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Abstract

Context: While the World Health Organization (WHO) has established guidance on COVID-19
surveillance, little is known about implementation of these guidelines in federations, which frag-
ment authority across multiple levels of government. This study examines how subnational gov-
ernments in federal democracies collect and report data on COVID-19 cases and mortality asso-
ciated with COVID-19.

Methods: We collected data from subnational government websites in 15 federal democracies
to construct indices of COVID-19 data quality. Using bivariate and multivariate regression, we
analyzed the relationship between these indices and indicators of state capacity, the decentral-
ization of resources and authority, and the quality of democratic institutions. We supplement
these quantitative analyses with qualitative case studies of subnational COVID-19 data in Brazil,
Spain, and the United States.

Findings: Subnational governments in federations vary in their collection of data on COVID-19
mortality, testing, hospitalization, and demographics. There are statistically significant asso-
ciations (p < 0.05) between subnational data quality and key indicators of public health system
capacity, fiscal decentralization, and the quality of democratic institutions. Case studies illustrate
the importance of both governmental and civil-society institutions that foster accountability.
Conclusions: The quality of subnational COVID-19 surveillance data in federations depends in
part on public health system capacity, fiscal decentralization, and the quality of democracy.

Keywords public health, disease surveillance, federalism, state capacity, democracy

Public health surveillance—defined as “the ongoing, systematic collection,
analysis, and interpretation of health-related data essential to planning,
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implementation, and evaluation of public health practice”—has under-
girded the global response to the SARS-CoV-2 virus (Thacker and Ber-
kelman 1988: 164). Since the World Health Organization (WHO 2020a,
2020Db) first issued a standard case definition and recommended surveil-
lance strategies, data on the virus have shaped public and elite decisions
in profound ways, especially as the entire world has had to simulta-
neously align toward tracking the same novel virus. While surveillance
is not a substitute for effective pharmaceutical and nonpharmaceutical
interventions, its absence constitutes a major barrier to the manage-
ment of infectious disease (Castillo-Salgado 2010; David, Nakouné, and
Giles-Vernick 2020; Greer 2017; Groseclose and Buckeridge 2017;
Lee and Thacker 2011; Pearce et al. 2020). Inadequate or inconsistent
surveillance—accentuated by large numbers of asymptomatic or pau-
cisymptomatic COVID-19 infections—has seriously hampered national
efforts to control the spread of the virus (Pullano et al. 2021). Throughout the
pandemic, governments’ data collection failures have exacerbated existing
disparities in access to care (e.g., accessibility of COVID-19 testing), care
delivery (e.g., strained safety net hospitals, disparities in vaccination rates),
health outcomes (e.g., high mortality and morbidity among low-income
and Black, Indigenous, and People of Color communities), and other
social inequities (Alberti, Lantz, and Wilkins 2020; Bambra, Lynch, and
Smith 2021; Ndugga et al. 2021; Okonkwo et al. 2020).

The production of a global viral surveillance infrastructure is itself an
extraordinarily complex project (Greer 2017). Effective global surveil-
lance depends not only on international standards for disease classification
but also on the development and maintenance of strong data systems at the
national level (Suthar et al. 2019). Despite the WHO’s rapid creation and
dissemination of guidelines for standardizing global COVID-19 sur-
veillance, arecent survey of epidemic detection and reporting capacities
revealed that 77% of all countries lack the ability to collect ongoing or real-
time laboratory data, while only 24% of countries possess a national system
for transporting viral specimens (NTI 2019). Furthermore, COVID-19 data
collection is not uniform. How COVID-19 data is collected or what exact
data is recorded varies (e.g., official decisions about cause of death vary
by profession and governments), making it difficult to compare between
countries (Backhaus 2020; Greer et al. 2021; Greer and Elliott 2019;
Karanikolos and McKee 2020; Lloyd-Sherlock et al. 2021; Naudé and
Vinuesa 2020).

Adequate public health surveillance requires not only immense coor-
dination across countries but also action across multiple agencies or
jurisdictions within countries (Greer et al. 2021; Lee and Thacker 2011;
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Mounier-Jack and Coker 2006). The challenges of constructing national
surveillance regimes may be especially visible in federal countries, which
often divide the authority and capacity to produce vital statistics and the
implementation of WHO surveillance guidelines across multiple levels of
government (Huberfeld, Gordon, and Jones 2020). By fracturing author-
ity for data collection, federal systems introduce the possibility of mean-
ingful variation in the quality of COVID-19 surveillance at the subnational
level. In Mexico, gaps in subnational testing capacity led to a critical
underreporting of COVID-19-associated deaths; after accounting for
these problems, the country’s national health ministry released a revised
cumulative death total that was 60% higher than previously published
figures (BBC 2021). In the United States—where the federal government
has played a relatively weak steering role in COVID-19 surveillance—
state and local jurisdictions vary widely in their procedures for certifying
cause-of-death data (Galaitsi et al. 2021; Kettl 2020). Only about half of
American states are currently reporting “probable” COVID-19 deaths,
or those that can be traced to COVID-19 through clinical and epide-
miological evidence but lack laboratory confirmation (Koerth 2020).
While the WHO acknowledges the need for adapting its case definitions
depending on the “local epidemiological situation and other factors,”
these subnational variations are nonetheless a barrier to global knowl-
edge production (WHO 2020a: 1). Perhaps understandably, COVID-19
caused greater centralization of public health authority among OECD
(Organisation for Economic Co-operation and Development) countries
(Dougherty et al. 2020).

Yet while federations often fracture authority for the production of sur-
veillance data, they also vary internally in ways that may lead to subna-
tional unevenness in disease surveillance (Biithe et al. 2020; Desson et al.
2020). This article seeks to assess three potential political explanations for
variation in the quality of COVID-19 data collected at the subnational level
in federal systems. First, federal systems vary in the extent to which national
and subnational governments devote state resources to the protection of
public health (Benz and Broschek 2013; Greer et al. 2020). While some
federations possess large reserves of expertise, resources, and public trust
that are spread relatively uniformly across subnational territories, others
may lack the skills, raw materials, or public trust necessary to execute
large-scale public health surveillance (Bosancianu et al. 2020).

Second, federations vary in how they decentralize fiscal resources,
administrative capacity, and political authority (Watts 2008). Decentraliza-
tion may cut in multiple directions on public health surveillance. On the
one hand, highly decentralized systems may create barriers to the effective
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coordination and standardization of data collection rules (Treisman 2007,
Wibbels 2005). Yet the decentralization of resources and authority may
also enable subnational governments to respond quickly to changing local
conditions; assuming a sufficiently high level of subnational governing
capacity, greater devolution of authority may allow subnational govern-
ments to develop the skills and capacity necessary to perform the complex
tasks associated with disease surveillance (Kumar and Prakash 2017).

Finally, the quality of democratic institutions—including political
rights and freedoms, free and fair elections, and a strong, independent
media—varies across federations. Democracy is associated with greater
life expectancy and reduced child mortality (McGuire 2010). Within fed-
eral democracies, however, the quality of democratic institutions may vary
at the subnational level (Gibson 2012). This variation may affect not only
citizens’ leverage on how public health resources are allocated but also
their ability to hold governments accountable through ensuring the pro-
duction of credible information on, among other things, disease outbreaks
(Berlineretal. 2021). As Greg Michener (2011: 158) puts it, “Knowledge is
power, and getting rulers to give it up to the ruled remains an uphill climb.”
Yet democratic institutions can give public officials stronger incentives to
produce public information. In contexts with strong electoral democracy,
incumbents may have an incentive to create strong surveillance systems;
because they may eventually lose reelection, they may want to monitor
their opponents’ performance in government (Berliner 2014). The exis-
tence of strong civil society organizations at the subnational level can also
help monitor officials’ compliance with national health policies (Rich
2019). An independent media may be able to hold local public officials
accountable for performing their role in public health surveillance (Besley
and Burgess 2002).

While we have strong reasons to believe that these three factors are
important in explaining how subnational disease surveillance varies
across federations, there are other potentially important factors we do
not analyze. First, we do not examine the effects of social structural
factors on the production of surveillance data. Although ethnic diver-
sity, economic inequality, and interpersonal trust may affect the context
in which government acts to arrest a pandemic, these variables bear a less
obvious relationship with the adoption of consistent COVID-19 surveil-
lance policies at the subnational level (Bosancianu et al. 2020). Second,
while the rise of populist leaders is an oft-cited reason for variation in
national responses to COVID-19 and bears some relationship to govern-
ments’ refusal to adopt nonpharmaceutical policy interventions (NPIs)
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during COVID-19, we do not examine the relationship between populism
and the quality of subnational COVID-19 surveillance. Even though there
are reasons to suspect that control of government by populist parties dur-
ing COVID-19 is associated with greater distrust of experts and hence
weaker NPIs, it seems less likely that populist strength as such has effects
on the quality of public health surveillance data. This is the case because
the systems and infrastructures that produce surveillance data were cre-
ated prior to COVID-19 (Rinaldi and Bekker 2021). In other words,
though populists may be more likely to ignore data, they may still find it
difficult to inhibit its collection.

