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The international community recognizes that
an influenza pandemic could have devastat-
ing global effects. And as recent disasters like

Hurricane Katrina and the Indian Ocean tsunami
have shown, people who are already economically
and socially disadvantaged will probably suffer the
pandemic’s greatest burdens.1 They will be among
those least likely to receive effective medical counter-
measures or to benefit from nonmedical public
health interventions, and they will be among those

most likely to die as a result of infection. A recent
paper by C.J. Murray and colleagues predicts that if
a pandemic similar to that of 1918-1919 emerged
today, 96 percent of the deaths would occur in the
developing world.2 Disparities between the disadvan-
taged and those who are better off can also be ex-
pected within countries. There is evidence from
1918 that in both wealthy and developing countries,
lower social classes and oppressed groups had sub-
stantially higher mortality rates than the dominant
or ruling population.3

In addition to immediate morbidity and mortali-
ty, an influenza pandemic would also bring about se-
vere social and economic disruption. And here, too,
the burdens would likely not be distributed evenly.

Because an influenza pandemic would create the most serious hardships for those who already face

most serious hardships, countries should take special measures to mitigate the effect of a pandemic on

existing social inequalities. Unfortunately, there is little evidence that anybody is thinking about that.
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There are already reports that efforts
to contain the spread of highly patho-
genic avian influenza through forced
culling and restrictions on backyard
poultry farming are creating serious
hardships for disadvantaged groups.
Poor women and children whose
chickens are their only source of inde-
pendent income and small-scale
farmers who are struggling to over-
come severe poverty and achieve sta-
ble livelihoods are particularly vulner-
able.4 The potential for a pandemic to
exacerbate existing social and eco-
nomic inequalities underscores the
importance of considering a pandem-
ic not only as a pressing public health
issue, but also as an urgent matter of
social justice.

Social Justice and Pandemic
Influenza

Social justice is concerned with how
features of the social structure re-

sult in systematic inequalities and dis-
advantages in well-being.5 In the con-
text of planning for and responding
to a pandemic, social justice demands
that attention be given to groups
characterized by severe poverty or by
features that contribute to subordi-
nate social status and power, such as
gender, race, ethnicity, and religion.6

Although the World Health Organi-
zation holds that pandemic influenza
plans should include consideration of
“ethical issues,” its Checklist for In-
fluenza Pandemic Preparedness Plan-
ning does not specifically address the
needs of socially and economically
disadvantaged groups.7 Similarly, al-
though a number of articles and re-
ports have addressed important ethi-
cal considerations raised by the threat
of a pandemic8—including four
working papers prepared as part of
the WHO’s initiative on ethical issues
in influenza pandemic planning9—
only one published paper explicitly
frames a pandemic as an important
social justice issue.10

To address this gap, an interna-
tional panel of experts in public
health, animal health, virology, medi-
cine, public policy, economics,

bioethics, law, and human rights met
in Bellagio, Italy, in July 2006.11 The
panel, which came to be called “the
Bellagio Group,” was comprised of
twenty-four individuals from eleven
countries and convened by two of the
authors with support from the Rock-
efeller Foundation. Their charge was
to identify current and potential re-
sponses to pandemic influenza that
are likely to have profound effects on
the world’s disadvantaged, and to rec-
ommend concrete steps to prevent—
or at least mitigate—those outcomes
that are the most unjust. The group
summarized its conclusions in a
“Statement of Principles” that en-
courages policy-makers to take the in-
terests of the disadvantaged into ac-
count as an essential component of
avian and pandemic influenza pre-
paredness planning and response.12

Accompanying the statement is a se-
ries of concrete “checklists” intended
to provide specific guidance to plan-
ners and those working in the field
(epidemiologists and animal health
workers, for example).

One of these checklists addresses
the development of pandemic pre-
paredness and response plans (Figure
1).13 It proposes three principal crite-
ria. Planners should: (1) explicitly
identify disadvantaged groups within

society; (2) engage these groups in the
planning process, either directly or
through their representatives; and (3)
identify and address the special needs
of disadvantaged groups in the con-
text of a pandemic.

