


This book evaluates the factors behind Mexico’s painful experience with the 
COVID-19 crisis, a country that ranked fifth in the world for the number of 
deaths caused by the virus. Through a series of vignettes, its authors point to 
pandemic politics as the culprit. With a focus on the nexus of global governance 
and government in the Mexican case, they underline the politicised nature 
of domestic, international, and transnational responses to the pandemic. 
The chapters analyse the multiple political dimensions that affected the 
ability of intergovernmental and governmental authorities to construct 
timely, effective, and equitable health security against the COVID-19 virus, 
including symbolic politics, medical populism, global political economy, 
disease diplomacy, epistemic communities, and federalism. This volume 
builds an interdisciplinary analysis of the politics of pandemic governance, 
bridging political science, international relations, public policy and public 
administration, and public health.
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The idea for this book was conceived in the early months of the COVID-19 
pandemic, when my wife and I found ourselves confined to our apartment on 
the fifteenth floor of a residential building in the Miraflores district of Lima. 
What had started as a dream sabbatical for us at the Pontifical Catholic Uni-
versity of Peru in the first week of March 2020 became a months-long ordeal 
of restricted mobility in the context of Peru’s strict national lockdown. As a 
monumental, emotional, and watershed occurrence with such a personalised 
impact in my own life, I felt drawn and compelled as a scholar of Interna-
tional Relations with a keen interest in global governance to try to make 
sense of the problematic collective responses to the pandemic during those 
months of confinement in Peru.

As luck would have it, I  soon found funding to pursue my newfound 
interest in the global governance of the COVID-19 pandemic. During spring 
2020, my university, the Universidad Iberoamericana, launched an in-house 
call for proposals for interdisciplinary research projects on the COVID-19 
crisis. I quickly put together a team of friends and colleagues from across 
three different departments and disciplines at the Ibero who shared my pas-
sion and concern for this game changer in our lives: Heidi Smith (Department 
of Economics), Valeria Valle (Department of International Studies), Ricardo 
Velázquez (Department of Social and Political Sciences), and Laura Zamu-
dio (Department of International Studies). Together, we submitted a success-
ful funding proposal entitled “The Global Governance of Health Security in 
Mexico in the Context of the COVID-19 Pandemic.” As the research project 
that became this book evolved, it grew to include additional collaborators 
and co-authors: María Esther Coronado (Faculty of Law, National Autono-
mous University of Mexico), Caroline Deschak (EQUIDE, Universidad Iber-
oamericana), María Gabriela Palacio (Latin American Studies Programme, 
Universiteit Leiden), and Michelle Ruiz (Department of International Stud-
ies, Universidad Iberoamericana).

Mexico occupied fifth place in the world in terms of the number of people 
killed by the disease. It was also the country with the highest number of deaths 
among doctors and health workers, and among the worst for orphaned chil-
dren. At the core of this collective effort is our shared interest in explaining 
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this painful experience. As we stress in these pages, this fiasco was avoidable. 
In our search for explanations, we wanted to move beyond simplistic and 
methodologically nationalistic arguments that solely put the blame on the 
role of Mexican authorities. Our focus was on the nexus of global govern-
ance and government in the response to the pandemic in Mexican territory, 
hence the title of the book. Our respective chapters underscore that the weak 
performance against COVID-19 in Mexico was in large part because global 
governors and domestic authorities all too often got the politics of pandem-
ics wrong. The authors in this volume detail how a variety of diverse forms 
of pandemic politics detracted from efforts to construct health security in the 
midst of the crisis, including disease diplomacy; the relationship between the 
Mexican government and the World Health Organization; the global politi-
cal economy of pandemic governance; the politics of epistemic communities; 
vaccine populism; and the politics of federalism.

This book would not have been possible without the help of numerous 
individuals. First, the authors would like to thank the Universidad Iber-
oamericana for its generous financial support. Marisol Silva, Jimena de 
Gortari, and the rest of the team at the Research and Graduate Directorate 
(DINVP) were instrumental in awarding us a generous grant through the 
#IBEROFRENTEALCOVID19 competition, as well as through their con-
tinuous administrative support. Alejandro Anaya, Graciela Teruel, and Luis 
González saw to it that we received additional backing to offer this volume 
as open access. Graciela Ramírez was the administrative lynchpin for the 
day-to-day budgetary transactions for our project.

A small army of research assistants helped me research and write my chap-
ter as well as bring this book to life. In this regard, I would like to recognise 
the contributions of Jessy Quezada, Paula Mariana González, Ximena Vil-
lafaña, Paulina Robles, Mariana Romo, Mariana Kiimi Ortiz, and Rubén 
Mendoza. Others, both authors in this volume and colleagues and friends, 
made important contributions to the book through the feedback that they 
provided on select chapters: Laura Zamudio, David Arellano, María Esther 
Coronado, and Ricardo Velázquez.

Special thanks go to the team at Routledge for all their support and guid-
ance, from the original book proposal through the process that brought this 
book to fruition. Rob Sorsby was key in this regard. We are grateful to the 
external reviewers selected by Routledge, Jorge Schiavon, and Élodie Brun 
for their green light and helpful comments. The usual disclaimer applies: 
Any shortcomings in this volume are ours and not theirs. Thank you to Raj 
Nandini, Ananya Girdhar, and Aruna Rajendran for their assistance with the 
contractual, copy editing, and production process.

Behind the scenes, my wife, Noemi Vidal, deserves a lot of credit for her 
unwavering support during the lengthy ordeal that produced this publica-
tion. She stood by me through the long weeks and months that went into this 
project; I could not have done this without her.
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On a final note, we, the authors, sincerely hope that this volume makes 
a modest contribution to the critical yet constructive literature whose goal 
is to learn from the mistakes of the collective responses to the COVID-19 
pandemic so as not to repeat them in the future, for no doubt there will be 
future deadly outbreaks. In the memory of all those who did not survive the 
scourge of COVID-19, this book is dedicated to helping get the pandemic 
politics right the next time around.

Thomas Legler 
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Mexico’s Painful Experience With COVID-19: The Search for 
Answers

At the outset of the COVID-19 pandemic in early 2020, Mexico found itself 
in a similar predicament to many other countries across the planet. Its public 
health system was ill-prepared for what was to come (see GHS Index, 2019; 
Global Preparedness Monitoring Board, 2019). Against an unknown corona-
virus whose global reach and magnitude were unprecedented, it confronted 
the daunting and urgent challenge of how to fill a series of governance gaps—
informational, policy, normative, institutional, and compliance—in order to 
control the virus, protect its population, and manage the multiple health and 
non-health-related dimensions of the crisis.1 To make matters even worse, 
in their efforts to construct and bolster health security against the virus in 
record time,2 import-dependent countries like Mexico, with more limited 
human, scientific, medical, technological, and economic resource endow-
ments, found themselves hard hit by global supply shocks brought on by a 
wave of national lockdowns and travel restrictions.

On May 5, 2023, roughly three and a half years after the COVID-19 
virus first spread across the planet, Dr. Tedros Adhanom Ghebreyesus, Direc-
tor General of the World Health Organization (WHO), announced that the 
COVID-19 pandemic no longer constituted a public health emergency of 
international concern (PHEIC). Despite the similar situation and challenges 
that so many countries faced at its beginning, with the benefit of hindsight, 
we can now see that Mexico’s experience managing this global health crisis 
was particularly painful. In absolute terms, in May 2023, Mexico’s official 
death count due to the virus, approximately 334,000, was the fifth highest in 
the world (see Figure 1.1).

Mexico’s mortality rate is even more alarming when the number of excess 
deaths is taken into account. In this regard, diverse sources indicate that 
during 2020–2021, COVID-19 was the leading cause of death and that 
Mexico was among the top seven countries in terms of excess mortality rate 
(Miranda, 2022; Palacio-Mejía et al., 2022; Wang et al., 2022). According 
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2 The Politics of COVID-19 in Mexico

to one estimate, Mexico suffered 202,141 COVID-19-related excess deaths 
in 2020 and a further 237,441 in 2021 (Palacio-Mejía et al., 2022, p. 4). 
With 4,084 deaths by early 2022, the country also established an interna-
tional record early on in the pandemic for the highest number of public and 
private health workers who succumbed to the illness (Hernández-Ruiz et al., 
2022). Moreover, more than 215,000 children were orphaned because of 
COVID-19, among the eight most affected states on the planet (Sánchez Tal-
anquer and Sepúlveda, 2024, p. 82). In the first two years of the pandemic, 
hospitals were repeatedly overwhelmed by the public demand created by the 
high rate of infection, barring many seriously ill patients from hospitalisation 
or causing them to die waiting for hospital beds to free up on nearby side-
walks or parking lots, or in their beds at home. In retrospect, many Mexican 
deaths were undeniably preventable.

How do we explain that despite a similar starting point at the beginning 
of the pandemic in relation to other countries, Mexico would turn out to 
have among the most problematic records in terms of human costs and suf-
fering? Undoubtedly, there is no single or simple answer to this question. 
A number of critical analyses assign blame to domestic variables linked to the 
problematic handling of the pandemic by the Mexican government (Lizár-
raga and Suárez, 2022; De la Cerda and Martínez-Gallardo, 2023; Moreno, 
2022; Sánchez Talanquer and Sepúlveda, 2024; Sánchez Talanquer et al., 
2021; Velázquez Leyer, 2021; Ximénez-Fyvie, 2021, 2022). These critiques 

Figure 1.1  Top ten number of COVID-19 deaths worldwide (May 2023)

Source: Statista Search Department (May 2, 2023) Number of novel coronavirus (COVID-19) 
deaths worldwide as of May 2, 2023, by country and territory [Chart]. Statista. www.statista.
com/statistics/1093256/novel-coronavirus-2019ncov-deaths-worldwide-by-country/

http://www.statista.com/statistics/1093256/novel-coronavirus-2019ncov-deaths-worldwide-by-country/
http://www.statista.com/statistics/1093256/novel-coronavirus-2019ncov-deaths-worldwide-by-country/
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identify and underline a litany of questionable policy choices and measures 
that often contradicted or disregarded the public health recommendations 
of the WHO: Ignoring valuable experience gained from Mexico’s experience 
with the H1N1 epidemic in 2009; the implementation of a sentinel surveil-
lance system at the expense of mass testing; the absence of process-tracing; a 
minimalist overall response; the slow adoption of masks and social distanc-
ing; advocating personal responsibility and voluntary public compliance with 
mitigation measures rather than strict enforcement; the marginalisation of 
the General Health Council and the National Health Council in favour of 
centralised health crisis management; a questionable epidemiological traffic 
light system; lax quarantine measures; weak screening of incoming interna-
tional travellers; and limited public expenditure to combat the virus.

In a similar vein, the analysis of Jennifer Cyr and her collaborators makes 
a direct link in countries like Mexico between the relative lack of “collabo-
rative governance” and alarming death rates due to COVID-19 (Cyr et al., 
2021). In other words, Latin American governments that did not exercise 
significant cooperation and coordination with diverse public, private, and 
non-governmental actors across different jurisdictional levels in their pan-
demic responses generally fared far worse in terms of deaths caused. A com-
mon thread through various chapters in this book is that Mexican authorities 
failed to mobilise a whole-of-government and whole-of-society approach to 
combatting the virus and its multiple repercussions (see Chapters 3 and 5).

Rather than managing the multidimensional COVID-19 crisis effectively, 
Mexico’s public policy responses exacerbated a series of vulnerabilities that 
existed prior to the outbreak. These included a fragmented, underfunded, 
underequipped, and undersupplied national public health system; pro-
nounced social inequalities; and widespread comorbidities such as diabetes, 
obesity, and heart disease that rendered the pandemic simultaneously a syn-
demic (Gamlin et al., 2021; Lustig and Mariscal, 2021; Sánchez Talanquer 
et al., 2021; Sánchez Talanquer and Sepúlveda, 2024; Singer, 2020; Singer 
et al., 2017).

Although the authors whose chapters appear in this volume draw on this 
important literature and subscribe to its criticisms, they present collectively a 
different approach that not only includes but also goes beyond the national 
policy and administrative framework in terms of seeking to account for the 
problematic health security performance in Mexico against the COVID-19 
pandemic. As the title of this book suggests, Governance Meets Govern-
ment, although Mexican authorities share the blame for the aforementioned 
debacle, their actions did not occur in a vacuum. They happened in inter-
action with a host of other actors and organisations in the Western Hemi-
sphere and at the global level, and within the framework of a regional and 
global health governance architecture. Recent official reports underscore the 
shortcomings of the responses of the WHO and other authoritative intergov-
ernmental, transnational, and private actors and how they impacted nega-
tively on national efforts across the planet to combat COVID-19 (see Global 
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Preparedness Monitoring Board, 2020, 2021; Independent Panel, 2021; 
Sirleaf and Clark, 2022). In other words, international and transnational 
causal factors are also potentially significant in terms of explaining what 
transpired in Mexico during the pandemic. Accordingly, the analyses herein 
seek to understand how the nexus of specific and tangible (global) govern-
ance and governmental actors, institutions, and processes affected the experi-
ence of the pandemic on Mexican soil.3

The analysis of Mexico’s trials with COVID-19 as a governance meets 
government problematic is reinforced by the pandemic’s nature as a wicked 
problem.4 That is, from both a public policy and a broader global governance 
perspective, the pandemic is a public problem that is exceedingly difficult 
to solve, let alone manage, due to its social, epidemiological, political, eco-
nomic, temporal, and spatial complexity. Indeed, according to some schol-
ars, like climate change, it merits the designation of super wicked problem 
(Auld et al., 2021). From the angle of its (super) wickedness, a methodologi-
cally nationalist framework that focuses on explaining Mexico’s experience 
vis-à-vis the global COVID-19 crisis as a public policy and administration 
problematic is simply inadequate on its own.

In attempting to comprehend Mexico’s dismal COVID-19 record, the 
other tie that binds the authors in this volume is the important role that they 
attribute to pandemic politics. As has been made abundantly clear by inter-
national social and news media, global and regional governance, coupled 
with the domestic public management of the COVID-19 crisis, have been 
intensely political processes (see also Boin et al., 2021).

The COVID-19 experience has spawned an impressive and growing 
number of book-length studies under the rubric of pandemic politics, each 
with a different emphasis. Indeed, this volume forms part of a new series 
under Routledge by the same name. In terms of the eclecticism that char-
acterises this research, according to Aaltola (2012, 2022), pandemics are 
highly disruptive “politosomatic” phenomena that unleash fear and anxi-
ety throughout interconnected individual, bodily, and political levels and 
across globalised geographies. In Viral Lobbying, Crepaz et al. (2022) focus 
on the politics of interest groups and lobbying during the COVID-19 crisis. 
Bringel and Pleyers (2022) target the global politics of states, social move-
ments, and civil society in the face of the virus. Kushner Gadarian, Wallace 
Goodman, and Pepinsky (2022) equate pandemic politics with the polarised, 
partisan politics that plagued the US response to COVID-19 in 2020. Kahl 
and Wright (2021) underline how COVID-19 became a truly global political 
crisis with far-reaching circumstances that included a coup de grace for the 
existing international order. Undoubtedly, all of these disparate analytical 
strands enrich our understanding and appreciation of the multiple political 
dimensions of pandemics like that of COVID-19.

Following Nunes’ (2014) exploration of the politics of health security, 
a holistic and comprehensive treatment of pandemic politics would ideally 
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comprise three components: its political nature; its political impact; and its 
political potential. However, when we refer to governance meets govern-
ment, our emphasis is in particular on specific procedural and instrumental 
aspects of the politics of pandemic responses. How do political processes 
shape those responses, and how do they affect governance or governmental 
performance? The chapters herein underscore that pandemic politics entails 
a multiplicity of politicised interactions that occur at and across multiple spa-
tial levels among the diverse actors whose actions or inaction shape responses 
to contagious disease outbreaks. The authors in this text suggest that in 
numerous instances, governance and governmental actors, both Mexican 
and non-Mexican, within the Mexican context got the politics of governance 
and government wrong, with often tragic human consequences. In what fol-
lows, I flesh out a set of common patterns that underpin our own analyses of 
the politics of pandemics, as experienced on Mexican soil.

Pandemic Politics: International Patterns and Mexican Vignettes

As is to be expected, the political dimensions of Mexico’s experience 
managing the COVID-19 crisis reflect both common international trends 
and sui generis, made in Mexico elements. In what follows, this section 
is divided into two parts. First, it looks at common patterns of pandemic 
politics identified in the literature on global health governance, both prior 
to and during COVID-19, and some of their recent manifestations in Mex-
ico. Second, it presents a summary of the contributions of each chapter to 
our understanding of the pandemic politics of COVID-19 in Mexico. Each 
author or set of co-authors focuses their analysis on a specific case, provid-
ing us with a series of detailed vignettes that illuminate crucial political 
components of the struggle against the virus as it was experienced in this 
country. The chapters highlight the multiplicity, texture, and nuance of the 
political factors that have influenced the management of the COVID-19 
crisis in Mexico’s case, undoubtedly valuable for the study of pandemic 
politics in other contexts.

International Patterns of Pandemic Politics

Well before the global COVID-19 outbreak, a number of studies based on 
prior PHEICs had already recognised that pandemic responses were rife with 
politics (see, e.g. Bjørkdahl and Carlsen, 2019; Davies and Youde, 2015). As 
de Bengy Puyvallée and Kittelsen (2018) stressed, pandemic preparedness 
and response are both technical and political matters. On the basis of their 
evaluation of the H1N1 virus, Ebola, and Zika public health emergencies, 
Hoffmann and Silverberg (2018) noted that both technical surveillance prob-
lems and political factors caused important time delays in necessary collec-
tive action to confront these viruses.
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The course of events during the COVID-19 pandemic has borne out the 
cruciality of getting politics right and the risk of getting them wrong. As 
Thomas Hale and his collaborators (Hale et al., 2021, p. 2) have noted,

Throughout the COVID-19 crisis, political dynamics have been amongst 
the most powerful drivers of health outcomes globally, nationally, and 
locally. Geopolitical tensions have made it more difficult to coordinate 
across countries, and domestic tensions have reduced the effectiveness 
of national responses.

Jennie Gamlin and her co-authors (2021, p.  4) are even more blunt:  
“[P]olitics is a primary structural determinant of COVID-19 mortality.” In 
light of recent events, Cousins et al. (2021) assert that global health is a 
political enterprise.

A quick glance at the vast literature on the subject suggests at least five 
areas where pandemic politics that involve interactions between global gov-
ernance and governments can negatively affect health crisis outcomes: sym-
bolic politics; disease diplomacy; the politics of compliance with the 2005 
International Health Regulations (IHR); medical populism; and the interna-
tional political economy of contagious diseases.

First, pandemic responses entail symbolic politics. According to Louise 
Comfort and her co-authors (Comfort, 2007, 2022; Comfort et al., 2020), the 
ability to mount collective action against any crisis requires the construction 
of collective cognition, or the shared recognition of a threat, and the ability to 
create that shared meaning through effective communication among diverse 
actors. This process is highly politicised. In the tradition of Foucault, diseases 
and pandemics are political experiences that are constructed symbolically 
through political communications and accordingly can take on diverse con-
notations with different political ends (Nunes, 2014). From a crisis manage-
ment perspective, governments attempt to frame the pandemic in ways that 
make sense of the threat and create credible narratives, but in the context of 
highly politicised framing contests with other actors (Boin, McConnell and 
Hart, 2021). Leach and Tadros (2014) assert that diverse actors typically 
construct multiple, competing narratives during epidemics.

In the first few months of the coronavirus outbreak, the efforts of the 
WHO to construct collective cognition as the basis for coordinated collec-
tive action were severely hampered by symbolic politics. While the WHO 
sought to alert the global public to the emergency and dangers of COVID-19 
and to galvanise action accordingly, many national authorities offered a 
completely different, less severe, and less urgent risk assessment. During the 
early months of the outbreak, it was common across a number of countries, 
including Mexico, for public health authorities, politicians, and presidents 
to downplay the risks and severity of the virus (on Mexico, see Lizárraga 
and Suárez, 2022; Sánchez Talanquer et al., 2021; Sánchez Talanquer and 
Sepúlveda, 2024; Velázquez Leyer, 2021; Ximénez-Fyvie, 2021). Similarly, 
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some critics assert that President López Obrador devised a policy narrative 
during the COVID-19 crisis that intentionally downplayed or limited scien-
tific expertise and advanced his own personal political agenda and personal 
biases at the expense of providing an adequate explanation and appropriate 
policies (Peci, Dussauge-Laguna and González, 2022).

By a similar token, symbolic politics hurt efforts by public health authori-
ties at the WHO and across many countries to promote vaccination against 
COVID-19. They were frequently hampered by what became known as an 
infodemic: “too much information including false or misleading informa-
tion in digital and physical environments during a disease outbreak” (World 
Health Organization, n.d.; see also Zarocostas, 2020). The often confus-
ing and contradictory information provided to the public via diverse media 
contributed to a phenomenon that the WHO labelled vaccine hesitancy. 
This problem underscored the enormous, politically sensitive challenge 
confronting health professionals in terms of crafting effective messaging in 
contexts where public trust was vulnerable to misinformation and political 
manipulation (on the importance of messaging, see Council of the Ameri-
cas, 2023). Although Mexico’s own experience with vaccine hesitancy was 
not as profound as in many other countries, the spread of false information 
through social media caused a number of unfortunate incidents during the 
initial months of the pandemic, in which medical personnel were physically 
attacked on various occasions for their perceived role in propagating the 
virus, as were other health workers for spraying disinfectants across different 
municipalities (see González Díaz, 2020).

A second arena of pandemic politics is “disease diplomacy”: diplo-
matic efforts and interactions involving a host of state, intergovernmental, 
and non-state actors in the global system of disease surveillance and con-
trol (Davies, Kamradt-Scott and Rushton, 2015). With a focus on different 
types of negotiations and other interactions involved in international public 
health issues, the three-part taxonomy developed by Rebecca Katz and her 
collaborators (2011) for the broader notion of global health diplomacy gives 
a good idea of the universe of possibilities for disease diplomacy and the 
actors involved: core or formal diplomacy (high politics); multistakeholder 
diplomacy; and informal diplomacy (Katz et al., 2011; see also Ruckert  
et al., 2016).

Certainly, Mexican actors were quite active in disease diplomacy during 
the pandemic. For instance, in terms of high politics, Mexican foreign min-
istry officials, including the ambassador to the United Nations (U.N.), Juan 
Ramón de la Fuente, were instrumental in coordinating a coalition of 120 
countries that advocated for the equitable access of countries of the Global 
South to medicines, medical equipment, and vaccines. Mexico’s efforts cul-
minated in UN General Assembly Resolution 74/274 (Legler, 2021). Multi-
stakeholder and informal diplomacy were evident in both the complex 
negotiations and interactions that led to a public-private partnership among 
Mexican and Argentinian governmental, non-governmental, and private 
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actors, the multinational pharmaceutical company AstraZeneca, and Oxford 
University to produce and distribute COVID-19 vaccines.

However, the politics of disease diplomacy also took some less fortunate and 
twisted directions during the COVID-19 pandemic. In the context of world-
wide supply shortages and heightened geopolitical rivalry among China, the 
European Union, Russia, and the United States, these countries first engaged 
at the onset of the outbreak in mask diplomacy, the bilateral donation of pro-
tective masks to poorer countries for soft power ends, followed subsequently 
by vaccine diplomacy (with a similar logic). In the latter case, the politicised 
practice by vaccine-producing countries of giving gifts of vaccines to coun-
tries of the Global South rather than to the newly established COVAX facil-
ity undermined this global vaccine mechanism’s efforts to establish itself as 
an effective and exclusive global buyers’ pool that could offer affordable and 
equitable access to vaccines across the planet (see Chapter 3 in this volume).

A third area of pandemic politics is the politics of compliance with and 
implementation of the 2005 International Health Regulations (IHR) in pub-
lic health emergency situations (see, e.g. Davies and Youde, 2015). As Jona-
than E. Suk (2007, p. 2) has noted, “During a pandemic, science and politics 
are difficult to disentangle.” As he observed with respect to the 2003 SARS 
pandemic, novel PHEIC, especially at their outset, can be moments marked 
by the absence of reliable and proven scientific knowledge to anchor WHO’s 
recommendations for mitigation measures. These moments of uncertainty 
can be potentially exploited by diverse actors for political ends. Concerned 
about the economic consequences and political fallout of following WHO’s 
recommendations, governments may use the lack of scientific certainty to 
resist their obligations under the IHR in favour of measures that are more 
politically palatable for their populations. In other words, WHO’s epidemic 
responses under the IHR are vulnerable to politicisation.

As various chapters echo in this book, this was certainly evident in Mex-
ico’s experience with COVID-19. As already suggested earlier, in an initial 
context of serious scientific knowledge and information gaps, Mexican 
authorities complied with WHO’s recommendations on a select or delayed 
basis throughout much of the pandemic. For example, the Mexican govern-
ment was slow to advocate the use of masks and social distancing. It also 
failed to adopt significant testing or process tracing regimes.

Fourth, in an almost prophetic way, Lasco and Curato (2019) wrote just 
months before the COVID-19 pandemic that health crises are susceptible to 
politicisation and in particular to a political phenomenon that they termed 
medical populism. Following their definition, medical populism is “a politi-
cal style that constructs antagonistic relations between ‘the people’ whose 
lives have been put at risk by ‘the establishment’” (Lasco and Curato, 2019, 
p. 1). According to their analysis, medical populism is characterised by an 
appeal by the leader to the people pitted against a medical or scientific estab-
lishment and the construction of a health crisis as a dramatised performance 
based on a simplified discourse.
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The number of empirical cases of medical populism during the COVID-19 
pandemic abounded, including US President Donald Trump, Philippine President 
Rodrigo Duterte, and Brazilian President Jair Bolsonaro (see Lancet COVID-19 
Commission, 2020; Lasco, 2020; Ringe and Rennó, 2023; Roberts, 2022). The 
actions of these leaders often frustrated the attempts by public health authori-
ties, health workers, researchers, and medical specialists to develop effective 
science-based measures and, on a number of occasions, had devastating conse-
quences in terms of human infection, illness, and death. For example, through 
their actions and personal, symbolic conduct, these practitioners of medical 
populism impeded the rapid and widespread adoption of simple, cheap, and 
effective mitigation measures such as the use of masks and social distancing 
(Lancet COVID-19 Commission, 2020). Indeed, various studies have posited 
that populist governments performed significantly worse in protecting their 
populations against COVID-19 than those who deferred to public health and 
medical specialists and scientific evidence in the design and implementation of 
their responses (Bayerlein et al., 2021; Hanson and Kopstein, 2021; Sánchez 
Talanquer and Sepúlveda, 2024, p. 29; Touchton et al., 2023).

President López Obrador of Mexico has been severely criticised for his 
role in promoting medical populism during the pandemic (De la Cerda and 
Martínez-Gallardo, 2023; Gómez Dantés and Frenk Mora, 2020; Rent-
ería and Arellano-Gault, 2021). He downplayed the seriousness of the epi-
demic in the initial months of the pandemic, claiming before the media that 
COVID-19 was less harmful than influenza. While public health authorities 
across the country sought to promote public adherence to mitigation meas-
ures, for many months López Obrador appeared in public without wearing a 
mask and attended mass public rallies with little or no social distancing and 
in close contact with his multitude of followers.

Yet as De la Cerda and Martínez-Gallardo (2023) have observed, despite 
these antics, the overall slowness, laxity and underfunding of Mexican gov-
ernmental measures, and the severity of the impact of the virus on the Mexi-
can population, the response was politically very effective. López Obrador 
maintained relatively high rates of popular approval, and his political party, 
MORENA, retained a simple majority in the 2021 congressional midterm 
elections and won 11 out of 15 gubernatorial contests. López Obrador’s 
variant of medical populism promoted a selective adoption of recommen-
dations from the WHO and scientific experts, a centralisation of pandemic 
decision-making at the expense of a more horizontal, consultative, and coor-
dinated approach through the General Health Council and the National 
Health Council, and the persistent promotion of social and political polarisa-
tion instead of national unity.

Finally, a fifth way to conceptualise pandemic politics is as an international 
political economy problematic. For many years, critics have pointed out how 
the juxtaposition of capitalism and public health has produced gross health 
inequities across the planet, from the local to the global level. Farmer’s (1999, 
2003) pathbreaking work underlined how domestic and global disparities 
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in political and economic power have sustained structural violence in both 
developed and underdeveloped countries that includes serious inequalities in 
access to public health and medical care, as well as systematic violations of 
the social and economic rights of the poor and marginalised. These “patholo-
gies of power and powerlessness” (Farmer, 1999, 2003) in turn have had 
pathogenic effects in terms of the human suffering caused by communicable 
and non-communicable diseases on societies’ most vulnerable populations. 
In recent years, two important international commissions concluded that the 
dysfunctions of global governance for health share much of the blame for this 
unacceptable and unequal status quo (Ottersen et al., 2014; World Health 
Organization, 2008). Global health governance has played an important role 
in the maldistribution of economic, medical, productive, intellectual, norma-
tive, and political resources required to promote more equitable access to 
public health both within countries and across the divide between the Global 
North and the Global South.

Not surprisingly, the COVID-19 pandemic exposed and exacerbated this 
state of affairs (Gamlin et al., 2021; Hennis et al., 2021; Lancet COVID-19 
Commission, 2020). As historically has been the case, this pandemic hit the 
so-called precariat the hardest, that is, the structurally most vulnerable living 
on the fringes of society (Daher-Nashif, 2021; Gamlin et al., 2021; Hennis 
et al., 2021). Global responses to the virus also reinforced the North-South 
divide (Cousins et al., 2021; Gamlin et al., 2021). Despite rhetoric about 
the need to promote global public goods to strengthen health security every-
where, the countries of the Global North frequently used their political and 
economic clout to procure their own supplies of medical equipment, sup-
plies, medicines, and vaccines at the expense of WHO’s efforts and the Global 
South. The development and commercialisation of medicines and vaccines to 
combat the virus also once again disproportionately benefitted multinational 
pharmaceutical companies of the Global North.

The global political economy of the pandemic was more than evident in 
Mexico’s experience. Although officially the targeted beneficiaries of AMLO’s 
Fourth Transformation, pandemic politics undoubtedly exacerbated the vul-
nerability of Mexico’s poor to COVID-19. Socioeconomic inequality fostered 
differential access to hospitalisation, medication, vaccines, and COVID-19 
testing, and the greater prevalence of comorbidities such as obesity, diabetes, 
and heart disease made those in poverty more vulnerable to serious illness and 
death. On the international front, as Chapter 3 underlines, despite paying in 
advance for vaccines through the WHO’s new COVAX facility, the Mexican 
government found itself struggling with more politically and economically 
powerful Western countries to obtain an adequate supply for its population.

The Pandemic Politics of COVID-19: Mexican Vignettes

As mentioned beforehand, the six chapters that follow in this book offer criti-
cal explorations of the pandemic politics associated with the juxtaposition 
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of global governance and government in the struggle against COVID-19 in 
Mexican territorial space. The vignettes they offer illustrate the patterns iden-
tified in the previous section as well as present additional aspects of pan-
demic politics that influence governance outcomes. In general, the chapters 
have been ordered according to their respective level of governance, from the 
global to the local.

In Chapter 2, Laura Zamudio’s contribution investigates the challenges 
and problems involved in integrating a coordinated response between the 
WHO and the Mexican government during the pandemic. She examines 
the highly politicised process of filling in multiple governance gaps through 
cooperation, or the lack thereof, between the two. According to Zamudio, 
Mexico’s experience was marked by a profound disagreement or rift and 
minimal coordination between the WHO and the López Obrador govern-
ment—a political divergence that actually culminated in the creation of new 
governance gaps rather than the filling in of existing ones. Symbolic poli-
tics and medical populism seriously impeded a more propitious relationship 
between the two and, importantly, revealed the limits of orchestration by 
international organisations vis-à-vis populist governments. Moreover, the 
select disagreement and minimal coordination between the two prevented 
a shared understanding of the nature and severity of the phenomenon. She 
calls for more attention to the development of organisational strategies 
by international organisations that diminish political discord in managing 
global crises and support the execution of essential functions such as provid-
ing meaning (a shared understanding of the nature of the threat) and control 
(strategies for action, methods, and rationales).

In Chapter  3, Esther Coronado adds another significant analytical 
dimension to pandemic politics: the politicisation and politics of epistemic 
communities during the pandemic. Mexico’s experience underlines that 
these transnational networks are often politicised through the dual role 
that scientists often play as experts and bureaucrats. Although epistemic 
communities are supposed to work as dissemination mechanisms for cru-
cial technical and scientific ideas during international health crises, she 
explores why they have often failed to disseminate global policy recom-
mendations to manage the COVID-19 pandemic. Crucial in her analysis 
is how, through the overlap of epistemic communities and transgovern-
mental networks, and as personified in the figure of Hugo López-Gatell 
Ramírez, Mexico’s undersecretary of health and COVID-19 tsar, global 
governance via the WHO became enmeshed with domestic politics. Cru-
cially, through their vulnerability to politicisation, expert groups can use 
their role as authorities on an issue to promote a political ideology even if 
it does not resonate with science. In light of Mexico’s travails, she contends 
that epistemic communities have had to vie with the increased politicisa-
tion of some of their key members, causing weaknesses and fractures in 
their networks’ internal structures, thus affecting their ability to promote 
global policy transfer.
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In Chapter 4, Thomas Legler analyses Mexico’s experience with the poli-
tics of vaccination against the COVID-19 virus. His contribution seeks to 
explain the country’s lacklustre record with respect to the immunisation of 
its population, as captured in comparative statistics, significant delays in 
the crucial first year of the vaccine roll-out in 2021, the initial exclusion of 
important population segments like private sector doctors and health work-
ers, people with comorbidities, and children, as well as the acquisition and 
application of vaccines of dubious reliability. He finds that the shortcom-
ings in this regard can be attributed to the juxtaposition of the prevailing 
global political economy of vaccine governance and the Mexican govern-
ment’s adoption of a populist vaccine strategy. That is, COVID-19 revealed 
that despite rhetoric to the contrary, the emerging global pandemic vaccine 
governance complex favoured the interests of countries and pharmaceuti-
cal companies of the Global North, fostering vaccine inequity rather than 
more equitable access to vaccines. Confronted with how to obtain a timely, 
adequate, and effective supply of vaccines and to apply them urgently, Mexi-
can authorities responded in a highly centralised and politicised manner that 
sacrificed a more comprehensive whole-of-government and whole-of-society 
approach.

Valeria Marina Valle, Caroline Irene Deschak, and Michelle Ruíz Valdes 
analyse the multilevel governance (MLG) of health security with a focus on 
migrant access to health services in one key border region between Mexico 
and the United States: Tijuana and San Diego. Their analysis highlights two 
important dimensions of pandemic politics at the local level. On the one 
hand, they delve into the limits of formal disease diplomacy by governmental 
actors for the construction of migrant access to health services on the border 
during the pandemic and the importance of informal networks of disease 
diplomacy involving public, non-governmental, and private actors. On the 
other hand, their research also utilises elements of critical and feminist politi-
cal economy, confirming that COVID-19 is above all a pandemic of inequali-
ties. In this regard, migrants are not only one of the most disadvantaged 
groups but also one that is a heterogeneous category along intersectional 
lines whose members have experienced differential institutional discrimina-
tion and access to health services. Migrant vulnerability is far from homoge-
neous; greater risks were detected when taking into account age, gender, and 
other identities. Their chapter underscores the complexity of health responses 
in border contexts during the pandemic and highlights the urgent need for a 
more effective multilevel governance approach and integrative disease diplo-
macy to address health inequalities and advance towards the achievement of 
Sustainable Development Goals 3, 10, and 17.

In their analysis, María Gabriela Palacio Ludeña and Ricardo Velázquez 
Leyer compare the problematic linkage between global policy and the resil-
ience of national health systems in Mexico and Ecuador. Drawing on diverse 
forms of pandemic politics, they underscore the political limits of responses 
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on both sides of the equation: intergovernmental organisations and govern-
ments. Ideally, global policy ought to steer national decision-making pro-
cesses since the adoption of emergency measures devised with the knowledge 
generated by intergovernmental and transnational actors is fundamental to 
protecting people’s well-being. However, their comparison reveals the contra-
dictions and limitations of global policy diffusion during the COVID-19 pan-
demic. On the one hand, Ecuador endured coercive policy diffusion, where 
foreign actors imposed a policy course on its national government in the eco-
nomic realm, when the IMF pressed for public spending cuts in the context 
of economic difficulties. On the other hand, in the health and social realms, 
the Mexican case suggests that international organisations may only hope to 
potentially influence domestic policymaking spaces through deliberation and 
learning processes. However, when faced with a populist government with a 
centralised and politicised response to the health crisis, as in Mexico, the pos-
sibility of developing those diffusion processes will most likely fail. Accord-
ingly, they reveal that the contradictions and lack of coordination of global 
policy, as manifested in the actions of some international organisations, may 
act against the building up of resilient health systems.

Lastly, Heidi Smith’s chapter focuses on a neglected dimension of pan-
demic politics: the politics of federal-state relations in Mexico during the 
COVID-19 pandemic. Her analysis highlights the gulf between the theory 
and practice of federalism during public health emergencies. She contends 
that Mexico’s fragile federalist system was exacerbated by the COVID-19 
pandemic, creating fiscal and leadership imbalances that disproportionately 
impacted specific states, revealing an ironic deepening of fiscal depend-
ence on the federal government despite decentralisation efforts made since 
the 1980s. In Mexico, the absence of a uniform and coordinated national 
response to address the COVID-19 pandemic fostered a divisive politics of 
highly heterogeneous subnational responses among local governments whose 
role and capacity to carry out local public policies varied considerably. Her 
findings lead her to conclude that the local level is the most crucial to fighting 
COVID-19 in the context of a problematic federalist state, and accordingly, 
more attention to strengthening local institutional capacity is required.

Notes

	1	 On governance gaps analysis, see Weiss (2016).
	2	 The World Health Organization defines global public health security as “the 

activities required, both proactive and reactive, to minimize the danger and 
impact of acute public health events that endanger people’s health across geo-
graphical regions and international boundaries.” See www.who.int/health-topics/
health-security#tab=tab_1.

	3	 Following Eilstrup-Sangiovanni and Westerwinter (2022, p. 237), global govern-
ance can be defined as “the process(es) whereby different types of institutions and 
actors, operating at different levels, and possessing different forms of authority, 

http://www.who.int/health-topics/health-security#tab=tab_1
http://www.who.int/health-topics/health-security#tab=tab_1
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exercise governance without being formally organized into a single hierarchical 
system of government.”

	4	 For the original source that coined the concept of wicked problem, see Rittel and 
Webber (1973).

Bibliography

Aaltola, M. (2012) Understanding the politics of pandemic scares: an introduction to 
global politosomatics. London and New York: Routledge.

Aaltola, M. (2022) Understanding the politics of pandemic emergencies in the time 
of COVID-19: an introduction to global politosomatics. London and New York: 
Routledge.

Auld, G. et al. (2021) ‘Managing pandemics as super wicked problems: lessons from, 
and for, COVID-19 and the climate crisis’, Policy Sciences, 54, pp. 707–727.

Bayerlein, M. et al. (2021) ‘Populism and COVID-19: how populist governments 
(mis)handle the pandemic’, Journal of Political Institutions and Political Economy, 
2, pp. 389–428.

Bernales-Baksai, P. and Velázquez Leyer, R. (2021) ‘In search of the “authentic” uni-
versalism in Latin American healthcare: a comparison of policy architectures and 
outputs in Chile and Mexico’, Journal of Comparative Policy Analysis: Research 
and Practice, 23(4), pp. 486–503.

Bjørkdahl, K. and Carlsen, B. (2019) Pandemics, publics, and politics: stag-
ing responses to public health crises. Singapore: Palgrave Pivot. https://doi.org/ 
10.1007/978-981-13-2802-2.

Boin, A., McConnell, A. and Hart, P. (2021) Governing the pandemic: the poli-
tics of navigating a mega-crisis. Leiden, The Netherlands: Palgrave Macmillan.  
Available at: www.researchgate.net/publication/351462935_Governing_the_Pan 
demic_The_Politics_of_Navigating_a_Mega-Crisis.

Bringel, B. and Pleyers, G. (eds.) (2022) Social movements and politics during 
COVID-19. Bristol, UK: Bristol University Press.

Comfort, L.K. (2007) ‘Crisis management in hindsight: cognition, communication, 
coordination and control’, Public Administration Review, pp. 189–197.

Comfort, L.K. (2022) ‘Cognition, collective action, and COVID-19: managing crises 
in real time’, Public Performance  & Management Review, 45(4), pp. 877–893. 
https://doi.org/10.1080/15309576.2022.2036204.

Comfort, L.K. et al. (2020) ‘Crisis decision making on a global scale: transition from 
cognition to collective action under threat of COVID-19’, Public Administration 
Review, 80(4), pp. 616–622.

Council of the Americas (2023) ‘After the pandemic: considerations for COVID-19 prevention 
and treatment in Latin America and the Caribbean’, in AS/COA Healthcare Series. Avail-
able at: www.as-coa.org/articles/after-pandemic-considerations-covid-19-prevention-
and-treatment-latin-america-and-caribbean.

Cousins, T. et al. (2021) ‘The changing climates of global health’, BMJ Global Health, 
6(3), pp. 1–6.

Crepaz, M. et al. (2022) Viral lobbying: strategies, access and influence during the 
Covid-19 pandemic. Berlin and Boston: De Gruyter.

Cyr, J. et al. (2021) ‘Governing a pandemic: assessing the role of collaboration on 
Latin American responses to the COVID-19 crisis’, Journal of Politics in Latin 
America, 13(3), pp. 290–236.

Daher-Nashif, S. (2021) ‘In sickness and in health: the politics of public health and 
their implications during the COVID-19 pandemic’, Sociology Compass, 15(6).

Davies, S.E., Kamradt-Scott, A. and Rushton, S. (2015) Disease diplomacy: interna-
tional norms and global health security. Baltimore: John Hopkins University Press.

https://doi.org/10.1007/978-981-13-2802-2
https://doi.org/10.1007/978-981-13-2802-2
http://www.researchgate.net/publication/351462935_Governing_the_Pandemic_The_Politics_of_Navigating_a_Mega-Crisis
http://www.researchgate.net/publication/351462935_Governing_the_Pandemic_The_Politics_of_Navigating_a_Mega-Crisis
https://doi.org/10.1080/15309576.2022.2036204
http://www.as-coa.org/articles/after-pandemic-considerations-covid-19-prevention-and-treatment-latin-america-and-caribbean
http://www.as-coa.org/articles/after-pandemic-considerations-covid-19-prevention-and-treatment-latin-america-and-caribbean


Introduction  15

Davies, S.E. and Youde, J.R. (2015) The politics of surveillance and response to dis-
ease outbreaks: the new frontier for states and non-state actors. England: Ashgate 
Publishing Limited.

de Bengy Puyvallée, A. and Kittelsen, S. (2018) ‘Disease knows no borders: pan-
demics and the politics of global health security’, in Bjørkdahl, K. and Carlsen, 
B. (eds.) Pandemics, publics, and politics: staging responses to public health cri-
ses. Singapore: Palgrave Macmillan, pp. 59–73. https://doi.org/10.1007/978-981- 
13-2802-2_5.

De la Cerda, N. and Martínez-Gallardo, C. (2023) ‘Mexico: a politically effective 
populist pandemic response’, in Ringe, N. and Rennó, L. (eds.) The pandemic: how 
populists around the world responded to COVID-19. New York: Routledge, pp. 
30–43.

Eilstrup-Sangiovanni, M. and Westerwinter, O. (2022) ‘The global governance 
complexity cube: Varieties of institutional complexity in global governance’. The 
Review of International Organizations, 17(2), pp. 233–262.

Elbe, S. (2018) Pandemics, pills, and politics: governing global health security. Balti-
more: Johns Hopkins University Press.

Farmer, P. (1999) ‘Pathologies of power: rethinking health and human rights’, Ameri-
can Journal of Public Health, 89(10), pp. 1486–1496.

Farmer, P. (2003) Pathologies of power: health, human rights, and the new war on the 
poor. Berkeley: University of California Press.

Gamlin, J. et al. (2021) ‘Centring a critical medical anthropology of COVID-19 in 
global health discourse’, BMJ Global Health, 6(6), p. e006132.

Global Health Security Index (2019) Global health security index: building collective 
action and accountability. Available at: www.ghsindex.org/wp-content/uploads/20
19/10/2019-Global-Health-Security-Index.pdf.

Global Preparedness Monitoring Board (2019) A world at risk: annual report on 
global preparedness for health emergencies. Geneva: World Health Organization. 
Available at: www.gpmb.org/docs/librariesprovider17/default-document-library/
annual-reports/gpmb-2019-annualreport-en.pdf?sfvrsn=d1c9143c_30.

Global Preparedness Monitoring Board (2020) A world in disorder: global prepar-
edness monitoring board annual report. Geneva: World Health Organization. 
Available at: www.gpmb.org/docs/librariesprovider17/default-document-library/
annual-reports/gpmb-2020-annualreport-en.pdf?sfvrsn=bd1b8933_36.

Global Preparedness Monitoring Board (2021) From worlds apart to a world pre-
pared: global preparedness monitoring board. Geneva: World Health Organization. 
Available at: www.gpmb.org/docs/librariesprovider17/default-document-library/
gpmb-annual-report-execsummary-2021.pdf?sfvrsn=b56d4ae2_48.

Gómez Dantés, O. and Frenk Mora, J. (2020) ‘La pandemia y la desconfianza en la ciencia’, 
in Senado de la República (ed.) El mundo en tiempos de pandemia: COVID-19. Mex-
ico City: Instituto Belisario Domínguez, pp. 231–237. Available at: www.senado.gob.
mx/64/periodico_comisionado/2020_09_el_mundo_en_tiempos_de_pandemia_ 
COVID-19.pdf.

González Díaz, M. (2020) ‘Coronavirus: health workers face violent attacks in 
Mexico’, BBC, 17 May. Available at: www.bbc.com/news/world-latin-america- 
52676939.

Hale, T. et al. (2021) Moving from words to action: identifying political barriers to 
pandemic preparedness. Blavatnik School of Government, University of Oxford.

Hanson, S. and Kopstein, J. (2021) ‘Understanding the global patrimonial wave’, 
Perspectives on Politics, 20(1), pp. 237–249.

Hennis, A.J.M. et al. (2021) ‘COVID-19 and inequities in the Americas: lessons 
learned and implications for essential health services’, Rev Panam Salud Pública, 45. 
Available at: https://iris.paho.org/bitstream/handle/10665.2/55418/v45e1302021.
pdf?sequence=1&isAllowed=y.

https://doi.org/10.1007/978-981-13-2802-2_5
https://doi.org/10.1007/978-981-13-2802-2_5
http://www.ghsindex.org/wp-content/uploads/2019/10/2019-Global-Health-Security-Index.pdf
http://www.ghsindex.org/wp-content/uploads/2019/10/2019-Global-Health-Security-Index.pdf
http://www.gpmb.org/docs/librariesprovider17/default-document-library/annual-reports/gpmb-2019-annualreport-en.pdf?sfvrsn=d1c9143c_30
http://www.gpmb.org/docs/librariesprovider17/default-document-library/annual-reports/gpmb-2019-annualreport-en.pdf?sfvrsn=d1c9143c_30
http://www.gpmb.org/docs/librariesprovider17/default-document-library/annual-reports/gpmb-2020-annualreport-en.pdf?sfvrsn=bd1b8933_36
http://www.gpmb.org/docs/librariesprovider17/default-document-library/annual-reports/gpmb-2020-annualreport-en.pdf?sfvrsn=bd1b8933_36
http://www.gpmb.org/docs/librariesprovider17/default-document-library/gpmb-annual-report-execsummary-2021.pdf?sfvrsn=b56d4ae2_48
http://www.gpmb.org/docs/librariesprovider17/default-document-library/gpmb-annual-report-execsummary-2021.pdf?sfvrsn=b56d4ae2_48
http://www.senado.gob.mx/64/periodico_comisionado/2020_09_el_mundo_en_tiempos_de_pandemia_COVID-19.pdf
http://www.senado.gob.mx/64/periodico_comisionado/2020_09_el_mundo_en_tiempos_de_pandemia_COVID-19.pdf
http://www.senado.gob.mx/64/periodico_comisionado/2020_09_el_mundo_en_tiempos_de_pandemia_COVID-19.pdf
http://www.bbc.com/news/world-latin-america-52676939
http://www.bbc.com/news/world-latin-america-52676939
https://iris.paho.org/bitstream/handle/10665.2/55418/v45e1302021.pdf?sequence=1&isAllowed=y
https://iris.paho.org/bitstream/handle/10665.2/55418/v45e1302021.pdf?sequence=1&isAllowed=y


16  The Politics of COVID-19 in Mexico

Hernández-Ruiz, L. et al. (2022) ‘Impact of the COVID-19 pandemic on health care 
workers in Latin America and the Caribbean’, International Journal of Tropical 
Disease and Health, 43(6), pp. 26–31.

