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This essay examines the policy response of the federal and regional governments in federations to the COVID-19 crisis. We theorize that the COVID-19 policy response in federations is an outcome of strategic interaction among the federal and regional incumbents in the shadow of their varying accountability for health and the repercussions from the disruptive consequences of public health measures. Using the data from the COVID-19 Public Health Protective Policy Index Project, we study how the variables suggested by our theory correlate with the overall stringency of public health measures in federations as well as the contribution of the federal government to the making of these policies. Our results suggest that the public health measures taken in federations are at least as stringent as those in non-federations, and there is a cluster of federations on which a bulk of crisis policy making is carried by subnational governments. We find that the contribution of the federal government is, on average, higher in parliamentary systems; it appears to decline with the proximity of the next election in presidential republics, and to increase with the fragmentation of the legislative party system in parliamentary systems. Our analysis also suggests that when the federal government carries a significant share of responsibility for healthcare provision, it also tends to play a higher role in taking non-medical steps in response to the pandemic.
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INTRODUCTION
From the early days of the COVID-19 pandemic, scholarly consensus has been that public health policies help mitigate the spread of the disease (Hsiang et al., 2020; Pueyo 2020). Did federal institutional design foster strategic incentives for political incumbents to adopt strong public health pandemic policies? In this essay we answer this question as a qualified “Maybe.” We base our conclusions on worldwide evidence of national and subnational public health policy responses during the onset period of the pandemic, in the winter-spring 2020 (Centers for Disease Control and Prevention 2016). Here within we offer a theoretical framework for why governments of different levels behave differently in a crisis in differently designed federations and use data on pandemic policy-making to examine the response of federal and subnational incumbents.
During the onset of the COVID-19 pandemic, federal institutions and federal political processes served to both constrain and incentivize politicians’ responses to this crisis. While federations on average adopted more stringent policies than unitary states (Shvetsova et al., 2020b), there was substantial variation across federations (e.g., VanDusky-Allen et al., 2020). The research has argued that federations have a greater supply of policy actors capable of generating the pandemic policy response; because these (redundant) actors can independently generate responses at national and subnational levels, such systems have the capacity to supply the necessary policy response faster (Shvetsova et al., 2020b). Yet the capacity for policy agents to act does not immediately imply the incumbents’ willingness to act. Indeed, strategic calculus may push them to the contrary. This is where our present argument is situated: which governments in a federation were willing to adopt the costly and painful public health policies to mitigate a pandemic? Which governments acted, and which effectively opted to “sit it out”? Did the federal institutional design influence pandemic policies insofar as where they were adopted (federally or subnationally) and how stringent they were overall?
Politicians’ response to a crisis involves the strategic choice that the incumbents in federations face in regard to whether to respond to the crisis by making a policy or to avoid taking responsibility. Forced to balance the ultimate health outcomes and the disruptive side-effects of public health measures, as both affect their own election prospects, elected officials, we assume, have carefully considered which policies to adopt or not adopt. As they were making these choices, they also tried to anticipate what the other policymakers were doing at the same time (Seabright 1996; Gersen 2010 p. 326). A public health policy action at one level spared the political incumbents at another level of government the possible costs of making the actual policies and the repercussions of a higher number of pandemic casualties.
We adopt the theoretical premise that expectations of popular (electoral) accountability underpin the strategic choices of the political incumbents at different levels of government. We theorize that the fear of possible repercussions from the adverse immediate effects of the public health measures, as well as the responsibility for health outcomes, depend on a host of institutional and political factors. We explore these factors both theoretically and empirically further in the paper.
Electoral accountability in general is considered to reflect retrospective judgment of the performance of government by the electorate. Voters simply look back at the election time to punish or reward the incumbent on the most significant issue areas. The pandemic-time accountability is harder to define because the issue dimensions and lines of division in the electorate are distinct from previous experience. Some guidance is offered by the literature on incumbent accountability in crisis management. First, evidence shows that voters view the negative outcomes of external shocks as at least in part the responsibility of the political incumbents. Electorates punish incumbents for disasters and catastrophes beyond their control such as weather events (Gasper and Reeves 2011), floods (Heersink et al., 2017), forest fires (Lazarev et al., 2014), earthquakes and tsunamis (Carlin et al., 2014), draughts and even shark attacks (Achen and Bartels, 2004) etc. The likelihood of the incumbent’s political survival decreases as the deaths in disasters and catastrophes increase (Flores and Smith 2013).1 What the literature does not tell us (due to the lack of evidence to draw meaningful comparisons), is whether this documented punishment holds incumbents accountable for the acts of nature, or for the shortcomings in their mitigation policies (as in: the pain of the disaster could have been less with better policy response), or even for the immediate hardships inflicted on the voters while implementing appropriate and necessary policy responses (e.g., Healy and Malhotra 2009). Any and all of these theoretical mechanisms can be the culprit.
Since federalism creates a particularly strong “clarity of responsibility problem,” it has been pointed out that the politicians can leverage this confusion inherent to the federal institutional arrangements and oftentimes evade responsibility for their actions (Powell and Whitten, 1993; Anderson, 2006; Hobolt et al., 2013). However, voters seem to hold appropriate actors accountable when issues on stake are salient and information regarding the responsible level is readily available (Arceneaux, 2006; Malhotra and Kuo, 2008; Leon, 2011). There is evidence that voters navigate the basics of institutional constraints and some financial fundamentals as they attribute responsibility to a specific level of government (Gasper and Reeves, 2011).
