined do or do not have. This serves to 

make the experience of being held under quarantine highly subjective based on factors that have 

little to do with the nature of the potential infection and more to do with what power is or is not 
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available to public health officials. Noting this fact, it is recommended that national quarantine 

standards are developed both in the United States and in countries across the globe. 

 The way in which a nation responses to an epidemic is not solely a matter of which 

resources it has available. Without seeking to dispute the importance of either personnel of 

healthcare equipment, it must be understood that such a response also serves as a means of 

reflecting the core values of the nation where the disease outbreak is occurring. In seeking to 

better understand this idea focus can be placed on the SARS epidemic of 2003. During this 

epidemic Canada, China, Hong Kong, Singapore, Taiwan and Vietnam were the most heavily 

impacted areas on the world and collectively they quarantined hundreds of thousands of 

individuals, the majority of which supported the effort being undertaken and as such complied. 

Exemplary of this consider that in Toronto, Canada that a total of 30,000 individuals were 

quarantines for a total of 10 days. Out of these 30,000 people only 27 of them did not choose to 

voluntarily comply necessitating the issuance of court orders. The question may be posed as to 

how such high levels of voluntarily compliance were achieved and the answer in rooted firmly in 

Canadian values. Canada, as well as the other countries which were most heavily affected, is a 

nation that is known in large part for its communitarian values and social solidarity. In stark 

contrast is the United States. In the United States there exists a greater focus on libertarian 

values, individualism, distrust of the government, a willingness on the part of individuals to 

invoke their legal rights and the belief that healthcare is a personal as opposed to public 

responsibility.34   Noting this it exists as plausible that if there was a need to implement a large-

scale quarantine in the United States that the rates of voluntary compliance would be far lower 

than they were in Toronto or anywhere else during the SARS outbreak. While it may not be 

plausible, or even desirable, to change the core values of of a nation it is plausible to change the 
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values which serve to steer its systems. 

   In giving greater consideration to the possibility of changing national systems in lieu of 

altering national values focus can be placed on the United States as a means of showcasing why 

such changes are necessary. As greater focus is placed on public health it is becoming clearer 

that the current healthcare system in the United States needs a new conceptual framework as 

opposed to a series of tweaks and changes. There reason for this is that there are two major 

issues which need to be addressed. These issues are capacity and the current state of public 

health law.35   While these are certainly not the only issues which plague the public health system 

they are significant enough that any changes to them would likely necessitate fundamental 

changes to the manner in which the system is able to operate. 

   The first major issue with the public health system centers around capacity. As an 

example of this, in Washington the Board of Health discovered that only about a third of its 

counties had isolation protocols set up in their hospitals and that of these hospitals only a limited 

number had self-contained air systems necessary for the isolation of contagious patients. The 

situation in Washington speaks to the broader issues of surveillance capacity across the nation in 

that it is both inadequate and incomplete. Couple this with additional issues such as data systems 

which are antiquated, laboratories that are technologically inferior and a workforce that is both 

under-trained and under-qualified and the result is a public health infrastructure that is not only 

insufficient but grossly deficient. The source of this deficiency in twofold and can be traced back 

to highly inadequate funding and a lack of strong public support for the issues which is now only 

beginning to shift.36   It goes beyond the scope of this work to make comprehensive 

recommendations regarding how this issue could be addressed, but it exists as plausible, at least 

in part, that this issue will be impacted by any changes made relative to the second major issue 
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within the healthcare system. 

   The second major issue with the public health system as a whole centers around the law. 

In this vein, there have been three main problems with public health laws which have been 

identified. These problems include antiquity, multiple layers of law, and the inconsistency of 

laws both as they exist and are applicable across states and territories.37   These problems which 

plague public health law as a whole also serve to gravely impact quarantine law, and by 

extension any standards which currently exist relative to the manner in which it is implemented 

based on that legislation. In seeking to address this it is recommended that new quarantine laws 

are drafted in order to create a foundation for clear and comprehensive national quarantine 

standards. 

   In seeking to set new quarantine standards by redrafting quarantine laws it is 

recommended that public health officials ask and answer several questions about every new law 

proposed. Each of these questions is relevant to some aspect of this research. In that vein each of 

them is meant to address something which has been revealed to be a source of inadequacy or 

ineffectiveness in quarantine implementation both in the Unites States and in other countries. 

Noting this these questions can be seen as being globally applicable. 

   The first question that must be asked is “Is it relevant?” In seeking to ascertain whether 

or not a proposed quarantine law is relevant consideration must be given to whether or not the 

law makes sense within the context of a globally connected world. Exemplary of this consider 

the lists of diseases that trigger quarantine which are found in many, if not all, countries. As 

aforementioned these lists have been questioned since the early 1900s, at least within the United 

States, when it was noted that there were infectious diseases which despite being considered 

dangerous were omitted. It is plausible that such omissions can cause more harm than good as 
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they may allow for more people to be adversely affected by a new or emerging infection solely 

because it is not explicitly listed. Noting this it may be far more relevant to replace these lists 

with a series of criteria relative to each individual disease outbreak 

   The second question that must be asked is “Is it reliable?” In looking at reliability in 

relation to quarantine what must be addressed are the measures and methods which are going to 

be applied as a result of the law. For example consideration can be given to something like how 

quarantine requests are going to be communicated. By default such requests will likely be 

communicated in the native language of the country which is understandable however it is not a 

reliable measure if there are not provisions which indicate that reasonable efforts must be 

expended to ensure that the communication is understood by the intended recipients. 

   The third question that must be asked is “Is it economically feasible?” Quarantines by 

their very nature can be costly endeavors. As an example of this focus can be placed on the 2003 

SARS outbreak and the cost of implementing quarantine in Ontario. Based on the first quarter 

report of Ontario Finances for the fiscal year the direct cost of the epidemic is estimated to be 

$12 million. In looking at a breakdown of how this money was spent the provincial government 

spent $10 million on SARS related administrative costs. These costs were so significant because 

when the outbreak began in Toronto in 2003, public health authorities were put in a position 

where it was necessary for them to immediately establish an administrative infrastructure which 

would allow them to carry out contact tracing and enforcement of quarantine in a matter of 

weeks. Every aspect of this infrastructure including a computer database which was utilized to 

track of contacts, information and surveillance hotlines, along with a staff to monitor the health 

status of the individuals needed to be created because quarantine had not been utilized in the 

past. In addition to the $10 million administrative cost, $1 million was spent in order to protect 
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the jobs of the individuals who were quarantine and $1 million was used in the establishment of 

a SARS Assistance Office. The function of this office was to deal with the interests of employees 

who took time off of work to either quarantine or isolate themselves.38 While not all quarantines 

will require the development of new systems in order to be implemented there will obviously be 

the expenditure of some cost, and that cost is likely to be significant in nature. Noting this it is 

imperative that in developing quarantine laws these baseline costs are considered in relation to 

any costs that new provisions may require in order to determine the economic feasibility of such 

provisions.  

   The fourth question that must be asked is “Is it socially responsible?” As presented in 

chapter five during the Ebola outbreak of 2014 the government of Sierra Leone made the 

decision to stop spending money on any services which were not directly related to combating 

the disease. The result of this choice was a significant deterioration of their overall public 

infrastructure, an infrastructure which was still necessary once the outbreak was over yet was not 

as capable as meeting the needs of its citizens. Based on this it becomes imperative when 

considering new quarantine laws to be certain that they are not placing short-term public health 

measures over long-term public welfare. Without disputing the need to ensure that a quarantine 

is adequately carried out no aspect of its implementation should threaten the operation of other 

critical services that are not in some way directly related to the quarantine. Additionally, even 

when looking at the services that may be directly related and therefore impacted, such an impact 

should be temporary. As an example of this consider that for the duration of a quarantine it may 

be necessary to alter or eliminate certain mass transit routes, in preparing a process for this to be 

undertaken what must also be addressed are ways in which those routes will return to normal or 

otherwise adjusted after the quarantine as a means of not further damaging the livelihoods of the 
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individuals who rely on those services. 

   The final question that must be asked is “Is it ethical?” As aforementioned different 

countries have different values that guide them and different beliefs relative to what they do and 

do not consider to be ethical. However, as presented in chapter five there exist four core elements 

of an ethical quarantine including the ability to meet the harm principle, proportionality, 

reciprocity, and transparency. Noting this in seeking to determine whether or not a proposed 

quarantine law is ethical what must be decided is if it violates any one of these principles. If it 

does then it is not ethical. 

   It is plausible that if all of these questions are answered in relation to new quarantine 

laws that new quarantine standards will be set. The rationale for this centers around the fact that 

if every individual law is relevant, reliable, economically feasible, socially responsible and 

ethical, that by extension quarantine as a whole will embody these same qualities. It is 

imperative to note that in setting such standards the goal is not to create standardization as every 

quarantine needs to be able to have the flexibility to respond to the unique situation created by a 

disease outbreak. Instead the goal is to set high standards. 

4. The development of a global quarantine-based model and is both ethical and effective 

 It can no longer be ignored that quarantine in its current form is an outmoded public 

health measure largely propped up by laws that are either antiquated or inconsistently updated. 

As a clear extension of this any attempts at creating a global model are burdened largely by a 

need for all participating countries to have the same system when they do not have the same 

resources at their disposal. It is for this reason that the final recommendation of this work is the 

re-development of a global quarantine-based model which is both efficient and effective. It is 

imperative to note that the implementation of such a model will require significant shifts both in 
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how we view quarantine and what we require from the global community. Before delving into 

what this new public health measure could look like, or providing insight into what can be done 

until it is developed, it is necessary to provide some insight relative to why such a change is 

essential. 