Hoffmann, S.J. and Silverberg, S.L. (2018) ‘Delays in global disease outbreak 
responses: lessons from H1N1, Ebola, and Zika’, AJPH Perspectives, 108(3), pp. 
329–333.

Independent Panel (2021, 2 May) COVID-19: make it the last pandemic, the independent 
panel for pandemic preparedness and response. Available at: https://theindependent-
panel.org/wp-content/uploads/2021/05/COVID-19-Make-it-the-Last-Pandemic_
final.pdf.

Kahl, C. and Wright, T. (2021) Aftershocks: pandemic politics and the end of the old 
international order. New York: St. Martin’s Press.

Katz, R. et al. (2011) ‘Defining health diplomacy: changing demands in the era of 
globalization’, The Milbank Quarterly, 89(3), pp. 503–523.

Kushner Gadarian, S., Wallace Goodman, S. and Pepinsky, T.B. (2022) Pandemic 
politics: the deadly toll of partisanship in the age of COVID. Princeton, NJ: Prince-
ton University Press.

Lancet Covid-19 Commission (2020) ‘The lancet COVID-19 commission’, The 
Lancet, 396, pp. 454–455. Available at: www.thelancet.com/pdfs/journals/lancet/
PIIS0140-6736(20)31494-X.pdf.

Lasco, G. (2020) ‘Medical populism and the COVID-19 pandemic’, Global Public 
Health, 15(10), pp. 1417–1429.

Lasco, G. and Curato, N. (2019) ‘Medical populism’, Social Science & Medicine, 
221, pp. 1–8.

Leach, M. and Tadros, M. (2014) ‘Epidemics and the politics of knowledge: con-
tested narratives in Egypt’s H1N1 response’, Medical Anthropology, 33(3), pp. 
240–254.

Legler, T. (2021) ‘Presidentes y orquestadores: La gobernanza de la pandemia de 
COVID-19 en las Américas’, Foro Internacional, LXI(2), pp. 331–357.

Lizárraga, M.C. and Suárez, M.J. (2022) ‘From “people need to hug each other, do 
it—and nothing will happen” to “keep a healthy distance”: the Mexican govern-
ment’s response to the COVID-19 pandemic’, in Comfort, L.K. and Rhodes, M.L. 
(eds.) Global risk management: the role of collective cognition in response to 
COVID-19. New York: Routledge, pp. 123–145.

Lustig, N. and Mariscal, J. (2021) ‘Brazil, Mexico, and COVID-19: a striking con-
trast’, Journal of International Affairs, 74(1), pp. 1–15.

Miranda, P. (2022) ‘COVID-19 was the leading cause of death in Mexico in 2021’, 
Medscape. Available at: www.medscape.com/viewarticle/967876.

Moreno, P. (2022) Historias de una pandemia: El relato del infectólogo de referencia 
sobre el coronavirus y sus impesansables consecuencias, Mexico City: Aguilar y 
Penguin Random House.

Nunes, J. (2014) ‘The politics of health security’, in Rushton, S. and Youde, J. (eds.) 
Routledge handbook of global health security. London: Routledge, pp. 123–134.

Ottersen, O.P. et al. (2014) ‘The Lancet-University of Oslo commission on global gov-
ernance for health: the political origins of health inequity: prospects for change’, 
The Lancet (Global Governance for Health), 383, pp. 630–667.

Palacio-Mejía, L.S. et al. (2022) ‘Leading causes of excess mortality in Mexico during 
the COVID-19 pandemic 2020–2021: a death certificates study in a middle-income 
country’, The Lancet Regional Health—Americas, 13, p. 100303.

Peci, A., Dussauge-Laguna, M.I. and González, C.I. (2022) ‘Presidential policy nar-
ratives and the (mis)use of scientific expertise: Covid-19 policy responses in Brazil, 
Colombia, and Mexico’, Policy Studies, 43(2), pp. 2–22.

https://theindependentpanel.org/wp-content/uploads/2021/05/COVID-19-Make-it-the-Last-Pandemic_final.pdf
https://theindependentpanel.org/wp-content/uploads/2021/05/COVID-19-Make-it-the-Last-Pandemic_final.pdf
https://theindependentpanel.org/wp-content/uploads/2021/05/COVID-19-Make-it-the-Last-Pandemic_final.pdf
http://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(20)31494-X.pdf
http://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(20)31494-X.pdf
http://www.medscape.com/viewarticle/967876


Introduction  17

Rentería, C. and Arellano-Gault, D. (2021) ‘How does a populist government inter-
pret and face a health crisis? Evidence from the Mexican populist response to 
COVID-19’, Brazilian Journal of Public Administration, 55(1), pp. 1–22. Available 
at: www.scielo.br/j/rap/a/n39hJCcGdKzrb4Nn9M5jjjy/?lang=en.

Ringe, N. and Rennó, L. (2023) Populists and the pandemic: how populists around 
the world responded to COVID-19. London and New York: Routledge.

Rittel, H.W. and Webber, M.M. (1973) ‘Dilemmas in a general theory of planning’, 
Policy Sciences, 4(2), pp. 155–169.

Roberts, K.M. (2022) ‘Performing crisis? Trump, populism and the GOP in the age of 
COVID-19’, Government and Opposition: Journal of Comparative Politics, 57(4), 
pp. 1–19. https://doi.org/10.1017/gov.2022.30.

Ruckert, A. et al. (2016) ‘Global health diplomacy: a critical review of the literature’, 
Social Science & Medicine, 155, pp. 61–72.

Sánchez Talanquer, M. and Sepúlveda, J. (eds.) (2024) Informe de la Comisión Inde-
pendiente de Investigación sobre la Pandemia de Covid-19 en México. Mexico 
City. Available at: www.comisioncovid.mx/.

Sánchez Talanquer, M. et al. (2021) Mexico’s response to COVID-19: a case study. San Fran-
cisco: Institute for Global Health Sciences, University of California, San Francisco. Avail-
able at: https://globalhealthsciences.ucsf.edu/wp-content/uploads/2024/02/mexico 
-covid-19-case-study-english.pdf.

Singer, M. (2020) ‘Deadly companions: COVID-19 and diabetes in Mexico’, Medi-
cal Anthropology, 39(8), pp. 660–665. https://doi.org/10.1080/01459740.2020.
1805742.

Singer, M. et al. (2017) ‘Syndemics and the biosocial conception of health’, The 
Lancet, 389(10072), pp. 941–950. https://doi.org/10.1016/S0140-6736(17)30 
003-X.

Sirleaf, J. and Clark, H. (2022) Losing time: end this pandemic and secure the future: 
progress six months after the report of the independent panel for pandemic pre-
paredness and response. Available at: https://theindependentpanel.org/wp-content/
uploads/2021/11/COVID-19-Losing-Time_Final.pdf.

Statista Search Department (2023) Number of novel coronavirus (COVID-19) 
deaths worldwide as of May 2, 2023, by country and territory [Chart]. Statista, 
2 May. www.statista.com/statistics/1093256/novel-coronavirus-2019ncov-deaths- 
worldwide-by-country/.

Suk, E.J. (2007) ‘Sound science and the new international health regulations’, Global 
Health Governance, 1(2).

Touchton, M. et al. (2023) ‘The perilous mix of populism and pandemics: lessons 
from COVID-19’, Social Sciences, 12, p. 383.

Velázquez Leyer, R. (2021) Mexico’s social policy response to Covid-19: a path of 
minimal action. CRC 1342 Covid-19 Social Policy Response Series 5. Bremen: 
University of Bremen, Global Dynamics of Social Policy CRC 1342. Available at: 
https://media.suub.uni-bremen.de/bitstream/elib/5119/4/Mexico.pdf.

Wang, H. et al. (2022) ‘Estimating excess mortality due to the COVID-19 pandemic: 
a systematic analysis of COVID-19-related mortality, 2020–21’, The Lancet, 399, 
pp. 1513–1536.

Weiss, T.G. (2016) Global governance: why? what? whither? Cambridge, UK: Polity 
Press.

World Health Organization (2008) Closing the gap in a generation: health equity 
through action on the social determinants of health. Final report of the commission 
on social determinants of health. Geneva: World Health Organization.

World Health Organization (n.d.) ‘Infodemic’. Available at: www.who.int/
health-topics/infodemic#tab=tab_1.

http://www.scielo.br/j/rap/a/n39hJCcGdKzrb4Nn9M5jjjy/?lang=en
https://doi.org/10.1017/gov.2022.30
http://www.comisioncovid.mx/
https://globalhealthsciences.ucsf.edu/wp-content/uploads/2024/02/mexico-covid-19-case-study-english.pdf
https://globalhealthsciences.ucsf.edu/wp-content/uploads/2024/02/mexico-covid-19-case-study-english.pdf
https://doi.org/10.1080/01459740.2020.1805742
https://doi.org/10.1080/01459740.2020.1805742
https://doi.org/10.1016/S0140-6736(17)30003-X
https://theindependentpanel.org/wp-content/uploads/2021/11/COVID-19-Losing-Time_Final.pdf
https://theindependentpanel.org/wp-content/uploads/2021/11/COVID-19-Losing-Time_Final.pdf
http://www.statista.com/statistics/1093256/novel-coronavirus-2019ncov-deaths-worldwide-by-country/
http://www.statista.com/statistics/1093256/novel-coronavirus-2019ncov-deaths-worldwide-by-country/
https://media.suub.uni-bremen.de/bitstream/elib/5119/4/Mexico.pdf
http://www.who.int/health-topics/infodemic#tab=tab_1
http://www.who.int/health-topics/infodemic#tab=tab_1
https://doi.org/10.1016/S0140-6736(17)30003-X


18  The Politics of COVID-19 in Mexico

Ximénez-Fyvie, L.A. (2021) Un daño irreparable. La criminal gestión de la pandemia 
en México. México: Editorial Planeta.

Ximénez-Fyvie, L.A. (2022) Las vidas que no contaron. Mexico City: Editorial 
Planeta.

Zarocostas, J. (2020) ‘How to fight an infodemic’, The Lancet, 395(10225), p. 676. 
https://doi.org/10.1016/S0140-6736(20)30461-X.

https://doi.org/10.1016/S0140-6736(20)30461-X


DOI: 10.4324/9781003494959-2
This chapter has been made available under a CC-BY-NC-ND 4.0 license.

Introduction

The COVID-19 pandemic represents a cross-border crisis of global propor-
tions (Boin, McConnell and Hart, 2021, p. 10). Characterised by its severity, 
broad impact, rapid escalation, and the significant threat it posed to core 
societal values and systems, this crisis transcended geographical boundaries, 
political jurisdictions, and sectors. It was marked by swift, uncontrollable 
progression and profound uncertainty (Ansell, Boin and Keller, 2010). Given 
its unique nature, scale, and intensity, scholars in crisis management have 
labelled it a “black swan” event, an unusual, non-routine occurrence with 
little precedent for learning or preparation (Blondin and Boin, 2020; Boin, 
McConnell and Hart, 2021; Rosenthal, Hart and Charles, 1989).

The COVID-19 crisis highlighted the critical role of government responses, 
despite these being predominantly driven by nationalist perspectives and a 
tendency towards “administrative autarky” (Boin, McConnell and Hart, 
2021; Michaud, 2010). This reality poses challenges to recent academic 
debates that emphasise the supremacy of global over local dynamics, the 
dispersion of authority, and the influence of private entities and transnational 
forces on sovereignty (Davies, Kamradt-Scott and Rushton, 2015; Stein, 
2001). Similarly, assertions of an emerging post-Westphalian order, wherein 
non-governmental and private actors are central to defining and implement-
ing global public policies and establishing realms of transnational admin-
istration (Moloney and Stone, 2019, p. 107; Stone and Ladi, 2015), seem 
less tenable considering the reassertion of states as primary crisis managers 
(Pierre and Peters, 2000).

Concurrently, the COVID-19 pandemic demonstrated the insufficiency of 
individual state efforts in addressing transnational crises (Baker and Fidler, 
2006; Fidler, 2003, 2005, 2007; Novotny, 2007). In a globally interconnected 
context, which necessitates open information and knowledge exchange, 
prompt decision-making despite unclear mandates, and distributed author-
ity, the integration of public and private resources, along with intervention 
strategies and mechanisms devised by international organisations, becomes 
imperative (Ansell, Boin and Keller, 2010; Biswas, 2021; Christensen et al., 
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2016; Christensen, Laegreid and Rykkja, 2016). Although national responses 
often gravitated towards administrative autarky, complete isolation proved 
impractical for any government. To varying degrees, states were compelled 
to align some of their actions with global structures and actors, making the 
degree of coordination between national and international policies a critical 
factor in the governance of this transnational crisis.

Mexico, profoundly impacted by COVID-19 and experiencing significant 
excess mortality (UCSF, 2021), presents a stark case of pronounced political 
discord and minimal coordination in aligning with the strategies and posi-
tions proposed by the World Health Organization (WHO) for managing the 
pandemic. This chapter aims to scrutinise this discord as a manifestation of 
competing political interests that failed to synchronise, culminating in “gov-
ernance gaps” across knowledge, policy, norms, institutions, and compliance 
mechanisms (Weiss, 2013). Given that the WHO is the sole international 
entity charged with orchestrating a response to communicable disease crises, 
capable of mobilising various actors and consolidating resources, this analy-
sis focuses on how the political divergence between the Mexican government 
and the WHO unfolded in crisis management and the efforts of the WHO to 
mitigate these gaps.

This chapter endeavours to deepen the theoretical comprehension of how 
“governance gaps” between a nation-state and an international organisation 
can impede a unified response to global crises. This case is noteworthy, given 
the scant research on the role of international intergovernmental organisa-
tions in crisis management (Olsson and Verbeek, 2013). Literature in Interna-
tional Relations has primarily concentrated on the pragmatic impact of such 
organisations on inter-state crises (Haas, 1983) and the dysfunctions aris-
ing from their bureaucratic structures (Barnett and Finnemore, 1999, 2004). 
Other disciplines have explored the influence of international organisations as 
significant actors in global politics due to their power or authority (Avant et 
al., 2010; Joachim, Reinalda and Verbeek, 2008; Oestreich, 2012; Reinalda 
and Verbeek, 1998, 2004), as well as in the contexts of global (Legler, 2013), 
multi-level (Bache and Flinders, 2004; Hooghe and Marks, 2003), collabo-
rative (Ansell and Gash, 2008), indirect (Abbott and Snidal, 2010, 2015a, 
2015b), and meta-governance (Sørensen and Torfing, 2009). However, there 
remains a substantial gap in empirical studies that elucidate organisational 
strategies to diminish discord in managing global crises and support the exe-
cution of essential functions such as providing meaning (a shared understand-
ing of the nature of the threat) and control (strategies for action, methods, 
and rationales) (Ansell, Boin and Keller, 2010; Boin et al., 2016).

The chapter is divided into three sections. The first explains the WHO’s 
surveillance, monitoring, and response system for global crisis manage-
ment. The WHO is the only international institution with an explicit man-
date to contain and respond to crises caused by communicable diseases. It 
is also one of the few organisations to have advanced the construction of 
a semi-structured formal system to deal with global emergencies in which 
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multiple actors (governmental and non-governmental) participate. The 
second section observes the pattern of disagreement and political discord 
between the Mexican government and the WHO through the identification 
of governance gaps, understood as institutional gaps or duplications in terms 
of knowledge, norms, policies, institutions, and compliance mechanisms that 
affected the emergence of a coordinated response and the undertaking of crit-
ical tasks for crisis management. The last section provides general reflections 
on Mexico’s disagreement with WHO’s global crisis management strategies 
and policies, as well as the governance procedures implemented by the WHO 
to encourage cooperation and close the gaps.

The WHO and Transnational Crisis Management

Crisis management, understood as the set of activities that seek to minimise 
the impact of the crisis on people, infrastructure, and institutions (Boin, 
McConnell and Hart, 2021), is an extremely complex task for govern-
ments and international organisations because, in addition to resources, it 
requires coordination mechanisms that encourage collective action (Boin and 
Bynander, 2015; Fidler, 2003; Waugh and Streib, 2006). However, the sense 
of urgency and uncertainty places crises in a different situation from the clas-
sic political challenges of the collective action literature (Blondin and Boin, 
2020, p. 4) since it is difficult for governments to adjust preferences quickly 
(Boin et al., 2016; Bynander and Nohrstedt, 2019). At the same time, organi-
sations face the challenge of responding flexibly and adaptively despite hav-
ing bureaucratic structures constrained by formal rules and routines (Barnett 
and Finnemore, 1999, 2004).

Since its creation as a specialised United Nations agency in 1948, the 
WHO has been tasked with addressing crises caused by communicable dis-
eases. In the past 20 years and as a result of its intervention in the 2002 severe 
acute respiratory syndrome, 2009 H1NI flu, 2012 Middle East respiratory 
syndrome, and 2014 Ebola crises, the World Health Assembly of the organi-
sation has broadened its mandate to include a range of events with the poten-
tial to become transnational crises, such as chemical agents and radiation, 
and authorised it to construct and strengthen a formal surveillance, moni-
toring, and response system to handle crises (Hanrieder, 2015; Kuznetsova, 
2020; Taylor and Habibi, 2020).

WHO’s crisis management is enshrined in the 2005 International Health 
Regulations (IHR) (OMS-RSI, 2008), a legally binding instrument in the 
field of health. In this document, the 194 member countries of the organi-
sation delegated authority to intervene in crises caused by the emergence 
and expansion of infectious diseases, natural disasters, or events that have 
the potential to pose a threat to health security at the international level, or 
what the organisation describes as a Public Health Emergency of Interna-
tional Concern (PHEIC). PHEIC is the category whereby the WHO identi-
fies an extraordinary event that can become a public risk for other states 
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by spreading internationally and, therefore, requires a coordinated response 
(OMS-RSI, 2008, supra note 57, art. 1).

Under the IHR, the WHO will seek to prevent, protect, contain, and con-
trol epidemic outbreaks that threaten to spread internationally, considering 
that such a response is proportionate to the public health risks, while avoid-
ing unnecessary interference in international travel and trade (OMS-RSI, 
2008, Art. 2). This is a complex and to some extent contradictory mandate, 
as the organisation is expected to respond quickly without causing panic, 
efficiently without preventing the movement of people, goods, and services, 
and authoritatively without affecting the sovereignty of states, or becoming 
caught up in political interests. To fulfil this mandate, the WHO, a poorly 
financed organisation with an organisational structure disaggregated around 
six regional offices and no capacity to coerce states, experiences major chal-
lenges to conduct the surveillance, monitoring, response, and enforcement 
functions required by its mandate (Beigbeder, 1997; Graham, 2014; Han-
rieder, 2014).

In response, the WHO has adopted a soft, indirect governance strategy 
known as orchestration (Abbott et al., 2015a, p. 4; Hanrieder, 2015).1 Through 
orchestration, the WHO links or engages, in a voluntary, non-hierarchical 
manner, various public and private actors who contribute resources and, act-
ing as intermediaries, help it achieve collective objectives. From an organi-
sational point of view, orchestration is an adaptive, low-cost strategy that 
offsets its lack of resources and capabilities (Dai, 2015).

The WHO’s surveillance, monitoring, and epidemic outbreak response sys-
tem is based on this practice and incorporates the work of various networks of 
experts, epistemic communities or knowledge networks, trans-governmental 
networks, private monitoring networks, foundations, companies, and 
non-governmental organisations (Beisheim, Campe and Schäferhoff, 2010; 
Haas, 1992). The WHO uses intermediaries to oversee and monitor events 
that could escalate into PHEIC, as well as to collect or develop scientific 
knowledge on such phenomena.

Surveillance, monitoring, and early warning networks enable it to iden-
tify and warn of epidemic outbreaks beyond the information provided by 
governments (Mykhalovskiy and Weir, 2006, p. 43; Ohrstedt et al., 2018). 
An example of this is the Global Outbreak Alert and Response Network 
(GOARN), a network at the centre of the system that has become the opera-
tional arm of the WHO as it works with its Secretariat and its six regional 
offices.2 GOARN makes decisions through a Steering Committee (SCOM), 
comprising 21 institutions and encompassing over 250 research institutes, 
non-governmental organisations, intergovernmental organisations, universi-
ties, and laboratories and over 600 partners worldwide.

Other networks comprising the surveillance system include the following:

•	 The Global Influenza Surveillance Network, which coordinates networks 
of laboratories and over 100 national centres specialising in flu, as well 
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as private actors specialising in research such as the International Federa-
tion of Pharmaceutical Manufacturers and Associations, the Biomedical 
Advanced Research and Development Authority, the International Net-
work of Pasteur Institutes (RIIP), and Centres of Excellence for Influenza 
Research and Surveillance (WHO, 2000, 2011).

•	 The Program for Monitoring Emerging Diseases, a public access network 
linking individuals who contribute to the surveillance system through 
email. It has 30,000 subscribers (Hugh-Jones, 2001; Madoff and Woodall, 
2005; Woodall and Calisher, 2001).

•	 The Global Public Health Intelligence Network, a restricted access net-
work administered by the Canadian Health Centre for Emergency Prepar-
edness and Response.

The surveillance and monitoring efforts of the WHO, bolstered by the inte-
gration of non-governmental networks, target the initial phase of a crisis. 
This phase involves the early identification and declaration of an epidemio-
logical outbreak and a PHEIC, representing the system’s highest alert level 
(Kamradt-Scott, 2010, p. 79). During this stage, the WHO makes strategic 
decisions based on data from surveillance networks and epistemic commu-
nities—groups comprising experts, medical professionals, epidemiologists, 
virologists, and scientists associated with prominent research networks glob-
ally (Hanrieder, 2015, p. 195).

In the subsequent phase, the WHO aims to aid governments’ responses by 
disseminating information and knowledge through various means, includ-
ing protocols, technical guides, training workshops, and infographics, all 
designed to engender trust and enhance comprehension of the issue. It also 
assists in formulating response strategies and activates its coordination struc-
tures, such as the Incident Management Support Team. This team aligns the 
efforts of the WHO’s six regional offices and 150 country offices, facilitating 
collaboration with governments for (i) identifying needs and (ii) preparing 
national response plans. In some instances, this support extends to dispatch-
ing specialised medical equipment.

However, the WHO’s autonomy in surveillance and monitoring, where it 
has successfully implemented orchestration as a governance strategy, does not 
extend to response tasks. These remain the prerogative of individual states 
(Michaud, 2010). The IHR obligates its 194 member states to invest in devel-
oping basic response capacities, fortifying health systems, and reporting on 
the status of these capacities (Kluge et al., 2018, p. 2). Monitoring and ensur-
ing compliance with these tasks are conducted directly. States report to the 
WHO without intermediaries on their policies, and the organisation lacks 
peer-review mechanisms or inspection commissions to verify reported capaci-
ties (WHO, 2021, p. 4). Self-reporting of capabilities is a voluntary and discre-
tionary act, forming the sole institutionalised mechanism for accountability.

The same happens with the WHO’s recommendations to support gov-
ernment actions to respond to the crisis. In other words, although the IHR 
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authorises it to issue recommendations to governments without their request-
ing or authorising it, the organisation lacks the legal mechanisms to enforce 
compliance (Fidler, 2005).

In general terms, WHO’s crisis management functions are therefore punc-
tuated by indirect governance through orchestration (in surveillance and 
knowledge building) and direct governance strategies (in coordinating and 
monitoring the response capacities of governments). The orchestration level 
varies and has not been institutionalised in all the response stages and func-
tions. Insofar as the response system falls to governments and the WHO has 
failed to promote intermediaries to pressure for the adoption of policies or 
strengthen their response capacities and lacks direct enforcement mechanisms, 
one challenge for the WHO is to ensure that the convergence of interests 
emerges not as the result of a deliberate attempt to create or impose hierar-
chical order but through the progressive establishment of a semi-structured 
system of orchestration that will permit, facilitate, or encourage the enlist-
ment of multiple actors through the convergence of knowledge, norms, and 
institutions (Boin and Bynander, 2015; Olsson and Verbeek, 2013, p. 329).

This institutional architecture for managing transnational crises shows 
that the WHO contemplates several governance strategies to exercise its sur-
veillance, monitoring, coordinating, and response functions. Orchestration 
is the key strategy for overcoming its organisational limits. The following 
section analyses the way this system and the various forms of governance 
interacted in the Mexican government’s handling of COVID-19.

Governance Gaps in Crisis Management Between Mexico  
and the WHO

In recent years, the WHO expanded its crisis management mandate and 
advanced in the construction of a surveillance, monitoring, coordination, 
and response system, addressing the five functions considered critical for cri-
sis management: early warning, creation of meaning, horizontal and verti-
cal coordination, strategic decisions, and learning (Blondin and Boin, 2020). 
Theoretically, these functions encourage the creation of a culture of surveil-
lance and permanent monitoring with mechanisms for the communication 
and transmission of knowledge that enable collective understanding of the 
nature, characteristics, and potential effects of the threat, as well as a road-
map on what to do, how, and why.

However, cooperation between international actors and organisations in 
contexts of anarchy and collective stress is not automatic (Rosenthal, Hart 
and Charles, 1989). The existence of an institutional structure to provide a 
formal response is important, but since there is no global government with 
centralised, hierarchical control mechanisms, the interaction of actors with 
diverse interests and objectives opens knowledge, policy, regulatory, institu-
tional, and compliance gaps that influence and tend to fragment collabora-
tive management of the crisis.
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Governance gaps, understood as omissions or inconsistencies, spaces or 
areas where actions and fundamental tasks are required to achieve order, 
stability, and predictability (Weiss, 2013, p. 128), constitute a useful analyti-
cal instrument for analysing problems and challenges in the coordination of 
responses between the Mexican government and the WHO. Knowledge gaps 
refer, for example, to the lack of shared understanding among actors about the 
nature, causes, severity, and magnitude of a problem. This gap explains the 
way knowledge is produced, questioned, and challenged, because although 
the production of knowledge, data, and scientific evidence is subject to the 
visions of groups of experts and epistemic communities, they interact with 
politicians and public officials in various parts of the world, hindering the 
common, consensual understanding of an issue (Coronado, 2021).

This shared understanding constitutes one of five areas of the pandemic 
politics literature identified in the introduction to this volume, termed sym-
bolic politics, which observes the political element in responses to public 
health emergencies of international concern (Bjorkdahl and Carlsen, 2019; 
Davies and Youde, 2015; Bengy and Kittelsen, 2019). Specifically, symbolic 
politics consists of the construction of a collective cognition, or the framing 
of a situation, in this case, of a public health problem recognised as a threat. 
It is the creation of a shared vision among the various actors involved in the 
response process constructed through political communication processes.

Failure to bridge a knowledge gap has implications for standards and poli-
cies since both elements also require a certain level of consensus and consist-
ency between the international and the domestic (Weiss, 2013, p. 129).

Norms are defined as behaviour patterns that are commonly accepted and 
involve processes of collective approval or disapproval (Weiss, 2013, p. 134). 
They undergo processes of socialisation and internalisation until they are 
accepted as appropriate behaviour, exempt from questioning by governments 
and citizens (Finnemore and Sikkink, 1998), and are perceived based on the 
way an accepted behaviour is framed. When governments need to justify 
behaviour that is not in line with the norm, this indicates that the norm exists 
and that they recognise they are failing to abide by it.

Policies, understood as the interrelated set of government objectives and 
principles as well as agreed programmes of action and implementation to 
achieve those principles, may lead to the paralysis or aggravation of any 
crisis. International organisations are places where states codify norms and 
transform them into global policies (Weiss, 2013, p. 141). However, inter-
national organisations and officials lack the resources and mechanisms to 
implement them, creating a significant disconnection from or inconsistency 
with states, which remain the relevant political authorities. Furthermore, 
policies do not exist in a vacuum; they are embodied in institutions, which 
ideally have resources and autonomy. Institutional gaps therefore refer both 
to gaps in legal matters (codified rules) and norms and to formal structures 
(organisations) that help coordinate collective decision-making processes 
(Weiss, 2013, p. 145).
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Lastly, the compliance gap highlights the political will to provide resources, 
since, without it, implementation, monitoring, and enforcement problems 
arise. In general terms, there is a lack of compliance mechanisms at the 
international level, and the strategy of “naming and shaming” is often used, 
which occurs when organisations publicly demonstrate mismanagement of 
an issue. The strategy of “naming and shaming” is one of the most important 
for enforcing compliance (Weiss, 2013, p. 155).

On the basis of this analytical framework, it is immediately clear that the 
case of Mexico shows a situation of disagreement, the result of governance 
gaps in all areas of interaction, with significant impacts on the possibilities of 
organisation and coordination.

That said, we can see that in the case of Mexico, the knowledge gap was 
extremely pronounced and prevented a shared understanding of the nature 
and severity of the phenomenon. The conceptualisation of the threat, risk 
level, and response time were out of step and completely different for Mexico 
and the WHO. In terms of pandemic politics, the symbolic politics between 
these two entities differed regarding the severity of the threat, the temporal-
ity, and the measures to be taken. While WHO’s actions were governed and 
modified according to the available scientific research of the international 
community, in Mexico, decisions were more relaxed, and both the recogni-
tion and responses to the emergency on the part of the authorities took place 
late, regarding the former.

The WHO Expert Committee, tasked with verifying and reporting the 
severity of a threat, classified COVID-19 as a serious disease and catego-
rised it as a PHEIC on January 30, 2020. Its first recommendations were 
undoubtedly contradictory and hinted at a certain optimism about the early 
possibilities of breaking the chain of contagion through collective action. The 
declaration of a pandemic on March 11, 2020, however, revealed the weak 
reaction of governments to the declaration of a PHEIC and the organisational 
inability to develop a global response. As the WHO acquired information 
from the scientific community, research networks, and epistemic communi-
ties, it was able to support governments with strategic plans—such as the 
Strategic Preparedness and Response Plan and the Global Humanitarian 
Response Plan COVID-19—designed to identify needs, provide technical and 
logistical support, send specialised medical equipment, disseminate informa-
tion, practices, and general recommendations on the clinical management 
of the virus, the use of face masks, mass diagnostic testing, identification 
measures, and tracing and isolation (WHO, 2020a, 2020b). Consulting with 
networks and epistemic communities also forced the WHO to be flexible 
and change the course of action or correct its approaches in response to the 
emergence of new scientific evidence, as happened when a group of scientists 
asked it to reconsider the issue of aerial transmission of the virus in closed 
spaces (Mandavilli, 2020; Morawska and Milton, 2020).

In Mexico, the political authorities responsible for managing the cri-
sis claimed that COVID-19 was a disease of “low virulence compared to 



Governance Gaps in Transnational Crisis Management  27

influenza” (Sotomayor, 2020; UCSF, 2021). They systematically dismissed 
the recommendations issued by the scientific community, such as the use of 
face masks and the usefulness of mass testing, and spread misinformation 
based on incomplete statistics and inadequate surveillance systems on the 
evolution of contagions or the null possibilities of contagion of asympto-
matic people (Erdely, 2020; Ornelas-Aguirre and Vidal-Gómez, 2020).3 The 
most important response measures to combat COVID-19—National Social 
Distancing, the Marine Plan, and the DN-III Plan—were launched late, two 
months after the WHO had declared a PHEIC and almost a month after the 
first contagion had been registered in the country (Cruz Reyes and Patiño 
Fierro, 2021). Official recognition of a “serious priority disease” was not 
announced until March 31, when the country shifted from phase I, charac-
terised by “external or exported contagion,” to phase II of “local transmis-
sion,” with over a thousand confirmed cases. This behaviour links directly 
to the policy area of compliance and implementation of the International 
Health Regulations 2005, within the pandemic politics literature (Davies and 
Youde, 2015), which notes that moments lacking conclusive evidence or cer-
tainty about disease severity are exploited in political terms by governments 
to delay compliance measures.

The knowledge gap regarding COVID-19 contrasts with the Mexican gov-
ernment’s response to H1N1 in 2009. Since Mexico was the epicentre of 
the pandemic, the problem was perceived as serious, an immediate reaction 
was elicited, and coordination with the WHO was sought. Only three days 
after the first cases were identified, a pandemic alert was issued, and ten days 
later, a national emergency was declared (Córdova-Villalobos et al., 2009, 
p. 2). Following the pandemic alert, all activities in federal public administra-
tion (except strategic activities), mass public events, and classes throughout 
the country were suspended.4 In addition, Mexico sought regional coordi-
nation with its main trading partners, the United States and Canada, and 
sent virus samples to the US Centers for Disease Controland Prevention and 
the Winnipeg Laboratory in Canada (Córdova-Villalobos et al., 2009, p. 2; 
Hernández-Ávila and Alpuche-Aranda, 2020).

The disparity in the perceptions of the threat and the sense of urgency 
between Mexico and the WHO to overcome COVID-19 negatively affected 
the collaborative handling of the crisis. The discrepancy was public since, 
on several occasions, the WHO has questioned the Ministry of Health of 
the Mexican government about its attitude towards COVID-19 (Sotomayor, 
2020), calling for the authorities to “take the pandemic seriously” (Morán, 
2020). Various media, inside and outside the country, have noted the lack of 
flexibility of the authorities in modifying their position, ignoring internation-
ally recognised scientific evidence and information, as happened with the 
proven importance of increasing the number of tests to contain the spread of 
the virus.5

The political and institutional gaps highlight the way Mexico and the 
WHO formulated and implemented actions and mobilised resources for 
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dealing with COVID-19. WHO’s strategic decisions and policy formulation 
are based on a universalist conception, which abstracts particularisms, which 
have been highlighted and studied in the literature as a pathology or organi-
sational dysfunction (Barnett and Finnemore, 1999). However, despite this, 
countries adopted or adapted some WHO’s recommendations to control the 
acute stage of the pandemic. Southeast Asian countries, for example, adopted 
the proposal to identify, trace, and isolate cases, applying sophisticated track-
ing technologies and mechanisms, while others acted contrary to the IHR by 
closing borders and preventing the flow of goods and people. In short, the 
basic WHO’s recommendations for pandemic control were (i) containment 
(breaking the chain of contagion); (ii) early identification (mass testing); (iii) 
tracing (surveillance and monitoring); and (iv) isolation of cases.

In Mexico, strategic decisions were affected by the complex economy 
versus health dilemma. Certainly, the economy had been stagnant since the 
third quarter of 2018 (Martínez, Torres and Orozco, 2020, p. 10), with pov-
erty levels of 49.5%, equivalent to 61.7 million people (CONEVAL, 2018). 
However, the impossibility of adjusting national policies to WHO’s recom-
mendations can be explained largely by populism, a policy of fiscal austerity, 
and the government’s priority to continue with costly construction projects 
such as the Tren Maya, the Felipe Angeles International Airport, and the 
Dos Bocas refinery (Cruz Reyes and Patiño Fierro, 2021, p. 35). This situa-
tion explains (although it does not justify) that instead of containment, the 
government has adopted a mitigation policy with a low economic cost, which 
resulted in the refusal to apply massive tests for early identification of cases 
or, in the decision to lift the only national confinement that, for a month and 
a week, suspended all non-essential economic activities as well as face-to-face 
education, just when the contagions began to increase (Ximénez-Fyvie, 2021, 
p. 96; UCSF, 2021, p. 59). For most of the pandemic, isolation and quaran-
tine policies were voluntary, justified on the grounds of the defence of human 
rights and freedoms. Advocacy, however, was not accompanied by signifi-
cant economic support from the federal government for economically vulner-
able individuals and groups. As an ECLAC study shows, the fiscal and social 
protection response in Mexico was the most limited within Latin American 
countries and the world (Blofield, Giambruno and Filgueira, 2020). Mexico 
would also be the only country that would not implement support meas-
ures to address the social and economic deterioration of the pandemic in 
the migrant population (Vera-Espinoza et al., 2020), even though the WHO 
urged governments to aid migrants, stateless persons, internally displaced 
persons, and refugees.6

Contrasting sharply with the WHO’s political-strategic focus on contain-
ment policies such as active surveillance, early detection, isolation, case man-
agement, and contact tracing, Mexico opted for mitigation strategies. These 
were “epidemiologically” rationalised based on the perceived inevitability of 
the pandemic and a miscalculated belief that promoting widespread infection 
would lead to a form of “herd immunity” (Sotomayor, 2020; Ximénez-Fyvie, 
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2021, p. 96; UCSF, 2021, p. 59). Politically, this approach manifested in a 
form of medical populism (Lasco and Curato, 2019), characterised by entrust-
ing doctors, particularly public officials under presidential command, to lead 
the response. This stance positioned them against independent experts and 
specialists who questioned the scientific validity of governmental decisions 
(Renteria and Arellano-Gault, 2020, p. 175). Moreover, these officials often 
openly questioned the scientific information provided by the international 
community and the WHO specifically.

This medical populism is indicative of a broader political strategy, marked 
by centralised and discretionary decision-making subordinated to the execu-
tive branch (UCSF, 2021, p. 55). Despite constitutional mandates assigned to 
the General Health Council, the highest health policy collegiate body with 
decision-making authority during health emergencies, it was sidelined. The 
president delegated the responsibility of directing the pandemic response to 
the Undersecretariat of Prevention and Health Promotion, a unit within the 
Secretariat of Health directly under presidential control. This crisis man-
agement model resulted in policies being determined by a group of officials 
politically and administratively subordinate to the president without input or 
scrutiny from independent technical experts (UCSF, 2021, p. 55).

This governance model facilitated discretionary decision-making steeped 
in political motivations, eschewing scientific deliberation and obstructing 
coordination with pivotal stakeholders (UCSF, 2021, p. 57). Notably, it over-
looked insights from Mexican chemist and Nobel Laureate Mario Molina 
regarding the airborne transmission of the virus (Morawska and Milton, 
2020; Zhang et al., 2020). Similarly, it disregarded the recommendations 
of former health secretaries advocating for an increase in testing and a uni-
fied coordination strategy nationwide (Chertorivski et al., 2020; Vera, 2020). 
This approach culminated in dire outcomes, including the highest global mor-
tality rate of healthcare workers due to COVID-19 by year’s end. The presi-
dent’s actions, which often contradicted WHO’s guidelines on mask-wearing 
and social distancing, not only downplayed the gravity of the emergency but 
also projected a narrative of inconsistency and neglect towards the nation’s 
commitments.

The influence of the executive was further exemplified by the involvement 
of the armed forces. While the Mexican military has a long-standing tradi-
tion of aiding civilians in disasters and emergencies, and their participation 
through Plan Marina and DN-III was crucial in addressing the crisis—pro-
viding specialised medical staff, activating military hospital units, manag-
ing voluntary isolation centres, ensuring hospital security, and handling the 
transportation and storage of supplies, among other tasks (Cruz Reyes and 
Patiño Fierro, 2021, p. 20)—a political undertone was evident in the man-
agement of these efforts.

The normative gap was also present in the interaction between the 
responses of Mexico and the WHO. Pandemic containment is a global norm 
derived from the IHR, and the different warnings from the WHO about the 
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mismanagement of the pandemic in Mexico should be understood as a mech-
anism of “shaming” or “embarrassment,” due to its non-compliance with 
the norm. According to the IHR, states acquire the obligation to adopt struc-
tural and capacity-building measures that will contribute to the objective of 
preventing, protecting, controlling, and providing a public health response 
to the spread of a disease (WHO, 2005). Article 5 establishes that each state 
must develop, strengthen, and maintain the capacity to detect, manage, 
notify, and report IHR-related events and respond in a timely, effective man-
ner to public health risks and emergencies of international concern (WHO, 
2005). At the national level, preparedness measures include the establish-
ment and operation of an emergency response plan with containment and 
control mechanisms and the establishment of a national IHR liaison body 
(WHO, 2005).

In this respect, Mexico submitted a report on its capacities to the WHO 
in 2020, and it acknowledged that its response capacity to zoonotic events 
was below the world average (WHO, 2021). The percentage for other indica-
tors was as follows: 100% in coordination with IHR, focal point, and with 
the surveillance system; 87% in national emergency structure and provision 
of health services; 80% in legislation and financing, human resources, food 
safety, risk communication, points of entry, chemical events, and radiation 
emergencies (WHO, 2020a). Unfortunately, these indicators did not effec-
tively translate into pandemic management, which would invite a review of 
the indicators analysed and their veracity.

The compliance gap was also noticeable since the WHO lacks mecha-
nisms to enforce compliance. It does not have peer-review mechanisms, 
nor is it authorised to send on-site inspection and verification teams, as the 
International Atomic Energy Agency does, to determine whether the capac-
ity reports submitted by states reflect the actual situation (Bartolini, 2021; 
Gostin, Moon and Mason, 2020).

The interaction between the Mexican government and the WHO for deal-
ing with the pandemic therefore reveals governance gaps in all areas. This 
shows that the actors failed to harmonise their interests or reach a consen-
sus on the nature of the problem or the control mechanisms, especially the 
WHO’s recommendations regarding mass testing, case tracking and monitor-
ing, and the emphasis on containment rather than mitigation.

The disagreement between Mexico and the WHO was not absolute. Mex-
ico did join the COVID-19 Tools (ACT) Accelerator, the time-limited intera-
gency coordination initiative promoted by WHO to socialise the cost and 
economic risk in the research and development of treatments and vaccines 
(Eccleston-Turner and Upton, 2021, p. 427). With an economic contribution 
of US$850,000, out of a basket of US$17.9 billion (SRE, 2020), Mexico was 
admitted to the COVAX facility, one of the four pillars of the accelerator, and 
purchased 51.1 million doses to immunise 25.75 million people, as well as 
joining the vaccine production circuits (SRE, 2021a, 2021b).7 The COVAX 
facility is financed with donations from rich countries and advance purchases 
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of vaccines to encourage laboratories and research centres to invest and 
research diagnostic tests, effective treatments, and vaccines. COVAX prom-
ised to offer vaccines at affordable prices to cover 20% of the population of 
each country. From a governance point of view, the accelerator demonstrates 
the ability to mobilise networks (Lee and Piper, 2020).

Other initiatives implemented by the WHO, which sought to establish 
semi-structured spaces for collaboration, included, for example, the devel-
opment and free distribution throughout Latin America of Go. Data, a 
type of software for tracking and monitoring cases during epidemic out-
breaks8, and the electronic platforms—COVID-19 Partners Platform9, 
COVID-19 Intra-action Review, COVID-19 Supply Chain Network10, WHO 
(COVID-19) Disease Dashboard, etc.—designed to support governments in 
their purchase, logistics and financial resources, in addition to linking them 
directly with foundations, laboratories, and companies.

The disparity between the political interests and interpretations regarding 
COVID-19 and the urgency of responses made the challenge of collective 
coordination extremely complex. The WHO cannot impose itself on govern-
ments, but they require information, knowledge, and collective cost-sharing 
mechanisms to deal with transnational crises. Thus, navigating a worldwide 
health crisis in the absence of coordination mechanisms and instruments with 
global actors with no coordination between policies, rules, and knowledge 
also affects the real possibilities of domestic control.

Mexico was one of the countries most affected by COVID-19 and one 
of the countries with the highest excess mortality (El Informador, 2022; 
UCSF, 2021). Various analysts maintain that COVID-19 could never be 
controlled, meaning that Mexicans did not experience the process in waves 
with clearly identified peaks and troughs and instead remained in a situa-
tion in which it was not possible to “flatten the curve.” The lack of coor-
dination with the WHO’s crisis management system does not fully explain 
this situation because, in addition to the economic problems, the Mexi-
can population suffered from pre-existing health problems such as obesity, 
diabetes, and other chronic diseases that aggravated cases. However, the 
discrepancy between the WHO and its epistemic networks also affected 
domestic governance.

Final Thoughts

It would seem evident that to address transnational health crises like 
COVID-19, governments would be willing to coordinate not only with 
internal actors but also with external ones. It would seem logical that to 
strengthen their response capacity to the crisis, they would be open to receiv-
ing information, knowledge, assistance, and resources from multiple actors, 
especially from international organisations understood as impartial, techno-
cratic, and specialised entities. However, the case presented in this chapter 
shows that this was not necessarily the case.
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The relationship between the Mexican government and the WHO in man-
aging the pandemic shows that what ultimately prevailed was a pattern of 
political disagreement, characterised by distrust, questioning, and permanent 
confrontation. Thus, instead of reaching a shared understanding of the crisis 
(its nature, severity, dimensions, etc.) and of the possible actions to control it, 
the Mexican government politicised its relationship with the WHO—brand-
ing it as intrusive and an instrument of the great powers—hindering reason-
able minimum collaboration and eluding the logics of governance based on 
knowledge and the best information available. Governments are not obliged 
to adopt WHO’s recommendations. The International Health Regulations 
only commit them to report annually on the state of their response capaci-
ties, alert a possible international public health emergency, and not to close 
borders or obstruct the exchange of goods and services in an emergency con-
text. However, the rejection by the Mexican government was so visible and 
obstinate that it even ventilated a national policy full of false and pseudosci-
entific epidemiological arguments, which continue to be questioned by the 
expert community both inside and outside the country. Despite the scien-
tific evidence and better understanding of the virus that developed over time, 
in Mexico, these explanations were neither accepted nor did they alter the 
course agreed upon for the management of the pandemic, resulting in a huge 
number of deaths.

Populist governments often distrust technical experts, question the validity 
and neutrality of scientific information, and attack international organisa-
tions for their intrusive tendencies. And certainly, organisations are not neu-
tral actors, devoid of agency; they have interests, define their tasks, and adopt 
strategies that were not previously agreed upon by states. They offer inter-
pretations, propose tasks that correspond to their technical expertise, and 
present themselves as apolitical actors without necessarily being so. While 
the populist reaction of a country like Mexico is not necessarily the fault of 
an organisation like the WHO, however, one thing is clear: In the face of the 
populist onslaught that many countries in the world are suffering, interna-
tional organisations need to adapt their discourses and strategies. How then 
could an organisation like the WHO support the response to the pandemic 
crisis when, de facto, it is rejected by populist governments?

The governance gaps reviewed in this chapter, specifically knowledge, 
policy, and institutional gaps, highlight the fact that the Mexican govern-
ment deliberately sought to position itself against the WHO to strengthen 
arguments for internal political control. These governance gaps did not allow 
for the creation of mechanisms, policies, tasks, and actions to reduce uncer-
tainty. Without a common understanding of the problem and a shared sense 
of the threat, it was not possible to outline a roadmap and pool efforts, assign 
tasks, and share costs to control the phenomenon.

The failure to achieve a common understanding of the problem led 
the Mexican government to reject many of the policies and recommenda-
tions of the WHO aimed at containing the virus and breaking the chain of 
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transmission. Instead of containing the virus spread through early detection 
mechanisms such as mass testing, distancing and mask-wearing, surveillance, 
monitoring, and confinement proposed by the WHO, a mitigation policy was 
adopted that left the population to resolve many of the dilemmas imposed by 
the pandemic on its own. Mitigation was a less costly policy (economically) 
as it avoided investment in mass COVID-19 detection tests or terms of pro-
longed confinement, but it was politically advantageous as it positioned the 
government in a different argumentative position, centred on the idea that 
contagion was inevitable and that it was necessary to wait until “herd immu-
nity” was reached. Unfortunately, this epidemiological approach had net 
negative effects and led to the country not “flattening the curve” of infections, 
resulting in tens of thousands of preventable deaths. However, the govern-
ment achieved its objective: to continue polarising society and undermining 
various institutional logics of checks and balances, all to stay in power.

Although the information provided by the WHO cannot be considered 
neutral and apolitical, various political calculations led the WHO to take dif-
ferent decision-making channels and policies in a situation of emergency and 
high uncertainty. This meant that at various times it was also not able to pro-
vide consistent and accurate information. What is certain is that the WHO 
was able to provide information coming from specialised instances, inhab-
ited by doctors, epidemiologists, and pandemic experts. It is also true that, 
with its flaws, it provided information and proposed policies based on the 
learning of the network of organisations and governments around the world. 
The WHO is, with all its flaws and limitations, a space for linking hundreds 
of scientists working in research institutes, public and private laboratories, 
and organisations with economic and technological resources to propose 
responses in an open and transparent manner. From the WHO, very impor-
tant information was launched about the nature of contagions, training was 
offered through online workshops, specialised protocols were developed for 
health service personnel, infographics for the population, monitoring plat-
forms, donor platforms, and platforms to access markets. The monitoring 
and tracking of the pandemic, as well as the transparent and open movement 
of information, allowed for adjusting policies and reviewing decisions.

In Mexico, decisions were taken within a small group of public officials 
and medical officials who rejected the evidence and were absolutely unwilling 
to change their decisions so as not to contradict the country’s president. They 
politicised their positions, rejecting information coming from independent 
doctors and experts, preferring to feed their own ambitions. With this cen-
tralised decision-making model, the institutional governance gap with the 
WHO was also widened.

In cases of crisis, the WHO activates an incident management mechanism 
with contacts at regional and national levels. Through contact points, the 
WHO usually helps in identifying needs, resources, and essential mecha-
nisms to prevent the collapse of health systems and design response plans. 
As such, the WHO does not have the capacity to respond for governments 
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but can complement and strengthen their response through information, 
logistical support, access routes to markets for scarce goods, linking with 
donors, direct assistance from foreign doctors, as well as creating coalitions 
and resource pools to address the phenomenon and mitigate its effects on 
vulnerable populations.