In the current pandemic we start seeing statistical and anecdotal evidence of targeted accountability both for the disruptive effects and for the health outcomes, as well as that accountability being channeled toward appropriate political incumbents. For example, in the early weeks of 2021, California Governor Gavin Newsom faced a threat of being recalled by California voters. The recall initiative was citing the slow roll out of vaccines in California compared to other states coupled with concerns of constrained economic activity, thus both the disruption and health-related grievances. Recall threat to Newsom was viewed as serious, despite his 50 percent approval rating and a pandemic year’s worth of praise from national and state leaders, including then President Donald Trump (Reston 2021). Leaders in the times of crizes situations understand that current circumstance, policymaking, and crisis decision-making can outweigh ideology and past accomplishments with the voters, and even the federal design itself can be brought into question (Leon and Garmendia Madariaga 2020).
There is more than one way in which the constituents are affected by the mitigation policies. First, such measures of course help reduce the transmission of communicable diseases, minimizing their damage to the human health from the virus and to the health care infrastructure from the magnitude of the virus spread. But in addition and adversely, such measures intrude into the daily activities of the residents: they reduce opportunities for trade and provision of services, change how people work and interact, disrupt the existing relations. Among other things, the mitigation policies aimed to slow the spread of the virus have carried heavy economic costs: dramatic slowing down of economic activity, reduced or negative growth, an increase in unemployment, and potentially a drastic economic restructuring.
Here we take as a sustained hypothesis that the political incumbents expect to incur the costs of the voters responding both to the pain of the policies themselves and to the horror of the final pandemic tally, conditionally on their pre-pandemic institutional role. We label the former as disruption electoral costs since they emerge primality from the disruption in the routine activities imposed by the public health measures. We label the electoral punishment for the negative health outcomes as “health” electoral costs. The incumbent can increase her utility both by avoiding policies that cause disruption and by making policies that keep people safe. It is of course immediately apparent that there is a tension between the policy decisions that could lead to these two objectives.
Decentralized policy making offered a hope for the incumbents at different levels that someone else could make the first painful step. As a result, as much as the incumbents might have valued the preservation of the public health, they had incentives to avoid taking the lead on imposing public health restrictions, waiting for the other governments to act. If an incumbent could avoid issuing stringent COVID-19 policies while benefitting from the stringent policies issued by the other level of government, she would generally prefer to do so. This is generally a possibility in federations, and only occasionally so in unitary states (Hollander 2010; Dardanelli et al., 2019; Adeel et al., 2020; Paquet and Schertzer 2020).
In this essay, we identify and discuss two facets of the incentives engendered by the federal institutional design that could drive governments’ strategies in public health policy responses to the pandemic. The first is the factors that concentrate or diffuse the electoral costs of adopting stringent mitigation policies for the national executives, including proximity of elections, political fragmentation of the decision-making bodies, and presidentialism. More concentrated accountability gives the incumbents a stronger motivation to avoid taking politically risky steps. The second is the institutions that determine which levels of government and to what extent are responsible for protecting population health. Whenever the federal government shares in the responsibility for healthcare with subnational governments, it may expect to be blamed for poor health outcomes caused by the uncontrolled health crisis.
In what follows, we address each of these in turn by comparing the public health policies of federal and unitary states as well as across the federations during the onset period of the pandemic, between January 24, 2020 and april 24, 2020 (Centers for Disease Control and Prevention 2016). As our dependent variables we use the overall stringency of the public health restrictions imposed by april 24, 2021 (Shvetsova et al., 2020a) as well as the ratio of the stringency of the policies created by the federal government to the overall stringency of the restrictions imposed by the federal and subnational governments. Given the small number of observations and the observational nature of the data, our analyses can provide only suggestive evidence.
We start in the next section by defining and comparing the stringency of COVID-19 mitigation policies between federal and unitary states. This comparison establishes that federations did not under-perform as compared to unitary nations despite the coordination problem between the levels of government.2 We also show that more of the protective policy stringency can be attributed to subnational incumbents in federations than in unitary states. Following that and from Variation in Policy Responses Among Federal States on, we focus on federations only. In Variation in Policy Responses Among Federal States, we explore the effects of the political factors on the hesitance of the federal level to engage in painful policy making and introduce the institutional determinants of stronger accountability for health during the pandemic. In Institution in Healthcare and Variation in Policy Responses, we introduce the compound indicators capturing the variation of health-specific institutions in federations that affect the respective assignment of accountability for the health outcomes to governments at different levels. There we analyze the impact of institutions that structure governments’ involvement in health care on the strategic options that are available to political incumbents in crisis policy-making. Conclusion summarizes our observations and concludes.
COVID-19 POLICY RESPONSE IN FEDERATIONS VERSUS UNITARY STATES
As a first step in our inquiry, we compare federations’ performance in COVID-19 mitigation policy-making against the backdrop of the more globally numerous unitary states. Did the efforts invested by the incumbent differ between federations and non-federations, and more generally, between the more and less centralized polities? How much of such variation was attributable to the subnational governments supplying stringent public health policies?
The data that we use are publicly available as the Dataset on the Institutional Origins of COVID-19 Public Health Protective Policies (Shvetsova et al., 2020a). The data records and codes in multiple categories and on ordinal scales the COVID-19 mitigation policies adopted by national and subnational governments around the world. The fifteen public health categories include the initiation of a state of emergency, self-isolation and quarantine, border closures, limits on social gatherings, closings of schools, entertainment venues, restaurants, non-essential businesses, government offices, and public transportation systems, work from home requirements, lockdowns and curfews, and mandatory wearing of protective equipment. Note that between and within the policy categories, there is variation on their potential to stop the spread of coronavirus. To account for this variation, more restrictive policies are weighed more heavily in the index.3 The resulting Protective Policy Indices (PPIs) capture the extent to which the totality of the imposed measures tightens the channels through which the virus can be transmitted. They range between 0 and 1, where 0 refers to the absence of any restrictions, and one refers to the most severe restrictions along all the dimensions of transmission control, viz. complete closure of intra-state and interstate borders, closure of all non-essential businesses, ban on any gatherings, the mandates to the residents to stay at home, etc.