This paper explores the extent to
which existing national pandemic
plans meet the criteria set forth in the
Bellagio Group’s checklist. Although
several reviews of national pandemic
plans have appeared in the literature,
each focusing on particular aspects of
those plans,14 this paper is the first, to
our knowledge, to address social jus-
tice considerations from the stand-
point of the needs and interests of so-
cially and economically disadvan-
taged groups.

National Pandemic
Preparedness Plans

We collected plans from Web
sites that compile planning

documents, such as the World Health
Organization and the United Na-
tions. In addition, we used the
Google search engine to locate docu-
ments on the Web sites of national
ministries of health. Finally, we con-
tacted each of the WHO National In-
fluenza Centers, representing eighty-
three countries, and requested access

Figure 1
The Bellagio Group’s Checklist for Pandemic Influenza 

Preparedness and Response Plans

In the development, refinement, and testing of regional, national, and local pan-
demic influenza preparedness and response plans, governments and relevant
institutions should:

1. Identify and enumerate both those groups who are traditionally dis-
advantaged and those who are likely to be disproportionately affect-
ed by preparations for an influenza pandemic, responses to a pan-
demic, and by a pandemic itself.

2. Engage disadvantaged groups and/or their representatives in the
planning process.

3. Identify and address the special needs of disadvantaged groups in the
context of recommendations and policies to prepare for and re-
spond to an influenza pandemic.
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to official plans. The search and re-
trieval process occurred between April
6, 2006, and July 1, 2006. We distin-
guished between plans that address
responses to a human influenza pan-
demic and those that focus on in-
fluenza as an avian disease (that is, an
epi- or panzootic), including all plans
that addressed the issue of human
pandemic influenza, whether avail-
able in draft or final form, published
or unpublished.15 We did not review
documents that pertained solely to
avian influenza preparedness or those
that were not available in English.

Using the Bellagio Group’s Check-
list for Pandemic Influenza Prepared-
ness and Response Plans as a guide, we
reviewed each of the plans and identi-
fied passages that (1) identified social-
ly or economically disadvantaged
groups; (2) described the engagement
of disadvantaged groups (or their rep-
resentatives) in the planning process;
(3) discussed the special needs of dis-
advantaged groups or described ways
to address these needs. Each plan was
read by one of three researchers. (To
ensure that all three would produce
sufficiently similar results, they were
trained by completing an in-depth re-
view of one plan.)

Countries were classified by region
and level of development (low, mid-
dle, and high income) as determined
by the World Bank, which classifies
countries based on per capita in-
come.16 We also noted the date of
each plan (when it was published or
distributed) to determine if more re-
cent plans differed from older plans
in how they attended to social justice
issues.

We reviewed a total of thirty-seven
plans. Of these, fifteen were from
high-income countries, eighteen from
middle-income countries, and four
from low-income countries. Sixteen
plans were from Europe; fourteen
from Asia and the Pacific; four from
the Middle East and Africa; and three
from the Americas (see Figure 2 and
Table 1). The date of plan
release/publication ranged from Au-
gust 2001 to January 2006. Not all

Table 1
National Pandemic Preparedness Plans 

Included in Review

Region and country Date of publication* Income level†

Europe
Bulgaria 2000 Middle
Czech Republic April 2004 Middle
France January 2006 High
Greece October 2005 High
Hungary September 2003 Middle
Ireland 2002 High
Italy 2005* High
Lithuania September 2005 Middle
Montenegro October 2005 Middle
Norway July 2003 High
Poland 2005* Middle
Serbia October 2005 Middle
Slovak Republic August 2001 Middle
Spain May 2005 High
United Kingdom October 2005 High

