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Abstract

This study analyzed the effectiveness of social development, health access and structure and
governmental actions in upper-middle and high-income countries, facing the COVID-19
pandemic. It was collected information about socioeconomic conditions, health system
resources, and COVID-19 pandemic of 24 upper-middle and high-income countries. A multiple
linear regression model using prevalence and mortality was carried out. The COVID-19
prevalence was reduced by 0.58 times for each unit added to social progress. The countries with
the highest health expenditure had the highest COVID-19 prevalence. There was a 0.41 and 0.19
reduction in COVID-19 mortality for every unit increase in hospital beds and COVID-19 tests,
respectively. Social progress had an impact on the fall of COVID-19 prevalence ratio. The
number of hospital beds and COVID-19 tests influenced the decrease in mortality rate.

Keywords: COVID-19. Health Care Economics and Organizations. Social Conditions. Health
Information Systems. Health Impact Assessment.

Resumo

Este estudo analisou a eficacia do desenvolvimento social, acesso e estrutura de salde e agoes
governamentais em paises de renda média-alta e alta, no enfrentamento da pandemia de COVID-
19. Foram coletados dados sobre condi¢oes socioeconomicas, recursos do sistema de saude e
pandemia de COVID-19 em 24 paises de renda média-alta e alta. Realizou-se um modelo de
regressao linear mdltipla usando prevaléncia e mortalidade. A prevaléncia da COVID-19 foi
reduzida em 0,58 a cada unidade somada ao progresso social. Os paises com maiores despesas
de salde apresentaram maior prevaléncia de COVID-19. A mortalidade por COVID-19 reduziu
em 0,41 e 0,19 para cada unidade aumentada em leitos hospitalares e testes de COVID-19,
respectivamente. O progresso social impactou na redugio da prevaléncia da COVID-19. O
numero de leitos hospitalares e testes de COVID-19 influenciaram na redugao da mortalidade.

Palavras-chave: COVID-19. Economia e Organizagées de Cuidados de Saude. Condigoes
Sociais. Sistemas de Informagao em Satde. Avaliagao de Impacto na Sadde.
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Introduction

Access to health services is an important part of determining the health-disease process,
directly impacting the socioeconomic development of society, and reducing the
iniquities. In order to make this possible, countries tend to organize health systems in
different models according to health policies (Reibling; Ariaans; Wendt, 2019). The
implementation of the health system in each country is related to the historical, social,
and political context (Shakespeare; Officer, 201 |) with its own features and challenges
(Ziglio; Simpson; Tsouros, 201 1).

Among these models, universal health coverage, social insurance, and private insurance
stand out. The universal health coverage or National Health Service is a universal system
in which the state has a function of financing and managing health access and health
promotion for the entire population (Wendt; Frisina; Rothgang, 2009). The social
insurance model is related to health insurance for workers, which is a mandatory
contribution with payroll deductions involving the worker and employer. Private
insurers are a health care service paid for by individuals. Assistance care, such as
Medicare and Medicaid, is a model focused on health assistance only for vulnerable
populations (Tulchinsky; Varavikova, 2020).

The structure, organization, and attributes of quality, efficiency, and sustainability could
define the resilience of health systems (Turenne CP et al, 2019). A health system’s
resilience is relevant to its development and consolidation, as well as to adapt to
disturbances such as public health emergencies (Jarvis T et al., 2020).

In March 2020, the World Health Organization (WHO) declared that the COVID-19
public health emergency could be characterized as a pandemic (WHO? 2020). In
COVID-19 the main route of infection is human-human transmission, principally affecting
the respiratory tract, with mild to critical symptoms related to SARS-CoV-2 that could
lead to death. The death rate is higher in patients older than 60 years, and/or with
diabetes, hypertension and obesity (Wang Y et al., 2020). The SARS-CoV-2 pandemic
affects all countries of the world, with millions of confirmed COVID-19 cases and deaths.
In this scenario, without a specific treatment and vaccine for this virus, prevention is the
best solution for COVID-19 pandemic control, requiring a collective effort by the
population, government, and health services systems (Ali; Alharbi, 2020; Williamson E
et al., 2020). According to the WHO, guidelines to prevent SARS-CoV-2 infection
include washing hands, the use of the masks, and social distancing (WHO?", 2020).
However, some social determinants of health and inequalities could affect these
practices and influence the progression of infection rates. These include social distancing
which is influenced by the number of rooms in houses, presence of multigenerational
households, jobs that are not possible at home office, and the types and quality of public
transport among others factors (Burstrom; Tao, 2020).