PPI measures in the dataset are calculated daily for each subnational unit as 1) based on federally issued policies only, 2) based on sub-nationally issued policies only, and 3) based on the most stringent policy level (either from federal or from subnational policies) in each of the constituent policy categories (Total PPI). For the purposes of the cross-national comparisons, we here are taking the national averages of PPIs for the subnational units, weighed by the units’ population shares: National, Average Subnational, and Average Total PPIs. The dataset covers 73 countries at national and subnational levels between January 24, 2020 and April 24, 2020. These 73 countries contain over 1,660 subnational units, each supplying daily PPI values. Nineteen countries in the dataset are federations as defined by their constitutions. The 19 federations among themselves contain 462 subnational units (the list of countries and included subnational units can be found in Supplementary Appendices S2, S3).
In what follows, we focus on the stringency of public health policies reached on April 24, 2020. This day marked roughly the endpoint of the period of non-decreasing public health response to COVID-19 pandemic worldwide. Thus, we will consider the stringency of public health policies on this day as indicative of how far individual governments were willing to go to protect public health when confronted with a global health emergency.
In Figure 1 we show the Average Total PPI for 73 countries as of April 24. The Figure distinguishes between the nations that are unitary according to their constitutions (hollow circles) and federal nations (filled triangles). At the same time, Average Total PPI in Figure 1 is plotted against the level of decentralization as measured by the Regional Authority Index (Hooghe et al., 2016) for unitary and federal states alike. Neither the countries that are federal by constitution, nor those scoring higher on the decentralization scale were behind in their achieved policy stringency. If anything, Figure 1 suggests that decentralization and federalism were associated with stronger overall public health pandemic response.
[image: Figure 1]FIGURE 1 | Average total PPI as of April 24, 2020 and decentralization.
Figure 2 shows the distributions of the Average Total PPI, National PPI, and Average Regional PPI across countries broken down into federations and non-federations.
[image: Figure 2]FIGURE 2 | The distributions of achieved PPI among federations and non-federations, as of April 24, 2020.
The subsample of federations as a whole did better on the Average Total and the Average Regional PPIs. The Average Total PPI for federations was 0.69 while for non-federations it was 0.56. But it is the variation in the federal subsample that draws the eye. The distributions of the National and Average Subnational PPI among federations exhibit clear bi-modality: in addition to a cluster of cases in which the central government takes almost all responsibility for making public health policies, federations include a cluster of cases in which the subnational governments take over a large share of responsibility for public health policy-making. Thus, federations achieved same or better overall public health protection via a pattern of government action different from that in unitary states (i.e., the Average Subnational PPI for federations is 0.28 while for non-federations it is 0.02). In federations the policies made at the subnational level may have compensated for the lack of the policies made at the national level and/or might make national level policy-making unnecessary. The other observation is that the combinations of policy strategies of national and subnational governments differed within the federal subsample. Whether this was influenced by their institutional design, and if so then how, is the puzzle that we seek to address below.
VARIATION IN POLICY RESPONSES AMONG FEDERAL STATES
As in Figures 1, 2, federations on average invested at least as much policy-making effort in limiting the spread of the pandemic as did the unitary states, and this effort was on average more evenly spread between national and subnational authorities. While there was some overlap when similar policies were in place as issued by both national and subnational governments, overall, we see evidence of the substitution effect in Figures 3, 4 in the next section, where one level of government does what the other did not do in terms of the overall mitigation effort (the Pearson correlation between Average Subnational PPI and National PPI is at −0.51). What we also see, however, is that the relative roles of national vs. subnational governments in COVID-19 policy-making varied drastically across federations.
[image: Figure 3]FIGURE 3 | National and Average Regional PPI as of April 24, 2020, among federations.
[image: Figure 4]FIGURE 4 | Ratios of national PPI to average total PPI and average regional to average total PPI.
Evidence of Policy Duplication
Figure 3 plots Average Subnational PPI against National PPI for all federations. Notice that the coordinates add up to more than one for several of them, reflecting the duplication of policies at the two levels of government. Still, there is a visual effect of a negative diagonal in Figure 3, combined with more concentration of observations in the upper left and lower right corners.4 Thus we have an indication that many federations have somehow converged to a combination of strategies of the two levels of government where either one of them or the other emerged as the COVID-19 mitigation leader.
The plot in Figure 4 shows the ratio of Average Regional to Average Total PPIs as plotted against the ratio of National Average Total PPIs. These statistics indicate, respectively, what share of the Average Total PPI would have remained had the other government level not engaged in the public health policy making. Observe that if there were no overlap in policies in place due to federal and subnational government on a given day, all observations should have been on the dotted negative diagonal. This is close to being the case in Austria, Belgium, Nepal, Nigeria, South Africa, Switzerland, and Venezuela. Pakistan, India, and Australia are in a group where the overlap in policy-making–policy duplication at national and subnational levels—was the greatest. Most of the times this overlap resulted from the federal government issuing guidelines on specific aspects of mitigation policies and the subnational governments implementing these guidelines into public policies. Notice also that if one level of government fully abstained from COVID-19 policy-making, the resulting observation would be located in wither top-left or bottom-right vertices of the coordinate box. These calculations do not account for the policies adopted by municipal governments, which were a significant influence in large urban centers.