Asia and Pacific
Australia June 2005 High
China 2006 Middle
East Timor November 2005 Low
Fiji November 2005 Middle
Hong Kong February 2005 High
India December 2005 Low
Japan November 2005 High
Nauru August 2005 Middle
New Zealand November 2005 High
Palau October 2005 Middle
Philippines October 2005 Middle
Singapore December 2005 High
Thailand May 2005 Middle
Tonga 2006 Middle
Vietnam September 2005 Low

Middle East and Africa
Bahrain November 2005 High
West Bank/Gaza 2005* Middle
Ghana December 2005 Low
South Africa 2002 Middle

Americas
Brazil September 2005 Middle
Canada September 2004 High
United States November 2005 High

* For purpose of this analysis, plans that use a six-phase pandemic response framework are
assumed to have been published after March 2005, as the WHO did not formally adopt this
scheme until late 2005.

† Level of development, as categorized by the World Bank (“Data and Statistics: Country
Classification by Income Level,” 2007; http://www.worldbank.org).
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plans indicated the exact date of pub-
lication, but we were able to estimate
dates based on whether the plan used
the six-phase model for pandemic
preparedness adopted by the WHO
in 2005.17 (See Table 1 for descriptive
information about all thirty-seven
plans.)

Because our search strategy relied
primarily on the Internet, our sample
may not be fully representative of all
written plans, especially those of low-
income countries. These countries
may lack the resources to disseminate
pandemic plans in this way or to pro-
vide English translations of their
plans; however, they are also less like-
ly (due to resource constraints) to de-
velop written plans in the first place.
Low-income countries were under-
represented in the sample for these
reasons. Although we believe that our
exhaustive search strategy captured
the universe of plans that were pub-
lished at the time we were collecting
our data, our findings are not general-
izable to plans that have not been
published because of technical chal-

lenges or concerns over the sensitivity
of information. Because the goal of
our review was to explore how coun-
tries typically have (or have not) con-
sidered disadvantaged populations in
the context of pandemic preparedness
(rather than to assess individual coun-
tries’ plans), we describe our findings
in the aggregate.

Identification of Economically
and Socially Disadvantaged
Groups

The first item in the Bellagio
Group’s checklist calls for plans

to explicitly identify disadvantaged
groups, including those such as the
poor and political minorities who, be-
cause they were already disadvan-
taged, are likely to benefit less from
pandemic responses and suffer more
from a pandemic than the rest of the
population, as well as those such as
poultry farmers who are likely to be
disproportionately burdened by at-
tempts to prevent or contain a pan-
demic. Unfortunately, no plans ex-

plicitly indicated either that they had
systematically identified these groups
or that they were committed to iden-
tifying them. Plans in twenty coun-
tries discussed “vulnerable” individu-
als or groups. However, in all in-
stances, the reference was to individu-
als or groups at increased biological or
medical risk of succumbing to or
transmitting pandemic influenza. For
example, eight plans identified preg-
nant women as a priority for antiviral
medications and vaccines, presum-
ably based on the understanding that
pregnancy increases the risk of serious
medical complications.18 There was
no suggestion that women might be
of special concern because they are
politically or socially disadvantaged.
Indeed, in the countries that identi-
fied pregnant women as vulnerable
(four high-income and four middle-
income countries), the civil rights and
social standing of women are relative-
ly well protected.

Some plans referred to the special
needs of particular economically or
socially disadvantaged groups. Two

Figure 2
National Pandemic Plans Included in Review



36 H A S T I N G S  C E N T E R  R E P O R T July-August 2007

high-income countries and one low-
income country mentioned those
who are “poor,” “uninsured,” or “low-
income,” or who live in “extreme
poverty.”19 Another plan noted the
potential economic disadvantage fac-
ing poultry farmers if concerns about
avian influenza depressed market de-
mand for poultry. Ten plans, all from
high-income countries, identified
groups who might be socially disad-
vantaged or have special needs in the
context of a pandemic. These groups
included racial and ethnic minorities
(five countries), indigenous or native
populations (four), religious groups
(three), groups with greatest exposure
to the virus (three), and immigrants
(two). Socially disadvantaged groups
were mentioned only in the plans of
high-income countries—a disturbing
discovery, as these countries are more
likely than low- and middle-income
countries to have and to enforce
human rights protections.

