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Health care is one part of society that has always been
subject to varying degrees of public scrutiny and reg-
ulation, and thus there is health policymaking, in one
guise or another. Since medicine originated thousands
of years ago within such important social institutions
as religion, societies have recognized that healthcare
organizations and practices have a social dimension
that needs to be monitored.! Governments and other
social/community organizations have intervened in
health care because national societies have viewed
it as at least partly a social service, not an economic
good. Government intervention often takes place
because of market imperfections or failure, or due to
national/social political imperatives that override the
prerogatives of the healthcare market.**

As will be discussed later, the biggest policymak-
ing challenges faced by nations around the world are
broadly similar, and they represent efforts to manage
a medical/scientific revolution that has positively and
profoundly transformed the life prospects of humanity.
Using almost any metric of performance, there is no
area of human endeavor that has been more successful
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in the last 150 years than health care. In that very
success lies the worldwide problems we now face. As
physician and social theorist William Schwartz notes:

Even the prospect of dependable and sus-
tained progress against disease—Ilet alone the
achievement of a medical utopia—emerged
only after World War 1II .... [At the end of]
the hundred-year span ... beginning with ...
the 1950s and ending in the year 2050 ... it
seems conceivable that most of today’s debil-
itating and fatal diseases will be preventable
or curable. ... That is the utopian vision for
medicine that now, for the first time, appears
to have a scientific foundation. The criti-
cal question is at what price—economically,
politically, and ethically—that vision will be
realized.’

Due to the cost and complexity of modern health
care, all nations now have problems controlling costs,
providing effective access to care, ensuring a reason-
able level of quality of care, controlling the introduc-
tion and use of technology, and validly measuring
individual and community health outcomes. Inev-
itably, at the same time, nations are attempting to
address these common health system aspects while
possessing widely varying national cultures, govern-
mental structures, economies, political systems, and
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population/subpopulation health statuses and life-
styles.® Not surprisingly, then, what U.S. policymakers
are considering with respect to health system reform
often differs considerably from that contemplated
by their counterparts in nations such as the United
Kingdom, Brazil, Russia, and China.”

It will be argued here that, despite these differ-
ences, the general range of policymaking issues and
options faced by nations can be productively analyzed
and compared by using well-defined models of what
can be called micro and macro health policymaking.
To consider health policymaking issues and activities
around the world, we must first understand how to
think about health policymaking.

How to Think About
Health Policymaking—
Micro and Macro Models

It must be remembered that in the most fundamental
way, health policymaking (like any other area of pol-
icymaking) is a political process. There may be vary-
ing technical and clinical issues at stake in any given
action, and the particular actors in the policy process
may differ markedly. Most policymaking (whether
it is taking place within a democratic or nondemo-
cratic framework) usually involves both governmental
and nongovernmental individuals and organizations.
Nevertheless, all policy activities are critically deter-
mined by the interactions of individuals and interest
groups within the society over the distribution of its
resources. It is, at bottom, politics—in the words of
Harold Lasswell, “who gets what, when, how.”*

As suggested previously, health policymaking can
be analyzed successfully using both micro and macro
frameworks. In some ways, these policy frameworks
are analogous to microeconomics (the study of eco-
nomic interactions at the level of individual producers
and consumers) and macroeconomics (the analysis of
economic activity at the sector, regional, national, and
international levels). For the purposes of policy anal-
ysis, they are interrelated and should both be used
if the dynamics, substance, and outcomes of health
policymaking are to be fully understood.

Micro Policymaking—The
Policy Marketplace Model
The marketplace model of policymaking is outlined
most completely in the work on health legislative pol-

icymaking done by Paul J. Feldstein.!" As the term
indicates, it is adapted from economic theory, with

suppliers and demanders, as in the economic market-
place. The policy marketplace model has the follow-
ing characteristics:

e Like its economic counterpart, the policy mar-
ketplace model assumes that individuals and
groups are constantly interacting to satisfy their
needs. All policy actors are both suppliers and
demanders, since they must exchange some com-
modity in the marketplace to purchase the other
goods that they want. For example, politicians
supply favorable policies. In democratic states,
these usually include financial subsidies, regu-
lations, and additional health-related services
for constituency groups, such as senior citizens,
hospitals, and medical schools. In exchange, the
politicians receive political support, which could
include financial contributions, votes, and other
desirable commodities.'" In dictatorships such as
Zimbabwe, the exchanged goods could also
include such items as access to basic health ser-
vices in exchange for support from armed groups
(including the nation’s military and police forces)
used to suppress the mass public.'?

e As in the economic marketplace, the policy
marketplace around the world features dispari-
ties in power."” Individuals and groups that can
supply more can demand more in exchange. In
the United States, physicians, senior citizens,
hospitals, pharmaceutical and insurance com-
panies, and academic health centers are among
the “haves,” since they are politically organized,
particularly through interest groups and profes-
sional associations, such as the American Hospital
Association, the American Medical Association,
and AARP. Members of these groups receive rel-
atively generous government services and legal
protections. In contrast, politically unorganized
groups in nations as diverse as the United States
and India are often less educated, less politically
powerful, and poorly situated geographically, and
as a consequence, they receive substandard or no
medical services.'*"

e In the policy marketplace, the currency used
in exchanges can be money, but it usually also
involves other factors such as superior leadership,
more effective organization, access to and greater
articulation through communications media, and
greater group-member intensity (the willingness
of group members to exert great efforts to advance
the interests of the group).'®!” The latter is evident
in U.S. health policymaking with disease-specific
and victim groups, such as family members of the
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mentally ill and as people with HIV/AIDS,'®*® and
it is evident in the post—World War 11 develop-
ment of the Japanese health insurance system.?!
Money matters, but power in the policy market-
place involves much more than money.

To gain control over their relevant areas of the
marketplace, nongovernmental groups will
attempt to forge enduring alliances with govern-
mental agencies. For example, disease-specific
groups in the United States lobby for more
federal government funding for research via the
National Institutes of Health in their area of dis-
ease. In the distinctive policy marketplaces of
the United States, Canada, the United Kingdom,
and France, pharmaceutical companies attempt
to influence regulation by interacting differently
with the relevant national health policymakers.**
More politically powerful groups will be more
successful at this than the “have-nots.” Often,
these groups will engage in their activities via
enduring iron triangles or more transient issue
networks of power and influence.”® As a result
of these organized group activities, it cannot be
assumed that government in any given policy
system will protect “the little guy”—those with-
out group affiliations. Indeed, more often than
not, governmental regulations reinforce power
disparities in health policymaking.'!

Macro Policymaking—The
Policy Systems Model

In contrast to the marketplace of micro policymaking,
the macro level of policymaking can be best conceived
of as the continual evolution of a complex system.
Systems theory was developed in the disciplines of
engineering and ecology. It was first applied to polit-
ical systems by Easton** and has been modified to
describe health policymaking by Longest.'* As applied
to policy systems, systems theory has the following
characteristics:

Complexity—Numerous influences interact to
produce a system that is continually in flux while
generally attaining some level of equilibrium or
stability. Individuals, social groups, and organiza-
tions are all actors in the policy process.
Interrelatedness—Most  significant activities are
connected to one another by feedback loops
and both direct and indirect impacts. All policy
actions create reactions within the system, some
perhaps modifying the system itself.

Cyclical process—With complexity and interrelat-
edness, the policy process does not have a definite

beginning or end,; it continues on as long as orga-
nized society continues to exist. There are no per-
manent policy successes or failures.

As noted, the system’s model is cyclical, so strictly

speaking, there is no start or finish—just a continual
cycle in which any beginning is arbitrary. In Longest’s
model, the policy process has the following stages:

1. Recognition of inputs. There are numerous ele-

ments of feedback from previous policy decisions
(health outcomes, budgets, programs, elections,
and so forth). These include support for and
opposition to current policies as well as demands
for modifications of these policies. These inputs
are recognized by policy actors (including elected
officials, interest group leaders, and regulators)
and lead to their reactive efforts to engage in fur-
ther policy activities.

. Policy formulation. Significant policy actors

attempt to develop new policies to address these
new inputs. In advanced nations, these efforts
usually center on formal policymaking structures,
such as executive, legislative, judicial, and regu-
latory institutions. Executive orders are issued,
legislation passes through Congress or a similar
assembly, and lawyers bring cases for consider-
ation before judicial bodies or regulatory agencies
take up issues brought before them. As with the
other stages of policymaking, the actions of policy
formulation cannot be separated from politics and
political considerations. As suggested in a study
of health policymaking in advanced, industrial
democracies, there is no such thing as apolitical
policy formulation.”