In addition to biological risk, the world population faced insecurity and instability in
employment and income (McKee; Stuckler, 2020), and economic recessions have been
shown to have a great impact on the health systems and health of the population
(Andrietta LS et al., 2020).
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In this situation, the health system must be effective in solving the needs of infected
patients in addition to adopting effective measures to reduce the spread of the pandemic
(Remuzzi & Remuzzi, 2020). The government should manage the tension between the
economy and health conditions (Henne SR, 2020), allow individuals access to care,
minimize social conditions that increase the risks of spreading the disease, and applying
measures for the prevention and promotion of health (Tulchinsky; Varavikova, 2020).

In times of crisis, health systems provide support in different ways, presenting different
forms of financing and management which are influenced by the economic crisis and
reduced income (Gostin; Friedman; Wetter, 2020). Consequently, health insurance
associated with the pandemic can increase the cost of health and health access challenges
as well as the private model (King JS, 2020). In addition, the adoption of positions aimed
at necropolitics, that is, to “edit the power and capacity of those who can live and who
should die”, consider the economy, and not the population’s health, to be the central
factor, thus influencing the right to health and standard of living of the population (Barp;
Mitjavila, 2019; O’Donovan O, 2020; Dos Santos et al, 2020). The concept of
necropolitics, proposed by the Achille Mbembe a philosopher, theorist, and politician, is
related to the biopower of State to decide who is the social enemy dividing the society
in useful and worthless groups (O’Donovan O, 2020; Dos Santos et al., 2020).

In view of the above, this study analyzed the effectiveness of social development, health
access and structure, and governmental actions in upper-middle- and high-income
countries facing the COVID-19 pandemic.

Material and methods

To understand the relationship between the health model offered. the number of cases
and the mortality rate due to COVID-19, this study was initiated by selecting the
countries and identifying the health care model of each one (Universal Model, Private
Insurance, Social Insurance and Assistencialist). Information about the country’s
socioeconomic and health structure, and epidemiological data on COVID-19, was
obtained from databases.

Twenty-four upper-middle- and high-income countries were chosen with the main
criterion for selection being availability of information on their health models. Countries
for which information about health systems was unavailable were excluded from this
study. The selected high-income countries were Australia, Austria, Belgium, Canada,
Denmark, France, Germany, Greece, Israel, Italy, Japan, Norway, Portugal, Spain,
Sweden, Switzerland, the United Kingdom, and the United States of America (USA); and
the upper-middle income countries were Argentina, Brazil, China, Colombia, Russia, and
South Africa.

Data and sources of information

To identify the health system models of countries, the search was performed in the
PubMed and Web of Science databases using the keywords ‘Health Systems’, ‘Public
Health’ and ‘Health Insurance’, and the articles were selected according to the criterion
of the study. Health system was classified into universal system, social insurance, health
insurance plans, and assistencialist.
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Socioeconomic indicators were obtained for information on the conditions of the
countries: The Human Development Index (HDI), Gross National Product (GNP) and
the GINI coefficient. HDI characterizes the degree of development in education, health,
and income. This indicator ranges from O to |, with closer to | meaning greater human
development in the country. GNP identifies the level of economic development by
measuring the wealth produced in the country.

The GINI coefficient provides information on how wealth is distributed within a nation,
state, or municipality, and is the main method for identifying the degree of social
inequality. The GINI index ranges from 0 (when there is no inequality) to 100 (with
maximum inequality); the lower the index, the lower the social inequality within the
territory. Data on population, GNP, and GINI index were obtained from the World Bank
Group (World Bank Group, 2020) and on HDI from the Human Development Report Office
website (United Nations Development Programme, 2020).

Social progress is defined as the ability of society to meet the basic needs for survival
and to improve the quality of life by creating favorable conditions for the population.
The social progress index was calculated based on three areas subdivided into 12
components. The social progress areas evaluated were a) basic human needs (nutrition
and basic medical care, water and sanitation, shelter, and personal safety), b) foundations
of wellbeing (access to basic knowledge, access to information and communications,
health and wellness, and environmental quality) and c) opportunity (personal rights,
personal freedom and choice, inclusiveness, and access to advanced education) (The
Social Progress Imperative, 2019). The data were collected through the Social Progress
Index Executive Summary.