Most of the plans that mentioned
socially disadvantaged groups also in-
cluded some discussion of why those
groups merited special consideration.
For example, plans that discussed
racial or ethnic minorities or indige-
nous populations frequently noted
that preexisting health disparities be-
tween these groups and the majority
population could persist or worsen in
a pandemic. Two of the three plans
that mentioned religious groups iden-
tified their needs for particular con-
sideration in the context of burial cus-
toms and other religious rites sur-
rounding death. Three plans suggest-
ed that groups in contact with infect-
ed animals (such as farmers and vet-
erinary workers) or with patients
(such as health care workers) may be
stigmatized prior to or during a pan-
demic, and hence require support.
These plans specifically noted the
possibility of social disadvantage (in
the form of stigma) as separate from
the biological disadvantage posed by
increased risk of infection that these
groups would certainly also experi-
ence.

Inclusion of Disadvantaged
Groups in the Planning Process

While the systematic identifica-
tion of disadvantaged groups is

an important step, protecting their
rights and interests is difficult unless
these groups also participate in the
planning process. One of the unjust
features of systematic disadvantage is
political powerlessness and isolation
from civic life. Respecting the rights
of disadvantaged peoples entails in-
volving them in communal decisions,
especially with respect to policies of
great consequence for the well-being
of everyone in society. Disadvantaged
groups also know best how their own
interests are likely to be affected by re-
sponses to a pandemic and by a pan-
demic itself. They are best positioned
to identify the range of barriers and
burdens they will face in implement-
ing public health recommendations
or in accessing medical countermea-
sures, and they are also best posi-
tioned to develop creative responses
and remedies. Engaging disadvan-
taged groups in pandemic planning is
in everyone else’s best interests, too;
an effective response to a pandemic
will require widespread cooperation
throughout society with a range of
government recommendations. Dis-
advantaged groups often have sound,
historically rooted reasons for dis-
trusting their governments. Involving
them in pandemic planning ideally
would engender trust in at least this
one area of public policy, thereby pro-
moting their cooperation should a
pandemic occur.

Unfortunately, there was little evi-
dence in the plans we reviewed that
governments had involved disadvan-
taged groups in pandemic planning.
Seven plans (from three high-income
and four middle- and low-income
countries) explained that, in the
process of developing their pandemic
plans, countries convened stakeholder
committees or meetings that allowed
public participation. However,
whether disadvantaged groups were
represented in this process was un-
clear. Only three plans specifically

discussed policies to engage socially or
economically disadvantaged groups in
the planning process; two plans fo-
cused on indigenous populations, and
one on farmers who might be dispro-
portionately affected by avian in-
fluenza containment measures. All
three countries identified these
groups as being disadvantaged or po-
tentially disadvantaged, as described
above. On the other hand, so far as
we could discern, most of the coun-
tries that identified socially or eco-
nomically disadvantaged groups did
not take the further step of involving
these groups in the planning process.

Admittedly, one cannot easily
draw conclusions about the role of
disadvantaged groups in the planning
process simply by reviewing plans.
Most documents were silent on the
process of plan development; in read-
ing the documents we could make
only limited judgments about
whether or to what extent the public
as a whole had been engaged, let
alone about the specific role of partic-
ular disadvantaged groups. We recog-
nize the challenges countries face in
this endeavor. In a context where gov-
ernments are struggling for effective
mechanisms simply to engage the
“general public,” focusing on ways to
engage subgroups of the population
may appear particularly daunting.
Determining who legitimately speaks
for a disadvantaged group is also diffi-
cult, particularly when such groups
are already distrustful of government
officials.

The difficulty of this task, howev-
er, does not diminish its importance.
Unless pandemic planning engages
disadvantaged groups in the process,
commitments to social justice and the
protection of public health will be
profoundly undermined.