Two federations—Nigeria and the United States—saw the most disengaged federal governments, closely followed by Canada and Russia. Since the PPI dataset codes only actual announced policies and disregards informal recommendations and public service statements, Trudeau’s cabinet in Canada ended up in this group, despite a possibly valid argument that their rhetoric at the national level had significantly influenced Canadians’ protective behavior in the pandemic.
Thus, in Figure 4 we see significant variation in the extent to which regional and federal governments share in supplying the public health measures as they existed in the federation in question. Some countries saw a bias toward federal decision-making, others toward sub-national, and there were also instances of relative parity between government levels in terms of their assumed policy responsibility for pandemic mitigation.
We hypothesize that such variation is to a large degree due to the asymmetries in the accountability of national and subnational incumbents. Such asymmetries can be defined both politically and institutionally: due to the electoral pressures and the institutionally defined responsibility for health. Here we endeavor to take a closer look at the determinants of these asymmetries.
Exploring Variation Across Federal States: The Role of Political Factors
Politicians’ willingness to engage in mitigation policies depends on the balance between wanting to avoid the disruption of the pre-existing economic and social relationships and activities vs. wanting to minimize pandemic casualties. One of the characteristics affecting this balance was the relative immediacy of the disruptive effects. Even where these disruptions were less than elsewhere, in the short term the effect was inevitably negative as compared to the pre-pandemic economic and societal status-quo. Once the public health measures were adopted, changes in economic well-being were instantly measurable at both individual and societal levels (Deb et al., 2020; Desierto and Koyama 2020; Pulejo and Querubin 2020). Meanwhile, the pandemic health toll in the period under review was near-catastrophic in only a few subnational jurisdictions globally, and so credit for the health benefits was hard to claim. If our reasoning holds, the electoral costs for adopting more stringent policies would be higher for incumbents who face elections sooner rather than later, which would lead the incumbents facing immediate re-election to adopt less stringent policies than incumbents not facing impending elections.
The first parameter influencing national incumbents’ expected accountability for the disruptive effects of mitigation policies is the proximity of federal elections, measured as the time (months) until the next election of the national executive (counting from April 1, 2020).5 It turns out that only the United States was facing the impending election of the federal executive, and also very soon, in just over half a year from our benchmark April 1, 2020 date. Hence, we would expect to observe a less stringent government response to the COVID-19 crisis by the United States federal government as compared to other national governments.
Figure 5 shows the ratio of National PPI to Average Total PPI plotted against the time from April 2020 to next scheduled election that form the national executive, separately for the presidential and parliamentary federations. The remaining time until next elections is correlated with federal contribution to protective policies as dictated by our theory (Pearson’s correlation coefficient is 0.54), and this association appears stronger among presidential federations: the United States, Brazil, and Nigeria have the fastest coming elections among the presidential federations, and they also have the lowest contribution of the national government to PPI. It goes without saying that it is impossible to say anything definitive given the number of observations.
[image: Figure 5]FIGURE 5 | Time until the next election and the ratio of national to average total PPI.
The clarity of individual accountability of the federal executive could also affect the weight the executive placed on the disruption electoral costs. The executive structure and the number of parties in the federal executive are among the variables that could affect this clarity of accountability and thereby amplify or reduce the incentives to avoid taking politically risky steps. Generally speaking, given that the executive is unilaterally and directly electorally accountable in presidential systems and in single party, majority parliamentary governments but not in multiparty parliamentary systems, presidents and prime ministers of single party, majority governments have more of a disincentive to take on policymaking on a politically risky issue than prime ministers of multiparty governments (Strom, 2000; Carey 2009). Presidentialism in particular focuses the electoral costs of risky policymaking on an incumbent, thus the policy effectiveness of presidentialism (Shugart and Carey 1992) can turn into policy hesitancy where there is a very real fear that policymaking might go poorly.
It would make sense then to expect the national level in federations with presidential and single party, majority executives to take a less active role in addressing the crisis. They should prefer that sub-national governments assumed full accountability if possible. The Russian vignette from the pandemic onset period illustrates how presidents in federal systems can place the burden of policymaking on subnational policymakers during a crisis. As COVID-19 was spreading through the country, President Putin personally granted everyone in the country a two-week paid vacation. He then blamed the inevitable spike in cases on regional governments not having implemented strong enough mitigation measures.
Evidence for our sample does not contradict this reasoning as Figure 6 illustrates. It plots the same variable, ratio of stringency of federally adopted policies to stringency of all policies (Ratio of National to Average Total PPIs) against the number of parties in the national executive. There is no conclusive evidence that diffusion of individual accountability makes national incumbents more willing to take a lead in pandemic mitigation. Future research with expanded sample will be needed to explore the possibility.
[image: Figure 6]FIGURE 6 | Multipartism in the federal executive and the ratio of national to average total PPI.
Figure 7 further investigates the potential effect of the multipartism in the lower legislative chamber (as measured by the effective number of legislative parties) on the National to Average Total PPI ratio. Because we would expect Cabinets to further share accountability with the parliamentary floor, while in presidents’ case the fragmented legislature only further stresses their personal accountability for policies, it is not a surprise that this latest effect appears to be distinctly different in the two constitutional systems. There is a modest positive correlation between the ENLP and the National to Average Total PPI ratio for the parliamentary federations (Pearson’s correlation coefficient is 0.32 for this subsample). There is no similar effect for presidential federations.