The search for evidence of necropolitics in each country was carried out through official
and journalistic websites that evaluated the speeches and attitudes of the government of
these nations and explained through reports, the situations that configure it. Thus, the
presence or absence of necropolitics was registered along with where and how it was
present. It was considered at least one register.

The health system resources were analyzed by the indicators current health
expenditure, as a percentage of gross domestic product (CHE%GDP), and hospital beds
(per 10,000 population). These data were collected from WHQO’s Global Health
Observatory data repository. The CHE%GDP is the percentage of GDP spent on the
health sector. It evaluates the importance of the health sector and gives priority to the
economy in the country. The data on it were collected for the year 2017, the last year
that most countries presented data for. The number of hospital beds (per 10,000
population) measures the density of hospital beds in relation to the total population
(WHO", 2020), and is an indicator of the structure of inpatient services of the countries.
The data on it were collected for 2016, the last year for which all countries included in
this study presented information.

Information on all cases of the disease as well as the number of deaths, were obtained
from the Worldometers database (VWorldometers, 2020) on September |1, 2020, thus
completing 6 months since the WHO declared a state of pandemic. The COVID-19
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prevalence ratio was calculated obtained using the total number of individuals with
COVID-19 divided by the total population (per 1,000 population). The mortality by
COVID-19 ratio was obtained through total deaths by COVID-19 divided by the
country’s total population (per 100,000 population). The crude case fatality rate
(CRUDE CFR%) was estimated by dividing total deaths due to COVID-19 by the total
number of individuals with COVID-19 (per 100) of each country.

Data on the number of COVID-|9 tests by country were obtained from the WHO
database (WHQ?, 2020). The COVID-19 test per population was measured considering
the total number of tests performed by population (per 100) and the COVID-19 test
per case considering the total number of tests performed by total COVID-19 cases.
The Rtl COVID-19 rate evaluates the estimate effective reproduction number R(t) at
day t, which indicates the mean number of people that one patient infected by COVID-
|9 could infect if the conditions remained the same. This rate was obtained from the
database Stochastik-TU-lImenau/COVID-19 (Hotz T et al., 2020).

The COVID-19 transmission scenarios in the countries evaluated was obtained through
the WHO database and was classified, according to WHO (WHO?, 2020), into countries
with no cases (countries without cases), sporadic cases (one or more causes imported
or locally detected), clusters of cases (cases clustered by geographic location and/or
common exposure) and community transmission (larger outbreaks of local
transmissions).

Data analysis

This study conducted a descriptive analysis of data related to health system models,
socioeconomic conditions, health system structures, and rates related to COVID-19.
Multiple linear regression models using the prevalence of cases per thousand inhabitants
and mortality per hundred thousand inhabitants as outcome variables were built. The
independent variables included in the case prevalence model were social progress index,
percentage of GDP spent on health, total or partial adoption of containment measures
and health model, and the latter dichotomized into universal or not. For the model with
the mortality response variable, the following independent variables were considered:
number of hospital beds and number of tests per detected case. Collinearity between
the model's covariates was evaluated using variance inflation factors (VIF). As there was
no evidence of collinearity, all variables included in the model were maintained in the
final models. To avoid multicollinearity, variables such as Gini, GNP, HDI, Inclusiveness
Index, Necropolitics were not included in the regression analysis. The coefficients of the
models (), determination coefficient (95% confidence intervals), and p value, were
calculated using the stepwise procedure. The determination of the best model
considered the p value of the F test and the AIC and BIC criteria. Normal residual
distribution and homoscedasticity criteria were met. All analyses were performed using
R software (R Foundation for Statistical Computing, Vienna, Austria).

Results

Of the 24 countries included in this study, ten have a universal health system (Table ).
As for the economy, |8 countries are high-income and six countries are upper-middle
income, with the Human Development Index (HDI) ranging from 0.705 to 0.946. The
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GINI Index ranged from 27 to 53.3, corresponding to Norway and Brazil, respectively.
Social progress showed values between 66.12 and 92.1 1, showing a downward trend in
some countries between the periods of 201 | and 2020, as shown in Figure 1.

