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COVID-19 and National Public Health Regimes

Whither the Post-Washington Consensus in Public Health?1

Tess Wise, Gali Katznelson, Carmel Shachar, 
and Andrea Louise Campbell

I INTRODUCTION

On June 2, 2016, the Center for Strategic and International Studies Global Health 
Policy Center in Washington, DC hosted a conversation with Jim Yong Kim, 
then president of the World Bank Group. Kim’s talk was entitled “Preventing the 
Next Pandemic.” Framed by the Ebola crisis that was just winding down in West 
Africa, pandemics in 2016 were presented as primarily a problem for developing 
countries. In his introductory remarks, the Center for Strategic and International 
Studies moderator, J. Stephen Morrison, even felt it necessary to remind the 
audience that understanding pandemics “mattered” for “US national interests.”2 
The primary pandemic-prevention mechanism proposed by the World Bank was 
emergency pandemic financing and insurance. In his remarks, however, Jim 
Yong Kim also argued that health was central to more than just national well-
being: it was a key driver of economic growth and development. He cited find-
ings from the Lancet Commission Report that, between 2000 and 2011, about 24 
percent of income growth in developing countries resulted from improvements 
in health.3

Kim’s position reflected what is sometimes called the “Post-Washington 
Consensus,” or the conclusion that development strategies should emphasize a 
broad array of social policies beyond what had been originally emphasized by the 
“Washington Consensus” of the 1980s and 1990s. The originator of the Washington 
Consensus, John Williamson, suggested that public expenditure priorities be 

 1 For further explanation of the methodologies used in this chapter, please see the Methodological 
Appendix at https://petrieflom.law.harvard.edu/assets/publications/Chapter_22_-_Wise_-_Final_
Version_-_appendix.pdf.

 2 Ctr. for Strategic & Int’l Stud., Preventing the Next Pandemic: A Conversation with the World Bank 
President (June 2, 2016), www.youtube.com/watch?v=tXWJWHkgl8k&t=1825s.

 3 Id.; Dean T. Jamison et al., Global Health 2035: A World Converging Within a Generation, 382 
Lancet 1898, 1944 (2013).
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redirected toward “neglected fields” such as “primary health and education, 
and  infrastructure.”4 Nevertheless, scholars generally agree that the Washington 
Consensus was characterized by a dominant orthodoxy that countries should “sta-
bilize, privatize, and liberalize.”5 When the Post-Washington Consensus was pro-
posed in the mid-2000s, health again emerged as an area scholars saw as key for 
development,6 though, as evidenced by Kim’s suggestions regarding pandemic 
insurance and financing, market-forward solutions are still seen as central, reflect-
ing an international trend toward leveraging financial markets for development that 
some have dubbed the “Wall Street Consensus.”7

Health will undoubtedly be central to any emerging global development consen-
sus, but as the COVID-19 pandemic has made clear, a broader global consensus on 
public health, including the vision of society informing the concept of “the pub-
lic,” is needed. In this chapter, we use data from the World Bank and other (Post-)
Washington Consensus institutions to create a snapshot of global public health on 
the eve of the COVID-19 pandemic. We find that (Post-)Washington Consensus 
institutions saw the world as having varying levels of public-health-related develop-
ment and social priorities. We then examine how countries from different clusters 
in this space fared in the early stages of the COVID-19 pandemic (in other words, 
before vaccinations became available in at least a few countries). We find that the 
countries supposedly best prepared for a public health emergency had no system-
atic advantage and even lagged behind countries that were supposedly not as well 
prepared in the early stages of the pandemic. Similarly, other classifications of pub-
lic health preparedness from the pre-COVID-19 period, such as the World Health 
Organization’s Joint External Evaluation Tool or the Global Health Security Index, 
which did not adequately predict detection time and mortality in the early months 
of the COVID-19 pandemic, also fell short.8 From our data and case studies, we are 
concerned that a tradeoff between democracy and government effectiveness may 

 4 John Williamson, Democracy and the “Washington Consensus,” 21 World Dev. 1329, 1332 (1993).
 5 Dani Rodrik, Goodbye Washington Consensus, Hello Washington Confusion? A Review of the 

World Bank’s Economic Growth in the 1990s: Learning From a Decade of Reform, 44 J. Econ. 
Literature 973, 973 (2006); Ali Burak Güven, Whither the Post-Washington Consensus? International 
Financial Institutions and Development Policy Before and After the Crisis, 25 Rev. Int’l. Pol. Econ. 
392 (2018).