. Policy outputs. Efforts at formulation can result

in a variety of policy outputs. The most obvi-
ous and conventional include statutory laws and
regulatory directives (passed by legislatures but
subsequently implemented by regulatory agen-
cies). These actions can also contain subsidy and
taxation provisions, thus redistributing wealth
from one area of society to another. One output
can in fact be a nondecision—a phenomenon first
described by Crenson?®® and defined as a decision
to do nothing, which itself creates political and
policy impacts, such as when the U.S. Congress
blocked Bill Clinton’s Health Security Act in
1994 without ever holding any formal hearings
or votes.*"*®

Many policy outputs also intentionally pro-
vide some element of political symbolism. As
described by Edelman, a political scientist at
the University of Wisconsin, symbolic politics is
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virtually inseparable from policymaking because
it provides both policymakers and the mass pub-
lic with threatening and/or reassuring images that
emotionally condense often-complex arguments
into easily accessible reactions.?” Often, these sym-
bols include evocative legislative titles, such as the
Medicare Modernization Act of 2003, which added
not only a prescription drug benefit for seniors
in the United States but also multibillion-dollar
subsidies for the U.S. health insurance and phar-
maceutical industries. Who could oppose “mod-
ernization™ Similarly, the Patient Protection and
Affordable Care Act of 2010 (ACA), which was
enacted by the Obama administration in the
teeth of determined Republican party opposition,
has a title that implies the victory of the average
American over the costly medical/industrial com-
plex. However, the legislation actually includes
considerable financial concessions to the health
insurance and pharmaceutical industries, provid-
ing them with additional subsidized customers
for their products.”® As Edelman notes, symbols
can often be used in policymaking to distract
the public from policy details that powerful and
focused interest groups have worked out for their
own benefit (if not the general public’s).”
Implementation. Any policy output that is not
a nondecision has to be implemented to have a
social impact, and that implementation can be
highly variable.’’** Government agencies must
often work through nongovernmental elements
of society to implement policies, and the values,
political skills, and preferences of leaders in these
organizations often determine whether or not
(and, if so, how) a new governmental policy is
realized through implementation." Due to the
vagaries of implementation, the actual impacts of
policies are often unanticipated.’**

. Outcomes. Policies create individual, group, and

social impacts. In health policy, the most obvi-
ous outcome may involve changes in individual,
group, and social health resource consumption
and health status. Usually, however, health poli-
cies have nonhealth outcomes that may be equally
important politically. There are always winners
and losers. Some individuals and groups get more
resources, while others pay. Some have their needs
attended to, while others’ needs are neglected.
Policy outcomes may also have profound long-
range impacts that were unanticipated, such as
the creation of new ethical issues (for example,
in the case of new technological development
resulting from the Human Genome Project), and

the need for explicit resource rationing (for exam-
ple, when government research funding leads
to useful but costly new medical technologies
and procedures).”

6. Feedback and subsequent modification. As previ-
ously mentioned, the outputs and outcomes of
policy cycles include reactions in society and
related efforts to further develop policy. In policy
cycles, outputs and outcomes create the reactions
in society mentioned earlier and related further
efforts at policy development. The policy agenda
is refreshed, and the cycle continues onward.
Often, the success of a previous cycle (say, the
enactment of Medicare and Medicaid to address
the lack of healthcare access for seniors and some
low-income categories) leads to the challenges
faced in a subsequent cycle (for example, how to
cope with the unsustainable healthcare demands
and cost inflation triggered by events such as the
introduction of large government health insurance
programs such as Medicare and Medicaid).’*?’
Health policymaking does result in great bene-
fits for individuals and society, but it also seems
a compounding hassle when viewed in terms of
day-to-day activities.

Looking at U.S. Policy
Responses to the
COVID-19 Pandemic
Through the Lens of
Micro and Macro Models

As of April 2023, the United States had surpassed
104 million infections from SARS-CoV-2, the virus
that causes COVID-19, and more than 1 million
deaths from this disease.®® Since 2020, COVID-19
has become the third leading cause of death.”” The
adverse effects of COVID-19 are not limited to deaths.
An estimated 1 in 13 U.S. adults have “long COVID”
symptoms, defined as symptoms involving multiple
organs and affecting many systems that last at least
3 months after first infection.* “Long COVID” is asso-
ciated with increased healthcare costs and losing pro-
ductivity.*' The most recent estimates show that total
costs of COVID-19 for the United States from 2020
to 2021 were approximately $16 trillion USD when
combining health and life loss, mental health, and
economic damages, with mental health issues being
the primary concern given the rapid economic recov-
ery since 2021.#%
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Most public policy responses to the COVID-19
pandemic since March 2020 occurred through
national and state emergency declarations, which
gave government flexibilities to waive or reduce red
tape in a wide range of policy areas, such as stay-
at-home (SaH) orders and mask mandates, as well
as Medicare, Medicaid, and private health insurance
coverage policies.” The Coronavirus Aid, Relief, and
Economic Security (CARES) Act passed by the U.S.
Congress in March 2020 was the most important
legislation to support economic relief and recovery
in response to the COVID-19 pandemic.” Besides
loans and grants to business and funding for state
and local governments, the CARES Act provided
approximately $12.4 billion in initial funding to
pharmaceutical companies, such as Pfizer-BioNTech
and Moderna, for the COVID-19 vaccines, diagnos-
tics, antiviral therapeutic development, and delivery
through Operation Warp Speed (OWS). OWS was
a public—private partnership between the Depart-
ment of Health and Human Services (HHS), other
government agencies, and pharmaceutical compa-
nies. For example, Pfizer-BioNTech received approx-
imately $1.95 billion from OWS for 100 million
doses of vaccines and Moderna received approxi-
mately $3.2 billion from OWS for vaccine develop-
ment and manufacturing, as well as for 200 million
doses of vaccines.* The emergency approval of
the first COVID-19 vaccine based on messenger-
RNA (mRNA) technology by Pfizer-BioNTech on
December 11, 2020, significantly accelerated the
pace of “back to normal” by building herd immu-
nity through immunization to save lives and
ensure health system functioning within its capac-
ity. The success of the mRNA vaccines in protect-
ing against severe disease and fending off infection
in at least a limited period is widely considered to
be the most important factor enabling the society
to get “back to normal.” After 3 years, public pre-
cautions toward COVID-19 have broadly faded,
with low updated COVID-19 vaccine uptake. As of
November 2023, only about 15% of U.S. adults
age 18 or older and 5% of children had gotten the
updated COVID-19 vaccines.*” However, vaccina-
tion and masking remain the cost-effective way to
curb the spread of COVID-19.#74

From the health policy perspective, it is import-
ant for us to look back and answer a crucial ques-
tion: Where are we heading out of the COVID-19
pandemic? There are different ways to answer the
question. Here we answer it through the lens of micro
and macro models.

From the micro perspective, the major actors are
federal and state policymakers, physicians, hospitals,
pharmaceutical and insurance companies, aca-
demic health centers, and vulnerable popula-
tions. For example, in response to the demand
for maintaining healthcare flexibilities and waiv-
ers during the COVID-19 pandemic from health-
care providers, insurance companies, and people,
the Biden administration extended the National
Emergency Declaration to April 10, 2023, and the
public health emergency (PHE) until May 11, 2023.
Another two separate emergency declarations (pur-
suant to Section 564 and under Public Readiness
and Emergency Preparedness, respectively) by the
HHS allowed emergency use authorization (EUA)
for COVID-19-related medical measurements and
liability immunity for related activities, thereby
shielding COVID-19 vaccine manufacturers and
distributors from legal liability as the result of vac-
cine side effects. Without those emergency declara-
tions, public and private insurers would have needed
to cover the large proportion of costs for COVID-
19—related tests, treatments, and services, and mil-
lions of privately insured citizens would have faced
out-of-pocket costs for many COVID-19-related
medical services. States also received a 6.2 percent-
age point increase in their federal matching rate for
Medicaid under certain conditions.** Pharmaceuti-
cal companies are expected to continue research on
universal COVID-19 vaccines and treatments, which
may promote better preparedness for future pandem-
ics, especially the application of mRNA technology
in various therapeutics.” In addition, Democratic-
affiliated states had more promptly adopted SaH
orders, mask and vaccine mandates, and higher
COVID-19 vaccination rates and lower COVID-19
infection and death rates compared with Republican-
affiliated states.”®>! The public health measures in
response to the COVID-19 pandemic triggered vig-
orous political debates about state autonomy and
individual freedom.”* Some studies have found that
the initial responses saved millions of lives and pre-
vented the healthcare system from collapsing.”*
However, the damages brought by the COVID-19
restrictions, especially the toll on mental health and
small businesses, were also significant. The public
appetite for broad drastic measures is virtually non-
existent now, so “living with COVID-19” is the most
preferred policy direction.”~°