 The challenge that infectious disease presents to public health ethics is one that is 

embodied by the clear and consistent tension of balancing individuals rights with public good 

and public health as a whole. Therefore, in seeking to garner stronger public support for 

restrictive measures including, but not strictly limited to, quarantine, it is imperative that appeals 

are made first to the individual as a means of assuaging any doubts or fears. Specifically, it is 

imperative that there exists a comprehensive systems of both supports and safeguards which 

fulfill the dual role of educating and informing the public health workers that will be on the front 

line as well as engaging the public in a open conversation about the ethical usage of how and 

why restrictions are utilized during the outbreak of infectious diseases.39    It is plausible that new 

quarantine laws and the new standards that they are capable of creating can be the beginning, or 

even the entirety, of such systems. More importantly however the time is ripe for such significant 

changes to be made. 

   Presently public health is in the middle of a revolution, and as with all revolutions old 

conventions are being challenged by new and divergent ideas. As the idea of public health is 

being more thoroughly into the idea and implementation of global health what still exists in part 

is an outdated viewpoint which looks at the world as segregated sovereign nations that under the 

protection of appropriate security measures, will be unable to be harmed by threats either 

accidental or intentional. Despite this no longer being the reality public health establishments are 

moving far too slowly to address the new state of interdependence between nations, one which is 
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no longer defined solely by quantifiable elements such as the goods or services being traded, or 

the migration of individuals, but must also account for a shared environment, infectious diseases, 

terrorism and an increasing set of ideas which are becoming international law and address what 

is and is not considered fair. All of this serves to underscore that global health is a complicated 

matter which requires consideration of more than just security concerns as evidenced by the 

international reshaping of public health which has been occurring since the end of the Cold War. 

What such reshaping is proving in part is the social movements for health have the power to pose 

a viable challenge to state, institutional, and cultural authorities and by extension act as a means 

of increasing public participation in social policies and regulations while also democratizing the 

process by which both scientific knowledge as it relates to medical science and public health in 

terms of both production and dissemination. The partial result of this is that as both an academic 

discipline and practice that public health is being reshaped.40   However what remains to be seen 

is precisely what this reshaping will do and how it will serve to impact collective actions. 

   In looking more closely at collective actions as they relate to global health it is necessary 

to consider why such actions are more expedient than others. Developing an understanding of 

this specifically as it relates to global disease breaks works to provide guidance which may 

hasten future response. In general poor political mobilization, as opposed to technical 

surveillance capacity, is the reason for longer delays. In noting this one solution may focus on 

making improvements to the structures that slow such mobilization.41   The rational for this 

centers around the fact that similar to a chain the public health system of the world is only as 

strong as its weakest links. Evidence of this was apparent during the 2014 Ebola outbreak and 

the contrasting ways in which different nations were impacted. As an example of this 

comparisons can be made between the countries of Liberia and Nigeria on the continent of 
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Africa. Liberia is one of the poorest countries in Africa and it was one of the countries that was 

most ravaged by the Ebola outbreak. Despite being populated by a little over 4 million 

individuals the overall healthcare system in Liberia was in such a dire state that even before the 

epidemic began there was only one doctor per 100,000 civilians. This fact, coupled with the 

deaths of numerous healthcare workers and the refusal of some physicians and nurses to attend to 

their duties due to a lack of personal protective equipment resulted in a scant 18% of Ebola 

patients receiving care in hospital settings. This percentage is in stark contrast to the CDC 

estimate that 70% of Ebola patients would need to receive hospital based care in order to help 

prevent the spread of the disease. In comparison Nigeria is a wealthier country with greater 

healthcare resources at its disposal including, but not limited to, an existing disease operations 

center, healthcare workers who are trained in epidemiology who were able to conduct contact 

tracing, and laboratories that were capable of conducting Ebola testing in a matter of hours. As a 

result of this infrastructure, Nigeria was able to respond both quickly and effectively to the Ebola 

cases that were initially detected within the country and ultimately only 8 people died in the 

country as a result of the disease.42   What this serves to exemplify is that there does not exist a 

single, predetermined outcome for the impact that an infectious disease can, or will, have on an 

area, and by extension what impact it may have on the global community as a whole if it spreads. 

   In seeking to make a transition to a more effective international quarantine system, the 

onus should be placed on the United States to act as the catalyst for this. As previously presented 

the United States could benefit from a single national standard which would serve in part to 

reconcile the current dichotomy that exists between state and federal quarantine laws.43 The 

rationale for such modeling is threefold.  

   First, in presenting the development of clear and comprehensive national standards for 
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quarantine the United States was not excluded from this recommendation. Chapter four served to 

provide in depth information relative to the issues that surrounded implementing a quarantine 

within the United States as well as the schism between state and federal powers. In addition to 

this as aforementioned within this chapter it is plausible that based on the values which are 

largely held by citizens of the United States that implementing a large scale quarantine may 

prove unfeasible without coercion. However, in updating the current quarantine laws and by 

extension the standards that are the result of those laws it may be possible to create a situation 

where individuals are more willing to voluntarily comply. This can then be used as a basis for 

other nations which have not yet undertaken the task of revising their own quarantine laws. 

   Second, there already exists a precedent for similar modeling in the global context. 

Specifically, as presented in chapter four, following the SARS outbreak of 2003, China modeled 

their own CDC after the CDC in Atlanta, Georgia. Noting such large-scale past modeling it is 

plausible that there would be a willingness for other nations to follow a similar trend as it related 

to quarantine standards. 

   Third, while it may be elitist or otherwise taboo to say so, having the model created in 

an industrialized country without a socialist or otherwise communal medical system may allow 

for a more realistic approach to economic, political, and logistical necessities of the situation. 

The rationale for this centers around the fact that nations with more communal values may be 

more willing to bear the brunt of costs that they consider reciprocal but in reality do not need to 

fall under their purview. Exemplary of this consideration can once again be given to the costs 

expended as a result of 2003 SARS quarantine in Toronto. A total of $1 million was spent on 

securing the jobs of those who were quarantined while an additional $1 million was spent on an 

office which dealt with the interests of those who were quarantined. While the combined $2 
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million was less than 20% of the total $12 million spent such costs would not have been 

economically necessary under a quarantine system that forbid companies from firing employees 

who were complying with a quarantine order and where individuals understood the need to take 

personal responsibility for handling their own affairs. Without seeking to change the values that 

other countries hold as important, what also cannot be ignored is the fact that not every country 

can bear similar expenses and that likely will not be taken into account if the initial standards 

stem from a country with communal values. 

    Having addressed both the salient issues which precipitate the need for change as well 

as where the catalyst for change can stem from it is now possible to address what change can, 

and more importantly should, look like. In this vein, it is necessary to concede the point that 

quarantine is ineffective. As a result of this ineffectiveness quarantine alone will not, and does 

not, prevent the spread of disease. This is due in large part to the fact that the efficacy of a 

quarantine is largely, if not wholly, determined by whatever logistical support systems are in 

place at the time of the quarantine. This serves to in part explain why historically quarantines 

have been crude an ineffective and why more modern quarantines, which have co-evolved with 

improvements to sanitary measures in public health, seem to be, more effective, although it must 

be noted that there is a lack of hard data to support this.44  Therefore in seeking to move forward 

quarantine cannot, and should not, be allowed to either continue to exist “as-is” nor should there 

be a continued allowance of the policies and protocols which are meant to act as preventative but 

are instead prohibitive to progress. 

   In terms of the former, quarantine laws and by extension quarantine standards have to 

change for the better in an objective sense. In noting the clear correlation between changes in 

public health as they related to matters of sanitation and changes in quarantine efficacy it stands 
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to reason that direct improvements in standards will have a similarly positive outcome. However, 

consider that even if efficacy rates plateau that an improvement in such standards still has the 

ability to potentially improve public perception and rebuild public trust making it a win-win 

situations. 

   In terms of the latter in lieu of continuing the efforts that have been started by the IHR 

specifically as they relate to the requirements that all nations implement the same surveillance 

and response measures it is more practical to shift those efforts to ones which are more feasible. 

By extension such efforts are more likely to lead to positive results. In seeking to do this it must 

first be understood that global connectivity does not serve to negate global inequality. As a 

result, it is irrational to expect every country, regardless of their stated willingness to be to 

perform the exact same tasks at the exact same levels. Instead allowances should be made for 

countries to either individually or collectively focus on the measures that they have the resources 

and logistical support to effectively undertake. For example, it may be unfeasible for a country to 

invest in and support 24 hour surveillance however that country may possess the technological 

and scientific capabilities to analyze a new infection as means of best determining information 

about its origins, mode of transmission and who is likely to be impacted. The sharing of such 

information could ultimately prove far more valuable than expending resources on a disease free 

entry point which will need to be maintained regardless of whether or not it is ever breached. 

   It is only in committing to, and more importantly following through on, the above stated 

changes that quarantine can in good conscience continue to be used as a public health measure. It 

would be both ineffective and unethical to continue operating as if the known issues did not exist 

and doing so can be seen as intentionally gambling with public health by risking the possibility 

of an epidemic or pandemic event by implementing measures that are known to be faulty. This 
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would be a matter of gross incompetence. 

Conclusion 

 In order to adequately address the needs of a globally connected population modern 

medicine cannot continue to rely on outdated and by extension highly inadequate, methods or 

measures. Quarantine as it currently exists is one such measure. Throughout the course of this 

work what has been presented is a clear juxtaposition of both the threats that exist currently and 

with all likelihood will continue to exist or become worse, as well as the ways in which 

quarantine is used as a means of addressing such measures. While there are those who may seek 

to argue that by virtue of being more effective than it has been in the past that contemporary 

quarantine is sufficient in nature, such arguments seek to equate something being “better” with it 

being the best it can be, and that is not a fair correlation to make when the consequences of being 

wrong can literally be the loss of hundreds of thousands if not millions of human lives.