 6 John Williamson, A Short History of the Washington Consensus, in The Washington Consensus 
Reconsidered: Towards a New Global Governance 28 (Narcís Serra & Joseph E. Stiglitz eds., 2008).

 7 Rick Rowden, From the Washington Consensus to the Wall Street Consensus 17 (2019). On the 
increased use of financial markets for development, see Peter Volberding, Leveraging Financial 
Markets for Development: How KfW Revolutionized Development Finance (2021).

 8 Najmul Haider et al., The Global Health Security Index and Joint External Evaluation Score for 
Health Preparedness Are Not Correlated with Countries’ COVID-19 Detection Response Time and 
Mortality Outcome, 148 Epidemiology & Infection e210 (2020). On the Joint External Evaluation 
Tool, see World Health Organization, Joint External Evaluation, Zoonotic Diseases Action Package 
Conference (2017). On the Global Health Security Index, see Nuclear Threat Initiative & Johns 
Hopkins University Centre for Health Security, Global Health Security Index (2019).
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be a lesson taken from experiences in the early stages of the COVID-19 pandemic 
and suggest instead that a social democratic perspective on public health that links 
justice and efficacy is needed.

II CREATING A TYPOLOGY OF PUBLIC HEALTH REGIMES

To create a typology of public health regimes that characterizes the variation in 
national public health on the eve of the COVID-19 pandemic from the perspec-
tive of institutions such as the World Bank, we group countries by similarity in 
“political, legal, social, cultural, economic, and organizational structures” related to 
public health.9 While Asthana and Halliday emphasize that scholars can tailor pub-
lic health regimes to study particular areas, such as nutritional inequalities or anti-
smoking campaigns, we look broadly to see whether grouping countries by general 
indicators of public health can help us understand performance in response to the 
early stages of the COVID-19 pandemic. Our indicators of public health-related fac-
tors come primarily from World Bank and United Nations data, with two additional 
indicators of democracy, using the 2018 POLITY5 scores,10 and ethnic and linguistic 
fractionalization, from measures developed by Alesina et al. in 2003.11 Table 22.1 
below shows the full set of indicators.

When conducting a global analysis, choices of indicators are limited to what is 
widely available and reliably measured. This limits what we can choose to explore 
and has theoretical implications because existing data do not come into existence 
by chance. Our analysis relies primarily on World Bank data, which, we argue, are 
indicators of a weak “Post-Washington Consensus” in public health.

These indicators arise from a contested paradigm. The Washington Consensus 
of the 1980s and 1990s on effective development strategies was associated with 
Washington-based policy institutions with strong international influence – such as 
the International Monetary Fund, the World Bank, and the US Treasury – which 
were proponents of neoliberal development policy.12 Before the mid-2000s, when 
a spate of studies called its effectiveness into question, the Washington Consensus 
represented the dominant ideology in the area of development.13 Though there have 
been numerous efforts to move beyond the Washington Consensus, such as the 
Post-Washington Consensus, no new dominant ideology has taken hold.14 As Joseph 

 9 Sheena Asthana & Joyce Halliday, Developing an Evidence Base for Policies and Interventions to 
Address Health Inequalities: The Analysis of “Public Health Regimes,” 84 Milbank Q. 577 (2006).

 10 Center for Systemic Peace, www.systemicpeace.org/.
 11 Alberto Alesina et al., Fractionalization, 8 J. Econ. Growth 155, 158 (2003).
 12 See supra note 4.
 13 Narcís Serra, Shari Spiegel & Joseph E. Stiglitz, Introduction: From the Washington Consensus 

Towards a New Global Governance, in The Washington Consensus Reconsidered: Towards a New 
Global Governance 3 (Narcís Serra & Joseph E. Stiglitz eds., 2008).

