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One Health

In May 2025, 124 WHO Member States adopted the first-ever
Pandemic Agreement, rooted in principles of human dignity, eq-
uity, solidarity, and sovereignty, at the 78t World Health Assembly
[1]. The COVID-19 pandemic exposed how unprepared the world
was to face a pandemic and resistant to sharing [2,3]. From vac-
cine nationalism to fractured supply chains and the marginaliza-
tion of low- and middle-income countries (LMICs) in scientific
discovery and access, the world was caught flat-footed, despite
prior warnings [4,5]. The three years that it has taken to sign this
agreement is testimony of the complexity of the issues and how
laborious it has been to muster dissenting views, interests and
motivations.

The WHO Pandemic Agreement outlines a new architecture for
global solidarity in times of crisis using several core provisions
that, if effectively implemented, could significantly improve future
pandemic preparedness and response (Table 1). While many com-
mitments remain “voluntary” and “on mutually agreed terms”, it
represents a foundational shift away from fragmented global re-
sponses and towards a legally backed, accountable, and inclusive
structure that aspires to institutionalize the hard lessons learned
from COVID-19. It reflects a critical recognition that health equity
and timely access to countermeasures during an emergency can-
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not be left to geopolitical and commercial power dynamics. Here,
we highlight some of the prominent elements of the agreement
and discuss outstanding challenges.

Article 12 of the Agreement outlines the Pathogen Access and
Benefit-Sharing (PABS) system, an important component of the
framework. PABS links access to (the sequence and/or samples of)
emerging pathogens with epidemic potential to commitments on
sharing the benefits of research and development (R&D) based on
those pathogens. It obligates participating manufacturers to allo-
cate 20% of pandemic-related health products, half as donations
and half at affordable pricing, for WHO-led distribution based on
global need. This proposed mechanism, which was hotly debated
during the negotiations and is currently relegated to an unfinished
annex, is meant to address the vaccine inequity witnessed during
COVID-19 and to improve access in LMICs. However, finalizing the
annex and building a legally enforceable and transparent process
for pathogen and benefit sharing will be challenging, and does not
solve the continued dependency of LMICs on higher income coun-
tries for innovation.

Another landmark shift is Article 9 which centers equity within
global R&D. It champions inclusive scientific partnerships, pro-
motes open-access knowledge sharing, and commits to trans-
parency in clinical trials. It implicitly challenges the dominant
paradigm whereby commercial return eclipses global need, and
where the Global South is viewed as a site of risk rather than of a
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Table 1
Core components and provisions of the WHO Pandemic Agreement.
Relevant
Domain of Action Key Provisions and Commitments Article(s) Intended Purpose and Implications
Equitable Access to Health Creation of a Pathogen Access and Benefit-Sharing 12 Promotes fair and timely access to vaccines,
Tools System (PABS) to facilitate timely sharing of biological diagnostics, and therapeutics, especially for LMICs.
materials and genetic sequence data.
20% of real-time production (10% donation, 10%
affordable pricing) reserved for WHO during a
pandemic.
Surveillance and Early Strengthening multisectoral surveillance and early 4 Enhances outbreak detection, risk assessment, and

Warning Systems

Research and Development
Collaboration

Health Systems Strengthening

detection at community and national levels.

Emphasis on risk assessment, lab capacities, and

coordinated data sharing.

Inclusive global R&D networks, especially involving 9
LMIC institutions.

Open science, clinical trial transparency, and

provisions for equitable access in public-funded R&D.

Resilient systems focusing on primary care, mental 6

rapid international response cooperation

Encourages collaborative innovation while
safeguarding global equity in product development
and access

Embeds pandemic response in broader universal

health, and essential services.

Lab networks, procurement, recovery, and data

systems are prioritized.
Workforce Development and

Protection coordination.

Domestic and international workforce deployment 7

health coverage (UHC) and long-term health
infrastructure resilience

Builds sustainable, protected gender-responsive
health workforce for emergencies

Health worker safety, decent work, and gender equity

provisions.
Technology Transfer and Local
Production regional manufacturing hubs supported.
Global technology and knowledge-sharing
frameworks promoted.
Creation of a global financial coordination
mechanism.

Sustainable Financing

Encourages domestic resource mobilization and

support for LMIC readiness.
Whole-of-Government &

Community Engagement and pandemic literacy.

Voluntary licensing, public sector investment, and

Multisectoral national plans, stakeholder inclusion,

National mechanisms for communication, equity, and

mitigation of socioeconomic impacts.
Governance and Accountability
oversee implementation.

Independent monitoring, periodic review, and

transparent reporting.

Establishment of a Conference of the Parties (COP) to

10-11 Boosts manufacturing capacity in LMICs,
decentralizing production and fosters sustainable
innovation

18 Provides predictable and equitable financing for
pandemic preparedness and response.

15-16 Fosters inclusive, coordinated responses grounded in
trust and community engagement.

19-21 Ensures robust oversight, peer accountability, and

transparency across member state

wealth of expertise. By elevating the principles of shared knowl-
edge and collective benefit, the Agreement reimagines R&D for
which equity is not a postscript, but an important founding tenet.
It attempts on the one hand to correct the fragmented and com-
petitive R&D landscape during COVID-19, which limited knowledge
sharing and delayed access to innovations, and on the other hand
to rebalance the global R&D ecosystem, which has often prioritized
high-income country (HIC) health needs, commercial returns and
geopolitical influence over global public health benefit [6]. More-
over, it signals an intent to move beyond "charity-based" mod-
els of access toward a rights-based framework that values LMICs
not only as recipients but also as originators and co-creators of
knowledge, data, and innovation. However, like most of the Pan-
demic Agreement, commitments under article 9 remain largely
voluntary.