Data and Methods

The goal of our study was to better understand variation in the quality
of subnational COVID-19 data reporting among federal democracies.
Because surveillance is essential to public health responses to COVID-
19, and because many nations have federal structures that may compli-
cate this already cumbersome task, we wanted to understand the extent
to which state capacity, decentralization, and democratic institutions
affected the quality of subnational surveillance data within federations.
Our analysis thus focused on the set of all countries (n = 15) classified both
as federations by the Forum of Federations and as full or flawed democ-
racies in the Economist Intelligence Unit’s Democracy Index.!

We extracted publicly available data on COVID-19 surveillance in each
major subnational unit of government with its own governance structure
in all 15 countries (n=316), including all provinces, states, or territories
as well as formally designated federal/capital regions (e.g., the District of
Columbia, Buenos Aires, and Brussels). The data were collected from
publicly available websites of subnational governments and, when neces-
sary, national governments or nonprofit organizations, between September
15,2020, and October 15, 2020. This allowed us to analyze a cross-section
of surveillance efforts rather than change over time. Table 1 describes all
federations in the data set.

1. For the sake of consistency, we have chosen to exclude governments such as the United
Kingdom or Italy that have high levels of subnational autonomy or regional decentralization but
are nevertheless unitary systems. Where democracy is concerned, we included countries labeled
by Freedom House (2020) as both partly and fully free but with a Global Freedom Index score
higher than 50. This excludes all federations that are hybrid regimes or with authoritarian forms of
government. Both full and flawed democracies are nations where elections are free and fair and
where basic civil liberties are honored, but flawed democracies fall short of key indicators of
democratic governance and may lack a political culture conducive to the practice of democracy.
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Table1 Federationsand Subnational Jurisdictions Included in Dataset

Country Territory description

Argentina 23 provinces and 1 autonomous city
Australia 6 states and 2 internal territories

Austria 9 states

Belgium 2 regions and 1 capital region

Brazil 26 states and 1 federal district

Canada 10 provinces and 3 territories

Germany 16 states

India 28 states and 7 union territories
Malaysia 13 states and 3 federal territories
Mexico 31 states and 1 federal district

Papua New Guinea 20 provinces

South Africa 9 provinces

Spain 17 autonomous communities, 2 autonomous cities
Switzerland 26 cantons

United States 50 states, one district, 5 major territories

Drawing on the WHO?’s interim guidance on COVID-19 surveillance
(WHO 2020a) as well as its recent guidance on excess mortality (WHO
2020b), we extracted information on the availability of 13 pieces of data
for each subnational unit of government (see table 2). Our approach to
selecting indicators was deliberately minimalistic. We did not rank or rate
the usability or “user friendliness” of subnational data dashboards, or
the consistency of data reporting over time (Vasudevan et al. 2020). Nor
did we attempt to look “behind” the numbers to recover the process by
which subnational surveillance was produced (Merry 2016). Instead, we
are interested in the local realities of what Paul N. Edwards (2010: 25) calls
“infrastructural globalism,” or projects for “permanent, unified, world-
scale, institutional technological complexes” that generate information
about the entire world. As such, we focused our attention on whether—at
a minimum—subnational jurisdictions are adopting basic standards for
case definition and public reporting identified in WHO guidance.

Our 13 binary indicators, drawn from WHO (2020a, 2020b) guidance,
can be grouped into four categories: (1) mortality information, including
data on confirmed COVID-19 mortality, probable COVID-19 mortality,
and excess mortality; (2) information on hospitals and health facilities,
including data on hospitalizations and discharges, as well as infections and
deaths among health care workers; (3) testing information, including the
number of tests, the identification of test types, and information on whether
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Table 2 Subnational COVID-19 Data Collected

Category Share of subnational jurisdictions reporting data on

Mortality Confirmed deaths {0,1}
Probable deaths {0,1}
Excess mortality {0,1}
Hospitals and health facilities =~ Hospitalizations {0,1}
Discharges {0,1}
Health care worker infections{0,1}
Health care worker mortality {0,1}
Testing Number of tests {0,1}
Test type {0,1}
Testing denominator {0,1}
Test positivity {0,1}
Demographic information Cases by age and sex {0,1}
Deaths by age and sex {0,1}

the testing denominator is persons or test specimens as well as informa-
tion on rates of test positivity; and (4) demographic information, includ-
ing whether cases and deaths are broken down by age and sex.

Using these indicators, we constructed a quantitative codebook. After
an initial training and discussion of a sample of observations, all members
of the research team divided responsibilities for coding. Differences in
coding approaches were resolved through consensus.

To create dependent variables that allow for cross-national comparison,
we calculate the percent of subnational governments in each country where
each of the 13 types of information is present. We then calculate a mean
score ranging from O to 1 in each of the data categories to construct four
component indices measuring the availability of data at the subnational
level in each country: a Mortality Data Index (MDI), a Hospital/Health
Facility Data Index (HDI), a Testing Data Index (TDI), and a Demographic
Data Index (DDI). Finally, we calculate a mean score of the four indices to
form a Subnational COVID-19 Data Quality Index (SCDQI), which ranges
from O to 1.

We also collected data on several independent variables relevant to
each of the institutional correlates described in the previous section
(see table Al in the online appendix). First, we collected data on three
general indicators of state capacity, including the World Bank’s measure
of government effectiveness, a measure of each country’s public health
expenditure as a percent of gross domestic product (GDP), and the Global
Health Security Index (GHSI) measure of national pandemic preparedness.
Second, drawing on the GHSI database, we collected index scores of public
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health system capacity, including indices of real-time disease surveillance
and reporting, laboratory systems, and the availability of health care facil-
ities. Third, we collected data on three indices of fiscal, administrative, and
political decentralization (Ivanyna and Shah 2014). Fourth, we collected
Varieties of Democracy (V-Dem) Institute indicators of liberal democracy,
free and fair subnational elections, and media independence. We also col-
lected data on a control variable, a logged measure of per capita GDP.

Our statistical analysis examines the relationship between state capac-
ity, decentralization, and democracy and indicators of subnational data
quality. Because the dependent variables are indices of subnational data
quality, we used ordinary least squares (OLS) regression with robust stan-
dard errors. We analyzed both unconditional and conditional correla-
tions between z-standardized independent variables and each of the four
component indices and the SCDQI.

We supplemented these analyses with short case studies of subnational
COVID-19 surveillance in three countries that vary along our key indepen-
dent variables: Brazil, Spain, and the United States. Brazil and the United
States are both highly decentralized, with median scores well above the
sample median on each of the three indicators, but Brazil has weaker
democratic institutions and weaker state capacity than both the United
States and Spain. Spain is less decentralized than the United States and
Brazil, but along with the United States is above the sample median on all
three indicators of state capacity and democratic institutions. The differ-
ences among Brazil, Spain, and the United States in levels of state capacity,
decentralization, and democracy lead us to expect variation in surveillance
outcomes. To compose these studies, the authors utilized an assortment
of publicly available documents, secondary sources, and interviews.

Results
Variation in Subnational COVID-19 Data Quality

We found significant variation in the quality of subnational COVID-19
reporting across countries. As the dot plot in figure 1 shows, national scores
on the Subnational COVID-19 Data Quality Index (SCDQI) range from
0 (Papua New Guinea) to 0.75 (United States). Countries known to have
substantial public health capacity and infrastructure—such as the United
States, Canada, Belgium, and Germany —scored higher on data quality,
but none had a perfect score. The median score on the index is 0.56, with
the scores for most countries falling below 0.50. So many low SCDQI
scores indicate that a large percentage of subnational units in these 15
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federal systems did not publicly report data on key indicators contained in
the WHO guidance on COVID-19 surveillance. A closer look at scores on
the component indices helps further explain this variation.