Policies to Address the Needs
of Disadvantaged Groups

Anumber of plans included poli-
cies to address the special needs

of particular disadvantaged groups
with respect to public health commu-
nications and, in a few instances, so-
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cial services. The plans of six high-in-
come countries and one low-income
country called for culturally appropri-
ate communications in a variety of
formats, including the translation of
messages into multiple languages;
three plans also discussed the need to
use communication interventions to
counteract the possible stigmatization
of groups such as farmers and health
care workers. The plans of two high-
income and one middle-income
country discussed the need to provide
economically and socially disadvan-
taged groups with social services; in-
cluding counseling (one plan), tem-
porary housing (one), and the deliv-
ery of food and medications to the
homebound (two). One plan called
upon voluntary organizations, and
another plan encouraged the develop-
ment of “community solidarity” to as-
sist with the provision of social sup-
port services.

Notably absent were policies to ad-
dress the special needs of socially or
economically disadvantaged groups
with respect to medical and public
health interventions. Only two plans
paid specific attention to the barriers
that the poor and other disadvantaged
people are likely to face in securing
access to vaccines and antivirals. One
high-income country’s plan called for
the participation of human services
providers to make vaccine and antivi-
ral drugs available to residents of
homeless youth shelters. One low-in-
come country’s plan committed to
providing access to care for those who
are unable to pay for medical inter-
ventions.

Moreover, the plans rarely ad-
dressed the special needs of economi-
cally and socially disadvantaged
groups in relation to policies about
broader public health interventions
such as travel restrictions, school clos-
ings, and social distancing. For exam-
ple, there was no mention in the
plans we reviewed of the need to en-
sure food and water security, which is
critical to the ability of poor people in
many settings to avoid public places
and remain in their homes. Nor did
the plans address how income loss

and economic disruption associated
with a pandemic might dispropor-
tionately affect those who are already
economically and socially disadvan-
taged. Experts predict economic con-
sequences of a pandemic will be se-
vere, but they describe the effect of a
pandemic in terms of macroeconom-
ic consequences, such as declines in
gross domestic products, rather than
the costs to poor individuals and fam-
ilies.20 A number of plans, however,
consider those who would be newly
disadvantaged, including those who
are disabled as a result of response ac-
tivities (two plans), those whose prop-

erty is confiscated (one), those who
lose wages (one), and recently or-
phaned children (one). Eleven plans
(from two high-income, five middle-
income, and four low-income coun-
tries) discussed compensation to
farmers for losses sustained through
culling of poultry.

Interestingly, such compensation
programs are one instance where de-
veloping countries seem to have
adopted the most proactive strategies
(all of the low-income countries’
plans in our sample discussed com-
pensation, as did nearly one-third of
middle-income countries). This may
reflect both the significance of avian
influenza outbreaks in developing
countries and differences in the struc-
ture of the agricultural sector in dif-
ferent countries. In developing coun-
tries, smallholder poultry farming is
commonplace, and effective disease
control relies on providing incentives
to individual farmers to report sick
animals. In more developed coun-
tries, most poultry production is car-
ried out on an industrial scale, and

producers either absorb the costs of
disease control on their own or rely
on private insurance mechanisms to
contain losses.

It is noteworthy that countries
were more likely to develop policies to
protect or compensate those who may
become disadvantaged by a pandemic
(or the threat of a pandemic) than
those who are likely to suffer dispro-
portionately because they are already
disadvantaged. While reacting to
minimize the overall impact of disas-
ters is certainly important, recent ex-
amples such as Hurricane Katrina
provide concrete evidence of the in-

justices that result when emergency
planning and response fails to take ac-
count of existing inequalities.

