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PREFACE

D Dhanuraj, PhD

Chairperson, CPPR
COVID- 19 has disrupted the global order in an unprecedented manner. The virus
has challenged every one irrespective of their gender, nationality, sex, and age.
The response and reaction to the pandemic was a mixed bag; to begin with, some
discounted the threat of the virus, some others opted for the lockdowns while
others waited till a clear trend emerged. A large number of deaths in Italy in the
early months of the pandemic was a warning to others on what is coming. Many
countries tried to curb the spread of the virus by announcing the restriction of
the movements of the general public. A vaccine is still a few months away. Until
then, it is the institutional capacity and its outreach to fight back COVID-19
that becomes critical factors in controlling the virus in the early months.
Kerala is globally recognised for its advanced Human Development Indicators.
Primary Health and Education provisions in Kerala are ably managed and well
placed in comparison with the developed countries. Synonymous with its migrant
workers across the globe, Kerala was the first State to hit with the COVID-19
virus in India. While the other states in India were taken aback by the very
nature of the virus spread, which was growing so exponentially, Kerala could
flatten the graph in a few weeks’ time. This has led to the attribute and ‘Kerala
model’ of containing COVID-19.
As I write this preface, the situation is dynamic in India. India has become the
epicentre of COVID-19 spread. With the current third wave hitting Kerala, the
model has also been criticised. Even though it is too early to come to a
conclusion on the model based on the current wave (there are many reasons for
the current wave in Kerala, that should also be considered), it is academically
essential to document and analyse the response of the Kerala Government
(‘Kerala Model’) during the first two waves. Such a study will help set up many
improved protocols and institutional mechanisms preparing for similar events in
ii
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the future. With the support of Omidyar Network, the Centre for Public Policy
Research (CPPR), Kochi has attempted to record the COVID-19 response by the
State of Kerala. The study has looked into government orders and circulars; held
interviews with stakeholders, and analysed the data available in the public
domain. Since the movements and one-on-one meetings were restricted, all
assessment tools were applied using online platforms only.
I hope this academic endeavour will help in generating more discussions, debates
and dialogues in the society about the Kerala model. Such conversations could
only add to the rich academic literature emanating from various parts of the
world about COVID-19 response daily. Let's hope this small attempt by CPPR
helps the health researchers and social workers in their war to contain the
COVID-19 virus.
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CHAPTER 1

INTRODUCTION

Image source: PTI

The novel coronavirus disease (COVID), which was first reported in Hubei
province of China in December 2019, has taken the world by storm with its
astounding speed of contagion. The virus has transcended boundaries
infecting 20,290,216 people globally, with an overall death toll of 7,39,980
as of August 11, 2020. India has been grappling with the situation for more
than three months and has responded with variant versions of lockdown to
limit the transmission. Nationally, the virus has infected a total of 2,294,438
people and claimed 45,597 lives as on August 11, 2020. Each State of the
country is tackling a unique set of challenges posed by the crisis, but one
State has emerged as a harbinger of hope for the rest.
Kerala, the first State in India to register a COVID-19 case, was under the
limelight for its handling of the pandemic, offering an exemplary model on
what can be an effective and well-organised outbreak-response mechanism.
The State averted the surge in the number of cases and successfully
flattened the curve in the second wave of infection. With the inter-state
movements and return of expatriates, Kerala is currently gearing up for
another crucial battle against COVID-19. One of the distinctive features of
Kerala's development story has been its continued focus on social sectors
like health and education (Ramankutty 2000). The foundation for an
affordable medical care system was laid even before the formation of the
01
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State. With the inception of the
State in 1956, health continued to
be a priority sector that formed a
significant
share
of
the
government’s expenditure. The
continual primacy given to the health
sector built a strong public health
system in the State.
The Nipah Virus outbreak of 2018
was one of the challenging health
crises the Healthcare department of
Kerala was confronted with. The
experience gained from handling the
outbreak familiarised Kerala with
containment measures undertaken
during epidemic breakouts. The two
consecutive floods in the year 2018
and 2019 also established a strong
institutional memory in framing
effective response mechanisms to
the situation induced by the COVID19 pandemic.
With the onset of COVID-19, Kerala
undertook a series of containment
measures. The early steps taken by
the State such as the surveillance of

returnees from China, rigorous
contact tracing and testing,
universal
food
security,
rehabilitation of migrant labourers,
the establishment of community
kitchens, etc popularly came to be
known as the “Kerala Model of
COVID-19 Response”.
The following research intends to
shed light on the State’s response
to COVID-19 and identify lessons of
policy and practice for other States
to respond and prepare for any
future health crisis. The study
explores
the
interventions
undertaken by both government and
non-government
actors
that
facilitated the State to effectively
contain the spread of the virus
during the first two waves of
infection. The research also
suggests a framework which can be
adopted by other States by
remodelling it as per their contextual
requirement.