 14 Id.; Güven, supra note 5, at 392 (2018).
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 15 Joseph E. Stiglitz, Is there a Post-Washington Consensus Consensus?, in The Washington Consensus 
Reconsidered: Towards a New Global Governance 41 (Narcís Serra & Joseph E. Stiglitz eds., 2008).

 16 Christiane Arndt, The Politics of Governance Ratings, 11 Int’l. Pub. Mgmt. 275, 275 (2008).

Table 22.1 Global indicators of public health

All from World Bank (except where indicated)

Political Legal Social and Cultural Economic
Organizational 

Structures

Corruption 
control; 
regulatory 
quality; 
government 
effectiveness 
(average 
percentile rank 
last ten years); 
legislative and 
executive indices 
of political 
competitiveness; 
and Polity scores 
assessing 
autocracy vs. 
democracy 
(from Center for 
Systemic Peace)

Rule of law, and 
voice and 
accountability 
(average 
percentile 
rank last ten 
years)

Status of women 
(female labor 
force 
participation, 
percentage of 
women in 
legislature, 
gender 
discrimination 
law in 
employment); 
heterogeneity 
(ethnic, religious, 
and linguistic 
fractionalization 
measures from 
Alesina et al. 
2003); and 
demographics 
(total population; 
life expectancy; 
percent aged 
sixty-five+; 
fertility rate; 
population 
growth rate; 
percent rural)

Spending 
capacity 
and 
priorities 
(gross 
national 
income per 
capita; and 
health 
spending 
and military 
spending as 
percentage 
of GDP); 
and 
inequality 
(Gini 
index)

Capacity 
(hospital beds 
and physicians 
per 1,000 
population); 
cost (out-of-
pocket 
spending per 
capita); 
conditions 
(percent of 
population 
using at least 
basic 
sanitation 
services; 
percent 
overweight); 
and presence 
of autonomous 
regions

E. Stiglitz put it in 2008, “If there is a consensus today about what strategies are most 
likely to promote the development of the poorest countries in the world, it is this: 
there is no consensus except that the Washington Consensus did not provide the 
answer.”15 Despite being a contested consensus, the (Post-)Washington Consensus 
still looms large in contemporary indicators such as those we draw upon in this 
chapter, understandings of concepts such as “governance,” and global targets such 
as the Sustainable Development Goals.16
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A Principal Component Analysis

Principal Component Analysis (PCA) is a statistical method used to project high-
dimensional data into a lower-dimensional space while preserving as much variation 
as possible. The “principal components” uncovered by PCA are linear combina-
tions of the indicators that define orthogonal axes of variation. Running PCA on 
our 116-country dataset reveals two main components (see the Methodological 
Appendix in this chapter for the methodological details). Figure 22.1 shows how 
countries map onto them.

1 A Primary Component of “Development”

Countries’ scores on the primary component, accounting for 40.9 percent of the 
overall variance, are graphed along the x-axis in Figure 22.1. We interpret these 
scores as broad indicators of public health-related development in the context of a 
weak Post-Washington Consensus.

The primary component distinguishes between, on the one hand, nations with 
good governance, high levels of health infrastructure, a more elderly and urban pop-
ulation, higher income levels, and longer life expectancy, and, on the other hand, 
nations with lower indicators of good governance, lower levels of health infrastructure, 
a younger and more rural population, lower income levels, and shorter life expec-
tancy. We describe this component in more detail in the Methodological Appendix.

2 A Secondary Component of “Social Priorities”

The second component, explaining 10.4 percent of the variation in the data, is 
characterized by political distinctions that, in linear combination, explain variation 

Figure 22.1 PCA results

https://doi.org/10.1017/9781009265690.036 Published online by Cambridge University Press

https://doi.org/10.1017/9781009265690.036


340 Tess Wise, Gali Katznelson, Carmel Shachar, and Andrea Louise Campbell

orthogonal to (independent of) the first component. Countries’ scores on the sec-
ond component are graphed on the y-axis of Figure 22.1. We describe the secondary 
component as a measure of “social priorities” related to public health. The social 
priorities component is characterized by women’s position in society, military spend-
ing, and democracy. Countries that score low on social priorities, and cluster at the 
center bottom of Figure 22.1, have lower levels of women in the workforce, higher 
military spending, and lower levels of democracy compared to countries with higher 
scores. Again, we describe this component in more detail in the Methodological 
Appendix.