[image: Figure 7]FIGURE 7 | Parliamentary fragmentation and the ratio of federal to average total PPI.
In Supplementary Appendix S5 we also report the association between the block partisanship of the national head of the executive branch (parties grouped in binary blocks as defined by Bartolini and Mair (2007) and the stringency of national policies. While the theoretical connection remains unclear, it appears that Left incumbents produced more stringent national policies than their Right counterparts.
INSTITUTION IN HEALTHCARE AND VARIATION IN POLICY RESPONSES
In the normal course of things, the inclination to wait for the other level of government to act first in the risky areas of concurrent or unassigned/residual jurisdictions is resolved through the federal process, via the mechanism of “federal balancing”. Some scholars of federalism view the entire de facto division of responsibilities between the national and subnational incumbents, beyond the formal jurisdictional delineation, as an ever-shifting outcome of federal bargaining and balancing (Riker 1964; Filippov et al., 2004). While the constitution roughly outlines who does what in a federation, in addition to what it says, there are infinitely many specifics of the allocation of responsibilities and powers, which are being continuously renegotiated by the incumbents in the careful interactions within and across governments and extra-governmental organizations. The drastically reduced time and information for navigating and negotiating pandemic policy-making roles has distorted the flow of federal balancing, where incumbents had freedom to strategically choose whether to act on pandemic mitigation or not.
Health Care Institutions and Government Accountability for Health Outcomes
We believe that the institutional asymmetries in assigning the “duty of care” for the health of the public to one level of government rather than the other enabled some of them to remain relatively passive, while others had to act. If the federal government is not assigned any substantial responsibility for health outcomes, regional governments would be less likely to expect a strong federal action, and so would be forced to act on their own in introducing public health policies.
The balance of accountability across the levels of government in a federation for the ultimate health outcome depends on how institutions link political incumbents to healthcare—on the arrangements for provision and organization of healthcare prior to the onset of the COVID-19 public health crisis. Another influence on the prospective pattern of accountability were the status-quo healthcare practices beyond institutional prescriptions, which reflected, among other things, the role of non-governmental (e.g., private but also other) actors in health. These institutional and process variables, we posit, have jointly determined whether political incumbents 1) were to be accountable for the pandemic health outcomes at all, and if so, the expected magnitude of that accountability, and 2) which among them were to feel the brunt of that accountability.
We will consider that the level or levels of government that act as the “doctor to the public,” so to speak, will be perceived accountable for the health outcomes of the pandemic. An incumbent in this institutionally defined role would have positive incentives to attempt to improve the health outcomes through the making of public health policies (or, in other words, she would face a higher cost from non-acting). The institutions and the processes by which healthcare is organized and delivered in a federation, then, can serve as a proxy for the federal balance of accountability in health (Riker 1964; Filippov et al., 2004; Benz and Sonniksen 2017; Mershon and Shvetsova 2019).
Operationalization of the Institutional Environment in Health as Decision Space
Is healthcare provided by the government? Does government pay medical professionals to care for the patients? Does it financially underwrite individual medical needs? From the many institutions or rules that describe health sector organization in our federations, we build just two indicators in order to assess the respective degree or accountability for health of the federal and subnational governments. Which level of government is the “doctor” is captured by the Federal Government’s Accountability for Health—the extent to which the federal level of government takes over the accountability for health from the subnational governments.6 Meanwhile, how much the population relies on the government as a “doctor”, Government share, will depend on the government market share in the healthcare sector at large (as opposed to the responsibility of the private sector and medical professionals). Where it is available for the federations in our sample, we construct these two indicators using a number of decision-space statutory, financial, and process parameters and the existing literature on decision space in health pioneered by Bossert (1998). Where such literature is not available, we apply the decision-space method and provide original coding (See Supplementary Appendix Table S4.1 in Supplementary Appendix S4).
Accountability of the Federal Incumbent for the Health Outcome
In every federation in our sample, insofar as governments deliver healthcare at all, this is done at the subnational level or below. Nowhere among the federations does the national government lead in health care delivery. Because this does not vary in our current sample, to operationalize the federal-subnational balance of authority over health (Mershon and Shvetsova 2019) and thus the governments’ respective accountability for health outcomes, is reduced to ascertaining the expected federal incumbent accountability for pandemic health. Since the sub-national incumbent is always accountable, the Federal Government’s Accountability for Health variable gives us the information about whether or not the subnational level can expect help form the federal level in crisis policy-making, or maybe even can fully defer such policy making “up”.
We operationalize the Federal Government’s Accountability for Health variable by weighing in two decision-space components that each might imply federal government’s residual accountability: whether it has an explicit constitutional mandate to protect health, and whether it plays a de facto dominant role among governments in financing government health efforts, i.e., via transfers to subnational governments (see the details in Supplementary Appendix S6). We code Federal Government’s Accountability for Health as High where the constitution tasks the federal government with preserving health and the federal government plays a high role in the government health financing (over 50 percent of all government health spending, see Supplementary Appendix S6). We code it as Low if there is no such constitutional assignment and the federal role in government health financing is low, and we code it in the middle category for the other two contingencies.
We suspect that the division of responsibility for health between the federal and subnational levels outside of the pandemic may affect which government level would lead in the pandemic public health response. Where Federal Government’s Accountability for Health is low, we expect to see less to be done by the federal level, and policy-making takes place mostly at the sub national level.
