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Learning From the US COVID-19
Response Toward Creating a
Healthier Country
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The United States was hit
harder by the coronavirus disease
2019 (COVID-19) pandemic than
nearly every other country in
the world. As of this writing, the
United States has had about 6
million positive COVID-19 cases
and more than 200000 deaths,
with one of the highest death rates
in the world. Undoubtedly, some
of the scope of the pandemic in
the United States is idiosyncratic
and some is the result of immutable
reasons (e.g., population demo-
graphics), but much else can be
attributed to particular actions and
inactions that the United States
took before and during the pan-
demic. Although we still have quite
a bit to understand about the pan-
demic, we suggest that one can—at
this moment—draw inference to
inform a stronger public health in-
frastructure that can mitigate the
consequences of another future virus.

We offer five suggestions built
onobservationsabout thepandemic.

1. Public health must be able to
resist political interference,

2. The national public health
infrastructure must be robust
to pandemic threats,

3. Our underlying health must
improve when it is not under
acute threat,

4. Health inequities must be at
the forefront of any pandemic
response, and

5. Population health science can
help public health practice.

RESIST POLITICAL
INTERFERENCE

There is little question that
politics and political decisions
drive actions that shape the health
of the public. Politics are, inmany
ways, a macro determinant of
health, shaping policies and reg-
ulations that drive much else
about our response to any public
health question. It is hard to
imagine a more catastrophic
American political response to
the pandemic. From its earliest
days, political forces sought to
interpret and address the pan-
demic in a way that maximized
political (and mostly partisan)
gain, with little tangible heed to
actions that had to be undertaken
to protect the public’s health.

Although much can be written
about the political failures that
compromised the moment, it is
worth reflecting how the public
health system could have been
better inoculated against political
pressures that run counter to the
goals of public health. Perhaps,
most tangibly, the position of the
director of the Centers of Disease
Control and Prevention (CDC)—
the agency that fundamentally
should have been in charge of the

nation’s pandemic response—
could be strengthened. Senate
confirmation for the CDC di-
rector would give the position
greater standing and stature to
buffer against elected politicians
and could allow the director to
more assertively claim ground in
establishing the national terms of
engagement with a pandemic.

BE ROBUST TO
PANDEMIC THREATS

Despite ample warnings from
multiple sectors that we could,
one of these days, be faced with a
pandemic that would be difficult
to contain givenour current public
health system, the COVID-19
pandemic found the United States
remarkably unprepared for the
moment. Fundamentally, this was
rooted in decades-long underin-
vestment in the American public
health infrastructure.1 Funding for
national, state, and local health
departments has long not kept
pacewith spending in other sectors
and in many ways has decreased.2

Although occasional infusions of

resources have followed other
epidemic scares such as severe
acute respiratory syndrome, these
resources have not been added
to base budgets, prohibiting the
growth of stable, effective public
health systems that can rise to the
current challenge. For example,
most jurisdictions were not able to
mount comprehensive contact
tracing approaches, not to men-
tion adequate testing, both of
which should be fundamental
functions of public health asmeans
to mitigate a pandemic.

A strong public health system
that can adapt to, and mitigate,
a future pandemic will need a
redoubling of our investment
in it and a commitment to in-
creasing core funding that will
allow the public health system to
build native capacity that can rise
to the next pandemic challenge.

IMPROVE
UNDERLYING HEALTH

The COVID-19 pandemic
brought to light an underlying
truth about US health that has
long been known but seldom
adequately acknowledged: the
country’s health is far worse than
that of peer countries despite
investment in health care that
exceeds that of all other peer
nations.3 This mismatch between
spending and health indicators
arises principally from an un-
derinvestment in the structures
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that generate health—in stable
housing, equitable wages, gender
equity, quality education, vio-
lence prevention, antiracism ac-
tion, clean air, and drinkable
water, to name a few.4 This reality
has described health in the
United States for decades, with
American health achievement
falling behind that of other peer
countries over the past 40 to 50
years. However, in the main, this
has been tolerated. COVID-19
showed how unsustainable this
health status is.