From the macro perspective, the input by the fed-
eral government in the development of COVID-19
vaccines was perhaps the most successful government-
sponsored public health program.”” The federal
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government was able to efficiently use taxpayer dollars
to support fast-track development of the COVID-19
vaccines while minimizing the risk of a lack of
demand for the vaccines through purchasing com-
mitments. Because of the OWS, which later trans-
formed into the White House COVID-19 Response
Team in February 2021, the COVID-19 vaccine
makers were able to secure sustained resources in
the development of the COVID-19 vaccines. Govern-
ment purchase contracts also allowed the COVID-19
vaccine makers to achieve economies of scale. The
COVID-19 pandemic once again proved that in light
of a public health emergency, government intervention
is necessary to ensure quick and effective responses.
The emergent policy responses effectively cut back
red tape but also ensured sufficient regulations for the
safety of COVID-19 vaccines through the FDAS rigor-
ous and scientific emergency use authorization (EUA).
The U.S. government is estimated to have spent
$19.3 billion on COVID-19 vaccine development,
which is a fraction of the $5 trillion in the total eco-
nomic stimulus package. Public health spending
proved to be the most cost-effective way to address the
economic challenges in this public health crisis.*’
However, as previously mentioned, the outputs
and outcomes of policy cycles include reactions in
society and related efforts to further modify pol-
icy. During the COVID-19 pandemic, the CDC was
criticized as too data dependent, lacking an effec-
tive public communication strategy, and not acting
quickly against new variants, as well as focusing too
much on containing the virus, instead of factoring in
other collateral damages, such as the toll on mental
health, during its initial 2020 response. In response
to the criticisms, the CDC reorganized to improve its
responses in public emergencies, including increasing
the use of available data and making communication
more public friendly. In addition, the Biden admin-
istration continued the investment in COVID-19
vaccines and treatments.”® With the U.S. Congress
providing $1.15 billion to support research on
“long COVID,” such as the Long Covid Initiative by
Brown School of Public Health, there is hope for bet-
ter understanding and treatment of this long-term
condition. Moreover, the FDA is working on a sim-
plified annual booster plan to reduce future uncer-
tainty associated with “living with COVID-19.7°
It is clear that the U.S. government’s involvement
in the development of vaccines and treatments will
continue to be crucial in fighting the COVID-19 pan-
demic. Nevertheless, there have not been any perma-
nent policies that commit resources for monitoring
and managing the ongoing pandemic even though

SARS-CoV-2 continues circulating and public pre-
cautions are waning.*” It is important that public and
private partnerships work toward a more proactive
approach to prevent and prepare for the long-term
impacts of COVID-19.

Possible Responses
to the Convergence
of Policy Problems

Since the rise of modern medicine in the 19th and
20th centuries, national variations in health organi-
zation, practice, and policies have been gradually
affected by a growing convergence due to techno-
logic change and social globalization.®®" Recent
international surveys of health system changes
emphasize that nations are all coping with the same
major problems, including cost containment, access
barriers to large population subgroups, the impact
of rapidly developing new technologies, ensuring a
reasonably high-quality standard for care, and mea-
suring health outcomes.®

1. Cost containment. All nations face the problem
that the cost of providing modern health care
with currently accepted standards and technol-
ogies is outrunning patients’ abilities to gen-
erate the wealth to pay for it. Nations that do
not have true national healthcare systems, such
as the United States, may be racing toward the
cliff of runaway healthcare costs faster than most
European nations, which have historically pos-
sessed national structures for healthcare organi-
zation and delivery® But all nations are being
forced to confront the issue of allocating scarce
healthcare resources. According to the Organiza-
tion for Economic Cooperation and Development
(OECD), healthcare expenditures “will outpace
GDP growth over the next 15 years in almost
every OECD country.... Health spending per cap-
ita will grow at an average annual rate of 2.7%
across the OECD and will reach 10.2% of GDP by
2030, up from 8.9% in 2018.7°

The need for cost containment entails con-
sideration of the cost-effectiveness of health tech-
nologies and procedures.® Frequently, the most
cost-effective technology is not the most recently
developed, particularly in areas where it appears
that healthcare research and development are
approaching, or have reached, the “flat of the
curve.” Cost containment requirements also
include the imperative to sometimes say no, even
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when the added consumption of health resources
might benefit individual and/or population health
in some way.”> The removal of “waste” in health
services delivery is certainly desirable, but the
ultimate challenge in cost containment is con-
trolling and limiting the application of potentially
useful health services.

. Access to care. Whether they are economically
advanced and wealthy or relatively poor and less
developed, all nations have at least some subpop-
ulations that are relatively disadvantaged in their
access to necessary health services. However, it is
often difficult to address these needs since they
usually require the expenditure of additional
resources (clearly limited, as noted earlier). In
addition, the redistribution of national resources
to “have-not” groups is often administratively and
technically difficult (it is hard to reach vast rural
populations in nations such as China, for exam-
ple), and politically divisive (politically active
and articulate “have” groups in all nations usually
want to keep their share of national wealth rather
than having a significant part of it taken away and
given to others).*

Often, poorer citizens in nations such as
Bolivia, Vietnam, and Moldova have to rely on
under-the-table payments (often constituting
bribery) to get even the most essential healthcare
services from underpaid and overworked provid-
ers.”” In extreme situations of political instability
and repression, healthcare institutions can break
down entirely. This was the case in the Tigray
region of Ethiopia during a civil war that began in
2020, where healthcare facilities were targeted for
destruction by Ethiopian military forces.

An equally horrifying medical disaster has
taken place in Syria as the result of a civil war that
began in 2011. In late 2024, Syrian rebels seized
the capital of Damascus and overtook the Assad
family’s brutal rule of the country. The Syrian peo-
ple are reeling from the decade-long conflict and
crisis, which includes the decimated healthcare
system. Many hospitals and primary care facilities
are nonfunctional.®®

At the same time, wider access to basic health
services would save hundreds of millions of people
worldwide from death and disability and would
serve as a powerful tool in antipoverty efforts.**7!
The case for greater access to health care is, there-
fore, both sensible from the standpoint of national
interests and urgent as a global moral impera-
tive.”>” When the wealthiest nations in the world
help the poorest and sickest people in the world,

they wind up doing well for themselves by doing
good for others. (Indeed, if this was not the case,
the outlook for the poorest and the sickest would
be even worse than it is now.)

. Impact of new technologies. Health technologies

have continuously and rapidly evolved in the
last century, usually becoming more complex
and costly. These technologies, in areas as var-
ied as assistive technologies, pharmaceuticals,
and surgical techniques, often provide major
health benefits to their recipients.”* Most dramat-
ically, the rapid development and deployment of
vaccines using new mRNA technology in 2020
saved millions of lives worldwide during the
COVID-19 pandemic. But all nations, as part of
the challenge of facing cost containment diffi-
culties, have to balance the allocation of limited
resources to these new technologies against older
but cheaper services (often in the realm of pri-
mary care) that may help larger numbers of peo-
ple, but less dramatically or visibly. This leads to
both economic and ethical conflict, since such
decision making inevitably does involve “play-
ing God,” sometimes with life-and-death conse-
quences.” National governments must respond to
continuous and virtually unlimited demands from
individuals and groups with limited resources.
The allocation of these scarce resources involves
explicit or implicit rationing that inevitably ben-
efits some individuals and groups at the expense
of others.

. Quality of care considerations. As healthcare tech-

nologies become more complex, the issue of
quality assurance looms larger. Health profession-
als often cannot monitor technologies through
simple observation—detailed technologies are
required to provide constant readings.” In addi-
tion, there have been breakthroughs in data col-
lection and analysis during the last two decades,
particularly with respect to the development of
computerized data entry and aggregation (often
via Internet-based means). For the first time in
history, it is possible to aggregate large num-
bers of patient encounters and detect variations
in care quality, along with their consequences,
such as medical errors. Major studies that have
been done in the United States, the United
Kingdom, Canada, and Australia constitute the
first steps in defining and understanding the
level of medical errors.”®" However, as noted in a
PriceWaterhouseCoopers (PWC) report, “no one
really knows how many errors or adverse events
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occur because of gaps in reporting processes and
differences in definition.”®

The revolution in health information tech-
nology means that nations can consciously guide
healthcare quality assurance and improvement,
with enormous benefits accruing to both patients
and providers. Of course, to benefit from these
technologies, nations must also develop the nec-
essary data collection systems, along with the
trained professionals to administer and utilize
them. As with other aspects of health technolo-
gies, this can pose major challenges for less eco-
nomically developed nations, such as India.*

5. Measuring health outcomes. In the long run, the
greatest potential benefit from new health infor-
mation technologies is that they increase the
likelihood that health status and outcomes can
be measured and related back to health ser-
vices utilized, as well as individual and commu-
nity lifestyles and practices. The health outcomes
movement has the potential to make health ser-
vice delivery much more cost-effective, as well
as to reduce medical errors and to clarify which
aspects of health care and behavior are more or
less important.®!

It must be noted that an important part of this is
showing to what extent health services and new tech-
nologies cannot substitute for improved individual
and community health lifestyles. For example, what-
ever funding the nation of China puts into its health
system for treatment of lung cancers, it is clear that
the funding cannot substitute for a concerted effort
to reduce the rapid increase in national tobacco con-
sumption, which will result in the deaths of tens of
millions over the next few decades.® A 2015 report by
the National Research Council at the National Acad-
emies of Science suggested that 50% of premature
deaths in the United States can be accounted for by
one or more quantified lifestyle and environmental
risks.®” Unfortunately, it is also true that nations differ
in their abilities to afford and apply the systems needed
for effective health outcomes research, as well as the
subsequent system reforms driven by research results,
with poorer nations being especially hampered.