Evidence of necropolitics was identified in Brazil, Spain, the United States, and Italy, and
at the same time, it was found that these countries had a higher prevalence of cases of
the disease (Table I). Of the countries analyzed in this study, only ten adopted the
universal health system: Brazil, Denmark, Greece, Italy, Norway, Portugal, Russia, Spain,
Sweden, and the United Kingdom. Health expenditure in these countries ranged from
5.3% to 11% of GDP. In these countries, the mean prevalence and mortality due to
COVID-19 were 7.4+5.7/1,000 and 35.2+27.1/100,000 respectively (Table I). Regarding
the population testing, the percentage ranged from 2.80% to 54.79%. The number of
hospital beds ranged from 21.13 to 81.6 per 100,000 inhabitants in 2016.

Argentina, Austria, Belgium, France, Germany, Israel, Japan, and Switzerland adopted the
social insurance system (Table 1). The expenditure of these countries on health ranged
from 7.4% to 12.3%, with mean prevalence and mortality like the countries who adopted
the Universal System. The tests by population and the number of hospital beds ranged
from 3.91% to 32.87% and 29.9 to 131.1, respectively.

Table 1. Distribution of countries according to health system models and
socioeconomic conditions.

Health System Model

Univers Social Health Private Assistentiali
al Insuran Insuranc Insurance st

System ce e P.(n=2) (n=3) (n=1)
(n=10) (n=8)

Socioeconomics conditions

Income economies

U. Middle (n=6) 20% 12.5% 0% 66.7% 100%

High (n=18) 80% 87.5%  100% 33.3% 0%

Population (2019) 572Mi + 449Mit 314Mi = 1457Miz158.1 |4 Bi

(meanzsd) 69.4Mi 44.1Mi  8.6Mi Mi

CHE%GPD (2017) 9.1+1.6 10.4+1.5 99+1.0 10.8+.5.5 5.2
1.2Tri £ 1.8Tri £ 1.5Tri = 7.5Tri + 142Tri

GNP (2019) 923.0Bi  2.0Tri  265.0Bi  12.4Tri

HDI (2019) 2.8810.0 g.9|i0.0 0.93+0.01 0.7940.11 0.76

Gini index (2017) 349478 30.3+2.3 - 497 -

112

Revista Pesquisa e Debate | v.36,n.2(66) (2024) - ISSN 1806-9029



Revista
( Pesquisa e Debate
a ISSN 1806-9029
Inclusiveness Index 67.8t16. 66.0+9. 74.0£7.5 52.8+10.2 27.79
(2020) I
Social Progress Index 86.1+7.1 88.0+3.8 91.3%0.I 76.718.1 66.12
(2020)
Necro-politics
Yes* 30% 0% 0% 33.3% 0%
No** 10% 12.5% 0% 0% 0%
N/I 60% 87.5% 100% 66.7% 100%
Covid-19 pandemic situation
Prevalence Ratio Covid- 7.4+57 7.1 51 23+18 150+46 6.08X10™"
| 9otk
Mortality by Covid-19 352 + 315 + 138 t 4
ratio 27.1 304 150 Baxles  3.32X10
Rtl Covid-19 14+02 14+£03 1.0+07 .1 £0.3 0.80
Crude CFR% 52+39 43136 49+27 29104 5.44
Containment measures
Masks 70.0% 87.5% 100% 33.3% 100%
Social distance 100% 75.0% 100% 100% 100%
Blocking barriers 40.0% 25.0% 50% 66.7% 100%
Lockdown 60.0% 25.0% 0% 0 100%
Covid-19 Test per case 502 + 266 * [585 + 8.0%53 -
40.5 15.7 159.1
Covid-19 Test per 222 + 160 * 232+79 140%13.0 -
population (%) 14.6 1.0
Transmission
Classification
Community 60.0% 25.0%+  50.0% 0% 100%
transmission
Clusters of cases 40.0% 62.5% 50.0% 100% 0%
Hospital beds (year 352 + 663 + 322+88 22377 40.2
20| )tk 17.5 30.6

CHE%GDP-Current health expenditure as percentage of gross domestic product;HDI- Human Development
Index; GNP- Gross National Product; Health Insurance P.- Health Insurance Plans; U. Middle — Upper Middle
income; Mi- millions; Bi — Billion; Tri- Trillion; *Yes - political speeches by authorities on social and television
network or statement from authorities; ** No - financial and tax benefits to companies by means of the non-
dismissal or reduction of wages; N/I-No information; ***per 1,000 population; ****per 100,000 population;
#kkper 100,00 population; 3 No data were found for this variable to Japan
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Figure 1. Social progress index by country per year.
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Figure 2. Economy and population according to COVID-19 rate related to social
progress index and health structure (hospital beds).