B K-Means Clustering to Identify Public Health Regimes

We apply a second statistical method, k-means clustering, to group the countries 
based on their similarities within our statistical space to define groups that we call 
public health regimes.

Theoretical motivation, certain statistical indicators, and face validity suggest 
that five clusters are optimal (see the Methodological Appendix). Figure 22.2 shows 
our clusters graphed over the first two components from the PCA. Table 22.2 sum-
marizes the public health regimes that we find using five-cluster k-means.

Figure 22.2 Five clusters – our selected grouping
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III HOW HAVE DIFFERENT PUBLIC HEALTH REGIMES 
FARED IN THE CONTEXT OF COVID-19

We now examine how different public health regimes fared in the COVID-19 pan-
demic. We draw on data from the University of Oxford’s COVID-19 Government 
Response Tracker (OxCGRT),17 for government response outcomes, and from Johns 
Hopkins University, for cases and deaths.18 These datasets, while the most compre-
hensive data available at the time of writing, are not infallible. For example, in low- 
and middle-income countries, even during non-pandemic times, most deaths occur 
outside of the hospital system and are unlikely to have a cause-of-death certified by 
a physician.19 Noh and Danuser find that in half of the fifty countries they explored, 
actual cumulative COVID-19 cases were estimated to be five to twenty times greater 
than the confirmed cases.20

The first set of outcomes we examine is how fast COVID-19 spread and how 
comprehensive the government response was. We might expect a comprehensive 
response to slow the spread and variation in response and speed to vary across public 
health regimes we established in the previous section. Interestingly, neither pattern 
is borne out in the data.

In Figure 22.3, the x-axis indicates the number of days between the first and the 
10,000th reported case in each country. The y-axis displays the maximum govern-
ment containment score (0 to 100) over the period from January 1, 2020, and April 
10, 2021, the maximum data window allowed at the time of analysis.21 Maximum 
government containment comes from OxCGRT and includes the sum of fourteen 
indices from the areas of containment and closure policies (e.g., closing schools) 
and health system policies (e.g., public information campaigns) scaled to vary 

 17 Thomas Hale et al., Oxford COVID-19 Government Response Tracker, Blavatnik Sch. of Gov’t (2020).
 18 Ensheng Dong, Hongru Du & Lauren Gardner, An Interactive Web-Based Dashboard to Track 

COVID-19 in Real Time, 20 Lancet Infect. Dis. 533, 533 (2020).
 19 Lene Mikkelsen et al., A Global Assessment of Civil Registration and Vital Statistics Systems: 

Monitoring Data Quality and Progress, 386 Lancet 1395, 1395 (2015).
 20 Jungsik Noh & Gaudenz Danuser, Estimation of the Fraction of COVID-19 Infected People in US 

States and Countries Worldwide, 16 PloS one e0246772 (2021).
 21 The government containment score comes from the OxCGRT data and contains measures of school 