1 Colin I. Bradford jr. “Reaching the Millenium Development goals.” In Governing Global Health, eds. Andrew 

F. Cooper, John J. Kirton, and Ted Schrecker (New York:Routledge, 2007), 79-85. p.79 
2 Nick Drager and Laura Sunderland. "Public health in a globalising world: The Perspective from the World 

Health Organization.”  In Governing Global Health, eds. Andrew F. Cooper, John J. Kirton, and Ted Schrecker 

(New York:Routledge, 2007), 67-78. p.67-68 
3 Nadia E. Haghighatian. "One Hundred Years of Solitude: The Uses and Limitations of Quarantine as a Tool for 

Maintaining Global Public Health Since Typhoid Mary." Journal of Biosecurity, Biosafety, and Biodefense Law 

5, no. 1 (2014): 15-42.p.33 
4 Ilona Kickbusch, and Evelyne de Leeuw. "Global public health: revisiting healthy public policy at the global 

level." (1999): 285-288.p.285 
5 Kickbusch, and  de Leeuw, p.286 
6 Bernard J. Turnock. Public Health: What it is and How it Works, 6th ed. Burlington: Jones and Bartlett Learning, 

2015, 311 
7 Pierre-Louis  Lezotre.. International Cooperation, Convergence and Harmonization of Pharmaceutical 

Regulations: A Global Perspective. Academic Press, 2013. p.31 
8 William S. Jamerson (ed.). State and Local Government Issues. Nova Science Publishers Inc., 2006. p.25 
9 Richard Schabas. "Is the quarantine act relevant?." Canadian Medical Association Journal 176, no. 13 (2007): 

1840-1842. p.1840 
10 Brian D. Gushulack, and Douglas W. MacPherson. "Globalization of infectious diseases: the impact of 

migration." Clinical Infectious Diseases 38, no. 12 (2004): 1742-1748. p.1743 
11 Alexander Kramer and Md. Mobarak Hossain Khan   “ Global Challenges of Infectious Disease Epidemiology” 

Krämer, Alexander, Mirjam Kretzschmar, and Klaus Krickeberg, eds. Modern infectious disease epidemiology: 

Concepts, methods, mathematical models, and public health. Springer Science & Business Media, 2010. p. 29 
12 K.M. Smith, C. Zambrana-Torrelio, A. White, M. Asmussen, C. Machalaba, S. Kennedy, K. Lopez et al. 

"Summarizing US Wildlife Trade with an Eye Toward Assessing the Risk of Infectious Disease Introduction." 

EcoHealth 14, no. 1 (2017): 29-39. p.29 

                                                           



 

 305 

                                                                                                                                                                                           
13 Barry Kellman. "Biological terrorism: legal measures for preventing catastrophe." Harvard Journal of Law & 

Public Policy vol.. 24 (2000): 417-488. p.428-429 
14  Tsung-Hsi, Wang, Kuo-Chen Wei, Chao Agnes Hsiung, Susan A. Maloney, Rachel Barwick Eidex, Drew L. 

Posey, Wei-Hui Chou, Wen-Yi Shih, and Hsu-Sung Kuo. "Optimizing severe acute respiratory syndrome 

response strategies: lessons learned from quarantine." American journal of public health 97, no. Supplement_1 

(2007): S98-S100. p.S99 
15 Troy Day, Andrew Park, Neal Madras, Abba Gumel, and Jianhong Wu. "When Is Quarantine a Useful Control 

Strategy for Emerging Infectious Diseases?." American Journal of Epidemiology 163, no. 5 (2006): 479-485. 

p.479 
16  Lawrence O.Gostin, Steven D. Gravely, Steve Shakman, Howard Markel, and Marty Cetron. "Quarantine: 

voluntary or not?." The Journal of Law, Medicine & Ethics 32 (2004): 83-86 p.83 
17 Maine Academy of Medicine and Science, Journal of Medicine and Science vol.10, p.79 
18 George J. Annas. Worst case bioethics: Death, disaster, and public health. Oxford University Press, 2010. 

p.228-229 
19 Katherine Oberholtzer, Laura Sivitz, Alison Mack, Stanley Lemon, Adel Mahmoud, and Stacey Knobler, eds. 

Learning from SARS: Preparing for the Next Disease Outbreak: Workshop Summary. National Academies 

Press, 2004. 
20 D. McLean, "Gold, Fire and Gallows: Quarantine in History." History Today 64 (2014): 12. 46-48. p.46 
21 Martin Cetron, Susan Maloney, Ram Koppaka, and Patricia Simone. "Isolation and quarantine: containment 

strategies for SARS 2003." Learning from SARS: Preparing for the Next Disease Outbreak (2004): 71-83. p.75 
22 Jing-Bao Nie. “The Specious Idea of an Asian Bioethics: Beyond Dichotomizing East and West.” In Principles 

of Health Care Ethics, 2nd ed, eds. Richard Edmund Ashcroft, Angus Dawson, Heather Draper, John McMillan 

(West Sussex: John Wiley, 2007).3-10. p.4-6 
23 Ross Upshur. "The ethics of quarantine." Virtual Mentor 5, no. 11 (2003). 393-395. p.393-394 
24 Richard Riegelman,  and Brenda Kirkwood. Public Health 101. Jones & Bartlett Publishers, 2014.p.6 
25 Henk Ten Have. Vulnerability: challenging bioethics. Routledge, 2016. p.2 
26 Ian Clark, The Vulnerable in International Society. Oxford University Press, 2013. p.85-86 
27 Drager and  Sunderland. p.77 
28 Greg Stapleton Peter Schröder-Bäck, Ulrich Laaser, Agnes Meershoek, and Daniela Popa. "Global health ethics: 

an introduction to prominent theories and relevant topics." Global Health Action 7 (2014). 
29 Catherine Myser. "Defining" global health ethics": offering a research agenda for more bioethics and 

multidisciplinary contributions-from the global south and beyond the health sciences-to enrich global health and 

global health ethics initiatives." Journal of bioethical inquiry 12, no. 1 (2015): 5-10. p.5 
30 Stephen H.Waterman, Miguel Escobedo, Todd Wilson, Paul J. Edelson, Jeffrey W. Bethel, and Daniel B. 

Fishbein. "A new paradigm for quarantine and public health activities at land borders: opportunities and 

challenges." Public Health Reports 124, no. 2 (2009): 203-211. 
31 Charles Edward Matthews III,  Wilma Wooten, María Gudelia Rangel Gomez, Justine Kozo, April Fernandez, 

and Victoria D. Ojeda. "The California border health collaborative: a strategy for leading the border to better 

health. Front." Public Health 3 (2015): 141. 
32 Sophie Arie. "Would today's international agreements prevent another outbreak like SARS?." Bmj 348 (2014): 

g4123. 
33 Sophie Arie. "Would today's international agreements prevent another outbreak like SARS?." Bmj 348 (2014): 

g4123. 
34 Mark A. Rothstein,. "The moral challenge of Ebola." American Journal of Public Health 105 no.1 (2015): 6-8. 

p.7 
35 Dorothy Puzio."An overview of public health in the new millenium: individual liberty vs. public safety." JL & 

Health 18 (2003): 173-198. p.179 
36 Ibid 
37 Ibid 
38 Anu G. Gupta, Cheryl A. Moyer, and David T. Stern. "The economic impact of quarantine: SARS in Toronto as 

a case study." Journal of Infection 50, no. 5 (2005): 386-393. p.389-390 
39 Shawn C. Tracy,, Elizabeth Rea, and Ross EG Upshur. "Public perceptions of quarantine: community-based 

telephone survey following an infectious disease outbreak." BMC Public Health 9, no. 1 (2009): 470-477. p.476 
40 James Orbinski. "Global health, social movements, and governance." In Governing Global Health, eds. Andrew 

F. Cooper, John J. Kirton, and Ted Schrecker (New York:Routledge, 2007), 29-40. p.37-38 
41 Steven J. Hoffman, and Sarah L. Silverberg. "Delays in global disease outbreak responses: Lessons from H1N1, 



 

 306 

                                                                                                                                                                                           

Ebola, and Zika." American journal of public health 108, no. 3 (2018): 329-333. p.332 
42 Rothstein, 7 
43 Haghighatian, p.41 
44 Donna Barbisch, and Lawrence O. Gostin. “Quarantine.” In Koenig and Schultz's Disaster Medicine: 

Comprehensive Principles and Practices, eds. Kristi L. Koenig, and Carl H. Schultz (New York: Cambridge 

University Press, 2010). 203-212, p.206 



 

 307 

Bibliography 

 

Abbink, Jon, Sebastian Elischer, Andreas Mehler, and Henning Melber, eds. Africa Yearbook Volume 

12: Politics, Economy and Society South of the Sahara, Brill, 2016. 

 

Afolabi,Michael Olusegun, Public Health Disasters: A Global Ethical Framework. Springer, 2017. 

 

Aginam, Obijiofor. "International law and communicable diseases." Bulletin of the World Health 

 Organization 80 (2002): 946-951. 

 

Allen, Anita. Unpopular privacy: what must we hide?. Oxford University Press, 2011.  

 

Allen, Timothy, and Michael J. Selgelid. "Necessity and least infringement conditions in public health 

ethics." Medicine, Health Care and Philosophy 20, no. 4 (2017): 525-535. 

 

Annas,George J.,  Worst case bioethics: Death, disaster, and public health. Oxford University Press, 

2010. 

 

Arie, Sophie. "Would today's international agreements prevent another outbreak like SARS?." British 

Medical Journal 348 (2014): g4123. 

 

Bailey, Eric J. Medical anthropology and African American health. Greenwood Publishing Group, 

2000. 

 

Barbisch, Donna  and Lawrence O. Gostin. “Quarantine,” in Koenig and Schultz's Disaster Medicine: 

Comprehensive Principles and Practices, edited by Kristi L. Koenig, and Carl H. Schultz, New 

York: Cambridge University Press, 2010. 

 

Barras, Vincent, and Gilbert Greub. "History of biological warfare and bioterrorism." Clinical 

 Microbiology and Infection 20, no. 6 (2014): 497-502. 

 

Battersby, S.A. , “Rodents as Carriers of Disease” in Rodent Pests and Their Control, 2nd ed. , edited 

by Alan P. Buckle and Robert H. Smith, United Kingdom: CABI, 2015. 

 

Battin, Margaret P., Leslie P. Francis, Jay A. Jacobson, and Charles B. Smith. The patient as victim and 

 vector: ethics and infectious disease. Oxford University Press, 2008. 