Figure 2 illustrates country scores on each of the four component
indices—Mortality Data Index (MDI), Hospital Data Index (HDI), Test-
ing Data Index (TDI), Demographic Data Index (DDI)—that make up
the SCDQI. Where mortality data is concerned, country scores on the
MDI ranged from 0 to 0.80. Variation in the MDI was driven largely by
inconsistency in subnational reporting of probable deaths. On average,
fewer than 5% of subnational units reported this type of information.
Subnational governments exhibited similar variation in reporting data
on hospitals and health facilities. The HDI examines such data on hos-
pitals and health facilities, with country scores ranging from 0 to 0.75.
On average, 23% of subnational governments reported data on hospital
discharges, 21% reported data on COVID-19 infections among health
care workers, and fewer than 10% reported data on COVID-19 mortality
among health care workers. The lack of data collection on how COVID-
19 impacted health care workers was notable. Country scores on the
Testing Data Index exhibited especially wide variation. The TDI scores
ranged from O to 1. On average, 50% of subnational governments reported
information on the number of each type of test administered (e.g., antigen,
polymerase chain reaction [PCR] test). Similarly, the average share of
subnational governments that specified whether they were counting the
number of people tested versus the number of tests administered was
57%. Alternatively, this means that about half of subnational governments
did not differentiate between number of tests administered versus number
of people tested, which could make it difficult to decipher whether indi-
viduals were being tested multiple times or whether there was broad-based
testing of the entire population.

Institutional Correlates of Subnational Data Quality

We report both conditional and unconditional correlations between indi-
cators of three institutional characteristics (state capacity, decentraliza-
tion, and democratic institutions) and five indices of COVID-19 data qual-
ity (SCDQI, MDI, HDI, TDI, and DDI). As noted above, the conditional
correlations incorporate controls for population size and the severity
of the pandemic (measured in terms of cumulative COVID-19 deaths
per million as of October 20, 2020).

Figure 3 presents bivariate relationships between each indicator and
country scores on the subnational COVID-19 data quality index. Each of
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the indicators of state capacity (cells A-F; government effectiveness,
public health expenditures, pandemic preparedness, real-time surveillance
and reporting, health capacity, laboratory systems) is associated with higher
scores on the index (p <0.05). This finding confirms that adequate public
health surveillance that leads to high-quality data requires an adequate
public health infrastructure. Next, we report on the indicators of decentral-
ization (cells G-I, fiscal decentralization, administrative decentralization,
political decentralization). Higher levels of both fiscal and administrative
decentralization (cells G and H) are significantly associated with higher
scores on the SCDQI, while the association between political decen-
tralization (cell I) and subnational COVID-19 data quality is positive, but
not statistically significant. Last, indicators of the quality of democratic
institutions (cells J-L; liberal democracy, free and fair subnational elec-
tions, media independence) are all positively and significantly associated
with better performance on the SCDQI.

What happens when we examine both conditional and unconditional
correlations across the four component indices and the SCDQI? To answer
this question, table 3 summarizes the statistical relationship between
variables for the three institutional characteristics and country scores on
the five indices of subnational COVID-19 data quality. Cell entries rep-
resent the sign of the statistical relationship in OLS regression models
estimated with robust standard errors, with and without control variables.
An asterisk indicates that the relationship in both bivariate and multivariate
models achieves a conventional level of statistical significance (p < 0.05).
Data on estimates and p-values for each model can be found in tables A2—
A6 in the online appendix.

The data here reveal three interesting patterns. First, when it comes to
overall data quality (SCDQI), indicators of democratic institutions and
state capacity perform well, while indicators of decentralization do not.
All indicators of democratic institutions are positively and statistically
significantly associated with SCDQI. Of the six indicators of state capacity,
the four fine-grained measures of state capacity (e.g., health care delivery and
laboratory capacity) have positive and statistically significant relationships
with the SCDQI, whereas the two more generic indicators of government
effectiveness and pandemic preparedness do not. By contrast, only one
indicator of decentralization (fiscal decentralization) has a positively and
statistically significant relationship with the SCDQI.

Second, beneath these general patterns, the data tell unique stories about
the factors associated with subnational data quality on mortality, hospital
utilization, and testing. Only two indicators of state capacity (real-time
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Table 3 Summary of Regression Results

Mortality Hospital Testing Subnational
Data Data Data Demographic Data Quality
Variable Index Index Index Data Index Index
State capacity
Government effectiveness + + + +/— +
Public health expenditures + + + +* +*
Pandemic preparedness + + +/- + +
Real-time surveillance +* +* +* + +*
and reporting
Health capacity + + +* + +*
Laboratory systems +* +* +* + +*
Decentralization
Fiscal decentralization + +* + + +*
Administrative + + + + +
decentralization
Political decentralization +/— - + + +
Democratic institutions
Liberal democracy + +* +* + +*
Free and fair subnational +* +* +* + +*
elections
Media independence + + +* + +*

Notes: Cell entries represent the direction of the statistical relationship between z-standardized
independent variable and each index. * indicates that the relationship is at a conventional level of
statistical significance (p < 0.05) in models with and without control variable. All models use
robust standard errors. For summary of model estimates, see tables A2—A6 in the online appendix.

surveillance and reporting) and one indicator of democratic institutions
(free and fair subnational elections) have consistently positive and statis-
tically significant relationships with all three of these indices. By contrast,
the influence of other key indicators appears to be limited to a single
index. For example, higher levels of media independence are only sig-
nificantly associated with higher-quality testing data at the subnational
level. Higher levels of fiscal decentralization are only associated with
higher-quality hospital data. Higher levels of health system capacity are
only associated with higher-quality testing data. This suggests that there
is not a single, generic explanation for variation in multiple types of sub-
national COVID-19 surveillance data. Rather, different aspects of state
capacity may be more or less consequential for producing higher-quality
subnational surveillance data.

Third, only one variable—public health expenditures as a percentage
of GDP—is positively and statistically significantly associated with the
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reporting of COVID-19 cases and mortality by age and sex. This perhaps
reflects a broader pattern of delays in the consistent reporting of demo-
graphic data on COVID-19 reporting across many countries (Dowd et al.
2020). Nevertheless, it is worth highlighting that no indicator of fiscal
decentralization or democratic institutions was positively and significantly
associated with increases in the reporting of demographic data.

In sum, state capacity and democratic institutions are generally associ-
ated with higher levels of subnational COVID-19 data quality. Yet under-
standing variation in the quality of specific types of data requires a more
nuanced look at how specific types of capacity and mechanisms of dem-
ocratic accountability work. Our three qualitative case studies will add
context to our quantitative findings, exploring how state capacity, fiscal
decentralization, and the quality of democratic institutions influenced
the production of COVID-19 surveillance data at the subnational level.

Case Studies

Brazil, Spain, and the United States vary in ways that are consistent with
our quantitative findings about the effects of administrative capacity, fiscal
decentralization, and the quality of democratic institutions on COVID-19
surveillance data collection. In the following case studies, we illustrate
the mechanisms through which each of these variables affects COVID-19
data-collection outcomes and, ultimately, national pandemic response.

Brazil

Brazil ranks in the middle on almost all subnational COVID-19 reporting
indicators. On the one hand, all states in Brazil produce basic data on case
and death counts. But on the other hand, states vary significantly in whether
they produce more detailed data on cases, hospitals, tests, and deaths. The
case analysis supports the quantitative analysis, which suggests that this
middling ranking is an outcome of forces pulling in different directions.
Brazil has a high degree of fiscal decentralization and a moderate degree of
capacity for disease surveillance at the subnational level, but it has weak
democratic institutions.

Brazil is often referred to as a case of “strong federalism” for its high
levels of fiscal, administrative, and political decentralization (Ames 2002).
In the public health arena, Brazil has a heavily decentralized but highly
coordinated national health surveillance system (SVNS), with clearly
defined roles for municipal and state-level governments. Strategic Health
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Surveillance Information and Response Centers (CIEVS) within municipal-
level health secretariats collect daily information on cases and deaths
(Magno et al. 2020). State health secretariats then aggregate and send
this information daily to the national health ministry, which publishes
the data on a COVID-19 webpage. The roles of municipalities and state-
level governments in epidemiological surveillance are defined in the
national constitution and in legislation that specifies national versus terri-
torial responsibilities. This decentralized health-surveillance structure has
ensured uniformity in basic COVID-19 reporting: all states and all munic-
ipalities collect and publish daily information on confirmed cases and
deaths.

