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Abstract
The global response to COVID-19 has been uneven and disappointing in the vast majority of countries. The United States 
has borne the largest absolute burden of disease globally, as COVID-19 exploited pre-existing poor population health among 
Americans to spread rapidly, with devastating consequences. Why does the country that spends the most on healthcare in the 
world have one of the worst responses to COVID-19? We argue that this is because the United States conception of health is 
predominantly focused on healthcare, an overwhelming investment in developing drugs and treatments, and an underinvest-
ment in the foundational conditions that keep people healthy. COVID-19 has exposed the limits of this approach to health. 
In order to prevent COVID-19 and future such pandemics, we must create the conditions that can keep population-level 
health threats at bay. This means addressing the conditions that shape health, including economics, employment, community 
networks, racial disparities, how we treat older adults, and the physical layout of our communities. To do so means acknowl-
edging health as a public good, as a transnational project with countries working together to build a healthier world. It also 
means acknowledging that everyone has a right to health. These aspirations should become core to the global community’s 
health aspirations in the post-COVID-19 era.
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The COVID-19 pandemic presents an unprecedented global 
challenge with more than 33 million cases and a million 
related deaths at the time of writing. However, the burden 
of the pandemic has not been evenly distributed across the 
world, with a few countries, including the United States, 
accounting for the majority of cases and deaths.

While many factors contributed to the uneven COVID-
19 toll on countries around the globe, some countries have 
done better than others in suppressing and mitigating the 
consequences of the pandemic. Investment in measures 
that reduce the physical consequences of the COVID-19, 
interrupting the transmission of the virus, and mitigating 
the societal costs of such measures played a major role in 
shaping the trajectory of the pandemic in several countries 
(Han et al. 2020).

However, perhaps more fundamentally, COVID-19 
exposed the limits of our current approach to health, 
highlighting the importance of tackling the foundational 

determinants of health in addressing such crises. In this 
essay, we argue that claiming health as a public good is an 
imperative first step to mitigate the consequences of the pan-
demic and creating a healthier post-COVID-19 world. We 
will use the United States as a case example to illustrate how 
the national failures in handling COVID-19 exemplify the 
need for a broader rethinking of health.

COVID‑19 in the United States

The United States has the highest number of COVID-19 
cases and deaths in the world, with more than 200,000 
COVID-19-related loss of life (Johns Hopkins Coronavi-
rus Resource Center 2020). Minorities and lower income 
groups, in particular, have experienced a disproportionate 
toll of cases and deaths (Tai et al. 2020). The United States 
also experienced substantial economic and social conse-
quences due to both the pandemic and the policies imple-
mented to limit the spread of COVID-19. For example, by 
April 2020, there were 36 million jobs lost and more than a 
third of those were among people with an annual income of 
$40,000 or less (Galea and Abdalla 2020). Between March 
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and April, the prevalence of depression symptoms in the 
United States was more than 3-times higher compared to 
national estimates in 2018. People with lower social or eco-
nomic resources, those with greater exposure to COVID-19 
related stressors (e.g. job loss due to the pandemic) reported 
a greater burden of depression symptoms (Ettman et al. 
2020).

Despite these realities, the federal and state response 
to COVID-19 has been patchy, with some good decisions 
but also many stumbles. While much has been made of the 
shortcomings of the official federal response to the pan-
demic, and how that contributed to the burden of COVID-19 
in the country, the acute response was very much only part 
of the problem. American vulnerability to this pandemic 
was sealed long before COVID-19 emerged because of its 
chronic underinvestment in the foundational forces that 
shape health. Longstanding conditions of poverty, increas-
ing income inequality, racism, lack of health care access, 
unstable housing, lack of quality education, and other factors 
that produce poor health in society have made some peo-
ple far likelier to catch the disease than others (Galea et al. 
2011). COVID-19 exploited existing health disparities, using 
the poor health of vulnerable populations to gain a foothold 
(Maani and Galea 2020b). The pandemic simply revealed 
these fundamental facts, exposing long-standing inequities. 
It is also not exactly news, of course, that these conditions 
undermine health (Braveman et al. 2011; WHO Commission 
on Social Determinants of Health 2008). So why have we so 
long accepted them?