 

Battin, Margaret P., Charles B. Smith, Leslie P. Francis and Jay A. Jacobson "Toward Control of 

Infectious Disease: Ethical Challenges for a Global Effort" in International Public Health Policy 

and Ethics edited by. David N. Weisstub, and Michael Boylan, Dordrecht, NLD: Springer, 2008. 

 

Bayer, Angela M., Gabrielle C. Hunter, Robert H. Gilman, Juan G. Cornejo Del Carpio, Cesar Naquira, 

Caryn Bern, and Michael Z. Levy. "Chagas disease, migration and community settlement patterns 

in Arequipa, Peru." PLoS neglected tropical diseases 3, no. 12 (2009): e567. 

 

Bayer, Ronald, and Amy L. Fairchild. "The genesis of public health ethics." Bioethics 18, no. 6 (2004): 

473-492. 



 

 308 

 

Beauchamp, Tom L. “The ‘Four Principles’ Approach to Health Care Ethics,” in Principles of Health 

Care Ethics, 2nd ed, edited by Richard Edmund Ashcroft, Angus Dawson, Heather Draper, John 

McMillan, West Sussex: John Wiley, 2007. 

 

Bensimon, Cécile M., and Ross EG Upshur. "Evidence and effectiveness in decisionmaking for 

quarantine." American journal of public health 97, no. Supplement_1 (2007): S44-S48. 

 

Beyrer, Chris, Shruti Mehta, and Stefan David Baral, “The International Drug Epidemic” in The Social 

Ecology of Infectious Disease, edited by Kenneth H. Mayer, and H.F. Pizer. London: Academic 

Press, 2008. 

 

Blendon, Robert J., Catherine M. DesRoches, Martin S. Cetron, John M. Benson, Theodore Meinhardt, 

and William Pollard. "Attitudes toward the use of quarantine in a public health emergency in four 

countries." Health Affairs 25, no. 2 (2006): w15-w25. 

 

Bonney, Kevin M. "Chagas disease in the 21st century: a public health success or an emerging threat?." 

Parasite 21 (2014). 

 

Bostick, Nathan A., Mark A. Levine, and Robert M. Sade. "Ethical obligations of physicians 

participating in public health quarantine and isolation measures." Public Health Reports 123, no. 1 

(2008): 3-8. 

 

Boussard, Helene, “Article 22: Role of States”  in “The UNESCO universal declaration on bioethics 

and human rights: Background, principles and application”, edited by Henk ten Have, and Michèle 

Jean. Unesco, 2009. 

 

Bradford jr, Colin I., “Reaching the Millenium Development goals,” in Governing Global Health, 

edited by Andrew F. Cooper, John J. Kirton, and Ted Schrecker, New York:Routledge, 2007. 

 

Brady, Benjamin R., and Howard M. Bahr. "The Influenza Epidemic of 1918–1920 among the 

Navajos: Marginality, Mortality, and the Implications of Some Neglected Eyewitness Accounts." 

American Indian Quarterly 38, no. 4 (2014): 459-491. 

 

Braveman, Paula. "Accumulating knowledge on the social determinants of health and infectious 

disease." Public health reports 126, no. 3_suppl (2011): 28-30. 

 

Bullard, Stephan Gregory, A Day-by-Day Chronicle of the 2013-2016 Ebola Outbreak. Springer, 2018. 

 

Buseh, Aaron G., Patricia E. Stevens, Mel Bromberg, and Sheryl T. Kelber. "The Ebola epidemic in 

West Africa: challenges, opportunities, and policy priority areas." Nursing Outlook 63, no. 1 

(2015): 30-40. 

 

Callahan, Daniel, and Bruce Jennings. "Ethics and public health: forging a strong relationship." 

American journal of public health 92, no. 2 (2002): 169-176. 

 

Campbell, Alastair V. . Bioethics: the basics. Routledge, 2013.  

 

Carpenter, Charles CJ.,Greg W. Pearson, Violaine S. Mitchell, and Stanley C. Oaks Jr, eds. Malaria: 



 

 309 

obstacles and opportunities. National Academies Press, 1991. 

 

Celentano, David D. Frangiscos Safikas, Vivian Go, and Wendy Davis, “Changing Sexual Mores” in 

The Social Ecology of Infectious Disease, edited by Kenneth H. Mayer, and H.F. Pizer. London: 

Academic Press, 2008. 

 

Centers for Disease Control and Prevention (CDC). "Control of Communicable Diseases. Final rule." 

Federal register 82, no. 12 (2017): 6890. 

 

Center for Disease Control, Mark A. Rothstein, M. Gabriela Alcalde, Nanette R. Elster, Mary Anderlik 

Majumder, Larry I. Palmer, T. Howard Stone, and Richard E. Hoffman. Quarantine and isolation: 

Lessons learned from SARS. University of Louisville School of Medicine, Institute for Bioethics, 

Health Policy and Law, 2003. 

 

Cetron, Martin, and Julius Landwirth. "Public health and ethical considerations in planning for 

quarantine." In Ethical and Legal Considerations in Mitigating Pandemic Disease: Workshop 

Summary, edited by Stanley M. Lemon, Margaret A. Hamburg, P. Frederick Sparling, Eileen R. 

Choffnes, and Alison Mack, Rapporteurs, Forum on Microbial Threats, Washington D.C.: National 

Academies Press, 2007. 

 

Cetron, Martin, Susan Maloney, Ram Koppaka, and Patricia Simone. "Isolation and quarantine: 

containment strategies for SARS 2003." Learning from SARS: Preparing for the Next Disease 

Outbreak (2004): 71-83. 

 

Chavers, L. Scott  and Sten H. Vermund, “An Introduction to Emerging and Reemerging Infectious 

Disease,” in Emerging Infectious Diseases: Trends and Issues, edited by Felissa R. Lashley, and 

Jerry D. Durham, New York: Springer Publishing, LLC: 2007. 

 

Chu, Chen-Yi, Cheng-Yi Li, Hui Zhang, Yong Wang, Dong-Hui Huo, Liang Wen, Zhi-Tao Yin, Feng 

Li, and Hong-Bin Song. "Quarantine methods and prevention of secondary outbreak of pandemic 

(H1N1) 2009." Emerging infectious diseases 16, no. 8 (2010): 1300. 

 

Ciottone, Jonathan Peter,  “Issues of Liability in Emergency Response,” in Ciottone’s Disaster 

Medicine, 2nd ed., edited by Gregory R. Ciottone, Paul D. Biddinger, Robert G. Darling, Saleh 

Fares, Mark E. Keim, Michael S. Molloy, and Selim Suner, Philadelphia: Elsevier, 2016. 

 

Cohen, Sheldon. "Social status and susceptibility to respiratory infections." Annals of the New York 

Academy of Sciences 896, no. 1 (1999): 246-253. 

 

Clark, Ian, The Vulnerable in International Society. Oxford University Press, 2013. 

 

Clements, Bruce W. and Julie AEntwistle, Vikki A., Stacy M. Carter, Alan Cribb, and Kirsten 

McCaffery. "Supporting patient autonomy: the importance of clinician-patient relationships." 

Journal of general internal medicine 25, no. 7 (2010): 741-745.nn P. Casani. Disasters and Public 

Heath: Planning and Response, 2nd edition. Cambridge: Elsevier, 2016. 

 

Cliff, Andrew, and Matthew Smallman-Raynor. Oxford textbook of infectious disease control: a 

geographical analysis from medieval quarantine to global eradication. OUP Oxford, 2013. 

 



 

 310 

Cook, Alethia H., and David B. Cohen. "Pandemic disease: A past and future challenge to governance 

in the United States." Review of Policy Research 25, no. 5 (2008): 449-471. 

 

Cork,Susan C., and Sylvia Checkley, “Globalization of the Food Supply and the Spread of Disease” in 

Zoonotic Pathogens in the Food Chain, edited by Denis O. Kraus and Stephen Hendrick, United 

Kingdom: CABI, 2011. 

 

Curson, Peter. "The Ebola crisis and the failure of governance." Geodate 28, no. 3 (2015): 2. 

 

Day, Troy, Andrew Park, Neal Madras, Abba Gumel, and Jianhong Wu. "When is quarantine a useful 

control strategy for emerging infectious diseases?." American Journal of Epidemiology 163, no. 5 

(2006): 479-485. 

 

de W Blackburn, Clive, and PetEntwistle, Vikki A., Stacy M. Carter, Alan Cribb, and Kirsten 

McCaffery. "Supporting patient autonomy: the importance of clinician-patient relationships." 

Journal of general internal medicine 25, no. 7 (2010): 741-745.er J. McClure, “Introduction, in 

Foodborne pathogens: hazards, risk analysis and control, edited by Clive de W Blackburn, and 

Peter J. McClure,  Elsevier, 2009. 

 

Demény, Enikő. "The principle of vulnerability and its potential applications in bioethics." Ethics & 

Bioethics 6, no. 3-4 (2016): 181-186. 

 

Dodgson, Richard, Kelley Lee, and Nick Drager, “Global Health Governance: A Conceptual Review” 

in The globalization reader, edited by Frank J. Lechner, and John Boli, .John Wiley & Sons, 2014. 

 

Drager, Nick  and Laura Sunderland. "Public health in a globalising world: The Perspective from the 

World Health Organization,”  in Governing Global Health, edited by. Andrew F. Cooper, John J. 

Kirton, and Ted Schrecker, New York:Routledge, 2007. 

 

Duffy, John. The sanitarians: a history of American public health. University of Illinois Press, 1992. 

 

Dutra, Walderez O., Cristiane AS Menezes, Luisa MD Magalhães, and Kenneth J. Gollob. 

"Immunoregulatory networks in human C hagas disease." Parasite immunology 36, no. 8 (2014): 

377-387. 

 

Emrick, Preeti, Christine Gentry, and Lauren Morowit. "Ebola Virus Disease: international perspective 

on enhanced health surveillance, disposition of the dead, and their effect on isolation and quarantine 

practices." Disaster and military medicine 2, no. 1 (2016): 13. 