Populist governments tend to politically exploit attacks on expert knowl-
edge to strengthen their political goals of control, in this case, for example, 
through exaggerating arguments in defence of national sovereignty. This 
argument limits possibilities for collaboration and coordination and attempts 
to ensure impunity and little accountability for the real effects caused by an 
emergency. In Mexico, the presence of the armed forces also played a role in 
the centralisation and control of decision-making and coordination mecha-
nisms. Indeed, the armed forces often play a key role in managing emergen-
cies such as earthquakes or floods, so it is not surprising that they were at 
the forefront of the response. However, what should be studied is the way in 
which the army also affected coordination with PAHO and WHO.

In summary, the case demonstrates that there were governance gaps 
between the Mexican government and the WHO. The government rejected 
the organisation’s interpretations and recommendations for managing the 
pandemic, enduring public controversy in order to position itself politically 
and justify its increasingly centralised decisions that strengthened executive 
power.

On a positive note, it can be observed that the WHO has made notable 
gains in global cooperation mechanisms like the Vaccine Accelerator and 
COVAX. These initiatives were innovative, showcasing WHO’s historic abil-
ity to rally governments and various actors in temporary, horizontal, and 
semi-structured collaborative frameworks. For instance, COVAX is a coali-
tion of actors co-led by CEPI, Gavi, and the WHO, with UNICEF playing 
the role of the implementing actor. Furthermore, WHO plays a critical role 
in managing vaccine distribution through its Global Allocation Framework. 
This framework aids governments in developing national vaccination strate-
gies and infrastructure. It utilises tools such as the COVID-19 Vaccine Intro-
duction Readiness Tool and the VIRAT Dashboard Platforms, along with the 
PAHO Regional Platform for Access to Innovation for Health Technology. 
Similarly, the Health Connector, a joint venture led by Unitaid, the Wellcome 
Trust, the Global Fund, the World Bank, and the WHO and supported by 
the Global Financing Facility for Women, Children, and Adolescents, serves 
to highlight WHO’s commanding presence in regulatory policy (WHO, 
2021, p. 6).

The WHO demonstrated a capacity that extends beyond its technical 
expertise: the ability to foster cooperation among countries, private organisa-
tions, and academic communities through soft governance strategies known 
as orchestration. This approach has historically been successful in pooling 
resources and forming coalitions with diverse stakeholders. Through these 
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methods, the WHO encourages collaboration among actors in a decentral-
ised and horizontal fashion, without prominent or obvious hierarchies. The 
participation of the Mexican government in these initiatives raises important 
questions. Could these horizontal action frameworks be more resilient to 
politicisation and challenges from populist governments? Do they provide 
more cost-effective coordination strategies for governments when interacting 
with external actors? Furthermore, the pandemic has underscored the neces-
sity for international organisations to re-evaluate the foundations of their 
legitimacy in an increasingly politically polarised world. In such a context, 
neutrality or mere expertise alone is insufficient. There is a growing need to 
emphasise the value of knowledge, transparency, and more horizontal forms 
of governance to effectively address international challenges.

Notes

	 1	 This behaviour is not exclusive to the WHO; many organisations address com-
plex problems by developing inter-organisational cooperation strategies through 
dyads, triads, or specific fields (Biermann and Harsch, 2017; Koops, 2017), 
hybrid structures (Abbott and Faude, 2021; Cornforth and Spear, 2010), nested 
structures (Blavoukos and Bourantonis, 2017), and meta-organisations (Ahrne 
and Brunsson, 2005), among many other forms of action.

	 2	 The regional areas of GOARN include the following: the Americas Regional Office 
(AMRO), comprising 14 partners and eight networks; the Africa Regional Office 
(AFRO), with eight partners and four networks; the Eastern Mediterranean Regional 
Office (EMRO), with six partners and three networks; the European Regional Office 
(EURO), with 61 partners and 17 networks; the South-East Asian Regional Office 
(SEARO), with 14 partners and three networks; and the Western Pacific Regional 
(WPRO), with 50 partners and five networks (Mackenzie et al., 2018).

	 3	 This happened with the “Sentinel” surveillance model that provides estimates and 
general figures of infected people with severe symptoms who are admitted to hos-
pitals yet proved unsuitable for detecting new diseases such as COVID-19, with 
high rates of asymptomatic cases (Ramírez, 2020).

	 4	 Contrary to 2020, these measures were delayed, and in fact various states such 
as Jalisco, Guanajuato, Yucatán, Michoacán, Tamaulipas, Sonora, Nuevo León, 
Tlaxcala, Colima, and Veracruz unilaterally cancelled classes and began to imple-
ment their own response actions (Cejudo, 2020; Cejudo et al., 2020).

	 5	 Only 39 tests were performed per thousand people nationwide during the first year 
of the pandemic (UCSF, 2021, p. 86; Hellewell et al., 2020; Liang et al., 2020).

	 6	 Mexico, together with Argentina, Bolivia, Brazil, Chile, Colombia, Costa Rica, the 
Dominican Republic, Ecuador, Panama, Paraguay, Peru, Trinidad and Tobago, 
and Uruguay, was considered a country affected by the Venezuelan refugee crisis 
and entered the humanitarian response plan that contemplated helping 4.5 million 
migrants and displaced persons (WHO, 2020a, pp. 29–32; ONU México, 2020).

	 7	 Mexico has received and packaged over 60 million doses since the start of the 
pandemic, and it is estimated that this figure will have reached 70 million by 
mid-July, which has made it possible to send vaccines, produced in collaboration 
with Argentina, to Paraguay, Belize, Bolivia, El Salvador, Honduras, Guatemala, 
and Jamaica. Packaging has been conducted at the Drugmex plant in Querétaro, 
Liomont Laboratories in the State of Mexico, and the state-owned Birmex has 
started packaging tests for the Russian Sputnik V vaccine (SRE, 2021a).
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	 8	 For further information, see www.who.int/godata. Mexico joined this initia-
tive in March 2020, through a workshop for health officials www.paho.org/es/
noticias/2-3-2020-inician-mexico-puesta-marcha-godata-america-latina-tool- 
to-investigate-0.

	 9	 Platform comprising 120 countries and 80 donors that evaluates the implementa-
tion of the response pillars as well as the financial or technical needs of countries.

	10	 Portal for the supply market that linked commercial agencies and supply centres 
for respirators and protective equipment.
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Introduction

Pandemic responses require an efficient provision of global public goods 
through collective action with high levels of cooperation. With this goal, the 
current system of global health governance (reformed after the outbreak of 
SARS in 2003) has tried to implement changes for better international pan-
demic preparedness and response. The updated International Health Regula-
tions (IHR) (WHO, 2008) approved by the World Health Assembly in 2005 
are at the centre of this system. Although the revised 2005 IHR brought 
a more coherent approach, the governance system is still fragmented, with 
severe gaps and deficiencies that hinder a coordinated and efficient response 
to COVID-19 (WHO, 2021c).

The 2005 IHR was, for the first time, implemented in 2009 to respond to 
the H1N1 influenza pandemic. Since then, the regulations have shown their 
limitations. With COVID-19, the international response exposed severe con-
straints in a poorly coordinated, disjointed global system with many national 
and individual responses.

International relations scholars have tried to explain why and how global 
problems such as pandemics shape international cooperation. Their research 
has yielded a set of theoretical and empirical concepts based on global gov-
ernance, where different actors and mechanisms participate, such as inter-
national organisations, networks of professionals, and non-governmental 
organisations (NGOs), among others (Deacon, 2007; Haas, 1992; Jenson, 
2010; Ruggie, 1998). Embedded in the fundamentals of global governance, 
transnational administration closely analyses how these actors are involved 
in the global policy process and its implementation (Legrand, 2015; Stone 
and Ladi, 2015).

Embedded in these theoretical concepts, this chapter presents an analysis 
of the role of epistemic communities and their engagement in the international 
dissemination of ideas in the case of Mexico’s response to the COVID-19 pan-
demic. The central argument considers that pandemics’ global health govern-
ance system has configured various epistemic communities as dissemination 
mechanisms of ideas based on scientific evidence. They promote cooperation 
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and collaboration to respond to pandemics and implement agreements and 
standards created within the World Health Organization (WHO), such as the 
2005 IHR. These groups can influence the implementation of global policies 
through their specialised experience and knowledge, helping to justify and 
support decisions made at the national level (evidence-based policy), partly 
due to their members’ position in the policymaking process at the national 
and global levels. Their influence, however, is inconsistent and difficult to 
predict since their connection to this process is not always clear. Additionally, 
they are not isolated from political influence (Legrand, 2015; Sending, 2019; 
Spath, 2005), which affects their legitimacy.

This analysis explores why epistemic communities have failed to dis-
seminate global policy recommendations to manage the COVID-19 pan-
demic. It hypothesises that although central in the decision-making process 
during the COVID-19 emergency, epistemic communities have had to 
contend with the increased politicisation of some of their key members, 
causing weaknesses and fractures in their networks’ internal structures and 
thus affecting their ability to promote the adoption of global recommenda-
tions at the national level. As this book underscores, these actors were not 
isolated from political influence and, in cases like Mexico, contributed to 
constructing a narrative where politics and personal agendas downplayed 
the risk of the outbreak.

The first part of the chapter introduces the analytical framework to 
examine the research question. It presents a model to operationalise epis-
temic communities as a causal mechanism that influences decision-making to 
understand how politics comes into play. The second section discusses epis-
temic communities and the participation of transnational networks in global 
health. The third section explores the case of Mexico and the response to 
COVID-19 as a test case of the theoretical framework, a methodology com-
monly used in epistemic community theory (Alexander and Bennett, 2005; 
Davis Cross, 2013; Haas, 2015, p. 7; Karlsson, 2004). The last section offers 
concluding remarks.

Theoretical Framework: Global Governance and Expert Networks

Within constructivism, knowledge is a variable that affects state behaviour 
(Haas, 2004). Collective action at the international level results from the 
different learning processes and how states adopt and use policy models 
(Kurowska and Kratochwill, 2012; Haas, 2004; Underdal, 1998). Govern-
ments will adopt and implement internationally prescribed policies to the 
extent that they are compelling models for powerful actors and can persuade 
others (Wendt, 1992; Weyland, 2006). There is an interaction between policy 
diffusion, policy convergence, and the dissemination of ideas. Policy diffusion 
explains which policies, institutions, and ideas of a particular political system 
are adopted in another political system (Stone, 2008) and communicated 
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through specific channels (Berry and Berry, 2007; Stone, 2012). Policy con-
vergence facilitates the adoption and implementation of international actions. 
States may adopt and implement internationally prescribed policies when 
these alternatives have previously worked somewhere else under similar cir-
cumstances (Berry and Berry, 2007; Stone, 2012; Wendt, 1992; Weyland, 
2006). Dissemination of ideas implies a transfer by which certain institutions, 
policies, or knowledge (applied at one time and/or place) are used to develop 
institutions or policies elsewhere (Dolowitz and Marsh, 1996; Evans, 2004; 
Stone, 2012).

In this context, global governance is defined as a set of arrangements 
adopted by state and non-state actors to promote collective action, achieve a 
common goal, and produce public goods to solve global problems (Dodgson 
and Lee, 2002; Frenk and Moon, 2013; Zacher and Keefe, 2007). There-
fore, global governance is “a layered and complex system of independent and 
interdependent ideas, interests, institutions, actors, movements, and relations 
that perform governance functions” (Lennox, 2008, p. 7).

Under this non-traditional paradigm of the international system, the 
process of global politics, rather than the nation-state, is the independ-
ent variable of study (Stone and Ladi, 2015, p. 852). The role of interna-
tional organisations as makers of ideas, political networks, and, in general, 
non-state actors is essential in shaping results (Deacon, 2007; Haas, 1992; 
Haas, 2015; Jenson, 2010). These actors’ interactions are central to learn-
ing and influence (Lennox, 2008). The global governance system provides 
an arena where technical and efficient solutions are sought, leaving aside 
politics and focusing on common solutions that benefit all people (Spath, 
2005, p.  38). Policy outcomes are based on information, knowledge, and 
ideas (Haas, 1992; Haas, 2004), while transfer occurs at a broader level via 
different routes, such as expert networks (Stone, 2012, p. 485). Therefore, 
the construction of policies based on scientific evidence and experts within 
the global governance system is crucial to efficiently implementing policies 
that address problems in specific fields.

Among these groups of experts, the epistemic community stands out, 
defined as “a network of professionals, from a variety of disciplines and back-
grounds, with recognised experience and competence in a particular area and 
who are considered policy-relevant authorities within that domain or sub-
ject area” (Haas, 1992, p. 3). Epistemic communities are networks of pro-
fessionals and experts in a specific field of policy/knowledge (Haas, 1992). 
These professionals share notions of validity, a common language and cul-
ture (Morin, 2014), normative beliefs, causal beliefs, epistemological criteria, 
and a mutual understanding of policies (Haas, 1992). They connect actors 
and transmit information (Karlsson, 2004; Keck and Sikkink, 1999), create 
inter-organisational alliances, and promote broad bonds among their mem-
bers. These experts connect with NGOs, governments, international organisa-
tions and their secretariats, epistemic communities in other fields and levels 
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(national and international), and different types of networks. Their ideas are 
transferred through international working groups, committees, or expert 
groups (Karlsson, 2004; Stone, 2012).

The assumptions behind the theoretical concept of epistemic communi-
ties, however, tend to be challenged by academics. Critics of epistemic com-
munities argue that without a clear definition of the causal mechanism that 
makes it possible to influence the policymaking process, it is hard to agree 
that these groups are responsible for successful cooperation outcomes. 
Besides, other elements are ignored, such as policymakers’ absolute demand 
for knowledge (Dunlop, 2009; Löblová, 2018) and the epistemic commu-
nity’s capacity to bargain and build alliances necessary for disseminating its 
ideas (Sebenius, 1992; Zito, 2018). To deal with this problem, scholars have 
proposed approaches such as distinguishing between external and internal 
characteristics (Ribhi Shawar, 2016), clearly defining a causal mechanism 
(Löblová, 2018, p.  161), and applying concepts of social network theory 
to explain specific attributes of these actors (Petersen, 2016). In addition to 
the problems with the methodology, a considerable number of researchers 
apply this approach only to successful cases (Davis Cross, 2013; Dunlop, 
2009; Löblová, 2018), and the identification of an epistemic community is 
not always clear since its definition is interpreted narrowly, referring most of 
the time only to scientists and technicians (Davis Cross, 2013; Morin, 2014), 
without identifying who the members are (Coronado, 2019) or their roles in 
the community.

To address these issues, first, it is central to understand the causal mech-
anism described in Haas’ definition to address these methodological and 
empirical problems. According to Löblová (2018), Haas’ concept has four 
main components: (1) the emergence of a group of experts (the epistemic 
community itself); (2) the pursuit of a policy goal that will be achieved 
through the dissemination of knowledge; (3) its members’ level of “penetra-
tion” in decision-making structures to influence from within and their access 
to spaces that allow them to influence policymakers to adopt the epistemic 
community’s knowledge and interpretation of the problem/solutions; and (4) 
the cost-benefit analysis made by decision-makers to adopt or not the epis-
temic community’s preferences (Löblová, 2018, pp. 164–165). The first two 
elements in this mechanism are the foundation of any epistemic community 
and correspond to its internal structure. The other two elements depend on 
external components since epistemic communities are embedded in the inter-
national system where international organisations and national governments 
are still the main actors (see Figure 3.1). The combination and interaction of 
these characteristics will translate into the epistemic community’s ability to 
influence international cooperation, which this research defines as the abil-
ity to convince a government to adopt global policies and recommendations 
to address the COVID-19 pandemic (Coronado, 2019). Nonetheless, this 
mechanism does not automatically lead to success and can be disrupted and 
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influenced by internal or external elements. Hence, an epistemic community’s 
success will depend on factors found in this process.

Second, it is essential to recognise the epistemic community’s members 
and, as a group, how its internal characteristics are essential to its level of 
success and its connections to other networks. In this regard, this research 
broadens the definition, referring to an “epistemic community network” as 
one or more groups of professionals embedded in the system of global health 
governance, connecting and interrelating its members through their common 
interest and understanding of a particular problem, sharing epistemological 
beliefs and principles (Coronado, 2019). For an epistemic community net-
work to exist, its members should share consensual knowledge (Haas, 1992; 
Hasenclever, 2000; Karlsson, 2004), leading to an informed joint action that 
can alter perceptions of the area of possible agreement (Haas, 1992; Sebe-
nius, 1992). Once it has been possible to generate consensual and usable 
knowledge about the policy problem and its possible solutions, it can be 
transmitted to decision-makers. As a network and cohesive group, the epis-
temic community affects the perceived area of a possible arrangement in that 
all members agree on the issue (Adler and Haas, 1992; Karlsson, 2004; Sebe-
nius, 1992).

However, since knowledge is constantly disputed, disagreements are 
common among experts. These disagreements can create rivalry within 
the network and other expert groups (Antoniades, 2003; Morin, 2014, 
p.  280). Rivalry influences policymaking, as contested knowledge is 

Figure 3.1 � Epistemic communities’ causal mechanism, created by the author based on 
Haas (1992) and Löblová (2018)
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difficult to translate into clear policies or actions (Haas, 2004; Morin, 
2014; Youde, 2005). In addition, the divergences among experts can 
affect the legitimacy of the decisions that derive from them since there 
will be more questioning about the transparency and legitimacy of the 
decision-making process.

The epistemic community must have consistent beliefs and a policy pro-
ject that resonates with other experts and people in general (Sebenius, 1992, 
p. 360). The power to persuade policymakers to adopt specific knowledge 
requires the epistemic community to show solid internal cohesion and 
professionalism. Internal cohesion provides the group with an episteme, a 
shared worldview derived from mutual socialisation and knowledge (Davis 
Cross, 2013, p. 147). The greater the homogeneity in values, perspectives, 
and sense of mission, the lower the conflict of interest. These characteris-
tics also make it less complicated for expert groups to reach and maintain 
agreements on the actions or policies that are most appropriate to solve 
a specific problem (Davis Cross, 2013; Sebenius, 1992), allowing them 
to build a common policy objective and influence the policy process to 
achieve it.

Epistemic community networks can influence international and domestic 
processes by shaping the interests and behaviour of other actors (Antonia-
des, 2003; Davis Cross, 2013). Experts can shape the political debate, pro-
viding justifications for alternatives and catalysing national or international 
coalitions in supporting selected policies and advocating for change (Weiss, 
Carayannis and Jolly, 2009). Therefore, they can “change the game” to set 
up possible solutions and bring states closer to the ideal outcome (Sebenius, 
1992). The ability of experts to position themselves as authorities on the sub-
ject and to be heard by decision-makers assumes that these groups of experts 
have some degree of power in world politics (Antoniades, 2003, p. 21; Haas, 
2004; Sebenius, 1992). Power and knowledge are generally competitive alter-
natives (Sebenius, 1992). However, knowledge is power, and expert groups 
can control it. Scientifically supported decisions may reflect hidden values 
as science incorporates implicit values that symbolise power and dominance 
(Haas, 2004).

The methodological complexity of the epistemic community concept 
requires thinking about it in a broader context. Transnational management 
proposes notions that connect the epistemic community network and its 
methods to mobilise and transform their expertise into policy outcomes. In 
this conceptualisation, global governance is an administrative action that 
focuses on the policymaking process rather than politics (Sending, 2019, 
p. 389). Governments engage in transnational administration when faced 
with problems of a global nature, where expert networks are essential to 
address these problems (Legrand, 2015, p.  206). This notion considers 
how global public policies are regulated, managed, and implemented by 
actors operating beyond the borders and jurisdiction of the nation-state 
(Legrand, 2015, p. 840). Hence, it identifies transgovernmental networks 
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as groups of experts and decision-makers who can mobilise resources and 
power within their territories (Legrand, 2019, p. 205), connected through 
a communication network that facilitates the transfer of ideas. Transgov-
ernmental networks have direct access to information and influence 
the decision-making process. They have direct contact with their peers 
nationally and internationally and collaborate across formal and informal 
methods to solve collective problems (Legrand, 2019, p. 201; Raustiala, 
2002, p. 1).

Transnational networks help to reduce the space between governments 
and international organisations, serving as a bridge in the governance system 
(Legrand, 2019, p. 212). Furthermore, they are instruments for exchanging 
ideas and information and coordinating policies without resorting to more 
formal mechanisms (Legrand, 2019, p. 212). They are experts in a field that 
spatially goes beyond traditional borders and can have normative objectives 
and values in common (Sending, 2019, p. 389). These networks have been 
essential for the influence of international organisations, either as members 
or as connecting gear to the governance system (Keohane and Nye, 1974, 
p. 55). Nonetheless, they can bring other problems since their informality 
leads to a lack of transparency and public participation with limited legiti-
macy in a democratic system (Skogstad, 2003).

In practice, epistemic community networks include different groups or 
subgroups of experts that align themselves around an identified policy out-
come and analyse it from different perspectives. Since the conceptual lines 
separating the epistemic community from a trans-governmental network are 
vague, this research integrates transgovernmental networks with the epis-
temic community network, especially in areas that need a high level of exper-
tise and knowledge for decision-making (see Figure 3.2).

The connection between epistemic communities and transgovernmental 
networks links the former directly with domestic politics. Epistemic com-
munity networks can influence the policy process due to the position of 
their members: as bureaucrats, diplomats, or national and international 
policymakers (Antoniades, 2003; Davis Cross, 2013; Sebenius, 1992). 
Their position also permits the consolidation of bureaucratic power and, 
within this, the ability to institutionalise their influence and insert their 
point of view within the political process, increasing the likelihood that 
their ideas will be disseminated and adopted in the decision-making pro-
cess (Antoniades, 2003, p. 32; Haas, 1992; Sending, 2019). Though it is 
not always clear how epistemic community members’ position warrants 
their influence, linking transgovernmental networks as a subgroup of epis-
temic community networks opens a space for the latter and connects them 
directly to the policy process. In this sense, epistemic community mem-
bers who are part of a transgovernmental network have more possibili-
ties to influence the global policy process and adopt global policies at the 
national level.
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Figure 3.2  Relationship epistemic communities and transgovernmental networks

Source: Author’s design

This connection, however, makes epistemic communities more suscep-
tible to political influences and interference, affecting their position as 
knowledge authorities since their performance in the global governance 
system is not independent of the dynamics of the nation-state. Although 
power and knowledge are generally treated as competitive alternatives and 
science and politics observe different principles, when epistemic community 
networks claim their role as authorities in an area of knowledge, they exer-
cise a type of power (Majone, 1989, p. 3; Sebenius, 1992). Therefore, the 
distributive consequences of science-based advice can be political (Haas, 
2004), which occurs in negotiations with political actors and governments, 
resulting in politics overshadowing scientific evidence (Cozzens and Wood-
house, 1995).

During the COVID-19 outbreak, it is possible to identify how these 
factors have affected epistemic community networks. There have been dif-
ferences within the international epistemic community network between 
those experts working with the WHO and those not directly affiliated with 
it. For instance, although airborne transmission of the virus was finally 
recognised as the primary method of contagion, it took some time to create 
policies adopting this evidence. In April 2020, experts in the field of “aero-
sol science” held a videoconference with Michael Ryan, head of the WHO’s 
Health Emergencies Programme, and Maria Van Kerkhove, technical lead 
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of the WHO’s COVID-19 response, and the Infection Prevention and Con-
trol Guidance Development Group (IPC GDG) (an expert group advising 
the WHO on infection containment; Lewis, 2022, p. 27). The expert group 
led by Lidia Morawska, an aerosol scientist at the Queensland University 
of Technology in Brisbane, Australia, presented the WHO’s expert group 
with evidence of aerosol transmission (Lewis, 2022, p. 26). However, after 
this meeting, the WHO did not change its recommendations. Given that 
the IPC GDG did not agree with this suggestion, in July 2020, 239 scien-
tists published a request to change the international strategy. They pre-
sented clear evidence of contagion through the aerosol effect in enclosed 
spaces. They asked the WHO to accentuate measures to mitigate transmis-
sion by these means, providing evidence that demonstrated COVID-19 
was spreading by air (Morawska and Milton, 2020). This public call for 
action was aimed at the WHO to review the evidence and modify its rec-
ommendations (Mandavilli, 2020). In August 2020, experts from the IPC 
GDG published a document stating that “Based on the scientific evidence 
accumulated to date, our view is that SARS-CoV-2 is not spread by the 
airborne route to any significant extent” (Conly et al., 2020, p. 1). The 
expert group collaborating with the WHO was not convinced that the 
evidence was conclusive enough to prove this type of transmission (Conly 
et al., 2020). The WHO gradually changed its perspective and introduced 
the term “airborne transmission for COVID-19” in 2021 (Lewis, 2022).

In the case of political influence, the pandemic has exacerbated people’s 
dissatisfaction with science and the evidence it produces, driven partly by the 
infodemic during the pandemic. Some governments ignored evidence-based 
recommendations, constraining the dissemination of experts’ advice (Flem-
ing, 2020; Horton, 2020). For instance, since the beginning of the epidemic 
in Brazil, national experts from the epistemic community faced challenges in 
implementing measures that originated at the global level. Former health min-
isters Luiz Henrique Mandetta (January 2019–April 2020) and Nelson Teich 
(April–May 2020) defended applying measures based on scientific evidence, 
confronting President Jair Bolsonaro’s stance on minimising the pandemic. 
Even though the former ministers were direct members of a transgovernmen-
tal network and the epistemic community, with the possibility of influencing 
decision-making to disseminate global policies, their recommendations were 
ultimately not accepted by the head of state, and they resigned from their 
positions (Hallal, 2021).

In the United States, something similar happened within the relationship 
between former President Donald Trump (2017–2021) and the scientists 
who made up the White House’s Coronavirus Task Force. There were signs 
of disagreement early in the pandemic, especially with the group’s leader, 
Anthony Fauci (Behrmann and Santucci, 2020). The latter, a renowned 
expert in infectious diseases with a very close link to the global epistemic 
community, was often questioned by the president for endorsing guidelines 
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derived from an international consensus but which did not resonate with the 
political interests of the then-president (Niel, 2021). Divergent perspectives 
ultimately caused Fauci to be often relegated and ignored, creating divisions 
among the country’s experts that affected the ability of the national epistemic 
community to influence policy. In this instance, the experts’ ability to dis-
seminate and transmit policies was reduced since evidence-based recommen-
dations from the global community did not resonate with political interests 
(Stevens, 2007).

In Mexico, the central case in this research, adopting global policies trans-
mitted and disseminated through the epistemic community network encoun-
tered similar problems. This argument will be expanded in the following 
sections.

Global Health Governance and Expert Networks in 
the Pandemic Response

Global health assumes that most public health problems are interdepend-
ent and must be addressed globally (Dodgson and Lee, 2002; Fidler, 2010; 
Frenk and Moon, 2013; Zacher and Keefe, 2007). In this system, interna-
tional institutions and norms are instrumental in creating a system of gov-
ernance that aims to reach and protect people worldwide (Lee and Fidler, 
2007; Youde, 2011). The current global health system has the WHO at its 
core. The organisation has worked as a technical actor to build an interna-
tional consensus on global health policy. It creates and disseminates guide-
lines and standards, engaging expert groups and committees to produce 
evidence-based knowledge. With these mechanisms, the WHO becomes a 
connector of experts, establishing and coordinating epistemic communities 
and trans-governmental networks in different spheres of global health (Cule-
bro, 2020).

Coordinating global public health measures is necessary for effective 
international responses to pandemics. The 2005 IHR provides agreed 
guidelines for that aim. In the process, experts become indispensable in 
applying the regulations that consolidate the definition of policies aris-
ing from global health governance. Experts with diverse backgrounds 
(diplomats, politicians, bureaucrats, scientists, epidemiologists, among 
others) and from different nationalities confirm outbreaks, carry out sur-
veillance, investigate cases, collect data, identify the population at risk 
through contact tracing, identify pathogens, develop therapies, and apply 
control and prevention measures (Condon and Patel, 2006; Kamradt-Scott, 
2013; McKee, Gilmore and Schwalbe, 2005; World Health Organiza-
tion, 2000). All of these are necessary steps to manage and respond to a 
pandemic.

Although the 2005 IHR does not explicitly mention networks of experts as 
actors, it allocates a primary role to them (World Health Organization, 2008) 
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and their advice. Scientific evidence is thus essential to support the implemen-
tation of the IHR during a pandemic.2 For instance, Article 12 of the 2005 
IHR defines an Emergency Committee (EC) as the central technical entity for 
assessing an outbreak. The EC has an advisory role to the Director General 
(DG) of WHO and will recommend whether an event should be declared 
a Public Health Emergency of International Importance (PHEIC). It also 
states that the WHO and its DG should consider scientific principles, avail-
able scientific evidence, and information for all different response components 
when assessing an outbreak. Article 47 stipulates that the DG must establish 
a “Roster of Experts” in all fields relevant to the 2005 IHR (World Health 
Organization, 2008, pp. 14–15). They will be called upon to participate in an 
EC when necessary. Article 49 states that the DG shall select from the list of 
experts who will be part of the EC based on “their field of expertise and expe-
rience most relevant to the specific event that is taking place” (World Health 
Organization, 2008, pp.  31–32). On the basis of these mechanisms, inter-
national actions and guidelines are determined and will be transmitted and 
disseminated by networks of experts at the international and national level.

Experts During COVID-19: Identification of the Epistemic Community 
Network

SARS-CoV-2 virus causes the “severe acute respiratory syndrome coronavirus 
2 (known as COVID-19).” Although new, it belongs to the coronavirus family 
identified by scientists in animals since the late 1930s. These include highly 
pathogenic viruses in livestock, laboratory animals, and pets (Drexler, Cor-
man and Drosten, 2014). For a long time, coronaviruses were not considered 
harmful to humans. Scientific and medical experts recognised the danger posed 
by these viruses with the severe acute respiratory syndrome (SARS) outbreak 
in 2002/2003 (Drexler, Corman and Drosten, 2014; Fuk-Woo Chan, Kar-Pui 
Lau and Chiu-Yat Woo, 2013). After SARS, other human coronaviruses were 
detected: the HCoV-NL63 and HCoV-HKU1 in 2004 and 2005, and in 2012, 
MERS-CoV. The Middle East respiratory syndrome (MERS-CoV) caused 
the first coronavirus outbreak assessed under the 2005 IHR (Drexler, Cor-
man and Drosten, 2014; Hilgenfeld and Peiris, 2013). MERS-CoV has been 
identified primarily in Middle Eastern countries, causing mild colds to more 
severe illnesses like SARS. However, some outbreaks have also shown a high 
mortality rate (Assiri, 2013; Lim, Lee and Rowe, 2013; WHO, 2013). Thus, 
although COVID-19 is new, it is part of a group of known viruses.

This antecedent is critical to recognising that before COVID-19 there were 
experts working on understanding these viruses. After the SARS outbreak, the 
WHO established the Coronavirus Lab Network, a group of 11 laboratories 
globally known as the first of its kind (World Health Organization, 2019). 
The network researched these pathogens, and part of its work was to develop 
a test for rapid virus identification (World Health Organization Multicen-
tre Collaborative Network for Severe Acute Respiratory Syndrome (SARS) 
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Diagnosis, 2003). This network helped advance the global understanding of 
coronaviruses, establishing an epistemic community’s foundation. Like other 
cases, the WHO has been a central actor in this epistemic community, acting 
as the group’s coordinator. The coronavirus epistemic community members 
have been part of the WHO’s body of expert advisors and have provided the 
organisation with information to confront other outbreaks.

When MERS-CoV emerged, people from this network participated in the 
core of the MERS-CoV epistemic community. Other groups in the epistemic 
community were: the Coronavirus Study Group (CSG) of the International 
Committee on Taxonomy of Viruses, which unified the scientific commu-
nity and research by agreeing on the new pathogen’s name (De Groot et al.,  
2013); the WHO MERS-CoV Research Group (The WHO MERS-CoV 
Research Group, 2013); the MERS Emergency Committee established in 
July 2013; and the group of experts participating in WHO’s technical consul-
tations on MERS-CoV, WHO Blueprint Programme (World Health Organi-
zation, 2018).3 The network, however, faced challenges, making it harder for 
it to consolidate its power to influence policymaking, and it did not strongly 
affect the international response. It could not position itself as a critical actor 
in the policymaking process (Coronado, 2019).

Even though the MERS-CoV outbreak signalled to the world the potential 
threat of these viruses, reaching fatality rates of 35% in 2019, the coronavirus 
epistemic community could not strengthen its influence within the WHO and 
other institutions. The problem was a lack of interest in researching SARS 
and similar viruses, along with problems to attract more funding (Condon 
and Patel, 2006).

The MERS-CoV epistemic community, as the predecessor of the current 
network in the context of the COVID-19 pandemic, provides the informa-
tion to characterise the epistemic community for the latter (see Table 3.1).

Table 3.1  Characteristics of COVID-19 epistemic community

Common interest Control COVID-19 transmission by implementing appropri-
ate health and non-health measures based on evidence and 
understanding of the characteristics of the virus.

Epistemological belief Given the high level of uncertainty, agreement on the 
urgency of the situation

Normative-principled Reduce the number of deaths and severity of cases.
beliefs

Causal beliefs Find the best methods to identify the novel virus and the best 
interventions, including vaccines and potential treatments, 
to reduce the number of deaths and other costs associated 
with the pandemic.

Notions of validity Shared norms, standards, and practices for identifying 
viruses and standardised methods to research and develop 
medical and non-medical interventions.

Source: Author’s own elaboration
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Therefore, the COVID-19 epistemic community included the WHO Emer-
gency Committee COVID-19 created by the WHO (WHO, 2022) and groups 
such as the following:

•	 Advisory Group on Therapeutics Prioritization for COVID-19
•	 CSG of the International Committee on Taxonomy of Viruses
•	 COVID-19 IHR Emergency Committee
•	 COVID-19 Infection Prevention and Control Guidance Develop-

ment Group
•	 GOARN
•	 Facilitation Council for the Access to COVID-19 Tools Accelerator
•	 Scientific Advisory Group on the Origins of Novel Pathogens
•	 Strategic Advisory Group of Experts on Immunization (SAGE)
•	 Technical Advisory Group (TAG) of Experts on Educational Institutions 

and COVID-19
•	 TAG on the COVID-19 Technology Access Pool
•	 TAG on COVID-19 Vaccine Composition
•	 Working Group on Ethics and COVID-19.

As a founding member of Pan-American Health Organization (PAHO) and 
the WHO and one of the WHO’s 15 largest financial contributors (World 
Health Organization, 2020h), Mexico had access to the work done by these 
expert groups, and experts from the country had the channels to be part of 
them. Therefore, the Mexican government connects to the international epis-
temic community, and transgovernmental networks can disseminate global 
decisions and policies. These connections are through two main mechanisms. 
First, Mexican experts are part of expert lists created by the WHO due to 
their positions in the national bureaucracy, since the organisation requests 
some of these experts to be appointed by governments. This includes the IHR’s 
National Focal Point (a technical area or person). Every six years, Mexico 
requests the addition of Mexican bureaucrats to the list of IHR experts; usu-
ally, these are officials working at the Ministry of Health. It should be noted 
that members on the IHR’s list may or may not be called upon to collaborate 
with WHO.

Second, other experts outside Mexican public administration are 
invited directly by the WHO (Redaccion Aristegui Noticias, 2020; Vil-
lamil, 2020). In some cases, they must be endorsed by the Mexican gov-
ernment. Table 3.2 shows various Mexican experts appointed to some of 
these expert groups.

During COVID-19, Mexico had no direct representatives in the Emer-
gency Committee. However, its main trading partners, the United States 
and Canada, did. The United States was represented by the Director of 
Migration and Quarantine of the Centres for Disease Control and Preven-
tion (CDC), while Canada initially participated with the head of the Public 
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Health Agency. Those countries provided direct access to Mexico’s policy 
process at the global level. Over the years, the Mexican government has built 
a meaningful working relationship in health with its North American part-
ners through transgovernmental networks. These include the North Ameri-
can Plan for Avian and Pandemic Influenza (Public Safety Canada, 2012) 
created after the SARS outbreak, the Global Health Security Initiative estab-
lished after the 2001 bioterrorist attacks in the United States, and a net-
work that has collaborated very closely with the WHO to develop policies 
for pandemic response.4 These mechanisms connect the region to the global 
health process, facilitating policy transfer and information dissemination in 
decision-making.

Although it is not possible to name all the experts linked to these net-
works, it should be noted that on June 11, 2020, Mexico appointed Hugo 
López-Gatell, the Undersecretary of Prevention and Health Promotion, as 
the leader of the national response to COVID-19, who was also included 
in the list of experts of the 2005 IHR under Article 47 (Redaccion Animal 
Político, 2020). The Undersecretary has extensive experience in the field; 
he was involved in the response to the H1N1 pandemic influenza in 2009, 
contributing to the review process of the global response to the disease (see 
Table 3.1) and directly collaborating with North America’s transgovernmen-
tal networks. Thus, he and other experts from the Health Secretariat were 
connected to the central global epistemic community.

In addition to this core group working within the federal government, the 
Mexican government convened a group of scientific advisors for COVID-19. 
Nonetheless, there is no clear information about who they were or how they 
were selected (Presidencia de la República Gobierno de México, 2020). Out-
side the national government, the third group of experts were primarily crit-
ics of the national strategy employed by the federal government, a group 

Table 3.2 � Mexican experts participating in epistemic communities and trans- 
governmental networks connected to the WHO

Expert Group Year

Dr. Gerardo Varela Member of the Influenza Centre Network 1952
Dr. José Ignacio Santos Global Initiative on Sharing Avian Influenza Data 2010

(GISAID)
Dr. Rogelio Pérez H1N1 Influenza Emergency Committee 2009

Padilla
Dr. Hugo López-Gatell Response Review Committee to H1N1 Influenza 2011
Dr. Julio Frenk WHO Interim Ebola Response Assessment Panel 2015
Dr. Ernesto Zedillo Panel COVID-19 2020

Sources: Payne (1953); World Health Organization (2011a, 2011b, p.  77); World Health 
Organization-Panel of Independent Experts (July 2015); World Health Organization (2022)
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that emphasised the lack of compliance with international recommendations 
(Chertorivski et al., 2020).

Therefore, Mexican experts are connected as members of a global epis-
temic community and a transgovernmental network, which, in theory, 
increases their ability to influence the adoption of global policies and rec-
ommendations at the national level. However, the next section will provide 
evidence that the Mexican response to COVID-19 did not always adhere to 
the guidelines proposed at the global level.

Mexico’s Response to COVID-19

COVID-19 Epidemic in Mexico at a Glance

The COVID-19 epidemic in Mexico was initially long and challenging to 
control. The country faced structural problems with fragmented and unco-
ordinated health systems and a lack of horizontality, while the government 
started an institutional reform based on an austerity policy and severe budget 
cuts for the health sector (Martinez and Nunez, 2021; Morales Fajardo and 
Cadena Inostroza, 2020; Orellana: 2020; Snake: 2020).

The complex epidemiological situation in the country contributed to the 
epidemic. In the early weeks of the pandemic, studies showed that the virus 
was more lethal in older adults and populations with comorbidities such as 
diabetes, obesity, and high blood pressure, characteristics present in Mexico’s 
population (Aragón-Nogales, Vargas-Almanza and Miranda-Novales, 2019; 
Caldera-Villalobos et al., 2020; Vargas-Vázquez et al., 2021). These circum-
stances created a dramatic scene with more than 4.5 million cases and more 
than 300,000 deaths over 24 months (Johns Hopkins University, 2020), the fifth 
highest worldwide, with a mortality rate fluctuating between 10% and 60%.5

Early in 2021, Mexico obtained a relatively fast supply of vaccines due to 
its agreements with different pharmaceutical companies and governments, 
providing the country with a comprehensive portfolio of vaccines. Therefore, 
Mexico had a better situation early in the vaccine race than most countries 
in the Global South, leading to decreased cases after the vaccination roll-out. 
However, a slowdown in the supply of vaccines and the upsurge of new vari-
ants of concerns (VOCs), notably Delta and Omicron, created more waves 
and an upswing in cases. By mid-August 2021, cases reached levels previ-
ously seen during winter 2020–21 (one of the worst waves) (Figures 3.3 and 
3.4) (Oxford University, 2020). With Omicron, in January 2022, case num-
bers saw new records, with more than 60,000 in one day (Oxford University, 
2020; World Health Organization, 2020e).

Although this trend was similar worldwide, after more than 24 months 
of the epidemic, positivity rates (the number of positive cases relative to the 
number of tests done) were consistently high, reaching 60%, one of the high-
est in the world. Mexico remained one of the countries that applied the least 
tests, with an average of 35 per 1,000 per day (compared to similar countries, 
like Japan, with 77 per 1,000 per day) (Oxford University, 2020).
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Government Response

On December 31, 2019, China officially notified the WHO of atypical pneu-
monia in Wuhan (Han et al., 2020; Lopez-Ortiz, 2020). Due to the evolution 
of the situation and following the 2005 IHR, the organisation called an Emer-
gency Committee (EC). On January 30, 2020, after the Second EC Meeting, 
the WHO’s DG declared the COVID-19 outbreak a PHEIC (World Health 
Organization, 2020f). On March 11, after weeks of sustained transmission and 
the emergence of more epidemics in different parts of the world (World Health 

Figure 3.3 � New cases per day with information from OurWorldinData.org 
(February 2020 to March 2022) (Oxford University, 2020)

Figure 3.4 � Daily COVID-19 vaccine doses per day and new cases in Mexico (Oxford 
University, 2020)

https://ourworldindata.org
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Organization, 2020f), the WHO concluded that the COVID-19 outbreak had 
reached pandemic status (World Health Organization, 2020b, 2020d).

Unlike the H1N1 influenza pandemic in 2009, when Mexico was the 
first to notify cases internationally, placing the country at the centre of the 
pandemic and the international response, Mexico did not have a predom-
inant position during COVID-19. Whereas the H1N1 pandemic forced a 
decision-making process where all levels of government worked together 
throughout the epidemic, the situation with COVID-19 did not trigger the 
same level of domestic collaboration.

The government’s initial response was cautiously preventive rather than 
aggressive. The first official meeting to discuss the outbreak was held on 
January 30 with the National Committee for Health Security and the WHO’s 
International Adviser on Health Emergencies (Secretaria de Salud Mexico, 2020). 
The first case was detected in the country on February 27 (BBC News Mundo, 
2020), and two more related cases were confirmed the following day. All these 
identified patients attended the same conference in Bergamo, Italy (BBC News 
Mundo, 2020), the country that was the pandemic’s epicentre during the first 
wave. Meanwhile, the Mexican government asked the population to be calmed, 
affirming that COVID-19 was a mild disease (BBC News Mundo, 2020).

Only after the WHO declared a pandemic on March 18, 2020, did the 
legal and extended cabinet members meet with the National Committees 
for Emergencies and Health Security, chaired by the Secretary of Safety and 
Citizen Protection and the Secretary of Health (Álvarez, 2020). The official 
response was announced the following day when the General Health Council 
(GHC)6 issued a decree recognising the epidemic in Mexico and publishing 
the response mechanisms to manage it (Diario Contra Réplica, 2020). Under 
this decree, the federal Secretary of Health assumed the national leadership, 
and on March 30, it presented to the GHC a package of health security meas-
ures to face the pandemic. The document also emphasised that the country’s 
actions would be based on information provided by WHO and international 
experts (Secretaria de Gobernación México, 2020).

The GHC’s role was active at the beginning of the pandemic, issuing a 
series of decrees published in the Official Journal of the Federation (Diario 
Oficial de la Federación). These included the following7:

•	 March 23, 2020, Recognition of COVID-19 as a disease of national 
concern

•	 March 30, 2020, Declaration of a national health emergency due to 
COVID-19

•	 March 31, 2020, Issuance of extraordinary measures to combat COVID-19
•	 May 14, 2020, Establishment of a strategy for reopening the economy and 

a four-tier colour-coded COVID-19 risk assessment scale

The GHC mainly addressed issues related to the functioning of the govern-
ment early in the epidemic, and there is no clear evidence that it played a 
more prominent role in the subsequent months.
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The Role of Epistemic Communities in the Adoption of Global Measures 
during the Response to COVID-19 in Mexico

According to studies on epistemic communities and transgovernmental net-
works, the presence of members of expert networks in a national government 
increases the likelihood of adopting and complying with policies and guide-
lines derived from global governance during a crisis such as the COVID-19 
pandemic. When the virus emerged, Mexico was connected to these net-
works. Therefore, disseminating global policies to respond to COVID-19 
was expected to reach a high level of decision-making, increasing their adop-
tion and implementation at the national level. Many of those connected to 
transgovernmental networks and epistemic communities were also directly 
involved in the government, playing a dual position as experts and bureau-
crats. For instance, the Undersecretary of Prevention and Health Promotion 
was appointed as the head of the national response. He used his expert posi-
tion to legitimise political decisions without prioritising global economic and 
public health policy recommendations (Culebro, 2020, p. 50).

At the same time, other expert voices emerged at the national level, ques-
tioning the government’s strategy. Among these experts, five former Secretar-
ies of Health, including former secretary Julio Frenk, an academic with an 
international reputation and highly connected to the global epistemic com-
munity, joined a group of renowned specialists as an opposition group (Cher-
torivski et al., 2020).

There was a belief before the COVID-19 pandemic that the legitimacy of 
scientific knowledge usually makes it widely accepted by society; however, 
the theory of epistemic community recognises that science can be politically 
motivated (Clark and Majone, 1985). In Mexico, a country amid political 
change, the president’s views dominated the decision-making process dur-
ing the pandemic, even though the Mexican laws had created the figure of 
the GHC for a health emergency as a more impartial and expert-guided 
decision-making instrument. Thus, at the beginning of the pandemic, the 
GHC endorsed experts to oversee emergency management and make recom-
mendations based on their scientific knowledge. However, the president set 
the tone and determined which actions were to be followed or not by the 
country. For instance, he decided to implement an early economic reopen-
ing, ignoring guidelines published on May 12, 2020, by the WHO, which 
established that an epidemic was controlled when a positivity rate (the num-
ber of positive cases in relation to the number of tests done) reached below 
5% (World Health Organization, 2020c). In Mexico, however, the end of the 
National Day of Sana Distancia on May 30, 2020, meant a gradual economic 
reopening of the formal sector—since social distancing was not imposed at 
the individual level (Anda-Jauregui, 2020). At the same time, positivity rates 
fluctuated between 40% and 60%, with just a few brief moments flattening 
the cases’ curve (Oxford University, 2020). Many blamed the president for 
not allowing stricter confinement measures to be established and for mak-
ing constant statements minimising the pandemic since the beginning (AFP 
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Ciudad de Mexico, 2020). In February 2020, he declared that Mexicans 
should continue to visit restaurants, contrary to international guidelines 
(Burki, 2020).

The experts working for the government and critical actors connected to 
the national epistemic community with the international one had implicitly 
accepted the president’s actions over global recommendations, as the follow-
ing analysis of specific policies will illustrate.

Testing

Testing has been one of the key measures to control the pandemic. The 
WHO stated, “Diagnostic testing for SARS-CoV-2 is a critical component 
to the overall prevention and control strategy for COVID-19 (World Health 
Organization, 2021a).” Together with contact tracing and isolation of 
cases, this strategy has been crucial to breaking transmission chains (World 
Health Organization, 2021b). Testing became an essential component of 
the international measures recommended by the WHO. On March 16, 
2020, the WHO’s DG mentioned during a briefing the phrase “test, test, 
test” as a necessary strategy to deal with the pandemic and to control the 
spread of the virus, pointing out to countries with more widespread out-
breaks of the need to carry out more tests (World Health Organization, 
2020c). In addition, experts started publishing about the importance of 
testing for controlling the epidemic (Araz et al., 2020; Mercer and Salit, 
2021; Rosenthal, 2020), reinforcing the WHO’s guidance with scientific  
evidence.

Nonetheless, there were limited capacities worldwide to detect the virus 
at the beginning of the pandemic. In June 2020, the WHO established the 
WHO COVID-19 Reference Laboratory Network to support testing capaci-
ties worldwide, track changes in the virus, and develop new methods, assays, 
and testing protocols (World Health Organization, 2020f). One of the labo-
ratories participating in the network was Mexico’s Institute of Diagnosis and 
Epidemiological Reference (Instituto de Diagnóstico y Referencia Epidemi-
ológicos–InDRE), part of the Federal Secretariat of Health (World Health 
Organization, 2020f).

Even though Mexico participates in the network, the federal government 
decided to apply a limited number of tests for COVID-19, a trend that con-
tinued during the pandemic. In August 2020, Mexico ranked 150th globally 
with 8,500 tests per 1,000,000 inhabitants; by January 2022, the country 
had fallen to 166th with 104,417 tests per 1,000,000 (Worldometer, 2022). 
Moreover, contact tracing over time was limited in the country (Hale et al., 
2021, p. 1; Oxford University, 2020).