Internationally, there is a general consensus about
the existence of the previously mentioned healthcare
system problems. Within each country, there has also
been some debate (if only at the upper policymaking
level) over how the nation should respond to these
challenges. China, a rapidly developing but still rel-
atively low-income nation that has never really had
a structured national health system, faces enormous

challenges in organizational development and fund-
ing.® Developed nations with existing national health
systems, such as Australia and Japan, are talking about
to what extent (and if so, how) private-sector compo-
nents should be introduced and integrated to improve
provider responsiveness to consumer demands.***

The United States is unique internationally
in that it is a very wealthy nation with a lavishly
funded healthcare sector but lacks an effective struc-
ture to direct spending and system restructuring. So,
while the U.S. system can produce some of the best
high-technology health care in the world and leads in
research and development spending, it wastes money
on an epic scale and suffers from glaring disparities
in health insurance coverage and access to care.”” As
the United States has the highest proportion of GDP
devoted to health care, and with cost inflation gen-
erally recognized as ultimately unsustainable, health
reform has been and will continue to be a major item
on the nation’s policy agenda. Reform proposals have
been put forth by political liberals (such as the intro-
duction of a single payer system like that in Canada as
well as enhanced employer coverage within existing
insurance structures) and conservatives (such as the
increased use of individual healthcare purchasing
through Health Savings Accounts).®#7

In the international study done by PWC,° three
clear findings emerged:

e The globalization of health brings enormous
opportunities, but is overshadowed by common
threats. Bloated costs, uneven quality, and ineq-
uitable or mismanaged access threaten the sus-
tainability of health organizations, systems, and
populations. The most important attribute of
reformed national healthcare systems in the com-
ing years will be sustainability. “To be sustainable,
health executives will need information, metrics,
and transparency to support decision making ....
Transparency enables a comparative focus on
access as well as the cost and quality of care.”

e Increasingly, with ever-growing global commu-
nication among national health policymakers,
it appears that convergence will characterize pol-
icy reform efforts. In the words of the PWC
study authors, there will be significant “global
convergence, as best practices are shared, and
industry-wide convergence, as the barriers among
pharmaceuticals, providers, clinicians, biotech,and
payers melt away.” If sustainability is the key
objective for health policymakers around the
world, what aspects of reform do they need to
focus on to get there? Like most others who have
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considered the issue, the PWC analysts believe

that there are some critical factors. The PWC

list includes:

1. A quest for common ground. Essentially, this is an
effort to develop national political consensus
on the public/private sector division of health-
care responsibilities, along with social agree-
ment about some basic level of guaranteed
access to basic health services for all citizens.

2. A digital backbone. This refers to the use of
nationwide integrated clinical and administra-
tive information systems to increase the effi-
ciency of the healthcare system, as well as to
provide data that can be utilized for program
evaluation and outcomes research efforts.

3. Incentive realignment. This feature centers on
the nation’s citizens who are healthcare recip-
ients and contends that a sustainable national
system must “ensure and manage access to care
while supporting accountability and responsi-
bility for healthcare decisions.”

4. Quality and safety standardization. This fea-
ture focuses on provider accountability and
responsibility, suggesting that there needs to be
transparent quality and safety standards so that
consumer trust can be established and main-
tained in the nation’s healthcare services.

5. Strategic resource deployment. This is more
vaguely defined in the PWC study, since it
suggests the need for resource allocation that
“appropriately satisfies competing demands
on systems” to balance cost containment and
access requirements without being able to pro-
vide any real definition of what might consti-
tute appropriate satisfaction.® This indicates the
contingent nature of this feature, since it will
most clearly be determined by the political bal-
ance of power within each society.

6. Climate of innovation. This feature suggests that
nations need to embrace innovation in both
technology and processes in order to improve
the functioning of the healthcare system.

7. Adaptable delivery roles and structures. The PWC
report calls for patient-centered care that is max-
imized in varying circumstances by the adop-
tion of variable care practices and clinical roles.

Surveying the current state of national health sys-
tems around the world, what can be concluded with
respect to the progress being made in policymaking
in these areas?

Two of the previously mentioned sustainability
features are primarily technological in nature and can

be assessed fairly easily. Some nations have moved
materially toward a true digital backbone (#2), but
only a few. The Netherlands has pioneered in using
health information systems to improve healthcare
quality within a constrained national budget.*® Both
Canada and the United Kingdom have also worked
toward developing national integrated electronic
medical records.® However, these nations already
have truly integrated national health systems; the
Netherlands has a national employer-based system,
the United Kingdom has a National Health Service,
and Canada has a single payer system administered
by its provinces.®® There may be significant problems
with national health systems, but it is easier to imple-
ment uniform technical and structural reforms within
them. In all of these nations, the policy marketplace
has been dominated by forces (particularly the gov-
ernment and organized labor, along with general pub-
lic opinion) in favor of national health care. As will be
discussed later, if that decision is made (or not made),
choices concerning structure, including of informa-
tion systems, are significantly affected.

In contrast, the United States is very wealthy and
spends an enormous amount on health care, but lacks
such a national governing structure. In the policy mar-
ketplace, there is bitter political controversy over the
structure and functioning of the ACA, and industry
groups tend to further system fragmentation through
their own interests in controlling market share. Con-
sequently, U.S. health care has failed to produce a
viable health information system through market
mechanisms.”® Smaller providers in the United States,
particularly home health agencies and skilled nursing
facilities, have clearly lagged behind larger private-
and public-sector health systems in adopting health
information technologies.”!

In recent years, the need for national health
information integration has become so evident that
it united conservatives like Newt Gingrich and liber-
als like Hillary Clinton in support of national policy
initiatives.”” A conservative Republican president,
George W. Bush, followed through on this call by
supporting the establishment of a National Health
Information Infrastructure (NHII), which is sup-
posed to be a “comprehensive knowledge-based
network of interoperable systems of clinical, public
health, and personal health information.”” In the
case of the United States, the policy marketplace
has shifted to support national health informa-
tion system restructuring due to growing concerns
by payers (that a lack of a national information
infrastructure is not cost-effective) and patients/
consumers (primarily due to desires for increased
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quality improvement and safety and for easier per-
sonal access to care information).

Since they usually lack the funds and technical
expertise, most poor and less developed nations are
far from attaining the digital backbone sustainability
goal put forth by PWC. For example, in Mexico, the
Ministry of Health is responsible for overall health
system functioning, but provider funding is very
fragmented (much of it coming from patient self-
payment), and there is essentially no functioning
national information system. The nation’s healthcare
problems are so great, and government funding so
limited, that it will be many years before the system
will be sufficiently coherent to permit a digital back-
bone.”* For these nations, sustained economic growth
will be necessary to generate the required capital for
health system upgrades.

Some of the same conclusions are reached in a
global examination of quality and safety standard-
ization (#4). In Europe and Canada, physicians have
taken a leadership role in forwarding these causes. In
the U.S. policy marketplace, the prominence of patient
advocacy groups has provided a different avenue to
advance demands for quality and safety assurance.
The Health and Medicine Division (formerly the Insti-
tute of Medicine) of the National Academies of Sci-
ence has provided a reasonably clear blueprint as to
how the United States can cross the quality chasm.*
Generally, in economically advanced nations, there
are important and increasingly influential groups that
are effectively demanding higher quality standards,
although there are still debates about the extent to
which these standards should be dictated by the gov-
ernment, as opposed to the private sector.”

As with the digital backbone, less economically
advanced nations generally do not yet have the funds
or organizational structure to provide system-wide
quality and safety standards, whatever the political
preferences might be. A study of practice quality in
Indonesia, Tanzania, India, Paraguay, and Mexico sug-
gests substantial variation within each country and
different factors leading to each country’s pattern of
variation. As the study’s authors conclude, “questions
relating to practice quality [in low-income countries]
remain unanswered in the literature, because the qual-
ity of health care in low-income countries is difficult to
measure.”” Until data collection and database devel-
opment related to the quality of care are improved in
these nations, they will not have the necessary inputs
to even begin developing and monitoring system-wide
quality standards.

The same thing can be said for safety standards.
Many poorer nations do not have well-established

and effective regulatory structures for overseeing
medical safety. China has been particularly visible
with respect to safety problems. It is the largest sup-
plier of pharmaceutical ingredients in the world,
and there have been major problems reported with
some medical products.”® China’s chief food safety
watchdog has said that almost 20% of products
made for consumption in China were found to be
substandard.” It appears that neither government
nor voluntary private-sector safety guidelines and
agreements are effective in China, where there is
high turnover in manufacturers and their execu-
tives.!® These ongoing problems resulted in the
United States and China signing a Memorandum
of Agreement on December 11, 2007, to establish
a bilateral mechanism to ensure the safety of drugs,
excipients, and medical devices exported from
China to the United States.'®" This has resulted in
a permanent FDA presence in China as a condition
for continued exports to the United States. China
is making major efforts to improve “pharmacovig-
ilance,” but the nation faces numerous cost and
organizational challenges, particularly in integrating
traditional Chinese medicines (TCM) into a unified
drug surveillance system.

Beyond the two previously described factors,
a digital background and system-wide quality and
safety standards, it should be noted that the oth-
ers listed in the PWC report (“a quest for common
ground,” “incentive realignment,” “strategic resource
deployment,” “climate of innovation,” and “adapt-
able delivery roles and structures”) are fundamentally
political in nature. Their definition within each nation
depends on ideologic decisions that in turn will come
from widely varying political systems and structures.
These varying decisions made by each will reflect
tradeoffs between multiple valued objectives. So, to
understand the nature of what nations will be doing
in health care in the coming decades, we must under-
stand the nature of tradeoffs, and how these tradeoffs
relate to national systems of ideology and ethics in
health and nonhealth areas.