However, subnational variation in administrative capacity has limited
more detailed COVID-19 reporting in some states. Beyond basic data on
confirmed cases and deaths, states and municipalities vary widely in how
many other COVID-19-related statistics they report, such as on hospital-
izations and on testing. Weak subnational administrative capacity has also
limited the reliability of even basic subnational COVID-19 data in some
states. For example, many states have produced false negative COVID-19
results because of collection-quality problems such as improper handling
and shipping (Franga et al. 2020). COVID-19 deaths are similarly esti-
mated to be widely underreported: without confirmed test results, local
doctors have been unable to mark death certificates as COVID-19 related
(Franga et al. 2020). Conversely, states have produced misleading spikes
in positive results as a result of recent expansions of PCR testing, which
captures both current and past infections (interview with Wesley Cota,
October 1, 2020, via Zoom). Such variation in the COVID-19 data col-
lection seems to depend on the strength of state-level health bureaucra-
cies. States with high-functioning public health systems such as Ceara
produce relatively accurate, updated information, whereas states with fail-
ing public health systems such as Mato Grosso produce only minimal,
unreliable data.

Presidential politics—arguably related to Brazil’s weak democratic
institutions—has further hampered national data production. The current
president, Jair Bolsonaro, has denied the seriousness of the COVID-19
pandemic, firing one national health minister and forcing a second to resign
in the first four months of the pandemic. More recently, President Bolso-
naro appointed an interim minister who is a military general with no public
health experience. These administrative upheavals delayed Brazil’s release
of a national protocol that adopted WHO guidelines for defining and
reporting on the pandemic until well after COVID-19 had spread within
Brazil. As aresult of this delay, states initially adopted their own guidelines
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for COVID-19 reporting, which in some cases differed from those recom-
mended by the WHO (Franca et al. 2020). Moreover, the Ministry of Health
has required states and municipalities to collect data only on confirmed
cases and deaths, without specifying the electronic format in which this
data should be published. The Ministry of Health has also been incon-
sistent in how it makes this data available. On June 7, for example, the
ministry paused reporting cumulative case and death counts, until a
court order on June 9 forced the government to continue publishing this
information.

At the same time, Brazil’s flourishing civil society and vibrant public
health community has balanced some of the negative effects of presiden-
tial politics. As a result of Brazil’s prominent public health movement of
the 1970s, health-focused university programs and research institutes
abound in Brazil (Gibson 2019). The continued strength of civic orga-
nization around public health in Brazil has translated into a variety of
initiatives to fill gaps in the national health ministry’s COVID-19 data
production efforts. Some of these efforts have come from within other
branches of Brazil’s public health system. The National Council of State
Health Secretariats (CONASS) publishes daily updates to state and
municipal-level data on confirmed cases and deaths. Infogripe, a project
initially designed to track severe acute respiratory syndrome during the
HINTI flu epidemic, publishes open-access data on COVID-19-related
cases. Several private volunteer groups such as Wesley Cota’s COVID-19
group, Brasil.IO, and OpenKnowledge Brasil, have launched similar
initiatives.

Spain

Our quantitative analysis suggests that Spain’s highly decentralized health
system has excellent data reporting capacity. However, while the range and
level of detail of data reported stand out in comparative terms, Spain has
experienced serious issues with respect to the usability of its COVID-19
data for controlling the spread of the virus. The reality on the ground reflects
problems of state capacity, particularly in terms of rapid crisis response
requiring the redirection and mobilization of governmental resources and
evidence-based policy making in a decentralized polity.

On paper, Spain has a well-functioning public health surveillance sys-
tem. The Center for the Coordination of Alerts and Health Emergencies
(CCAES), a unit within the Spanish Ministry of Health, publishes daily
updates in PDF format on the evolution of COVID-19 cases based on daily,
individualized updates provided by the regional health services in each of
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Spain’s 17 autonomous communities (ACs). The health authorities in each
region (generally a specialized agency devoted to public health, including
epidemiological surveillance) upload data to a dedicated website (SiViES)
created in 2011 and managed by the National Epidemiology Center (CNE).
Regional health authorities collect information from public hospitals,
ambulatory care centers, and private health care facilities. The CNE also
publishes periodic panel data using the same sources.

In practice, however, data reporting in Spain has suffered from problems
of accuracy, timeliness, and insufficient detail throughout the crisis. While
some regional governments have been transparent and detailed in their
reporting (Castilla y Le6n), most have underperformed (Almunia and
Rey-Biel 2020). Some regions took weeks to upload any data to SiViES.
When they did, they reported data in different ways, leading to important
errors that took weeks to detect. For many weeks, the number of diag-
nostic tests administered went unreported (Llaneras 2020). To this day,
data disaggregated by sex and age is not publicly available at the regional
level. And with the exception of death reporting, virtually all other daily
reporting continues to be restricted to PDF formats (Trias-Llimos et al.
2020). Broadly, there continues to be significant inconsistencies across
regions in the reporting of COVID-19 data. Even the panel data, updated
in three waves so far by the National Center for Epidemiology, is incon-
sistent (Andrino, Grasso, and Llaneras 2020).

It would be tempting, but wrong, to blame fiscal decentralization for
these problems. Health care in Spain has been managed primarily by the 17
ACs since at least 2002. The ACs are responsible for building on national
framework legislation to plan health resources, professional accreditation,
quality assurance, and pricing. Health care is also financed through regions’
general budgets, which gave them a great deal of policy making control.
Yet what created challenges for regional health systems’ data production
capacity was not decentralization itself but austerity measures introduced
in late 2011, which led to a reduction in overall health spending from 6.5%
to 5.1% of GDP over the course of five years and the subordination of health
care decisions to spending reduction targets set by the Economics and
Finance Ministries (Bernal-Delgado et al. 2018). If anything, the sharp
reduction in ACs’ fiscal capacities helps explain why the central govern-
ment suspended much of their authority with the State of Alarm declaration
in March of 2020.

A far more compelling explanation for limits on surveillance capacity
in Spain hinges on the role of democratic institutions. Since the return to
democracy in the late 1970s, political debate in Spain has consistently been
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more focused on politics than policy (Subirats and Goma 2020). The lack
of consensus regarding the structure of the state itself—particularly with
respect to the competencies, financing, and representation of the ACs—
has consistently distracted attention from more mundane questions of pol-
icy and process that are critical for the quality of democratic institutions.
These struggles have limited data sharing and stymied the Ministry of
Health’s efforts to coordinate policy, discouraging strong leadership on
issues like public health (Artells, Peir6, and Meneu 2014). They have also
generated a profound politicization of the civil service at all levels of gov-
ernment, devaluing expertise and discouraging civil servants from experi-
mentation and innovation (Lapuente et al. 2018). Not surprisingly, students
of Spanish policy making decry a profound lack of policy evaluation and,
therefore, of learning (Garcia-Basteiro et al. 2020). When asked to pro-
duce specific data on COVID-19, procedure-driven Spanish bureaucrats—
at both the central and regional levels—have been able to do so, albeit
not necessarily in the most timely and tractable fashion.

United States

The United States performs well on our quantitative indices of subnational
COVID-19 data quality. This makes sense, given the country’s relatively
high level of state capacity, the primary role of state and local governments
in setting public health policy, and the existence of civil-society institu-
tions. Yet, especially given major reductions in state and local public health
budgets during the decade preceding the pandemic, the United States has
nevertheless faced challenges in coordinating the production of COVID-19
data (Weber et al. 2020). As with Spain, this likely reflects the fact that our
data attempt to capture basic WHO indicators rather than data usability.
The challenge of COVID-19 data collection in the United States is best
exemplified by examining the implementation of the COVID-19 case
definition itself.

In the United States, responsibility for maintaining and revising the
national list of notifiable diseases and producing standard case defini-
tions falls not to federal agencies but to a nongovernmental organiza-
tion, the Council of State and Territorial Epidemiologists (CSTE).
During COVID-19, the CSTE was able to move swiftly to adopt the WHO-
approved case definition for the virus. Yet, while states have typically
adhered to a “handshake agreement” to follow CSTE case-definition
guidelines (e.g., during the HINT1 flu), these guidelines are essentially
nonbinding (Reinhard et al. 2020). In the absence of clear subnational
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responsibilities, implementing these case definitions essentially depended
on voluntary coordination. Months after the CSTE had adopted its case
definition, nearly half of all states continued to lack data on probable cases
and deaths. Failure to report probable cases and deaths is especially sig-
nificant, given that testing shortages likely led to an undercount of con-
firmed deaths.

While states in the United States are more likely to report a broad range
of data elements contained in WHO guidelines than their counterparts in
other countries, weak subnational administrative capacity accounts for
variation across states in their adoption of CSTE case definitions. Many
local jurisdictions in the United States do not require medical examiners
to formally review cause-of-death data before it is reported to state vital
records’ offices. In jurisdictions without adequate testing or medical
expertise, death certificates often lacked clinical or epidemiological
evidence relevant to a COVID-19 diagnosis, contributing to an undercount
whose magnitude is still unclear (Koerth 2020). Other well-established
gaps in state-level technical capacity (Weber et al. 2020) limit subnational
COVID-19 reporting as well. While the Centers for Disease Control and
Prevention (CDC) has attempted to standardize disease reporting through
an interoperable National Electronic Disease Surveillance System (NEDSS),
some states have underinvested in regular updates to the NEDSS base sys-
tem, which has created challenges to real-time monitoring of the pan-
demic (Najmabadi and Walters 2020).

