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Health and wellbeing are the key pillars of a
sustainable nation. There is a strong relationship

between health and social development. Poor health
is a concomitant force for under-development and
poverty1.

The healthcare inequities are diverse, multi-factorial
and complex that challenge healthcare personnel,
policymakers and experts. Common factors include
healthcare accessibility issues, physician scarcity,
treatment modalities and outcome disparities across
varied community settings2. These differences are
largely due to key drivers associated with healthcare
costs, access and availability of healthcare services.
The situation is aggravated by catastrophic Out Of
Pocket (OOP) expenditure and limited availability of
emergency services3.

Current challenges surrounding COVID-19 has
unified the entire world. Every country irrespective of
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Editor's Comment :
Healthcare is a multifactorial, complex process involving
financial, technical, administrative and geopolitical factors
which varies across countries and their economical
capacities.
COVID-19 pandemic unified nations and tested the health
capacities of USA, India and China across different
parameters.
Urgent Need to relook and shape public health policies,
infrastructure and capital inflow into healthcare.
Learning from the past and implementing for the future.
Convergence of technical know-how, local and global
cooperation, sustaining economy and preparing for
resurgent future.
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its financial power or demography is fighting against
COVID-19 pandemic. International lockdown and
sealing of national borders have been in place to curb
this global menace. Every nation is working with their
knowledge, resources and experience to deal with the
situation, yet the trend of positive cases is on the rise
and mortality ratios have increased manifold. One major
limitation is the inability of conventional vaccines to
specifically treat COVID-19. A few vaccines have been
developed recently after clinical trials though their
efficacy is under review4.

This paper has attempted to address the healthcare
dynamics in the following manner. The initial sections
highlight the conventional healthcare policies and
practices of the three representative countries - USA,
China and India belonging to high income, upper middle
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and lower middle income nations6. The health practices
and COVID-19 associated expenditure have been
analyzed and strategies for possible mitigation of such
crises in future have also been recommended.

Healthcare expenditure, Policies and Practices-
USA, China and India :

The healthcare policies and practices are unique
and tailored for the population they serve. A brief
discussion of each is as follows. Table 1 highlights
the healthcare statistics for the different countries.

USA

The US healthcare system follow a mixed approach
with approximately 92% of population having some
coverage and nearly 8% without any insurance (2019)6.
Apart from Medicare and Medicaid, employer
sponsored insurance also cover a significant proportion
and two third of Medicaid beneficiaries are part of
organizations with managed care7. The Affordable Care
Act (2010) has seen significant Government financing
in healthcare with enhanced coverage worth 20 million8.
Public spending, in 2017, have accounted for 45% of
healthcare spending with 8% GDP and about 28% is
represented by federal spending. Children Health
Insurance Programs (CHIP) are funded by federal
government to states and many states charge
premiums for the same9.

In 2019, private healthcare insurance accounted
for about one third of total healthcare expenditure.
Approximately 68% of Americans had private health
insurance while 34.1% had public health insurance6.
Majority of this is employer sponsored (55.4%) while
a minor population (11%) opted for profit or non-profit
providers. It has been reported that the healthcare
costs borne by regular households is similar in
proportion to that of the Federal Government
(2018:28%). 10% of the total healthcare expenditure

is Out Of Pocket (OOP), approximately 40% is
invested towards dental care and about 14% on
medicines10.

An important feature of the US healthcare system
is the provision to obtain care during emergency where
hospitals are required to provide treatment irrespective
of their paying capabilities or insurance status, race
and/or origin. Eventually, a lot of expense in healthcare
is borne by private health establishments that remain
uncompensated or turn charitable.

CHINA

The Chinese healthcare reforms aimed to establish
universal healthcare system that is safe, convenient,
effective and affordable for everyone. The basic medical
insurance system covers about 95% of the total
Chinese population. The national healthcare security
administration was established in 2018 for managing
different medical insurance programs11. China spent
6.6% GDP on healthcare, 28% financed by local and
Central Government, 44% public or private insurance
and social donations and 28% is financed through Out
Of Pocket (OOP)12.