 

Epstein, Joshua M., “Remarks on the Role of Modeling in Infectious Disease Mitigation and 

Containment.” in  In Ethical and Legal Considerations in Mitigating Pandemic Disease: Workshop 

Summary, edited by Stanley M. Lemon, Margaret A. Hamburg, P. Frederick Sparling, Eileen R. 

Choffnes, and Alison Mack, Rapporteurs, Forum on Microbial Threats Washington D.C.: National 

Academies Press, 2007. 

 

Entwistle, Vikki A., Stacy M. Carter, Alan Cribb, and Kirsten McCaffery. "Supporting patient 

autonomy: the importance of clinician-patient relationships." Journal of general internal medicine 

25, no. 7 (2010): 741-745. 

 



 

 311 

Eyal, Nir. “Ethical Issues in Disaster Medicine” in Ciottone's Disaster Medicine, 2nd edition, edited by 

Gregory R. Ciottone, Philadelphia: Elsevier, 2016. 

 

Fairchild, Amy L., and David Merritt Johns. "Beyond bioethics: reckoning with the public health 

paradigm." American journal of public health 102, no. 8 (2012): 1447-1450. 

 

Faber, Léon G., Natasha M. Maurits, and Monicque M. Lorist. "Mental fatigue affects visual selective 

attention." PloS one 7, no. 10 (2012): e48073. 

 

Fidler, David P. "Epic failure of Ebola and global health security." Brown J. World Aff. 21 (2014): 179. 

 

Fidler, David P., Lawrence O. Gostin, and Howard Markel. "Through the quarantine looking glass: 

drug-resistant tuberculosis and public health governance, law, and ethics." (2007): 616-628. 

 

Fleming Mary Louise, and Elizabeth Parker, Introduction to Introduction to Public Health, 3rd ed. 

Australia: Elsevier, 2015. 

 

Fried, Linda P., Margaret E. Bentley, Pierre Buekens, Donald S. Burke, Julio J. Frenk, Michael J. Klag, 

and Harrison C. Spencer. "Global health is public health." The Lancet 375, no. 9714 (2010): 535-

537. 

 

Frohlich, Katherine L., and Louise Potvin. "Transcending the known in public health practice: the 

inequality paradox: the population approach and vulnerable populations." American journal of 

public health 98, no. 2 (2008): 216-221. 

 

Garrett, J. Eline, Dorothy E. Vawter, Angela Witt Prehn, Debra A. DeBruin, and Karen G. Gervais. 

"Listen! The value of public engagement in pandemic ethics." The American Journal of Bioethics 9, 

no. 11 (2009): 17-19. 

 

Garrett, Jeremy R., Fabrice Jotterand, and D. Christopher Ralston, eds. The development of bioethics in 

the United States. Springer Science & Business Media, 2012.  

 

Gensini, Gian Franco, Magdi H. Yacoub, and Andrea A. Conti. "The concept of quarantine in history: 

from plague to SARS." Journal of Infection 49, no. 4 (2004): 257-261. 

 

Gerstein, Daniel M. "Glaring gaps: America needs a biodefense upgrade." Bulletin of the Atomic 

Scientists 73, no. 2 (2017): 86-91. 

 

Giubilini, Alberto, Thomas Douglas, Hannah Maslen, and Julian Savulescu. "Quarantine, isolation and 

the duty of easy rescue in public health." Developing world bioethics 18, no. 2 (2018): 182-189. 

 

Gostin, Lawrence. "Public health strategies for pandemic influenza: ethics and the law." Jama 295, no. 

14 (2006): 1700-1704. 

 

Gostin, Lawrence O. "A very long journey: a decade's quest for quarantine regulations." The Milbank 

Quarterly 94, no. 4 (2016): 724-728. 

 

Gostin, Lawrence O., ed. Public health law and ethics: a reader. Vol. 4. Univ of California Press, 

2010. 



 

 312 

 

Gostin, Lawrence O. Public health law: Power, Duty,  Restraint, 2nd  ed. Univ of California Press, 

2016. 

 

Gostin, Lawrence O., Jason W. Sapsin, Stephen P. Teret, Scott Burris, Julie Samia Mair, James G. 

Hodge Jr, and Jon S. Vernick. "The Model State Emergency Health Powers Act: planning for and 

response to bioterrorism and naturally occurring infectious diseases." JAMA 288, no. 5 (2002): 622-

628. 

 

Gostin, Lawrence O., and Lesley Stone. “Health of the People: The Highest Law?” in Ethics, 

Prevention and Public Health, edited by Angus Dawson and Marcel Verweij, New York: Oxford 

University Press, 2007. 

 

Gostin, Lawrence O., and Lindsay F. Wiley. Public health law: Power, Duty,  Restraint, 3rd ed. Univ of 

California Press, 2016. 

 

Gostin, Lawrence O., Mary Clare DeBartolo, and Rebecca Katz. "The global health law trilogy: 

towards a safer, healthier, and fairer world." The Lancet 390, no. 10105 (2017): 1918-1926. 

 

Gostin, Lawrence O., Steven D. Gravely, Steve Shakman, Howard Markel, and Marty Cetron. 

"Quarantine: voluntary or not?." The Journal of Law, Medicine & Ethics 32 (2004): 83-86. 

 

Guhl, Felipe, Carlos Jaramillo, Gustavo A. Vallejo, A. Cardenas, Felipe Arroyo, and Arthur 

Aufderheide. "Chagas disease and human migration." Memórias do Instituto Oswaldo Cruz 95, no. 

4 (2000): 553-555. 

 

Gupta, Anu G., Cheryl A. Moyer, and David T. Stern. "The economic impact of quarantine: SARS in 

Toronto as a case study." Journal of Infection 50, no. 5 (2005): 386-393. 

 

Gushulak, Brian D., and Douglas W. MacPherson. "Globalization of infectious diseases: the impact of 

migration." Clinical Infectious Diseases 38, no. 12 (2004): 1742-1748. 

 

Gushulak, Brian D., and Douglas W. MacPherson. "Global travel, trade, and the spread of viral 

infections." Viral Infections and Global Change (2013): 111-131. 

 

Haghighatian, Nadia E. "One Hundred Years of Solitude: The Uses and Limitations of Quarantine as a 

Tool for Maintaining Global Public Health Since Typhoid Mary." Journal of Biosecurity, Biosafety, 

and Biodefense Law 5, no. 1 (2014): 15-42. 

 

Hall,Mark A., David Orentlicher, Mary Anne Bobinski, Nicholas Bagley, and I. Glenn Cohen. Health 

care law and ethics. Wolters Kluwer Law & Business, 2018. 

 

Hamburg, Margaret A.. Germs go global: Why emerging infectious diseases are a threat to America. 

DIANE Publishing 

 

Harrison, Mark, Contagion: how commerce has spread disease. Yale University Press, 2012. 

 

Hawryluck, Laura, Wayne L. Gold, Susan Robinson, Stephen Pogorski, Sandro Galea, and Rima Styra. 

"SARS control and psychological effects of quarantine, Toronto, Canada." Emerging Infectious 



 

 313 

Diseases 10, no. 7 (2004): 1206. 

 

 Hearne,Shelley A., “Reducing State Variability in Health Emergency Preparedness Through Federal 

Standards, Enforcement, and Public Accountability:Lessons from the Environmental Field,”  in 

Ethical and Legal Considerations in Mitigating Pandemic Disease: Workshop Summary, edited by 

Stanley M. Lemon, Margaret A. Hamburg, P. Frederick Sparling, Eileen R. Choffnes, and Alison 

Mack, Rapporteurs, Forum on Microbial Threats, Washington D.C.: National Academies Press, 

2007. 

 

Hewitt, Joanne Beauchamp “Cryptosporidiosis” in Emerging Infectious Diseases: Trends and Issues, 

edited by Felissa R. Lashley, and Jerry D. Durham, New York: Springer Publishing, LLC: 2007. 

 

Hellsten, Sirkku K. "Global bioethics: utopia or reality?." Developing World Bioethics 8, no. 2 (2008): 

70-81. 

 

Hickox, Kaci. "Caught Between Civil Liberties and Public Safety Fears: Personal Reflections from a 

Healthcare Provider Treating Ebola." J. Health & Biomedical L. 11 (2015): 9. 

 

Hills, Kelly, “Rejecting Qurantine: A Frozen in Time Reaction to Disease,” in Ebola’s Message: 

Public Health and Medicine in the Twenty-First Century, edited by Nicholas G. Evans, Tara C. 

Smith, and Maimuna S. Majumder MIT Press, 2016. 

 

Hoffman, Steven J., and Sarah L. Silverberg. "Delays in global disease outbreak responses: Lessons 

from H1N1, Ebola, and Zika." American journal of public health 108, no. 3 (2018): 329-333 

 

Hodge jr. James G., and Lawrence O. Gostin, “ Quarantine” in Koenig and Schultz's Disaster 

Medicine: Comprehensive Principles and Practice, 2nd ed edited by Kristi L. Koenig, and Carl H. 

Shultz New York: Cambridge University Press, 2016. 

 

Holland, Stephen, “Public Health Ethics: What it is and how we do it.” in Public Health Ethics and 

Practice, edited by. Stephen Peckham, and  Alison Hann, Great Britain: Policy Press, 2010. 

 

Hoppe, Trevor. "Controlling sex in the name of “public health”: social control and Michigan HIV law." 

Social Problems 60, no. 1 (2013): 27-49. 

 

Hunter, Nan D., The Law of emergencies: Public health and disaster management. Butterworth-

Heinemann, 2017.  

 

Inhorn, Marcia C., and Peter J. Brown, “Introduction,” in The Anthropology of Infectious Disease: 

International Health Perspectives, ed. Marcia C. Inhorn, and Peter J. Brown New York: Routledge, 

2005. 

 

Institute of Medicine (US). Informing the Future: Critical Issues in Health. Institute of Medicine of the 

National Academies, 2003. 