Lessons

Several limitations to this research
warrant attention. First, it must be

noted that the pandemic influenza
plans we reviewed are dynamic docu-
ments in various stages of develop-
ment, and any review of such docu-
ments will require periodic updating.
We are optimistic that in the future,
social justice issues are likely to
achieve greater prominence in these
plans as countries incorporate new
WHO guidance that highlights the
importance of equity, public consul-
tation, and the fair distribution of
benefits and burdens in preparing for
and responding to a pandemic.21

Second, it is unclear how well any
country’s written plan captures the
full extent of planning activities in
that country, including the extent to
which planners incorporate ethical
and social justice considerations. In

Countries have been quicker to develop policies for

protecting or compensating those who may 

become disadvantaged by a pandemic than they have

been to address the needs of those who are 

already disadvantaged.
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many countries, for example, the for-
mal pandemic preparedness plan is
supplemented by additional guidance
(which may or may not be publicly
available), and such guidance was not
included in this review. Our research
was limited to the text of the plans at
the time they were written, and some
countries may well be taking account
of the interests of disadvantaged
groups in ways that are not reflected
in their national plans. For example,
in some countries, much of the re-
sponsibility for implementation is
transferred to local governments, and
perhaps the critical questions about
social justice issues are being ad-
dressed at this level. Based on the
plans alone, however, there is little ev-
idence that national planning efforts
are addressing the rights and interests
of disadvantaged groups, despite the
likelihood that these groups will be
disproportionately affected should a
pandemic occur.

Our analysis focused on national
plans and thus addressed questions of
social justice only within countries.
Larger questions of global justice that
arise between countries are not ad-
dressed here, although they are likely
to prove the most pressing if we hope
to avert the most serious injustices
that could result from a pandemic.22

Murray’s prediction that 96 percent of
the deaths caused by a pandemic sim-
ilar to the one of 1918 would occur in
the developing world certainly bears
this out. Even in the 1918 pandemic,
before the development of effective
medical countermeasures, the mortal-
ity rates in parts of the developing
world were nearly tenfold those seen
in developed countries. Interestingly,
the plans of two middle-income
countries and one low-income coun-
try mentioned their nations’ relative
poverty and lack of vaccine manufac-
turing capacity as relevant to pan-
demic planning. Although all coun-
tries must attend to the urgent con-
cerns that affect their own citizens,
none of us is exempt from moral
obligations toward the world’s poor
and disadvantaged.23

Nearly all of the plans from mid-
dle-income countries and one of the
four plans from low-income countries
prioritized the distribution of medical
countermeasures. However, if a pan-
demic were to occur soon, most of
these countries would likely not have
medical countermeasures available for
widespread distribution. Thus, at least
with respect to access to interventions
like vaccines, economically and so-
cially disadvantaged groups in the
world’s middle- and low-income
countries may not necessarily be
worse off than the rest of the popula-
tion in those countries. However, the
fact that countries experienced dispar-
ities in mortality rates between disad-
vantaged groups and more privileged
groups during the 1918 pandemic
shows that even in the absence of vac-
cines and antiviral medications, a
pandemic has the potential to pro-
duce profound inequalities in bur-
dens, both within and across coun-
tries.

The pandemic planning checklist
proposed by the Bellagio Group is, in
some respects, deceptively simple.
The first item on the checklist calls on
planning authorities to identify disad-
vantaged groups. Not surprisingly,
none of the plans suggested any sys-
tematic attempt to identify such
groups, and less than a quarter of the
plans made even passing reference to
one or more economically or socially
disadvantaged groups. Identifying
economically disadvantaged groups,
particularly those living in severe
poverty, is relatively straightforward.
Identifying socially disadvantaged
groups, on the other hand, is more
complex and context-specific. Com-
plex or not, if national planning ef-
forts fail to recognize that the effects
of a pandemic are unlikely to be felt
equally by all in society, and if they
also fail to specify which disadvan-
taged groups in their national con-
texts are likely to be hardest hit, there
is little hope of mitigating some of the
most egregious injustices that might
accompany a pandemic. All countries
should identify which of their disad-
vantaged groups are likely to suffer

most, include them in the planning
process, and take steps to create and
implement policies on their behalf. If
countries do not incorporate the
needs and rights of disadvantaged
groups in planning, the effects of a
pandemic may not only be cata-
strophic, but also catastrophically un-
just.