The healthcare costs and associated payments are
linked to different insurance types that are owned by
the patients. Those, that have other corporate medical
insurance or commercial plans, the bill amount paid
by the patients normally vary as per the coverage of
the healthcare options within their medical insurance.
For rural and urban areas, any catastrophic healthcare
expenditure that cannot be borne by individuals through
insurance or Out Of Pocket (OOP) are partly covered
by social donations and local government.

Another novel initiative ‘Healthy China 2030 plan’
aims to deal with conventional diseases and
accessibility issues for ageing population13. This plan
emphasized on lifestyle improvement, health service
options and sustainable growth of health industry with

doorstep healthcare delivery
provisions by year 2020.

INDIA

The Indian constitution obliges
‘Right to health’ for every citizen.
Being a part of universal healthcare
coverage, Government health
services are free. Unfortunately, the
public hospitals across the country
are severely underfunded. Numerous
healthcare programs in the past
attempted to reduce this burden of
catastrophic health expenditure,
especially for people belonging to

Table 1 — Health Care expenditure of USA, China and India

Population and health care statistics of USA, China and India

USA China India

Total population (2018) 327,167,434 1,393,000,000 1,325,000,000
Gross national income per capita
   (PPP international $, 2018) 63,690 18,170 7,680
Life expectancy at birth total
   (years, 2017) 78.539 76.47 69.165
Current health expenditure per capita,
   PPP (current international $) (2017) 10,246.139 841.115 253.322
Current health expenditure
   (% of GDP)(2017) 17.061 5.151 3.535
Domestic general government health
   expenditure (% of current health
   expenditure) (2017) 50.158 56.673 27.132

(Source : https://data.worldbank.org)
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lower socio-income groups thus addressing their
vulnerable situation. The Rastriya Swastha Bima Yojna
(RSBY) in 2008 that subsumed to Pradhan Mantri Jan
ArogyaYojna (PMJAY) covered only 40% of people who
are economically downtrodden and later extended to
mine and plantation workers14. Apart from Central
Government Health Scheme (CGHS) the Employee
State Insurance Scheme (ESI) is the only scheme
where both employers and employees contribute
towards health insurance. The Out Of Pocket (OOP)
expenditure, thus, remained considerably significant.

The Ministry of Health and Family Welfare
(MOHFW) with Federal ministry Established Ayurveda,
Yoga and Naturopathy, Unani, Siddha and Homeopathy
(AYUSH) in 2014 as an alternative practice for delivery.
Since, the healthcare GDP contribution is merely
1.28% on healthcare facilities, which is significantly
lower than USA (17.07%) and China (4.98%), quality
healthcare for all is a distant dream15. Only a handful
of population has private insurance and low public
health expenditure facilitates a higher number of non-
insured people. They bear expenditure at the cost of
household expenses whenever needed thereby
severely affecting the standard of living.

COVID-19 infections and healthcare response :
Public healthcare financing varies across nations.

The onset of COVID-19 dismantled the existing
healthcare machinery and created an urgent need to
rethink and redesign conventional protocols and
strategies. Most importantly, it was clear that COVID-
19 pandemic could not be insulated by proportionate
increase in healthcare expenditure16.

USA

In USA, the Government was initially reluctant with
fewer restrictions. Since wearing mask, social
distancing and dissemination of public information was
slow, it created disarray and misinformation amongst
people. The jingoist nationalism further termed the
virus as “Chinese made” that blocked trade relations
and technical collaborations though the actually
implication of the pandemic couldn’t be assessed at
this stage.