Governments’ Role in Health Vis-A-Vis Non-governmental and Private Actors: Magnitude of Governments’ Expected Accountability
How stringent will be the policies that governments create to protect the public from health losses? We conjecture that the policy stringency will go up with the increase of the health “market share” controlled by the government. If the previous sub-section addressed the question of which levels of government have the greater “duty of care”, here the question is: Does the government have the “duty of care” on health at all? To what extent is health viewed by the public as the responsibility of governments—what is the “magnitude” of government accountability in health? Is there a firm expectation of any government’s accountability for the ultimate health outcome in the federation?
While much of the world will find such a question strange, it is not so long ago that health was considered a private matter everywhere, and indeed where the government involvement in health provision is low, we can conjecture, it might still be seen as such today by a large portion of the population. Furthermore, many advanced industrial democracies have empowered separate organizations (e.g., sickness funds) with characteristics of legislatively regulated non-profits, to run their healthcare. The fact that the revenue is received by those funds via legally mandated contributions does not make those contributions into fiscal revenue or adds them to government budgets. The operation of these public healthcare organizations is thus extra governmental and is not a daily responsibility of countries’ respective governments. The perception of the government responsibility for the health outcomes may be low when the sickness fund acts as the “doctor to the public” or when most of health care access is privately managed, in weakly regulated insurance markets or out of pocket.
Conjecturing that the combined “market share” of governments of all levels in health can be taken as a proxy for whether the public will look to the government for pandemic protection, we code the binary Government Role in care variable, based on the share of government expenditures (in all levels of government) in total health expenditures in a federation (see Supplementary Appendix Table S4.1). Notice, that these are government expenditures only, and not public expenditures as often reported, since those might include sickness funds budgets. The expectation is that the extent of government role in health as opposed to the role of public non-government agencies (e.g., sickness funds) and private actors will affect the stringency. Where governments play a larger role in healthcare, more stringent policies should be introduced than where governments play a smaller role.
Patterns of Accountability and Government Origins and Stringency of COVID-19 Policies
The indicators that we thus obtain capture a federation’s specific balance of accountability on health as well as the overall intensity of governments’ combined role in health and thus presumably the magnitude of their accountability on the issue7. Figure 8 shows the breakdown of our sample according to these variables, and Figure 9 summarizes our expectations for the combination of these variables.
[image: Figure 8]FIGURE 8 | The role of governments in healthcare provision in federations.
[image: Figure 9]FIGURE 9 | Institutionally defined pattern of accountability and expected policy stringency.
In Figure 10, we use Average Total PPI and the ratio of National PPI to Average Total PPI to test our expectations about the leadership of the national and subnational level incumbents in the adoption of public health measures and their overall strength. Here, again, we rely on the policies initiated by the end of April. By then, the cross-national differences in threat levels have diminished, as the cases of COVID were present everywhere in our sample at that time.
[image: Figure 10]FIGURE 10 | Measures of PPI and the government role in health and federal government’s accountability for health.
Figure 10 divides our sample into four panes, each pane corresponding to a quadrant in Figures 9, 10. Each pane presents a scatterplot with two variables: total PPI and the national contribution to total PPI, with the values on each of these dependent variables plotted across the main predictor of that variable. To see if the national contribution to total PPI depends on Federal Government’s Accountability for Health, we need to compare the positions of countries along the vertical axis between the panes on the left and the panes on the right. To see if Average Total PPI depends on Government Role, we need to compare the positions of countries along the horizontal axis between the top and bottom panels.
The chart offers support to our expectation linking the Federal Government’s Accountability for Health to the ratio of national to total PPI. On average, the values of our dependent variable are higher in the left panes than in the right panes. With the exception of Brazil, Russia, and Nigeria, federations with a relatively high values of Federal Government’s Accountability for Health have seen high contributions of the federal government to the public health policies. With the exception of Switzerland, the systems with a lower Federal Government’s Accountability for Health have seen lower contributions of the federal government to the public health policies.
Note that all four exceptions have lower than average stringency of the overall response and this might be one of the reasons for us to downweigh these observations in the comparisons of the federal contribution to the total PPI. We could also speculate that the short-term electoral incentives also contribute to the unexpectedly low contribution of Brazil’s, Nigeria’s, and Russia’s federal governments and the unexpectedly high contribution of the Swiss federal government to the COVID-19 policy making. Brazil, Nigeria, and Russia are presidential federations with a large share of responsibility vested in the president, which inflates the short-term risks of pandemic response faced by the federal executive. Switzerland is a parliamentary federation with a politically fragmented federal legislature and fragmented executive.
Our expectation regarding the overall level of protection does not seem to hold. For it to hold, we should have observed the countries in the top panels further to the right than the countries in the bottom panels.
CONCLUSION
In this essay, we sought to explore whether political incumbents’ strategies in mitigating the health emergency of the COVID-19 pandemic were influenced in federations by the constitutional/electoral and health-related political institutions. Specifically, we developed conjectures about the institutional variables conducive to more stringent public health policies and about institutional determinants of greater involvement of the federal government in pandemic public health policies. Below are the main take-away points from our exploratory analysis:
- Federalism and decentralization did not diminish the stringency of the overall government pandemic response; if anything, early response in federations was more, not less stringent
- Multiple levels of government contributed to the policy response to COVID-19 infection in federations
- There was substantial overlap—policy duplication—at national and subnational levels
- There is a substantial variation in the federal sample, approaching bi-modality, in terms of the relative policy efforts of national vs. subnational incumbents, which we conjecture requires an institutional explanation
- Presidential national executives were possibly more averse to stringent policy-making closer to the date of the next election
- Diffusion of executive accountability, such as in a multiparty executive and with more fragmented parliaments possibly increased the willingness to engage in more stringent policy response to the virus
- National incumbents with Left block-partisanship were associated with more stringent mitigation policy-making than national incumbents with Right block-partisanship
- Institutional accountability for health variables, which we construct form decision-space in healthcare indicators, are potentially useful predictors of policy engagement across government levels
- Whether accountability for health would revert to the federal government in a case of subnational mismanagement correlates with the degree of involvement of the federal incumbent in COVID-19 mitigation policy-making
- Government market share in healthcare does not seem to affect the overall mitigation policy stringency (Total PPI) in the current sample of 19 federations.