closures (0 = no measures to 3 = require closing all levels), workplace closures (0 = no measures to 
3 = require closing all but essential workplaces), canceling of public events (0 = no measures to 2 = 
required cancelling), restrictions on gatherings (0 = no restrictions to 4 = restrictions on gatherings of 
fewer than ten people), public transport closings (0 = no measures to 2 = required closings), public 
information campaigns (0 = no public information campaigns to 2 = coordinated public information 
campaign), stay-at-home measures (0 = no measures to 3 = required not leaving the house with mini-
mal exceptions), restrictions on internal movement (0 = no measures to 2 = restricted movement), 
international travel controls (0 = no measures to 4 = total border closure), testing policy (0 = no testing 
policy to 3 = open public testing), contact tracing (0 = no contact tracing to 2 = comprehensive con-
tact tracing), face covering policies (0 = no policy to 4 = required outside the home at all times), and 
vaccination policy (0 = no vaccine availability to 5 = universal vaccine availability). These indicators 
were combined and scaled to create an index varying between 1 and 100.
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between 0 and 100. Taking a government’s maximum score on this metric pro-
duces a somewhat blunt measure of the initial COVID-19 response, but one that 
reflects the broad contours of important variation in government responses. In the 
Methodological Appendix, we show an alternative measure using the average gov-
ernment containment, which does not change the substantive results. The shape of 
the marker indicates the country’s cluster (public health regime).

Figure 22.3 and Table 22.3 indicate that none of the public health regimes we 
identified had a distinct advantage against COVID-19 in slowing the spread during 
the early phases of the pandemic. The High-Development Democracies (Cluster 2), 
which we would expect to be the best prepared, actually had the fastest spread, with 
only 95 days on average to reach 10,000 cases and 77 days on average to reach 1,000 
deaths. While we might attribute the seemingly outstanding performance of the 
Low-Development Semi-Democracies (Cluster 4) to poor data quality, the fact that 
the High-Development Democracies did worse than Medium- and Medium-High-
Development Democracies (Clusters 1 and 3), and even worse than Medium-Low-
Development Semi-Autocracies (Cluster 5), is harder to attribute to data quality 
issues. This pattern persists even after accounting for population and examining 
the number of days to reach 100, then 500, deaths per million. Levels of contain-
ment were similar across all public health regimes, except for Low-Development 
Semi-Democracies (Cluster 4), which had somewhat lower average and maximum 
containment than other public health regimes.

In sum, the High-Development Democracies of Cluster 2, those we expect would 
be best prepared, were likely to see a faster spread than countries with any other 
public health regime.

Figure 22.3 Max government containment vs. speed of spread
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We might attribute some of this rapid spread to location, data quality, and 
demographics. However, examples from across the world highlight that these 
factors alone were not enough to determine a country’s destiny. For example, in 
Figure 22.3, Thailand stands out as a country that managed to slow the spread sig-
nificantly despite geographical proximity to, and a close trade relationship with, 
China.

Figure 22.4 examines another factor that may have increased the challenge of 
containing COVID-19: the percentage of a country’s population aged sixty-five 
and older. For this analysis, we examine the number of days it took to reach the 
threshold of ten deaths per million. We see a negative relationship – countries 
with younger populations took somewhat longer to reach ten deaths per million – 
but there are some notable outliers, particularly South Korea, which has an older 
population, but was one of the slowest to reach the ten deaths per million thresh-
old (260 days).

In general, there is no strong correlation between what we identify as a country’s 
prior public health regime and its performance in the early stages of the COVID-19 
pandemic. If anything, countries we might have expected to perform the best, those 
with the most consolidated democracies and higher levels of governance, income, 
and state capacity (the high-development democracies of Cluster 2), did worse in slow-
ing the spread and lowering the death rate than countries in other clusters. In the 
face of the COVID-19 pandemic, the weak (Post-)Washington Consensus in public 
health is not indicative of less devastation even among its best students, just as the 
(Post-)Washington Consensus did little to stop the Great Recession of 2007–2009 from 

Figure 22.4 Percent sixty-five plus vs. days to reach 10 COVID-19 deaths per million 
population
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affecting wealthy countries around the globe.22 Explaining this underperformance 
will take further analysis, but contributing factors may be demographics (as Cluster 2 
countries tend to be older) and difficulty implementing non-pharmaceutical social 
interventions. We now conduct brief case studies to produce suggestions for key fac-
tors that we should be incorporating into our understanding of good public health.