Preliminarily, in response to COVID-19 outbreak,
inconsistent travel bans were introduced by allowing
travel from Europe while banning those from China17.
The fiscal reforms initiated by the US Government
involved massive financing through various acts like
Paycheck Protection Program and Healthcare
Enhancement Act, Coronavirus Aid, Relief and
Economic Security Act, Coronavirus Preparedness
and Response Supplemental Appropriations Act and

Families First Coronavirus Response Act18. These
provisions covered paid sick leaves, food and
unemployment benefits for the affected healthcare
personnel. It also assured International financial
assistance and coverage for student loans.

CHINA

China was the epicenter of COVID-19 and incurred
multidimensional losses especially in finance,
infrastructure, emergency response, healthcare.
Morbidity and mortality figures were highest between
31st December 2019 and 29th February 2020, however
the daily incidence was less than other Nations19.
COVID-19 outbreak led to immediate containment of
cities, strict lockdown, ceasing large scale mobility,
stringent testing protocols, social distancing and
mandatory two-week quarantine20.

Rapid dissemination of correct health information
through electronic, print and local social media made
people well versed with hygiene protocols, mask usage
and disinfection. They were also encouraged to self-
report infections. Free COVID-19 testing, monitoring
of pricing for essential commodities including food and
channelization of resources through Non-government
and Charitable Institutions helped to a great extent17.
Fiscal reforms included announcement of estimated
RMB 2.6 trillion (2.5% of GDP), out of which
approximately 50% of the promised amount has
already been implemented18.

In response to COVID-19, China initiated key
strategic decisions. Increased spending on epidemic
control and prevention, upscaling of medical equipment
production, accelerated disbursement of
unemployment insurance with inclusion of migrant
workers, relieve from taxation and waiving of social
security obligations were initiated.

INDIA

With a daily upsurge of active cases and rapid
increase in death figures, the Indian economy suffered
a terrible demand shock in the wake of COVID-19
pandemic. The Government immediately restricted
travel, movements and invoked the Epidemic Disease
Act. Like China, lessons of social distancing, hand
hygiene, contact tracing, quarantine and surveillance
was enforced. Aarogya Setu app was launched by
government to dispense health related information,
compliance and regulate contact tracing of infected
people. Another positive outcome was the rapid
establishment of viral molecular testing protocols such
as Reverse Transcriptase-Polymerase Chain Reaction
(RT-PCR), Cartridge Based Nucleic Acid Amplification
Test (CBNAAT) etc. Additionally, rapid approval from
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regulatory authorities like NABL were also solicited.
Teleconsultations formed the backbone of

communication reducing the rural-urban divide. To
encourage the same, Indian Council of Medical
Research (ICMR) has issued updated rules and
guidelines for teleconsultations with periodic
amendments as per needs21.

The fiscal measures announced by the Government
included a stimulus package valued at 0.85% of the
GDP18. The prime elements were food, cooking gas
and cash transfers to underprivileged, insurance
coverage for healthcare personnel, wage support to
low wage workers and in many cases, easing the
criteria for receiving unemployment benefits.
Previously, the government had announced 150 billion
rupees (approximately 0.1% of GDP), for enhancing
healthcare infrastructure that included strengthening
of COVID-19 testing facilities, provision for PPE, supply
of isolation beds, ventilators and increase ICU facilities
across healthcare institutions22.

CONCLUSION

The emergence of COVID-19 has severely affected
countries and their economies. Healthcare policies and
preferences of USA, China and India are being tested
for their resilience and capacity to withstand maximum
possible turmoil. It has broken the classical myth
regarding healthcare investment that wealth alone
cannot be the only solution to restore the country from
COVID-19 pandemic. Adversity being a powerful
teacher, there is an urgent need to relook and shape
public health policies, infuse capital flow in protecting
lives and livelihood, amendment of allocation guidelines
towards healthcare infrastructure for enhanced
production of PPE, ICU beds and ventilators.

The variation in sizes, healthcare policies and overall
preparedness of these three countries is broad
remainder that ‘one size does not fit all’, yet there is a
need to identify common goals, fallacies and equitable
participation in specific areas. This unification of
nations aided by a pandemic has grossly revealed our
common inadequacies despite having segregations in
the economic forefront.