Future research and more data would allow us to further validate or qualify these admittedly preliminary observations. In-depth country studies will explore the richness and complexity that transpired in pandemic policy-making in these nations. Here we can conclude that, depending on their institutional design, federations approach crisis management very differently. When federal and subnational incumbents share the responsibility for crisis response and yet each of them has incentives to avoid making difficult decisions, the overall strength of the public health response depends on whether the incumbents at different levels of government succeed in coordinating to an equilibrium where at least one of them provides the necessary policies. Our evidence shows that by and large the coordination among the federal and subnational government in federations did not fail, and the incumbents in federations collectively managed to provide at least as much protection to their citizens as the incumbents in unitary states, though the balance of federal vs. subnational policy contributions varied. The leadership of the federal government depended on its overall role in the provision of health-care, as well as the relative lack of immediate retribution of the disruptive consequences of public health measures.
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FOOTNOTES
1Some argue that voters do not act as rational principals in these circumstances as their judgments are clouded by attribution bias wrongfully attributing the financial and human toll to their incumbents in “blind retrospection” (Achen and Bartles, 2004). For social psychologists, voters inflict undue costs on the incumbents: their decisions are marred by cognitive biases (Tversky and Kahneman 1974), are inclined to oversample negative information (Rozin and Royzman 2001), and have clouded judgment due to negative emotional response to the catastrophe (Malhotra and Kuo 2009). While these may contribute to the variance, we here are looking for the politicians’ anticipation of rationality-based accountability.
2Arguably, the very multiplicity and duplication of their decision nodes of policy making made federations as decision systems more responsive to the onset of this new threat (Shvetsova et al., 2020b)
3See the Supplementary Appendix S1 for a complete list of the policy categories, specific policies, and their weights in the index.
4The correlation between the Average Regional and National PPIs among federations is −0.52.
5Supplementary Appendix S4 lists time to election for the federations in our sample.
6We omit here the discussion of another institutional indicator, Primary government level in care provision. In our federal sample there is no variation in this variable and the subnational level is the main level for primary care. See Supplementary Appendix S6 for the operationalization of this indicator and country information.
7This economic policy coding roughly corresponds to the main for Bartolini and Mair (2007 p. 46), class cleavage conceptualization of party blocks for Europe.
REFERENCES
 Achen, C. H., and Bartels, L. M. (2004). Blind Retrospection: Electoral Responses to Drought, Flu, and Shark Attacks. Estudio/Working Paper 2004/199.
 Adeel, A. B., Catalano, M., Catalano, O., Gibson, G., Muftuoglu, E., Riggs, T., et al. (2020). COVID-19 Policy Response and the Rise of the Sub-national Governments. Can. Public Pol. 46 (4), 565–584. doi:10.3138/cpp.2020-101
 Anderson, C. D. (2006). Economic Voting and Multilevel Governance: A Comparative Individual-Level Analysis. Am. J. Polit. Sci. 50 (2), 449–463. doi:10.1111/j.1540-5907.2006.00194.x
 Anifalaje, A. A. (2009). Decentralisation and Health Systems Performance in Developing Countries. Int. J. Healthc. Deliv. Reform Initiatives (Ijhdri) 1 (1), 25–47. doi:10.4018/jhdri.2009010103
 Arceneaux, K. (2006). The Federal Face of Voting: Are Elected Officials Held Accountable for the Functions Relevant to Their Office?. Polit. Psychol. 27 (5), 731–754. doi:10.1111/j.1467-9221.2006.00530.x
 Bachner, F., Bobek, J., Habimana, K., Ladurner, J., Leuschutz, L., Ostermann, H., et al. (2018). Austria: Health System Review.
 Balarajan, Y., Selvaraj, S., and Subramanian, S. (2011). Health Care and Equity in India. The Lancet 377 (9764), 505–515. doi:10.1016/s0140-6736(10)61894-6
 Bartolini, S., and Mair, P. (2007). Identity, Competition and Electoral Availability: The Stabilisation of European Electorates 1885-1985. ECPR Press.
 Benz, A., and Sonnicksen, J. (2017). Patterns of Federal Democracy: Tensions, Friction, or Balance between Two Government Dimensions. Eur. Pol. Sci. Rev. 9 (1), 3–25. doi:10.1017/s1755773915000259
 Bossert, T. (1998). Analyzing the Decentralization of Health Systems in Developing Countries: Decision Space, Innovation and Performance. Soc. Sci. Med. 47 (10), 1513–1527. doi:10.1016/s0277-9536(98)00234-2
 Carey, J. M. (2009). Legislative Voting and Accountability. Cambridge: Cambridge University Press. doi:10.1017/cbo9780511810077
 Carlin, R. E., Love, G. J., and Zechmeister, E. J. (2014). Natural Disaster and Democratic Legitimacy. Polit. Res. Q. 67 (1), 3–15. doi:10.1177/1065912913495592
 Centers for Disease Control and Prevention (2016). The Continuum of Pandemic Phase. ” National Center for Immunization and Respiratory Diseases (NCIRD)Available at: https://www.cdc.gov/flu/pandemic-resources/planning-preparedness/global-planning.html.