The topic was controversial since the expert leader of the response in Mexico 
declared that doing more tests “would be a waste of time, effort and resources 
and is a distraction from surveillance, prevention and control efforts (Milenio, 
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2020; Robles de la Rosa, 2020),” a posture that at first seemed to be sup-
ported by the WHO/PAHO representative in Mexico (United Nations Infor-
mation Centre, 2020). The WHO took a cautious approach, considering that 
testing capacities were limited worldwide (World Health Organization, 2020a, 
2020d). Whereas in March 2020, lab capacity and availability of tests were rec-
ognised as challenges for implementing broader testing strategies, the organisa-
tion emphasised the importance of understanding each country’s situation and 
defining public health interventions (World Health Organization, 2020g).

In this sense, in July 2020, the WHO’s International Advisor on Health 
Emergencies, Jean-Marc Gabastou, recommended that Mexico’s government 
increase its diagnostic capacity and test application (Chavez, 2020). Gabastou 
requested that authorities make “all possible efforts” to save lives, noting that 
“the high exposure of the Mexican population to comorbid factors . . . places 
the country in a very high level of vulnerability” (Chavez, 2020). The expert 
in health emergencies warned that, although the measures that the government 
of Mexico and its health authorities took on time allowed the health system to 
remain “resilient,” they needed to improve various aspects because the most 
complex thing was coming. It was not until August 24 that the government 
modified the definition of cases to increase the number of tests (Vergara, 2020).

Many questioned the Mexican government’s lack of testing. The expert 
in charge of pandemic management—the Undersecretary of Prevention and 
Health Promotion—insisted that the number of tests done in Mexico was ade-
quate to assess the epidemic. He also clarified that the policy was not due to a 
lack of resources or budget cuts. In an interview on May 4, he added that “the 
tests have one objective: epidemiological surveillance .  .  . if severe cases are 
recorded at 100%, then 100% must be tested. So (he wondered) is there a limit 
on the number of tests? How many severe cases are there?” he noted (Latinus, 
2020; Robles de la Rosa, 2020; United Nations Information Centre, 2020). His 
position was contrary to the recommendations of many public health experts.

Use of Face Masks

The use of face masks among the population was initially controversial because 
of the fear of driving excess demand that could cause a shortage in the health 
sector. Further research on the topic (and production increases) led to a change 
in this measure. The WHO recommended the general use of face masks on 
June 5, 2020, based on scientific evidence showing (CDC, 2020) its advantages 
for the entire population. However, face masks were not widely recommended 
in Mexico until very late in the pandemic (Chen Keung, Hing Lam and Leung, 
2020; World Health Organization, 2020a). For the leader at the federal level, 
this type of protective equipment provided a false sense of security and insisted 
that other measures, such as social distancing from other people and constantly 
washing hands, were more critical. The decision also came amid the contro-
versy of July 24, 2020, when the president declared that he was not wearing 
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face masks because their efficacy was not scientifically proven. He pointed out 
that national experts responsible for managing the pandemic in Mexico did 
not recommend it to him. Finally, in November 2020 (Pavon, 2020; Redaccion 
Animal Político, 2020), the importance of face masks was acknowledged, but 
only on a voluntary basis, not as a compulsory norm like in other countries. 
The justification of this decision was based on accounts of the abuse of author-
ity of previous governments (Perusquia, 2020; Navarro, 2020), an argument 
consistent with the political ideology of the current government and unrelated 
to scientific evidence or international guidance (Perusquia, 2020).

In this context, other measures represented a significant challenge for 
the Mexican population, such as the country’s clean water shortage and the 
importance of the informal sector in the economy. While a water problem 
was recognised at the beginning of the pandemic, the federal Undersecre-
tary of Health assigned the responsibility only to states and municipalities, 
even though the WHO and other international organisations have expressed 
that guaranteeing access to this resource was of the utmost importance to 
fight epidemics. Again, the political argument outweighed the technical rec-
ommendation and evidence-based solutions. As for the “healthy distance” 
and staying at home, it should be noted that most of the infections occurred 
in highly populated areas, where informal trade abounds, with low wages, 
making people less willing to stay at home, making social distancing more 
difficult (Chang, Hong and Varley, 2020; Otto et al., 2020). These factors 
strongly called into question the reasons behind not enforcing face masks, 
given the existence of scientific evidence and the international epistemic com-
munity’s acceptance. However, the use of face masks was common among 
the population in Mexico, mainly because state and local governments estab-
lished mandates or recommendations.

The Burden of the Pandemic on Children

The impact of the pandemic on children has been continuously analysed since 
this sector of the population initially seemed to be less exposed to the disease, 
and there were fewer cases with catastrophic outcomes. Nonetheless, during 
the evolution of the pandemic, more children were affected by the disease, 
and, whether symptomatic or asymptomatic, they could increase transmis-
sibility in some settings (e.g., households with extended families). In Mexico, 
however, children were not considered a vulnerable population. Therefore, 
they were not targeted in the national strategy. This decision created contro-
versy and questioned the actions of national experts working with the gov-
ernment in implementing specific policies, such as the government’s plan for 
returning to school at the end of August 2021. Whereas multiple arguments 
support the reopening of schools at the international level, many questioned 
if Mexico had the conditions for a “safe return to school.” Even when cases 
were rising among children in different parts of the world due to new VOCs, 
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such as the Delta variant (Borter, 2021), the Secretary of Health published in 
different social media outlets an advertisement affirming that “In the world, 
there is no evidence of a COVID-19 epidemic among children” (Gobierno de 
México, 2021) (see Figure 3.5). At the same time, the president and federal 
leader declared that there was not enough evidence that children should be 
vaccinated (Carrillo, 2021).

With the rise of the new VOC Omicron, children became the target of 
multiple vaccination campaigns worldwide, rushing governments to verify 
and approve vaccines for children under 18. The transmissibility levels of 
Omicron increased the number of cases in winter 2022. Although the vari-
ant seemed less aggressive than Delta, it spread faster, causing millions of 

Figure 3.5 � Government of Mexico Publication on Twitter about the Pandemic and 
Children (Gobierno de México @GobiernoMX, 2021)
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cases in a few weeks, including thousands of cases among children. Under 
these circumstances, the expert leading the response in Mexico insisted chil-
dren were at a lower risk of dying due to COVID-19 and, at the same 
time, affirmed that the WHO did not recommend vaccination for children 
(Lopez-Gatell, 2020). However, his interpretation of WHO’s recommen-
dations published on his official Facebook page in December 2021 was 
misleading and erroneous since the WHO recognised the importance of vac-
cination in children to reduce transmission and protect vulnerable sectors. 
The WHO, however, was trying to address the lack of available vaccines 
in developing countries by convincing countries to send over supplies of 
vaccines to these countries by not overemphasising vaccination in children. 
Therefore, the Mexican expert connected to the international epistemic 
community network and, with the capacity to influence the adoption of 
global recommendations, interpreted them according to the national politi-
cal strategy, which was inconsistent with the scientific evidence or interna-
tional advice.

Effects of Politics on the Epistemic Community Network

The actions previously described created a divisive atmosphere in the national 
epistemic community network. The government amplified national divisions 
by not accepting criticism or refusing to enter a dialogue with national experts 
with different ideas, despite being recognised experts in their field and being 
directly connected to the transgovernmental network. At the same time, the 
government kept claiming that the national strategy was based on scientific 
evidence and in compliance with the WHO’s recommendations. Government 
experts were severely questioned for the lack of consistency with the meas-
ures recommended globally. This caused several national experts to express 
their concern about the strategy, criticising the management of the epidemic 
and presenting a series of recommendations to strengthen it (Castellano Bal-
lestero, 2020). In response, the Undersecretary of Health discredited these 
recommendations and criticised this group, questioning their experience 
as public servants and experts (Infobae, 2020) and feeding the discourse 
that every critic of the national strategy had specific political interests and 
opposed the current government’s project, the so-called Fourth Transforma-
tion (Aristegui Noticias, 2020). This position, adopted by the government, 
weakened the ability of the epistemic community network to have a more 
significant influence on the dissemination of global policies.

Similarly, other experts criticised the lack of evidence, lack of data, disor-
ganised information, and disparities between the figures presented between 
states and the federation; this last issue raised questions about the accuracy 
in the number of cases (Agren, 2020; Aristegui Noticias, 2020; Daen, 2020; 
Weiss, 2020). Given the different perspectives, it is possible to assert that 
opposed or rival expert groups to the government’s own experts emerged 
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and provided a different interpretation of the WHO’s recommendations. 
In the absence of consensus among the national epistemic community, 
the legitimacy of the government’s experts was affected. The population 
received conflicting messages, leading them to follow those measures that 
suited their personal interests and that were sustainable with their available 
resources.

Finally, another critical aspect of the politicisation of pandemic manage-
ment in Mexico was daily conferences to communicate information on the 
response to the epidemic in the country, which served to legitimise the cur-
rent government through the pandemic response officer and experts from  
the epistemic community. These conferences were not solely for presenting 
the technical response but used to promote actions implemented to confront the 
pandemic as political successes (Llano Guibarra and Águila Sánchez, 2020). 
A prominent case in point was the presidential announcement of the appoint-
ment of the Undersecretary of Health Promotion to the IHR’s list of experts. 
This was an unprecedented action, given that other experts who had been 
previously appointed to this list never received such political visibility. At the 
same time, the appointment of another expert from the National Institute of 
Public Health as a member of the Expert Group on Strategic Advice (SAGE) 
on COVID-19 vaccines from June 2020 to December 2021 was never even 
mentioned at this level (INSP, 2020).8 Both appointments were equally 
important and should have been presented as achievements of the network of 
national experts; however, how the information was officially treated mainly 
favoured the image of the national expert in charge of leading the federal 
pandemic response strategy.

The dual role of experts working for the Mexican government led to 
conflicts of interest within the community and contradictions that hindered 
an appropriate response to COVID-19. It also limited the capacity to dis-
seminate and transfer global policies to manage the pandemic. Even though 
international guidelines were continuously evolving and adapting to the most 
updated scientific evidence, it did not seem necessary that this should be the 
same in the case of Mexico.

Conclusion

The examples above highlight epistemic communities’ problems in dissemi-
nating and transferring global policies. In global health governance, epistemic 
communities and transgovernmental networks are important mechanisms 
that help transfer and disseminate policies created at the global level. Their 
connections facilitate the dissemination of standards and the transmission 
of information. Although expert networks can influence public policy at all 
levels, factors in their internal structure and the way they connect to the 
decision-making process can limit this ability. In the case of Mexico, we con-
firm that the national actors linked to the transnational networks of experts 
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faced problems due to the lack of cohesion and consensus, but mostly to 
political interference, which affected their legitimacy. This work reaffirms a 
fine line between power and knowledge and that expert groups can use their 
role as authorities on an issue to promote a political ideology even if it does 
not resonate with science. Although the Mexican government adopted vari-
ous international recommendations, it also decided to place less emphasis on 
proven measures, such as the use of face masks, mandatory confinement, and 
total closure of economic activity.

In this case (as in other countries), global policies derived from evidence-based 
recommendations were scrutinised and discredited. Furthermore, the govern-
ment imposed a decision-making model based on national-state interests even 
when facing phenomena requiring a coordinated global response and coordi-
nation with other state and non-state actors, which is indispensable to facing 
pandemics. There was a clear domination of symbolic politics supported by a 
narrative that has been governing the policymaking process in Mexico, where 
presidentialism is probably stronger than ever.

The analysis of the experience with COVID-19 in various contexts will 
allow us to reassess the functioning of epistemic communities and transgovern-
mental networks as providers of scientific evidence in decision-making. It will 
also be necessary to test whether the dual role of expert and decision-maker 
is essential for decision-making effectiveness or is more important to pro-
mote mechanisms where experts connect to governments only through global 
actors and somehow can be isolated from national politics, such as expert 
groups affiliated to international organisations.

Notes

	1	 This chapter is a continuation of the work published as Coronado Martínez (2021).
	2	 In addition, for the first time, it includes the possibility for other non-state actors or 

individuals to report to WHO on the likely occurrence of cases of a disease with pan-
demic potential or a new disease. See Article 9 of the International Health Regulations.

	3	 Given the complexity of networks, this research only identifies those that were 
central, and it acknowledges that there may have been others involved.

	4	 See Epidemic Intelligence from Open Sources EIOS. Available at: www.who.int/
initiatives/eios (Accessed January 20, 2021).

	5	 Data from January 2022.
	6	 Consejo de Salud General—GSC in Spanish.
	7	 The agreements can be found at https://dof.gob.mx/.
	8	 An updated list of the members is www.who.int/groups/strategic-advisory-group-of- 

experts-on-immunization/working-groups/covid-19.
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Introduction: Explaining the Mexican COVID-19 Vaccination 
Experience

Four years after the outbreak of the COVID-19 pandemic, it was clear that 
Mexico’s vaccination of its population was problematic. On the positive side, 
in December 2020, the country held the honour of being the first Latin Amer-
ican country to commence the immunisation of its citizens. On the negative 
side, especially during the crucial first year of the national vaccination drive 
in 2021, Mexican authorities were criticised for the slow roll-out of vaccines 
(Kane Jiménez and Gandy, 2021; Sánchez Talanquer and Sepúlveda, 2024). 
Critics also highlighted the substantial delay in making shots available for 
children under 15 years of age (Díaz, 2022; García, 2023; Kane Jiménez 
and Gandy, 2021; Sánchez Talanquer and Sepúlveda, 2024). It was not until 
April 2022 that President López Obrador announced that children aged 12 
and older would be vaccinated, and until June of that year for those between 
five and 11. It is also noteworthy that problems with vaccine roll-out have 
been linked to gross disparities in COVID-19 deaths in states like Chiapas 
and Puebla, as well as the country’s notoriety as the place with the highest 
number of deaths among health workers in the world: 4,843 (Dávila, 2023; 
Sánchez Talanquer and Sepúlveda, 2024, p. 278).

Mexico’s vaccination statistics are most telling. As Figures  4.1 and 4.2 
indicate further ahead in this chapter, in January 2024, Mexico’s vaccination 
rate per 100 population was 175, just above the Latin American average 
of 160.46 but inferior to 11 other countries in the region. As a share of the 
population, by March 2023, roughly 76% of Mexicans had received at least 
one shot, and 64% had acquired all recommended doses. These numbers put 
Mexico just above the Latin American and world averages, but well below 
the rates for many other Latin American countries, high-income countries, 
and upper middle-income countries.1

What explains Mexico’s suboptimal COVID-19 vaccination performance? 
After all, objectively speaking, as an upper middle-income country, it argu-
ably possessed the resources and capabilities both to produce its own vac-
cines and to import an adequate supply. To be fair, it must be mentioned that 
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Figure 4.1 � Number of COVID-19 vaccination doses per 100 population administered 
in Latin America and the Caribbean as of January 5, 2024, by country

Source: Statista 2024 COVID-19 vaccination rate by country Latin America 2024 | Statista

Mexico and the rest of the planet were confronted with the unprecedented, 
urgent, and enormous challenges entailed in filling in the governance gaps 
required in order to produce, distribute, and apply vast quantities of vac-
cines in record time. As I shall discuss in the following pages, global vaccine 
governance and the Mexican government response had to be constructed at 
a frantic pace and largely from scratch. In keeping with the central theme of 

Figure 4.2 � Rate of COVID-19 vaccine doses administered worldwide as of March 20, 
2023, by select country, territory, or region

Source: Statista 2024 COVID-19 vaccination rate by country Latin America 2024 | Statista 
Countries with highest COVID vaccination dose rates 2023 | Statista
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this volume, I argue that Mexico’s problematic experience with COVID-19 
vaccines has to do with two particular deleterious types of pandemic politics 
that came together in the meeting of governance and government: an adverse 
global political economy and a harmful Mexican vaccine populism.

The following analysis is divided broadly into two parts. The first half of 
the chapter examines the global governance side of Mexico’s experience with 
COVID-19 vaccines. It sketches the evolution of the global vaccine govern-
ance complex prior to and during the pandemic and links it to a detrimen-
tal global political economy for pandemic vaccines. The inadequacy of the 
newly created COVAX vaccine mechanism created an urgent imperative for 
Mexican authorities to source the country’s vaccine requirements through a 
pragmatic combination of bilateral contracts with multinational pharmaceu-
tical companies and donations from governments of the Global North caught 
up in a geopolitical rivalry. In the second half, I evaluate how the populist 
political tendencies of the Mexican government hurt the country’s vaccina-
tion effort. The country’s centralised and politicised vaccination drive caused 
unnecessary delays in the crucial first year of the roll-out and made certain 
segments of the population vulnerable to infection.

The Rise of the Global Pandemic Vaccine Governance Complex

In order to understand fully the Mexican experience, it is important first to 
appreciate what transpired with global pandemic vaccine governance, both 
before and during the COVID-19 pandemic. This section sketches the evolu-
tion of a global pandemic vaccine governance complex against the backdrop 
of a series of outbreaks that occurred during the first two decades of the 
21st century and prior to the COVID-19 crisis. It starts by presenting a brief 
overview of the relevant literature and defining the key concept of global 
governance complex (GGC). It then identifies the core institutions that would 
come to comprise the GGC for pandemic vaccines. Importantly, with the 
benefit of hindsight, it is possible to see that there were already worrisome 
signs of things to come in terms of the global political economy of vaccine 
governance and its potential effects on the access of countries like Mexico to 
vaccines in the event of a pandemic.

The study of global governance processes has undergone a metamorphosis 
since the concept was first invented and popularised by the Commission on 
Global Governance (1995) during the 1990s. From an initial focus on the role 
of individual actors, institutions, organisations, and regimes, scholars have 
increasingly recognised the growing proliferation, interconnection, overlap, 
and hierarchical relations among these elements in the governance of specific 
global or regional issue-areas or problems. Accordingly, governance thinkers 
have been prompted to capture this increasing complexity in new conceptual 
development. In this regard, various authors began to refer to governance 
architectures as “the overarching system of public and private institutions 
that are valid or active in a given issue area of world politics. These architec-
tures comprise organizations, regimes, and other forms of principles, norms, 



The Pernicious Impact of Pandemic Politics  79

regulations, and decision-making procedures” (Biermann et al., 2009, p. 15). 
Concurrently, others developed the notion of regime complex, defined as “a 
set of overlapping and perhaps even contradictory regimes that share a com-
mon focus” (Alter and Raustiala, 2018. p. 330; see also Alter and Meunier, 
2009; Orsini, Morin and Young, 2013; Raustiala, 2004).

The most recent addition to the conceptual toolkit for studying governance 
complexity is the concept of GGC. GGCs are “clusters of overlapping insti-
tutions and actors that govern specific policy issues” (Eilstrup-Sangiovanni 
and Westerwinter (2022, p.  233). Eilstrup-Sangiovanni and Westerwin-
ter also note that a GGC is “a system of formally separate institutions 
whose memberships, mandates or functions overlap, but that operate in the 
absence of a formal authority empowered to resolve rule conflicts (2022, 
p. 236). Moreover, a GGC comprises “a system of governance composed 
of at least three international or transnational institutions or actors whose 
mandates, functions and memberships overlap, and that jointly address a 
specific policy problem” (Eilstrup-Sangiovanni and Westerwinter, 2022, 
p. 238). Building on the emphasis of international institutional prolifera-
tion, overlap, and complexity found in the concepts of governance archi-
tecture and regime complexes, the advantage of the new term is that it adds 
networks of actors to the equation, as well as their diversity and hierarchi-
cal interactions.

During the first decades of this century, a GGC in the area of pandemic vac-
cines began to take shape following a series of pandemics that had occurred, 
including the 2003 SARS virus, the 2006 H5N1 or bird flu virus, the 2009 
H1N1 virus, and the 2014–2015 Ebola virus. As I sketch in the following 
pages, over time, this complex would grow to encompass extensive global 
networks of state, intergovernmental, private, and transnational actors; a 
vaccine research, development, financing, procurement, and distribution 
ecosystem; and a corresponding normative structure. Anchored in a set of 
public-private partnerships (PPPs), this architecture comprised four institu-
tional pillars: a growing role for the World Health Organization (WHO) in 
terms of norm promotion and governance orchestration; vaccine procure-
ment; pandemic virus data sharing; and a mechanism for funding vaccine 
research and development.

First, the WHO assumed a growing coordination and orchestration role 
for global vaccine governance during the new millennium.2 In 1999, the 
WHO established the Strategic Advisory Group of Experts on Immunisa-
tion to guide its involvement in vaccine-related activities. Although the 2005 
International Health Regulations (IHR) (World Health Organization, 2005) 
did not define clear prerogatives for the WHO with respect to pandemic vac-
cine development, production, and distribution, it did empower the organi-
sation in a broader sense to assume a crucial coordinating and normative 
function in terms of pandemic preparedness and response against PHEIC. 
This would serve as the basis for the organisation to expand its pandemic 
vaccine governance mandates over the coming years. The IHR did reinforce 
the WHO’s responsibility for the approval of new vaccines.
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Through a series of instruments, the WHO gradually expanded its orchestra-
tion role vis-à-vis the extensive universe of governmental, non-governmental, 
private, and academic actors involved as stakeholders in the promotion of 
vaccines as a crucial strategy against epidemics and pandemics. In 2006, it 
launched a ten-year plan called the Global Action Plan for Influenza Vaccines, 
or GAP (World Health Organization, 2006). Importantly, GAP recognised 
the need to overcome inequitable access to pandemic influenza vaccines, to 
create and store adequate global supplies of vaccines against pandemics, and 
to strengthen technology transfer and production capacity among low- and 
middle-income countries.

The 2009 H1N1 pandemic catalysed the expansion of the WHO’s role in 
the influenza vaccine field. The WHO led the first ever coordinated global 
vaccine response to a pandemic virus through the creation of the tempo-
rary Pandemic Influenza A (H1N1) Vaccine Deployment Initiative. Under the 
coordination of the WHO, this PPP managed to mobilise extensive resources 
among its state, intergovernmental, non-governmental, philanthropic, and 
corporate partners in order to donate and deliver approximately 78 million 
doses of pandemic H1N1 vaccines to vulnerable populations around the 
globe (World Health Organization, 2012). The WHO also fulfilled an impor-
tant role in vaccine pre-qualification and approval, especially for poorer 
countries with limited domestic capacity for these activities.

Drawing on the lessons learnt from the 2006 H5N1 bird flu outbreak 
and the 2009 H1N1 pandemic, in 2011, the WHO (World Health Organiza-
tion, 2011) launched the Pandemic Influenza Preparedness Framework (PIP 
Framework). The PIP Framework was a dual-purpose instrument: to facilitate 
the rapid and timely sharing of influenza virus data between their countries 
of origin, often from the Global South, and vaccine developers concentrated 
in the Global North; and to strengthen global access to influenza vaccines. It 
sought to overcome the recent controversy surrounding the government of 
Indonesia’s refusal to share samples of the bird flu H5N1 virus from the 2006 
outbreak. That is, the latter’s resistance was on the grounds that developing 
countries received little or no benefit when pharmaceutical companies used 
them for vaccine or medicine patent development and commercial gain.

Importantly, the PIP Framework committed pharmaceutical countries to 
cover half the annual costs of the WHO’s Global Influenza Surveillance and 
Response System in exchange for access to genetic sequence data for pandemic 
influenza viruses from developing countries. The Framework also extended 
the WHO’s pandemic preparedness and response authority to include a 
growing coordinating role in areas such as vaccine development, production, 
and stockpiling. The PIP Framework also highlighted the WHO’s expanding 
normative function in areas such as the promotion of virus sharing, tiered 
pricing, and technology transfer in the interest of enhancing the access of 
developing countries to pandemic vaccines.

In 2016, the WHO created the R&D Blueprint on the basis of what it had 
learnt facilitating the development of medical products in the context of the 
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Ebola outbreak. This was a global strategy and preparedness plan whose 
purpose was to offer detailed roadmaps for specific infectious diseases in 
order to foster the rapid activation of research and development activities for 
diagnostics, treatments, and vaccines in the event of an epidemic. The R&D 
Blueprint resulted in the rapid development of the first ever effective vaccine 
against Ebola (Kieny and Salama, 2017).

Finally, shortly before the onset of the COVID-19 pandemic, the WHO 
unveiled its 2019–2030 Global Influenza Strategy (see World Health Organi-
zation, 2019). The Strategy recognised the need to prioritise and strengthen 
pandemic vaccine response capacity in light of the recent experience with 
serious outbreaks such as the 2009 H1N1 virus and the 2014–2015 West 
African Ebola epidemic and out of a growing concern for potential future 
global pandemics. It prioritised vaccine research and development, recognis-
ing vaccination as the best tool in the fight against influenza. It advocated 
global vaccine preparedness plans for switching rapidly from seasonal to 
pandemic vaccine manufacturing in the event of an influenza health emer-
gency. Finally, it called for the continuation of industry and civil society sup-
port for the aforementioned PIP Framework as the means to promote more 
equitable access to vaccines and antiviral drugs.

The development of an institutional mechanism for vaccine procurement 
and delivery at accessible prices was a second crucial pillar in the emerging 
vaccine governance complex. In 1999, a coalition of public and private part-
ners established the Global Alliance for Vaccines and Immunization (GAVI), 
the Vaccine Alliance (see McNeill and Sandberg, 2014; Sandberg, Andresen 
and Bjune, 2010). With substantial start-up funding from the Gates Founda-
tion, GAVI is a PPP whose partners include the WHO, UNICEF, the World 
Bank, as well as governments, industry, academics, and others. Through its 
Advanced Market Mechanism and partners, it has sought to reduce prices 
for the procurement of routine vaccines. Although its original mandate was 
to increase low-income countries’ access to children’s vaccines, this was 
expanded to include pandemic vaccines in the context of the Ebola crisis. 
It would subsequently become a key player in the COVAX mechanism that 
arose during the COVID-19 pandemic (de Bengy Puyvallée, 2024).

The third pillar was an open access platform for the sharing of infectious 
disease data to foster vaccine development. Motivated by the obstacles for 
data sharing that were present during the 2006 avian influenza outbreak 
mentioned earlier, in 2008, GISAID, the Global Initiative on Sharing All 
Influenza Data, was established for this purpose. This PPP and the EpiFlu 
database that it had developed with the financial support of the German 
government and private donors were soon called into action during the 2009 
A(H1N1) pandemic. The GISAID’s data sharing model had the potential to 
expand its applicability over time beyond influenza viruses to include other 
pathogens with pandemic potential (Shu and McCauley, 2017).

The fourth pillar to arise was a global architecture for funding 
vaccine-related research. One such financing mechanism for timely vaccine 
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development against emerging infectious diseases was the Global Research 
Collaboration for Infectious Disease Preparedness (GloPID-R). Glopid-R 
was established in 2013 as a global network and coalition of 32-member 
research funding organisations and ten observers that set themselves the 
goals of promoting rapid research responses to and data sharing during 
public health emergencies with pandemic potential. This entity cut its 
teeth on the 2015 Zika outbreak, which it used as the basis for developing 
readiness plans for future contagious disease incidents (Matthiessen et al., 
2016).

Another financing mechanism, the Coalition for Epidemic Preparedness 
Innovations, or CEPI, was created in 2017 in response to the Ebola epi-
demic in 2014–2015. CEPI is a PPP that pools the resources of public, pri-
vate, non-governmental, and academic stakeholders (Brende et al., 2017) and 
whose mission is to foster rapid vaccine development and equitable access to 
vaccines against diseases with epidemic potential, especially in poorer coun-
tries of the Global South where market incentives are weak (Brende et al., 
2017; Gouglas et al., 2019; Huneycutt et al., 2020). Prior to the COVID-19 
pandemic, CEPI funded vaccine research against pathogens such as Lassa, 
Nipah, MERS, and Chikungunya.

In sum, on the eve of the COVID-19 pandemic, the rudimentary elements 
of a global pandemic vaccine governance complex existed: the WHO as a 
central coordinating and orchestration agent as well as institutional mecha-
nisms for vaccine procurement, data sharing, research and development, and 
financing. Overall, the main institutional scaffolding for the complex was 
provided by the creation of a series of interlocking PPPs (de Bengy Puyvallée, 
2024). The WHO, GAVI, GISAID, GLOPID-R, and CEPI were also in the 
vanguard of efforts to promote a set of norms concerning vaccine govern-
ance, among others: the promotion of vaccines as the best antidote against 
pandemics; affordable access for poorer countries to vaccines; virus data 
sharing; vaccine stockpiling; vaccine technology transfer; and the enhance-
ment of production capacity in the Global South.

This governance complex already displayed tensions and contradictions 
before the COVID-19 outbreak. Importantly, despite the rhetorical claims 
of the WHO and other actors that comprised the growing number of PPPs 
to promote vaccine equity, the aforementioned architecture was a reflection 
of international market-driven vaccine development, production, and distri-
bution that relied on private pharmaceutical suppliers. It was also rife with 
potential North-South disparities and tensions. Profitability considerations 
meant that multinational pharmaceutical companies that were largely con-
centrated in northern countries often had little interest or incentive in devel-
oping or distributing vaccines against infectious diseases for poor countries in 
the Global South. The emerging pandemic vaccine governance complex also 
overlapped with the global intellectual property regime, such that any efforts 
to promote global vaccine equity would have to contend with the jealous 
protection of intellectual secrets by these companies. Despite the widespread 
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rhetoric of the need to promote global access to vaccines, there already was 
evidence from the 2009 H1N1 pandemic that wealthier countries with supe-
rior manufacturing capacity and purchasing power were prepared to engage 
in the practice of stockpiling copious supplies of vaccines at the expense of 
the access of poorer countries (Bollyky and Bown, 2020a, pp.  100–101). 
These problems would prove to have serious consequences for countries like 
Mexico during the COVID-19 crisis.

The Global Political Economy of COVID-19 Governance: Against 
Vaccine Equity

The limited global vaccine architecture that existed at the outset of the out-
break left governance actors scrambling to fill in the governance gaps3 that 
impeded the rapid development, production, distribution, and delivery of 
effective and affordable vaccines against the virus. It is a credit to the efforts 
of these stakeholders that the first vaccines were developed, approved, dis-
tributed, and applied within less than a year of the initial declaration by the 
WHO of the outbreak as a PHEIC on January 20, 2020. During 2021, some 
8.7 billion vaccine doses were administered around the world as part of the 
largest and fastest vaccination drive in history (Theil, 2021).

However, this section underlines that the particular pandemic politics that 
unfolded were not conducive to offering many middle- and low-income coun-
tries like Mexico ready and equitable access to the precious new vaccines. The 
prevalent global political economy of pandemic vaccine governance favoured 
the control of vaccine development, stock, and distribution by the govern-
ments and pharmaceutical companies of the Global North and prevented 
COVID-19 vaccinations from becoming a truly global public good. Instead, 
the mix of the global governance and political economy of vaccines produced 
winners and losers along North-South lines. Countries like Mexico were left 
facing an urgent imperative for pragmatism: to adopt the measures necessary 
in order to obtain an adequate supply of vaccines for their populations.

During the first six months of the COVID-19 pandemic, there were prom-
ising signs that global health cooperation and solidarity could attain unprec-
edented heights. In April 2020, in a pair of historic resolutions, members of 
the United Nations General Assembly (2020a, 2020b) recognised the urgency 
for and essentiality of global solidarity, unity, and reinvigorated multilateral 
cooperation, as well as fair and equitable global access to medicines, vac-
cines, and medical equipment. These calls were echoed during the World 
Health Assembly (WHA) that was held in May 2020. However, the WHA 
went even farther in its resolution WHA73.1 in recognising extensive immu-
nisation against COVID-19 as a global public good (World Health Assembly, 
2020).

With respect to vaccine governance, the response to COVID-19 entailed 
both the recourse to and retooling of existing institutional mechanisms as 
well as the creation of new architecture. For example, the WHO activated its 
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pre-existing R&D Blueprint in an attempt to kickstart the rapid development 
of tests, treatments, and vaccines. From its earlier focus on influenza strains, 
GISAID expanded its mandate to become the global repository for genetic 
sequence data for this coronavirus (Lurie, Keusch and Dzau, 2021).

In April 2020, the WHO and its partners GAVI and CEPI established the 
ambitious Access to COVID-19 Tools Accelerator (ACT-A), a PPP whose 
purpose was to speed up the development and promote the equitable dis-
tribution of three crucial aids to combat the pandemic: diagnostics, treat-
ments, and vaccines. In June 2020, the vaccine arm of ACT-A was formally 
launched: COVAX. With a specific focus on the rapid development, produc-
tion, procurement, and equitable access to COVID-19 vaccines, COVAX was 
the brainchild of GAVI and CEPI, with support from the WHO and UNICEF. 
As a “super public-private partnership” (Storeng, de Bengy Puyvallée and 
Stein, 2023), COVAX was intended to be a powerful buyers’ pool (Yamey 
et  al., 2022). According to this pooling logic, participating governments 
would collectively channel their financial resources through COVAX, which 
would enable this mechanism to fund vaccine research, development, and 
manufacturing, as well as reduce the cost of vaccines through large collective 
purchases from pharmaceutical suppliers.

In May 2020, the WHO and the government of Costa Rica, in partnership 
with the UNDP, the Medicines Patent Pool, the UN Technology Bank, and 
Unitaid, created the COVID-19 Technology Access Pool (C-TAP). C-TAP 
was a multilateral global pooling mechanism to facilitate the sharing of intel-
lectual property, knowledge, and data on a voluntary basis in order to propel 
the development of COVID-19-related health products, including vaccines 
(Geiger and McMahon, 2021).

This global pandemic vaccine governance complex could boast some 
impressive achievements. Never before had there been such a dramatic and 
rapid development, production, and administering of vaccines: ten billion 
doses in less than one and a half years (Yadav, 2021). By December 2023, 
more than 13 billion doses of the COVID-19 vaccine had been administered 
globally (WHO, 2023). The COVAX facility became the largest vaccine pro-
curement and supply operation in history, with approximately two billion 
vaccines and safe injection devices shipped to 146 economies before its clo-
sure in December 2023 (www.gavi.org/covax/).

Nonetheless, the disparities in access to COVID-19 vaccines and vaccina-
tion were appalling, especially in the crucial first year and a half of roll-out. 
Whereas 76%–78% of people in upper-middle- and high-income countries 
had enjoyed at least one dose by the end of 2021, this figure was only 8.5% 
of people in low-income countries (de Bengy Puyvallée and Storeng, 2022, 
p. 2). COVAX, on which the majority of poor countries originally relied for 
their vaccine supply, failed to deliver even half of its targeted two billion 
doses for 2021, the crucial initial year of vaccination. Instead of establishing 
itself as the anchor for global COVID-19 vaccination, COVAX supplied only 

http://www.gavi.org/covax/
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a fraction of the 9.25 billion doses that were administered globally in 2021 
(de Bengy Puyvallée and Storeng, 2022). The WHO failed to reach its target 
of inoculating 70% of people in all countries by mid-2022 (WHO, 2021).

The gross vaccine inequity that prevailed in 2021 led the heads of the 
International Monetary Fund, WHO, World Bank Group, and the World 
Trade Organization to label the situation as a “two-track pandemic”: one 
in which wealthy countries enjoyed access and poorer ones were left behind 
(Georgieva et al., 2021). The WHO’s Director-General, Tedros Adhanom 
Ghebreyesus, described the situation as “vaccine apartheid” (Reuters, 2021).

The rhetorical recognition and aspiration in the World Health Assembly’s 
historic resolution WHA73.1 of the need to promote vaccination against 
COVID-19 as a global public good was not achieved in reality. Global vac-
cine governance failed to satisfy the two defining characteristics of any public 
good: non-rivalry—each individual’s consumption of a good does not subtract 
from that of another individual (and vice versa); and non-excludability—the 
impossibility of excluding any individual from consuming the good. Instead, 
as King Mantilla and Carranza Barona (2022) observed, COVID-19 vaccines 
became a prime example of the commodification of health.

Powerful global political economy tendencies distorted vaccine govern-
ance in at least four important and interconnected ways: the design of gov-
ernance institutions; the defence of intellectual property; vaccine nationalism 
and regionalism; and vaccine diplomacy. First, the institutional preference for 
PPPs to anchor vaccine governance would prove to be an important source 
of mal governance. Countries and pharmaceutical companies of the Global 
North that already enjoyed virtual monopoly control over the research, 
development, and production of vaccines saw their influence enhanced via 
PPPs. Despite ample rhetoric across PPPs such as Gavi, CEPI, and COVAX 
about the need for vaccine equity, these informal organisations reinforced 
asymmetries between the Global North and South.

Rather than becoming the exclusive global mechanism for the acquisition 
and distribution of vaccines on the basis of mandatory participation for all 
states, COVAX relied on the voluntary commitment of governments. Accord-
ingly, COVAX and other PPPs became governance mechanisms for partially 
addressing the pandemic challenges of other people from the Global South, 
rather than vaccine globalism (Bollyky and Bown, 2020b). Whereas many 
resource- and vaccine-poor middle- and low-income countries became reliant 
on these PPPs for much of their vaccine financing and supply, richer coun-
tries on the whole preferred to obtain their supply through direct transac-
tions with pharmaceutical companies. Accordingly, COVAX never achieved 
its potential as a powerful buyer’s pool. Instead, it became an inadvertent 
defender of the status quo and a vehicle for charity in which a select group 
of wealthier countries made limited and insufficient donations of vaccines to 
poorer countries (de Bengy Puyvallée and Storeng, 2022; Krishnan, 2021; 
Yamey et al., 2022).
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The voluntary aspect was also present in the creation of C-TAP. Sadly, this 
mechanism for pooling patents, knowledge, and data went largely unused. 
To date, only a handful of research and academic institutions have shared 
their technologies, and it took until 2023 for the first private pharmaceutical 
company, Medigen Vaccine Biologics, to make a vaccine available through 
the platform (Guilbaud, 2023; Venkatesan, 2023).

Second, despite the obvious advantages of the sharing of vaccine data 
and know-how for combatting the COVID-19 pandemic, as well as massive 
public investment in vaccine research, COVID-19 vaccines were developed 
and produced under the existing profit-oriented intellectual property regime 
connected to the Trade-Related Aspects of Intellectual Property Rights 
(TRIPS). In May 2021, in an effort to boost global production of and more 
equitable access to COVID-19 vaccines, President Joe Biden advocated a 
temporary waiver of the intellectual property protection that companies 
received under TRIPS. Nevertheless, a powerful set of actors that included 
pharmaceutical companies, the European Union (EU), and even Bill Gates 
put up a spirited and successful defence of the intellectual property rights of 
the companies that had recently developed new vaccines against the corona-
virus (Krishnan, 2021).

Although, on the whole, vaccine developers did not share their intellectual 
property, they benefitted from the free exchange of genome sequences from 
across the planet. They upheld select crucial knowledge as a private good 
(patents and intellectual property) rather than a public good (free access to 
knowledge) (King Mantilla and Carranza Barona, 2022).

Third, COVAX and the promise that it entailed in terms of more equi-
table vaccine globalism were thwarted by the rise of vaccine nationalism 
and regionalism. Vaccine nationalism can be defined as a “my country first 
approach” (Bollyky and Bown, 2020a, pp. 96–97) in which governments pri-
oritise unilaterally the vaccine needs of their own populations over collective 
efforts to promote international vaccine cooperation, coordination, sharing 
equity, and vaccines as a global public good.

Vaccine nationalism consisted of various nationalistic measures. The 
development of vaccines was supported by substantial public funding 
from countries that later received preferential access to those vaccines 
through advance purchases (King Mantilla and Carranza Barona, 2022; 
Yamey et al., 2022), to the detriment of the COVAX mechanism and the 
access of poorer countries. The bilateral transactions of these governments 
with pharmaceutical companies were often completed with little transpar-
ency, affecting the prices that other countries were able to negotiate. Their 
hoarding of vaccines and related supplies disrupted crucial global supply 
chains. In an effort to ensure domestic supply, nationalistic authorities also 
imposed export controls on their countries’ vaccine-related manufactures. 
The ensuing competitive dynamic drove up prices and impeded the efforts 
by poorer countries, with limited market power, to access vaccines and 
associated vaccination materials in a timely manner (Lurie, Keusch and 
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Dzau, 2021, p. 1233), with adverse consequences for the health of their 
populations.

Global vaccine governance was also affected by vaccine regionalism. In 
addition to the rampant vaccine nationalism among its individual member 
states, the EU also hurt vaccine globalism by strengthening its own regional 
vaccine governance. Instead of prioritising the consolidation of COVAX, EU 
authorities adopted a series of measures that favoured vaccine development, 
approval, production, and distribution within the European space at the 
expense of vaccine globalism (Gratius, Legler and Quezada, 2021). Ironi-
cally, the very same EU had been a principal sponsor of the historic World 
Health Assembly resolution A73 in May 2020 that had advocated for vac-
cines as a global public good. The EU had also supposedly defended global 
health multilateralism when President Trump withdrew the US’ membership 
from the WHO, hosting a Global Pledging Summit in June 2020 to raise 
funds for the new COVAX facility (Guilbaud, 2023, p. 62).

Finally, the pattern of vaccine diplomacy that emerged during the pan-
demic also hurt global vaccine governance. In the process of developing 
COVID-19 vaccines, a handful of countries with concentrated economic, 
industrial, scientific, and pharmaceutical capacities became vaccine powers: 
China, the EU, India, the United Kingdom, and the United States (Yadav, 
2021). In their hands, vaccines became a powerful tool not only of com-
merce but also of diplomacy. In their decisions concerning how and where to 
donate vaccines, these powers confronted a tension between advancing their 
own foreign policy goals and strengthening global public health. Sadly, the 
latter lost out; in its ambition to become the principal global mechanism for 
vaccine acquisition and distribution, COVAX had to contend with targeted 
bilateral donations between vaccine-producing countries and recipient coun-
tries that were politically more visible and thus more advantageous for for-
eign policy ends than those that it received (de Bengy Puyvallée and Storeng, 
2022). In a context of growing geopolitical rivalry among the United States, 
the EU, China, and Russia, vaccine donations (along with masks and other 
medical supplies) became a valuable diplomatic tool with considerable soft 
power potential. Vaccine diplomacy became part of what has been called the 
“geopolitics of vaccination” (Malacalza and Fagaburu, 2022). This is the 
context in which Mexican authorities had to procure an adequate supply of 
vaccines in record time.

Vaccine Populism in the Mexican Government Response to 
COVID-19

When it came to the task of organising the mass vaccination of the Mexican 
population beginning in 2021, the López Obrador government confronted a 
challenging situation that was not entirely of its own making. The previous 
section underscored that the adverse global political economy of vaccine gov-
ernance left countries like Mexico facing a serious vaccine supply bottleneck 



88  The Politics of COVID-19 in Mexico

that impeded ready access to vaccines in the crucial early months of vaccina-
tion. By March 2022, COVAX had only managed to supply roughly one-fifth 
of Mexico’s vaccine needs, obliging the government to source the remaining 
four fifths of its requirements via private contracts or donations in a seller’s 
market (Sánchez Talanquer and Sepúlveda, 2024, p.  248). Moreover, the 
policies of previous governments had contributed to an historic erosion of 
domestic vaccine capacity in the country (Valderrama et al., 2021). Finally, 
an infrastructure for the immunisation of adults did not exist prior to the 
pandemic and had to be constructed from scratch (Sánchez Talanquer and 
Sepúlveda, 2024, p. 277).

Notwithstanding these structural impediments, like elsewhere around the 
planet, Mexican authorities did have decisive agency in terms of determin-
ing the course of and outcome of vaccination in the country. As Figure 4.1 
illustrates, it is instructive that three years after the commencement of the 
pandemic, Cuba, Peru, Chile, Uruguay, Costa Rica, Argentina, Brazil, Nica-
ragua, Ecuador, Panama, and El Salvador (in that order) all had vaccina-
tion rates per 100 inhabitants that were superior to Mexico.4 As Figure 4.2 
reveals, Mexico’s immunisation statistics were also inferior to the averages 
for high-income, upper-middle income, North American, and South Ameri-
can countries and only slightly superior to those for the world and Latin 
America.

Why the difference? Various studies have drawn attention to a global 
divide in national responses to the COVID-19 pandemic regarding their 
positive or negative impact on health security and the economy. On one side 
of the divide, more successful responses were linked to competent public 
administration, policy informed by scientific evidence, public trust in bureau-
cracies, and the deference of political leaders to public health professionals 
and experts. On the other side, populist strongmen personally orchestrated 
politicised responses that often ran counter to scientific evidence and weak-
ened public health apparatuses rather than strengthen them (see Bayerlein 
et al., 2021; Hanson and Kopstein, 2021; Lasco, 2020; Sánchez Talanquer 
and Sepúlveda, 2024, p. 29; Touchton et al., 2023).

As I elaborate later, the Mexican experience with vaccines fits into the lat-
ter group. The particular brand of populist vaccine politics goes a long way 
in explaining the dismal vaccination performance outlined at the beginning 
of this chapter. In this section, I blame vaccine-related populism for contrib-
uting to a vaccination strategy that subscribed more to political than techni-
cal and scientific criteria (see also Sánchez Talanquer and Sepúlveda, 2024). 
This resulted in a relatively slow process of vaccination that left millions of 
Mexicans unnecessarily unprotected against the virus. It also led to the selec-
tive exclusion of and delay in vaccinating certain segments of the population, 
such as doctors and health workers from private health institutions, children, 
and people with comorbidities, in spite of the recommendations of interna-
tional experts. Finally, this harmful type of pandemic politics weakened the 
public sector at precisely the moment when it needed to be bolstered.
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The populist moment (Brubaker, 2017) in Mexico did not arise with the 
onset of the COVID-19 pandemic. It began in earnest during the 2018 election 
process that resulted in the victory of presidential candidate Andrés Manuel 
López Obrador. López Obrador adopted a populist political style and dis-
course in which he fomented social and political polarisation in the form of 
a growing antagonistic divide between the people and the corrupt Mexican 
establishment, which he called alternately “fifís,” neoliberals, conservatives, 
and the mafia in power. Thanks to a landslide victory, he positioned himself 
as the champion and legitimate president of the people, launching a sustained 
rhetorical attack against the alleged corruption of Mexico’s existing political 
elites and under the rubric of what he labelled the Fourth Transformation, a 
series of social reforms in favour of the country’s poor.

Prior to the pandemic, he did extend his populist-inspired government 
agenda to the public health sector, dismantling the existing Seguro Popular 
(Popular Insurance), which he attacked as a neoliberal initiative allegedly rife 
with corruption and for its exclusion of millions of poor people. With the 
launch of the successor programme, the Instituto de Salud para el Bienestar 
(Health Institute for Wellbeing, or INSABI), he committed health authorities 
to provide free universal health coverage for all Mexicans who lacked social 
security. As a harbinger of things to come for the country’s COVID-19 vac-
cination, López Obrador dramatically extended health coverage to millions 
of additional citizens without a corresponding increase in the national public 
health budget. On the contrary, INSABI was launched in 2019 in the context 
of the president’s commitment to fiscal austerity, or what he preferred calling 
republican austerity (see the chapter by Palacio Ludeña and Velázquez Leyer 
in this volume).

It is important to acknowledge the idiosyncratic elements of Mexican 
pre-pandemic populism that carried over to the government’s response to 
COVID-19. President López Obrador combined eclectic and often contra-
dictory elements in his political style, discourse, and agenda: a permanent 
rhetorical and adversarial campaign against the allegedly corrupt elite estab-
lishment of former governments and their allies; the discursive construction 
of the prior corrupt neoliberal order as the chief culprit for the problems 
suffered by the country’s poor; dramatic increased public spending for select 
social programmes, such as pensions and scholarships, while promoting 
republican austerity across the public sector; and nationalism (see Dresser, 
2022, 2024; Dussauge-Laguna, 2022).

Just like the overall official response to the pandemic, the López Obrador 
government’s approach to COVID-19 vaccines and vaccination was charac-
terised by strong populist impulses that were consistent with what has been 
called medical populism. This phenomenon can be defined as a political style 
based on performances of public health crises that constructs antagonistic 
relations between “the people” whose lives have been jeopardised by “the 
(medical) establishment” (Lasco and Curato, 2019, pp. 1–2). According to 
Lasco and Curato (2019; Lasco, 2020), medical populism rests on three legs: 



90  The Politics of COVID-19 in Mexico

the application in a health crisis of the populist discursive appeal to the peo-
ple in opposition to the establishment; the dramatisation and performance of 
crisis; and discursive simplification.

With respect to the latter, leaders invoke what has been called epistemo-
logical populism: the recourse to rhetoric that is often anti-intellectual or 
anti-expert and values the everyday knowledge, life experience, and common 
sense of “common people” (Brubaker, 2017; Saurette and Gunster, 2011). 
This discursive trait was captured in a distinct presidential policy narrative 
that underpinned the government’s vaccine initiative (Peci, González and 
Dussauge-Laguna, 2022). The narrative was marked by the limited, selective, 
and ambiguous use of scientific evidence, its emphasis on plain talk and that 
the president and his government had the situation under control, the stoic 
outlook that risks and threats are a part of life, as well as the need to return 
to normal life as soon as possible (Peci, González, and Dussauge-Laguna, 
2022). Crucially, through his narrative, the president was the chief inter-
preter, spokesperson, and communicator concerning the pandemic.