Articles 6 and 7 are about the importance of strengthening na-
tional health systems. Primary care, laboratory networks, and the
health workforce form the bedrock of any effective response. Yet
these were precisely the areas that were under-resourced and over-
burdened during the last pandemic. Healthcare workers of whom
many are women, bore the brunt of this failure. Burnout, illness,
and in far too many cases, death, became the cost of systemic ne-
glect. The Agreement includes provisions for workforce training,
protection, and mental health support, emphasizing decent work
conditions and equitable pay. It also calls for fair migration poli-
cies and cross-border workforce investment, especially for regions
facing acute healthcare worker shortages, a priority also reflected
in recent initiatives such as the Pandemic Fund [7]. In doing so, it

signals a recognition that human infrastructure is as vital as tech-
nological innovation in safeguarding global health.

One critical lesson from COVID-19 is that concentration of man-
ufacturing capacity breeds fragility. The Pandemic Agreement’s Ar-
ticles 10 and 11 encourages (voluntary) technology transfer and
investments to decentralize production capacity, particularly in
LMICs. The Agreement envisions a future when Africa, Asia, and
Latin America are not just recipients at the end of the queue,
but are equipped and able to drive and prioritize manufacturing
to address their own needs. However, this will require multiple
practical enablers, including pooled procurement, harmonized reg-
ulation, and access to finance. Most importantly, innovators and
experienced manufacturers must share critical technologies with
emerging developers and manufacturers in the Global South, in-
cluding the freedom to operate without intellectual property bar-
riers to adopt these technologies and address local and regional
health needs [8]. An inspiring example is the WHO/ Medicines
Patent Pool (MPP)-coordinated mRNA technology transfer program
with its Hub in South Africa and 15 MIC manufacturers, and other
manufacturing initiatives in Senegal and Rwanda which will re-
quire sustained financial and political backing to thrive, not just
from donors and development banks, but from African nations and
regional blocs [9].

No health system agreement can be developed or sustained
without a solid foundation of public financing, which remains a
critical issue in this era of austerity [10]. Article 18 introduces a
Coordinating Financial Mechanism to support implementation, in
resource-limited settings. This platform aims to align funds, spot-
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light gaps, and streamline emergency disbursement. However, the
erosion of overseas development assistance (ODA), donor fatigue,
and the strategic disengagement of key players such as the re-
cent withdrawal of the United States from WHO, threaten the long-
term viability of this mechanism. The future demands not sporadic
generosity, but institutionalized solidarity: reliable, multilateral in-
vestment in surveillance, preparedness, and public goods that tran-
scend borders. Integration with regional funding platforms such as
the AFRI-Health Fund or the ASEAN response mechanisms will be
important in ensuring responsiveness to local contexts and prior-
ities. It must be part of a much-needed reform of the global fi-
nance architecture to address unsustainable debt traps, illicit finan-
cial flows, and fair global taxation [11]. Equity in financing is not
about charity; it is about shared responsibility for shared risk.

The inclusion of One Health principles in Articles 4 and 5 recog-
nizes that the majority of emerging infectious diseases are zoonotic
in origin, yet, our surveillance and prevention strategies largely
ignore the close interactions between human, animal, and envi-
ronmental health [12]. The Agreement calls for integrated early
warning systems, cross-sectoral cooperation, and investments in
biosafety, vector control, and environmental stewardship. They re-
quire common data platforms, interdisciplinary training, and in-
vestment in neglected systems such as veterinary and ecological
health infrastructure. Climate change, urban expansion, and ecolog-
ical degradation are upstream determinants of future pandemics.
Addressing them will require policy alignment, the development of
common data platforms, integrated training, and equitable invest-
ment in environmental and veterinary systems.

Pandemic preparedness has historically suffered from the cy-
cle of panic and neglect. The Agreement attempts to break this
cycle through the creation of a Conference of the Parties (COP)
which is a governance structure that borrows from the climate
arena to keep political focus on pandemic threats. The COP will
oversee implementation, monitor progress, and promote account-
ability through regular reporting and peer review.

So, there is progress, promise, and still challenges. Key among
them are ensuring timely ratification, sustainable financing, oper-
ationalizing the PABS system, effective technology transfer, access
commitments in R&D - all contingent upon, the political will nec-
essary for implementation, given the mostly voluntary nature of
most commitments. The absence of the United States highlights
geopolitical risks and underscores the importance of increased
commitments from other countries, and possibly opportunities for
middle-powers to come to the fore and break the cycle of depen-
dency.

The adoption of the WHO Pandemic Agreement marks a turning
point in global health, shifting the focus from reactive crisis man-
agement to a more structured and equitable approach to prepared-
ness. However, its value will be determined not by its signing, but
by the actions that follow. Without waiting for its ratification, and
to avoid repeating the failures of COVID-19, the Agreement must be
implemented with genuine political will, inclusive leadership, and
a commitment to equity in both principle and practice. The hard
work begins now, to ensure that science without borders is de-
veloped with LMICs not as passive beneficiaries but as co-creators
and global health leaders. The failures of the COVID-19 pandemic
demand that the WHO Pandemic Agreement is honored in both

International Journal of Infectious Diseases 158 (2025) 107944

word and spirit, to ensure that it becomes the cornerstone of that
much needed transformation.
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