* China was not included in the bubble chart because its population size was much larger

than other countries.

In the analysis of multiple linear regression for mortality by COVID-19, it was observed
that for each unit added in the number of hospital beds, there was a reduction of 0.41
times the mortality due to the disease (p=0.03). For the COVID-19 tests per case, for
each unit added to the number of tests that were performed, it reduced approximately
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0.19 times the mortality due to COVID-19, with a statistically significant association
(p=0.03) (Table 2).

Australia and Canada have the health insurance system, and the spending of these
countries was 10.6% and 9.2% of their GDP, respectively. In Australia, 28.77% of the
COVID-19 tests were performed according to the population and in Canada, 17.61%.
Number of hospital beds were 38.4 in Australia and 26.0 in Canada.

Table 2. Multiple linear regression model using prevalence and mortality of COVID-19.

Variables B C195%* R2#%¥ P p-value
Prevalence of COVID-19 cases per 1,000 inhabitants
Intercept 41.6285 (17.18 — 66.07) 0.00207
Social Progress  -0.5844 (-0.93 - 0.23) 0.00251
Expenditure 1.6469 (0.45 - 2.83) 0.00936
Containment
measures™**
measureVsVithout Reference 0.4304 0.02425
With -1.9292 (-6.56 —2.71) 0.39507
measures
Health System
Universal Reference
Others 2.1647 (-2.32 — 6.65) 0.32588
Mortality of COVID-19 cases per 100,000 inhabitants
Intercept 57.81366 (35.02 — 80.60) 5.28e-05
Hospital Beds -0.41401 (-0.80--0.02) 0.3614 0.0397 002211
Covid-19 Tests -0.19364 (-0.37 - -0.01) 0.0340

*Confidence Interval of 95%; ** Multiple R-squared; ***Mask use and Social Distance

The private insurance system is adopted by Colombia, South Africa, and the United
States, with the spending of these countries ranging from 7.2% to 17.1% of their GDP.
Testing ranged from 6.13% to 28.98% and the number of beds from 16.8 to 27.7.

Of all the countries analyzed, only China has the assistentialist system, with the health
spending being 5.2% of the GDP (Table I). The number of tests performed in the country
was not found, and the available hospital beds were 40.2/100,000 inhabitants (Table I).

115

Revista Pesquisa e Debate | v.36,n.2(66) (2024) - ISSN 1806-9029



v
Revista
( Pesquisa e Debate

ISSN 1806-9029

In the multiple linear regression model for the prevalence ratio of cases of COVID-19,
it was demonstrated that for each unit that adds to social progress, it reduces 0.58 times
the number of cases of the disease, with a statistically significant difference (p=0.002)
(Table 2). On the other hand, the results of the analysis showed that the countries with
the highest number of cases of the disease also had the highest health expenditures
(p=0.009) (Table 2). The health system type and containment measures did not present
a statistically significant difference. However, they were able to adjust the model (Table
2).

The prevalence rate of COVID-19 was lower in high-income countries, although
economic status did not appear to be associated with mortality (Figure 2).

Discussion

The COVID-19 pandemic as well as the Ebola epidemic outbreak in West Africa enabled
the world to learn some lessons relevant to improving health system resilience (Hanefeld
J et al,, 2018). This pandemic shine light on the necessity of universal health systems to
reduce inequalities in both developing and developed countries. It also highlights the
need of health systems to be prepared to stand up to external shocks such as new
epidemics and pandemics that are becoming more frequent (Elmahdawy M et al., 2017).
The results of this study showed that there were no statistically significant differences in
the universal health system compared to other systems in terms of the prevalence of
the disease. However, when social progress was analyzed, a significant difference was
observed, evidencing the importance of reducing the inequities.