IV CASE STUDIES

We chose to investigate China, Thailand, and Israel through brief case studies. China 
is unique on a global scale because of its large population and experience of coping 
with an emerging virus first. China is a Cluster 5 country (medium-low  development 
semi-autocracy). Thailand is a Cluster 3 country (medium-development  democracy), 
though it bucks the dominant trend of its group by being an autocracy with a Polity 
score of -3. Finally, Israel is a Cluster 1 country (medium-high-development democ-
racy).23 Table 22.4 shows comparative pandemic outcomes and selected background 
characteristics for each country relative to its cluster. The performances of these 
countries stand out in comparison to the poor performance of the United States and 
the other high-development countries of Cluster 2.

A China

China, where the novel coronavirus originated, experienced rapid spread to 10,000 
cases, but quickly controlled the disease, ultimately performing better than the rich 
democracies of Cluster 2. The effective Chinese response was facilitated by public 
health and industrial capacity, and by governmental and cultural factors.

After the first cases were reported in Wuhan in December 2019, lockdowns, school 
closures, and transport suspensions quickly followed. Coordination among govern-
ment offices, extensive testing, and a national system of contact tracing facilitated 
the response, as did the early use of Fangcang hospitals to isolate mild-to-moderate 
cases from both homes and conventional hospitals. Although China has a large 
elderly population, only 3 percent live in nursing homes, minimizing one major 
source of infection experienced in some Western countries. Testing and quaran-
tine measures for travelers aimed at preventing imported cases. China’s status as 
the world’s largest manufacturer of personal protective equipment also facilitated 
its reaction.24

 22 Justin Yifu Lin, Against the Consensus: Reflections on the Great Recession 99 (2013).
 23 With more space, we would have liked to include a Cluster 4 (low-development semi democracy) 

country, but these countries are the most hampered by low rates of data collection on COVID-
19, especially in the early stages of the pandemic. See Kevyah Cardoso, Measuring Africa’s Data 
Gap: The Cost of Not Counting the Dead, BBC News (Feb. 22, 2021), www.bbc.com/news/
world-africa-55674139.

 24 Talha Burki, China’s Successful Control of COVID-19, 20 Lancet Infect. Dis. 1240, 1240 (2020).
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Among the public, “fresh memories” of the SARS-CoV outbreak hastened the 
response, as did ready compliance with mask wearing.25 In general, the pandemic 
countermeasures were less fettered by concerns with civil liberties. “In China, you 
have a population that takes respiratory infections seriously and is willing to adopt 
non-pharmaceutical interventions, with a government that can put bigger constraints 
on individual freedoms than would be considered acceptable in most Western 
countries,” noted Gregory Poland, director of the Vaccine Research Group at the 
Mayo Clinic, adding that the response in the United States has been hampered by 
“hyper-individualism” and a “raucous anti-vaccine, anti-science movement that is 
trying to derail the fight against COVID-19.”26 At the same time, the pace of vac-
cination was relatively slow because the country’s inactive-virus-based vaccine can-
didates took longer to manufacture, because millions of doses were donated to other 
nations to bolster foreign relations, and because, ironically, the effective response 
undercut urgency among the population, in contrast to the United States and United 
Kingdom, where raging infection rates spurred desperation over getting vaccinated.27

B Thailand

Thailand illustrates the phenomenon of good governance without democracy, and 
its success in containing the pandemic is likely to reinforce calls for an emphasis on 
governance over democracy in the emerging public health consensus.28

In March 2019, Thailand held elections for the first time since 2014, when a mili-
tary coup overthrew its democratically elected government. Unfortunately, the 2019 
election was widely considered to have been designed to prolong and legitimize 
the military’s dominant role in Thailand’s governance.29 Between 1996 and 2018, 
Thailand’s ranking on the World Bank’s Worldwide Governance Indicators fell. 
Between 2002 and 2018, Thailand’s global rank decreased from the 65th percentile 
to below the 20th percentile for political stability, and from the 60th percentile to 
the 20th percentile for voice and accountability. However, government effectiveness 
remained relatively stable (around the 65th percentile). Kantamaturapoj et al. report 
that public services remain functioning with adequate quality, “reflecting a degree 
of independence from political pressure and a capacity to formulate and implement 
policies among bureaucrats.”30