The United States was Particularly 
Susceptible to COVID‑19

We argue that the central reason the United States has long 
accepted health inequities as the embodiment of underlying 
socioeconomic and racial inequalities is that Americans treat 
health as a commodity, something to buy and sell. Ameri-
cans have come to see health as health care—as the doctors 
and medicines that treat the sick, rather than the state of 
not being sick to begin with. That is then a short step away 
to seeing health as something that can be bought more by 
those with more resources, and as an asset that benefits from 
investment in selective approaches that help those with the 
most resources. A net result of this thinking is that the vast 
majority of US health spending has gone to developing new 
drugs and treatments that are particularly useful to those at 
the extreme end of life, those who have not had the misfor-
tune of succumbing at younger ages to preventable illness. 
For example, between 1970 and 2017, there was an almost 
six-fold increase in healthcare expenditure from $74.6 bil-
lion to $3.5 trillions (Kamal and Cox 2018). While there is 
no question that health care matters, particularly for those 

who are in older age groups, it is also true that the contri-
bution of health care to the health of the population pales 
in comparison with investment in the forces that create a 
healthier world, that prevent disease to begin with.

Unfortunately, and counter to what would be needed to 
create a healthier country, investment in public health and 
other foundational determinants has been in decline over the 
past few decades (Maani and Galea 2020a, b). Historically, 
spending on public health has been consistently less than 
3% of the total health expenditure (Himmelstein and Wool-
handler 2016). Additionally, the United States spent far less, 
and is spending ever less, than other high-income countries 
on the conditions that promote health. When compared to 
peer countries, the United States unfailingly performs worse 
on the level of investment in social or economic conditions 
foundational to health. It is estimated that, given the coun-
try’s level of wealth, spending on social investment is at least 
$1.6 trillion less than needed to create healthy conditions 
for the population. Between 1962 and 2017, the share of 
federal spending on social and economic investments such 
as education decreased by 59%. During the same period, 
spending on programmes that provide healthcare-related 
costs increased by 162% (The Concord Coalition 2018). 
Therefore, the United States is both investing ever more 
money in healthcare, and ever less in the conditions that 
create health, premised fundamentally on an understanding 
of health as a private good, where individuals bear little, if 
any, responsibility for the health of the collective. It is thus 
not surprising that emerging research shows that, while the 
health of those with the most resources in the United States 
has improved over the past two decades, the health of the 
remainder of the population has stagnated, if not worsened 
(Abdalla et al. 2020).

COVID‑19 Highlights the Limitations in our 
Approach to Health in the United States

COVID-19 has exposed the limits of this approach to health. 
It has shown that the health of individuals is interconnected 
in a way that is unprecedented. The majority of the United 
States population came to realize, perhaps for the first time 
in a long time, that their health was tied to the health of oth-
ers. It matters greatly how others feel, what they do, where 
they go, whether they have the resources they need to be safe 
and healthy. Because if everyone cannot be healthy, no one 
cannot rest easy in their own health.

The few successful national steps the United States has 
taken to mitigate COVID-19 had little to do with medicine. 
This is because medicine, for all its uses, has little bearing 
on prevention, barring, in this case, the eventual develop-
ment of effective vaccines. Doctors and drugs can help those 
who catch COVID-19, but the overwhelming focus these 
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past months had been on attempting to ensure that the virus 
does not spread among the population.