Risks of incidence and of
mortality from COVID-19 were
both substantially higher among
persons with underlying mor-
bidity than among persons who
were healthy. That resulted in the
United States being at substan-
tially greater risk for the disease
because of its fundamental ne-
glect of its national health before
the pandemic. This suggests
strongly that a national investment
in spending on the foundational
determinants of health, to im-
prove health at least to the levels
of health demonstrably achiev-
able in other high-income
countries, needs to be an essen-
tial national goal for the public’s
health in coming years. This is
simply not possible without at-
tention to the health effects of
policies across sectors and the
appropriate investment across
those sectors in health-generating
actions.

PUT HEALTH
INEQUITIES AT THE
FOREFRONT

One of the most important
narratives of the COVID-19 era
is health inequity.5 As severe
acute respiratory syndrome
coronavirus 2 swept across the
United States, it became clear
relatively early on in the pan-
demic that the burdens of the

virus would not be experienced
equally and that persons who
were socioeconomically mar-
ginalized and persons of color
would experience a dispropor-
tionate burden of infection and
death. This has been reinforced as
more data have emerged show-
ing, for example, that Black
Americans have COVID-19
mortality rates that are twice as
high as in White Americans.6

The reasons for this differential
burden and mortality rate are
many, including different expo-
sure to the virus because of
limited opportunities to work
while preserving social distance
and greater preexisting morbid-
ity that puts these persons at
greater risk for the effects of
COVID-19.

That socioeconomic and
racial/ethnic health inequities
would influence the conse-
quences of a pandemic should be
unacceptable. However, these
inequities will persist unless pub-
lic health systems are oriented
toward minimizing health gaps
as an overriding priority. This
means not treating all groups
equally but rather working to
implement efforts that protect
vulnerable groups. This is an
orientation shift from the gen-
eral public health mindset that
focuses on the collective—with
saving as many lives as possible—
to one that focuses on building
systems that are responsive to lives
that are most at risk to begin with.

SCIENCE CAN HELP
PUBLIC HEALTH
PRACTICE

The US COVID-19 response
has been characterized, from the
outset, by a disregard—at the
highest political levels—for
insight that emerged from the
science. This has, for example,

informed very public discussions
about drugs that may help, even
if no evidence indicated that
they had utility in combating the
novel coronavirus, and about the
efficacyofwearingmasks in public,
even as the scientific evidence
became incontrovertible that
masks could play a critical role in
mitigating the spread of the virus.

Ultimately, the public health
response to this pandemic—and
to future pandemics—must be
rooted in the science much more
intimately than it has been in the
past few months.6 This will re-
quire optimizing our science to
practice linkages on two fronts.
First, it will require public health
practice to become more adap-
tive and flexible as science
evolves and to resist political
pressures to bend science to meet
political objectives. This must be
part of a stronger public health
practice, consistent with a more
prominent and politically pow-
erful role for public health lead-
ership in the United States.
Second, it will require science
to change to some extent. Al-
though science has rushed in ad-
mirably to produce articles about
COVID-19 in record-breaking
time, a disproportionate amount of
scientific contribution has been
expository rather than data driven,
and science has worked idiosyn-
cratically to its own ends that are
congruentwith, butnot necessarily
aligned with, the needs of public
health practice.7 Better commu-
nication between science and
public health practice and align-
ment to meet the needs of the
moment would help serve us
collectively well and help build a
strong and responsive public health
system ahead of future pandemics.

CONCLUSIONS
The US COVID-19 response

was as poor as it was for many
reasons, but a stronger public

health system and infrastructure
can control such failures in the
future. These five potential ap-
proaches stand to transform the
US capacity to be responsive to a
future pandemic. We realize that
these are ambitious in scope, re-
quiring a much stronger public
health infrastructure than cur-
rently exists in the United States
and one that extends beyond the
current public health constraints.
The COVID-19 pandemic has
shown that these approaches are
nondiscretionary and that absent
such fundamental changes, a next
pandemic—one that may be more
contagious and more lethal—
stands to bring about incalculable
damage to the health of the US
population.
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