1.1 Methodology

The study adopted qualitative methods of assessment. The
response of the State towards the pandemic as a whole is
divided into three waves for the convenience of the study.
1. First wave—the period ranging from January to February. It covers the State’s
response in detecting the early cases of infection.
2. Second wave—the period ranging from early March to May. It includes the State’s
containment measures adopted after the detection of Pathanamthitta Cluster.
3. Third-wave—the period ranging from the first week of May to present day as of
August 11, 2020 is considered the third wave. It includes the measures that
are undertaken by the State with the arrival of expatriates and residents of
other States.
02
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The study emphasises on the first two
waves of infection from the period
starting from late January to early
May. The ongoing developments
observed in the third wave are
presented in the document with the
available information at the time of
writing. The effectiveness of the
government's response to COVID-19 is
assessed in terms of the
administrative, socio-economical and
non-governmental factors.
The study aims at grading the
interventions and management in the
form of a matrix which is designed in
such a way that it incorporates all the
interventions / measures adopted by
the State in response to the pandemic.
The measures are mapped against the
corresponding
departments
/
institutions / organisations to
understand the extent of the
stakeholders’ engagement in planning
and implementing interventions. The

matrix will be assessed based on the
degree and prevalence of each
component and such a tabulation will
help us to determine the dominating
factors and also the replicability of the
model. Each of the interventions is
classified as long-term, medium-term
and short-term subject to the time it
takes to set up the responses
effectively among the target
population. This is done to explore the
possibilities of implementing these
measures in other Indian States either
by replicating them or modifying them
in accordance with their socioeconomic conditions. It should be
noted that some of the elements of
the Kerala model of crisis management
are intrinsic to the Kerala society and
are very much dependent on the
various social, cultural, economic and
political developments over centuries
which are not easily replicable.

1.1.1 Data Collection Methods

The data collection employed in the
study uses both components of
primary and secondary data collection.
Primary data was undertaken through
key stakeholder interviews to
understand the ground leveloperations of the governance system
and to substantiate the findings of the
study. The key informants of the study
included officials engaged in the
operations of COVID-19; ranging from
Kudumbashree workers, Local Self

Government (LSG) representatives,
Ministers in
charge, Medical
Professionals, etc. A semi-structured
format was adopted to interview the
stakeholders as it gives the flexibility
to
accommodate
different
perspectives, thereby allowing space
to explore other associated aspects in
the study. The sources for secondary
data include Government notifications,
Amendments, and articles from
international and national newspapers.
03
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1.2 State Profile

Kerala is a State on the southwestern
Malabar Coast of India. The State
covers an area of 38,863 square
kilometres. It is bordered by
Karnataka to the North and northeast,
Tamil Nadu to the east and south and
Lakshadweep Sea to the west. Kerala
is the 13th most populous State with
a population density of 860 per sq km.
The Economy of Kerala is the 10th
largest in India with ₹ 7.82 trillion in
Gross State Domestic Product (GDSP)
and a per capita GSDP of ₹ 204,000.
Non-Resident Keralites (NRKs) have a
significant role to play in the progress
of the State. As per the 2018 survey
on Kerala Migration conducted by the
Centre for Development Studies, the
number of emigrants is estimated to
be 21 lakh. The largest concentration
of expatriates is in the UAE, followed
by the USA.
Kerala is a unique State in India that
is known for its high performance in
the Human Development Index, 0.78 in
2018. It has low mortality rates, high
literacy and life expectancy rates
across the country, along with a
positive sex ratio. The State’s
endeavours and agendas have come to
be hailed as a “development model”
for other States to learn and draw
inspiration from. Figure 1 summaries
the profile of the State.