In order to prevent COVID-19, there needs to be a col-
lective realization that that Americans, together, must create 
the conditions for keeping it at bay. This means addressing 
the disease at the level of the conditions that shape health 
such as economics, employment, community networks, rac-
ism and racial disparities, treatment of older adults, and the 
physical layout of communities and neighborhoods. Early 
governmental efforts to tackle COVID-19, such as the direct 
financial assistance authorized by the federal government, 
aimed to address some of these factors but they have not 
been continued or expanded on. To the contrary, many of 
these measures were recently abandoned, and much of the 
discourse around tackling COVID-19 became mired in par-
tisan divides. This has been amply apparent in a range of 
policy discussions. An example is the arguments around the 
efficacy of masks to reduce the transmission of the virus, 
which quickly became centered around individual choices, 
stratified by partisan affiliation, rather around the collective 
benefits of such an approach.

It became clearer than ever in the past year that if the 
United States is to overcome the COVID-19 pandemic, there 
is a need to reframe the conversation and act collectively, 
to ensure everyone can access the resources necessary for 
health. This would require acknowledging health as a public 
good.

What are Public Goods?

Public goods are resources that do not lend themselves to 
market production, they benefit everyone, and are sustained 
by collective investment (Galbraith 1998). Public goods can 
also be socially constructed rather than inherent (Deneulin 
and Townsend 2006). They include, among others, parks, 
public schools, fire stations, national security, the highway 
system, and the environment. When something is labelled 
as a public good, that is because it is too critical to be acces-
sible only to those who can pay for it. Societies then take 
steps, together, to ensure the resource is widely available to 
every member of the population.

To illustrate, let us consider firefighting. The traditional 
role of firefighting, which dates back to the Roman era, has 
been, unsurprisingly, to put out fires. More recently, how-
ever, the focus has been on fire prevention. In the United 
States, starting roughly after the Great Chicago Fire in the 
nineteenth century, fire departments have helped communi-
ties adopt strategies to stop fires from breaking out. This 
generally involves a combined approach of building safer 
houses and creating a culture of prevention by educating the 
public on safety best practices.

These efforts are funded by the communities themselves. 
Americans have come to see them as a public good and 
invest in them collectively. When it comes to fire preven-
tion, this investment has paid off. In 1977, there were 5865 
civilian deaths caused by home fires in the United States. In 
2016, there were 2735 (Haynes 2017). The example of fire-
fighting seems apposite to the present moment. The inability 
to invest in health as a public good in the United States has 
created the conditions that increased the vulnerability of the 
nation to COVID-19. The path forward for a heathier popu-
lation in the United States will require acknowledging the 
limitations of the current national understanding of health 
and embracing health as a public good.

Claiming Health as a Global Public Good

The global population is in the midst of a health crisis that 
has effectively lit the world on fire. It has now been about 
eight months since COVID-19 first entered the world’s con-
sciousness. During that time, it has spread around the globe, 
threatening the physical and mental health of populations. At 
the same time, the physical distancing measures adopted to 
slow the spread of the disease have created social and eco-
nomic disruptions that will likely be with the global popula-
tion for many years to come.

While there have been multiple efforts to frame health 
as global public good in recent years, none have gained the 
traction one would hope they have to make a difference (Fea-
chem and Sachs 2002; Feachem and Medlin 2002; Smith 
2003; Smith et al. 2003; Smith and MacKellar 2007; Stein 
and Sridhar 2017; Moon et al. 2020). The COVID-19 pan-
demic may be the catalyst needed to push these efforts for-
ward. The pandemic highlighted the need to reframe the 
conversation around health and put forth the role health 
plays in shaping the global social and economic conditions 
(Bonaccorsi et al. 2020; World Bank 2020).

For a long time, the world has hesitated to see health as 
a global public good because of the consequences of such 
decision. It would imply a responsibility for addressing 
health at every level of society, for building a world that 
generates health. It would call on decision-makers to place 
health at the heart of global trade, policymaking, industry, 
urban design, even geopolitics. It also means acknowledging 
that everyone has a right to health. A world where any num-
ber of people are consigned to poor health is unacceptable. 
One could liken the global population to a single human 
body. Within this organism, millions of diverse, specialized 
cells link to play their part in maintaining a healthy system. 
An ailing part of this system cannot be ignored, because it 
affects the whole.