The Nature of National
Health Tradeoffs,
Ideology, and Ethics

In policymaking, tradeoffs come from the inescap-
able fact that all policy decisions involve the use of
finite resources, and to use them in one area means
that they may not be available to be deployed in alter-
native areas. As economist Arthur Okun suggested,
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“Tradeoffs are the central study of the economist.
‘You can’t have your cake and eat it too’ is a good
candidate for the fundamental theorem of economic
analysis.” But resources in policy analysis can also
be intangible and involve such value-laden tradeoffs
as individual choice versus government dictation,
or political equity versus economic efficiency. That
means that tradeoffs must involve ideology and ethics
as well as economics.

The importance of tradeoffs in health
policymaking—and differing decisions on tradeoffs—
have been widely recognized, both within and among
nations. Dervaux, Leleu, and Valdmanis conducted
an expanded data envelopment analysis of World
Health Organization (WHO) and individual national
rankings of five health objectives: life expectancy,
health distribution, health system responsiveness,
responsiveness distribution, and financial contri-
bution fairness. The authors agreed with the WHO
Commission for Macroeconomics and Health that
any global perspective on health policy priorities
needs to be complemented by individual national
health policy priority analyses and choices.'"

When it comes to tradeoffs between economic
efficiency and political equity, some researchers have
attempted to provide tools that contain explicit cri-
teria. Focusing on developing nations, James et al.
suggest that more explicit analysis can aid efforts to
attain social justice.'® In their work, the researchers
list and explain a number of efficiency and equity cri-
teria to guide priorities, including cost-effectiveness,
horizontal equity, and vertical equity.'® Ross states
that social justice is a “central obligation of civil soci-
ety where the measure of the ethical integrity of a soci-
ety is how it treats its most vulnerable members.”!%*

Particularly in wealthy nations with expensive
healthcare systems, policymakers and clinicians are
starting to develop guidelines for tradeoffs in health-
care decision making. New York State health officials
have now developed protocols for the allocation of
ventilators in the event of an H5N1 influenza pan-
demic. The lead author of their study, Dr. Tia Powell,
calls for the public to confront such triage issues,
so that these decisions reflect community views as
well as ethical and clinical standards. “It's not really
a technical solution. ... It's values. And the people
are the experts on that.”'® Another example of this
is in cancer treatment. According to The New York
Times, medical groups, such as the American Soci-
ety of Clinical Oncology, are now recommending
that physicians weigh the costs as well as the
effectiveness of treatments when making cancer care
decisions. This group is developing a scorecard to

evaluate drugs on cost and value as well as efficacy
and side effects.'%

There are clear political obstacles to explicit
tradeoff analysis in health policymaking. The public
in most nations does not have a clear understand-
ing of the inescapability of tradeoffs, especially if
they suspect that they entail rationing of popular
services.!®” As some have observed, all Americans
ask for is cheap, fast, and high-quality health care,
but they do not understand that they can never get
health care with more than two out of those three
characteristics in a real-world healthcare system with
limited resources and potentially unlimited demands.
Research on public response to possible cost-quality
tradeoffs in clinical decisions indicates that reactions
are unpredictable and not necessarily clinically or
economically logical.'®* Conversely, findings suggest
that a significant portion of the public (at least in the
United States) would be willing to accept cost—quality
tradeoffs, if they are provided with clear information
on the cost-effectiveness of specific treatments. Most
recently, these issues have been faced in the difficult
and contentious area of COVID-19 resource alloca-
tion decision making.

At the global level, it is just as difficult to analyze
tradeoffs. In research conducted for the WHO Advi-
sory Committee on Health Research, Schunemann
et al. reviewed the available literature on “determining
which outcomes are important for the development
of guidelines” and found “limited relevant research
evidence.”'?” The authors offered the general recom-
mendation that methods to examine tradeoffs and
their impact on outcomes should employ “systematic
and transparent methods involving key stakeholders,
including consumers and people from different cul-
tures, to help ensure that all important outcomes are
considered.”® Of course, this recommendation only
addresses procedural issues and does not touch on the
substance of which choices should be made. More-
over, the division and debate over the substance of
health reform is the primary challenge facing national
publics and their policymakers.

As noted earlier, there is a convergence of opinion
(at least, at the policy elite level) that current national
health systems are unsustainable because of growing
cost, access, and quality problems. In the ongoing
global discussion about tradeoffs and possible health
system reforms, it is equally clear that there is no cur-
rent consensus—only a diversity of ethical perspec-
tives and ideological positions.

One thing is clear: National deliberations over
health reform policymaking cannot take place with-
out recognizing that there are ethical and ideologic
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disagreements at the heart of the debates. Unfor-
tunately, all too often, policymakers do engage in
de facto social experiments without ethical review
and debate, both among themselves and with their
nation’s citizens.'® In an analysis of the role of jus-
tice and solidarity in priority setting in health care,''°
two ethicists point out that one major reason for
this is that some nations do not have the ideolo-
gies or institutions of inclusive social participation
and modern economics that provide the founda-
tion for a balanced debate over tradeoffs in health
system reform. One analyst contends that “in a
political process, where reforms are implemented
by democratically controlled agencies, the analogy
to informed consent is democratic oversight of the
reform process. Unfortunately, this analogy is prob-
lematic wherever democratic control of institutions
is weak ... and wherever powerful external agencies
offer large incentives and are not themselves held
accountable for the reforms they impose.”'"!

Scholars have developed a variety of perspec-
tives related to this. The economist Hernando de Soto
has contended that many poor nations, particularly
in the “post-communist” world, have not developed
the social habits of the rule of law that permit widely
accepted policies for resource use. Absent these, deci-
sions on resource allocation in all areas of society—
including health care—are made largely on the basis
of “might makes right.” The less powerful are largely
disenfranchised and simply attempt to evade the rule
of the powerful (usually through governments) by
the use of black markets.''? According to the social
philosopher John Rawls, “One may think of a public
conception of justice as constituting the fundamen-
tal charter of a well-ordered human association.”*’ In
societies with volatile political and social systems in
transition (including nations experiencing rapid eco-
nomic and social growth, such as China and India),
the principles of justice and popular participation are
often not well established or widely shared, which
means that health policymaking may be essentially
the imposition of the will of political elites. In the long
run, such policymaking may contribute to, rather
than reduce, social and political instability.

Justice has both individual and social com-
ponents. Ethical health policymaking implies an
acceptance of individual autonomy—the belief that
individuals have the right to their own beliefs and
values and to related decisions and choices with
respect to the use of health services. Some of the
most politically charged policy debates occur when
the principle of autonomy clashes with social/
communal welfare principles of treatment, as in the

case of Terri Schiavo in the United States.''* Whose
Life Is It Anyway? is a noted play and movie that con-
siders the dilemma of which set of priorities should
prevail over life-and-death decisions—that of the
individual whose life is in question or that of a soci-
ety, which has to put forth and defend laws regu-
lating medical treatment. The debate over COVID-19
vaccine mandates for school-age children and vari-
ous categories of employees beginning in 2021 fea-
tured strong (at times violent) disagreement between
those prioritizing personal choice and those main-
taining that public/community health needs require
individual compliance with vaccine mandates.

In health policymaking, the social component
is reflected primarily in the debate over distributive
justice, or the fairness in the distribution of health
benefits and burdens in society.'* In most nations,
the question of fairness is debated endlessly by the
various participants in the policy marketplace. The
economist Thomas Rice, criticizing the United States
in 1998 for its unique status as the only econom-
ically advanced nation without some system of
national health insurance, articulated the egalitar-
ian view of justice, in which equal access to health
services (at least to an essential minimum package
of services) for all citizens, regardless of income
or class, is of central importance. In doing so, he
made the ethical case for U.S. adoption of national
health insurance.'"

In most Western nations (particularly in the
United States), there is also a libertarian perspective
of fairness that would argue Rices preferences are
decidedly unfair. Libertarians (who adhere to a mix
of beliefs found both on the political left and on the
political right) tend to believe that individual freedom
is the most important social value. Fairness means that
individuals have the freedom to choose to do what
they wish with their own resources, and that the best
set of policies rests on the belief in a minimal state,
enforcing basic laws and regulatory “rules of the game”
but not attempting to dictate economic outcomes or
to engage in large-scale redistribution of wealth.''®!!
In contrast to Rice, libertarian health economists pre-
scribe individual choice and responsibility as the best
ways to reform U.S. health care.

Health policymaking is certainly a matter of
data collection and analysis, of research and fore-
casting, of power struggles within national policy
marketplaces. Like other aspects of public policy, it
is also an “inescapably moral enterprise.”''® Because
of that, health policymaking and analysis will be
sterile and ultimately ineffective if the policymakers
and analysts do not realize—whether they want to
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or not—that “policy and ethics both ask the same
question: ‘what is the good, and how do we achieve
(create, protect, cultivate) it?”"'*

Conclusion: Health
Policymaking Around
the World—Uncertain
Times and Futures

It is not at all clear how the nations of the world, with
greatly differing political, economic, healthcare, and
social systems, are going to meet the health system
challenges in the next 20 years. Most wealthy coun-
tries, with aging populations, are beginning to hit the
financial wall, with unpredictable consequences. In
the United States, any reasonably balanced investiga-
tion of the numbers—rising demand for more (and
more technologically intensive) health care, an aging
population, declining employer-based insurance,
increasing number of uninsured individuals, and,
above all, a healthcare cost inflation rate that out-
runs economic growth by a significant margin—will
reveal that sometime between 2025 and 2035, when
essentially all of the “baby boomers” will have retired
and expect to get all of the health care they want and
“deserve” from Medicare, financing the U.S. health-
care system as it is currently structured will not add
up. Something will have to give.