 25 Id. at 1240.
 26 Id. at 1241.
 27 China’s Vaccine Campaign Hits a Few Bumps, Nat’l Pub. Radio (Feb. 3, 2021).
 28 See, for example, Responding to COVID-19: The Rules of Good Governance Apply Now More Than 

Ever!, OECD, www.oecd.org/governance/public-governance-responses-to-covid19.
 29 Freedom House, Freedom in the World 2020: Thailand, Freedomhouse (2020), https://freedomhouse 

.org/country/thailand/freedom-world/2020.
 30 Kanang Kantamaturapoj et al., Legislating for Public Accountability in Universal Health Coverage, 

Thailand, 98 Bull. World Health Organ 117, 117 (2020).
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Since 2002, Thailand has provided comprehensive health benefits to its entire 
population through a universal coverage scheme with a high level of financial 
risk protection, as well as voice and accountability provided through legislative 
provisions and a deliberative process.31 This health system was put to the test 
when, on January 13, 2020, Thailand was the first country to detect a case of 
COVID-19 outside of China.32 After an initial spike in cases, Thailand went 102 
days between May and September without any reported local transmission of 
COVID-19.33

Thailand’s public health response to COVID-19 was swift and comprehensive. 
The Thai government quickly recommended the use of face masks and this was met 
with 95 percent compliance from the Thai population.34 Tracing and quarantining 
were set up by rapid response teams, who isolated cases in facilities rather than in 
homes. When demand for N95 face masks spiked amid a global shortage, a new 
factory was constructed in a month, supplying free N95 masks to health facilities.35 
By the end of July 2020, a laboratory network for diagnosing COVID-19 using PCR 
(polymerase chain reaction) tests was active in 78 percent of Thailand’s seventy-
seven provinces.36

Although Thailand was successful in the initial stages of its response to the 
COVID-19 pandemic, Marome and Shaw raise concerns over the Thai government’s 
handling of the social and economic fallout from declining tourism revenue.37

C Israel

Israel is one of the medium-high-development democracies that showed moder-
ate success at COVID-19 containment during the initial months of the pandemic 
by utilizing centralized leadership. Inspired in part by a shortage of surge intensive 
care unit capacity, the Israeli Ministry of Health took control of hospital referrals 
and admissions and pioneered a containment strategy that included significant early 
travel restrictions and quarantine of travelers.38 The Ministry of Health also took 
advantage of Israel’s strong digital health and surveillance capabilities to implement 

 31 Id.
 32 World Health Org., COVID-19: WHO’s Action in Countries—Thailand (Sept. 2020), www.who.int/

docs/default-source/coronaviruse/country-case-studies/thailand-c19-case-study-20-september.pdf?sfvrs
n=d5534183_2&download=true

 33 Id.
 34 Viroi Tangcharoensathien et al., Are Overwhelmed Health Systems an Inevitable Consequence of 

COVID-19? Experiences from China, Thailand, and New York State, 372 Brit Med. J. 1, 2 (2021).
 35 Id.
 36 See supra note 30.
 37 Wijitbusaba Marome & Rajib Shaw, COVID-19 Response in Thailand and Its Implications on Future 

Preparedness, 18 Int’l J. Env’t Res. Pub. Health. 1089, 1095 (2021).
 38 Eyal Leshem, Arnon Afek & Yitshak Kreiss, Buying Time with COVID-19 Outbreak Response, Israel, 

26 Emerg. Infect. Dis. 2251, 2251 (2020).
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digital tracking, although this initiative was eventually struck down by the Israeli High 
Court of Justice as requiring legislative authorization rather than executive action.39

There were also favorable demographic factors at play. Israel tends to be younger 
than other industrialized countries, such as those in Cluster 2, due to relatively 
high fertility rates.40 Ethnic segregation may have also served as a protective fac-
tor for some communities, such as the Israeli Arab population, in the first wave of 
infection.41

Interestingly, Israel’s strong centralized response to the pandemic and its emphasis 
on technology, including digital health, may ultimately allow it to be a COVID-19 
“success story.” Then-Prime Minister Benjamin Netanyahu was able to secure a 
significant number of COVID-19 vaccine doses by, in part, promising a significant 
amount of data to manufacturers.42 This promise was feasible because Israel had 
already created a national database that included the health information of 98 per-
cent of its citizens. As a result, Israel may be the first country to immunize virtually 
all of its citizens over the age of sixteen and, therefore, potentially the first to control 
the pandemic via vaccination. Therefore, Israel may serve as a good reminder that 
this analysis considers the initial response and first wave of the pandemic, rather 
than the full life cycle of COVID-19.