Various authors have signalled the deleterious effect that López Obrador’s 
populism has had on the country’s policymaking (Dussauge-Laguna, 2022; 
Renteria and Arellano-Gault, 2021). In line with the analysis of Hanson and 
Kopstein (2021), President López Obrador embodied the return of patrimo-
nial rule, in which leaders with contempt for public health professionals and 
experts assumed personal control over health crisis management with the 
assistance of politically loyal appointees rather than deference to existing 
competent public health authorities and impersonal rules. Interestingly, these 
authors offer an important gender observation concerning this patrimonial 
form of crisis management: López Obrador was part of a pathological global 
trend of narcissistic, self-serving male leaders.

Renteria and Arellano-Gault (2021) refer to downsizing populism for the 
harmful effect of this patrimonial rule on Mexican public administration. 
That is, in tune with his negative portrayal of the existing state bureaucracy 
as neoliberal, corrupt, and untrustworthy, López Obrador oversaw tenden-
cies to downsize and weaken the workforce, infrastructure, and institutional 
capacities of Mexico’s public sector, precisely at a moment when the country 
urgently required strengthened public administration.

Populist influences were felt in Mexico’s COVID-19 vaccination strat-
egy in two important, intertwined ways: the centralisation and politicisa-
tion of public health authority and processes. First, the centralisation of 
vaccine-related activity subscribed to the populist logic of establishing unmit-
igated and direct relations between López Obrador and the people, as mani-
fested in both government institutions and communications.

Institutionally, in the months prior to the beginning of Mexico’s vaccina-
tion drive, López Obrador neutralised the existing government architecture 
for the management of public health emergencies that had been codified in 
Mexican law, the General Health Council (CSG) and the National Health 
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Council (CNS). In their place, the president imposed a vertical decision-making 
structure centred on the presidency and the Undersecretariat for Prevention 
and Health Promotion at the Ministry of Health (Sánchez Talanquer and 
Sepúlveda, 2024).

Accordingly, government communications with the public were con-
centrated and personified in two people: President López Obrador and the 
Undersecretary of Health, Hugo López-Gatell Ramírez. Daily press confer-
ences delivered by these two through the president’s morning programme 
called the Mañanera became the mainstay of information for the Mexican 
population during the pandemic (see Natal, 2021). This structure enabled 
López Obrador and López-Gatell, “the scientist,” to serve as the main inter-
preters of and government spokespeople for the health crisis, to monopolise 
the supposed truth, and to control information about the pandemic and the 
public’s access to it.

Centralisation was directly manifested in the government’s vaccination 
programme launched in 2021, Operation Roadrunner. Rather than a joint 
federal-state undertaking, this initiative would be under the operational 
command of the Presidency of the Republic with logistical and technical 
support from the National System of Integral Development for the Family 
and the Undersecretariat for Prevention and Health Promotion at the Min-
istry of Health. Instead of building on the existing vaccination architecture 
that existed through the Universal Vaccination Program or across state and 
local governments, the López Obrador administration opted to roll out vac-
cines through the creation and operationalisation of 10,000 brigades that 
would mount itinerant vaccination centres on the go (Sánchez Talanquer and 
Sepúlveda, 2024).

This centralisation had important consequences for vaccination perfor-
mance. The elimination of the responsibility of the CSN and the CNS for 
crisis management translated into the closure of institutionalised spaces 
for dialogue with and participation of medical doctors and scientists in 
decision-making, thereby sacrificing the harnessing of a whole-of-government 
and whole-of-society approach to crisis management and vaccination. State 
and local governments were bypassed or underutilised.

On the communication side, centralisation lent itself to the polarisation 
and antagonisation of public opinion instead of the promotion of dialogue, 
consensus-building, unity, and coordination. It also led to the silencing 
or curbing of alternative voices, as well as the control and lack of trans-
parency in information and statistics (Sánchez Talanquer and Sepúlveda, 
2024, p. 275).

The marginalisation of scientific and medical experts obliged them to use 
the media in order to share their health recommendations with the general 
public and voice their opinions and critiques of government policy. This 
resulted in the publication or transmission of a flurry of letters, opinion 
pieces, books, and reports (see, e.g. Frenk and Gómez Dantés, 2021; Infobae, 
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2021; Moreno, 2022; Sánchez Talanquer et al., 2021; Ximénez Fyvie, 2021, 
2022). Accordingly, the government’s centralisation drive fuelled a mutually 
reinforcing and completely unnecessary polarisation between health authori-
ties and experts.

Second, the flipside of centralisation was the politicisation of the vac-
cination process. From the moment in which the vaccine roll-out process 
overlapped with the 2021 midterm elections, the government’s critics in the 
scientific and medical community accused it of favouring political over sci-
entific criteria in its vaccine strategy (Díaz, 2022; Redacción, 2023; Moreno, 
2022). Mexico’s pandemic tsar, Hugo López-Gatell, was attacked for his 
“pseudo-scientific explanations” and “health dictatorship” (García, 2023).

The epitome of the politicisation of the vaccination process was Opera-
tion Roadrunner. Instead of the exclusive use of trained public health per-
sonnel, the brigades that inoculated the public relied heavily on “Servers of 
the Nation,” political militants and volunteers that worked for social pro-
grammes that were closely associated with López Obrador’s political party, 
MORENA. These 13-member brigades also included military personnel such 
that in total, they contained more social programme promoters and soldiers 
than medical and technical personnel (Sánchez Talanquer and Sepúlveda, 
2024). There was absolutely no technical or medical justification for the 
involvement of the servers (Frenk and Gómez Dantés, 2021). Clearly, Opera-
tion Roadrunner had competing political/electoral and public health ends.

The government was also criticised for the politicised order of priority that 
it established to determine which segments of the population would be immu-
nised first. Often against the recommendations of its own Technical Advisory 
Group for COVID-19 Vaccination (GTAV) and the WHO, it prioritised the 
application of vaccines to Servers of the Nation, doctors, and health workers 
who dealt with COVID-19 patients in public hospitals, teachers, and rural 
areas. With the exception of doctors and health workers in the public health 
sector, none of the others were considered priorities by GTAV. Notably, using 
a narrow definition of which health workers constituted priority targets, and 
despite their high risk of exposure to the virus, private doctors and health-
care workers were initially excluded from this priority list. It required a court 
order of the Supreme Court in May 2022 for health authorities to vaccinate 
these medical staff from private hospitals, clinics, and pharmacies, since they 
too formed part of the National Health System. Moreover, instead of privi-
leging citizens with comorbidities for vaccination, authorities executed the 
roll-out by age groups (Frenk and Gómez Dantés, 2021; Sánchez Talanquer 
and Sepúlveda, 2024).

López-Gatell also drew heavy criticism for the delay in vaccinating youth 
and children. It took until June 2022 for the government to commence vac-
cinating children under 11 years of age, following legal action by worried 
parents. López-Gatell reasoned publicly, without scientific evidence, that 
children enjoyed more resilient immune systems against the virus, that it 
could even be harmful to immunise them, and hence it was more urgent to 
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apply vaccines to higher-risk segments of the population (Díaz, 2022; García, 
2023; Kane Jiménez and Gandy, 2021; Sánchez Talanquer and Sepúlveda, 
2024, p. 272).

Finally, the government’s choice of at least some vaccines to administer to 
the population was also politically motivated. Originally, during the first year 
of vaccination, with the urgent need to inoculate the population in the con-
text of the failure of COVAX to provide adequate supply, the laudable efforts 
of the Secretariat of External Relations (SRE) to obtain vaccines were largely 
driven by pragmatism: to get the shots wherever they became available on 
short notice. This often meant playing the game of vaccine diplomacy with 
American, Chinese, Russian, and European donor governments. Accord-
ingly, SRE arranged the purchase or donations of eight different vaccines: 
Abdalá, AstraZeneca, CanSino, Janssen, Moderna, Pfizer, Sinovac, and Sput-
nik V (Sánchez Talanquer and Sepúlveda, 2024).

Although they were not recommended by the WHO, Mexican authori-
ties relied heavily on imports of the Russian vaccine Sputnik and the Cuban 
Abdalá, even when gradually a more plentiful supply of other authorised 
alternatives became available. Indeed, in December 2021, the Federal Com-
mission for Protection against Health Risks (COFEPRIS) formally authorised 
the use of Abdalá, notwithstanding its lack of WHO or broader international 
approval or that the vaccine had solely undergone clinical trials in Cuba. 
Moreover, Mexican authorities decided to apply the vaccine to children, even 
though Pfizer was the only vaccine that possessed authorisation from the 
WHO for use in children under 5 years of age. Its Mexican adoption was 
underpinned by a formal bilateral agreement that López Obrador signed 
with his counterpart, Miguel Díaz-Canel, during an official visit to Cuba in 
May 2022, and for which the details of Mexico’s vaccine purchase were not 
disclosed (Sotomayor, 2023). The application of both of these earlier gen-
eration vaccines was further questioned in 2022 and 2023 for whether they 
offered up-to-date protection against more recent strains of the coronavirus 
(Sánchez, 2023).

Lastly, the development of a homegrown vaccine, Patria, was also politi-
cally inspired. In the context of the urgent supply challenges of 2021, it did 
make a lot sense for the government to promote vaccine sovereignty, as López 
Obrador espoused publicly (Capital 21 Web, 2023; Universal, 2023). Even 
though the vaccine relied largely on technology developed in the United States 
by the Mount Sinai Icahn School of Medicine, it was politically packaged by 
López Obrador with a nationalistic name, Patria, inspired by the poem Suave 
Patria by Zacatecan Ramón López Velarde (Sánchez, 2023). In spite of the 
initial pledge of the government to have the vaccine approved and in produc-
tion by the end of 2021 or early 2022, it took until January 2024 for Patria 
to complete its development, trials, and receive domestic authorisation by 
the Comité de Moléculas Nuevas (Committee for New Molecules) (AMLO, 
2024) and June 2024 by COFEPRIS (Gobierno de México, 2024), long after 
Mexico and the WHO had officially declared an end to the COVID-19 public 
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health emergency. Notwithstanding other technical and logistical challenges, 
the principal reason for Patria’s slow development was the lack of adequate 
financing for the initiative (Sánchez, 2023), not surprising in the context of 
the government’s republican austerity. Just as in the cases of Sputnik and 
Abdalá, critics questioned whether Patria’s vaccine technology was out of 
date against more recent mutations of the COVID-19 virus (Flores, 2022; 
Sánchez, 2023).

Conclusion: Global Political Economy Meets Populism in Mexico’s 
COVID-19 Vaccine Drive

In this chapter, I have argued that a pernicious combination of pandemic pol-
itics made its presence felt in the nexus between governance and government 
in Mexico’s problematic COVID-19 vaccination experience. On one side, 
despite the widespread rhetoric among numerous international stakeholders 
about the paramountcy of vaccine equity and globalism and the need for pan-
demic vaccines to become a global public good, the global political economy 
proved fertile ground for the rise of a global pandemic vaccine governance 
complex that reflected the power of the countries and pharmaceutical com-
panies that were concentrated largely in the Global North and favoured their 
interests. As I elaborated earlier, powerful global political economy tenden-
cies distorted vaccine governance against greater equity and access by coun-
tries of the Global South in at least four important and interconnected ways: 
the design of governance institutions; the defence of intellectual property; 
vaccine nationalism and regionalism; and vaccine diplomacy. Although this 
governance complex fostered the fastest development of vaccines in human 
history, its vaccine arm, COVAX, failed to provide countries like Mexico 
with access to an adequate supply of vaccines for its population. Accord-
ingly, Mexican authorities were left largely to defend themselves.

On the other side, the López Obrador government adopted a particular 
populist style of pandemic politics that weakened the country’s vaccination 
performance considerably. Assorted and interconnected tendencies of what 
have been called medical populism, epistemological populism, presiden-
tial policy narrative, patrimonialism, and downsizing populism produced 
overarching centralisation and politicisation impulses that led to harmful 
consequences, for both the government’s overall COVID-19 vaccination 
initiative and its statistics. The López Obrador vaccine strategy contributed 
to a successful effort to maintain the president’s popularity rating and pro-
duce important electoral gains during the 2021 midterm elections (De la 
Cerda and Martínez-Gallardo, 2023), but it sacrificed the harnessing of a 
whole-of-government and whole-of-society approach.

Consequently, the country’s vaccination process suffered important 
delays. Furthermore, certain groups who should have been among those pri-
oritised were not, such as doctors and health workers who were not nar-
rowly identified as directly on the COVID-19 frontline or who were from 
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private hospitals, people with comorbidities, and children. Thanks in part to 
this politically motivated practice, Mexico suffered the highest mortality rate 
among physicians and health workers in the world (Dávila, 2023; Sánchez 
Talanquer and Sepúlveda, 2024, p. 278). On the basis of political criteria, 
authorities also opted to apply Russian and Cuban vaccines that were not 
recommended by the WHO and whose reliability against more recent strains 
of the virus has been questioned by experts.

Despite the government’s pro-poor rhetoric, a two-tiered vaccine coverage 
evolved instead of vaccines as a truly public good. That is, whereas Mexico’s 
lower-income groups have had to make do with public sector inoculations 
and booster shots that have often used inferior vaccines such as Sputnik, 
Abdalá, and soon Patria, more well-to-do Mexicans were able to resort to 
vaccine tourism to travel to the United States for more effective vaccines. 
Beginning in early 2024, a mixed public-private good regime prevailed, since 
Mexicans with adequate income could also now purchase more reputable 
booster shots like Pfizer from private pharmacies for the first time.

As Figures  4.1 and 4.2 highlighted, Mexico’s overall vaccination rate 
was inferior to those of many other Latin American countries, as well as in 
comparison with the averages for high-income, upper-middle-income, South 
American, and North American countries. In all likelihood, thousands of 
Mexicans were unprotected, under-protected, or succumbed to COVID-19 
unnecessarily, thanks to the pandemic politics of the country’s vaccination 
experience. The lesson is clear: Until international stakeholders and Mexican 
authorities get the political economy and politics of global pandemic vaccine 
governance and public administration right, we can expect more of the same 
consequences in the event of future infectious disease outbreaks.

Notes

	1	 See also https://data.who.int/dashboards/covid19/vaccines?n=c.
	2	 Orchestration is a mode of governance in which intergovernmental organizations 

(IGO) “enlist intermediary actors on a voluntary basis, by providing them with ide-
ational and material support, to address target actors in pursuit of IGO governance 
goals” (Abbott et al., 2015, p. 3). On the WHO’s role as a governance orchestrator, 
see Hanrieder (2015).

	3	 On governance gaps analysis, see Weiss (2013).
	4	 www.statista.com/statistics/1194813/latin-america-covid-19-vaccination-rate-

country/.
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Introduction

In 2015, the United Nations (UN) member states unanimously commit-
ted to implementing the 17 Sustainable Development Goals (SDGs) by 
the year 2030. A variety of actions have been implemented in an effort to 
achieve these goals. Nevertheless, the COVID-19 pandemic and its societal 
repercussions brought unprecedented socio-political challenges with conse-
quences for all the goals, particularly SDGs 3 (health), 10 (equality), and 17 
(partnerships).

The objective of this chapter is to conduct a comprehensive analysis of 
cooperation dynamics between different stakeholders mandated with facili-
tating access to COVID-19-related healthcare and vaccination for migrants 
along the US-Mexico border, specifically in the San Diego-Tijuana region, 
during the early stages of the COVID-19 pandemic (2020–2021). Through 
the lens of disease diplomacy, we aim to understand how these partnerships 
functioned under the pressures of the pandemic, what strategies were imple-
mented to overcome barriers to healthcare rights for migrants, and the effec-
tiveness of these efforts against SDGs 3, 10, and 17. We ask: How did actors 
on both sides of the border interact during the pandemic to ensure or impede 
the provision of healthcare services to migrants?

Disease diplomacy is the collaborative effort among states and interna-
tional actors to enhance disease surveillance and control. It involves the col-
lective endeavour to achieve global health security by adhering to the revised 
2005 International Health Regulations, which aim to address challenges in 
disease control and promote cooperation among nations for safeguarding 
global health (Davies, Kamradt-Scott, and Rushton, 2015). Disease diplo-
macy is a form of international cooperation crucial to managing and con-
trolling the spread of diseases, particularly in border zones where human 
movement can exacerbate the transmission of infectious disease. By under-
standing the collaborative efforts of border actors, including multi-level 
(local, regional, national, international) and multi-sectoral (state, non-state) 
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actors, we can assess the effectiveness of public health strategies during a 
pandemic.

Through its emphasis on multilevel governance (MLG), disease diplomacy 
is instrumental to achieving the SDGs, especially those aimed at ensuring that 
health and well-being are rights for all, regardless of age, origin, nationality, 
and gender. This underscores the relevance of disease diplomacy in promot-
ing equitable global health, in line with goals set at both the international 
and local levels.

This chapter focuses on San Diego (United States) and Tijuana (Mexico), 
which together form the most-crossed international border in the Western 
world. Tijuana in particular is considered a key transit area on the migra-
tory route, known as the “city without borders” (IOM, 2015, p. 49) as a 
nod to the complex and constant mobility of people. However, according 
to the World Migration Report 2015, this quality appears weakened due 
to the political measures by the United States and Mexico that interrupt 
mobility and contain migrants who must wait for the right opportunity 
to move.

To analyse the interactions between actors in the border region, we used 
a combined methodology for data collection: (1) primary qualitative data 
through electronic written questionnaires to key informants and (2) second-
ary data through scientific and grey literature (news sources, reports from 
governmental and non-governmental programmes). Fifteen questionnaires 
were answered by active contributors from academic, civil society, or public 
sector organisations, each with between three and 22 years (average: ten) 
of experience in the migration field. Most lived and worked in Tijuana and 
brought perspectives from the Mexican side of the border.

Most participants (eight) held key positions within civil society organisa-
tions (CSOs) in Mexico providing direct services to the migrant population. 
These included directors, general and medical coordinators, attorneys, and 
regional representatives, some of whom collaborated closely with colleagues 
on both sides of the border. Of these, several were medical doctors. At least 
two participants who principally worked within CSOs were also involved 
in higher academic institutions in Tijuana. Most CSOs represented by par-
ticipants specifically served the migrant or refugee population (Centro 32/
Families Belong Together Mexico, Espacio Migrante A.C., Desayunador/
Albergue Salesiano Padre Chava, Refugee Health Alliance (RHA), Al Otro 
Lado), although two also served wider audiences in need of diverse social 
support (Prevencasa, American Friends Service Committee—Latin America 
and Caribbean). One informant came from an international organisation: the 
United Nations International Organization for Migration (IOM).

Five participants identified as professors or researchers with a focus on 
migration topics. Their affiliated academic institutions were mainly Mexican 
(Universidad Nacional Autónoma de México, Universidad Iberoamericana 
Mexico City, El Colegio de la Frontera Norte), with one in the United States 
(University of California at Davis). Finally, one actor was employed in the 
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Mexican public sector, playing a coordination role in the General Consulate 
of Mexico in San Diego. Information from the questionnaires is presented 
with the express informed consent of the actors.

The chapter is divided into two sections. The first presents disease diplo-
macy in the context of the COVID-19 pandemic, emphasising its increasing 
importance as a framework for navigating a complex global health land-
scape. The second section presents dynamics and challenges in providing 
healthcare services for migrants in the San Diego-Tijuana border region dur-
ing the pandemic.

Disease Diplomacy as Analytical Framework: Links With MLG 
and the 2030 Agenda

Disease diplomacy takes on an amplified significance in the context of the 
COVID-19 pandemic as a framework for navigating an evolving global health 
landscape. The pandemic has starkly demonstrated that international actors 
(from states to NGOs) often face challenges in synchronising responses due 
to diverse political agendas, resource constraints, and differing capacities.

Disease diplomacy has become especially prominent in the literature on 
pandemic politics, where the need for a unified and effective response has 
highlighted the importance of diplomatic strategies that can manage public 
health within the MLG framework and in alignment with the 2030 Agenda. 
Thus, disease diplomacy seeks not only to contain disease outbreaks but also 
to strengthen health systems in the long term and promote equity in health 
access.

This approach is based on the premise that actors from different sectors 
(state, intergovernmental, and non-state) interact at multiple levels with 
respect to disease surveillance and control (Davies et al., 2015). These inter-
actions can be classified into three distinct types of diplomacy: core or formal 
diplomacy; multistakeholder diplomacy; and informal diplomacy (Katz et 
al., 2011; see also Ruckert et al., 2016). Core or formal diplomacy, involving 
high-level political negotiations and agreements between states, is essential 
for formulating global health policies and frameworks that align with the 
SDGs. This type of diplomacy can lead to the establishment of international 
norms and commitments, such as those aimed at ending epidemics and ensur-
ing healthy lives for all (SDGs 3 and 10).

Multistakeholder diplomacy brings together a diverse range of actors 
beyond nation-states, including NGOs, private sector players, and interna-
tional organisations. This type of diplomacy is aligned with SDG 17, which 
emphasises partnerships to reach the goals. Through collaboration, these 
various stakeholders can pool resources, expertise, and implementation 
capacities vital to achieving the comprehensive and inclusive approach to 
health envisioned in the 2030 Agenda.

Informal diplomacy operates outside official diplomatic channels and 
often involves civil society, academic institutions, and health professionals. 
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These actors can influence policy through advocacy, create awareness, and 
drive community-level action, which is fundamental for the localisation of 
the SDGs. Informal diplomacy supports the MLG framework by facilitating 
the flow of information and best practices across different governance levels, 
from local to global, ensuring that initiatives are responsive to community 
needs and grounded in local realities.

Although there is no consensus around the definition of MLG, this 
approach has been a leitmotif of integration processes in European studies 
(Castro-Conde, 2010). Its reach has extended to other areas in environmen-
tal and social issues, such as migration (Libert-Amico et al., 2018; Ortega, 
2021). In this chapter, MLG is defined as “the dispersion of authority outside 
the central government, upwards to the supranational level, downwards to 
subnational jurisdictions, and laterally to public-private networks” (Hooghe 
and Marks, 2002, 2003, cited in Panizzon and van Riemsdijk, 2019, 
p. 1226). On the basis of a review of the literature on governance, this dis-
persion is considered to have the objective of providing goods and services 
(Risse, 2011).

The original concept of MLG, proposed by Hooghe and Marks (2002), 
included a Type I and Type II governance scheme (Panizzon and van Riems-
dijk, 2019). Type I refers to a limited number of jurisdictions (international, 
national, regional, meso, local) with a general purpose, clear boundaries, and 
permanent configuration, which focuses power and decision-making on a 
limited number of actors (mainly governments). In contrast, Type II consists 
of flexible and ambiguous jurisdictions characterised by their overlap and 
interconnection. Type II schemes are readily identifiable in border regions, 
where functional jurisdictions are composed of multiple state or non-state 
actors operating to solve problems and provide services (Castro-Conde, 
2010; Panizzon and van Riemsdijk, 2019).

As mentioned, MLG has expanded to issues such as migration (Panizzon 
and van Riemsdijk, 2019; Scholten and Penninx, 2016), where distinct clas-
sifications have been proposed as shown in Table 5.1.

Notably, throughout this classification scheme, one variable analysed is 
the interaction between actors at jurisdictional or territorial levels. Some-
times these are orchestrated, with policies adopted and implemented across 
levels, but at other times they are disjointed, as in the case of the decou-
pled mode. This may be not only due to divergent interests but also due 
to the way in which each actor involved may define a problem or neglect 
to share information with others (Porras, 2021). The localist mode focused 
on bottom-up processes recognises that at the local level there are problems 
that need to be addressed by the actors who experience them or have local 
legitimacy. The MLG model shows clear links to disease diplomacy since the 
latter allows analysis of the performance of government actors and the role 
of other actors in crisis management. Transgovernmental networks are found 
within a multi-actor and multilevel reality.
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“Disengagement” (decoupled mode) in the migratory field results in 
national authorities distancing themselves from local phenomena and there-
fore holding others accountable for their management, including migrants 
themselves (Ortega, 2021). Faced with decoupling, horizontal networks have 
been created, which invoke the capacities and interests of multiple stakehold-
ers (Panizzon and van Riemsdijk, 2019).

Migration scholars such as Müller (2014) have highlighted that in bor-
der microregions, such as San Diego-Tijuana-Mexicali, local actors can 
act through networks to obtain resources (both in-kind and financial) and 
strengthen their capacity to negotiate with public officials. This demonstrates 
the heterogeneity of networks.

According to Müller, although transnational movements exist at the 
binational level, in the region of interest it is more relevant to consider 
cross-border networks. This is because, although the state has an important 
role in relations, lasting connections are present in the local civil society sec-
tor (Müller, 2014). Under this cross-border approach, it can be said that 
governance is local, whereby regional actors are guided by the principle that 
“what can be done locally must be done locally” (Scholten and Penninx, 
2016, p. 93). Notably, this type of governance does not contradict the multi-
level style since local actors come into contact with other national and bina-
tional non-governmental actors to obtain different resources.

A focus on healthcare services allows the identification of actors charged 
with addressing health within a region or where these actors have influence 
(Barragán, Riaño and Martínez, 2012; Quiroga, 2019). These services may 
be first, second, or third level (Barragán, Riaño and Martínez, 2012). The 
World Health Organization (WHO) has declared the provision of healthcare 

Table 5.1 � Classification and main characteristics of multilevel governance in the 
context of migration

Classification Main characteristics

Centralist mode Top-down relations that exhibit a clear hierarchy, division 
of labour, and control mechanisms between government 
levels to ensure policy implementation through a vertical 
coherence approach

Localist mode Bottom-up perspective where political implementing bodies 
or regional actors follow the principle that “what can be 
done locally must be done locally” (Scholten and Penninx, 
2016, p. 93)

Multilevel style Interactions and joint coordination-style relations without a 
clear hierarchical dominance, exercised through forums or 
networks in which organisations of different mandates are 
involved in a specific policy domain

Decoupled mode The absence of meaningful interactions at multiple levels

Source: Created by the authors, based on Scholten (2013) and Scholten and Penninx (2016)
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services and production of vaccines and medicines key to avoiding health 
risks. In vaccine and medicine production, the relationship between the gov-
ernment and private sector requires particular focus to ensure access to nec-
essary goods. Therefore, the WHO recognises that ensuring access to these 
products depends on governance, information, human resources, and part-
nerships or relationships between multiple stakeholders in a given territory 
(WHO, 2018).

From this territorial standpoint, the 2030 Agenda advocates for a mul-
tilevel approach to encompass regional, national, and subnational levels 
through planning, capacity building, institutional development, and evalua-
tion. Moreover, it involves initiatives driven by the private sector and other 
non-state stakeholders. This convergence of actors aligns with the concept 
of multistakeholder partnerships MSPs, and within the scope of disease 
diplomacy, it particularly resonates with the practices of multistakeholder 
diplomacy.

Considering the above, the following section analyses the types of inter-
actions among a diversity of actors during the 2020–2021 period of the 
COVID-19 pandemic in the Tijuana-San Diego border region.

Migrant Healthcare Access in a Global Health Crisis: Actors and 
Interactions to “Leave No One Behind” in the Tijuana-San Diego 
Region During the COVID-19 Pandemic (2020–2021)

Healthcare services, far from being strictly a state function, are theoreti-
cally available to migrants through a patchwork of multisectoral actors and 
sustained by the partnerships among them. Around Tijuana, pandemic-era 
services were principally provided to migrant people by civil society and 
non-governmental organisations, followed by private pharmacies, and only 
distantly followed by public sector services.

A network of CSOs active in Mexico offers integrated services for health 
and wellness to the migrant community. Key among those who offer direct 
medical services, as mentioned by various informants, are the RHA and affili-
ates, Prevencasa, Centro 32, and Pro-Salud. Volunteer-based clinics within 
humanitarian spaces such as the Desayunador Padre Chava (Proyecto Sale-
siano) were also an important part of the network, even providing specialised 
services to address the needs of particularly vulnerable groups like the Mid-
wifery and Ancestral Medicine Center (RHA).

The interactions described, involving collaborations and partnerships 
beyond the constraints of governmental or intergovernmental policies, align 
closely with the concept of informal disease diplomacy. They represent rela-
tionships outside the realm of formal diplomacy, specifically aimed at foster-
ing action at the community level. This approach exemplifies the essence 
of informal disease diplomacy, which thrives on grassroots initiatives and 
cross-sectoral cooperation, bypassing the often slower and more rigid struc-
tures of formal diplomacy.



Multistakeholder Partnerships for Migrant Healthcare Access  107

The Mexican Red Cross was an available option for emergency transport 
and care, but the high cost of services was prohibitive for most migrants. 
Networks between local CSOs in related sectors fomented community access 
and comprehensive services. These were, for example, links to churches, 
LGBTQ+ support organisations, and politically liberal organisations charac-
terised by informants as being structured upon US models.

The latter is not a coincidence since binational collaborations for migra-
tion issues between organisations in the United States and Mexico have been 
present since long before the pandemic. According to Agudo (2020),

[T]he initiatives and alliances between different centres and organi-
sations that work with the Lesbian, Gay, Bisexual, Transgender, and 
Intersex population in Baja California are an example of the organi-
sational effervescence and proliferation of non-governmental associa-
tions in the current context of border reinforcement, discrimination 
and criminalization of different populations produced by the current 
migration control policies.

(Agudo, 2020, p. 65)

Despite clear economic and social advantages to CSO service provision, 
important capacity gaps were highlighted as a consistent concern. As a CSO 
director in Mexico emphasised,

Few organisations directly provide healthcare services .  .  . we know 
that not everyone from the population in the context of mobility can 
access these services through organisations; that’s why partnerships are 
created to link people in the migration context to different public and/
or private healthcare institutions.

This underscores the need for collaborative efforts to bridge the gap in health-
care access and highlights the essential role of partnerships in enhancing the 
reach and effectiveness of healthcare services provided by CSOs.

Therefore, another key role of civil society actors was maintaining strong 
connections with other multisectoral actors to support medical referral and, 
significantly, even physical accompaniment to public sector services. These 
were key actions of non-governmental actors at the local, national, bina-
tional, and international levels. MLG is evident in these types of interactions 
and joint coordination relationships, where diverse types of organisations are 
involved in a specific policy domain. The findings presented here suggest the 
need to consider an additional MLG classification focused on multi-sectoral 
relationships.

This multi-sectoral model appears aligned with methodological guidelines 
by the Economic Commission for Latin America and the Caribbean (ECLAC) 
for the planning of the 2030 Agenda, which “underlines the inadequate 
way of approaching complex sustainability problems, with the traditional 



108  The Politics of COVID-19 in Mexico

perspective in the formulation of policies and planning, from thematic 
silos by specific sectors” (ECLAC, 2018, p.  13). The networks described 
in the Tijuana-San Diego migration context exemplify the cross-sector and 
cross-border collaborations characteristic of multistakeholder diplomacy.

Informants also acknowledged the frequent use of private medical services 
among migrants. While the high cost of private clinics often precluded their 
use, many were reported to prefer the abundant range of large-chain private 
pharmacies in Mexico. These pharmacies generally offered relatively afford-
able and sometimes free medical consultations in addition to prescription 
drugs. However, these services are market-driven, oriented towards pharma-
ceutical treatments, not necessarily compliant with epidemiological report-
ing, and without continuous and comprehensive service options.

Evidently, least preferred by the migrant population were public sector 
health services managed by the Health Secretariat of Baja California, includ-
ing clinics, health centres, and hospitals. In public sector installations, dis-
crimination towards migrants was frequently described, even for Mexican 
nationals from other states and international migrants with regular status. 
Those who successfully received services were nearly always escorted by 
members of CSOs with established networks. Informants also mentioned 
the relatively new Integrative Migrant Centres (Centros integradores para el 
migrante), though their role was not seen as central within the network of 
public sector services. Additionally, the IMSS-Wellness Program (Programa 
IMSS-Bienestar) in 2020 provided consultations to migrants through seven 
service points in Mexican territory, including the “Carmen Serdán” Integra-
tive Migrant Centre in Tijuana. The IMSS-Wellness Program had primary, 
secondary, and tertiary infrastructure in order to focus on vaccination and 
epidemiological surveillance. However, this centre was not seen as a viable 
option for many migrants who stay in shelters or in El Chaparral encamp-
ments on the Mexican side of one official border crossing, and those who 
lack reliable and safe transportation. The centre was constructed at a dis-
tance from El Chaparral and the international border with the United States 
(Ramírez, 2021).

This situation underscores the crucial role of NGOs in bridging the gap 
between the migrant community and the public healthcare sector. As noted 
by a researcher informant in Mexico,

[I]n cases where better or more integral medical attention is needed, the 
NGOs are the ones who contact and refer migrant individuals to public 
hospitals. This is done to prevent institutional abuse in medical services 
(at least upon first entry).

The NGOs’ involvement, therefore, becomes pivotal in ensuring that 
migrants can safely and effectively navigate the public system. This dynamic 
highlights a complex healthcare landscape where the collaboration between 
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CSOs and public health institutions is essential yet fraught with challenges 
and dependencies.

The above further demonstrates that in the provision of healthcare ser-
vices to migrants, informal disease diplomacy through NGOs is key to avoid-
ing institutional abuses and addressing the specific needs of migrants at the 
community level. Likewise, the work of these actors is linked to the localist 
model of MLG, as they demonstrate a territorial approach in identifying and 
addressing needs.

The IOM has noted that during the pandemic three types of administra-
tive and systemic barriers influenced the experiences of migrants in vaccine 
access: low, medium, and high level. Low-level measures refer to any form of 
identification—valid or not, expired or not, and from anywhere—to verify 
identity. Medium level refers to certified documents (e.g., residence permit, 
host country insurance cards), though these may be accepted even if they 
have expired. High measures require specific types of documents that are still 
valid/unexpired (IOM, 2021).

In light of the situation in Mexico, it is evident that systemic measures 
for COVID-19 vaccine distribution and access were rated between medium 
and high in terms of their effectiveness and reach. However, practical chal-
lenges remained significant. As a medical doctor and co-director of a CSO in 
Mexico highlighted,

[T]he COVID-19 vaccines, though available to adults based on age 
groups, are administered in locations that are often quite distant and 
expensive to travel to. Furthermore, without a CURP (Unique Popu-
lation Registry Code), obtaining vaccination certification becomes an 
impossibility, even after receiving the vaccine.

This underscores the logistical and bureaucratic hurdles faced, particularly 
by those in marginalised groups, in accessing essential healthcare services 
like vaccination.

No sustained public sector mechanisms were identified that sought to 
guarantee migrant access to the COVID-19 vaccine. In fact, one informant 
expressed that migrants were only vaccinated in moments of surplus, and 
another mentioned that vaccination was strictly discretionary because the 
only way to get access was through direct accompaniment by a figure with 
network influence. While the health jurisdiction was seen to have made spo-
radic efforts to address COVID-19 in other aspects, no concerted effort was 
recognised, and while some shelters managed to hold their own vaccination 
campaigns, these were only possible with support to obtain the highly cov-
eted vaccines.

As one sub-director of a CSO in Mexico noted, “in some shelters, there is 
access to COVID-19 vaccines through organisations from the United States. 
The majority of the population still doesn’t have open access; migrants are 
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only offered vaccines when there is an excess of supply.” Selective and inter-
mittent vaccine provision underscores the broader challenges of COVID-19 
vaccine availability for the general public in Mexico, especially during the 
early phases of global vaccine distribution.

This sporadic targeted provision of vaccines was nonetheless important, 
particularly given the scarcity of vaccine supply available to the general pub-
lic in Mexico, even more evident at the beginning stages of global vaccine 
distribution. Global attention to the pandemic also fostered opportunities for 
CSOs to receive resources to specifically dedicate to combating COVID-19.

As a Programme Officer from a CSO in Mexico noted,

[T]here are no specific campaigns targeting migrant individuals for vac-
cine access. In Tijuana, some shelters organised vaccination campaigns, 
but this was not widespread. The health jurisdiction of the Health Min-
istry occasionally conducted workshops and offered COVID-19 tests 
and information on isolation procedures in shelters, but not all shelters 
received such assistance. In fact, some shelters that formally requested 
help did not receive any response.

This statement highlights the patchy and often inadequate response of the 
public health system, underscoring a pressing need for more structured and 
consistent support, especially in obtaining highly sought-after vaccines for 
vulnerable shelter populations.

Federal law in Mexico allows open access to COVID-19 vaccines for all 
eligible individuals, independent of his or her migratory status. In theory, this 
allowed unfettered vaccine access to migrants. This happened in some places, 
such as one participant, for example, who affirmed that although help arrived 
late, migrant shelters, assistance points, and even the migrant encampment 
at El Chaparral did receive some vaccines. Moreover, periodic multisectoral 
roundtables were a factor in facilitating access. These were held between 
a variety of actors, including the Baja California State Board of Migratory 
Affairs, Baja California State Human Rights Commission (CEDHBC), IOM, 
United Nations High Commission for Refugees (UNHCR), Doctors Without 
Borders (in French, MSF), and local media outlets, though these apparently 
lacked the health jurisdiction.

Despite this, informants generally agreed that in practice, migrant access 
was restricted by significant barriers. No direct mechanisms were known 
that translated legislation into reality. A  significant incongruence with the 
national legislation persisted within the obligatory online registry for vac-
cination, where as previously mentioned, in order to complete registration, 
individuals were required to provide a CURP number. In addition to the 
widespread challenge of online registration for migrants—most lack access 
to computers, though cell phones are common—the majority do not have a 
CURP number.
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As described by a lawyer working with a CSO in the United States,

[M]ost migrants do not have computers, so if the website doesn’t work 
from a phone, they also wouldn’t be able to access it. Additionally, 
in many places offering vaccines in Mexico, they are only offered to a 
specific population group at a time. There isn’t always a lot of notice 
as to when a vaccine for your eligibility category will become available. 
I have not seen any government efforts to address information directly 
to migrants about vaccination. I have also not seen any governmental 
efforts to address misinformation about vaccines.

This testimony sheds light on the significant information and accessibility 
gaps faced by migrants, emphasising the urgent need for more inclusive and 
migrant-friendly vaccination campaign strategies.

Real access to healthcare services depended on the compliance of health-
care workers and adjacent personnel with the law; however, informants 
described discretionary actions by these gatekeepers as the main barrier 
to care. This was most commonly manifested in the widespread practice 
of healthcare workers asking for an official Mexican document, such as 
the CURP to provide services, although this is against the law. Some were 
reported to have even requested proof of migratory status and to have denied 
services to Afro-descendent, indigenous, or visibly non-Mexican individuals 
even if these persons showed valid documents.

In contrast to targeted mechanisms to reach the highly vulnerable migrant 
population, vaccination sites remained the main point of access, most of 
which were far from shelters, camps, and areas of high migrant concentra-
tion. This posed distance and cost barriers to vaccine access. Finally, the 
design of the overall COVID-19 vaccine campaign in Mexico created further 
challenges for migrants, as it did in other population groups. These cam-
paigns have been characterised by their narrow specificity and unpredictabil-
ity, where one particular group (e.g., adults 40–49 years old) were the only 
population at a given site on a given day, and notice was often very short and 
disseminated through non-standardised platforms.

Across the border in the United States, the federal government legally 
ensured open access to COVID-19 vaccines for all eligible individuals, 
regardless of their migratory status. This policy was reflected in the actions of 
state health actors and local governing bodies in the San Diego region, who 
vaccinated anyone presenting any form of valid identification. This approach 
was categorised as implementing low-level measures in accordance with the 
IOM 2021 standards.

The COVID-19 pandemic brought challenges well beyond the disease 
itself to public sector healthcare, with the complete closure of health centres 
for extended periods during 2020 and 2021. When open, limits were put on 
patient capacity, and certain installations, including Tijuana General Hospital, 
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were converted to “COVID-19 only” spaces. The “covidisation” of healthcare 
limited the guarantee of other rights, such as sexual and reproductive rights 
(Vearey, Gruchy and Maple, 2021). Additionally, COVID-19 is far from the 
only relevant transmissible disease of the 21st century, as evidenced through 
examples like chickenpox outbreaks reported in shelters and in the El Chap-
arral camp (Hernández, 2021). Given the focus on COVID-19 and diversion 
from other health conditions, it is also important to continue to take action 
against non-communicable diseases, since the particular determinants of health 
lived by most migrants make them more vulnerable to these (Rubio, 2021).

In this challenging context, as the Chief of Operations at a Mexican CSO 
pointed out,

[H]ealthcare services are provided by the health centre (which gave 
zero response in pandemic times), while the Tijuana General Hospital 
attends emergencies (this also stopped functioning completely during 
the pandemic since it was only for COVID-19 patients and had no 
available beds). We [in our organisation] have a medical clinic with 
volunteer personnel who care for any type of case presented. When a 
case is very serious, we call the Mexican Red Cross and pressure them 
until they either take care of the person or transfer them.

This underscores the dire circumstances faced by health services during the 
pandemic and the pivotal role played by civil society organisations in bridg-
ing healthcare gaps for marginalised groups like migrants.

Intergovernmental organisations, such as the IOM and the UNHCR, 
were reported to have significantly increased their presence in and around 
Tijuana since 2016. Though rarely providers of direct services, these organi-
sations were central to general humanitarian assistance, resource distribu-
tion, legal and administrative accompaniment, COVID-19-related materials 
and services, and more. These organisations even provided critical pandemic 
resources to public sector hospitals with the aim of directly supporting not 
only migrants and refugees but also their host communities. As may be 
expected, international organisations were the actors perhaps most affected 
by pandemic-related US border closures, given the resulting limitations on 
transportation of people and materials.

The strong participation of international organisations like the IOM and 
the UNHCR highlights a collaborative, multi-actor approach fundamental 
to multistakeholder diplomacy. Their efforts are geared towards establish-
ing integrated service delivery systems that are tailored to meet the needs of 
migrants, a primary goal of multistakeholder diplomacy for global health 
and migration. Furthermore, the active role of the IOM and UNHCR in the 
health and migration sectors serves not only as a prime example of multi-
stakeholder diplomacy but also MLG.

The establishment of integrated service delivery systems, designed to 
meet the specific needs of migrants, exemplifies a combined multilevel and 
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multistakeholder approach geared towards promoting both health and 
well-being (SDG 3) and reducing inequalities (SDG 10).

On the US side of the border, one informant highlighted community clin-
ics and larger public sector agencies as service providers. The latter included 
state-level bodies like the California Department of Public Health and 
county-level bodies such as the San Diego County Health and Human Ser-
vices Agency. This highlights a direct involvement of the government and 
therefore formal disease diplomacy, in contrast to reports from the Mexi-
can side.

The direct participation of state-level organisations implies a hierarchical 
structure and centralised control, hallmarks of a centralist top-down gov-
ernance style. The involvement of county-level agencies, exemplified by the 
San Diego County Health and Human Services Agency, points to a localist 
approach in governance, suggesting that policies and services are specifically 
tailored and executed at the territorial level.

Throughout the border region, though certain partnerships existed, 
informants noted a significant lack of formal alliances. Even when present, 
these were reportedly not designed to yield lasting impact. As a medical doc-
tor and co-director of a CSO in Mexico observed, “[T]he networks that have 
been established play a minimal role, functioning effectively only on the few 
occasions when government and NGO service brigades have collaborated, 
which, during the entire pandemic, amounted to merely two days.” This 
comment underscores the sporadic and insufficient nature of these collabora-
tive efforts in addressing the ongoing challenges of the pandemic.

The situation described earlier points towards a decoupled model of MLG, 
characterised by the absence of significant and sustained interactions, espe-
cially between governmental entities and NGOs. This lack of engagement 
reveals deficiencies in both formal and multi-stakeholder disease diplomacy, 
where established networks become effective only during infrequent instances 
of government-NGO collaboration. Ideally, these forms of diplomacy should 
foster sustainable and effective partnerships for addressing health crises like 
the COVID-19 pandemic.

According to Stoeva (2020), the WHO has emphasised that, particularly 
in the context of a pandemic, responses are more effective when rooted in 
cooperation and solidarity rather than isolated efforts and a mentality of 
self-preservation. This approach necessitates collaborative efforts from vari-
ous stakeholders, including individuals, businesses (including healthcare 
providers), and community organisations. Such collaborations epitomise 
an ideal coordinated multistakeholder security policy, essential for effective 
management of global health emergencies.

Formal partnerships generally did not span the multiple sectors needed 
to ensure integral access and care but instead often consisted of strong ties 
among CSOs whose effectiveness and sustainability were often dependent 
on intersectoral partnerships. However, the limited capacity of CSOs to pro-
vide direct healthcare services made linkages with the Mexican public health 
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sector a must. Informal and often unilateral relationships between CSOs and 
the public sector were widely recognised, but no formal partnerships were 
reported between the public sector and other actors.

As the director of a CSO in Mexico stated,

[I]t is critical that governmental and social actors form partnerships 
to establish paths to access basic rights, such as health, and that indi-
viduals that need healthcare can receive dignified care independently 
of nationality, age, gender, migratory status, skin colour, ethnicity or 
any other characteristic that could provoke exclusionary practices. The 
reality in Tijuana is that few civil society spaces provide medical atten-
tion (free of charge) to communities in mobility, and there is no insti-
tutional response to the necessity and obligation of the state to provide 
care to those who need it. This situation directly harms the resources 
and capacities of individuals to adequately protect their own health.

This underscores the critical need for more established collaboration between 
civil society and government to address healthcare challenges effectively and 
bridge discretionary gaps in legislative compliance.

The close cross-border geographical and cultural ties across this interna-
tional zone were a key part of informal and formal partnerships to facili-
tate resource distribution. These included ties between Mexican actors and 
CSOs and academic institutions in the United States. One US-based inform-
ant mentioned hearing repeatedly from his Mexican colleagues that without 
partnerships with individuals and organisations in California, practically no 
resources would be available for migrants in Tijuana.

However, in California, the partnerships were deemed equally neces-
sary for the effective functioning of migrant health access in general and for 
COVID-19 vaccine distribution on the US side. For example, key partner-
ships between the Mexican Consulate in San Diego, San Diego public health 
services, and community organisations serving migrants helped organise 
vaccination sites that were geographically accessible to this population and 
which were capable of garnering the trust of this community.

As compared to other regions, factors that favoured partnerships in the 
Tijuana-San Diego region were also evident to participants. Tijuana has long 
been a reference point in Mexico and the wider Americas for the movement 
of people and goods. During the pandemic, its relevance to transnational 
trade worked in its favour in terms of broader COVID-19 vaccine access.

A professor and researcher in Mexico elaborated on this point, noting,

In the city of Tijuana, our location at the border has greatly favoured 
our situation because the border was closed for the pandemic and that 
created an enormous pressure [to reopen it] due to the economic losses 
that this closure represented. So, from very early on—June 2021—there 
was a certain will for universal vaccination for those over 18 years 
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of age, including migrant individuals. Advances in vaccination [of the 
population] were a key factor in the negotiations to reopen the border.

This highlights how Tijuana’s unique regional role influenced both the city’s 
response to the pandemic and its vaccine distribution strategy, particularly 
regarding the inclusion of migrant populations.

Since the first reception of highly publicised “migrant caravans” in 
the years prior to the pandemic, the city has been a space of greater collabo-
ration between actors. Though these caravans were not the first large groups 
of migrants transiting Mexico, their size, organisation, and media draw were 
unique in scale and fed unique socio-political responses.

A medical doctor and service coordinator at a CSO in Mexico highlighted 
this change, stating,

More local and binational actors have organised and formed partner-
ships along the border to improve access to care for migrants since 2018, 
with the arrival of the first caravan. We saw more US and international 
volunteers and organisations providing aid to existing local organisa-
tions like Prevencasa, which expanded our resources and capabilities.

This testimony underscores the significant impact of the migrant caravans 
in fostering cooperation and strengthening networks across borders, par-
ticularly in enhancing healthcare services for migrants. For example, this 
phenomenon sparked the permanent installation of UN agencies such as the 
IOM and UNHCR in Tijuana.

Despite immense challenges, certain factors favoured healthcare access for 
migrants in Mexico during the COVID-19 pandemic. Interestingly, sensitisa-
tion around COVID-19 at a global level benefitted migrant access to vac-
cines, though this did not extend to general healthcare service access. Given 
the weak presence of the state, informants described new linkages that served 
to obtain resources through innovative fundraising schemes and electronic 
transfers (Del Monte and McKee Irwin, 2020). The support came not only 
from international organisations but also from foundations, academic insti-
tutions, and populations (Ramírez-Meda and Moreno-Guitiérrez, 2020). 
Informants agreed that the global attention to COVID-19 provoked a tem-
porary surge in donations, mainly from organisations and individuals in the 
United States to CSOs in Mexico. Some Mexican migrant shelters benefitted 
from the reception of vaccines through partnerships with organisations in 
San Diego and other places in the United States, though vaccine supply for 
migrants was still seen as dependent on convenience.