In the absence of the establishment of a true
national healthcare system, the supply/demand
imbalance is already creating de facto rationing,
with insured individuals waiting longer and longer
and paying more and more to get ever more tightly
limited care. If the U.S. healthcare system hits the
financial wall, many individuals who cannot afford to
even make copayments on ACA insurance purchased
through state exchanges will fall completely through
the cracks, since the ad hoc public and charity health-
care system will come apart at the seams. This is a
profoundly depressing vision for anyone who believes
that access to some effective level of basic health care
should be a right that all citizens possess.

U.S. reformers who want to avoid these dire
straits generally advocate increased cost controls on
health system expenditures and/or increased taxes
on upper-income citizens. Some advocate eliminat-
ing private health insurance and moving to a sin-
gle payer system (“Medicaid for all”).'” They will
experience major political difficulties in getting any
post—ACA proposal enacted. Most efforts to enact
national health reform, including the ACA, are sold

to the public as giving everyone the right to relatively
easy access to comprehensive health services, with
only modest costs. As was seen in 1993 to 1994, the
largely insured public reacted badly when they found
out that they would actually have to adjust their own
healthcare arrangements and pay out themselves to
provide insurance for those fellow citizens who were
going without.

There has also been a significant backlash against
the ACA, with claims of decreased access, with health
providers withdrawing from markets, and with
employers eliminating jobs or reducing work hours
to reduce their obligations to fund expanded health
insurance.'?® Access was further reduced when the
U.S. Supreme Court, in its National Federation of Inde-
pendent Business v. Sebelius decision in 2012 made a
key element of the ACA, state Medicaid expansion,
optional rather than mandatory.'*! Many states with
Republican-dominated governments immediately
announced that they would not expand their state
Medicaid systems. Most Republicans in Congress still
advocate “repeal and replace” for the ACA while being
extremely vague on exactly what the replacement
might be. However, as time has gone by, more and
more states (41 plus the District of Columbia, as of
January 2025) have expanded Medicaid as part of the
ACA, including many states led by Republican gover-
nors.'** Yet, even the ACA does not squarely confront
the dilemma of a continuing large gap between health-
care demand and affordable supply and ongoing cost
inflation exceeding the economic growth required to
pay for care.

The problems of cost containment and access in
the United States have continued to mount. There is
no question of maintaining the current “system”—it
is visibly coming apart before our eyes. Either we
shape the future healthcare system now, or we will
inherit the disorder of our old healthcare system as it
slowly unravels.

Any examination of the experiences of those
nations that do have comprehensive national health
systems, such as the National Health Service in the
United Kingdom, shows that national health insur-
ance means national health rationing, like it or not,
with real consequences for patient health and well-
being.® In any event, European nations, with rapidly
aging populations and relatively expansive social
expectations for public health and welfare spending,
will have their own political conflicts. However, with
structured healthcare systems, they appear to have
the potential to develop some political consensus over
providing health care within tighter financial limits.
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The situation in many developing nations will be
incomparably more difficult. It is hard to see how most
African nations, with their unstable political systems
and desperately poor populations, could afford to even
approach “advanced nation” healthcare provision any
time in the foreseeable future. Some Asian countries,
such as South Korea, Singapore, and Taiwan, have
already reached very high economic development
levels and so can afford the most modern health care.
But China and India, even with their strong economic
growth rates in the last decade, will continue to face the
prospect of rapidly growing (and potentially politically
explosive) social inequities, with growing numbers of
relatively well-off urban residents, and hundreds of
millions of low-income individuals in their rural hin-
terlands and urban slums.

The world is entering what will undoubtedly be
a turbulent period, with national healthcare systems
everywhere requiring major overhauls of one form or
another. There is no past template that nations can
employ to respond to this challenge. However, it is
very important to remember that any response to
escalating healthcare costs must recognize that health
care has never been, and can never be, treated as a
purely market good. There is clearly a role for com-
petition and economic incentives in providing and
selecting health care. At the same time, any long-range
response that brings healthcare supply and demand
into a sustainable balance—by regulatory fiat or by
market competition—will have to recognize that, as
citizens, community members, and human beings, we
must all care enough about each other to ensure that
none of us lacks the essential healthcare services that
we can afford to provide.

References

1. Porter R. The Cambridge History of Medicine. Cambridge, UK:
Cambridge University Press; 2006.

2. Rawls J. A Theory of Justice. Cambridge, MA: Harvard
University Press; 1971.

3. Okun A. Equality and Inefficiency: The Big Tradeoff.
Washington, DC: Brookings Institution; 1975.

4. Rice T. The Economics of Health Reconsidered. Chicago, IL:
Health Administration Press; 1998.

5. Schwartz WB. Life without Disease: The Pursuit of Medical
Utopia. Berkeley, CA: University of California Press; 1998.

6. Organization for Economic Cooperation and Development.
Health spending set to outpace GDP growth to 2030.
Accessed August 1, 2023. https://www.oecd.org/health/.

7. World Economic Forum. Future of Healthy: How to Realize
Returns on Health. Geneva, Switzerland: January 2016.

To end on a note of optimism, it is important
that we do not lose sight of the ongoing achieve-
ments of modern health care that have transformed
the lives of citizens in wealthy nations and are now
doing the same for a majority of the poor in the rest
of the world. A renewed sense of economic limits in
health care need not be in opposition to this world-
wide trend. In fact, recognizing the limits is almost
certainly a requirement for continuing to make prog-
ress. Here it is appropriate to conclude with another
quotation from the scholar and visionary cited at the
beginning of this chapter, Dr. William Schwartz:

Where does all this leave us as we try to sort
out the challenges that face us at the begin-
ning of a new century? We are enticed by
visions of triumph over disease but disturbed
by the near-term prospect of denying useful
care to some patients .... The next 25 years
will be especially challenging and possibly
divisive ones, but it is important that we
not lose sight of the utopian visions that are
emerging. The possibility of mastery over a
broad range of illnesses is no longer the sole
property of philosophers and science fiction
authors. Our challenge will be to tackle the
ethical and social issues that accompany
medical progress with the same rigor that we
apply to the scientific challenges themselves.
Above all, we must ensure that in the sacri-
fices required to realize our visions, especially
in the critical area of healthcare rationing, we
do not compromise fairness and equity, with-
out which the conquest of disease would be a
hollow victory.”

8. Anderson OW. The Health Services Continuum in Democratic
States. Ann Arbor, MI: Health Administration Press; 1989.

9. Capital Health, Global Strategy Initiative. Crisis Response:
Global Health Care Strategy in the 21st Century. Report on
Symposia. Washington, DC/Paris, France; 2004.

10. Lasswell H. Politics: Who Gets What, When, How. New York,
NY: World Publishing; 1951.

11. Feldstein PJ. The Politics of Health Legislation: An Economic
Perspective. Chicago, IL: Health Administration Press; 2006.

12. Gande C. Zimbabwean government triples army officer pay
ahead of elections. VOA News Com. 2008. Accessed February 24,
2008. http://www.voazimbabwe.com/a/a-13-56-74-2008-02
-21-v0a45-68976302/1470185.html.

13. Blank RH, Burau V. Comparative Health Policy. New York, NY:
Palgrave Macmillan; 2004.

© Jones & Bartlett Learning LLC, an Ascend Learning Company. NOT FOR SALE OR DISTRIBUTION.


https://www.oecd.org/health/

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Longest BB. Health Policymaking in the United States. 6th ed.
Chicago, IL: Health Administration Press; 2015.

Das J, Hammer J. Location, location, location: residence,
wealth, and the quality of medical care in Delhi, India. Health
Aff. 2007;26(3):w338-w351. doi: 10.1377/hlthaff.26.3.w338.
Olson M. The Logic of Collective Action. Cambridge, MA:
Harvard University Press; 1965.

James C, Carrin G, Savedoff W, Hanvoravongchai P
Clarifying efficiency—equity tradeoffs through explicit
criteria, with a focus on developing countries. Health Care
Analysis. 2005;13(1):33-51.

Denenberg R. The community: mobilizing and accessing
resources and services. In: Cohen FL, Durham JD, eds.
Women, Children, and HIV/AIDS. New York, NY: Springer;
1993.

Foreman C. Grassroots victim organizations: mobilizing for
personal and public health. In: Cigler AJ, Loomis BA, eds.
Interest Group Politics. 4th ed. Washington, DC: Congressional
Quarterly Press; 1995.

Koyanagi C, Bevalacqua JJ. Managed care in public mental
health systems. In: Hackey RB, Rochefort DA, eds. The New
Politics of State Health Policy. Lawrence, KS: University Press
of Kansas; 2000:186-206.

Steslicke WE. Development of health insurance policy in
Japan. ] Health Polit Policy Law. 1982;7(1):197-226.
Wiktorowicz ME. Emergent patterns in the regulation of
pharmaceuticals: institutions and interests in the United
States, Canada, Britain and France. ] Health Polit Policy Law.
2003;28(4):615-658.