 Chee, H. L. (2008). Ownership, Control, and Contention: Challenges for the Future of Healthcare in Malaysia. Soc. Sci. Med. 66 (10), 2145–2156. doi:10.1016/j.socscimed.2008.01.036
 Chua, H. T., and Cheah, J. C. H. (2012). June. Financing Universal Coverage in Malaysia: a Case Study. BMC public health 12 (No. 1), 1–7. doi:10.1186/1471-2458-12-s1-s7
 Danishevski, K., Balabanova, D., Mckee, M., and Atkinson, S. (2006). The Fragmentary Federation: Experiences with the Decentralized Health System in Russia. Health Pol. Plann. 21 (3), 183–194. doi:10.1093/heapol/czl002
 Dardanelli, P., Kincaid, J., Fenna, A., Kaiser, A., Lecours, A., Singh, A. K., et al. (2019). Dynamic De/centralization in Federations: Comparative Conclusions. Publius: J. Federalism 49 (1), 194–219. doi:10.1093/publius/pjy037
 Daryanani, S. (2017). When Populism Takes over the Delivery of Health Care: Venezuela, 11. ecancermedicalscience. doi:10.3332/ecancer.2017.ed73
 Deb, Pragyan., Furceri, Davide., Ostry, Jonathan. D., and Tawk, Nour. (202017 June 2020). The Economic Effects of COVID-19 Containment Measures. VoxEUAvailable at https://voxeu.org/article/economic-effects-covid-19-containment-measures.
 Desierto, Desiree., and Koyama, Mark. (2020). Health vs. Economy: Politically Optimal Pandemic Policy. Available atdoi:10.2139/ssrn.3661650
 Filippov, Mikhail., Peter, Ordeshook., and Shvetsova, Olga. (2004). Designing Federalism: A Theory of Self-Sustainable Federal Institutions. Cambridge: Cambridge University Press. doi:10.1017/cbo9780511610875
 Flores, A. Q., and Smith, A. (2013). Leader Survival and Natural Disasters. Br. J. Polit. Sci. 43 (4), 821–843. 
 Gasper, J. T., and Reeves, A. (2011). Make it Rain? Retrospection and the Attentive Electorate in the Context of Natural Disasters. Am. J. Polit. Sci. 55 (2), 340–355. doi:10.1111/j.1540-5907.2010.00503.x
 Gerkens, S., and Merkur, S. (2010). Belgium: Health System Review. Health Syst. Transit. 12 (5), 1–xxv. 
 Gersen, J. E. (2010). Unbundled powers. Virginia Law Review, 301–358.
 G. P. Marchildon, and T. J. Bossert (2018). in Federalism and Decentralization in Health Care: A Decision Space Approach ( University of Toronto Press).
 Gupta, I. (2020). India., in International Health System Profiles. Roosa Tikkanen, Robin Osborn, Elias Mossialos, Ana Djordjevic.The Commonwealth Fund ed . Editor George. A. Wharton. Available at https://www.commonwealthfund.org/international-health-policy-center/countries/india. 
 Healy, A., and Malhotra, N. (2009). Myopic Voters and Natural Disaster Policy. Am. Polit. Sci. Rev. 103 (3), 387–406. doi:10.1017/s0003055409990104
 Heersink, B., Peterson, B. D., and Jenkins, J. A. (2017). Disasters and Elections: Estimating the Net Effect of Damage and Relief in Historical Perspective. Polit. Anal. 25 (2), 260–268. doi:10.1017/pan.2017.7
 Hobolt, S., Tilley, J., and Banducci, S. (2013). Clarity of Responsibility: How Government Cohesion Conditions Performance Voting. Eur. J. Polit. Res. 52 (2), 164–187. doi:10.1111/j.1475-6765.2012.02072.x
 Hollander, R. (2010). Rethinking Overlap and Duplication: Federalism and Environmental Assessment in Australia. Publius: J. Federalism 40 (1), 136–170. doi:10.1093/publius/pjp028
 Hooghe, L., Marks, G., Schakel, A. H., Chapman Osterkatz, S., Niedzwiecki, S., and Shair-Rosenfield, S. (2016). Measuring Regional Authority: A Postfunctionalist Theory of Governance, I. Oxford: Oxford University Press.
 Hsiang, S., Allen, D., Annan-Phan, S., Bell, K., Bolliger, I., Chong, T., et al. (2020). The Effect of Large-Scale Anti-contagion Policies on the COVID-19 Pandemic. Nature 584, 262–267. doi:10.1038/s41586-020-2404-8
 Lazarev, E., Sobolev, A., Soboleva, I. V., and Sokolov, B. (2014). Trial by Fire: a Natural Disaster's Impact on Support for the Authorities in Rural Russia. World Pol. 66 (4), 641–668. doi:10.1017/s0043887114000215
 León, S., and Garmendia Madariaga, A. (2020). Popular Reactions to External Threats in Federations. Working Paper. September.
 León, S. (2012). How Do Citizens Attribute Responsibility in Multilevel States? Learning, Biases and Asymmetric Federalism. Evidence from Spain. Elect. Stud. 31 (1), 120–130. doi:10.1016/j.electstud.2011.09.003
 León, S. (2011). Who Is Responsible for what? Clarity of Responsibilities in Multilevel States: The Case of Spain. Eur. J. Polit. Res. 50 (1), 80–109. doi:10.1111/j.1475-6765.2010.01921.x
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