Our study is a concerted effort to understand the
approaches of these three representative economies-
USA, China, India and their COVID -19 pandemic
response. In our analysis we have put forward certain
mitigation strategies, based on mutual cooperation and
greater need to identify common goals and resolve
other insufficiencies.

POSSIBLE MITIGATION STRATEGIES

Care of the vulnerable population :

COVID-19 has displaced the native local population,
migrant workers and also the refugees that took shelter
in other countries. In India, there is a huge population
of migrant laborers who were left stranded, bereft of
transportation, food provisions and livelihood. Similar
incidents have also been echoed across China and
African Nations.

In presence of economic and social disparities,
differentiation based on urban and rural population
should not be encouraged. As learnt from previous
epidemics of Ebola and H1N1 influenza, the
combination of resource diversion, shortage of medical
supplies, closure of health facilities and lack of trained
medical staff overwhelmed the various operational
health systems across these nations, overburdening
them more so in humanitarian context23. Such
restrictions can further, exacerbate resource
distribution between rural, urban and other informal
settlements. Additionally, people with comorbid
conditions such as cardiovascular diseases, diabetes,
tuberculosis and HIV infections are at increased risk
of complications and death23. Special attention, must
be paid to pregnant mothers, children, elderly and
immunocompromised people.

Protection and workplace safety of frontline
healthcare workers is paramount. Unforeseen stress,
long working hours and lack of vital essentials like
PPE and other items have resulted in depression,
burnout, insomnia and Post-Traumatic Stress Disorder
(PTSD) amongst frontline healthcare workers. They
also faced other psycho-social issues like increased
risk of infection, quarantine, isolation, social distancing,
negative societal vibes like stigma, depersonalization
and lack of support from co-workers and organizations
along with financial stress which further elevated role
conflict24. Early detection, risk communication, effective
containment strategies and multinational collaboration
where found to be effective during the 2009 H1N1
pandemic and needs to be replicated during the present
crisis.

Surveillance activity concerning local, marginalized
and displaced population needs to be balanced with
public health measures, outbreak readiness, social
distancing, crowd management, increased testing
facilities and access to hospitals with adequate beds
and ICU support. As quarantine is challenging, efforts
must be made to ensure basic needs, food security
and supportive services are maintained. Respective
Governments, Private Sectors and Non-government

42



Vol 119, No 9, September 2021 Journal of the Indian Medical Association

organizations, must act together to ensure a
coordinated system of information sharing, data
analysis, surveillance and effective roll out of measures
in order to ensure protection and sustainability of
vulnerable population.

Enhanced Resources in public health efforts :
While humanity braced itself against the deadly

COVID-19 infection, an important question still remains
unanswered: What have we learnt from previous
pandemics and how well are we prepared to respond
and effectively control disease spread? The answer(s)
sadly remain ensconced within pages of voluminous
texts, published articles and workshop summaries.

An important observation noted during COVID-19
outbreak is that developed economies having better
health facilities had higher mortalities. Also other
underlying comorbid conditions and lifestyle diseases
contributed towards poor recovery outcomes.

Higher infectivity and transmission rates were
reported across the nations, especially from the urban
population with higher percentage of positive cases.
Different factors like poorly designed policies, lack of
political will ingness, non-judicious resource
management, significant chronic diseases and limited
implementations are believed to be contributory
towards the pandemic25. However, this time, public
health and community stakes have ensured that
implementation of some previous suggestions are
carried out.

Early detection of outbreak focused on integration
of existing knowledge and strengthening of private,
public and non-government participation. As this study
involve countries with large population sizes,
stakeholders need to approve effective, efficient and
sustainable approaches keeping in mind their national
capacities and existing legal framework.