Weissert CS, Weissert, WG. Governing Health. 2nd ed.
Baltimore, MD: Johns Hopkins University Press; 2002.
Easton D. A Systems Analysis of Political Life. Chicago, IL:
University of Chicago Press; 1979.

Wilsford D. States facing interests: struggles over health
policy in advanced, industrial democracies. ] Health Polit
Policy Law. 1995;20(3):571-613.

Crenson MA. The Unpolitics of Air Pollution. Baltimore, MD:
Johns Hopkins University Press; 1971.

Yankelovich D. The debate that wasn't: the public and the
Clinton plan. Health Aff. 1995;14(1):7-23.

Skocpol T. The rise and the resounding demise of the Clinton
plan. Health Aff. 1995;14(1):66-85.

Edelman M. The Symbolic Uses of Politics. Urbana, IL:
University of Illinois Press; 1964.

Starr P. Remedy and Reaction. New Haven, CT: Yale University
Press; 2013.

Brown LD. Getting there: the political context for
implementing health care reform. In: Brecher C, ed.
Implementation Issues and National Health Care Reform.
Washington, DC: Josiah Macy, Jr. Foundation; 1992:13-46.
Thompson FJ. The evolving challenge of health policy
implementation. In: Litman TJ, Robins LS, eds. Health
Politics and Policy. 3rd ed. New York, NY: Delmar Publishers;
1997:155-175.

Pressman JL, Wildavsky A. Implementation. Berkeley, CA:
University of California Press; 1973.

Sparer MS, Brown LD. States and the health care crisis:
limits and lessons of laboratory federalism. In: Rich RE
White WD, eds. Health Policy, Federalism and the American
States. Washington, DC: Urban Institute Press; 1996:
181-202.

Wenk E. Margins for Survival: Overcoming Political Limits in
Steering Technology. New York, NY: Pergamon Press; 1979.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

References 63

Moon M. Medicare Now and in the Future. 2nd ed. Washington,
DC: Urban Institute Press; 1996.

Oberlander J. The Political Life of Medicare. Chicago, IL:
University of Chicago Press; 2003.

Centers for Disease Control and Prevention (CDC). 2023.
https://archive.cdc.gov/#/details?q=covid %20data&start
=0&rows=10&url=https://www.cdc.gov/coronavirus/2019
-ncov/covid-data/fag-surveillance. html.

Ahmad FB, Anderson RN. The leading causes of death in the
US for 2020. JAMA. 2021;325(18):1829-1830. doi: 10.1001
/jama.2021.5469.

National Center for Health Statistics. U.S. Census Bureau,
Household Pulse Survey, 2022-2023. Long COVID.
Generated interactively. https://www.cdc.gov/nchs/covid19
/pulse/long-covid.htm.

Bach K. New data shows long Covid is keeping as
many as 4 million people out of work. Brookings. 2022.
https://www.brookings.edu/research/new-data-shows-long
-covid-is-keeping-as-many-as-4-million-people-out-of
-work/.

Cutler DM, Summers LH. The COVID-19 pandemic and the
$16 trillion virus. JAMA. 2020;324(15):1495-1496. doi: 10.
1001/jama.2020.19759.

Bruns R, Teran N. Weighing the Cost of the Pandemic. Knowing
What We Know Now, How Much Damage Did COVID-19 Cause
in the United States? Institute for Progress; 2022. https://
progress.institute/weighing-the-cost-of-the-pandemic/.
Cubanski J, Kates J, Tolbert J, Guth M. What Happens When
COVID-19 Emergency Declarations End? Implications for
Coverage, Costs, and Access. Kaiser Family Foundation; 2023.
https://www.kff.org/coronavirus-covid-19/issue-brief
/what-happens-when-covid-19-emergency-declarations
-end-implications-for-coverage-costs-and-access/.

Senate Bill 3548. 116th U.S. Congress. 2020. https://www
.congress.gov/bill/116th-congress/senate-bill/3548/text.
Barone E. The Trump administration’s “Operation Warp
Speed” has spent $12.4 billion on vaccines. How much is
that, really? Time. 2020. https://time.com/5921360/operation
-warp-speed-vaccine-spending/.

Lee BY. Only ~14% of U.S. adults have gotten latest
Covid-19 vaccine update 2023. Forbes. 2023. https://www
forbes.com/sites/brucelee/2023/11/18/only-14-of-us-adults
-have-gotten-latest-updated-covid-19-vaccine/?sh
=7482bb8e2f6¢.

Brussow H, Zuber S. Can a combination of vaccination
and face mask wearing contain the COVID-19 pandemic?
Microb Biotechnol. 2022;15(3):721-737. doi: 10.1111/1751
-7915.13997. Epub 2021 Dec 28. PMID: 34962710; PMCID:
PMC8913850.

Cohen J. Why efforts to make better, more universal coronavirus
vaccines are struggling. Science. 2022. https://www.science
.org/content/article/why-efforts-make-better-more-universal
-coronavirus-vaccines-are-struggling.

Adolph C, Amano K, Bang-Jensen B, et al. Governor
partisanship explains the adoption of statewide mask
mandates in response to COVID-19. State Polit Policy Quart.
2022;22(1), 24-49. doi: 10.1017/spq.2021.22.

Gtiss CD, Boyd L, Perniciaro K, Free DC, Free JR, Tuason
MT. The politics of COVID-19: differences between US
red and blue states in COVID-19 regulations and deaths.
Health Policy OPEN.2023;5:100107. https://doi.org/10.1016/j
hpopen.2023.100107.

© Jones & Bartlett Learning LLC, an Ascend Learning Company. NOT FOR SALE OR DISTRIBUTION.



64

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

Chapter 4 Global Health Systems Politics, Economics, and Policy

Scott D. California mandated masks. Florida opened its
restaurants. Did any of it matter? Vox. 2021. https://www
.vox.com/coronavirus-covid19/22456544/covid-19-mask
-mandates-lockdown-debate-evidence.

Zhang X, Warner ME. COVID-19 policy differences across
US states: shutdowns, reopening, and mask mandates.
Int ] Environ Res Public Health. 2020;17(24):9520.
doi: 10.3390/ijerph17249520 PMID: 33353158; PMCID:
PMC7766317.

Yakusheva O, van den Broek-Altenburg E, Brekke G, Atherly
A. Lives saved and lost in the first six months of the US
COVID-19 pandemic: a retrospective cost-benefit analysis.
PLoS One. 2022;17(1):e0261759. https://doi.org/10.1371
/journal.pone.0261759.

Smith-Schoenwalder C. How COVID-19 will shape the 2022
midterm elections. U.S. News. 2022. https://www.usnews
.com/news/elections/articles/the-coronavirus-and-the-2022
-elections.

Portnoy J. Local Covid tracking sites adapt to new era of
coronavirus pandemic. The Washington Post. 2023. https:/
www.washingtonpost.com/dc-md-va/2023/05/02/covid
-dashboard-health-emergency/.

Frank RG, Dach L, Lurie N. It was the government that
produced COVID-19 vaccine success. Health Affairs. 2021.
doi: 10.1377/hblog20210512.191448.

NPR. 2022. https://www.npr.org/2022/08/17/1117904729
/cde-reorganization-walensky-covid.

National Institutes of Health. NIH launches new initiative
to study “long COVID.” https://www.nih.gov/about-nih/who
-we-are/nih-director/statements/nih-launches-new-initiative
-study-long-covid.

Torrens PR. Historical evolution and overview of health
services in the United States. In: Williams SJ, Torrens PR,
eds. Introduction to Health Services. 5th ed. New York, NY:
Delmar Publishers; 1999:chap 1.

Friedman TL. The World Is Flat. New York, NY: Farrar Straus &
Giroux; 2005.

Davis K, Anderson GE Rowland D, Steinberg EP. Health Care
Cost Containment. Baltimore, MD: Johns Hopkins University
Press; 1990.

Gold MR, Siegel JE, Russell LB, Weinstein MC. Cost-
Effectiveness in Health and Medicine. New York, NY: Oxford
University Press; 1996.

Lee RH. Economics for Healthcare Managers. Chicago, IL:
Health Administration Press; 2015.

Aaron H, Schwartz WC. Can We Say No? The Challenge
of Rationing Health Care. Washington, DC: Brookings
Institution; 2005.

Hu K. Challenges facing the Chinese health care system.
Asia Pacific Journal of Public Health. 2020;33(1). doi.org
/10.1177/1010539520968464.

Lewis M. Informal payments and the financing of health care
in developing and transition countries. Health Aff. 2007;26(4):
984-997.

International Rescue Committee. Emergency Watchlist 2025.
Crisis in Syria: What to Know and How to Help. Accessed
January 27, 2025. https://www.rescue.org/article/crisis-syria
-what-know-and-how-help.

World Bank. Global Monitoring Report 2005, Millennium
Development Goals: From Consensus to Momentum. Washington,
DC: World Bank; 2005.

Sachs JD. The End of Poverty. New York, NY: Penguin Press;
2006.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

Martin G, Grant G, D’Agostino M. Global health funding
and economic development. Global Health. 2012;8(8). doi:
10.1186/1744-8603-8-8.