Another positive aspect of the pandemic in terms of partnerships was, for 
some informants, an increase in dialogue between Mexican state actors and 
CSOs serving migrants. This was seen to have improved over the course of the 
pandemic and in spite of serious initial challenges, though it was still insuf-
ficient for the depth of need. One participant also noted that the widespread 
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normalisation of virtual meetings greatly facilitated collaboration with actors 
both near and far.

Unfortunately, and as may be expected, the pandemic also brought sig-
nificant obstacles to partnerships, particularly cross-border collaboration. 
Facets of the pandemic itself directly hindered services and interactions, such 
as the conversion of healthcare centres to provide care only to COVID-19 
patients and the contagion of healthcare workers themselves and their sub-
sequent inability to provide services. Lack of political will from the Mexican 
public health sector to collaborate with other actors was described by several 
participants who, even as key civil society actors, were not included in any 
public sector actions for migrant care.

A medical doctor and co-director of a CSO in Mexico remarked,

I have not personally witnessed any government efforts to provide vac-
cines to migrants. This does not mean that they didn’t exist, but if they 
did, they were not widely publicised and they did not seek to involve 
many civil society groups in direct contact with migrants.

This comment highlights a disconnect between public health initiatives and 
the on-the-ground needs and efforts of civil society organisations dedicated 
to migrant care.

The hearts of most CSOs on both sides of the border are volunteers, both 
medical and non-medical. Fewer volunteers due to COVID-19 prevention 
measures had a devastating impact on CSO services by limited organisational 
capacity, sometimes causing the complete suspension of operations. A pro-
fessor in the United States elaborated on this situation, stating,

At the beginning of the pandemic, when orders were given to stay at 
home on both sides of the border, the many volunteers that used to 
serve migrant communities, including those from the medical sector, 
had to stop their normal activities. With time, services have begun to 
be re-established, since several months ago I would say they’re back to 
normal, but particularly before the vaccines (that is, before vaccines 
were made available to volunteers), the volunteers stopped reporting.

This account highlights the critical role volunteers play in sustaining CSO 
operations and the significant challenges they faced during the pandemic, 
particularly before the widespread availability of COVID-19 vaccines.

These volunteer mobilisations and adaptive responses of CSOs to the 
COVID-19 crisis exemplify key elements of informal disease diplomacy. 
These actions, beyond the realm of formal governmental structures, are 
heavily dependent on the initiative and engagement of civil society and com-
munity groups. However, this approach has its limitations. The decrease in 
volunteer involvement and scarcity of resources during the pandemic under-
scores the inherent challenges of relying exclusively on informal diplomacy 
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during global health crises. This situation underscores the need for a more 
integrated and robust framework that can effectively combine local initia-
tives with broader support systems to comprehensively address crises.

The halt in cross-border collaboration significantly affected various sec-
tors, notably impeding research activities that could have provided valuable 
insights into the experiences of migration and health during the pandemic. 
This impact was acutely felt in the academic sphere, as shared by an inform-
ant from a university in the United States:

[M]y university forbade us from travelling for research activities for 
more than 15 months. Although we performed some mini projects using 
remote instruments during the pandemic, we are just barely starting a 
deep-dive investigation about the experiences of migrants in Tijuana 
during the pandemic.

This comment from the professor highlights the challenges faced by research-
ers in gathering first-hand data during the pandemic, especially in cross-border 
contexts, which could otherwise inform decision-makers at multiple lev-
els. The inability to travel further confines studies to remote methodolo-
gies, restricting the scope and depth necessary for thorough research with 
hard-to-reach populations like migrants. This reveals a critical need for both 
formal and multistakeholder diplomacy capable of navigating the challenges 
presented by global emergencies, such as the pandemic. A more formalised 
framework of cooperation, encompassing governments, academic institu-
tions, and international organisations, could have significantly aided in sus-
taining vital research activities despite prevailing travel constraints.

Around San Diego, the response to the pandemic was considered over-
all to be efficient and collaborative, including public sector actors at the 
state and local level, as well as community organisations. In the view of 
one participant, this collaboration enabled a quick and effective pandemic 
response for the public, which generally extended to migrants. Considering 
this, it is clear that in the field of migration and with respect to the 2030 
Agenda, a multiplicity of actors and sectors must intervene: governmental 
and non-governmental, international and local, and more. Local groups may 
include not only grassroots organisations but also volunteer groups.

The challenges faced in fully realising SDGs 3 and 10 during the 
COVID-19 pandemic underscore the urgent need for an integrated approach 
that spans multiple levels of governance and encompasses a comprehensive 
multi-stakeholder diplomatic strategy. Such approaches must be tailored not 
only to mitigate the immediate health impacts of the pandemic but also to 
address the deep-rooted systemic inequalities that have been prominently 
highlighted by this crisis.

However, it is evident that efforts in 2020–2021, while contributing to 
some extent towards achieving SDGs 3 and 10, fell short. This shortfall was 
largely due to the nature of the pandemic that has laid bare the inadequacies 
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in the current system, revealing a critical need for more concerted and effec-
tive measures beyond addressing health issues in isolation and instead tack-
ling the broader spectrum of contributing social and economic disparities.

The situation at the Tijuana-San Diego border region illustrates the com-
plex layers of vulnerability, especially in healthcare access among migrants. 
Informants considered that any migrant, independent of other characteris-
tics, was vulnerable to inadequate healthcare access. Nevertheless, a variety 
of intrinsic and extrinsic characteristics were clearly linked to greater relative 
vulnerability. Gender proved to be an important determinant, where women 
were almost unanimously considered to be the group of greatest concern, 
particularly when they also experienced other layers of vulnerability.

This is starkly illustrated by a professor and researcher from Mexico who 
observed,

In Tijuana, without a doubt, the fragility of many women alone and with 
children is very notable. It makes no difference where they come from, 
whether from Central America or even from other parts of Mexico; for 
the purposes of vulnerability and the threat of multiple acts of violence 
it doesn’t matter. . . There’s no doubt that these sectors are extremely 
vulnerable [and particularly] where COVID-19 was a big factor.

This highlights how the pandemic has intensified existing challenges and 
exposed migrant women to additional risks.

Pregnant women in particular were also deemed a neglected group, espe-
cially in terms of prenatal care. According to Méndez (2020), “[T]here are 
no specialised protocols for the medical and psychological care of pregnant 
women and those with special needs” (Méndez, 2020, p. 51). This was empha-
sised by a lawyer from a US-based CSO, who shared a distressing example:

Among migrants who are pregnant, I  have seen a consistent lack of 
access to prenatal care apart from what non-profit organisations are 
able to provide. One of our clients lost a pregnancy at 7 months because 
the baby needed immediate neonatal surgical treatment and was unable 
to receive it. However, had this woman had access to prenatal care, this 
problem likely could have been caught months earlier.

This underscores the critical gaps in healthcare provision for pregnant 
migrant women, where an absence of targeted care can lead to severe, pre-
ventable consequences.

In contrast, one informant highlighted men as a notably vulnerable gender 
since they overwhelmingly form the group of migrants who are “returned” 
from the United States and live on the streets of Tijuana. As the professor and 
researcher from Mexico noted,

I’d say that the situation of “migrants” in general is difficult .  .  . It’s 
impossible to say that the situation of deported people is much better 
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[than that of women]. On the contrary, many of them were kicked out 
of the U.S. from one day to the next after living there 20 years, and after 
a few months in Tijuana it’s not unusual to see them living in the street.

This statement sheds light on the harsh realities faced by many male migrants, 
particularly those who have been deported to Mexico.

Deportation from the United States was strongly linked to indigency in 
Tijuana and, therefore, to difficulties in healthcare access. Returnees included 
both Mexicans and non-Mexicans, particularly during the pandemic in the 
form of indiscriminate expedited returns under Title 42.2 US asylum seek-
ers confined to Mexico under the so-called US Migration Protection Proto-
cols (MPP), also known as “Remain in Mexico” (Quédate en México),3 also 
lacked health access in Mexico. This group, overwhelmingly male, generally 
lacked the basic conditions necessary to ensure safety and health, including 
housing and social support. This highlights a grave aspect of gender-based 
vulnerability experienced by males.

The lesbian, gay, bisexual, transgender, queer, and other members of the 
LGBTQ+ community were also noted as subject to harsh discrimination, 
which affected healthcare access and other critical areas. The lack of migra-
tory documents in Mexico was another strong determinant of vulnerability 
and led to a series of further negative consequences, including the lack of 
inscription in the Mexican public sector health system (since 2018, INSABI, 
and since 2023, IMSS Bienestar).

Age was also reported to affect vulnerability, as children and adolescents 
were of special concern to informants, particularly when unaccompanied. 
According to Méndez, “civil society organisations in border areas have docu-
mented expulsions of this group to Mexico, in addition to other irregulari-
ties in the actions of the authorities” (Méndez, 2020, p. 51). For example, 
the lack of a protocol to monitor returnees or the non-negotiation between 
the Instituto Nacional de Migración (INM) (National Institute for Migra-
tion) and US authorities that would orchestrate deportations at times that 
guarantee health screenings and humanitarian attention (El COLEF, 2020). 
This lack of a protocol affects binational health security. This weakness in 
the health field is tied to the institutional and systemic level because unilat-
eral measures were taken during the administration of US President Don-
ald Trump, which affected the functioning of the US-Mexico Border Health 
Commission (BHC) (Moya, Coronado and Mumme, 2021).

In a healthcare context often characterised as xenophobic and racist, 
migrant race and culture played an important role in healthcare access. 
Central Americans—including Salvadorans, Guatemalans, Hondurans, and 
Nicaraguans—were subject to greater limitations, as were afro-descendants, 
including Haitians.

The director of one Mexican CSO explained:

Migrants who are foreigners [not Mexicans] are those who experience 
the most vulnerability when it comes to healthcare access, since they 
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do not have migratory documents and they are denied Mexican public 
healthcare services. It’s also important to mention that when these indi-
viduals try to access their right to health, those of Haitian or African 
origin fall victim to racism by the same institutions, which in many 
cases do not even check whether people have migratory documents or 
not. They deny them access anyway.

This reveals a systemic issue in healthcare access, particularly highlight-
ing how the lack of migratory documentation disproportionately affects 
non-Mexican migrants, leading to their exclusion from public healthcare 
services. This situation is further exacerbated for migrants of Haitian or 
African origin, who face additional barriers due to institutional racism. 
Such discrimination is prevalent even without verification of their migra-
tory status, indicating a deeply ingrained bias in the healthcare system. 
This underscores the urgent need for policy reforms and public awareness 
initiatives to combat discriminatory practices and ensure equitable health-
care access for all migrants, regardless of their origin or documentation 
status.

One researcher from Mexico further emphasised this, stating, “[In]n  
Tijuana we’ve seen through our fieldwork that in some clinics rejection 
of the migrant population is widespread and attributable to a xenopho-
bic environment, especially with individuals who are Central American or 
extra-continental and do not speak Spanish.” These insights bring to light 
the multifaceted challenges that migrants face, particularly those rooted in 
racial and cultural biases, further emphasising the critical need for inclu-
sive and non-discriminatory healthcare practices. The vulnerability of 
non-Spanish-speaking migrants is particularly acute, as they often lack access 
to verifiable information and are more susceptible to misinformation and 
disinformation.

Mexican migrants in Tijuana (often from the states of Guerrero, Micho-
acán, or Chiapas) still confront significant barriers to healthcare access. This 
highlights the social condition of migrants as a factor that alone can tran-
scend nationality and even migratory status. Institutional discrimination and 
unequal access to medical care reflect shortcomings in formal disease diplo-
macy, where government policies and actions should guarantee the right to 
health for all, regardless of their migratory status or ethnicity.

This also demonstrates a decoupled governance model, characterised by a 
disconnect between healthcare policies formulated at the national level and 
their implementation at the local level, a problem that is particularly acute 
in areas with high migrant populations. This disconnect leads to inconsist-
ent and incoherent healthcare services, further intensifying the difficulties 
migrants face in accessing necessary medical care. These disparities under-
score the urgent need for a more integrated and coordinated approach to 
governance to effectively close the gap between policy development and prac-
tical application in healthcare delivery.
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This need for alignment is further highlighted by frequent discriminatory 
acts against migrants reported around Tijuana. As the director of a Mexican 
CSO pointed out,

Communities in the mobility context have been those most impacted 
during the pandemic, because beyond just lacking economic resources, 
they overwhelmingly face discriminatory and racist practices which 
serve to deny them healthcare services, both in general and in services 
related to COVID-19.

This emphasises systemic issues in the application of healthcare policies and 
the need for reforms to ensure equitable and non-discriminatory healthcare 
access.

Some mechanisms for healthcare access are present at international, bina-
tional, national, and local levels in Mexico. At the international level, differ-
ent mechanisms were designed to guide actors, especially governments, in 
adopting measures to “leave no one behind” (the motto of the 2030 Agenda) 
during the pandemic. This pertains especially to groups at risk. The guidance 
document COVID-19 and the Human Rights of Migrants: Guidance of the 
OHCHR indicates that “migrants can be particularly vulnerable to stigma 
and discrimination and can be excluded in law, policy and practice from 
access to rights, including in the context of the public health and recovery 
response to COVID-19” (OHCHR, 2020, p. 1).

In the United States, national guidelines by governmental actors to improve 
vaccination, guarantee health security, and guide action to address the 
migratory phenomenon. The National Strategic Vaccine Plan (2021–2025) 
was designed to provide a “roadmap for federal and non-federal partners 
and stakeholders for strengthening vaccination infrastructure across public 
and private sectors, including the improvement of immunisation and health 
equity. Its aim is to prevent vaccine-preventable diseases” (HHS, 2021, p. 4) 
and “ensure its own national health security” (HHS, 2021, p. 12). Although 
there is no explicit reference to groups at risk in this plan, one of its strate-
gies is oriented towards sociodemographic factors (racial and ethnic, age, 
disability, social, economic, cultural, and other types) that contribute to vac-
cination disparities (Strategy 4.2.1). Data from HHS 2021 show that in the 
United States there were low immunisation rates among children living in 
poverty, children enrolled in Medicaid, and black children; among adults, 
immunisation coverage was generally lower among non-Hispanic blacks, 
Hispanics, and non-Hispanic Asians compared to non-Hispanic whites 
(HHS, 2021).

For Ross et al. (2021), these differences are linked to federal immi-
gration policies. For example, not having a legal documentation status 
is a determinant that influences the experience of migrants in healthcare 
access. On the other hand, modification of policies is not sufficient to 
eliminate the prevailing fear of deportation in the undocumented migrant 
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community, and significant communication actions must be carried out 
in different languages to combat mistrust towards the public sphere (Ross  
et al., 2021).

In Mexico, several guidelines were created, including the National 
Vaccination Policy against the SARS-CoV-2 Virus for the Prevention of 
COVID-19 and the Operational Plan for the Care of the Migrant Popula-
tion during COVID-19. Version 6.0 (May 2021) of the National Policy 
explicitly references migrants as priority groups in vaccination campaigns. 
Furthermore, it states that nationality, migration status, and the lack of 
official identity documents (birth certificate, voter ID, CURP, passport, or 
others) should not limit access (Gobierno de México, 2021). However, this 
national policy has not been translated into a real guarantee of healthcare 
services.

Regarding the Operational Plan, lines of action are established to provide 
comprehensive healthcare to migrants (pre-hospital, primary, and secondary 
care levels). This is hierarchical and based on a model of top-down relation-
ships, from the government down to non-governmental organisations, since 
the central coordination of the provision of healthcare is the responsibility 
of the state, local health services (SESA), and the health jurisdictions of the 
border zones and along the migratory route. According to this document, 
coordination would not exclude a link with different instances of the health 
sector, the INM, NGOs, and state and municipal governments. There has 
also been a need to build more effective relationships with migrant shelters. 
To achieve this, one objective of the Operational Plan is to inventory the ser-
vices provided and the risk factors (overcrowding, resources, and response 
capacity) that increase the spread of the disease within facilities (Gobierno de 
México. Secretaría de Salud, n.d.).

Beyond what is proposed in this plan, operational gaps are evident, since a 
lack of financial resources has diluted the role of local governments in caring 
for this population during the pandemic. This was in part an effect of the aus-
terity policy of current Mexican President Andrés López Obrador. One meas-
ure adopted was the elimination of the Migrant Support Fund (in Spanish, 
FAM) from the Mexican federal budget, whose resources were put towards 
the operating expenses of some CSOs (Guerrero, 2019; Ramírez-Meda and 
Moreno-Guitiérrez, 2020). Other factors that influenced shelter operations 
were border closures by the United States for non-essential travel and social 
distancing measures adopted in both countries. Border closures placed sig-
nificant strains on the provision of in-kind services and support, which rely 
heavily on charitable donations, mostly from the United States (Del Monte 
and McKee Irwin, 2020).

At the binational level, there are risk reduction mechanisms for the protec-
tion of the population. According to Menzel (2020), Mexico and the United 
States “have implemented a series of measures to jointly address health risks 
of mutual interest” (Menzel, 2020, p. 131). One of these measures is the BHC, 
which aims to “identify and evaluate public health problems that precede the 
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border population” (Menzel, 2020, p. 131) “by engaging local, state, federal, 
and international leaders to collaborate with health professionals” (Velasco, 
2014, p. 83). Among its most notable initiatives are the US-Mexico Border 
Tuberculosis Consortium and the Border Binational Health Week (Velasco, 
2014). The week later expanded to the whole month of October and included 
“numerous health promotion and disease prevention activities on both sides 
of the border.” On the other hand, “Leaders Across Borders (LAB) is an 
advanced leadership development program aimed at building the binational 
leadership capacity of public health, health care, and other community pro-
fessionals working to improve the health of communities in the U.S.-Mexico 
border region” (HHS, 2021).

In San Diego and Tijuana, initiatives also exist in the framework of health 
security for the border control of tuberculosis (TB). An example of this is 
“the International Community Foundation, which is the fiscal sponsor of the 
Bridges of Hope Program. . . . Its main functions are to facilitate laboratory 
testing of individuals from Baja California in San Diego, California; adminis-
tering anti-TB medications for patients from that state of Mexico; supplying 
specialised personnel to monitor anti-TB therapy there; and creating a bina-
tional network of experts” (Valle, 2014, p. 101).

There are also initiatives that transcend the governmental sphere, such as 
the Binational Health Collaboration Program implemented by the US-Mexico 
Foundation for Science (FUMEC) and the US-Mexico Border Philanthropy 
Partnership (BPP). While the first aims to “improve Mexican epidemio-
logical tracking systems with resources from the U.S. State and Health and 
Human Services Departments, as well as the Centers for Disease Control 
and Prevention (CDC)” (Valle, 2014, p. 100), the second includes leaders and 
organisations from academia, business and corporate entities, government, 
philanthropy, and non-profit organisations. The BPP supported the launch 
of the first binational committee to promote philanthropy and citizen par-
ticipation and, in September 2018, signed a memorandum of understanding 
with the Mexico section of the BHC and the Consulate General of Mexico 
in San Diego to provide technical assistance for the provision of healthcare 
services through the Ventanillas de Salud (Health Windows) and Wellness 
programmes.

However, the lack of effective mechanisms to ensure healthcare access for 
migrants was a common theme among informants. As a professor in the 
United Nations pointed out,

“Guarantee” doesn’t seem like the correct word. There are different 
mechanisms, each of which declare their intent to facilitate healthcare 
access for migrants of different profiles. But that doesn’t guarantee any-
thing, particularly for those migrants who are more vulnerable includ-
ing not only those who are living in the street, but also those who do 
not speak Spanish (migrants who speak Haitian Creole, indigenous lan-
guages, English or French).
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This sheds light on the inadequacy of current systems and the need for 
more robust, effective strategies to ensure equitable healthcare access for all 
migrants, particularly those facing compounded vulnerabilities due to lan-
guage barriers and living conditions.

This issue was compounded by a pervasive “Mexicans first” attitude, 
extending within and beyond COVID-19-related care. A medical doctor and 
service coordinator from a CSO in Mexico attributed this to the overall inad-
equacy of the health system:

Our public system is far beyond capacity, staff is insufficient, over-
worked and underpaid and there are simply not enough resources 
to sometimes provide just basic care. So, there are no clear or func-
tioning mechanisms to address xenophobia, racism and discrimina-
tion from public servants besides filing a complaint, which many 
avoid and when done yields little results or fails to leave any lasting 
impact.

This highlights systemic issues within the public health system that exac-
erbate discriminatory practices, indicating a need for systemic reform to 
ensure equitable healthcare access. The prioritisation of Mexicans and dis-
crimination in access to healthcare services demonstrate failures by the actors 
involved in formal disease diplomacy.

Some informants agreed that many barriers confronted by migrants in 
the health system were encountered by Mexicans as well, noting particularly 
that sometimes discrimination could be explained not only by anti-migrant 
discrimination but also against the poor. However, it was made clear that 
actions directed specifically towards migrants placed a significant barrier 
before healthcare and COVID-19 vaccine access, and that the Mexican pub-
lic sector was a perpetrator rather than a defender.

This perspective is further elucidated by a Mexican professor and 
researcher who noted:

There are many, many [cases of discrimination]. I  wrote an article 
recently where I  explained the contradictions within a country such 
as Mexico, where we asked those who formed part of the migrant car-
avans for all their medical tests and certificates to confirm that they 
weren’t bringing a virus, but at the same time the travellers that arrived 
by aeroplane weren’t asked for anything, demonstrating a fundamen-
tally racist and classist rationale.

This underscores the systemic nature of discrimination within the health 
system.

As with COVID-19 vaccination misinformation, this systemic discrimina-
tion seemed to heavily impact the perception by migrants of their rights in 
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Mexico, despite what the law says. A lawyer from a US-based CSO elabo-
rated on this, stating:

[G]enerally speaking, xenophobia and racism against migrants always 
play a role in access to healthcare. Even if people haven’t necessarily 
had a bad experience with the Mexican authorities or healthcare insti-
tutions themselves, they definitely know someone else who has. So even 
in situations where someone is theoretically eligible to receive treat-
ment, they might not even try because of past experiences or what they 
have heard from others.

This highlights how the collective experiences and perceptions of discrimi-
nation can deter migrant individuals from seeking healthcare services, even 
when they are legally entitled to them. More inclusive and migrant-friendly 
healthcare policies and practices, as well as effective communication strate-
gies to ensure migrants are knowledgeable and empowered to exercise their 
rights, are solutions.

Not only direct discriminatory practices but also the lack of protec-
tive mechanisms against them was recognised to cause significant damage. 
No campaigns were known to exist that targeted migrants to provide reli-
able information about healthcare service access or the COVID-19 vaccine, 
much less to fight misinformation known to be rampant within widely used 
social network channels. No translation services were readily available for 
non-Spanish speakers—a migrant group noted to suffer the most significant 
barriers to service access—nor were healthcare personnel trained in intersec-
tionality, interculturality, or trauma management.

In the San Diego area, informants reported no direct discriminatory prac-
tices. Nonetheless, Ambrosio (2021) and others have noted similarities to 
Mexico in the reasons behind the lack of effective access for certain migrant 
groups, including lack of English language skills, limited financial access to 
health services, absence of a Social Security Number (SSN), and inadequate 
communication campaigns. Although migrants in San Diego are eligible to 
receive free COVID-19 vaccination, local organisations have highlighted that 
the measures implemented have not been enough to gain the trust of this 
population; for example, when scheduling an appointment on the portal, an 
SSN was requested. This measure discouraged registration, despite the fact 
that the portal indicated that if you did not have an SSN, you could enter 
“000–00–0000” (Mendoza, 2021).

For migrants in the United States, faulty information was also at the heart 
of access issues during the pandemic. In particular, systematising informa-
tion was a challenge that affected the awareness and availability of migrant 
individuals to register for the vaccine. Furthermore, this was noted as affect-
ing the ability of migrants to access testing, forming a notable difference as 
compared to Mexico, where testing was not mentioned as a primary issue. 
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This is likely due to the lack of widespread and affordable testing options for 
the general Mexican public as compared to the US context.

The prevalent issue of unequal access to medical care and entrenched dis-
criminatory practices within the health systems of the region stands in stark 
opposition to SDG 3. Achieving this necessitates systemic reforms and the 
adoption of inclusive policies. The failure of the health system and govern-
ment to enforce policies that provide equitable health rights to all, regardless 
of their nationality or ethnic background, clearly contradicts the objectives 
of SDG 10. This goal aims not just to foster equal opportunities but also to 
diminish inequalities in outcomes by eradicating discriminatory laws, poli-
cies, and practices. Consequently, advancing towards the fulfilment of SDG 
10 demands urgent attention to these shortcomings in healthcare access and 
a concerted effort to dismantle systemic bias and discrimination. Such a stra-
tegic approach would enhance equity in healthcare access and significantly 
contribute to reducing national and global inequalities, ensuring just and 
inclusive treatment for everyone.

The gap between policy intentions and actual healthcare delivery, espe-
cially in terms of equitable access, belies a decoupled governance model. This 
disconnect is seen in the failure to implement inclusive health policies effec-
tively at different levels of governance, from local to national. The discrimi-
nation against certain groups around healthcare access demonstrates failures 
in formal disease diplomacy. This is where government-led initiatives and 
international cooperation should work towards inclusive health policies that 
align with global health goals such as SDGs 3, 10, and 17.

Conclusion

The objective of this chapter was to analyse the dynamics of cooperation 
among various actors in the US-Mexico border region of San Diego-Tijuana 
in relation to facilitating access to COVID-19-related healthcare and vacci-
nation for migrants during the pandemic in 2020–2021.

Disease diplomacy emerged as a key analytical framework, highlight-
ing the importance of international cooperation and MLG in public-sector 
health management in border regions. The findings indicate that interactions 
between state, intergovernmental, and non-state actors were fundamental 
but weak, where significant challenges were revealed in implementing poli-
cies and maintaining sustainable and effective partnerships.

CSOs and NGOs played a crucial role in bridging the gap between migrant 
communities and the public healthcare sector. The involvement of interna-
tional organisations such as IOM and UNHCR underscores the importance 
of a multistakeholder approach in disease diplomacy. However, responses 
were marked by a lack of coordination and significant institutional and logis-
tical barriers.

Institutional discrimination and unequal practices in accessing healthcare 
services were constant, reflecting failures in formal disease diplomacy. These 
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barriers were manifested in the inability to apply health policies equitably, 
exacerbating existing inequalities. The need for systemic reforms and inclu-
sive policies was evident to meet the SDGs, especially SDG 3 (well-being) and 
10 (reduction of inequalities).

This chapter explored a disconnect between national-level health policies 
and their implementation at the local level, particularly in a region with high 
migrant mobility. This decoupled governance model underscores the need for 
a more integrated and coordinated governance approach. Multistakeholder 
diplomacy and partnerships between different sectors and levels of govern-
ance were fundamental, though often insufficient to meet needs.

COVID-19 can be considered a pandemic of inequalities, in which migrants 
have been one of the most disadvantaged groups not only due to health meas-
ures but also due to policies such as MPP and Title 42, which directly impact 
orderly migration. The border has become an endless waiting room.

Systemic factors that differentiate the experiences of migrants in accessing 
COVID-19 vaccines, some of which are in Mexico and the United States, 
may be categorised as low- to medium-level administrative barriers. Inform-
ants identified that one barrier in Mexico is the need for a personal identifica-
tion number, also known as CURP, while in the United States it is the SSN. 
Requiring this type of documentation does not reduce inequalities, nor does 
it contribute to the motto of the 2030 Agenda of leaving no one behind.

To achieve the SDGs, especially in the context of global health crises 
like the COVID-19 pandemic, a more robust and coordinated approach is 
needed that combines local initiatives with broader support systems. Sys-
temic reforms, formalised cooperation among diverse actors, and the imple-
mentation of inclusive and non-discriminatory health policies are essential 
to ensure equitable access to healthcare and reduce health inequalities. To 
achieve the 2030 Agenda, it is critical to break with the silos that “covidisa-
tion” has generated and guided essential goods and services towards border 
risk factors for migrants from a differentiated, intersectional, intercultural, 
lifecycle, gender, and human rights approach.

In summary, this chapter underscores the complexity of health responses 
in border contexts during the pandemic and highlights the urgent need for 
a more effective MLG and integrative disease diplomacy to address health 
inequalities and advance towards the achievement of SDGs 3, 10, and 17.

Notes

	1	 The authors are grateful to their research assistants at the Universidad Iberoameri-
cana Mexico City for their work in reviewing literature and identifying key ele-
ments based on analysis variables: Ximena Bailón, Daniela Martínez, and Jessica 
Quezada.

	2	 Title 42 is a public health and welfare statute enacted in 1944 that serves as an 
instrument to determine whether a communicable disease in a foreign country 
poses a serious danger of spreading into the United States, either by people or 
goods entering the country. During the pandemic, this instrument has been used to 
control migratory movements (Castillo and Garcia, 2021).
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	3	 This measure, announced by the US government in 2018 and formally implemented 
in Mexico in 2019, forced asylum seekers to await the resolution of their cases in 
Mexican territory. According to the Institute for Women in Migration (in Span-
ish, IMUMI), “[O]n the American side, it has been implemented in San Diego and 
Calexico, California; and in El Paso, Brownsville, Laredo and Eagle Pass, Texas. 
On the Mexican side, the return is made in the neighbouring cities” (IMUMI, 
2019, p. 3) such as Tijuana, Mexicali and Ciudad Juárez. For Ramírez-Meda and 
Moreno-Guitiérrez (2020), these cities can be considered “waiting rooms.”
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Introduction

The COVID-19 pandemic highlighted the urgency of building resilient pub-
lic health systems. The concept of global health security (GHS) and health 
systems resilience came to the forefront of public debates with the pandemic 
that began in the first quarter of 2020. GHS was introduced by the World 
Health Organization (WHO) to set guidelines for the measures that national 
governments should adopt to prepare for health shocks. The development of 
resilient healthcare systems was one of the core recommendations of the GHS 
normative framework. This chapter compares the level of resilience of the 
Ecuadorean and Mexican healthcare systems to examine how well they were 
prepared for a health crisis like the pandemic and how the first actions to 
respond to it unfolded, to contribute to the literature on national healthcare 
provision and global health policy.

Ecuador and Mexico are chosen as typical case studies of the Latin Ameri-
can region because, despite exhibiting important differences, they share 
significant similarities in terms of healthcare concerning institutional and 
provision configurations and modes of fragmentation. These cases can shed 
light on the key factors determining the responsive capacity of healthcare sys-
tems in the region and the challenges faced in terms of safeguarding adequate 
levels of protection and mobilising resources at the national and interna-
tional levels. Healthcare provisions in both countries consist of Bismarckian 
social insurance programmes with an additional layer for people not covered 
by social insurance and a considerable role played by private providers, rep-
resenting the most common types of healthcare organisations in the region. 
Like various other Latin American countries, these are two countries that 
have been devastated by the pandemic; at the beginning of 2022, Ecuador 
registered 194 deaths per 100,000 people, the eighth highest in Latin Amer-
ica, and Mexico 234 COVID-19 crisis deaths per 100,000 people, the sixth 
highest rate in the region (WHO, 2022). These cases thus evince the strain 
placed on typical Latin American healthcare systems and the consequences 
of the pandemic.
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The comparative analysis of the two cases is based on the analytical frame-
work of health systems resilience proposed by Thomas et al. (2020). The 
framework is made up of 13 strategies that governments should undertake to 
strengthen the resilience of their healthcare systems. Since at the moment of 
writing of this chapter, the pandemic was still unfolding and it was not clear 
yet what would be the results in many areas, the chapter centres on the analy-
sis of the seven strategies that, according to the framework, should have been 
in place when the pandemic began, as part of the preparation of a healthcare 
system against any shock.

Our analysis is based on both quantitative and qualitative evidence drawn 
from national and international official sources, reports by non-governmental 
organisations, and academic literature. We aim to provide a comprehensive 
understanding of the actions undertaken in each of the strategies in order 
to inform our findings about the contradictions and lack of coordination of 
global policy. Our conclusions highlight the political processes that shape 
government responses to pandemics. We anchor our analysis on pandemic 
politics, as the possibility of building a resilient health system is a result of the 
actions and inactions of various international and domestic political actors 
who interact across multiple levels. We show how the actions of some inter-
national organisations may act against the building up of resilient health 
systems and how the Ecuadorean and Mexican cases can illustrate devel-
opments that unfold in all five areas of pandemic politics presented in the 
introduction of this volume, namely, symbolic politics, disease diplomacy, 
compliance with international regulations, medical populism and the politi-
cal economy of disease.

The rest of the chapter is organised as follows. The following section 
presents the analytical framework of health systems resilience and justifies 
its application for the research. The second part describes the Mexican and 
Ecuadorean healthcare systems, including an overview of recent develop-
ments. Next, we analyse the actions undertaken for the seven strategies in 
both cases and compare their results. The final segment compares the find-
ings of each case and offers some concluding remarks.

Global Health Security and Health Systems Resilience

The concept of GHS is defined by the WHO as the actions required to mini-
mise the effects of acute health emergencies that endanger people’s health 
across regions and international borders (WHO, 2021). The topic acquired 
a top priority in the early 2000s, given the imminent risk of the spread 
of zoonotic diseases among humans in a scenario of wasteful consumption 
and travel, the threat of biological terrorism, but mostly the consequences 
of the loss of biodiversity and ecosystem integrity. As a result, the WHO 
modified its International Health Regulations (IHR) in 2005, which estab-
lished the rules to face acute health emergencies that may spread interna-
tionally or might require a coordinated international response. The 2005 
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IHR expanded the scope of activities that member states should undertake 
to detect and contain diseases at local levels, assess and alert the global 
community of disease threats, and prevent and control contagions (Rodier 
et al., 2007; WHO, 2021).1 Annex 1 of the IHR described the core capacity 
requirements of national health infrastructure to detect, report, and control 
health emergencies of international concern, but without mentioning links 
to any optimal organisation of healthcare services to address such events 
(WHO, 2021).

An additional resolution was issued in 2011 to establish guidelines for 
strengthening the capacity of health systems to address health emergencies 
(WHO, 2011). The resolution mandated member states to protect invest-
ment in health infrastructure and strengthen the resilience of health systems; 
to integrate health emergency management programmes into national health 
plans; to develop and prepare hospital infrastructure to respond to internal 
and external emergencies; and to strengthen local health workforces through 
enhanced planning, training, and access to adequate resources (WHO, 2011). 
Yet, this resolution still did not specify concrete measures that governments 
should adopt to deal with acute health emergencies.

The WHO monitors compliance with IHR with an annual self-assessment 
carried out by each country and voluntary external evaluations conducted 
every four to five years. According to this framework, in 2017, the imple-
mentation status of IHR core capacities for Ecuador was 90% and for 
Mexico 95%. The adequacy of this framework to assess the capacity of 
a country to address health crises should be questioned, since a large 
majority of countries registered high implementation percentages of IHR 
core capacities like these two countries but were subsequently harshly 
affected by the COVID-19 pandemic. Moreover, only one category relates 
to the actual provision of healthcare (WHO, 2021). A  Global Health 
Security Index was published by the Johns Hopkins Center for Health 
Security and two other organisations to assess compliance with the IHR 
(GHS, 2021), with information for 195 countries but only one category 
related to healthcare provision. Hence, Thomas et al. (2020) may repre-
sent a more comprehensive framework to assess countries’ capacity to 
face health shocks.

The concept of health systems resilience encompasses the set of actions 
that governments should undertake to prepare their populations against the 
growing risk of acute health events (Thomas et al., 2020). In their policy brief 
endorsed by the WHO, Thomas et al. (2020) specifically define resilience 
as the ability to prepare for, manage, and learn from health shocks, in turn 
defined as sudden and extreme changes that impact health systems, like pan-
demics, economic crises, or political conflicts. This contrasts with the predict-
able and common emphasis on demographic or epidemiological transitions. 
The authors conceptualised a shock as consisting of four stages that form 
a cycle: preparedness to shocks, shock onset and alert, shock impact and 
management, and recovery and learning. They identified 13 strategies that 
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are required to enhance resilience during the four stages, classified according 
to the healthcare functions of governance, financing, resources, and service 
delivery to which they belonged (see Table 6.1).

The recommended governance strategies to have in place at the prepared-
ness stage are effective and participatory leadership capable of preventing, 
detecting, and effectively addressing a public health threat with transpar-
ent communication, for which the building of trust and support and the 
existence of a legal mandate are fundamental characteristics; coordination 
of activities by relevant actors, which refers to the effective collaboration 
across sectors, state and civil society actors, as well as other governments 
and international organisations, to develop and implement adequate plans 
against health shocks; and effective information systems and flows, sharing 
critical information among stakeholders through functional communication 
channels involving hard infrastructure as well as the existence of freedoms of 
press and speech and the development of efficient surveillance systems.

For the financing function, the strategies for the preparedness stage are 
sufficient allocation and flexibility of monetary resources to ensure that the 
health budget is sufficient to meet demands and that it can be adjusted to face 
a health crisis; and comprehensive health coverage, with a generous package 
of services provided equally to the entire population, without which it will be 
challenging to adapt healthcare provision when a shock impacts the country.

Finally, the preparedness strategies for the resources function are the 
appropriate level and distribution of human and physical resources, like doc-
tors, nurses, and other healthcare personnel, as well as hospitals and hospital 
beds, with the capacity of increasing them in case of a crisis; and a motivated 
and well-supported workforce in the resources function, who are found at 
the front line of the responses to health crises and are the most vulnerable in 
disease outbreaks.

The Ecuadorean and Mexican Healthcare Systems

This section discusses the healthcare systems in Ecuador and Mexico at the 
beginning of 2020. These two countries have been selected as they have 
similar healthcare systems, despite having different political systems and 
regimes, varying sizes, models, and levels of economic development. Both 
countries have healthcare systems of intermediate development among Latin 
American countries, established on Bismarckian principles with additional 
layers added later for people not covered by social insurance programmes. 
The private sector also plays a significant role in both countries. This analy-
sis aims to identify the capacity and capabilities of healthcare provisioning 
to handle emergencies, especially those posed by the COVID-19 pandemic. 
We first provide a brief historical trajectory of both the Ecuadorian and 
Mexican systems to understand each respective state’s ability to govern, 
manage, and deal with a crisis, following the approach of Mazzucato and 
Kattel (2020).
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Table 6.1  Strategies to strengthen health system resilience

Function Shock stage

Preparedness Onset and alert Impact and management Recovery and 
learning

Governance Effective and participatory leadership
Coordination of activities across government and key stakeholders

Organisational leaning culture that is responsive to crises
Effective information systems and flow

Surveillance enabling timely detection of shocks and their 
impact

Financing Ensuring sufficient monetary resources in the system and flexibility to reallocate and inject  
extra funds

Ensuring stability of health system funding through coun-
tercyclical health financing mechanisms and reserves

Purchasing flexibility of reallocation of funding to meet 
changing needs

Comprehensive health coverage

Resources Appropriate level and distribution of human and physical resources
Ability to increase capacity to cope with sudden surge in 

demand
Motivated and well supported workforce

Service delivery Alternative and flexible approaches to deliver care
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The Ecuadorean System

Ecuador’s public health system was initially established through the Social 
Security Medical Services in 1935 as part of the National Security System. It 
took several decades for the Ministry of Health to be created in 1967, during 
the state-led industrialisation period. This was done following the National 
Assembly’s mandate to create a new constitution after three years of military 
dictatorship. At the time of its creation, Ecuador was the only country in 
Latin America without a Ministry of Health.

The Ministry of Health was created to provide universal coverage to 
the population. By 1970, it had completed its nationwide social infrastruc-
ture and became the primary supplier of health services to the Ecuadorian 
population, including remote rural areas. In 1970, the Direction for Health 
Promotion and Integral Health Attention was established, which oversaw 
coordinating attention, prevention, and promotion programmes.

In 1997, the Special Law for State Decentralization and Local Participation 
was introduced, delegating functions, powers, responsibilities, and resources, 
including financial ones, to municipalities to plan, coordinate, implement, 
and evaluate integral health programmes. However, most of the attention 
is still provided through the MSP network (47% of the medical units in the 
country) and the IESS network (10%).

In 1998, the health system was decentralised. Section 4, Article 45, of the 
1998 constitution indicates that the state will organise a healthcare system 
that integrates all public, autonomous, private, and communal entities of 
the sector. However, due to administrative and political reasons, this decen-
tralisation was not fully implemented, and the MSP (or Ministry of Public 
Health) kept its role as the main health provider. In the latest constitution of 
2008, there was no mention of decentralisation in health (Goldman, 2009).

At the central government level, the MSP regulates health promotion 
through the National Directorate of Promotion and Integral Attention (OEA, 
2016). The Public Health Ministry encompasses about 1,340 organisations, 
foundations, and associations directly involved in health promotion. Their 
participation is regulated by the Executive Decree No. 656 of April 13, 2015, 
as governed by the Sectoral Citizen Health Council (Lucio, Villacrés and 
Henríquez, 2011).

The healthcare system is organised into seven subsystems that add up to 
the Integral Network of Public Healthcare, or Red Pública Integral de Salud 
(RPIS): state-MEF-MSP (60.63%), IESS-SGSFI (23.20%), MIDENA-ISS-FA 
(0.87%), MDI-ISSPOL (0.85%), MDTOP-ANT-SPRAT (n/a), and a private 
for and non-profit (9%). These subsystems supply different packages to the 
populations they serve, under either the affiliate’s or citizen/beneficiary’s 
logic. Health services are provided through their network, across networks 
(since 2012), or by external parties working under the Complementary Net-
work or Red Complementaria (RC), which are later compensated for provid-
ing health services. The RPIS, together with private providers, serves 90% of 
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the Ecuadorian population. The private sector coverage is hard to estimate, 
as people in the highest income groups are usually under-represented in the 
household surveys used to calculate health coverage (Lucio, Villacrés and 
Henríquez, 2011). In practice, the system is fragmented, as not all private 
providers collaborate with the public healthcare network. Doctors tend to 
be concentrated in big cities, which adds a layer of spatial segregation to the 
already uneven access to healthcare.

Coverage is highly segregated according to occupational status, which 
determines the levels of entitlements and provision schemes. Though the 
2008 constitution explicitly states the state as a guarantor of universal insur-
ance, there is no insurance scheme available to all citizens. The general social 
security scheme, IESS, provides entitlements to registered workers in formal 
employment, self-employed workers (autonomous), business owners, and 
non-remunerated family workers. Other insurance schemes, such as ISSPOL, 
cover the police and ISSFA, the army. The Farmers’ Social Security (Seguro 
Social Campesino—created in 1968 and subsidised by the state) grants inde-
pendent workers in agriculture and fisheries entitlements in terms of access 
to health, disability, and old-age pensions, thus serving rural populations. 
A Beveridge scheme based on taxes, for example, tax income and VAT, com-
plements the System of Universal Insurance (Sistema de Aseguramiento Uni-
versal) based on contributions (Bismarck).

The Mexican System

At the beginning of 2020, the public system was made up of separate layers 
that offered coverage to different population groups, depending on the occu-
pational status of the household’s breadwinner. Several social insurance agen-
cies provided coverage to different categories of formal sector workers; the 
two largest were the Mexican Social Insurance Institute (IMSS), which cov-
ered private sector employees, and the Social Security and Services Institute 
for State Workers (ISSSTE), which covered federal civil servants, plus special 
schemes for workers of the state oil company, the military, and employees 
of state governments. Social insurance agencies acted as both health insurers 
and providers of primary, secondary, and tertiary health services, funded by 
contributions from workers, employers, and the state. Each agency operated 
separately, with its own legal framework, administration, human resources, 
and infrastructure (González Block et al., 2020).

For people not covered by social insurance, the creation of the National 
Institute for Health Welfare (INSABI) was meant to provide healthcare as a 
citizenship right. This population group is large for two reasons: the legal 
exclusion from IMSS mandatory social insurance of anyone without a for-
mal employment relation, for example, the self-employed or employers, and 
because of widespread evasion of that mandatory insurance by employers 
and employees. In early 2020, INSABI had just been launched to replace a 
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health insurance programme that offered healthcare to the same population 
group targeted by INSABI, albeit on a voluntary basis and with the payment 
of contributions, although low-income families, which constituted the major-
ity of the insured population, were exempt. Like social insurance schemes, 
INSABI functioned as a separate government agency that operated services 
with its own resources and infrastructure but was funded with general taxes 
and began operations only covering primary and secondary services (INSABI, 
2020; Reich, 2020).

The private sector also plays a large role in the provision of healthcare ser-
vices. Private services have mostly operated independently from public ser-
vices with low levels of government regulation. In early 2020, public social 
insurance schemes could subcontract private services when their supply could 
not meet the demand for an intervention, and under IMSS legislation, the 
payment of health insurance contributions could be discounted if employ-
ers supplied healthcare services to their employees, but these options were 
scantly applied, and in fact the use of the second one had been in decline in 
recent years. Hence, the private healthcare sector has operated under a mar-
ket supply and demand rationale, providing a wide range of services from 
primary care to highly specialised tertiary care. The deficient supply of public 
services across all schemes, worse in the case of services for people without 
social insurance coverage, explains the large role of the private sector; the 
poor quality and limited access of public programmes implicitly incentivises 
or forces many people of all income levels to use private services,2 but with 
a difference in the type of service. Low-income people could only access pri-
vate primary care, while interventions that require hospitalisations are only 
affordable to high-income groups (González Block et al., 2018, 2020).

The federal Secretariat for Health (SS) is responsible for emitting public 
health measures and regulations of public and private healthcare provision. 
Each state also has a health secretariat, which coordinates the application of 
federal legislation in its jurisdiction. Until 2019, states’ health secretariats 
were also responsible for administering the healthcare services offered by 
the Popular Health Insurance to people with no social insurance; from early 
2020, INSABI sought to centralise those services, although several state gov-
ernments did not sign the agreements to give up their services (Reich, 2020).

The General Health Council (CGS) represents another tier of public 
authority on health matters. This council is a collegiate body that is a direct 
dependency of the Presidency of the Republic, is presided over by the federal 
Health Secretary, and is integrated by the heads of several federal govern-
ment departments and academic and professional institutions. The approval 
and publication of the declaration of health emergencies, as well as their 
management, are among the core responsibilities assigned to this body in 
the legislation. An executive board integrated by the Health Secretary, the 
IMSS and ISSSTE directors, as well as any other member designated by the 
president, has the responsibility of managing the cases of health emergencies 
(IGHS, 2021).
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Strategies for Healthcare Resilience in Ecuador and Mexico

This section compares the strategies adopted in each country for prepared-
ness against health shocks, according to the analytical framework proposed 
by Thomas et al. (2020). Seven strategies are analysed, belonging to the 
healthcare functions of governance, financing, and resources. The analysis 
covers the unfolding of each strategy up to and during the pandemic. We 
are particularly interested in discussing the health sector’s capacity to per-
form emergency responses during policy design and implementation, thus 
the emphasis on aspects of governance (including effective and participatory 
leadership).

Resilience Strategies in Ecuador

Once the pandemic’s epicentre moved to the region, Ecuador was soon identi-
fied as one of the countries hardest hit globally, next to Peru (Financial Times, 
2020a). Nevertheless, the actual mortality is likely to be under-represented 
due to the scarcity of tests, the additional deaths from treatable diseases 
resulting from the limited access to intensive care units (ICUs), and the gen-
eral collapse of the health sector in Ecuador. Various estimates of excess mor-
tality in Ecuador, that is, the number of deaths above the historical average 
for a specific period as recorded in civil registries, show that the number of 
fatalities was higher than those reported by the government. In the middle of 
an infodemic, deferred responses, political fragmentation, fiscal constraints, 
and growing polarisation, Ecuador became an early global symbol of the 
devastating effects of COVID-19 (King et al., 2020).

Effective and Participatory Leadership

On March 12, 2020, the government decreed an emergency in all health cen-
tres in the country affiliated with the National Health System, including labo-
ratory facilities, units of epidemiology and control, air ambulances, medical 
and paramedical services, hospitalisation, and outpatient clinics. This Min-
isterial Decree directly responded to the imminent effects of the COVID-19 
virus and aimed at preventing an outbreak. Following the declaration of 
COVID-19 as a global pandemic by the WHO on March 16, 2020, the gov-
ernment decreed a state of exception, given the exponential growth in the 
number of confirmed cases. The state of exception in practice meant limited 
mobility, that is, the freedom to transit and the right to free association and 
reunion, a strict restriction imposed to guarantee the observance of social 
distancing and quarantine measures. It also declared a curfew on March 17, 
2020, while designating exempted groups whose mobility was permitted to 
assist in the public response to the pandemic, namely the National Police, 
Armed Forces, and health personnel. Thus, the state of emergency declara-
tion was deemed necessary to coordinate the public response, mobilise the 
state’s resources, and prioritise public expenditure. However, there was weak 
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coordination with subnational governments because of either inaccurate or 
incomplete data (Plan-V, 2020), poor enforcement of sanctions (El Comercio, 
2020c), and a lack of harmonisation of policies and responses with munici-
palities (El Comercio, 2020a).