Based on data from the first year of COVID-19 pandemic, it was observed that the
situation poses a threat to world development and the Sustainable Development goals
of the United Nations (UN) and may delay them by up to a decade (Walker; Vock, 2020)
impacting society's quality of life. The social progress index assesses how many countries
have been able to meet citizens’ social and environmental needs through data on basic
human needs, foundations of wellbeing and opportunity (Social Progress Imperative,
2019). Of all the indicators addressed by the index, water and sanitation deserves special
mention in relation to communicable diseases such as COVID-19. The precarious
conditions created by lack of water and sewage treatment lead to contact with
microorganisms and consequent diseases. This is primarily observed in populations with
low socioeconomic development and socially vulnerable living conditions. Studies show
that SARS-CoV-2, when present in an individual's body, whether symptomatic or not, is
secreted by feces and urine, and represents a risk of fecal-oral contamination (Tang A
et al,, 2020). In addition, human feces can form high concentrations of viral aerosol,
spreading contamination through hydraulic sewage systems (Meng X et al., 2020). This
is especially true in countries where basic sanitation is precarious, which is now an
increasing risk given the fall in the rate of social progress, turning into a cycle difficult to
contain. Washing hands with soap and water is an extremely important preventive
measure (WHO?®, 2020), if it is carried out with treated running water.
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Social distancing and the use of masks were not found to be more effective in reducing
the prevalence of the disease. But the WHO recommends that masks be used in public
places and where social distancing is not possible. However, it emphasizes that other
preventive measures are fundamental, such as frequent handwashing, physical distancing
when possible, avoiding agglomeration sites, and adequate environmental cleaning and
disinfection (WHO¢, 2020).

It was also observed that countries with higher health expenditures did not obtain an
improvement in health conditions of the population and a reduction in cases of COVID-
|9 during the pandemic. The quality of health services provided to the population and
consistency in expenditures must be ensured through the adoption of effective measures
and actions that provide access to health for the population. Sufficient financial resources
and adequate management allow health expenditures to be converted into quality and
effective access to health in the face of complex pandemic scenarios. Thus, the results
of this study show that the amount expended in the health system is not a guarantee of
an effective health service; the service management, and system structure are important.

The COVID-19 mortality rate points out that of the different health systems, those
countries that had more structured health systems related to the number of beds (2016)
before the pandemic had a lower number of deaths in the population. Thus, countries
that performed more diagnostic tests of COVID-19 in the population had a lower
mortality rate. Through the tests carried out in the population, best practices for the
prevention and control of transmission were adopted. They allowed for effective control
of the spread of pandemic through the early diagnosis of those infected, rigid adoption
of social distancing measures such as quarantine, and early access to health care,
preventing the worsening of disease (WHO?, 2020; Ward S at al., 2020).

Some economically developed countries with high health expenditure, social progress,
and number of hospital beds presented elevated prevalence and mortality ratios of
COVID-19. Sometimes, the health services are under big challenges (King JS, 2020) and
it is up to the policy makers to make choices, that depending on how basis lie these
decisions, may have implicit spectra of necropolitics (Barp; Mitjavila, 2019). European
countries did not present evidence of necropolitics in general. However, Spain and Italy
due to the overcrowding of hospitals and the exhaustion of the health system, generated
situations that can be characterized as a necropolitics of priority to medical care, since
that the Hospital Staff had to prioritize treat people with more chance to survive which
resulted in the death of patients with less condition to survive (O’Donovan O, 2020).
However, countries with greater social progress and even those with high economies
have fallen into this position, such as the USA and Brazil, which had a depleted health
system in some locations during high medical demands of COVID-19 patients. In Brazil
and the USA, the poor and black population were the biggest victims of the pandemic
(Dos Santos et al., 2020; Navarro JHN et al., 2020; Corréa A, 2020).

As this is an ecological study, some limitations inherent to the type of study were
observed. A limitation of this survey was the sample size, although all upper-middle and
high-income countries were considered for inclusion in the sample, many did not present
data for variables included in this study, so many countries were excluded, thus limiting
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the sample size. Another limitation was the quality of data collection in the databases;
some countries did not provide updated data or present incorrect information.

Conclusion
It can be concluded that the improvement in social progress had an association with the
reduction of COVID-19 prevalence ratio. Along with this, the structure of the health
system before, as seen by the number of hospital beds, and during the COVID-19
pandemic, as seen by the COVID-19 tests, impacted the reduction of mortality by
COVID-19.

In a pandemic moment, it is important that the countries' government be focused on
protecting the health of the population through organizing the health structure system
to offer adequate care and enhancing adoption of measures for controlling the spread
of the novel coronavirus. In addition, it is fundamental to meeting citizens’ social,
economic, and environmental needs.
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