In this digital era, an effective unbiased local and
global coordinated system of information and data
analysis will dramatically enhance the ability to contain
microbial threats. A slew of epidemiological data and
evidence based material on COVID-19 and multiple
mathematical models and predictive analytics have
kept researchers busy. While they are paramount, the
actual exercise would be to get them validated and
benchmarked in public health domain. The onus is to
get a working predictive model as per requirement26.

Regional and Global Cooperation :

To promote regional and global cooperation, ‘whole
of Government – whole of society’ approach has been
adopted but it lacks International response. Disparities
in practices to contain COVID-19 pandemic are visible

in adoption of containment and lock down measures
across different countries.

Regional and International cooperation is absolute
towards establishment of an intelligent healthcare
system based upon outcome, enhanced production
capabilities, planning, forecasting and decision analysis
of infectious diseases that will control future
pandemics.

Current response to COVID-19 pandemic has
clearly pointed out the difficulties amongst various
nations. In the absence of sufficient cooperation, there
were equipment poaching, export bans, travel
restrictions and bidding wars. Several countries have
pursued independent research programs in an attempt
to polarize vaccine production and promote ‘Vaccine
Nationalism’ Policy27. Insufficient economic
cooperation also ensured that poorer nations were
mainly left to fend for themselves. Populist nationalism
amongst countries have made the attitude of ‘My
Country First’ become a global movement with
‘America First’ ‘China First’ and ‘India First’ initiatives27.
Such initiatives have undermined the overall willingness
to cooperate with other countries thereby restricting
the responses to deal with COVID-19 pandemic on a
global scale.

Revamping economy and stabilizing financial
markets :

Living through the most challenging times, we are
forced to think about several basic questions- How to
save lives and livelihood? What financial decisions
should be taken by Governments? How to evaluate
the risks associated with prolonged lockdown? How
to maintain income security, food supplies, save
financial institutions and safeguard the future
generations and perhaps to find the best possible
directions?

The answers to all these questions require
integration of ideas and thoughts, financial experts,
Government and policy makers; which is outside the
purview of this paper. We however endeavor to seek a
mutual platform to reduce the financial baggage in this
pandemic.

With the rapid onset of COVID-19, protecting the
livelihoods of people is the foremost challenge.
Supporting the hardest hit, ie, informal workers,
laborers in India, the working class population of China,
single mothers, nurses and Asian Americans in USA
has been challenging till date. Leaders and Government
alike should determine the level of support that each
population segment requires and ensure appropriate
channels of distribution.
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Income support and conditional cash programs like
PMJDY, MNREGA in Indian context shall support
millions28. Also the ambit of coverage needs to be
broadened and should be inclusive of pregnant mothers,
child laborers, homeless and the elderly. Digitized
payments through consolidation of databases could
be helpful.

Post COVID, monetary expansion will be required
to salvage industrial production, infusion of funds and
growth of stock market. In this regard, the role of Central
Banks and other financial policy making bodies will
be crucial in determining the best possible strategies
and long-term successes. USA and China with their
deeper capital markets can secure loans. They can
use their financial strength and institutional investors
to reduce the pressure on public finance. In India,
stimulus package has been flagged off to restore
financial balance and accelerate recovery. However,
since the different Indian States have variable
geographical size, percentage of infected people and
urban-rural differences, it requires tailor-made policies
as per need29.

Better funding and enhanced healthcare
infrastructure strategies are being worked out at the
government and local level17. Governments may also
relax their taxation and other regulatory regimes to
help businesses and their growth. Sectors such as
food, agriculture, housing, power will require credit
backstops, bankruptcy protection and liquidity support.

Digitization is the new mantra. China, already
known as a globally acclaimed digital leader before
COVID-19 happened, is facing competition from US
and India who are catching up fast. In a traditional
economy, areas of physical interactions are rapidly
transiting to the digital mode and has accelerated both
Business to Business (B2B) and Business to
Customer (B2C) application channels. While Indian
Government has already given a mandate in terms of
augmenting digital platforms through increased use of
wallet payments, online banking and electronic transfer
of funds and monetary benefits given to the poorest of
the poor, limited technical knowhow will continue to
promote fear and reluctance amongst users.