There was harsh criticism against the central and local governments for 
the noticeable lack of coordination. The first confirmed COVID-19 case was 
reported on February 29, 2020. Within a few weeks, and with a popula-
tion of over two million inhabitants, the city of Guayaquil became the first 
COVID-19 hotspot. The government struggled to bury the dead while bodies 
were left in the streets of Guayaquil—not all attributable to the virus as tests 
were not widely available. A combination of collective panic, misinforma-
tion, and the collapse of burial services led to jarring images that made Ecua-
dor infamous in global news outlets. By late March, the Municipal Director 
of Hygiene and Markets of the city announced the necessity to prepare a 
mass grave to bury about 300 bodies in Guayaquil (BBC, 2020), further 
exacerbating collective panic and discontent with the government’s response.

Coordination with and among local governments was particularly chal-
lenging. Municipalities had a high level of independence regarding the type 
and strictness of containment measures. Tensions between the central and 
local governments resulted in a geographically differentiated and uncoordi-
nated response. To diminish discretional local responses, by early 2022, the 
central government, via the Committee for Emergency Operation (Comité 
de Operaciones de Emergencias, or COE), intervened and regulated the risk 
responses by creating a dashboard (Semáforo de Protección de COVID-19) 
that alerted the public of the level of cases per municipality and province 
and standardised the measures to be adopted according to the severity of the 
situation.

Coordination of Activities Across Government and Key Stakeholders

During the first weeks of the pandemic, there was weak coordination with 
subnational governments, either because of inaccurate or incomplete data 
(Plan-V, 2020), inadequate enforcement of sanctions (El Comercio, 2020c), 
or a lack of harmonisation of policies and responses among municipali-
ties (El Comercio, 2020a). For instance, municipalities could determine the 
level of alertness in their territories and adopt containment measures such 
as lockdowns, depending on the perceived severity of the COVID-19 cases 
and estimated health response capacity. This resulted in ambiguities in risk 
assessment, with municipalities shifting the alert codes discretionally.

Regarding coordination with key international actors, before the pan-
demic, Ecuador had adopted the Cooperation Strategy 2018–2022, which 
determined the priorities of technical cooperation between the WHO and 
the Ecuadorian government to contribute to the objectives of the Develop-
ment Plan 2017–2021 and the Sustainable Health Agenda for the Ameri-
cas 2018–2030 (ASSA). Among the areas of cooperation, the emphasis was 
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on strengthening the National Health System to achieve universal access to 
health, the application of IHR, and attention to early mortality for chronic 
diseases and attention to vulnerable groups following a rights-based logic 
(intercultural and gender awareness).

During the pandemic, the WHO office in Ecuador coordinated with the 
Ecuadorian government and other organisations, such as UNICEF, UNDP, 
CARE, and the Red Cross, among others, to establish basic technical norms. 
Among these, it is worth mentioning the Protocol for Intercultural Awareness 
for the Prevention and Attention of COVID-19 for Peoples and Indigenous 
Nations, Afro Ecuadorians, and Montubios in Ecuador (Protocolo con Perti-
nencia Intercultural para la Prevención y Atención de la COVID-19 en Pueb-
los y Nacionalidades Indígenas, Afroecuatorianos y Montubios del Ecuador) 
(Consejo Nacional para la Igualdad de Pueblos y Nacionalidades, 2020). 
It was implemented to approach community leaders to coordinate actions 
with public entities, particularly humanitarian aid and transport. Next to 
this, the Confederation of Indigenous Nations of Ecuador (Confederación de 
Nacionalidades Indígenas del Ecuador, or CONAIE) and the Confederation 
of Indigenous Nationalities of the Ecuadorian Amazon (Confederación de 
Nacionalidades Indígenas de la Amazonía Ecuatoriana, or CONFENIAE) 
adopted voluntary measures, such as self-quarantine within peoples and 
indigenous nations’ territories and prohibiting activities such as tourism (Alt-
mann et al., 2020).

Effective Information Systems and Flow

Public information campaigns and protocols for the attention of vulnerable 
populations were set in motion in Ecuador during the pandemic. Neverthe-
less, according to a study by the Central University of Ecuador, only 39% of 
the population reported knowing the reasons why quarantine measures were 
set in place in the country (Altmann et al., 2020). Also, as was the case in 
many other countries, there was controversy regarding the actual number of 
deaths attributed to the pandemic. While Sebastián Naranjo (2020), senior 
analyst at Cálculo Electoral, a data analysis group, reports a level 230% 
higher than the usual figures for April 2020—equivalent to 14,460 deaths—a 
New York Times Big Data analysis estimates that the mortality in Ecuador 
was 15 times higher than the official number of COVID-19 deaths reported 
by the government for the same period (New York Times, 2020). As of 
December 2020, Naranjo estimates a total excess mortality of 37,753, con-
sidering civil registry data for the period March 12 to December 17, 2020, 
when compared to historical averages for these months in 2017, 2018, and 
2019, as obtained from the Statistics Department, INEC, and published by 
the Civil Registry (Registro Social). Yet Ortiz-Pardo and Fernández-Naranjo 
argue that these estimates, based on historical weekly or monthly mean val-
ues, were sensible to outliers and thus misleading. During the first phases of 
the pandemic, the country suffered from an “infodemic,” for the ambiguity 
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in the numbers led to either alarmist and politicised responses or aloofness 
and delayed responses.

Other intersecting issues started to surface as the pandemic progressed 
and information reached media outlets and civil society organisations. On 
March 27, the Committee for National Emergencies (Comité de Opera-
ciones de Emergencia Nacional, or COE) released the Protocol for the Com-
munication and Attention of Gender and Intrafamilial Violence during the 
COVID-19 Emergency (Protocolo de Comunicación y Atención de Casos 
de Violencia de Género e Intrafamiliar en la Emergencia por Coronavirus 
(COVID-19)) (COE, 2020). This protocol was drafted in response to the 
plea of women’s rights activists who had highlighted the increase in gender 
violence, following the recommendation of the Follow-up Mechanism to the 
Belém do Pará Convention (or MESECVI) of the Organization for the Ameri-
can States (OAS). On March 31, the National Council for the Equality of 
Disabilities (Consejo Nacional para la Igualdad de Discapacidades, or CON-
ADIS) (CONADIS, 2020) released a protocol for persons with disabilities 
and their families: Guide for the Prevention and Attention for the COVID-19 
Exposure of People with Disability and in a Condition of Temporal Dis-
ability, and Their Families (Guía de prevención y atención por contagio del 
virus COVID-19 en personas con discapacidad y en condición discapacitante 
temporal y sus familias), which offers general guidelines to prevent the spread 
of COVID-19 while caring for persons with permanent or temporary dis-
abilities, both at home and in the community, in particular, norms regarding 
hygiene and psychological health.

Ensuring Sufficient Monetary Resources in the System and Flexibility to 
Reallocate and Inject Extra Funds

The Ecuadorean healthcare system, due to limited fiscal capacity, had run large 
deficits and suffered from underinvestment, with shortages of workers prior 
to the pandemic. As of 2019, there was a deficit of about US$3,655 billion 
(approximately 3.2% of GDP), according to Lucio et al. (2019). Domestic pri-
vate health expenditure as a percentage of current health expenditure was 48%. 
Furthermore, the health system is vulnerable to shocks, given that the financing 
is heavily reliant on either formal sector contributions (which are pro-cyclical 
and limited given the high levels of informality) or the central budget, which 
poses evident liquidity constraints dependent on the business cycle, including 
the capacity of workers to contribute to the system through taxes and contri-
butions and the reliance of government revenues on extractive rent.

The cutbacks in public healthcare expenditure were exacerbated by the 
International Monetary Fund’s (IMF’s) call for fiscal adjustment within the 
framework of the Extended Arrangement Under the Extended Fund Facil-
ity of 2019 (Naciones Unidas, 2020), including a significant layoff of public 
healthcare workers who could have supported the health response during the 
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pandemic (Naciones Unidas, 2020). However, the IMF provided funding to 
support the country’s stabilisation and recovery programme: a US$6.5 billion 
Extended Fund Facility arrangement on September 30, 2020. The new 
Extended Fund Facility of December 15, 2020, called for further fiscal adjust-
ment equal to 5.5% of the gross domestic product (Progressive International, 
2020). While the government failed to make US$200 million in bond inter-
est payments due to the health crisis, it still made a US$325 million princi-
pal payment on its sovereign bonds due in March 2020 (Financial Times, 
2020b) and reached an agreement with its bondholders on August 3, 2020 
to restructure its US$17.4 billion of sovereign debt (Financial Times, 2020c). 
The government had to navigate these external pressures in the face of strong 
opposition for prioritising debt servicing (CDES, 2020) and the possibility 
of significant social and political unrest—as alerted by mobilisations amid 
the restrictions in October 2020 (El Comercio, 2020b), echoing the 12 days 
of protests in October 2019 that followed the announcement of the end to 
a fuel subsidy and a series of austerity reforms recommended by the IMF as 
part of a plan to reduce public debt (Díaz Pabón and Palacio Ludeña, 2021). 
These external constraints further limited the public health response to the 
COVID-19 pandemic.

Universal Health Coverage

Access to the public healthcare system, as provided by the Health Ministry, 
or MSP, is based on both (registered) residency and citizenship. Yet, the actual 
capacity is limited. Most comprehensive health services are accessible only to 
those affiliated with the branches’ social security systems: IESS, ISSFA, and 
ISSPOL (Lucio, Villacrés and Henríquez, 2011) or via private providers, as 
shown in Table 6.2.

Financing is organised through the National Health System, in which 
funding comes from taxes and state royalties (central budget) and is executed 
through fiscal transfers. Next to this, the National Insurance System is financed 
through social security (IESS, ISSFA, and ISSPOL) contributions. The system 
has been increasingly commodified, as health funding is increasingly chan-
nelled to the private sector. There are significant barriers to accessing health 
services. A significant share of the population is not affiliated with the social 

Table 6.2  Healthcare coverage indicators of Ecuador

Percentage of population covered by government schemes and 12.2%
private schemes

Percentage of population covered by social insurance schemes IESS: 29.2%
Percentage of population uncovered 58.6%

Source: INEC (2019)
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security systems, which results in staggering differences between different sec-
tors, formal and informal. This results in non-covered populations resorting 
to private providers, when available, with ruinous out-of-pocket expenses. 
For example, in 2018, the out-of-pocket payments as a percentage of current 
health expenditure were 40% (WHO, 2021). With the public healthcare sys-
tem overloaded with COVID-19 patients, many low- and middle-income and 
informal populations were left to their own means to secure access to health 
services, with an increase in the co-morbidity due to a lack of timely attention 
to otherwise treatable diseases.

Appropriate Level and Distribution of Human and Physical Resources

As of 2020, for every 10,000 people, the number/density of doctors was 
23.44 and for nurses, 14.54 (as reported for 2018), while the number/density 
of beds in public, for-profit, and not-for-profit institutions was 741 surgery 
rooms, 369 delivery rooms, 205 ICUs, and 204 intermediate care rooms, 
also for 2018 (OIT, 2021). The system was evidently understaffed. According 
to an ILO study, in November 2020, the public healthcare system had only 
managed to provide medical attention to 60% of the patients covered during 
2019, with the most significant reduction taking place in IESS-related hospi-
tals, approximately 39% (OIT, 2021). There has been a significant effort to 
make use of virtual medical visits and expand remote outpatient care to serve 
the most vulnerable populations (those aged 60 and above). Furthermore, 
from the 4,165 in- and out-patient health centres, both public and private, 
only 626 could provide in-patient care (about 15%) (Observatorio Social, 
2020). This means that even if these centres could diagnose COVID-19 cases, 
they did not have the capacity to hospitalise them, and among the latter, very 
few centres had an ICU.

In addition, these figures do not even consider the territorial and urban-rural 
divides, which played a role in the unequal distribution of COVID-19-related 
deaths, correlated to the unequal provision of human and physical resources 
across the country. Not only financial but also geographical barriers have 
impeded access to prevention, testing, and treatment of illness, particularly 
evident during the pandemic. The three largest provinces, Guayas, Pichincha, 
and Manabí, concentrate nearly 40% of the total health centres in the coun-
try, next to provinces in the Amazon region and Galapagos Islands that have 
a low density of health centres relative to the population. However, these 
provinces have the highest proportion of healthcare professionals relative to 
the total population, for example, Pastaza: 57 doctors and nurses per 1,000 
inhabitants, indicating a mismatch between physical and human resources.

Motivated and Well-Supported Workforce

Emergency responses to deal with the pandemic in the context of limited 
resources resulted in a reduced ability to respond to other illnesses and 
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conditions. With health workers overworked and underpaid, the risk that 
exposure to viruses and other contaminants translated into fatalities among 
critical staff increased dramatically. It is estimated that between 2019 and 
2020, nearly 3,000 (public) healthcare workers were fired and about 2,279 
were made redundant during the pandemic (Palacio Ludeña, 2023). In addi-
tion, it should be noted that until late 2019, Cuba had been an important 
international actor in the health sector, under a bilateral cooperation frame-
work that allowed for Cuban doctors’ participation in health provisioning in 
the country. Though the central government introduced a series of incentives, 
both financial and non-financial, many hospitals were understaffed due to the 
continued cuts in personnel.

There was also an imbalance in terms of the proportion of doctors and 
nurses per medical establishment, resulting in the possibility of diagnos-
ing COVID-19 cases but having to refer patients to other centres that had 
enough personnel.

Resilience Strategies in Mexico

Effective and Participatory Leadership

Mexico has been one of the countries most affected by the pandemic. The 
number of cases that are reported in official statistics results from the low lev-
els of testing, much lower than in any comparable country. The real impact 
of the pandemic is revealed by other indicators, like the excess mortality rate 
from all causes of 55% during 2020 and the first semester of 2021 (OECD, 
2021).

The leadership role in the government’s response to the pandemic was 
assigned by the president to the office of the Undersecretary for Health Pre-
vention and Promotion (UHPP). The CGS, established in the legislation as 
a collegiate body with a mandate to act and emit policies and rules in cases 
of health emergencies, has played only a minor or even insignificant role. 
The CGS was not summoned for the first time until March 19, more than 
one month after the WHO had declared the coronavirus outbreak a public 
health emergency of international concern, and it did not declare a health 
emergency due to COVID-19 until March 30. Even the Health Secretary 
played a secondary role to the Undersecretary. The outcome of the type of 
leadership that has been exerted has been the excessive centralisation and 
politicisation of decision-making, with dire consequences for the fight against 
the pandemic (IGHS, 2021).

The decision taken by the president to delegate authority to the UHPP 
could be understood as the need to optimise the management of the pan-
demic, but far from achieving that aim, it caused a number of problems that 
undermined the government’s response. The centralisation of authority in a 
small department of the federal government obstructed the development of 
public deliberation and learning processes, crucial to formulating, adapting, 
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and implementing public policy in a challenging and dynamic environment 
like the one created by the pandemic.3

When the pandemic struck, the country was already experiencing unprec-
edented levels of political polarisation due to constant public attacks by 
President López Obrador against any actor who disagreed with the orien-
tation of his policies. The head of the UHPP, Hugo López-Gatell Ramírez, 
who personally assumed the protagonist role, frequently put the blame on 
the pandemic and its impacts on other social and political actors, attacking 
anyone who questioned the government’s decisions, creating recurrent politi-
cal frictions that obstructed collaboration with other government levels and 
departments.

As a result of the type of leadership that was generated, decisions were 
made on political grounds and not on a technical basis, ignoring advice 
offered by various international and domestic governments, as well as aca-
demic and professional organisations.4 For example, no massive testing 
programme or serious contact tracing was ever introduced, and the federal 
government refused to recommend or mandate the use of masks.

Coordination of Activities Across Government and Key Stakeholders

The centralisation and politicisation of the federal government’s pan-
demic response impeded the coordination with other government and 
non-government actors, which was fundamental to ameliorating the pan-
demic’s negative effects. Notwithstanding the complexity of coordinating a 
response to a health emergency in a federal system of government, the lead-
ership style displayed by the UHPP generated recurrent quarrels with other 
state actors. State and municipal governments were not considered for the 
formulation of the measures to face the crises, nor were they included in their 
implementation. For example, the traffic light system was designed without 
the participation of subnational governments, prompting many state govern-
ments to ignore or create their own monitoring systems (IGHS, 2021).

Coordination with other federal healthcare agencies, like IMSS and 
ISSSTE, seemed to have been close, which could have been expected as they 
are also under the direct authority of the president. Nonetheless, advice and 
suggestions to combat the pandemic from academia, civil society, or Con-
gress were not only ignored, but their proponents were also labelled politi-
cal adversaries and attacked on a political basis. The neglect of the CGS 
eliminated a space where adequate coordination could have been achieved 
and valuable knowledge to improve the response could have been exchanged 
(IGHS, 2021).

The private health sector was possibly the only non-governmental stake-
holder with whom a relatively successful coordination was developed. Agree-
ments were made early on to treat beneficiaries of public health insurance 
schemes in private hospitals, but they covered only seven interventions (SS, 
2020).5 Moreover, the federal government showed contempt for private 
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providers when it refused to include many private health personnel in the 
first vaccination campaigns (IGHS, 2021), with dire consequences for these 
employees.

Effective Information Systems and Flow

Since 2006, the prevalence of respiratory illnesses has been monitored through 
a sentinel system that collected information from a national representative 
sample of health centres and hospitals across the country. The system was 
employed to monitor the development of the COVID-19 pandemic, but the 
decision to reduce the number of units of the sample and the particular char-
acteristics of the new virus rendered it useless. The large number of infected 
people with mild symptoms or who were asymptomatic and did not turn up 
at health facilities disabled the system’s capacity to survey the evolution of 
the number and location of cases and deaths and to serve as an instrument to 
plan actions to respond to the pandemic. Suggestions from a wide variety of 
international and domestic actors to use massive testing as a more effective 
tool to measure the extension of this particular pandemic were ignored by 
the public officials in charge of the response (IGHS, 2021). The decision to 
use the system to project an epidemiological curve based on the data it pro-
duced and to reject the application of testing led to the initial and erroneous 
assertion by the government that the pandemic would be over by May 2020. 
Mexico would become one of the countries with the lowest number of tests 
performed per population in the world (IGHS, 2021; OECD, 2021).

The government organised daily press conferences to inform the public 
on the development of the pandemic, but rather than assuring transparency, 
they became politicised spaces where the Undersecretary for Health Pro-
motion and Prevention constantly sought quarrels with actors who did not 
agree with his management of the crisis. He and other public officials usually 
employed an overtechnical language that impeded the clear communication 
of the pandemic and the government’s actions to the public.

Ensuring Sufficient Monetary Resources in the System and Flexibility to 
Reallocate and Inject Extra Funds

The social insurance layers of the public healthcare system, namely, IMSS 
and ISSSTE, are funded by tripartite contributions by employees, employers, 
and the state. Until 2019, the layer for people with no social insurance, that 
is, SPS, was funded by contributions from insured families and individuals 
and earmarked contributions by the federal and state governments, including 
earmarked funds for catastrophic health expenses and tertiary medical care.

Public health spending levels peaked during the second decade of the pre-
sent century due to the expansion of coverage through the SPS. In 2013, 
public spending reached 3.1% of GDP and 53.8% of total health spending, 
while in per capita terms, it peaked at US$565 in 2016. The growing trend 
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was reversed in the second half of the decade; by 2019, the year before the 
pandemic, public spending represented 2.7% of GDP, 49.3% of total spend-
ing, and US$558 per capita (OECD, 2022). The reasons for these decreas-
ing trends may be found in the fragmented healthcare architecture, which, 
after an initial boost to public spending due to the expansion of voluntary 
health insurance, obstructed the further aggregation of political preferences 
for a better supply of public services, along with the large role performed 
by the private sector, which reaches diverse population groups, including 
low-income families who can afford primary care in private doctors’ offices, 
many times adjacent to pharmacies (Bernales-Baksai and Velázquez Leyer, 
2021; González Block et al., 2018).

The large role performed by the private sector reveals a strong dependence 
on market provision to meet healthcare needs in the country. Even if covered 
by a public scheme, many people choose or are forced to use private services 
because of the low quality of and limited access to public services. In fact, of the 
total number of people who reported frequent use of private services in 2013, 
46% were covered by a public scheme, a proportion that increased to 60% in 
2017 (INSP, 2021). Private services are mostly funded through out-of-pocket 
spending; in 2019, it represented 42% of total health spending (WHO, 2021).

The scarcity and precariousness of monetary resources did not improve 
in 2020. An increase in public spending to 3.1% of GDP is explained by the 
downfall in economic output caused by the pandemic, and while the govern-
ment was able to inject additional funds into the system, they were mostly 
taken from the catastrophic health expenses fund that existed under the 
SPS, which the government appropriated since the new scheme for people 
without social insurance, INSABI, only covered primary and secondary care.

Universal Health Coverage

The public healthcare system has never reached the entire population. Public 
provision has consisted of different social insurance programmes for specific 
categories of labour market insiders, that is, formal sector employees and 
their families, and additional layers for people without social insurance cov-
erage. By 2017, 82% of the population were insured by a public scheme, an 
expansion that represents a significant improvement compared to only 40% 
who were insured in 2000 but still left one-fifth of the population uncovered 
(INEGI, 2017). Moreover, that figure masks the process of implicit commodi-
fication that unfolds as many people, even if publicly insured, choose or are 
forced to seek treatment in the private sector due to deficiencies in the supply 
of public services (Bernales-Baksai and Velázquez Leyer, 2021). Hence, before 
the pandemic began, the country was still far from achieving universal health 
coverage, measured not only by the percentage of people who may have legal 
coverage but also by outputs and outcomes related to real access and gener-
ous and equitable provision of public services provided to the majority of the 
population (Martínez Franzoni and Sánchez Ancochea, 2016).
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Instead of signalling progress towards universal coverage, the recent 
healthcare reform of 2020 represents a regression. The fragmentation and ine-
qualities of the public system were reproduced and exacerbated since INSABI 
only replaced Popular Health Insurance. There was no attempt at unifying 
all public schemes. Tertiary care, which represents the main cause of cata-
strophic medical expenses that are unaffordable in the private sector for the 
majority of the population, was effectively excluded. No significant additional 
resources necessary to expand provision have been allocated in real terms, 
such that the healthcare budget for 2021 did not increase in relation to the 
2020 budget, which considering the increase in demand due to the pandemic 
is also a step backwards. No plan for improving the quality and expand-
ing social insurance services has been announced. Additionally, an attempt at 
reforming the medicines procurement system triggered serious supply disrup-
tions and has only generated shortages across the country, especially of drugs 
needed to treat expensive diseases like various types of cancer (Reich, 2020).

The implicit commodification of healthcare intensified during the pan-
demic. Although the government expanded facilities for COVID-19 patients, 
the overwhelming demands left many patients suffering from other illnesses 
unprotected. Because of these unmet demands and the deficiencies of public 
schemes, especially the newly created INSABI, 56% of people who required 
medical care were treated in the private sector in 2020, and 45% and 57% of 
IMSS and ISSSTE beneficiaries preferred or were pushed to use private ser-
vices. Among people who had COVID-19, only 14% were treated in public 
hospitals or clinics.6 Only 29% of people take into consideration entitlement 
to a public scheme when deciding where to seek care; the rest consider other 
variables related to quality and access (INSP, 2021). These indicators reveal 
the challenges that the country still has to overcome in order to even get near 
an authentic type of universal healthcare provision.

Appropriate Level and Distribution of Human and Physical Resources

The levels of human resources have improved during the present century. 
The number of doctors per 1,000 population passed from 1.6 in 2000 to 
2.4 in 2019 (OECD, 2021), and from that total, the proportion of doctors 
employed in the public sector increased from 59% in 2000 to 71% in 2016 
(González Block et al., 2018). During the same period, the number of nurses 
increased from 2.2 to 2.9 per 1,000 population (OECD, 2022), of which 
more than 90% are employed in the public sector (González Block et al., 
2018). These changes are explained by the expansion of public healthcare 
provision through the SPS (González Block, 2020). Nonetheless, despite 
improvements, these levels of human resources were still below OECD aver-
ages, which registered 3.3 doctors and 8.9 nurses per 1,000 people in 2018 
(OECD, 2022).7

The improvements in levels of human resources have not been matched 
by those of physical resources. During the current century, the number of 
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hospitals has only grown 0.3% (González Block et al., 2020), while the num-
ber of hospital beds per 1,000 population decreased from 1.05 in 2000 to 
0.97 (OECD, 2022). Of the total number of beds, 76% correspond to public 
hospitals (González Block et al., 2020). Deep geographical inequalities are 
observed across the country in both human and physical resources. Poor and 
rural regions register a much lower supply. The uneven distribution of public 
and private resources reinforces health inequalities. For example, the rate of 
medical specialists per 1,000 people drops from more than 4 in the wealthy 
state of Nuevo León to 0.4 in the poorest state of Chiapas, while the number 
of public hospital beds per 100,000 people ranges from 177 in Mexico City 
to 43 in Chiapas (González Block, 2020).

Hospital capacity was expanded to face the pandemic. The federal gov-
ernment has argued that due to this measure, no COVID-19 patient was left 
untreated. Some degree of success can be claimed in that regard; however, 
three important points must be considered. First, many COVID-19 patients 
were sent back to their homes to avoid the saturation of hospitals, creat-
ing a high percentage of COVID-19-related deaths occurring at home, more 
than 50% of the total according to some estimates after the first year of the 
pandemic. Second, the differences in the quality of the supply of private and 
public services were made evident in the much lower mortality rates regis-
tered in the former than in the latter. Finally, the focus on COVID-19 left 
untreated many patients who suffered from other diseases, fuelling the high 
excess mortality rate of the country (IGHS, 2021).

Motivated and Well-Supported Workforce

Evidence exists of growing support for the healthcare workforce in 
recent years. The number of physicians that graduated from university 
increased by 2.3% annually between 2003 and 2017; the rate of specialists 
that were graduating as a proportion of the total population was higher than 
the OECD average. Nursing became a popular undergraduate programme, 
with an annual enrolment growth of 18.2% in the last decade. Lastly, the 
wage earnings of health workers are higher in the public sector than in the 
private sector (González Block et al., 2018).

Diagnosed problems include the relative neglect of primary care and health 
promotion and prevention in training curricula and the lack of explicit and 
transparent standards for professionals in both the public and private sec-
tors (González Block et al., 2018). During the pandemic, medical personnel 
across the country protested insufficient levels of workforce support, includ-
ing a lack of training and personal protective equipment (PPE). Constant 
reports were presented in the media of the inadequate supply of training and 
equipment provided by the federal government. One year after the pandemic 
began, 329 public demonstrations of this sort were reported. The neglect 
of the required support resulted in Mexico becoming the country with the 
highest mortality rate in the world among health workers in 2020, according 
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to Amnesty International. The Pan-American Health Organization (PAHO) 
reported in February 2021 that, out of 17 countries in the Americas, Mexi-
can health workers accounted for 45% of COVID-19 deaths among health-
care personnel (Agren, 2020, IGHS, 2021).

The Comparison of Strategies in Ecuador and Mexico

This comparison of the strategies adopted by the Ecuadorean and Mexican 
governments to prepare against health emergencies reveals similar weak-
nesses. Some improvements were achieved during the present century, but 
they were insufficient to build up the necessary resilience to face a health 
shock like the COVID-19 pandemic. As can be observed in Table 6.3, the 
existing institutional architecture was not effectively or efficiently activated 

Table 6.3  Health shock preparedness in Ecuador and Mexico

Strategy Ecuador Mexico

Effective and participa- Delayed responses and a lack Politicisation and centrali-
tory leadership of effective leadership from sation of leadership by 

the central government a reduced number of 
federal officials

Coordination of Lack of coordination with Lack of coordination with 
activities across subnational governments subnational govern-
government and key and nongovernmental ments and nongovern-
stakeholders actors; late adoption of tech- mental actors

nical norms
Effective information Deficient information flows Deficient information 

systems and flows and discretionary risk flows due to a refusal to 
assessment at the local level adopt massive testing

Ensuring sufficient mon- Insufficient monetary Insufficient availability 
etary resources in the resources and no flexibility of public monetary 
system and flexibility due to external financial resources and high 
to reallocate and pressures and vulnerabilities dependence on private 
inject extra funds to the business cycle spending

Comprehensive health A fragmented public system A fragmented public 
coverage with reduced coverage system with reduced 

levels and occupational and coverage levels and an 
regional segregation intensification of implicit 

commodification 
processes

Appropriate levels and Unequal distribution of Unequal distribution of 
distribution of human human and physical human and physical 
and physical resources resources and unbalanced resources

share of resources within 
territories

Motivated and well- Limited support and further Limited support provided 
supported workforce cuts in health personnel to fight the pandemic

Source: Authors’ own elaboration
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to assure strong leadership and close and timely coordination between rel-
evant political and social actors, while fragmented Bismarckian healthcare 
systems left large sectors of the populations unprotected and dependent on 
private provision, and the limited and unequal distribution of physical and 
human resources hampered the capacity to respond to the crises.

However, important differences can also be observed in the design and 
implementation of several strategies that stem from the particular domestic 
political economy arrangements of each case and their relation with global 
policy, as illustrated in Figure 6.1. In Ecuador, resilience was hampered by 
the challenges of keeping a resource-based economy afloat. COVID-19 has 
exposed the financial weaknesses of export-oriented and debt-dependent 
economies (Büscher et al., 2021). Ecuador’s President Lenin Moreno even 
referred to this period as “the real first world war” (Financial Times, 2020d). 
Despite efforts to put finances on a strong footing, the oil-dependent Ecua-
dorian economy was hamstrung financially. It grapples with US$58.4 billion 
of total debt, more than half its annual gross domestic product (Financial 
Times, 2020b). With energy prices at a historical minimum and damage to 
the country’s two main oil pipelines (Financial Times, 2020d), as a dollar-
ised economy, the only influence it has over the money supply is preventing 
outflows.

Ecuador’s ability to make policy decisions has been limited primarily 
due to strict global governance rules. These rules have made it difficult to 
sustain investments in the healthcare sector, retain and expand skills and 

Figure 6.1  Global governance and horizontal political economy loops
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capabilities within the public sector, and coordinate with private actors to 
tackle emergencies. The country’s response to the COVID-19 pandemic was 
also hampered by financial constraints and international trade challenges, 
which resulted in delayed responses from the public sector during the crisis 
and its aftermath. While emergency cash transfers were provided as part of 
the social protection response, the country struggled to respond with agility 
and effectiveness. However, local variations did show promise in managing 
the crisis at a smaller scale, depending on effective leadership and participa-
tion, as well as cumulative investments in municipal capacities. The case of 
Ecuador highlights the significance of pandemic politics in the international 
political economy. The global governance of public health has led to signifi-
cant health inequalities, both locally and globally, due to power disparities in 
access to healthcare. Dysfunctions in global health governance contribute to 
this unequal status quo.

In Mexico, the causes of the weak response can be found in the conver-
gence created by the introduction of a failed health reform at virtually the 
same moment when the pandemic struck, as well as the existence of a federal 
government incapable and reluctant to develop social and policy learning 
processes essential to formulate an effective response to any crisis (Dunlop 
and Radaelli, 2018). Incremental improvements to healthcare provision 
since the early 2000s were abruptly undermined by the government that 
took office in late 2018, while despite the official rhetoric, historical defi-
ciencies and inequalities not only were not reduced but were exacerbated. 
Rather than making progress towards the creation of a unified, effective, 
and efficient public healthcare system, its previous historical fragmentation 
was reproduced with the mere substitution of the voluntary health insurance 
programme for labour market outsiders, with a programme that intended to 
adopt universal principles by offering access as a citizenship right but that in 
practice represented a case of welfare retrenchment. The supply of tertiary 
care for informal sector workers and their families was eliminated, policy 
rules that established access and care for that population group were can-
celled without publishing new rules, and the medicines procurement system 
for the entire public sector was dismantled without creating a new system 
that could meet demand.

The centralisation and politicisation of the management of the pandemic 
in Mexico shielded domestic policy from the influence of global policies emit-
ted by the WHO, PAHO, and other international organisations. The gov-
ernment’s inability to incorporate new knowledge that was emerging from 
international actors and organisations as the pandemic unfolded into its own 
response had grave consequences for the Mexican people. Populist polarisa-
tion can lead governments to act dogmatically, refusing dialogue with any 
social or political actor not aligned with their own decisions and preferences. 
International actors are commonly viewed with suspicion, as they tend to be 
considered representatives of foreign interests. However, when adopting this 
perspective, governments only end up damaging their populations, denying 
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them the formulation and implementation of policy solutions necessary to 
address their social problems.

Conclusion

The analysis presented in this chapter shows the blurred lines between gov-
ernment and governance in contemporary policymaking. Current problems 
that threaten the well-being of societies have causes and consequences that 
transcend national spheres. The assumption that domestic government actors 
have the capacity to solve them on their own without collaborations with 
foreign actors is simply an illusion. The collaboration between national and 
international state and non-state actors is necessary to formulate and imple-
ment the public policies necessary to protect people from the risks posed 
by global shocks like the COVID-19 pandemic. Transnational governance 
structures should have the capacity to endow global policy with the potential 
to influence national policy for the benefit of the people.

The comparative analysis of Ecuador and Mexico reveals the contradic-
tions and limitations of global policies concerning pandemic politics. In the 
economic realm, foreign actors can impose a policy course on a national 
government, as observed in Ecuador, where the IMF urged for public spend-
ing cuts during economic difficulties. However, in the health and social 
realms, international organisations can only potentially influence domestic 
policymaking spaces through deliberation and learning processes. When con-
fronted with a populist government, as in Mexico, the possibility of devel-
oping those processes is likely to fail. This demonstrates the procedural and 
instrumental aspects of pandemic responses, where global policies must gen-
erate a better balance and coordination between economic and social policy, 
as well as a more energetic intervention in the latter. Unless this is done, it is 
difficult to envision how national healthcare systems could be strengthened 
to face health crises like the COVID-19 pandemic. It is worth highlighting 
how governance and governmental actors have often failed to address pan-
demic politics, with dire human consequences. The comparative case stud-
ies of Ecuador and Mexico illustrate how global policies have struggled to 
develop effective pandemic responses and how domestic political systems can 
impede international organisations’ ability to influence policymaking in the 
health and social realms.

The chapter has discussed how, even if formal compliance with interna-
tional regulations was reported prior to the pandemic, the response in both 
cases was hampered by the symbolic nature of the decisions taken by politi-
cal actors—who did not seem to abandon their preoccupation with avoiding 
political losses during the health crises—the failure or absence of adequate 
disease diplomacy—as in the case of Ecuador, where pressures from the 
global financial sphere contradicted the ability to meet policy recommen-
dations from the global health sphere—the effects of medical populism—
of which the Mexican response can even represent a model case—and the 



Health Systems Resilience and the COVID-19 Pandemic  155

political economy of health systems, with deep inequalities in the supply 
and access to health services by different socio-economic groups in both 
countries. Global economic policy seems to have the coercive capacity to 
shape national policy. Existing governance arrangements give international 
organisations the power to condition financial support for the adoption of 
economic reforms that limit the dynamic capabilities of the public sector to 
manage a crisis. Though reforms are justified to stabilise national finances, 
there is an apparent absence of coordination between financial and social 
policy organisations, like the ones governing global healthcare, that, espe-
cially in times of crises, yields devastating consequences, as happened in 
Ecuador during the pandemic. At the same time, the health crisis revealed 
the ineffectiveness of global policy in steering national decision-making pro-
cesses, when the adoption of emergency measures devised with the knowl-
edge generated by transnational actors is fundamental to protecting people’s 
well-being. In fact, and as noted by Mazzucato and Kattel (2020), the global 
rules that govern sectors such as health since the early 2000s have made 
punitive use of intellectual property that limits the capacity to respond dur-
ing deep crises. Global crises like the pandemic, as well as others that can 
be foreseen in the near future, require a much better coordinated and more 
effective global policy.

Notes

	1	 The previous version of the IHR dated back to 1969 and was restricted to activities 
related to the prevention and treatment of only cholera, plague, and yellow fever 
(Rodier et al., 2007).

	2	 The use of private services is also incentivised by the deductions from income tax of 
private health spending, including private insurance and out-of-pocket spending.

	3	 The central role assumed by the UHPP was enhanced when other offices of the SS 
were eliminated or fused, part of the austerity plan adopted by the federal govern-
ment when it took office in late 2018. For example, the previously autonomous 
regulatory agency for health treatments and medicines was put under the authority 
of the UPPS. The centralisation of functions created problems for the management 
of public healthcare provision on several fronts, not only in response to the pan-
demic (IGHS, 2021).

	4	 The acquisition of COVID-19 vaccines has been one area in which the leadership 
was not assigned to the UHPP but the Secretariat for Foreign Relations. It is not 
clear why that decision was made, but in any case, that could well be the only area 
where the government’s response can be classified as successful since the number of 
vaccines from different companies has been plentiful (IGHS, 2021).

	5	 The interventions covered were pregnancies, births, and puerperium; caesarean 
deliveries; diseases of the appendix; complicated hernias; complicated gastric 
and duodenal ulcers; endoscopies; and cholecystectomies. In some states, specific 
agreements were signed for the provision of some private services to COVID-19 
patients, like in Mexico City, but they were not extended to the entire country (SS, 
2020).

	6	 Of the total number of people who reported to have had at least one symp-
tom, 58% sought medical care and 43% received it in the private sector (INSP, 
2021).
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	7	 González Block et al. (2020) estimate a rate of 1.9 doctors per 1,000 population 
in Mexico based on national employment surveys, lower than the rate reported by 
the OECD.
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Introduction

The global spread of SARS-CoV-2, known as COVID-19, revealed the vul-
nerabilities of healthcare systems worldwide. In Mexico, a federalist country, 
the response to the pandemic also exposed significant institutional weak-
nesses, marked by high death and case rates.1 President López Obrador 
played a significant role in downplaying the pandemic early on, consist-
ently expressing scepticism about its existence. He often criticised the use 
of masks and deferred policy responses, contributing to a delayed reaction 
to the unfolding crisis.2 His reluctance led to opposition leaders proposing 
policy solutions already long applied in the United States, Italy, China, and 
the United Kingdom.

The Federalist Alliance, comprised of ten governors from diverse political 
backgrounds, played a pivotal role in the pandemic politics that occurred. 
Opposition governors from the National Action Party (PAN), the Institutional 
Revolutionary Party (PRI), the Citizen Movement (MC), and the Party of the 
Democratic Revolution (PRD) united in their criticism of the federal govern-
ment’s public management response, and particularly the president’s inaction 
before the pandemic. Their coordinated efforts, particularly by states like 
Jalisco, Aguascalientes, Queretaro, and San Luis Potosí, led to the formation 
of the Alianza Centro-Bajío-Occidente, a central region of the country. This 
regional alliance aimed to address the pandemic collectively, implementing 
measures such as reinforcing testing stations and supporting key industries 
to sustain the economy. In September 2020, these state governors decided 
to withdraw from the National Conference of Governors, citing its ineffec-
tiveness and failure to defend state sovereignty. Simultaneously, opposition 
governors, part of the Alianza Centro-Bajío-Occidente and the Alianza Fed-
eralista, argued for a “new Federalism” system grounded in a revised fiscal 
pact. Their contention was rooted in the perceived lack of a rational response 
to the pandemic and a viable plan for economic reactivation.

The ensuing power struggle influenced the July 2021 midterm elections, 
where 500 seats in the Chamber of Deputies and 15 governorships were con-
tested. Despite opposition parties holding 14 governorships, President López 
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Obrador’s MORENA (National Regeneration Movement) party emerged 
victorious, shifting the balance of power in their favour. Also, MORENA 
maintained its majority in the Chamber of Deputies but fell short of the qual-
ified majority needed to unilaterally amend the constitution. The coalition 
led by MORENA, including the Workers’ Party (PT) and the Green Party 
(PVEM), secured the most seats, reflecting a diverse political landscape with-
out a single dominant party. Ultimately, the 2021 midterm elections did not 
bring a significant change to the power of the president or his mandate, with 
the ruling party retaining control over the legislative branch and a majority 
of the governorships, eventually strengthening his control over the central 
government.

So why did the Federalist Alliance revolt not alter electoral politics more 
substantially? This chapter delves into the dynamics of the weak federal 
response, shedding light on the emergence of pandemic politics as governors 
challenged the status quo during a critical period and lost. To do this, it criti-
cally analyses the impact of the COVID-19 pandemic policies implemented 
in Mexico by reviewing the government’s attempt at a more collaborative 
governance approach and drawing attention to the complexities of federal-
ism, with its high levels of inequality within and between states and overall 
low levels of state capacity.

Presidentialism and the Opening of Democracy With Decentralisation

The Federal Republic of Mexico issued its first constitution in 1824. Since 
then, the 32 states that make up the Mexican territory are individual sover-
eigns with varying abilities to implement public policies. Article 115 in the 
1917 constitution outlines the responsibilities of local governments to pro-
vide public services like water supply, lighting, public safety, and local trans-
portation, while allowing them autonomy to regulate urban development, 
land use planning, and encourage local tax collection. In practice, the coun-
try has taken almost 200 years to consolidate power and centralise control, 
thanks to the one-party hegemonic power of the Institutional Revolutionary 
Party (PRI), which held the presidency for more than 80 years.

In Mexico, presidentialism, defined by Weldon (1997), allows the head of 
state to exercise an extraordinary range of powers. For example, in the past, 
presidents could reform the constitution by proposing amendments with lit-
tle influence from Congress. They could propose the legislation necessary to 
be successful throughout their six-year term, and they could even appoint 
their own successor to the presidency. Likewise, the president could nomi-
nate most of the candidates for Congress from his party, some governors, 
mayors, and members of Congress, including his cabinet, as well as obedi-
ent representatives of the judiciary. However, due to several constitutional 
reforms, the control of the president is now much less than before the begin-
ning of the new century.
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In general, these changes signified Mexico’s dedication to adapting its 
constitution to contemporary public policy challenges, spanning from repre-
sentation to education, transparency, and healthcare. For example, political 
reforms in the electoral process aimed to enhance democracy, transparency, 
and citizen participation. Amendments focusing on human and indigenous 
rights address historical injustices and promote cultural diversity. The 2013 
education reform introduced standardised evaluations and merit-based pro-
motions. Criminal justice reforms enhanced transparency and human rights 
protection. In 2013, energy reforms opened up the sector to foreign invest-
ment. Healthcare and fiscal federalism reforms in 2019 aimed to establish 
universal healthcare and redistribute resources equitably. With the transition 
to democracy, Mexico entered a new public policy dynamic, which was rep-
resented by the alternation between political parties. Lehoucq et al. (2005) 
described how changes in the public policy process were very slow after 
democratisation but quickly increased after these constitutional reforms.

Like many Latin American countries, Mexico initiated a democratisation 
process in the 1980s in response to the authoritarian governments in the 
1970s and 1980s. This transition involved local elections and the delegation 
of responsibilities to local governments, emphasising public services, health, 
and education programmes (Rosenbaum and Rodriguez Acosta, 2008). This 
decentralisation aimed at enhancing efficiency and responsiveness to local 
needs, granting state and municipal governments increased budget authority 
and autonomy (Smith and Revell, 2016). The decentralisation process coun-
tered authoritarianism by fostering improved citizen-government relation-
ships, accountability measures, and pluralistic decision-making.

In the specific case of Mexico, this democratic transition began in 1989 
with the triumph of the National Action Party (PAN) in the elections for 
Governor of Baja California, putting an end to the single-party government 
of the PRI. The alternation caused reforms to promote fiscal decentralisation, 
which paradoxically caused a greater dependence of the states on the fed-
eral government in fiscal matters but with greater administrative and politi-
cal autonomy (Smith, 2018). The regulatory framework for the distribution 
of federal resources, as well as a dynamic of formal cooperation between 
subnational governments and the federal government, is established in the 
Fiscal Coordination Law (LCF), issued in 1978. This law describes how fed-
eral resources are distributed among the states (known in Mexico as federal 
entities).

The spending decentralisation reforms in 1993 led to the creation of 
budget item 28 (also known as participaciones) as a mandatory transfer to 
the states, and budget item 33 (known as aportaciones), conditional trans-
fers to the states from the federal government, and an introduction of the 
value-added tax for federal collection (Rodríguez, 1998). Finally, and most 
importantly, the reforms of Article 115 gave municipalities the responsibility 
to provide public services with their own resources and the ability to gener-
ate debt. Intergovernmental fiscal federalism in Mexico still faces challenges 
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stemming from an unequal vertical fiscal structure and subnational depend-
ency on federal transfers (Hernández-Trillo, 2018).

Fiscal reforms initiated in the early 2000s sought to address these issues 
with lasting consequences. Noteworthy reforms include the 2003 fiscal 
reform, which aimed to empower local governments using over 300 fiscal 
arrangements negotiated directly with the Ministry of Finance (Pérez Benítez 
and Villarreal Páez, 2018). The 2007 Fiscal Coordination Law reform refo-
cused the federal share of conditional and unconditional arrangements, 
encouraging incentives and more fiscal autonomy to states with larger 
tax bases like Nuevo Leon, Guanajuato, and Guadalajara (Smith, 2018). 
The National Law of Fiscal Discipline, enforced in 2016 at the state level 
and 2018 at the municipal level, aimed to control subnational debt issu-
ances (Jimenez Quiroga and Smith, 2019). Despite encouraging signs of 
growth, concerns persist about the increasing dependence on conditional 
and unconditional transfers without substantial effects on economic growth 
(Mendoza-Velázquez, 2018).

Healthcare Decentralisation in Mexico

In the 1980s, Mexico also witnessed a significant transformation in its health 
policy, characterised by decentralisation reforms and the establishment of 
the Ministry of Health (Secretaría de Salud) in 1983. A key reform during 
this period was the decentralisation of health services, involving the trans-
fer of responsibility from the federal government to state and local govern-
ments. This shift aimed to enhance the responsiveness of healthcare delivery 
to local needs, with the creation of health jurisdictions (jurisdicciones sani-
tarias) granting local authorities increased control over health planning and 
resource allocation. These reforms laid the foundation for a more responsive 
and inclusive healthcare system in Mexico, encompassing centralised health 
policymaking with the introduction of social protection mechanisms. In gen-
eral, decentralisation of services put an emphasis on primary healthcare and 
encouraged the implementation of robust information systems. Together, 
these initiatives shaped a transformative vision for the nation’s health sector, 
addressing local needs while fostering efficiency and inclusivity.

In that same era, the groundwork for the System of Social Protection in 
Health (Sistema de Protección Social en Salud), commonly known as Seguro 
Popular, was established and later implemented in the early 2000s. In 2003, 
the significant “Seguro Popular” programme was launched, specifically 
addressing individuals without formal employment or social security. This 
initiative aimed at expanding healthcare coverage for underserved popula-
tions, aligning with the overarching goal of achieving universal healthcare 
(Moreno Jaimes, Rojas-Alvarez and Angel, 2023). Recent comprehensive 
healthcare reforms have further transformed Seguro Popular into “Salud 
para el Bienestar,” placing emphasis on a holistic well-being approach and 
improving healthcare access, particularly for vulnerable populations.
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Today, Mexico’s health system is overseen by three key agencies. The 
Ministry of Health (Secretaría de Salud—SSA), established in 1983, is 
the principal federal entity responsible for developing and implementing 
national health policies, emphasising disease prevention and health promo-
tion. The Mexican Social Security Institute (Instituto Mexicano del Seguro 
Social—IMSS) provides healthcare services to formal sector employees and 
their dependents, offering a range of benefits from medical care to pensions. 
Another important institution is the Institute of Security and Social Services 
for State Workers (Instituto de Seguridad y Servicios Sociales de los Tra-
bajadores del Estado—ISSSTE), catering to the health and social needs of 
government employees (Moreno Jaimes, Rojas-Alvarez and Angel, 2023). 
Together, these agencies contribute to Mexico’s healthcare landscape, each 
playing a distinct role in ensuring widespread health coverage for the popu-
lation. Presidential coordination mechanisms, including the National Health 
Council (CNS) and intersectoral health committees, play pivotal roles in pol-
icy formulation and collaboration.