 

Jaikumar, Arjun K. "Red Flags in Federal Quarantine: The Questionable Constitutionality of Federal 

Quarantine After NFIB v. Sebelius." Colum. L. Rev. 114 (2014): 677. 

 

Jamerson, William S. (ed.). State and Local Government Issues. Nova Science Publishers Inc., 2006. 



 

 314 

 

Johal, Sarbjit S. "Psychosocial impacts of quarantine during disease outbreaks and interventions that 

may help to relieve strain." The New Zealand Medical Journal (Online) 122, no. 1296 (2009). 

 

Jonsen, Albert R.. The birth of bioethics. Oxford University Press, 2003. 

 

Katona, Peter, and Judit Katona-Apte. "The interaction between nutrition and infection." Clinical 

 Infectious Diseases 46, no. 10 (2008): 1582-1588. 

 

Katz, Rebecca, Andrea Vaught, Adrienne Formentos, and Jordan Capizola. "Raising the Yellow Flag: 

 State Variation in Quarantine Laws." Journal of Public Health Management and Practice 24, 

 no. 4 (2018): 380-384. 

 

Kellman, Barry. "Biological terrorism: legal measures for preventing catastrophe." Harvard Journal of 

 Law & Public Policy 24 (2000): 417. 

 

Keusch, Gerald T. "The history of nutrition: malnutrition, infection and immunity." The Journal of 

 nutrition 133, no. 1 (2003): 336S-340S. 

 

Khaldun, Joneigh S. "In Context--The Turning Point Model State Public Health Act." Virtual Mentor 

 12, no. 9 (2010): 738. 

 

Kickbusch, Ilona, and Evelyne de Leeuw. "Global public health: revisiting healthy public policy at the 

 global level." Health promotion international 14, no. 4 (1999): 285-288. 

 

Kimani, James K., Remare Ettarh, Abdhalah K. Ziraba, and Nelly Yatich. "Marital status and risk of 

 HIV infection in slum settlements of Nairobi, Kenya: results from a cross-sectional survey." 

 African journal of reproductive health 17, no. 1 (2013): 103-113. 

 

Krämer, Alexander and Md. Mobarak Hossain Khan, “Global Challenges of Infectious Disease 

Epidemiology” in Modern infectious disease epidemiology: Concepts, methods, mathematical 

models, and public health, edited by Alexander Krämer, Mirjam Kretzschmar, and Klaus 

Krickeberg, Springer Science & Business Media, 2010.  

 

Kumar, Shailesh, "Burnout and doctors: prevalence, prevention and intervention." In Healthcare, vol. 

4, no. 3,  Multidisciplinary Digital Publishing Institute, 2016.  

 

Kwon, Sunkyo, ed. Gerontechnology: Research, practice, and principles in the field of technology and 

aging. Springer Publishing Company, 2016. 

 

Lai, Hongyi. “Managing Pandemic/Epidemic Crises: Institutional Set-up and Overhaul” in China's 

Crisis Management, edited by Jae Ho Chung, New York: Routledge, 2012. 

 

Laine, Carolee. Ebola Outbreak. Minneapolis: Abdo Publishing, 2016. 

 

Laxminarayan, Ramanan, Adriano Duse, Chand Wattal, Anita KM Zaidi, Heiman FL Wertheim, 

 Nithima Sumpradit, Erika Vlieghe et al. "Antibiotic resistance—the need for global solutions." 

 The Lancet infectious diseases 13, no. 12 (2013): 1057-1098. 

 



 

 315 

Leavitt, Judith Walzer, and Ronald L. Numbers, eds. Sickness and health in America: Readings in the 

 history of medicine and public health. Univ of Wisconsin Press, 1997. 

 

Leavitt, Judith Walzer. Typhoid Mary:captive to the public's health. Beacon Press, 2014. 

 

Lee, Gary, and Penny Bishop. Microbiology and infection control for health professionals, 5th ed. 

 Pearson Higher Education AU, 2013. 

 

 

Lee, Kelley, and Derek Yach, “Globalization and Health”, in International public health: diseases, 

programs, systems and policies, edited by Michael H. Merson, Robert E. Black, and Anne J. Mills, 

Jones & Bartlett Learning, 2006. 

 

Lee, Lisa M. "Public health ethics theory: review and path to convergence." The Journal of Law, 

Medicine & Ethics 40, no. 1 (2012): 85-98. 

 

Leider, Jonathon P., Debra DeBruin, Nicole Reynolds, Angelica Koch, and Judy Seaberg. "Ethical 

guidance for disaster response, specifically around crisis standards of care: A systematic review." 

American journal of public health 107, no. 9 (2017): e1-e9. 

 

Levin, B. W., and A. R. Fleischman. "Public health and bioethics: The benefits of collaboration." 

American Journal of Public Health 92, no. 2 (2002): 165-167. 

 

Leviton, Laura C. Scott D. Rhodes and Carol S. Chang, “Public Health: Policy, Practice and 

Perceptions” in Jonas and Kovner's Health Care Delivery in the United States, 10th edition., edited 

by Anthony R. Kovner, and James Knickman, New York: Springer Publishing Company LLC: 

2011. 

 

Lezotre, Pierre-Louis . International Cooperation, Convergence and Harmonization of Pharmaceutical 

Regulations: A Global Perspective. Academic Press, 2013. 

 

Liu, Joanne. "Disease outbreak: Finish the fight against Ebola." Nature News 524, no. 7563 (2015): 27. 

 

Lu, Xiaoli, and L. A. N. Xue. "Managing the Unexpected: Sense‐Making in the Chinese Emergency 

Management System." Public Administration 94, no. 2 (2016): 414-429. 

 

 

Lundy, Karen Saucier, and Sharyn Janes, Community Health Nursing: Caring for the Public's Health, 

2nd ed.  Sudbury: Jones and Bartlett, 2009 

 

Lusk, Brigid, Arlene W. Keeling, and Sandra B. Lewenson. "Using nursing history to inform decision-

 making: Infectious diseases at the turn of the 20th century." Nursing outlook 64, no. 2 (2016): 

 170-178. 

 

Lutwick, Larry I.  and Suzanne M. Lutwick (ed.). Beyond Anthrax. Humana Press, 2009.  

 

M.E. Sharpe Inc. “Frontier Health and Quarantine Law of the People’s Republic of China.” Chinese 

Law and Government, vol. 39, no. 2, March/April 2006. 

 



 

 316 

M.E. Sharpe Inc. “Regulations for the Implementation of the Frontier Health and Quarantine Law of 

the People’s Republic of China.” Chinese Law and Government, vol. 39, no. 2, March/April 2006, 

 

Macphail, Theresa The Viral Network: A Pathography of the H1N1 Influenza Pandemic, Ithaca, 

Cornell University Press, 2014. 

 

Madden, L. V., and M. Wheelis. "The threat of plant pathogens as weapons against US crops." Annual 

Review of Phytopathology 41, no. 1 (2003): 155-176. 

 

Maine Academy of Medicine and Science, Journal of Medicine and Science vol.10 

 Malloch, Kathy, and Tim Porter-O'Grady, eds. Introduction to evidence-based practice in nursing and 

health care. Jones & Bartlett Learning, 2010.  

 

Manning, Patrick. Migration in world history. Routledge, 2012. 

 

Marano, Nina, Paul M. Arguin, and Marguerite Pappaioanou. "Impact of globalization and animal trade 

on infectious disease ecology." Emerging infectious diseases 13, no. 12 (2007): 1807. 

 

Marckmann, Georg, Harald Schmidt, Neema Sofaer, and Daniel Strech. "Putting public health ethics 

into practice: a systematic framework." Frontiers in public health 3 (2015): 23 

 

Markovits, Daniel. "Quarantines and distributive justice." The Journal of Law, Medicine & Ethics 33, 

no. 2 (2005): 323-344. 

 

Martens, Pim, and Lisbeth Hall. "Malaria on the move: human population movement and malaria 

transmission." Emerging infectious diseases 6, no. 2 (2000): 103. 

 

Martin, William. "Legal and public policy responses of states to bioterrorism." American journal of 

public health 94, no. 7 (2004): 1093-1096. 

 

Martinez-Paloma, Aldofo. “Article 14: Social Responsibility and Health” in “The UNESCO universal 

declaration on bioethics and human rights: Background, principles and application”, edited by 

Henk ten Have, and  Michèle Jean. Unesco, 2009. 

 

Marušić, Ana. "Global health-multiple definitions, single goal." Annali dell'Istituto superiore di sanita 

49 (2013): 2-3. 

 

Mason, Katherine A. "Becoming Modern after SARS. Battling the H1N1 Pandemic and the Politics of 

Backwardness in China′ s Pearl River Delta." BEHEMOTH-A Journal on Civilisation 3, no. 3 

(2010): 8-35. 

 

Mason, Katherine A. Infectious Change: Reinventing Chinese Public Health After an Epidemic. 

Stanford: Stanford University Press, 2016. 

 

Matthews III, Charles Edwards, Wilma Wooten, María Gudelia Rangel Gomez, Justine Kozo, April 

Fernandez, and Victoria D. Ojeda. "The California border health collaborative: a strategy for 

leading the border to better health." Frontiers in public health 3 (2015): 141. 

 

 



 

 317 

McCarthy, M. "CDC rejects mandatory quarantine for travelers arriving from Ebola stricken nations." 

British Medical Journal (Clinical research ed.) 349 (2014): g6499. 

 

McLean, D. "Gold, Fire and Gallows: Quarantine in History." History Today 64 (2014): 12. 

 

Meinhardt, Patricia L. "Water and bioterrorism: preparing for the potential threat to US water supplies 

and public health." Annu. Rev. Public Health 26 (2005): 213-237. 

 

Mercer, Alex. Infections, chronic disease, and the epidemiological transition: a new perspective.   

 University of Rochester Press, 2014. 

 

Merson, Michael H. Robert E. Black, Anne J. Mills “Introduction,” in Global health: diseases, 

programs, systems and policies, 3rd ed., edited by Michael H. Merson, Robert E. Black, and Anne 

J.Mills. Jones & Bartlett Learning, 2012. 