Acknowledgments

This work was supported by funding
from the Rockefeller Foundation.

References

1. M.E. Dyson, Come Hell or High Water:
Hurricane Katrina and the Color of Disaster
(New York: Basic Books, 2006); D. Atkins
and E.M. Moy, “Left Behind: the Legacy of
Hurricane Katrina,” British Medical Journal
331 (2005): 916-18; A. Rofi, S. Doocy, and
C. Robinson, “Tsunami Mortality and Dis-
placement in Aceh Province, Indonesia,”
Disasters 30, no. 3 (2006): 340-50; M.
Fordham, “The Intersection of Gender and
Social Class in Disaster: Balancing Re-
silience and Vulnerability,” International
Journal of Mass Emergency Disasters 17, no. 1
(1999): 15-37; Y.J. Chou et al., “Who Is at
Risk of Death in an Earthquake?” American
Journal of Epidemiology 160, no. 7 (2004):
688-95; A. Montazeri et al., “Psychological
Distress among Bam Earthquake Survivors
in Iran: A Population-Based Study,” BMC
Public Health 5 (2005): 4.

2. C.J. Murray et al., “Estimation of Po-
tential Global Pandemic Influenza Mortali-
ty on the Basis of Vital Registry Data from
the 1918-20 Pandemic: A Quantitative
Analysis,” Lancet 368 (2006): 2211-18.

3. I.D. Mills, “The 1918-1919 Influenza
Pandemic: The Indian Experience,” Indian
Economic and Social History Review 23, no.
1 (1986): 1-40; H. Phillips, Black October:
The Impact of the Spanish Influenza Epidem-
ic of 1918 on South Africa (Pretoria, South
Africa: CTP Book Printers, 1990); E.
Sydenstricker, “The Incidence of Influenza
among Persons of Different Economic Sta-
tus During the Epidemic of 1918,” Public
Health Reports 46, no. 4 (1931): 154-70.

4. P. Constable, “Afghan Women with
Pluck Tackle Bird Flu: Motivated to Protect
Livelihoods, Widows Prevail Over Fear,”
Washington Post, April 16, 2006; A. Haruna,
“Our Livelihoods Mustn’t Die Like Our
Birds,” British Broadcasting Corporation,
2007; http://news.bbc.co.uk/1/hi/world/
africa/4762754.stm; J. Otte, D. Roland-
Holst, and D. Pfeiffer, “HPAI Control Mea-
sures and Household Incomes in Viet
Nam,” Food and Agriculture Organization,
2005.



H A S T I N G S  C E N T E R  R E P O R T 39July-August 2007

5. M. Powers and R. Faden, Social Justice:
The Moral Foundations of Public Health and
Health Policy (New York: Oxford University
Press, 2006).

6. Ibid.
7. World Health Organization, “WHO

Checklist for Influenza Pandemic Prepared-
ness Planning,” 2007; http://www.who.int/
csr/resources/publications/influenza/WHO
_CDS_CSR_GIP_2005_4/en/index.html.

8. J. Kotalik, “Preparing for an Influenza
Pandemic: Ethical Issues,” Bioethics 19, no.
4 (2005): 422-31; E.J. Emanuel and A.
Wertheimer, “Public Health: Who Should
Get Influenza Vaccine When Not All Can?”
Science 312 (2006): 854-55; L.O. Gostin,
“Influenza Pandemic Preparedness: Legal
and Ethical Dimensions,” Hastings Center
Report 34, no. 5 (2004): 10-11; University
of Toronto Joint Centre for Bioethics Pan-
demic Influenza Working Group, “Stand on
Guard for Thee: Ethical Considerations in
Preparedness Planning for Pandemic In-
fluenza,” http://www.utoronto.ca/jcb/home
/documents/pandemic.pdf.