Curiously, during the pandemic, President López Obrador reformed the 
CNS, transforming it into two additional councils. The Consejo de Salubridad 
General (CSG) oversees the health regulations and intergovernmental rela-
tions between states and the federal government, while the Consejo Nacional 
de Salud para el Bienestar was set to focus on national health and well-being 
more globally (Knaul et al., 2023). However, challenges arose with the new 
governance structure, as federal resources were not proportionally increased, 
requiring the government to navigate the health crisis with limited financial 
support (Frenk and Gómez Dantés, 2020; Periódico el Heraldo, 2021).3

Asymmetric Decentralisation and the Devolution of Decision-Making at 
the Local Level

Fiscal federalism, distinct from fiscal decentralisation, involves the national 
government sharing revenues with lower levels, aiming for effective public 
policies (Tanzi, 2000). The first wave of reforms in the 1980s focused on 
decentralising electoral responsibility, taxing authority, and introducing 
results-based budgeting (Wiesner, 2003). However, flawed targeted fiscal 
transfers and conditional welfare policies emerged. The second-generation 
reforms, starting in the late 1990s, integrated microeconomics into decen-
tralisation, emphasising market-based incentives (Wiesner, 2003). Mexico’s 
decentralisation aimed at improving service delivery but paradoxically 
increased fiscal dependence on the federal government (Rosenbaum and 
Rodriguez Acosta, 2008). A challenge is the lack of local government incen-
tives to collect taxes, relying on central transfers. Known by academics 
as the soft bailout problem, high vertical imbalances and moral hazards 
still persist in Mexico (Diaz-Cayeros, 2006; Hernández-Trillo, 2018) and 
were exacerbated by the COVID-19 pandemic. Admittedly, acknowledg-
ing these heterogeneous effects, known as asymmetric decentralisation, 
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may enhance fiscal and administrative capacity in the long term (Tan and 
Avshalom-Uster, 2021).

In a federalist state like Mexico, fiscal agreements between the national 
and subnational governments are crucial. This complex web of govern-
ance helps explain how Mexico is managed. The nature of fiscal federal-
ism involves defining competencies between different levels of the Federation 
for tax collection and public spending (Pliego Moreno, 2012). The system 
theoretically allows for more efficient resource allocation at the local level, 
considering specific needs. Local governments, with closer contact and better 
data, can offer goods and services at lower costs, strengthening fiscal respon-
sibility within the Federation (Gandarilla, 2012). Conversely, centralising 
these functions may overlook specific population needs, resulting in a uni-
form provision of goods without considering local characteristics.

A federalist state has a legal system that combines subnational units of 
government to report back on their spending. Many of these reporting sys-
tems of government have legal agreements. The first article of the Mexican 
Fiscal Coordination Law establishes that the Mexican Federation will enter 
into an agreement with each of its Federative Entities (States) to adhere to the 
National Fiscal Coordination System through the Ministry of Finance (Secre-
taría de Hacienda y Crédito Público). The Mexican Fiscal System establishes 
what resources are paid and received through public funds between the states 
and the federal government. As can be seen, “the nature of fiscal federal-
ism implies a definition of competencies between the different levels of the 
Federation to carry out tax collection and public spending” (Pliego Moreno, 
2012). The problem is that several states do not have sufficient competencies 
or resources to add additional funds for policymaking.

In theory, this system fosters increased citizen welfare as the Federa-
tion collects and distributes the public resources, which each state allocates 
more efficiently, as long as at the local level it has more contact with people 
and data to better understand their needs. Doing this can be considered 
to be cheaper, as local governments offer goods and services to the popu-
lation at the lowest cost. While performing this task, the federal govern-
ment will expect local governments to strengthen their fiscal responsibility 
as members of a Federation (Gandarilla, 2012). On the other hand, if the 
central government had those functions, specific needs would be unknown, 
so it would probably provide the same amount and type of goods to the 
entire population without considering their particular needs and peculiar 
characteristics.

In practice, Mexico is a highly unequal society, and its Federation reflects 
that; it is less like the United States federation, which it is said to reflect. 
The current type of federalism in Mexico has become increasingly unbal-
anced, as many states, particularly in the South and Southeast, are highly 
dependent on federal resources. Indeed, Gandarilla (2012) suggested that 
Mexican federalism continues to be highly centralised in terms of income 
and increasingly decentralised spending. This imbalance may be corrected 
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through mechanisms of joint responsibility between the Federation and states 
in issues related to public finances and the establishment of guidelines and 
regulations in the case of debt contracting, for example. This unbalanced 
system of fiscal federalism has had an effect on states’ and municipal gov-
ernments’ ability to implement quality public policies. The consequences of 
this imbalance were evident during the COVID-19 pandemic, as the largest 
number of patients and deaths were concentrated in highly populated states 
in the north and centre of the country, like Mexico City, Chihuahua, Baja 
California, and Sonora, which present much more cases than in the rest of 
the country. Because of this demand for services from these states with the 
most population, less was available for other states. Indeed, if these states 
were omitted from an analysis, COVID-19 cases seem to be distributed in a 
more balanced way.

Collaborative Governance and Hypothesis Tests

Therefore, decentralisation, aiming to enhance citizen well-being, relies on the 
central government’s resource collection and redistribution to address local 
needs. Failure in this process, termed “government failure” by Oates (1972), 
as observed in the COVID-19 pandemic, exposes flaws in public goods allo-
cation. The state’s limited influence on economic policy, constrained by cen-
tral bank independence and capital market investments, for example (Bodea 
and Hicks, 2015; Mosley, 2000), necessitates organised public policy and 
finances. Sour (2008) emphasises an economic approach to policy design and 
evaluation. In her research, Mosley (2000) explores the impact of capital 
market openness on government policies, noting that while international 
financial markets strongly influence governments, their impact is narrow. 
Central to this debate is the government’s role in function execution and 
resource collection, necessitating redistribution to local governments.

The discussion emphasises that effective governance requires collabora-
tion and coordination between different levels of government. Collaborative 
governance models, as studied by Cyr et al. (2021), become crucial in this 
context. The study reveals that while Mexico ranked high in institutional 
collaboration (74%), indicating effective collaboration within institutions, it 
ranked mid-level in terms of inter-governmental collaboration (54%). This 
underscores a challenge in coordinating efforts between various levels of gov-
ernment, reflecting potential issues in decentralised systems. Pointing towards 
the importance of collaborative governance for a more cohesive and effective 
response may seem idealistic, especially during crises like the pandemic.

For example, the study by Rogers et al. (2021) on COVID-19 highlighted 
disparities within Mexico, emphasising economic and physical inequalities 
among states and cities within the federal system. Using mobility data from 
five Mexican cities, it explored the link between local income, education, 
and behaviours associated with COVID-19 risk post-national lockdowns. 
Despite higher COVID-19 risks for low-income individuals, evidence on 
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whether people in low-income urban areas engage in riskier behaviour was 
mixed. In a broader Latin American context, Ramírez de la Cruz et al. (2020) 
assessed transaction costs for governmental responses to COVID-19. By ana-
lysing actions in Argentina, Brazil, Chile, Colombia, and Mexico, the authors 
found limited professionalisation, especially in less developed, corrupt cities, 
and constrained financial resources for implementing policies. The study also 
highlighted the extraordinary political risk aversion in urban regions, mak-
ing it challenging to implement recommendations and causing tension across 
government levels.

Hegele and Schnabel (2021) proposed a federalism evaluation frame-
work using a 2x2 quadrant analysis, examining centralised or decentralised 
decision-making in crisis management. Analysing Austria, Germany, and Swit-
zerland, they observed variations in coordination levels and decision-making 
authority. Their study suggested that federal governments internalised nega-
tive externalities like competition and citizen complaints in their pandemic 
responses. The authors’ analytical framework provides insights into the 
diverse approaches taken by governments in responding to the COVID-19 
crisis, contributing to a deeper understanding of crisis management within 
the context of federalism. Their model is outlined in Table 7.1.

The table distinguishes between unilateral decision-making, where the fed-
eral government decides without coordinating with states, and coordinated 
decision-making, where the federal government involves states in either a 
top-down or bottom-up coordination approach. Similarly, the table outlines 
scenarios where states make decisions independently or coordinate horizon-
tally with other states or vertically with the federal government. Adapted 
from Hegele and Schnabel (2021), the model suggests a collaborative gov-
ernance structure that expands decision-making capacities, allowing for a 
spectrum from bottom-up to top-down decision-making and contrasting uni-
lateral decisions with coordinated approaches.4

This research builds on the framework outlined in Table  7.1, propos-
ing the hypothesis that the effectiveness of public policies at the state level 

Table 7.1  Federalism and COVID-19 crisis management analysis

Centralised decision-making
Unilateral Federal government Federal government coor- Coordinating 

decision- decides without dinates with states when decision-
making coordinating with deciding (top down). making

states.
States decide without States coordinate with 

coordinating with other states (horizontal 
other states or fed- coordination) or federal 
eral government. government when deciding 

(bottom-up coordination).
Decentralised decision-making

Source: Adapted from Hegele and Schnabel (2021)
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during the COVID-19 crisis is significantly influenced by coordination lev-
els in decision-making authority. States with centralised decision-making 
structures (high coordination level) may demonstrate more uniform policy 
implementation, potentially leading to better crisis management outcomes. 
In contrast, states with decentralised decision-making structures (low coor-
dination level) may exhibit diverse policy responses, resulting in disparities 
in the impact of COVID-19 across regions. The collaborative governance 
structure identified in Table 7.1, allowing for a spectrum from bottom-up to 
top-down decision-making, is anticipated to play a pivotal role in shaping 
state-level policies and determining their effectiveness in addressing the chal-
lenges posed by the pandemic. This is simplified in Table 7.2.

The main purpose of this research is to evaluate the relationship between 
the effectiveness of public policies at the state level during the COVID-19 
crisis and coordination levels in decision-making authority. If the states are 
effective at mitigating the effects of the pandemic, then they were success-
ful at coordinating their decision-making authority among other states and 
between levels of the federal government. The dependent variable, effective-
ness of public policies, is envisioned as a multifaceted measure, encompassing 
indicators such as the rate of COVID-19 infections, mortality rates, vaccina-
tion rates, and economic indicators. Operationalising this variable involves 
quantifying outcomes such as the percentage reduction in COVID-19 mor-
tality rates, the successful implementation of public health measures, or eco-
nomic recovery rates.

The independent variable, coordination levels in decision-making author-
ity, serves as a crucial factor influencing the effectiveness of state-level poli-
cies. To measure this variable, an assessment of the degree of coordination 
in decision-making is conducted, ranging from centralised to decentralised 
structures. For example, operationalisation could entail the creation of a 
scale or index, where a centralised structure might be scored as 1, a balanced 
coordination structure as 2, and a decentralised structure as 3. Here, we are 
providing examples and empirical data from the national statistical agency 
INEGI based on what happened during the pandemic and their policy out-
comes in Mexico.

 This comprehensive approach aims to provide a nuanced understanding 
of the interplay between decision-making coordination, state-level factors, 
and the effectiveness of public policies in managing the challenges posed by 
the COVID-19 pandemic.

Table 7.2  How to establish coordination levels versus decision-making authority

Coordination level Decision-making authority

High Centralised
Low Decentralised

Source: Own elaboration
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Data Presentation and Analysis

Cited in Chapter  1 of this volume, the Cyr et al. (2021) study utilised 
newspaper clippings to evaluate collaborative governance, emphasising 
inter-governmental and institutional collaboration in policy planning and 
implementation. Their research did not delve into the bureaucracies involved 
or consider both the highly technical and political aspects of public policy-
making. Case studies of Argentina, Brazil, and Uruguay were conducted to 
complement the newspaper analysis. Here, we go beyond the news clippings 
and evaluate the actual results of the public policy response in Mexico using 
census data. First, to carry out the national analysis, a sample of the 32 Fed-
erative Entities of Mexico was considered, using as dependent variables the 
infections and deaths of COVID-19 for each of the states. Data presented in 
Figures 7.1 and 7.2 come from September 2020 (approximately six months 
after the initial beginning of the pandemic) published in Our World in Data 
for that day.

The highly populated states with the highest number of cases and deaths 
were Mexico City and the State of Mexico, whereas other low-density states 
had varying levels of impact in terms of absolute numbers of cases and death 
rates. In September 2020, the highest death rates compared to population 
were Morelos, Sinaloa, and Baja California. On the other hand, the states 

Figure 7.1  Total COVID-19 cases in Mexico in September 2020

Figure 7.2  Total COVID-19 deaths in Mexico in September 2020
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that had the lowest population rate were Coahuila, Durango, and Baja Cali-
fornia Sur, respectively (see Table 7.3).

Yet, measures implemented by states in response to the pandemic var-
ied, with some adopting a diverse array of policies, including support for 
scholarships, unemployment insurance, aid for COVID-19 patients, labour 
reintegration, assistance for indigenous people and the elderly, and food sup-
port. In contrast, other states focused primarily on food aid and support 
for vulnerable populations. State-level actions were crucial in addressing 
the emergency and kickstarting economic recovery. Each of the 32 states in 
the country designed economic measures tailored to navigate the challenges 
posed by the pandemic, emphasising the importance of understanding the 
state-level situation for informed decision-making, but many were insuffi-
cient to radically change the economy. Unfortunately, there are few signs of 
successful collaborative mechanisms.

For example, northern states generally implemented more measures than 
their southern counterparts, attributed to differences in economic compo-
sition and capacity. The social and political conflict during the pandemic 
extended beyond health concerns to debates about mask wearing. The 
efficiency of state-level responses, the effectiveness of social programmes, 
and economic decisions made by state governments had far-reaching con-
sequences, emphasising the importance of analysing the impact of priority 
social programmes on poverty reduction in both the short and long terms at 
the state and national levels.

This unbalanced federalism is notable in the analysis of implement-
ing social policies by state-level governments at the same time. In line with 
previous research on social policy (Medrano, 2016; Medrano and Smith, 
2017), much of social policy starts in Mexico City and ends up replicated 
across other states. In this regard, a clear example to illustrate the federalism 
imbalance mentioned earlier is Mexico City, a state where power is highly 
centralised and which shares the same political party as the federal govern-
ment, MORENA. As seen in Table 7.4, many different public policies were 

Table 7.3  States with the highest and lowest cases as of September 2020

State Cases Deaths Relation 
deaths/cases

Highest rates Morelos 6,339 1,125 18%
Sinaloa 19,996 3,398 17%
Baja California 22,304 3,643 16%

Lowest rates Coahuila 28,751 2,022  7%
Durango 10,155 686  7%
Baja California Sur 11,063 551  5%
Total México 817,503 83,781 11%

Source: Own elaboration with data from the Ministry of Health COVID-19 database
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developed early on to face the COVID-19 pandemic in Mexico City, which 
were replicated later by other states. At the same time, Mexico City had high 
increases in cases and deaths from COVID-19, so it had to take more drastic 
measures to fight the pandemic.

These fragmented responses at the subnational level highlight the necessity 
for a unified approach by the central government. The actions of the Feder-
alist Alliance underscored a collective action problem, reflecting the chal-
lenges of coordinating pandemic responses across diverse political landscapes 
when local control was insufficient. Examining the federalist system, the 
study emphasised the theoretical benefits of decentralisation, suggesting that 
local governments, with closer proximity to citizens, can better address their 
needs. However, practical implementation during the pandemic in Mexico 
revealed significant imbalances, with income highly centralised and vaccine 
implementation decentralised in mostly wealthy areas first. This imbalance is 
evident in the disproportionate concentration of COVID-19 cases and deaths 
in specific regions.

To combat these high rates of death and cases, the Mexican federal govern-
ment developed the Federal Vaccination Program against COVID-19, with 
the aim of inoculating as much of the population as possible. The first injec-
tions began at the end of December 2020, starting with the medical sector 
that worked directly with COVID-19 patients. Subsequently, the programme 
was implemented by age groups, starting with the elderly. By June 2021, 
19% of the population had at least one dose against COVID-19, and 11% 
were fully vaccinated (see Figure 7.3).

The case study of vaccine distribution in Mexico City highlights shortcom-
ings in the existing federalist system and underscores the necessity for a new 
system that ensures more equitable policy implementation. Mayor and Head 
of Government, Claudia Sheinbaum, often noted for exceeding the presi-
dent’s mandate, took initiative and utilised her authority to maximise the 
well-being of Mexico City’s citizens. Specifically, she took charge of vaccine 
distribution, demonstrating a proactive approach at the local level to address 
the pressing issue of equitable vaccine access. Yet notable in this initiative 
was an unequal response by some local governments (delegations) to imple-
ment the policy.

The vaccination plan began with the adult population (60 years and 
over). As can be seen in Table 7.5, even at the local level, imbalances were 
seen when implementing the strategy to address the COVID-19 pandemic. 
There are some municipalities that have fewer vaccines available than the 
adult population (60 years and older) that lives there. For example, as of 
April 12, 2021, Álvaro Obregón had 95,910 vaccines available, while its 
population (60 years and older) was 128,076. On the other hand, Miguel 
Hidalgo had 101,950 vaccines available, while its population (60 years and 
over) was 76,038. The capacity to implement the vaccine exceeded the local 
authorities’ administrative abilities to manage the population, resulting in 
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Table 7.4  Implementation of public policies in the states with the most (and least) deaths from COVID-19 (data from September 2020)

States with the most cases of States with the least cases of COVID-19
COVID-19

Type of public policy Ciudad de México Estado de México Aguascalientes Durango Colima Baja California Sur

Scholarships for students x          
Unemployment insurance x          
Support for those infected x          

with COVID-19
Support for employment x          
Support for indigenous x          

peoples
Supports for older adults x x x x x x
Pantry delivery x       x x
Nutritional support x x x x x  
Support for vulnerable people   x x   x x
Supports for public transport     x      

drivers

Source: Own elaboration with information from CIDE



wealthier populations being attended to first and thereafter less affluent 
locations.

Another issue was the percentage of coverage by the Mayor’s Office (first 
dose) in Mexico City. While in the wealthier district of Cuajimalpa, 109% 
were injected, a more populated and less advantaged district, Iztapalapa, 
had a lower percentage of coverage of only 74%. This revealed not only the 
urgency of developing public demand to encourage people to get vaccinated 
but also the uneven distribution of the public good. Municipalities with lower 
vaccination coverage were anticipated to experience increased costs in public 
finances due to higher rates of COVID-19 infection and deaths, stemming 
from a smaller vaccinated population. Table 7.5 illustrates the vaccine distri-
bution conducted by the mayors of Mexico City (CDMX). The breakdown 
includes the adult population aged 60 and over, the coverage percentage for 
the first and second doses, and the overall number of vaccines, all categorised 
by the mayor’s office.

In practice, the Federal Vaccination Program against COVID-19 was 
implemented unequally between and within the different states. Data in 
Figures 7.4 and 7.5 come from the states in August 2021. This demonstrates 
the unbalanced federalism that has affected the quality and number of public 
policies (here measured in vaccines) available to be administered by state and 
municipal governments. The consequences of this imbalance were acutely evi-
dent during the COVID-19 pandemic, particularly since the largest number 
of patients and deaths were concentrated in Mexico City, Chihuahua, Baja 
California, and Sonora, which presented many more cases than in the rest of 
the country combined. In fact, if these states are omitted, the cases seem to 
be more evenly distributed with respect to the others. Also, the states with 
the highest accumulated case and death rates from COVID-19 are generally 
considered some of Mexico’s wealthiest states. Few of them were part of the 
Federalist Alliance, which complained at the beginning of the pandemic of 
the lack of public policies at the national level.

Figure 7.3  Mexicans vaccinated with COVID-19 (as of June 2021)
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Table 7.5  COVID-19 vaccination data in Mexico City (April 2021)

Mayor’s office Adult population Adult population Percentage of Adult population Percentage of Total vaccines
aged 60 and over aged 60 and over coverage (first aged 60 and over coverage (second 

vaccinated (first dose) vaccinated (second dose)
dose) dose)

Alvaro Obregón 128,076 95,910 75% 95,910
Azcapotzalco 89,517 85,310 95% 13,748 16% 99,058
Benito Juárez 99,996 70,053 70% 70,053
Coyoacán 137,310 127,116 93% 127,116
Cuajimalpa de 26,792 29,185 109% 9,039 31% 38,224

Morelos
Cuauhtémoc 110,260 75,261 68% 75,261
Gustavo A. 233,866 175,040 75% 175,040

Madero
Iztacalco 79,595 71,653 90% 71,459 100% 143,112
Iztapalapa 285,263 212,368 74% 212,368
Magdalena 39,385 41,785 106% 11,780 28% 54,565

Contreras
Miguel Hidalgo 76,038 89,789 118% 12,161 14% 101,950
Milpa Alta 16,870 14,340 85% 5,270 37% 19,610
Tláhuac 49,816 43,096 87% 42,322 98% 85,418
Tlalpan 114,065 90,858 80% 90,858
Venustiano 91,241 72,883 80% 72,883

Carranza
Xochimilco 65,169 61,361 94% 59,992 98% 121,353
Total 1,643,259 1,356,008 83% 225,771 17% 1,581,779

Source: Author’s own elaboration with data from Mexico City’s Government



Figure 7.4 � Accumulated cases of COVID-19 per million inhabitants (as of August 2021)

Discussion and Application of Best Practices

Beginning with the official declaration of the COVID-19 pandemic by the 
World Health Organization (WHO) in March 2020, the Mexican presi-
dential government’s response was weak. Similar to other federalist states 
like the United States, Brazil, Argentina, and India, President López Obra-
dor downplayed the pandemic, expressed scepticism, criticised mask usage, 
and delayed policy responses (Russell, 2020; Smith and Velázquez, 2020; 
Velázquez, 2020; Huerta Cuervo, 2021). In federalist countries, the pan-
demic highlighted the political consequences of how both the head of govern-
ment and subnational governments diverged in their governing styles (Hegele 

Figure 7.5 � Accumulated deaths of COVID-19 per million inhabitants (as of August 2021)
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and Schnabel, 2021; Ramírez de la Cruz et al., 2020). This was evident in 
the delated governmental activities, public notifications, coercive measures 
for public health, and social policy responses, revealing deficiencies in the 
welfare state, the economy, and social policies.

In general, the global recommendation for governments was to implement 
a multifaceted response to the COVID-19 pandemic. Health guidelines, for 
example, to be issued by the Ministry of Health, emphasised practices such 
as social distancing, hygiene, and the use of face masks to mitigate the spread 
of the virus. To address the economic repercussions of the pandemic, govern-
ments were recommended to introduce measures to provide financial support 
for businesses, particularly small and medium-sized enterprises, and offer aid 
to individuals affected by the economic downturn. A critical component of 
the recommendations was the initiation of a nationwide vaccination cam-
paign to reduce the severity of the disease.

Despite a delayed response, the Mexican government collaborated with 
international organisations like the WHO and Pan-American Health Organ-
ization to address pandemic challenges to a varying extent, as reviewed in 
other chapters in this volume. Regular press conferences aimed to inform 
the public, share health information, and address concerns. Communica-
tion channels were diversified for preventive measures, but criticisms arose 
regarding testing adequacy, data transparency, and delays in implementing 
strict measures. The initial approach focused on “flattening the curve” to 
prevent overwhelming hospitals. States swiftly imposed economic restric-
tions, many with limited resources. The government, led by Hugo López 
Gatell, did seek to isolate COVID-19-positive individuals; it did not empha-
sise testing as this was too expensive for the government to manage. As a 
result, independent private testing sites sprang up across the country, with 
tents and centres next to the airports because it was mandated abroad to 
have a negative test in order to fly.

Because of the late and often contradictory federal governmental response, 
hospital capacity was exceeded in some localities, which likely contributed 
to the death toll. Although some states made additional funding available 
for their healthcare systems and/or sought to reduce out-of-pocket health-
care costs for their citizens, their intentions were limited, and many did 
not take these steps at all. In addition to providing care, the ability of state 
governments to reduce the impact of COVID-19 on their population was 
probably related to their inability to coordinate health, social care services, 
and other forms of support. Although much of the success in containing the 
pandemic was due to the later vaccination campaigns, the national govern-
ment often conflicted in responses to opposition governors of some states 
(see Table 7.6).

The crisis’ enormity reveals shortcomings in Mexico’s governmental fail-
ures, particularly in the design and implementation of public policies. How-
ever, it is crucial to note that the issue may lie not in the federal system’s 
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Table 7.6  Policy outcomes

Issues Examples

Hospital capacity Due to delayed federal response, some localities faced 
challenges  overcrowded hospitals, shortages of resources, and increased 

pressure on healthcare workers.
Varied state While some states proactively addressed healthcare challenges, 

responses others did not allocate additional funding or prioritise reducing 
out-of-pocket healthcare costs.

Limited inten- Some states had limited intentions to address healthcare 
tions and  challenges, and certain regions took no steps at all, potentially 
actions leading to disparities in healthcare services.

Contributions to The late and contradictory federal response, coupled with varied 
death toll state actions, likely contributed to higher mortality rates, 

 especially in regions with strained healthcare systems.

Source: Own elaboration

design itself but rather in how politicians utilise available mechanisms for 
state coordination. In the realm of the health crisis, such mechanisms as the 
Consejo Nacional de Salud (CNS), which comprises all 32 heads of health 
services, have historically been effective in addressing health emergencies. For 
example, during the 2009 AH1N1 influenza outbreak, the CNS was rather 
successful at minimising deaths and lasted only a few weeks. Yet, interest-
ingly, during the COVID-19 pandemic, this council appeared to be marginal-
ised, with the president opting to delegate and centralise power in the hands 
of Hugo López-Gatell, Undersecretary of Health. This shift raised questions 
about the use of established coordination mechanisms and their effectiveness 
in managing crises. Therefore, this also explains not only why the governors 
of the Federalist Alliance took their own path, leaving the CSG and creating 
their own public policies, but also why they were unsuccessful in mitigat-
ing the pandemic effects and winning at the ballot box in July 2021 (see 
Table 7.7).

So therefore, the lack of an immediate response by the national govern-
ment’s social policy to attack the COVID-19 pandemic also had a direct 
impact on the quality of life of the population, with important distributional 
consequences, imposing great costs on society with little change to fiscal pol-
icy (Cardenas et al., 2021). Unlike other countries, Mexico did not drastically 
change its fiscal accounts; instead, the government reallocated resources not 
used in the 2020 fiscal year and allocated them to other vital priorities such 
as hospitals, social policies, and other related expenses to the pandemic. The 
president also maintained his projects that were established at the beginning 
of his term: the Tren Maya in the Yucatan Peninsula, the refinery in his home 
state of Tabasco, and the new airport construction north of Mexico City. 
Huerta Cuervo (2021) revealed that the Mexican government allocated only 
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0.4% of the GDP for pandemic mitigation. She (Huerta Cuervo, 2021, p. 48) 
suggested that this “indicated a lack of understanding of the crisis’s mag-
nitude and its destructive impact on the economy.5 In Mexico, 56% work 
in the informal sector, and 88% of companies have one to five employees, 
making it unrealistic to expect these businesses to maintain salaries without 
income.” This created high levels of inequality among workers. For example, 
individuals or businesses whose immediate economic needs were met were 
more likely to be able to comply with work-from-home orders; the retaining 
workers had to fend for themselves in the streets.

Mexico’s COVID-19 response revealed disparities in state-level actions 
and underscored the challenges of coordinating efforts across government 
levels. While subnational actors played a crucial role in implementing social 

Table 7.7  Collaborative government failures

Issues Examples

Delegation of Issue: During the pandemic, President López Obrador 
power to Consejo delegated significant power to the Consejo de Salubridad 
de Salubridad General, concentrating decision-making authority.
general Impact: Concerns about excluding the Consejo Nacional  

de Salud, a broader council, raised questions about  
inclusivity and effectiveness.

Coordination  Issue: Despite existing mechanisms like the Consejo 
mechanisms Nacional de Salud, their effectiveness seemed compro-
neglect mised during the crisis.

Impact: Neglecting established coordination mechanisms 
could hinder an efficient response, influencing the overall 
effectiveness of crisis management.

Federal-state  Issue: Challenges in how politicians utilise mechanisms for 
coordination coordinating with states, implying coordination issues 
challenges between federal and state levels.

Impact: Inconsistencies in coordination may result in delays, 
gaps, or inefficiencies in crisis management, emphasising 
the need for smooth collaboration between government 
levels.

Deficiencies in the Issue: Identified deficiencies in Mexico’s incomplete  
institutional  institutional federalist system, suggesting inherent 
federalist system problems.

Impact: If the institutional design lacks the necessary  
elements for effective crisis management, it can impede 
a coordinated response, highlighting the importance of 
identifying and addressing these deficiencies.

Late and  Issue: Hospital capacity exceeded in some localities due to 
contradictory late and contradictory federal response.
federal response Examples: Some states made additional funding available 

and sought to reduce out-of-pocket healthcare costs, while 
others had limited intentions or took no steps at all.

Source: Own elaboration
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policies, responses varied in type and rigour, as documented by Giraudy, 
Niedzwiecki and Pribble (2020) and Ramírez de la Cruz et al. (2020). Essen-
tial policies, such as isolation measures and vaccine coordination, were 
implemented by mayors and neighbourhood representatives, highlighting the 
importance and need for strong institutional capacity at the local level but 
were not sufficient for cross-state collaboration.

The fragmented subnational responses emphasise the need for a uni-
fied approach by the central government. The Federalist Alliance’s actions 
reflected a collective action problem, revealing challenges in coordinating 
pandemic responses across diverse political landscapes when local control 
was insufficient. Examining the federalist system, this study suggests theo-
retical benefits of decentralisation, but practical implementation in Mexico 
showed imbalances with income centralisation and vaccine distribution in 
wealthy areas first receiving aid and treatments. This imbalance contributed 
to the disproportionate concentration of COVID-19 cases and deaths in spe-
cific regions, emphasising the need for a new system ensuring more equitable 
policy implementation.

In summary, the analysis by Hegele and Schnabel (2021) did not consider 
the high levels of inequality within some states, between some states, and 
among the greater population in such places as Mexico. Mexico therefore 
needed strong central government control despite government failures at all 
levels. The success of presidentialism, especially in times of crisis, aligns with 
similar research (Soto Flores, 2012; Legler, 2021), and was thus evident in 
the voters’ decision in the July 2021 midterm election.

Conclusion

This comprehensive study delved into the complex dynamics of federal-
ism, pandemic politics, and governance in Mexico during the COVID-19 
crisis. It highlighted the Federalist Alliance’s political actions, struggles 
over the National Conference of Governors, and electoral outcomes, col-
lectively shaping a narrative of power dynamics amid a significant health 
crisis. Despite these political actions, the study emphasises the urgent need 
to re-evaluate and restructure the federalist system, aiming to enhance insti-
tutional capacity for future crises, delegate fiscal autonomy in policymaking, 
and address issues in long-term economic development and democracy under 
weak national governance.

The envisioned federalist system in Mexico, designed for efficiency and 
citizen welfare, faces practical challenges. Despite intended decentralisation, 
persistent fiscal imbalances have led to excessive state dependency on federal 
resources. The COVID-19 pandemic exacerbated these disparities, dispro-
portionately affecting specific highly wealthy and populated states. While the 
decentralisation process initiated in 1989 paradoxically heightened fiscal reli-
ance on the federal government, many poor states need federal guidance to 
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provide effective policy implementation at the local level. States’ responses 
during the pandemic varied substantially without clear cooperation mecha-
nisms, revealing discrepancies in crisis-handling capacities and highlighting 
the need for nuanced regional strategies in social programmes.

The study underscored diverse subnational responses to COVID-19 in 
Mexico, exposing the absence of a unified national strategy, a lack of col-
laborative governance, and infighting between governors and mayors on who 
and how to respond to the crisis. The chapter explored relevant literature on 
presidentialism, governance, and federalism’s limitations amid fiscal inequal-
ity. The case study on vaccine distribution in Mexico City highlights dispari-
ties, emphasising the importance of local public policy initiatives to address 
inequities and promote vaccination. Overall, the pandemic exposed weak-
nesses in Mexico’s healthcare system, leading to the formation of the Federal-
ist Alliance, which criticised federal management and advocated for regional 
coordination. This power struggle influenced the 2021 midterm elections, 
resulting in weakened decentralisation and strengthened federal control.

The study also revealed serious limitations in the presidential system in 
Mexico’s nascent democracy. Despite democratic reforms and decentralisa-
tion, the absence of a uniform national policy response to the COVID-19 
pandemic indicated major government failure to adequately address citizens’ 
needs. This was especially the case because additional financial resources 
were not sought after by national authorities from the global community 
and were not included in the pandemic relief efforts at a national level. This 
resulted in a heterogeneous subnational response, as seen in the case study of 
vaccine distribution in Mexico City and federal social policies implemented, 
providing evidence of this imbalance in local-level capacities, both vertically 
and horizontally.

Notes

	1	 The first case of COVID-19 in Mexico was reported on February 21, 2020. By the 
end of the year, the total confirmed infections had surpassed 1.4 million, and the 
associated deaths were nearing 126,000. According to Statista, as of November 9, 
2023, the recorded cases had surged to almost 7.7 million, with around 335,000 
deaths.

	2	 According to Huerta Cuervo (2021, p. 48), on March 14, the first call for “sana 
distancia,” or social distancing, was initiated, leading to the suspension of classes 
by the Ministry of Public Education from March 20 to April 20. Various organi-
sations, including the Supreme Court of Justice of the Nation and the National 
Electoral Institute, shifted to virtual activities, and several large-scale events were 
cancelled. On March 19, following the WHO’s pandemic declaration, the president 
mentioned preparing the DN-III Plan, involving the Army and Navy for medical 
support. Notably, the health sector and previous pandemic response plans were not 
explicitly mentioned. The government’s approach lacked coordination and a unified 
plan among public agencies. While the effects of COVID-19 were clear in China, 
Europe, and New York, in Mexico they were minimised by the national response. 
Contradictory messages from the authorities to the population were given daily, 
but gradually the presidential perspective prevailed (Associated Press, 2021).
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	3	 In his article, Frenk (2020) suggests “Another serious limitation of Insabi is that it 
does not have projections of what it will cost to operate it. This is a crucial variable 
because health officials of the current administration assure that this institute will 
eventually provide the same health benefits that social security institutions offer 
today, in particular the Mexican Social Security Institute (IMSS). However, a study 
carried out by analysts from the Mexican Health Foundation indicates that offer-
ing a package of health services like that of the IMSS to the 71.6 million Mexicans 
who do not have social security would require all the resources that were assigned 
to Seguro Popular (80 billion pesos) plus an additional 346 billion pesos, which 
represent 1.5% of GDP.”

	4	 The Cyr et al. (2021) study employed newspaper clippings to assess five dimensions 
of collaborative governance, focusing on two key variables: inter-governmental 
collaboration, which evaluated policy planning and implementation involving 
meetings between national and subnational governments, and institutional col-
laboration, which examined collaboration among national ministries and/or across 
national and subnational bureaucracies. These include the bureaucracies (here the 
national ministry of health), which involve technocrats and bureaucrats with spe-
cialised knowledge in policy areas, addressing both technical and political chal-
lenges in public policymaking.

	5	 Huerta Cuervo (2021) cited the World Bank study How Are We Doing (2022), 
which compared Mexico to other fiscal responses like Chile (5.5%), Canada 
(8.4%), the United States (12.4%), Germany (32%), and Italy (12.5%), which 
allocated considerable resources to confront the crisis in 2020.
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en México’, in Espinosa Castillo, M., Rivera, A. and Aguilar, M. (eds.) Implica-
ciones y oportunidades de la emergencia sanitaria por COVID19. Madrid: Edito-
rial Diaz de Santos, pp. 41–56.

Jimenez Quiroga, C.I. and Smith, H.J.M. (2019) ‘Incentivos buenos e incentivos per-
versos en México’, Un Análisis del patrón de endeudamiento subnacional Plurali-
dad y Consenso, 9(40), pp. 104–112. ISSN: 2395-8138.

Knaul, F.M. et al. (2023) ‘Setbacks in the quest for universal health coverage in Mexico: 
polarised politics, policy upheaval, and pandemic disruption’, Lancet. Health Pol-
icy, 402(10403), pp. 731–746. https://doi.org/10.1016/S0140-6736(23)00777-8.

LaboratorioNacional de Políticas Públicas de CIDE (2020) Medidas económi-
cas ante la pandemia por COVID-19. Available at: https://mexico.as.com/mex 
ico/2020/10/20/actualidad/1603200397_158976.html (Acceso 29 octubre 2020).

LaboratorioNacional de Políticas Públicas de CIDE (2021) Mapa de medidas 
económicas ante a pandemia por COVID-19, ¿Qué hacen los estados frente a la 
crisis económica provocada por COVID-19? Available at: https://lnpp.cide.edu/
proyectos/4 (Accessed 8 June 2021).

Legler, T. (2021, abril—junio). ‘Presidentes y orquestadores: la gobernanza de la pan-
demia de Covid-19 en las Américas’, Foro Internacional, LXI(2), p. 244. https://
doi.org/10.24201/fi.v61i2.2833.

Lehoucq, F. et al. (2005) ‘Policymaking in Mexico under one-party hegemony and 
divided government’, in Stein, E., Tommasi, M., Scartascini, C. and Spiller, P. (eds.) 
Policymaking in Latin America: how politics shapes policies. Washington, DC: 
Banco Interamericano de Desarrollo. Available at: www.iadb.org/res/pub_desc.
cfm?pub_id=R-512.

Medrano, A. (2016) ‘Social policy innovation at state-level: an analytical framework 
for the case of Mexico’, Journal of Public Governance and Policy: Latin American 
Review, 1(4), pp. 51–72.

Medrano, A. and Smith, H.J.M. (2017) ‘State investment in social programs after 
three decades of decentralization and social reform in Mexico’, Gestión y Políticas 
Pública, 26, pp. 157–189. [Online]. ISSN: 1405-1079.

Mendoza-Velázquez, A. (2018) Los incentivos perversos del Federalismo fiscal mexi-
cano México. Mexico City: Colección Lecturas del Trimestre Económico (FCE). 
Available at: www.fondodeculturaeconomica.com/Ficha/9786071661807/F.

Moreno Jaimes, C., Rojas-Alvarez, A. and Angel, J.L. (2023, 23 August) Del Seguro 
Popular al Insabi: efectos de la recentralización parcial sobre la cobertura de ser-
vicios de salud. Mexico City: Nexus. Available at: https://federalismo.nexos.com.

https://repositorio.tec.mx/bitstream/handle/11285/629331/33068001103103.pdf?sequence=1&isAllowed=y
https://repositorio.tec.mx/bitstream/handle/11285/629331/33068001103103.pdf?sequence=1&isAllowed=y
http://www.americasquarterly.org/article/how-political-science-explains-countries-reactions-to-covid-19/
http://www.americasquarterly.org/article/how-political-science-explains-countries-reactions-to-covid-19/
https://doi.org/10.1080/01402382.2021.1873529
https://doi.org/10.1080/13504851.2017.1321828
https://doi.org/10.1080/13504851.2017.1321828
https://coronavirus.jhu.edu/map.html
https://doi.org/10.1016/S0140-6736(23)00777-8
https://mexico.as.com/mexico/2020/10/20/actualidad/1603200397_158976.html
https://mexico.as.com/mexico/2020/10/20/actualidad/1603200397_158976.html
https://lnpp.cide.edu/proyectos/4
https://lnpp.cide.edu/proyectos/4
https://doi.org/10.24201/fi.v61i2.2833
https://doi.org/10.24201/fi.v61i2.2833
http://www.iadb.org/res/pub_desc.cfm?pub_id=R-512
http://www.iadb.org/res/pub_desc.cfm?pub_id=R-512
http://www.fondodeculturaeconomica.com/Ficha/9786071661807/F
https://federalismo.nexos.com.mx/2023/08/del-seguro-popular-al-insabi-efectos-de-la-recentralizacion-parcial-sobre-la-cobertura-de-servicios-de-salud/


Limitations of Collaborative Governance  183

mx/2023/08/del-seguro-popular-al-insabi-efectos-de-la-recentralizacion-parcial- 
sobre-la-cobertura-de-servicios-de-salud/ (Accessed 14 December 2023).

Mosley, L. (2000) ‘Room to move: international financial markets and national wel-
fare states’, International Organization, 54, pp. 737–774.

Oates, W.E. (1972) Fiscal federalism. New York: Harcourt Brace Jovanovich.
Observatorio Covid-19 (2021) Índice de adopción de políticas públicas. Available at: 

http://observcovid.miami.edu/mexico/?lang=es.
Our World in Data (2021) ‘Covid-19 cases’, Electrónico. Disponible en: https://our 

worldindata.org/covid-cases (Acceso 8 junio 2021).
Pérez Benítez, N. and Villarreal Páez, H.J. (2018) ‘El espacio fiscal de los estados. 

Definiciones e implicaciones’, in Mendoza Velázquez, A. (ed.) Los incentivos per-
versos del Federalismo fiscal mexicano. La necesidad de un nuevo modelo. Ciudad 
de México: Fondo de Cultura Económica.

Periódico el Heraldo (2021) ‘Pandemia de Covid-19 evidencia la inequidad del 
Federalismo en México: Expertos’, Heraldo de Mexico. Available at: https://her 
aldodemexico.com.mx/nacional/2021/3/18/pandemia-de-covid-19-evidencia-la-
inequidad-del-Federalismo-en-mexico-expertos-272298.html.

Pliego Moreno, I. (2012) ‘El Federalismo fiscal en México: entre la economía y la 
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It’s the politics, stupid! The authors in this volume have highlighted in diverse 
ways how deleterious forms of pandemic politics contributed to Mexico’s 
painful experience with COVID-19. Mexicans paid a heavy price in terms 
of unnecessary human suffering because both global governance and gov-
ernmental authorities on many accounts got the politics of the pandemic 
response wrong. Importantly, it was not necessarily global and domestic pol-
icies in themselves that were at fault, but how they were politicised. Counter-
factually, in a country that ranked fifth in the world for the most COVID-19 
deaths, many Mexican lives could have been saved if the Mexican govern-
ment and global governance actors had gotten the politics right (Dávila, 
2023; Latinus, 2023; Sánchez Talanquer and Sepúlveda, 2024).

What do we mean when we say that these actors got the politics wrong? 
Throughout the pages of this book, the authors have offered a select set of 
vignettes that illustrate how different forms of politics got in the way of pro-
tecting the health and lives of Mexicans. In our texts, we assign blame to the 
politics of both global governance and domestic governmental processes dur-
ing the COVID-19 crisis and the interactions between the two.

For example, Laura Zamudio observes how the symbolic politics perpe-
trated by the Mexican government sewed discord with and hurt the attempts 
by the World Health Organization (WHO) to fill the enormous knowledge 
gap regarding COVID-19 that existed with consensual and reliable mean-
ings and understandings based on scientific evidence. In their chapter, Valeria 
Valle, Caroline Deschak, and Michelle Ruiz tell of how informal and formal 
types of disease diplomacy, as well as discriminatory intersectional politics, 
affected the access of migrants to COVID-19-related health services along the 
border in the vicinity of Tijuana during the pandemic.

Various contributors, including Laura Zamudio, Maria Esther Coronado, 
Thomas Legler, Gabriela Palacios, and Ricardo Velázquez, underline the 
damaging effects of medical populism as it was practiced in Mexico. In addi-
tion to promoting discretionary decision-making and de-institutionalisation, 
populist impulses underpinned the centralisation and politicisation of public 
health measures, which came at the expense of more comprehensive, coordi-
nated, and integrated whole-of-government and whole-of-society approaches 
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to the pandemic. In this regard, Heidi Smith’s chapter recounts how Mexico’s 
federal system, which in theory should have performed much better, in prac-
tice became the terrain for federal-state political conflict. According to Laura 
Zamudio, populist governments also severely limited the efficacy of govern-
ance orchestration by the WHO.

The contributions also find fault with the global governance side of the 
equation. For instance, Maria Esther Coronado exposes the politicisation 
and resulting division of the epistemic communities upon which the WHO 
relied for the development and dissemination of its global health policies 
and recommendations, thanks to the juxtaposition of transnational expert 
and transgovernmental networks and the dual role of scientists as special-
ists and bureaucrats. In terms of the global political economy of pandemic 
responses, Legler’s chapter emphasises how asymmetries of political and 
economic power helped fashion a global vaccine governance complex that 
accentuated rather than reduced global vaccine inequity. This put the onus 
on countries like Mexico to adopt the pragmatic measures necessary in order 
to obtain an adequate and reliable vaccine supply. In their comparison of 
governmental responses to the pandemic in Ecuador and Mexico, Palacios 
and Velázquez share how the actions of some international organisations, 
namely, the International Monetary Fund, may act against the building up 
of resilient health systems against public health emergencies. They also high-
light the frequent contradictions and lack of coordination in the global poli-
cies of these organisations.

Have global governors and governments learnt the political lessons of the 
pandemic? If the current negotiation process for a new pandemic treaty is 
any indication, the answer is no. In December 2021, a special World Health 
Assembly (WHA) formally created an Intergovernmental Negotiating Body 
(INB) to craft an international agreement whose purpose was to strengthen 
the global governance of pandemic preparedness, detection, and response 
in light of the world’s recent experience with COVID-19. After more than 
two years of continuous talks, the INB failed to meet its May 24, 2024 
deadline for producing an agreement, prompting the members of the WHA 
to establish a new target date of June 2025. As one source remarked, “the 
world seems to be seeking to fix political problems with technical solu-
tions. The problems which determined the failures of global action during 
Covid were wholly political.” These same authors criticised that precisely 
what was missing from the discussions was attention to the political and 
that what is required are political and not technical solutions (Wenham and 
Eccleston-Turner, 2024, p. 1).

One of the clear deficiencies of the treaty negotiation process is the lack 
of determination to address sovereignty politics, or what some scholars have 
termed the statist versus globalist tension (Wenham, Eccleston-Turner and 
Voss, 2022). Concretely, the reluctance of member states to cede their sov-
ereign authority over health security in relation to threats from viruses with 
pandemic potential severely weakened attempts within the INB to create a 



Conclusion, It’s the Politics, Stupid  187

robust treaty compliance mechanism, the Implementation and Compliance 
Committee. A proposal for an independent global system of monitoring and 
peer review was cut in favour of a watered-down mechanism whose efforts 
would focus on the “facilitation” and “promotion” of “non-adversarial” 
compliance measures (Schwalbe, Hannon and Lehtimaki, 2024).

Despite plenty of rhetoric in favour of greater equity in the global gov-
ernance of pandemics, the negotiations have also failed to attack the global 
political economy roots of inequity in global and national responses to con-
tagious diseases. Thus far, the talks have failed to make significant advances 
in terms of more equitable access to countermeasures, such as medicines 
and vaccines. There is little agreement on the question of the redistribution 
of medical supplies and vaccines, as well as technology transfer, enhancing 
manufacturing capacity, and financing for middle- and low-income countries 
(Taylor, 2024; Wenham and Eccleston-Turner, 2024).

Accordingly, the status quo that prevailed during COVID-19 appears 
alive and well. That is, states persist in their reluctance to delegate sovereign 
authority in questions of health security and a privileged set of countries 
and economic interests located predominantly in the Global North continue 
to enjoy and concentrate disproportionate influence and benefits from the 
existing global health governance architecture, to the detriment of the poorer 
countries and populations of the Global South.

But what does it mean to get the politics right? Although we do not nec-
essarily provide definitive answers, the analyses in this volume based on the 
Mexican experience suggest at least three core challenges in order to point 
pandemic politics in the right direction. The first question is how to shield 
or insulate key global governance and government actors and institutions 
from populist politics. Insights from Mexico reveal that on the one hand, the 
WHO was hamstrung in its efforts to provide continuous guidance during 
the pandemic thanks to the challenges and select compliance that came from 
governments like that of López Obrador. On the other hand, the Mexican 
government emasculated the very governmental institutions that had been 
expressly created to manage public health emergencies, the General Health 
Council and the National Health Council.

A second challenge relates to global political economy: how to promote 
more equitable global pandemic governance. As mentioned earlier, there is 
rhetorical recognition in the current pandemic negotiation process of the 
need for greater equity and access for poorer countries and peoples to crucial 
inputs for health security in the face of pandemic threats, including medi-
cines, medical equipment and materials, vaccines, technology, and manu-
facturing capacity. Sadly, the success of an eventual pandemic accord in this 
regard will depend to some extent on a leap of faith: that the very countries 
and companies that have most dominated and benefitted until now from the 
unequal and unjust status quo are the ones that are called upon to transform 
global health governance and redistribute its benefits and protections more 
equitably and fairly.
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Lastly, in light of the multiple problems identified in this book in terms 
of the record of Mexican public authorities with respect to pandemic man-
agement, there is the question of how to promote greater governmental 
accountability and transparency, both during pandemic emergencies and in 
their aftermath. Thus far, the present constellation of political forces in the 
Mexican Chamber of Deputies and the Senate has meant that there has still 
not been any official public inquiry into Mexico’s pandemic record. President 
López Obrador has certainly not shown any willingness to review his gov-
ernment’s performance. Until now, there has only been one single attempt 
by a civil society initiative comprised of leading experts to hold authorities 
accountable: the Independent Commission on the COVID-19 Pandemic in 
Mexico (see Sánchez Talanquer and Sepúlveda, 2024). Even the launch of 
the report of this Commission failed to convert the June 2024 presidential 
elections into a referendum on the government’s handling of the pandemic. 
Consequently, there is still very much a need for an open, transparent, and 
constructive national public inquiry that examines both the governance and 
governmental dimensions of the collective responses to the pandemic. It is 
our hope that this book makes a modest contribution toward inducing global 
and Mexican authorities, whether openly or discretely, to reflect on the polit-
ical lessons of their management during COVID-19 before the next great one 
arrives.
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