Democratic institutions, strong in some areas and weak in others, have
also shaped COVID-19 data generation in the United States. As Archon
Fung (2020) notes, media outlets and nonprofit organizations like the
COVID Tracking Project were among the first sources of consistent infor-
mation on COVID-19 testing availability and hospitalization. Through
public records requests, these organizations have also incentivized the
production of information from government sources. Yet gaps in demo-
cratic accountability have also stymied the production of pandemic sur-
veillance. The Trump administration’s relatively hands-off response to
the pandemic did little to solve policy gaps across the states. Early in the
pandemic, the administration failed to move quickly to allocate suffi-
cient testing supplies to state, local, and territorial governments. Even
when the administration did approve new antigen tests—following an
initial period during which CDC-approved tests contained a faulty com-
ponent rendering them ineffective—a lack of planning left states with “no
standardized way to capture results” from the tests (Wan and Sun 2020).
As a result, as the tests became more widely distributed, the number of
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inconsistencies in state testing data was expected to grow, making it
increasingly difficult to geographically pinpoint new outbreaks.

Discussion and Conclusion

Our analysis aimed to understand how variation in state capacity, decen-
tralization, and quality of democratic institutions across 15 federal democ-
racies impacted the quality of subnational COVID-19 surveillance data. We
found that there was substantial variation among federal systems even when
a minimalistic set of subnational data indicators based on WHO guidance
was used. Our analysis revealed that stronger democratic institutions (e.g.,
free and fair subnational elections) as well as specific forms of preexisting
state capacity (laboratories and real-time surveillance systems) were, in
general, strongly associated with higher levels of subnational surveil-
lance data quality. With one exception, measures of fiscal, administrative,
and political decentralization did not have significant effects on subna-
tional data quality.

Beyond these generic patterns, analysis of each type of surveillance
data reveals several distinctive relationships. Media independence, for
example, is significantly associated with higher-quality subnational test-
ing data, but not other forms of data. Our case studies, which point to the
importance of civil society institutions’ holding public agencies account-
able for data on COVID-19 testing, provide partial context for this finding.
But further research on the link between media independence and the
incentives of public officials is warranted. Fiscal decentralization was
correlated only with more consistent reporting of data on COVID-19 hos-
pitalizations. This may be because decentralized spending increases the
efficiency of public service delivery only if there are adequate political and
institutional environments (i.e., autonomy of local governments, strong
accountability across institutions, good governance, and strong local-
level capacities) (Sow and Razafimahefa 2015). Future studies should
investigate how fiscal decentralization interacts with these other institu-
tional factors to affect COVID-19 public health surveillance and response.

As noted above, there is ample research to suggest the necessity (though
not sufficiency) of disease surveillance for pandemic management. Yet it
is worth pointing out that our analysis tracks variation in the collection
and reporting of COVID-19 surveillance data, and a minimal set of sur-
veillance data at that. By contrast, we do not measure or evaluate how
COVID-19 surveillance data are used to shape policy. Nor does our research
design assess variation in, for example, the scale of testing and contact-
tracing programs at the national or subnational level. Indeed, our qualitative
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case studies hint at a potential disconnect between how federations help
produce the basic elements of a global pandemic dataset and how policy
makers use surveillance data to guide their actions in real time. For exam-
ple, while subnational governments in the United States are fairly con-
sistent in their reporting of data on COVID-19 mortality and testing, state
capacities and protocols for contact tracing are extraordinarily weak
compared to countries like Australia, where public health agencies—
enabled by a large workforce and high levels of public trust—engaged
in both forward and backward tracing of cases at multiple levels of con-
tact (Lewis 2020).

Hence there are opportunities for future research on how policy makers
employ (or fail to employ) surveillance data when developing and imple-
menting public health interventions, including nonpharmaceutical inter-
ventions such as quarantines, requirements for physical distancing,
and other mitigation measures. To be sure, there are other reasons that
officials—including subnational officials—may fail to adopt appro-
priate health measures at the national and subnational levels, includ-
ing ideological conflict, low levels of social trust, or weak capacities for
coercion or public provision to support these measures (Greer et al. 2021).
Nevertheless, future studies should explore how officials in countries or
jurisdictions that are highly capable of reporting COVID-19 surveillance
data ultimately come to regard, or disregard, this data when making deci-
sions. Additionally, future research should identify the factors that led to
the failure of both subnational and national efforts to implement effec-
tive testing and contact-tracing strategies, which not only enhance the
quality of surveillance data but also have the potential to mitigate the
spread of the disease (Clark, Chiao, and Amirian 2020).

Our study has several limitations. First, because we wanted to focus on
the major data elements the WHO discusses in its COVID-19 surveillance
guidance, we used a minimal measure of subnational COVID-19 data
quality. This means we did not examine various types of data that could
impact performance such as contact tracing or workplace data. Second, we
did not examine how data changed over time: all data used were cross-
sectional, not longitudinal. Third, we did not examine how the data were
produced. While most cross-national statistics are assumed to have random
errors, unrelated to political phenomena, COVID-19 has brought attention
to the politicization of public health—and, more broadly, scientific— data.
Our research design is not equipped to examine efforts at intentional
manipulation of COVID-19 data. Last, our analysis, while simple, could
have omitted one or more relevant regressors, leading to omitted variable
bias in our OLS models. Still, as noted above, we have good reasons to
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believe that other important regressors mentioned in the literature on
COVID-19 outcomes do not bear a strong relationship to the quality of
surveillance, the outcome of interest in the present paper.

What we know about the global impact of COVID-19 hinges not only
on the WHO’s capacity to coordinate the production of surveillance data
across countries but also on countries’ ability to produce knowledge about
the disease. In federal countries, that often means ensuring consistency
in reporting across many jurisdictional boundaries. Our analysis suggests
federations can and do solve this problem, but it also suggests that their
ability to do so is contingent on the state’s preexisting capacity for specific
public health tasks as well as the quality of democratic institutions. “Seeing
like a state” is hardly enough to fight a pandemic (Scott 1998). Yet the
quality of the data collected by national and subnational governments will
shape not only how the pandemic is managed in the present but also what
we are able to learn from COVID-19 for years to come.

Philip Rocco is an associate professor of political science at Marquette University.
His research focuses on the politics of American federalism and the political economy
of policy knowledge and official statistics. He is the coauthor of Obamacare Wars:
Federalism, State Politics, and the Affordable Care Act (2016) and the coeditor of
American Political Development and the Trump Presidency (2020). His research has
been published in, among other venues, Health Affairs; Journal of Health Politics,
Policy, and Law; and Publius: The Journal of Federalism.
philip.rocco@marquette.edu

Jessica A. J. Rich is an associate professor of political science at Marquette Uni-
versity. She writes about social movements, NGOs, and bureaucracy, with a special
interest in how they influence public health outcomes in Latin America. Her book
State-Sponsored Activism: Bureaucrats and Social Movements in Democratic Brazil
(2019) analyzes how social movements and bureaucrats fought to sustain Brazil's
success in combatting the HIV/AIDS epidemic. She has held postdoctoral fellowships
at Tulane University, in the Center for Inter-American Policy and Research, and at the
London School of Economics and Political Science.

Katarzyna Klasa is a PhD candidate in health services organization and policy at the
University of Michigan’s School of Public Health, Department of Health Management
and Policy. Broadly, her interests lie at the intersection of public health, risk/resi-
lience, and politics. She uses mixed methods to compare health policies and politics
across high- and middle-income countries, drawing from cross-disciplinary training
in nursing, health care management, public health, economics, and political science.

202 I1dy 01 uo 3senb Aq Jpd-000016G6/£8528E |/656/9/9/Hpd-ojd1ue/ddul/woo sreydisalis dnp//:dpy wouy peapeojumoq



982 Journal of Health Politics, Policy and Law

Kenneth A. Dubin teaches strategy and human resources at the IE Business School
in Madrid. He recently published a chapter titled “Spain’s Response to COVID-19"
in Coronavirus Politics: The Comparative Politics and Policy of COVID-19 (2021).