9. R. Archer, “Issues that Arise between
Governments When Developing a Multilat-
eral Response to a Potential Outbreak of
Pandemic Influenza and the Ethical Stan-
dards for WHO”; R. Upshur, “The Role
and Obligations of Health-Care Workers
During an Outbreak of Pandemic Influen-
za”; L. Gostin and B. Berkman, “Ethics of
Public Health Measures in Response to Pan-
demic Influenza”; and M. Verweij, “Equi-
table Access to Therapeutic and Prophylac-
tic Measures.” All four of these papers are
working drafts published by the World
Health Organization for the Project on Ad-
dressing Ethical Issues in Pandemic Influen-
za Planning.

10. H. Kayman and A. Ablorh-Odjidja,
“Revisiting Public Health Preparedness: In-
corporating Social Justice Principles into
Pandemic Preparedness Planning for In-
fluenza,” Journal of Public Health Manage-
ment and Practice 12, no. 4 (2006): 373-80.

11. Three of the authors (R.A.K., R.R.F.,
and P.S.D.) attended the Bellagio meeting
and are members of the Bellagio Group that
authored the “Statement of Principles” and
pandemic planning and response checklists.

12. Bellagio Group, “Statement of Prin-
ciples,” 2007; http://www.hopkinsmedi-
cine.org/bioethics/bellagio/statement.html.

13. Bellagio Group, Checklist for Pandem-
ic Influenza Preparedness and Response Plans,
2007; http://www.hopkinsmedicine.org/
bioethics/bellagio/checklists/list1/Check-
list_1_EN.pdf.

14. Kotalik, “Preparing for an Influenza
Pandemic”; L. Uscher-Pines et al., “Priority
Setting for Pandemic Influenza,” PLoS
Medicine 3, no. 10 (2006); R. Coker and S.
Mounier-Jack, “Pandemic Influenza Pre-
paredness in the Asia-Pacific Region,”
Lancet 368 (2006): 886-89; S. Mounier-
Jack and R. J. Coker, “How Prepared Is Eu-
rope for Pandemic Influenza? Analysis of
National Plans,” Lancet 367 (2006): 1405-
1411.

15. For the purpose of this study, the
term “country” referred to both recognized
countries and territories; thus, the official
plans of any self-governing territory (regard-
less of nationhood) were included.

16. The World Bank, “Data and Statis-
tics: Country Classification by Income
Level,” 2007; http://www.worldbank.org.

17. World Health Organization, “WHO
Global Influenza Preparedness Plan,” 2007;
http://www.who.int/csr/resources/publica-

tions/influenza/WHO_CDS_CSR_GIP_2
005_5/en/index.html.

18. N.M. Smith et al., “Prevention and
Control of Influenza: Recommendations of
the Advisory Committee on Immunization
Practices (ACIP),” MMWR Recommenda-
tions and Reports 55, no. RR-10 (2006): 1-
42.

19. One other low-income and two mid-
dle-income countries made reference to
their entire territory as being “poor.” While
this certainly raises questions of distributive
justice at the international level, our con-
cern in this paper is primarily with how
countries have proposed to address a pan-
demic within their own borders. Hence, de-
scribing the country on the whole as poor
does not address the question of relative dis-
advantage within countries, which is a prob-
lem in wealthy and poor countries alike.

20. M. Brahmbhatt, “Avian Influenza:
Economic and Social Impacts,” 2007;
http://www.worldbank.org; W. McKibbin
and A. Sidorenko, “Global Macroeconomic
Consequences of Pandemic Influenza,”
Lowy Institute, 2006.

21. World Health Organization, Ethical
Considerations in Pandemic Influenza Plan-
ning (forthcoming).

22. Archer, “Issues that Arise between
Governments.”

23. T. Pogge, World Poverty and Human
Rights: Cosmopolitan Responsibilities and Re-
forms (Oxford, U.K.: Polity Press, 2002) vii,
284; T. Pogge, “Real World Justice,” Journal
of Ethics 9, no. 1/2 (2005): 29-53.