 

Michelson, E. "Individual freedom or collective welfare? An analysis of quarantine as a response to 

global infectious disease." Ethics and Infectious Disease (2006): 53-69. 

 

Miles, Steven H. "Kaci Hickox: public health and the politics of fear." The American Journal of 

Bioethics 15, no. 4 (2015): 17-19. 

 

Mwambi Henry G., and Khangelani Zuma, “Mapping and Modeling Disease Risk Among Mobile 

Populations,” in Population Mobility and Infectious Disease, edited by Yorghos Apostolopoulos, 

and Sevil Sonmez, New York: Springer Science + Business, 2007. 

 

Myser, C. "Defining" global health ethics": offering a research agenda for more bioethics and 

multidisciplinary contributions-from the global south and beyond the health sciences-to enrich 

global health and global health ethics initiatives." (2015): 5-10. 

 

Naicker, Preneshni R. "The impact of climate change and other factors on zoonotic diseases." Archives 

of Clinical Microbiology 2, no. 2 (2011). 

 

Neiderud, Carl-Johan. "How urbanization affects the epidemiology of emerging infectious diseases." 

Infection ecology & epidemiology 5, no. 1 (2015): 27060. 

 

Newbold, Bruce K., Population geography: tools and issues. Rowman & Littlefield, 2017. 

 

Nie, Jing-Bao. “The Specious Idea of an Asian Bioethics: Beyond Dichotomizing East and West,” in 

Principles of Health Care Ethics, 2nd ed, edited by Richard Edmund Ashcroft, Angus Dawson, 

Heather Draper, John McMillan, West Sussex: John Wiley, 2007. 

 

Nolan, Patricia A., "Chemical, Biologic, and Nuclear Quarantine,"in  Disaster Medicine 3rd. ed., edited 

by Gregory R. Ciottone, Philadelphia: Moby, 2006. 

 

Novick, Lloyd F.  and Cynthia B. Morrow, “Defining Public Health: Historical and Contemporary 

Developments” in Public Health Administration: Principles for Population Based Management 2nd 

edition, edited by Lloyd Novack, Cynthia B. Morrow and Glen Mays, Sudbury: Jones and Bartlett 

Publishers, 2008. 

 



 

 318 

Nyenswah, Tolbert, David J. Blackley, Tabeh Freeman, Kim A. Lindblade, Samson K. Arzoaquoi, 

Joshua A. Mott, Justin N. Williams, Cara N. Halldin, Francis Kollie, and A. Scott Laney. 

"Community quarantine to interrupt Ebola virus transmission-Mawah Village, Bong County, 

Liberia, August-October, 2014." MMWR. Morbidity and mortality weekly report 64, no. 7 (2015): 

179-182. 

 

Oberholtzer, Katherine,Laura Sivitz, Alison Mack, Stanley Lemon, Adel Mahmoud, and Stacey 

Knobler, eds. Learning from SARS: Preparing for the Next Disease Outbreak: Workshop Summary. 

National Academies Press, 2004. 

 

O'brien, Robert, and Marc Williams. Global political economy: Evolution and dynamics. Macmillan 

International Higher Education, 2016. 

 

Orbinski, James, "Global health, social movements, and governance," in Governing Global Health, 

edited by Andrew F. Cooper, John J. Kirton, and Ted Schrecker, New York:Routledge, 2007. 

 

Orent, Wendy. Plague: the mysterious past and terrifying future of the world's most dangerous disease. 

Simon and Schuster, 2004. 

 

Page, Erin M. "Balancing Individual Rights and Public Health Safety During Quarantine: The US and 

Canada." Case W. Res. J. Int'l L. 38 (2006): 517. 

 

Pang, Xinghuo, Peng Yang, Shuang Li, Li Zhang, Lili Tian, Yang Li, Bo Liu et al. "Pandemic (H1N1) 

2009 among quarantined close contacts, Beijing, People’s Republic of China." Emerging infectious 

diseases 17, no. 10 (2011): 1824. 

 

Patel, Kant, and Mark E. Rutheshsky, The Politics of Public Health in the United States. New York: 

Routledge, 2005. 

 

Peak, Corey M., Lauren M. Childs, Yonatan H. Grad, and Caroline O. Buckee. "Comparing 

nonpharmaceutical interventions for containing emerging epidemics." Proceedings of the National 

Academy of Sciences 114, no. 15 (2017): 4023-4028. 

 

Phua, Kai-Lit. "Ethical dilemmas in protecting individual rights versus public protection in the case of 

infectious diseases." Infectious Diseases: Research and Treatment 6 (2013): IDRT-S11205. 

 

Pinto Dias, João Carlos. "Human chagas disease and migration in the context of globalization: some 

particular aspects." Journal of tropical medicine 2013 (2013). 

 

Piot, Peter, Jean-Jacques Muyembe, and W. John Edmunds. "Ebola in west Africa: from disease 

outbreak to humanitarian crisis." The Lancet Infectious Diseases 14, no. 11 (2014): 1034-1035. 

 

Poland, Gregory A., and Robert M. Jacobson. "The re-emergence of measles in developed countries: 

time to develop the next-generation measles vaccines?." Vaccine 30, no. 2 (2012): 103. 

 

Pope, Sarah, Nisha Sherry, and Elizabeth Webster. "Protecting civil liberties during quarantine and 

isolation in public health emergencies." Law Practice Today (2011). 

 

Price, Polly J. "Do State Lines Make Public Health Emergencies Worse: Federal versus State Control 



 

 319 

of Quarantine." Emory Law Journal 67 (2017): 491. 

 

Puzio, Dorothy. "An overview of public health in the new millenium: individual liberty vs. public 

safety." JL & Health 18 (2003): 173. 

 

Rayner, Geof, and Tim Lang. Ecological Public Health: Reshaping the Conditions for Good Health. 

New York: Routledge, 2012. 

 

Relman, David A., and Eileen R. Choffnes, eds. The causes and impacts of neglected tropical and 

zoonotic diseases: opportunities for integrated intervention strategies. National Academies Press, 

2011.  

 

Rhinehart, Emily, and Mary M. Friedman, Infection Control in Home Care, Gaithersburg, Aspen 

Publishers Inc., 1999. 

 

Riegelman,Richard, and Brenda Kirkwood. Public Health 101. Jones & Bartlett Learning, 2014. 

 

Rivel, Michel , “Article 12: Respect for Cultural Diversity and Pluraism.”  in “The UNESCO universal 

declaration on bioethics and human rights: Background, principles and application”, edited by 

Henk ten Have, and  Michèle Jean. Unesco, 2009. 

 

Robinson, O.F., Ancient Rome: City Planning and Administration. New York: Routledge, 1992. 

 

Rodriguez-Lecompte, Juan C., Sudhansu Sekhar, and Tomy Joseph, “Zoonotic Implications of Avian 

and Swine Influenza” in Zoonotic Pathogens in the Food Chain, edited by Denis O. Kraus and 

Stephen Hendrick, United Kingdom: CABI, 2011. 

 

Rogers, Wendy, Catriona Mackenzie, and Susan Dodds. "Why bioethics needs a concept of 

vulnerability." IJFAB: International Journal of Feminist Approaches to Bioethics 5, no. 2 (2012): 

11-38. 

 

Rollinson, Ryan . "Public Health and Human Rights in an Era of Epidemics." Advocate’s Forum 

(2015): 48-55. 

 

Rothstein, Mark A. "From SARS to Ebola: legal and ethical considerations for modern quarantine." 

Ind. Health L. Rev. 12 (2015): 227. 

 

Rothstein, Mark A. “Rethinking the Meaning of Public Health” in Public Health Ethics: Theory Policy 

and Practice, ed. Ronald Bayer, Lawrence O. Gostin, Bruce Jennings, and Bonnie Steinbock, New 

York: Oxford University Press, 2007. 

 

Rothstein, M. A. "The moral challenge of ebola." American Journal of Public Health 105, no. 1 (2015): 

6-8. 

 

Rothstein, Mark A., and Meghan K. Talbott. "Encouraging compliance with quarantine: a proposal to 

provide job security and income replacement." American journal of public health 97, no. 

Supplement_1 (2007): S49-S56. 

 

Rowe, Rosemary, and Michael Calnan. "Trust relations in health care—the new agenda." The 



 

 320 

European Journal of Public Health 16, no. 1 (2006): 4-6. 

 

Rowitz, Louis. Public health leadership. Jones & Bartlett Publishers, 2013. 

 

Rowitz,Louis. Public health leadership: Putting principles into practice, 2nd ed. Jones & Bartlett 

Publishers, 2009 

 

Rosen, George. A History of Public Health, expanded ed. Baltimore: The John Hopkins University 

Press, 1993. 

 

Ryan, Jeffrey. Biosecurity and bioterrorism: containing and preventing biological threats. 

Butterworth-  Heinemann,2016. 

 

Schabas, Richard. "Is the quarantine act relevant?." Canadian Medical Association Journal 176, no. 13 

 (2007): 1840-1842. 

 

Schabas, Richard. "Severe acute respiratory syndrome: Did quarantine help?." Canadian Journal of 

 Infectious Diseases and Medical Microbiology 15, no. 4 (2004): 204-204. 

 

Selgelid, Michael J. "Ethics and infectious disease." In World Congress of Bioethics, VI, Oct, 2002, 

 Brasilia, Brazil; A version of this paper was presented at the aforementioned conference. 

 Blackwell Publishing, 2006. 

 

Shannon, Thomas  A. (ed). Health care policy: a reader. Vol. 3. Rowman & Littlefield, 2004.  

 

Shaw, Frederic E., Karen L. McKie, Clint A. Liveoak, Richard A. Goodman, and State Public Health 

 Counsel Review Team. "Legal tools for preparedness and response: variation in quarantine 

 powers among the 10 most populous US states in 2004." American Journal of Public Health 97, 

 no. Supplement_1 (2007): S38-S43. 