Daniel Béland is director of the McGill Institute for the Study of Canada and the
James McGill Professor of the Department of Political Science at McGill University. A
student of social, fiscal, and health care policy, he has published more than 160
articles in peer-reviewed journals such as Comparative Political Studies, Governance,
and Health Policy as well as more than 20 books and monographs, including How
Ideas and Institutions Shape the Politics of Public Policy (2019) and Obamacare Wars:
Federalism, State Politics, and the Affordable Care Act (2016; with Philip Rocco and
Alex Waddan).

Acknowledgments

The authors wish to thank Liam Bower and Sarah Beck for excellent research assistance
with this article. Additionally, they are grateful to Scott Greer, who provided valuable
insights on the project at a crucial early stage. Finally, the authors thank the special issue
editors and anonymous referees for suggestions on earlier versions of the manuscript.

References

Alberti, Philip M., Paula M. Lantz, and Consuelo H. Wilkins. 2020. “Equitable Pan-
demic Preparedness and Rapid Response: Lessons from COVID-19 for Pandemic
Health Equity.” Journal of Health Politics, Policy and Law 45, no. 6: 921-35.

Almunia, Miguel, and Pedro Rey-Biel. 2020. “For a Change in Culture in Data Man-
agement in Spain: A Reform Proposal.” Policy Insight, October 9. dobetter.esade
.edu/es/informe-gestion-datos-covid.

Ames, Barry. 2002. The Deadlock of Democracy in Brazil. Ann Arbor: University of
Michigan Press.

Andrino, Borja, Daniele Grasso, and Kiko Llaneras. 2020. “Asterisks, Inconsistencies,
and Opacity: 15 Health Problems with Coronavirus Data Management.” El Pais,
May 27. elpais.com/sociedad/2020-05-26/asteriscos-incoherencias-y-opacidad-15
-problemas-del-ministerio-con-la-gestion-de-datos-del-coronavirus.html.

Artells, Juan José, Salvador Peird, and Ricard Meneu. 2014. “Barriers to the Intro-
duction of an Evaluation Agency to Inform the Financing or Divestment of Health
Benefits from the National Health System.” Revista Espaiiola de salud piiblica
(Spanish Magazine of Public Health) 88, no. 2: 217-31. scielo.isciii.es/scielo.php
?script=sci_arttext&pid=S1135-57272014000200005.

Backhaus, Andreas. 2020. “Common Pitfalls in the Interpretation of COVID-19 Data
and Statistics.” Intereconomics 55, no. 3: 162—-66.

202 I1dy 01 uo 3senb Aq Jpd-000016G6/£8528E |/656/9/9/Hpd-ojd1ue/ddul/woo sreydisalis dnp//:dpy wouy peapeojumoq


http://dobetter.esade.edu/es/informe-gestion-datos-covid
http://dobetter.esade.edu/es/informe-gestion-datos-covid
http://elpais.com/sociedad/2020-05-26/asteriscos-incoherencias-y-opacidad-15-problemas-del-ministerio-con-la-gestion-de-datos-del-coronavirus.html
http://elpais.com/sociedad/2020-05-26/asteriscos-incoherencias-y-opacidad-15-problemas-del-ministerio-con-la-gestion-de-datos-del-coronavirus.html
http://scielo.isciii.es/scielo.php?script=sci_arttext&pid=S1135-57272014000200005
http://scielo.isciii.es/scielo.php?script=sci_arttext&pid=S1135-57272014000200005

Rocco et al. = COVID-19 Surveillance in Federal Countries 983

Bambra, Clare, Julia Lynch, and Katherine E. Smith. 2021. The Unequal Pandemic:
COVID-19 and Health Inequalities. Bristol, UK: Policy Press.

BBC. 2021. “Covid-19: Mexico Revises Coronavirus Death Toll Up by 60%.” March
28. www.bbc.com/news/world-latin-america-56558059.

Benz, Arthur, and Jorg Broschek, eds. 2013. Federal Dynamics: Continuity, Change,
and the Varieties of Federalism. New York: Oxford University Press.

Berliner, Daniel. 2014. “The Political Origins of Transparency.” Journal of Politics
76, no. 2: 479-91.

Berliner, Daniel, Benjamin E. Bagozzi, Brian Palmer-Rubin, and Aaron Erlich. 2021.
“The Political Logic of Government Disclosure: Evidence from Information
Requests in Mexico.” Journal of Politics 83, no. 1: 229-45.

Bernal-Delgado, Enrique, Sandra Garcia-Armesto, Juan Oliva, Fernando Ignacio San-
chez Martinez, José Ramén Repullo, Luz Maria Pefia-Longobardo, Manuel Ridao-
Ldpez, and Cristina Hernandez-Quevedo. 2018. “Spain: Health System Review.”
Health Systems in Transition 20, no. 2: 1-179.

Bosancianu, Constantin Manuel, Kim Yi Dionne, Hanno Hilbig, Macartan Hum-
phreys, Sampada KC, Nils Lieber, and Alexandra Scacco. 2020. “Political and
Social Correlates of COVID-19 Mortality.” WZB Berlin Social Science Center,
June 11. wzb-ipi.github.io/corona/.

Biithe, Timothy, Joan Barceld, Cindy Cheng, Paula Ganga, Luca Messerschmidt,
Allison Spencer Hartnett, and Robert Kubinec. 2020. “Patterns of Policy Responses
to the COVID-19 Pandemic in Federal vs. Unitary European Democracies.” Paper
presented at the annual meeting of the American Political Science Association,
September 14. ssrn.com/abstract=3692035.

Castillo-Salgado, Carlos. 2010. “Trends and Directions of Global Public Health
Surveillance.” Epidemiologic Reviews 32, no. 1: 93-109.

Clark, Eva, Elizabeth Y. Chiao, and E. Susan Amirian. 2020. “Why Contact Tracing
Efforts Have Failed to Curb Coronavirus Disease 2019 (COVID-19) Transmission
in Much of the United States.” Clinical Infectious Diseases 72, no. 9: e415-19.
doi.org/10.1093/cid/ciaal 155.

David, Pierre-Marie, Emmanuel Nakouné, and Tamara Giles-Vernick. 2020. “Hotspot
or Blind Spot? Historical Perspectives on Surveillance and Response to Epidemics
in the Central African Republic.” International Journal of Public Health 65, no. 3:
241-48.

Desson, Zachary, Emmi Weller, Peter McMeekin, and Mehdi Ammi. 2020. “An
Analysis of the Policy Responses to the COVID-19 Pandemic in France, Belgium,
and Canada.” Health Policy and Technology 9, no. 4: 430-46.

Dougherty, Sean, Camila Vammalle, Pietrangelo de Biase, and Kass Forman. 2020.
“COVID-19 and Fiscal Relations across Levels of Government.” OECD Policy
Responses to Coronavirus, July 31. www.oecd.org/coronavirus/policy-responses
/covid-19-and-fiscal-relations-across-levels-of-government-ab438b9f/.

Dowd, Jennifer Beam, Liliana Andriano, David M. Brazel, Valentina Rotondi, Per
Block, Xuejie Ding, Yan Liu, and Melinda C. Mills. 2020. “Demographic Science
Aids in Understanding the Spread and Fatality Rates of COVID-19.” Proceedings
of the National Academy of Sciences 117, no. 18: 9696-98.

202 I1dy 01 uo 3senb Aq Jpd-000016G6/£8528E |/656/9/9/Hpd-ojd1ue/ddul/woo sreydisalis dnp//:dpy wouy peapeojumoq


http://www.bbc.com/news/world-latin-america-56558059
http://wzb-ipi.github.io/corona/
http://ssrn.com/abstract=3692035
http://www.oecd.org/coronavirus/policy-responses/covid-19-and-fiscal-relations-across-levels-of-government-ab438b9f/
http://www.oecd.org/coronavirus/policy-responses/covid-19-and-fiscal-relations-across-levels-of-government-ab438b9f/

984 Journal of Health Politics, Policy and Law

Edwards, Paul N. 2010. A Vast Machine. Cambridge, MA: MIT Press.

Franca, Elisabeth Barboza, Lenice Harumi Ishitani, Renato Azeredo Teixeira, Daisy
Maria Xavier de Abreu, Paulo Roberto Lopes Corréa, Fatima Marinho, and Ana
Maria Nogales Vasconcelos. 2020. “Deaths Due to COVID-19 in Brazil: How
Many Are There and Which Are Being Identified?” Revista Brasileira de epide-
miologia, June 22. doi.org/10.1590/1980-549720200053.

Freedom House. 2020. Freedom in the World 2020: A Leaderless Struggle for Democ-
racy. Washington, DC: Freedom House.

Fung, Archon. 2020. “COVID-19 Requires More Democracy, Not Less.” Boston
Review, April 23. bostonreview.net/politics/archon-fung-covid-19-requires-more
-democracy-not-less.