V DISCUSSION

The relative failure of the United States to slow the spread of COVID-19, along with 
the mediocre performance of high-development democracies in general, is contin-
ued evidence of the failure of the (Post-)Washington consensus in public health. 
As we look forward toward a still-hazy emerging public health paradigm, countries 
such as Thailand, South Korea, and Israel will likely become models that others will 
hope to emulate. For Israel and other similar success stories, we see a noteworthy 
pattern of above-average government effectiveness combined with below-average 
levels of democracy relative to their cluster peers.

The assumption that development and democracy are the sole predictors of pan-
demic preparedness and responsiveness has been challenged as agreement is emerg-
ing that Western countries have fared poorly. In an essay in the Intelligencer, “How 
the West Lost COVID-19,” David Wallace-Wells identifies slowness of response in 

 39 Glenn I. Cohen, Lawrence Gostin & Daniel Weitzner, Digital Smartphone Tracking for COVID-19: 
Public Health and Civil Liberties in Tension, 323 JAMA 2371, 2371 (2020).

 40 Daphna Birenbaum-Carmeli & Judith Chassida, COVID-19 in Israel: Socio-Demographic 
Characteristics of First Wave Morbidity in Jewish and Arab Communities, 19 Int’l J. for Equity in 
Health 1 (2020).

 41 Id.
 42 Shelly Simana, Is Israel Trading Medicine Information for Vaccines? Ethical and Legal 

Considerations, The Bill of Health (Jan. 25, 2021), https://blog.petrieflom.law.harvard.edu/2021/01/25/
israel-covid-vaccine-health-data/.
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the early stages of the pandemic amidst fear of how citizens might perceive rapid 
shutdowns as one major factor.43 In the United States, for example, the first instinct 
of governments was to downplay the severity of the virus, while in East Asia, coun-
tries acted quickly and decisively despite incomplete information about the nature of 
the virus. This may in part be due to an arrogance that Western countries’ perceived 
development would shield them from the consequences of a pandemic. However, 
identifying precisely “how the West lost COVID-19” has been difficult. Multiple 
factors, including chance, contact with Italy, climate, and air conditioners, may all 
be at play. This is consistent with our analysis – no one set of indicators emerged as 
a reliable explanation for successes or failures in the early stages of the pandemic.

In noticing a tension between government effectiveness and democracy, we see 
a need for the future global consensus in public health to transition from a neo-
liberal vision of society to a social democratic one, in which the risks and costs 
associated with sickness are shared by the whole society, not only sick individuals, 
emphasizing that justice and efficiency must be linked together.44 This linkage is 
desirable to avoid a world in which government effectiveness and democracy appear 
as tradeoffs, as they seem to be in our data, which arise from the neoliberal tradition 
embodied in the (Post-)Washington Consensus. In imagining the evolution of the 
Post-Washington Consensus in public health following COVID-19, we should cast 
off the centering on Washington and the neoliberal tradition that, in our analysis, 
fails to predict success in early pandemic responses. Instead, to prepare for the next 
global pandemic, we should focus more strongly on the connection between pub-
lic health and democratic institutions, rather than government effectiveness in the 
abstract.

 43 David Wallace-Wells, How the West Lost COVID-19, Intelligencer, NY Magazine (Mar. 15, 2021), 
https://nymag.com/intelligencer/2021/03/how-the-west-lost-covid-19.html.

 44 Sylvia Walby, The COVID Pandemic and Social Theory: Social Democracy and Public Health in 
the Crisis, 24 Eur. J. Soc. Theory 22, 24 (2021).
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