COVID-19 has reminded the world that the health of 
the few is tied to the health of the many. Perhaps most 
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importantly, this brings home the observation that support-
ing the health of those who are most vulnerable is protective 
not only of their health, but also of the health of the general 
population. This realization has begun to influence the health 
conversation, and attendant action related to COVID-19. In 
the United States, for example, the pandemic created a new 
focus on the populations most at risk of the disease, includ-
ing the homeless, low-wage workers, and older adults among 
several states’ governments, academics, and the media. The 
question we now face is how to transform these limited, tem-
porary, and siloed efforts into a long-lasting new approach 
to health.

COVID-19 has also been a reminder that disease does 
not respect national boundaries. This makes pursuing health 
as a public good a global project, with countries working 
together to build a healthier world. The global initiative led 
by the World Health Organization, engaging 172 countries 
in discussions on the equitable manufacture of an affordable 
vaccine to people across the globe, is an early example of 
such efforts (WHO 2020).

There are, of course, tradeoffs to this approach. A redou-
bled investment in thinking of health as a public good must 
require, definitionally, a collective investment in forces that 
extend well beyond health. It requires recognizing that an 
investment in healthcare is not enough, and that health must 
inform the range of decision making that structures our soci-
ety. There is something comforting in thinking health is just 
a matter of buying the right drugs and seeing the right doc-
tors. But this has always been illusion, and COVID-19 has 
made that clearer than ever.

The healthcare-centered approach has been the dominant 
approach in the United States for decades and the country 
has been ill-served as a result. COVID-19 is in many ways 
a culmination of an individualized approach to health, and 
the disproportionate burden of COVID-19 in the United 
States perhaps reflects well the disproportionate reliance on 
the notion of health as a private good compared to other 
high-income countries. Treating health as a public good 
will require a wholesale rethinking of our individualistic 
approach to health and a change in the structures that fol-
low from an approach that sees health as a public good. 
This would mean treating health the way many countries do 
parks, education, the post office, fire stations, the environ-
ment—in essence as a critical piece of the global commons 
supported by a collective investment, for the benefit of all. 
It would mean prioritizing the creation of health-generating 
systems instead of the current sickness management systems 
and investing in the preventive conditions of health—like 
safe housing, good schools, livable wages, gender and racial 
equity, clean air, drinkable water, a fair economy. It is par-
ticularly important to note that this thinking needs to be 
global. Calls to frame health as a global public good often 
focus on global investment in areas directly related to health 

such as global access to vaccines. We argue that such should 
expand beyond the health sector to include examining how 
global systems that regulate sectors beyond healthcare shape 
health outcomes in countries around the world. For exam-
ple, understanding the role of climate change in shaping 
the health of the population adds urgency to global efforts 
to curb CO2 emissions. Another area for global action is 
re-examining global trade regulations that allowed trans-
national corporations to sell cheap sugary food and drinks 
to countries across the globe over the past few decades. This 
is an important area for intervention given that non-commu-
nicable diseases—many of which are driven by consump-
tion of unhealthy food—contribute disproportionately to the 
global burden of diseases. All countries fundamentally need 
to see health as a public good, recognizing that pandemics 
do not respect national borders and as such it requires a uni-
versal approach to health to mitigate the consequences of 
any future pandemic.

Eventually, this pandemic will end. But the threat of 
pandemics will remain. The next outbreak—and there will 
be one—could well be deadlier, more infectious. Whatever 
form it takes, it will be helped along by the same condi-
tions that helped COVID-19, if they are allowed to persist. 
It seems to us that there is no alternative if the world is 
to end this vulnerability, but to address health as a global 
public good.
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