Brower J, Chalk C. The Global Threat of New and Reemerging
Infectious Diseases. Santa Monica, CA: RAND Corp.; 2003.
Roychoudhuri O. The end of poverty: an interview with
Jeffrey Sachs. Mother Jones. May 6, 2005. Accessed January 28,
2008. http://www.motherjones.com/news/qa/2005/05/jeffrey
_sachs.html.

Newman PJ, Weinstein MC. The diffusion of new technology:
costs and benefits to health care. In: Gelijns AC, Halm EA, eds.
The Changing Economics of Medical Technology. Washington,
DC: National Academy Press; 1991:21-34.

Ubel PA. Pricing Life: Why It’s Time for Health Care Rationing.
Cambridge, MA: MIT Press; 2001.

Wilson RM, Runciman WB, Gibberd RW, et al. The quality
in Australian health care study. Med ] Aust. 1995;163:
458-471.

Kohn L, Corrigan JM, Donaldson MS, eds. To Err Is Human:
Building a Safer Health System. Washington, DC: National
Academy Press; 2000.

Vincent C, Neale G, Woloshynowych M. Adverse events in
British hospitals: preliminary retrospective record review.
BMJ. 2001;322(7285):517-519.

Baker GR, Norton PG, Flintoft V, et al. The Canadian adverse
events study: the incidence of adverse events among hospital
patients in Canada. CMAJ. 2004;170(11):1678-1686.
Anonymous. Indias fake doctors: quackdown. Economist.
2008:386(8568):58-59.

Epstein AM. The outcomes movement: will it get us where
we want to go? N Engl ] Med. 1990;323:266-270.

China’s cigarette threat. BBC News. November 19, 2007.
Accessed January 8, 2008. http:/news.bbc.co.uk/1/hi/health
/216998.

Measuring the Risks and Causes of Premature Death: Summary
of a Workshop. Institute of Medicine, National Academy of
Sciences; 2015. Accessed October 25, 2016. https://www
.nap.edu/catalog/21656/measuring-the-risks-and-causes-of
-premature-death-summary-of.

Hall J. Incremental change in the Australian health care
system. Health Aff. 1999;18(3):95-110.

Ikegami N, Campbell JC. Health care reform in Japan: the
virtues of muddling through. Health Aff. 1999;18(3):56-75.
White J. Competing Solutions: American Health Care Proposals
and International Experience. Washington, DC: Brookings
Institution; 1995.

Cogan JE Hubbard RG, Kessler DP. Healthy, Wealthy, and
Wise. Washington, DC: American Enterprise Institute Press;
2005.

Grol R. Qudlity Development in Health Care in the
Netherlands. Commonwealth Fund report, Commission on
a High Performance Health System, Pub. 910. Accessed
October 25, 2016. http://www.commonwealthfund.org
/~/media/files/publications/fund-report/2006/mar/quality
-development-in-health-care-in-the-netherlands/grol
_qualitynetherlands_910-pdf.pdf.

Anderson GE Frogner KK, Johns RA, Reinhardt UE. Health
spending and use of information technology in OECD
countries. Health Aff. 2006;25(3):819-831.

Kleinke JD. Dot-gov: market failure and the creation of a
national health information technology system. Health Aff.
2005;24(5):1246-1262.

© Jones & Bartlett Learning LLC, an Ascend Learning Company. NOT FOR SALE OR DISTRIBUTION.



9l.

92.

93.

94.

95.

96.

97.

98.

99.

100.

101.

102.

103.

104.

105.

106.

Kaushal R, Bastes DW, Poon EG. Functional gaps in
attaining a national health information network. Health Aff.
2005;24(5):1281-1289.

Donald B. Newt Gingrich pushing “wired” hospitals.
Associated Press. June 22, 2004.

U.S. Department of Health and Human Services. FAQs about
NHII. Accessed January 29, 2008. http://aspe.hhs.gov/sp
/NHII/FAQ.html.

Barraza-Llorens M, Bertozzi S, Gonzalez-Pier E, Gutierrez
JP Addressing inequity in health and health care in Mexico.
Health Aff. 2002;21(3):47-56.

Institute of Medicine. Crossing the Quality Chasm.
Washington, DC: National Academy Press; 2001.
Schoenbaum SC, Audet AJ, Davis K. Obtaining greater
value from health care: the roles of the U.S. government.
Health Aff. 2003;22(6):183-190.

Das J, Gertler PJ. Variations in practice quality in five
low-income countries: a conceptual overview. Health Aff.
2007;26(3):w296-w309. doi: 10.1377/hlthaff.26.3.w296.
Harris G, Bogdanich W. Drug tied to China had contaminant,
ED.A. says. New York Times. March 6, 2008. Accessed March
10, 2008. http://nyti.ms/2dO4GIn.

China executes former FDA chief amid product safety
crisis. CBC News. July 10, 2007. Accessed January 10, 2008.
http://www.cbc.ca/world/story/2007/07/10/china-tainted
-products.html.

More disturbing news about contaminated imports.
Consumer Reports. Accessed October 26, 2016. http://www
.consumerreports.org/cro/news/2007/06/more-disturbing
-news-about-contaminated imports/index.htm

FDA-SFDA China, agreement on the safety of drugs and
medical devices. U.S. Food and Drug Administration.
Published December 11, 2007. Accessed October 26, 2016.
http://www.fda.gov/InternationalPrograms/Agreements
/MemorandaofUnderstanding/ucm107512 htm.

Dervaux B, Leleu H, Valdmanis V. Estimating tradeoffs
among health care system’s objectives. Health Serv &
Outcomes Res Method. 2004:;5:39-58.

James M, Hoff T, Davis J, Graham R. Leveraging the power of
the media to combat HIV/AIDS. Hedlth Aff. 2004;24(3):
854-857.

Ross, D. Social Justice. Encyclopedia of Sustainable
Management, 2020. DOI: https://doi.org/10.1007/978-3
-030-02006-4_186-1.

Dean C. Guidelines for epidemics: who gets a ventilator?
New York Times. March 25, 2008. Accessed March 25, 2008.
http://nyti.ms/10PpFRR.

Pollack, A. Cost of treatment may influence doctors. New
York Times. Accessed October 25, 2016. http://www.nytimes

107.

108.

109.

110.

111.

112.

113.

114.

115.

116.

117.

118.

119.

120.

121.

122.

References 65

.com/2014/04/18/business/treatment-cost-could-influence
-doctors-advice. html.

Baily MA. “Rationing” and American health policy. ] Health
Polit Policy Law. 1984;9(3):489-501.

Schunemann HJ, Oxman AD, Fretheim A. Improving
the use of research evidence in guideline development:
determining which outcomes are important. Health Policy
Res and Sys. 2006;4(18). doi: 10.1186/1478-4505-4-18.
Daniels N. Toward ethical review of health system
transformations. Am J Public Health. 2006;96(3):447-451.
Hoedemaekers R, Dekkers W. Justice and solidarity
in priority setting in health care. Health Care Analysis.
2003;11(4):325-343.

Daniels N. Toward ethical review of health system
transformations. Am J Public Health. 2006;96(3):447—451.
de Soto H. The Mystery of Capital. New York, NY: Basic
Books; 2003.

Rawls J. A Theory of Justice. New York: NY: Oxford
Paperbacks; 1971.

Goodnough A, Hulse C. Feeding-tube case roils Washington
and Florida. New York Times. March 18, 2005. Accessed
August 5, 2016. http://hdl.handle.net/10822/982594.

Rice TH. The Economics of Health Reconsidered. 3rd ed.
Chicago, IL: Health Administration Press; 2009.

Friedman M, Friedman R. Free to Choose: A Personal
Statement. New York, NY: Manner Books; 1990.

Nozick R. Anarchy, State, and Utopia. New York, NY: Basic
Books; 1974.

Kenny N, Giacomini M. Wanted: a new ethics field for
health policy analysis. Health Care Anal. 2005;13:247.
Gaffney AW, Verhoef PA, Hall JB. Should pulmonary/ICU
physicians support single payer health care reform? Yes.
Chest. 2016;150(1):14-15.

Antos J, White J. Can we afford four more years of Obamacare?
Inside Sources. American Enterprise Institute. Accessed
August 5, 2016. http://www.aei.org/publication/can-we-afford
-four-more-years-of-obamacare/2016.

Kaiser Family Foundation. A guide to the Supreme
Court’s decision on the ACAs Medicaid expansion. Focus
on Health Reform. August 2012. Accessed August 8,
2016. https:/kaiserfamilyfoundation.files.wordpress.com
/2013/01/8347.pdf.

Kaiser Family Foundation. Status of state Medicaid expansion
decisions: interactive map. Published November 9, 2022.
Accessed January 9, 2023. https://www.kff.org/medicaid
/issue-brief/status-of-state-medicaid-expansion-decisions
-interactive-map/.

© Jones & Bartlett Learning LLC, an Ascend Learning Company. NOT FOR SALE OR DISTRIBUTION.


https://www.kff.org/medicaid/issue-brief/status-of-state-medicaid-expansion-decisions-interactive-map/
https://www.kff.org/medicaid/issue-brief/status-of-state-medicaid-expansion-decisions-interactive-map/
https://www.kff.org/medicaid/issue-brief/status-of-state-medicaid-expansion-decisions-interactive-map/

	_GoBack
	_Hlk125563723