Different countries hit by pandemic have witnessed
growth fluctuations, certain industries like aviation,
tourism and hospitality have been dealt with a body
blow. Positive growth figures were witnessed in
pharmaceuticals, biotech, healthcare supplies medical
technologies, consumer durables and utilities.
Emergence of telemedicine, education technology,
elderly care has already made headlines across
different countries. The role of private sector and

technology companies have become more significant
with regard to their socio-economic contributions and
emergence of powerful institutions that have donated
millions to recovery efforts.

As is the case with Chinese economy, two thirds
of its revenue have come from private sector. In case
of India, recommendations of a robust Private Public
Partnership (PPP) and legislations to provide strong
legal and procedural support have come from various
stakeholders.

The pandemic is a global tragedy and it is the right
time to introduce inclusive economic reforms
concerning fiscal, labor, environmental and social
contexts. While digitalization, supply chain
management, e-retailing will lead the way, global and
national agend as driven by the principles of
diminishing inequality, reducing poverty, protecting
environment by ensuring financial inclusiveness and
provision of better and more efficient public and social
services needs to be figured out urgently by
Governments, companies and Social Organizations.

Future Directions and the Road ahead
An important learning lesson from COVID

highlighted the fact that mere investment in healthcare
does not suffice all dimensions. Sustainable and
intelligent healthcare policies with a healthy lifestyle,
may reduce the risk of disease and co-morbidity. In
urban areas, there is ease of availability and
accessibility of drugs, diagnostic tools and treatment
protocols where as in rural areas, low population
density and better environment quality reduce chances
of disease transmission25.

Teleconsultation has proved to be an effective tool
for patients and physicians alike30. During COVID-19,
telemedicine along with other various specialties like
tele-ophthalmology, tele radiology has helped in
providing treatment to patients located in varied
geographical areas. This has diminished the burden
on hospitals and reduced patient exposure to the virus.
The scope and regulations of teleconsultation are
exhaustive and are undergoing amendments as per
the needs of changing scenario.

The response to COVID-19 pandemic has benefitted
from the use of Artificial Intelligence (AI) and different
mathematical models focusing on mitigation strategies
keeping in mind the limited economic resources and
socially disruptive factors. This has also helped in
evaluating policies in a novel and rapidly evolving
epidemiological circumstances26.The use of data for
forecasting and validating epidemiological changes
coupled with their corresponding results should be
available in public repositories for present and future
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reference.
The emergence of newer treatment regimens for

COVID-19 pandemic has enabled the convergence of
applied sciences like biotechnology, immunology,
virology to be synced with translational sciences and
clinical research. Such an example was witnessed in
the field of drug repurposing wherein existing antiviral,
antimalarial and immunomodulatory drugs were used
in treatment of COVID-19 pandemic31. The examples
of Hydroxychloroquine and Ivermectin are relevant to
the context. International cooperation for clinical trials
across heterogeneous population shall be instrumental
in understanding the pathophysiology of COVID-19.

Use of data sciences through standardizing and
integrating demographic information coupled with DNA
sequencing could be helpful but might need regulatory
compliance to gain positive outcomes and maximum
usage in public domain. The road ahead is essentially
a ‘federated learning’ process in which telemedicine,
novel AI techniques, biological and clinical research
will ensure maximum therapeutic benefits for real world
complex disease such as COVID-19.

Limitations :
The current study bears a few limitations. Firstly, it

took into account the scenario and health policy details
of USA, China and India as representative nations
across different income levels. However, the practical
healthcare challenges faced by different countries
belonging to the same income level might not be
different and thus all the recommendations may not
yield optimal results. Secondly, this paper has
considered data from authentic secondary sources.
Detailed analysis considering primary empirical data
might be beneficial to provide a holistic overview of the
current pandemic challenges.
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