 

Shi, Leiyu and James A. Johnson, “Global health: Challenges and Opportunities” in  Novick & 

Morrow's Public Health Administration, edited by Leiyu Shi, and James A. Johnson, Jones & 

Bartlett Publishers, 2013. 

 

Singer, Merrill. Anthropology of infectious disease. Routledge, 2016. 

 

Smart, Alan, and Josephine Smart, “Biosecurity, Quarantine, and Life Across the Border.” in A 

Companion to Border Studies, edited by Thomas M. Wilson and Hastings Donnan Malden: John 

Wiley & Sons, 2016. 

 

Smith, K. M., C. Zambrana-Torrelio, A. White, M. Asmussen, C. Machalaba, S. Kennedy, K. Lopez et 

al. "Summarizing US wildlife trade with an eye toward assessing the risk of infectious disease 

introduction." EcoHealth 14, no. 1 (2017): 29-39. 

 

Soto, S. M. "Human migration and infectious diseases." Clinical Microbiology and Infection 15 (2009): 

26-28. 

 

Spellberg, Brad, Robert Guidos, David Gilbert, John Bradley, Helen W. Boucher, W. Michael Scheld, 

John G. Bartlett, John Edwards Jr, and Infectious Diseases Society of America. "The epidemic of 



 

 321 

antibiotic-resistant infections: a call to action for the medical community from the Infectious 

Diseases Society of America." Clinical infectious diseases 46, no. 2 (2008): 155-164. 

 

Spray, Sharon L., and Matthew David Moran, eds. Tropical deforestation. Rowman & Littlefield, 

2006. 

 

Stapleton, Greg, Peter Schröder-Bäck, Ulrich Laaser, Agnes Meershoek, and Daniela Popa. "Global 

health ethics: an introduction to prominent theories and relevant topics." Global health action 7, no. 

1 (2014): 23569.  

 

Stedman, Thomas L. "Twentieth Century Practice. An International Encyclopedia Of Modern Medical 

 Science." The American Journal of the Medical Sciences 110, no. 3 (1895): 323-325. 

 

Stone, John R. and Annette Dula, “Race/Ethnicity, Trust, and Health Disparities: Trustworthiness, 

Ethics and Action,” in Cultural Proficiency in Addressing Health Disparities, edited by Sade 

Kosoko-Lasaki, Cynthia T. Cook, and Richard L. O'brien Sudbury: Jones & Bartlett Publishers, 

2009. 

 

Sutcliffe, Catherine G..Wendy W. Davis, and David D. Celantano, "Prevention of Infectious Diseases," 

 Infectious Disease Epidemiology: Theory and Practice 3rd ed., edited by Kenrad E. Nelson, 

 Carolyn Masters Williams Burlington: Jones & Bartlett Learning, 2014. 

 

Tam, Theresa WS, Jillian E. Sciberras, Susan E. Tamblyn, Arlene King, and Yves Robert. "The 

 Canadian pandemic influenza plan: an evolution to the approach for national communicable 

 disease emergencies." In International Congress Series, vol. 1263, pp. 239-242. Elsevier, 2004. 

 

Taubenberger, Jeffery K., and David M. Morens. "1918 Influenza: the mother of all pandemics." 

 Emerging infectious diseases 12, no. 1 (2006): 15. 

 

ten Have, Henk. Global Bioethics: An Introduction, Routledge, 2016. 

 

ten Have, Henk, Vulnerability: challenging bioethics. Routledge, 2016.  

 

ten Have, Henk, and Bert Gordijn, eds. Handbook of global bioethics. Vol. 4. New York: Springer, 

2014. 

 

ten Have, Henk, and Michèle Jean, “Introduction” in “The UNESCO universal declaration on bioethics 

and human rights: Background, principles and application”, edited by Henk ten Have, and Michèle 

Jean. Unesco, 2009. 

 

Thompson, Alison K. "Bioethics meets Ebola: exploring the moral landscape." British medical bulletin 

117, no. 1 (2016). 

 

Thompson, Andrew R.C., Rebecca J. Traub, and Nevi Parameswaran, “Molecular Epidemiology of 

Food-borne Parasitic Zoonoses” in Food-born Parasitic Zoonoses: Fish and Plant-borne Parasites, 

edited by K. Darwin Murrell and Bernard Fried New York: Springer, 2007. 

 

Tognotti, Eugenia. "Lessons from the history of quarantine, from plague to influenza A." Emerging 

infectious diseases 19, no. 2 (2013): 254. 



 

 322 

 

Totten, Robbie J. "Epidemics, national security, and US immigration policy." Defense & Security 

 Analysis 31, no. 3 (2015): 199-212. 

 

Tracy, C. Shawn, Elizabeth Rea, and Ross EG Upshur. "Public perceptions of quarantine: community-

 based telephone survey following an infectious disease outbreak." BMC Public Health 9, no. 1 

 (2009): 470. 

 

Troncoso, Alcides. "Ebola outbreak in West Africa: a neglected tropical disease." Asian Pacific 

Journal     of Tropical Biomedicine 5, no. 4 (2015): 255-259. 

 

Trotter, Griffin. "The UNESCO Declaration on Bioethics and Human Rights: A canon for the ages?." 

 Journal of Medicine and Philosophy 34, no. 3 (2009): 195-203. 

 

Tulchinsky, Theodore, Elena Varavicova, and  A. Bold. The new public health: An introduction for 

 the 21st century, 2nd ed. Elsevier Academic Press, 2009. 

 

Turncock, Bernard J. Essentials of public health. Jones & Bartlett Publishers, 2007. 

 

Turnock, Bernard J. Public Health: What it is and How it Works, 6th ed. Burlington: Jones and Bartlett 

Learning, 2015. 

 

TyShenko, Michael G. and Cathy Paterson. SARS Unmasked: Risk Communication of Pandemics and 

Influenza in Canada. Montral: McGill-Queen's University Press, 2010 

 

Upshur, Ross. "The ethics of quarantine." Virtual Mentor 5, no. 11 (2003). 

 

van den Hoven, Mariëtte,  “Reasonable Limits to Public Health demands,” in Ethics, Prevention and 

Public Health, edited by Angus Dawson and Marcel Verwij, New York: Oxford University Press, 

2007. 

 

Vynnycky, Emilia, and Richard White. An introduction to infectious disease modelling. Oxford 

 University Press, 2010. 

 

Wang, Tsung-Hsi, Kuo-Chen Wei, Chao Agnes Hsiung, Susan A. Maloney, Rachel Barwick Eidex, 

 Drew L. Posey, Wei-Hui Chou, Wen-Yi Shih, and Hsu-Sung Kuo. "Optimizing severe acute 

 respiratory syndrome response strategies: lessons learned from quarantine." American journal 

 of public health 97, no. Supplement_1 (2007): S98-S100. 

 

Waterman, Stephen H., Miguel Escobedo, Todd Wilson, Paul J. Edelson, Jeffrey W. Bethel, and Daniel 

 B. Fishbein. "A new paradigm for quarantine and public health activities at land borders: 

 opportunities and challenges." Public Health Reports 124, no. 2 (2009): 203-211. 

 

Watstein, Sarah, and John Jovanovic. Statistical handbook on infectious diseases. Greenwood 

 Publishing Group, 2003. 

 

Weiss, Martin Meyer, Peter D. Weiss, and Joseph B. Weiss. "Anthrax vaccine and public health 

policy."  American journal of public health 97, no. 11 (2007): 1945-1951. 

 



 

 323 

Wertheim, Heiman FL, Peter Horby, and John P. Woodall, eds. Atlas of human infectious diseases. 

John  Wiley & Sons, 2012. 

 

Wheelis, M., Casagrande, R., & Madden, L. V. (2002). Biological Attack on Agriculture: Low-Tech, 

 High-Impact Bioterrorism: Because bioterrorist attack requires relatively little specialized 

 expertise and technology, it is a serious threat to US agriculture and can have very large 

 economic repercussions. AIBS Bulletin, 52(7), 569-576. 

 

Whetten, Kathryn, Jane Leserman, Rachel Whetten, Jan Ostermann, Nathan Thielman, Marvin Swartz, 

 and Dalene Stangl. "Exploring lack of trust in care providers and the government as a barrier to 

 health service use." American journal of public health 96, no. 4 (2006): 716-721. 

 

Wilson, Reid, Epidemic: Ebola and the Global Scramble to Prevent the Next Killer Outbreak. 

Brookings Institution Press, 2018. 

 

Wingate, Martha S., Emily C. Perry, Paul H. Campbell, Prabu David, and Elizabeth M. Weist. 

 "Identifying and protecting vulnerable populations in public health emergencies: addressing 

 gaps in education and training." Public Health Reports 122, no. 3 (2007): 422-426. 

 

Wood, Mary B. and Michael Wood. Ancient Medical Technology: From Herbs to Scalpels, 

Minneapolis: Twenty-First Century Books, 2011. 

 

Wrigley, Anthony, and Angus Dawson. "Vulnerability and Marginalized Populations." in Public 

Health Ethics: Cases Spanning the Globe, pp. 203-240. Springer, Cham, 2016. 

 

Wynia, Matthew K. "Ethics and public health emergencies: encouraging responsibility." American 

journal of bioethics 7, no. 4 (2007): 1-4. 

 

Yudell, Michael. “Public Health Ethics: An Update on an Emerging Field”, in The Penn Center Guide 

to Bioethics, edited by Varit Ravisky, Autumn Fiester, and Arthur L. Caplan. New York: Springer, 

2009. 

 

Zgodzinski, Eric and L. Fleming Fallon jr, “The History of Public Health.” in Essentials of  Public 

Health Management, edited by.  L. Fleming Fallon jr. and Eric Zgodzinski, (Sudbury: Jones and 

Bartlett, 2005 


	Duquesne University
	Duquesne Scholarship Collection
	Spring 5-10-2019

	Public Health Policy: An Ethical Analysis of Quarantine
	Dina Alqahtani
	Recommended Citation


	Public Health Policy: An Ethical Analysis of Quarantine