Galaitsi, S. E., Jeffrey C. Cegan, Kaitlin Volk, Matthew Joyner, Benjamin Trump, and
Igor Linkov. 2021. “The Challenges of Data Usage for the United States” COVID-
19 Response.” International Journal of Information Management 59, no. 1094:
102352.

Garcia-Basteiro, Alberto, Carlos Alvarez-Dardet, Alex Arenas, Rafael Bengoa, Carme
Borrell, Margarita Del Val, Manuel Franco, et al. 2020. “The Need for an Inde-
pendent Evaluation of the COVID-19 Response in Spain.” Lancet 396, no. 10250:
P529-30. doi.org/10.1016/S0140-6736(20)31713-X.

Gibson, Christopher L. 2019. Movement-Driven Development: The Politics of Health
and Democracy in Brazil. Stanford, CA: Stanford University Press.

Gibson, Edward. 2012. Boundary Control. New York: Cambridge University Press.

Greer, Scott L. 2017. “Constituting Public Health Surveillance in Twenty-First Cen-
tury Europe.” In Regulating Risks in the European Union, edited by Maria Weimer
and Anniek de Ruijter, 121-42. Oxford, UK: Bloomsbury.

Greer, Scott L., and Heather Elliott. 2019. Federalism and Social Policy: Patterns of
Redistribution in 11 Democracies. Ann Arbor: University of Michigan Press.

Greer, Scott L., Holly Jarman, Sarah Rozenblum, and Matthias Wismar. 2020.
“Centralisation within and between Governments.” Eurohealth 26, no. 2: 99-103.

Greer, Scott L., Elizabeth J. King, Elize Massard da Fonseca, and André Peralta-Santos.
2021. Coronavirus Politics: The Comparative Politics and Policy of COVID-19.
Ann Arbor: University of Michigan Press.

Groseclose, Samuel, and David Buckeridge. 2017. “Public Health Surveillance Sys-
tems: Recent Advances in Their Use and Evaluation.” Annual Review of Public
Health 38, no. 1: 57-79.

Huberfeld, Nicole, Sarah H. Gordon, and David K. Jones. 2020. “Federalism Com-
plicates the Response to the COVID-19 Health and Economic Crisis: What Can Be
Done?” Journal of Health Politics, Policy and Law 45, no. 6: 951-65.

Ivanyna, Maksym, and Anwar Shah. 2014. “How Close Is Your Government to Its
People? Worldwide Indicators on Localization and Decentralization.” Economics:
The Open-Access, Open-Assessment E-Journal 8, no 3: 1-61.

Karanikolos, Marina, and Martin McKee. 2020. “How Comparable Is COVID-19
Mortality across Countries?”” Eurohealth 26, no. 2: 45-50.

Kettl, Donald F. 2020. “States Divided: The Implications of American Federalism for
COVID-19.” Public Administration Review 80, no. 4: 595-602.

202 I1dy 01 uo 3senb Aq Jpd-000016G6/£8528E |/656/9/9/Hpd-ojd1ue/ddul/woo sreydisalis dnp//:dpy wouy peapeojumoq


http://bostonreview.net/politics/archon-fung-covid-19-requires-more-democracy-not-less
http://bostonreview.net/politics/archon-fung-covid-19-requires-more-democracy-not-less

Rocco et al. = COVID-19 Surveillance in Federal Countries 985

Koerth, Maggie. 2020. “The Uncounted Dead.” FiveThirtyEight, May 20. fivethirty
eight.com/features/coronavirus-deaths/.

Kumar, Santosh, and Nishith Prakash. 2017. “Effect of Political Decentralization and
Female Leadership on Institutional Births and Child Mortality in Rural Bihar,
India.” Social Science and Medicine 185: 171-78.

Lapuente, Victor, José Fernandez-Albertos, Marian Ahumada, Alicia Gonzalez Alonso,
Gerard Llobet, Salvador Parrado, Manuel Villoria, and Lucas Gortazar. 2018. La
calidad de las instituciones en Espaiia. Madrid: Circulo de Empresarios.

Lee, Lisa M., and Stephen B. Thacker. 2011. “The Cornerstone of Public Health
Practice: Public Health Surveillance, 1961-2011.” Morbidity and Mortality Weekly
Report 60, no. 4 (suppl.): 15-21.

Lewis, Dyani. 2020. “Why Many Countries Failed at COVID Contact-Tracing—But
Some Got It Right.” Nature, December 14. www.nature.com/articles/d41586-020
-03518-4.

Llaneras, Kiko. 2020. “The Problems of Using Last Century Data for a 21st Century
Pandemic.” El pais, June 21. elpais.com/sociedad/crisis-del-coronavirus/2020-06
-20/1os-problemas-de-usar-datos-del-siglo-pasado-para-una-pandemia-del-siglo
-xxi.html.

Lloyd-Sherlock, Peter, Lucas Sempe, Martin McKee, and Aravinda Guntupalli. 2021.
“Problems of Data Availability and Quality for COVID-19 and Older People in
Low- and Middle-Income Countries.” Gerontologist 61, no. 2: 141-44.

Magno, Laio, Thais Arantha Rossi, Fernanda Washington de Mendonca-Lima,
Carina Carvalho dos Santos, Guilherme Barreto-Campos, Lucas Miranda Mar-
ques, Marcos Pereira, Nilia Maria de Brito Lima Prado, and Inés Dourado. 2020.
“Challenges and Proposals for Scaling Up COVID-19 Testing and Diagnosis
in Brazil.” Revista ciéncia y saiide coletiva 25, no. 9: 3335-64. doi.org/10.1590/
1413-81232020259.17812020.

McGuire, James W. 2010. Wealth, Health, and Democracy in East Asia and Latin
America. New York: Cambridge University Press.

Merry, Sally E. 2016. The Seductions of Quantification: Measuring Human Rights,
Gender Violence, and Sex Trafficking. Chicago: University of Chicago Press.

Michener, Greg. 2011. “FOI Laws around the World.” Journal of Democracy 22, no. 2:
145-59.

Mounier-Jack, Sandra, and Richard J. Coker. 2006. “How Prepared Is Europe for
Pandemic Influenza? Analysis of National Plans.” Lancet 367, no. 9520: 1405-11.

Najmabadi, Shannon, and Edgar Walters. 2020. “How a Glitchy Computer System
Skewed Texas’ Coronavirus Data and Hampered Its Pandemic Response.” Texas
Tribune, September 24. www.texastribune.org/2020/09/24/texas-coronavirus-response
-data/?utm_campaign=tribsocial&utm_content=1601007328&utm_medium=social
&utm_source=twitter.

Naudé, Wim, and Ricardo Vinuesa. 2020. “Data, Global Development, and COVID-
19: Lessons and Consequences.” United Nations University, World Institute for
Development Economics Research, WIDER Working Paper No. 2020/109, Sep-
tember. www.wider.unu.edu/publication/data-global-development-and-covid-19.

202 I1dy 01 uo 3senb Aq Jpd-000016G6/£8528E |/656/9/9/Hpd-ojd1ue/ddul/woo sreydisalis dnp//:dpy wouy peapeojumoq


http://fivethirtyeight.com/features/coronavirus-deaths/
http://fivethirtyeight.com/features/coronavirus-deaths/
http://www.nature.com/articles/d41586-020-03518-4
http://www.nature.com/articles/d41586-020-03518-4
http://elpais.com/sociedad/crisis-del-coronavirus/2020-06-20/los-problemas-de-usar-datos-del-siglo-pasado-para-una-pandemia-del-siglo-xxi.html
http://elpais.com/sociedad/crisis-del-coronavirus/2020-06-20/los-problemas-de-usar-datos-del-siglo-pasado-para-una-pandemia-del-siglo-xxi.html
http://elpais.com/sociedad/crisis-del-coronavirus/2020-06-20/los-problemas-de-usar-datos-del-siglo-pasado-para-una-pandemia-del-siglo-xxi.html
http://www.texastribune.org/2020/09/24/texas-coronavirus-response-data/?utm_campaign=tribsocial&utm_content=1601007328&utm_medium=social&utm_source=twitter
http://www.texastribune.org/2020/09/24/texas-coronavirus-response-data/?utm_campaign=tribsocial&utm_content=1601007328&utm_medium=social&utm_source=twitter
http://www.texastribune.org/2020/09/24/texas-coronavirus-response-data/?utm_campaign=tribsocial&utm_content=1601007328&utm_medium=social&utm_source=twitter
http://www.wider.unu.edu/publication/data-global-development-and-covid-19

986 Journal of Health Politics, Policy and Law

Ndugga, Nambi, Olivia Pham, Latoya Hill, Samantha Artiga, and Salem Mengistu.
2021. “Latest Data on COVID-19 Vaccinations Race/Ethnicity.” Kaiser Family
Foundation, March 3. www.kff.org/coronavirus-covid-19/issue-brief/latest-data
-on-covid-19-vaccinations-race-ethnicity/.

NTI (Nuclear Threat Initiative). 2019. “2019 Global Health Security Index.” www
.ghsindex.org/ (accessed June 25, 2021).

Okonkwo, Nneoma E., Ugochi T. Aguwa, Minyoung Jang, Iman A. Barré, Kathleen R.
Page, Patrick S. Sullivan, Chris Beyrer, and Stefan Baral. 2020. “COVID-19 and the
US Response: Accelerating Health Inequities.” BMJ Evidence-Based Medicine,
June 30. doi.org/10.1136/bmjebm-2020-111426.

Pearce, Neil, Jan P. Vandenbroucke, Tyler J. VanderWeele, and Sander Greenland.
2020. “Accurate Statistics on COVID-19 Are Essential for Policy Guidance and
Decisions.” American Journal of Public Health 110, no. 7: 949-51.

Pullano, Giulia, Laura Di Domenico, Chiara E. Sabbatini, Eugenio Valdano, Clément
Turbelin, Marion Debin, Caroline Guerrisi, et al. 2021. “Underdetection of Cases of
COVID-19 in France Threatens Epidemic Control.” Nature 590, no. 7844: 134-39.

Reinhard, Beth, Emma Brown, Russ Thebault, and Lena Sun. 2020. “CDC Wants States
to Count ‘Probable’ Coronavirus Cases and Deaths, but Most Aren’t Doing It.”
Washington Post, June 8. www.washingtonpost.com/investigations/cdc-wants-states
-to-count-probable-coronavirus-cases-and-deaths-but-most-arent-doing-it/2020
/06/07/4aac9a58-9d0a-11ea-b60c-3be060a4f8e1_story.html.

Rich, Jessica A. J. 2019. State-Sponsored Activism: Bureaucrats and Social Move-
ments in Democratic Brazil. Cambridge: Cambridge University Press.

Rinaldi, Chiara, and Marleen P. M. Bekker. 2021. “A Scoping Review of Populist
Radical Right Parties’ Influence on Welfare Policy and Its Implications for Popu-
lation Health in Europe.” International Journal of Health Policy and Management
10, no. 3: 141-51.

Scott, James C. 1998. Seeing Like a State. New Haven, CT: Yale University Press.

Sow, Moussé, and Ivohasina F. Razafimahefa. 2015. “Fiscal Decentralization and the
Efficiency of Public Service Delivery.” International Monetary Fund, IMF Working
Paper No. 15-59, March. www.imf.org/external/pubs/ft/wp/2015/wp1559.pdf.

Subirats, Joan, and Ricard Goma. 2020. “Public Policies: Transformations and
Challenges.” In The Oxford Handbook of Spanish Politics, edited by Diego Muro
and Ignacio Lago, 511-25. New York: Oxford University Press.

Suthar, Amitabh Bipin, Aleya Khalifa, Sherry Yin, Kristen Wenz, Doris Ma Fat,
Samuel Lantei Mills, Erin Nichols, Carla AbouZahr, and Srdjan Mrkic. 2019.
“Evaluation of Approaches to Strengthen Civil Registration and Vital Statistics
Systems: A Systematic Review and Synthesis of Policies in 25 Countries.” PLoS
Medicine 16, no. 9. doi.org/10.1371/journal.pmed.1002929.

Thacker, Stephen B., and Ruth Berkelman. 1988. “Public Health Surveillance in the
United States.” Epidemiologic Reviews 10, no. 1: 164-90.

Treisman, Daniel. 2007. The Architecture of Government: Rethinking Political Decen-
tralization. New York: Cambridge University Press.

Trias-Llim6s, Sergi, Ainhoa Alustiza, Clara Prats, Aurelio Tobias, and Tim Riffe.
2020. “The Need for Detailed COVID-19 Data in Spain.” Lancet Public Health 5,
no. 11: 576. doi.org/10.1016/S2468-2667(20)30234-6.

202 I1dy 01 uo 3senb Aq Jpd-000016G6/£8528E |/656/9/9/Hpd-ojd1ue/ddul/woo sreydisalis dnp//:dpy wouy peapeojumoq


http://www.kff.org/coronavirus-covid-19/issue-brief/latest-data-on-covid-19-vaccinations-race-ethnicity/
http://www.kff.org/coronavirus-covid-19/issue-brief/latest-data-on-covid-19-vaccinations-race-ethnicity/
http://www.ghsindex.org/
http://www.ghsindex.org/
http://www.washingtonpost.com/investigations/cdc-wants-states-to-count-probable-coronavirus-cases-and-deaths-but-most-arent-doing-it/2020/06/07/4aac9a58-9d0a-11ea-b60c-3be060a4f8e1_story.html
http://www.washingtonpost.com/investigations/cdc-wants-states-to-count-probable-coronavirus-cases-and-deaths-but-most-arent-doing-it/2020/06/07/4aac9a58-9d0a-11ea-b60c-3be060a4f8e1_story.html
http://www.washingtonpost.com/investigations/cdc-wants-states-to-count-probable-coronavirus-cases-and-deaths-but-most-arent-doing-it/2020/06/07/4aac9a58-9d0a-11ea-b60c-3be060a4f8e1_story.html
http://www.imf.org/external/pubs/ft/wp/2015/wp1559.pdf

Rocco et al. = COVID-19 Surveillance in Federal Countries 987

Vasudevan, Varun, Abeynaya Gnanasekaran, Varsha Sankar, Siddarth A. Vasudevan,
and James Zou. 2020. “Variation in COVID-19 Data Reporting across India: Six
Months into the Pandemic.” Journal of the Indian Institute of Science, October 15.
doi.org/10.1007/s41745-020-00188-z.

Wan, William, and Lena Sun. 2020. “Trump Administration’s New Rapid Coronavirus
Tests Plagued by Confusion and a Lack of Planning.” Washington Post, September
29. www.washingtonpost.com/health/2020/09/29/coronavirus-antigen-tests/.

Watts, Ronald L. 2008. Comparing Federal Systems. Kingston, ON: Queen’s Uni-
versity Press.

Weber, Lauren, Laura Ungar, Michelle R. Smith, Hannah Recht, and Anna Maria
Barry-Jester. 2020. “Hollowed Out Public Health System Faces More Cuts amid
Virus.” Washington Post, August 24. www.washingtonpost.com/health/correction
-virus-outbreak-public-health-story/2020/08/24/f743fc7a-e643-11ea-bf44-0d31c8
5838a5_story.html.

WHO (World Health Organization). 2020a. “Public Health Surveillance for COVID-19.”
August 7. www.who.int/publications/i/item/who-2019-nCoV-surveillanceguidance
-2020.7.

WHO (World Health Organization). 2020b. “Revealing the Toll of COVID-19: A
Technical Package for Rapid Mortality Surveillance and Epidemic Response.” May
21. www.who.int/publications/i/item/revealing-the-toll-of-covid-19.

Wibbels, Erik. 2005. Federalism and the Market: Intergovernmental Conflict and
Economic Reform in the Developing World. New York: Cambridge University
Press.

20z ludy 01 uo 3senb Aq jpd-000016G6/£85Z8E 1/656/9/9t/4Pd-ajo1e/|ddyl/wod eyolaAlis dnp//:dyy woly papeojumod


http://www.washingtonpost.com/health/2020/09/29/coronavirus-antigen-tests/
http://www.washingtonpost.com/health/correction-virus-outbreak-public-health-story/2020/08/24/f743fc7a-e643-11ea-bf44-0d31c85838a5_story.html
http://www.washingtonpost.com/health/correction-virus-outbreak-public-health-story/2020/08/24/f743fc7a-e643-11ea-bf44-0d31c85838a5_story.html
http://www.washingtonpost.com/health/correction-virus-outbreak-public-health-story/2020/08/24/f743fc7a-e643-11ea-bf44-0d31c85838a5_story.html
http://www.washingtonpost.com/health/correction-virus-outbreak-public-health-story/2020/08/24/f743fc7a-e643-11ea-bf44-0d31c85838a5_story.html
http://www.who.int/publications/i/item/who-2019-nCoV-surveillanceguidance-2020.7
http://www.who.int/publications/i/item/who-2019-nCoV-surveillanceguidance-2020.7
http://www.who.int/publications/i/item/revealing-the-toll-of-covid-19