Figure 1: State Profile at a Glance

Administrative units
Districts : 14
Taluks :63
Towns : 520
Villages : 1018

Land Area

38,863 sq km

Rural

Literacy : 92.98%
Population
Percentage : 52%

Urban

Literacy : 95.11%
Population
Percentage: 47.70%

Households
78,53,754
Source: Census
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Population Density

859 per sq km
Population : 33,387,687
52%

47.9%

Literacy rate : 94%
92.07%

96.11%

Household size

4.3

KERALA MODEL OF RESPONSE TO COVID-19
1.2.1 Health Infrastructure

The NITI Aayog Health Index 2019
posits Kerala as the top-performing
State, by recording a stellar
performance on several indicators
meeting the targets set under
Sustainable Development Goals. One
of the factors underlying Kerala’s
performance in health indices has
been the State’s focus on building a
strong network of public healthcare
systems over many years.
Traditionally, Kerala has had a long
history of organised healthcare.
Before the advent of Europeans,
there existed
indigenous
systems like Ayurveda and other
traditional practices of medicines on
which people relied to address their
health concerns.
The rulers, missionaries and social
reformers had a considerable
influence on the State in adopting
progressive reforms in the socioeconomic environment of the State.
The Church Missionary Society (CMS)
popularised the use of modern
systems of medicine in 1816 when
people followed indigenous systems
of medicine (John, 2018). The rulers
of the erstwhile princely States of
Travancore and Cochin promoted
initiatives to make the modern
medical system available to their
subjects, thereby laying a strong

foundation in the health sector.
A unique aspect of the healthcare
services provided is the recognition
and
institutionalisation
of
Allopathic,
Ayurvedic
and
Homeopathic medical systems by the
State government. The allopathic
system is accessible to both rural
and urban areas. Rural areas are
mainly served by health centres—
multipurpose units rendering
preventive and curative facilities
(the concept of rural health service
delivery through PHCs 1 was in line
with the recommendations of the
Bhore committee in 1946 and of the
National Planning Committee's
subcommittee on national health).
The period from State formation to
early 1980s, the State witnessed a
rapid expansion of government
health services. The total number of
beds in government hospitals in the
Allopathic medical system increased
20,000 in 1970–71 from around
13,000 in 1960–61. By 1986, the
total was 36,000, which grew to
38,000 by 1996. The government
played a pivotal role in developing
the foundation set for an
unequivocal health system in the
State in the early years but failed to
make further developments due to
the fiscal crisis from the 1980s

1. Primary Health Centres (PHCs) are State-owned rural healthcare facilities in India that form the most basic units of the healthcare system. They are
single-physician clinics with facilities of minor surgeries.
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(Ramankutty 2000). This gap was
bridged by private players as the
sector burgeoned in great numbers
during the 1980s and 90s, catering
to the healthcare needs of the
people in Kerala. In the period from
1986 to 1996, beds in private
institutions grew from 49,000 to
67,500. Private hospitals now
surpass government facilities both
in terms of beds and employment
of personnel.
The number of
government
hospitalsin Kerala is 1280. As per
the National Health Profile 2019, the
latest figures on bed counts in
government hospitals stand at
38,004 beds (rural 16,865 and urban
21,139). Kerala also has a strong
Ayurvedic Tradition which continues
to be a mainstream source of
treatment in Kerala. As per NHP,
Kerala government has 126 hospitals
and 806 dispensaries in Ayurveda.
Under the umbrella of AYUSH
(Ayurveda, Yoga & Naturopathy,
Unani, Sidda and Homoeopathy), it
has a total of 162 Hospitals and
1473 Dispensaries. The number of
AYUSH registered doctors in the
State is 41,606.

As per the 2017–18 report on
private medical institutions in Kerala
by the Department of Economics and
Statistics, there are 13,008
registered
private
medical
institutions of which 6920
institutions are under allopathy
system of medicine, while the rest
6088 are under AYUSH. The
cumulative bed strength of these
private medical institutions as of
2017–18 is 1,05,373.
The doctor to patient ratio of Kerala,
which stands at 1:400 is higher than
the WHO prescribed ratio of 1:1000.
The total number of doctors in Kerala
possessing recognised medical
qualifications (Under the IMC Act)
registered with State Medical
Councils/Medical Council of India (up
to 2018) is 59,353 as per NHP. In
the State, the number of allopathic
doctors in government hospitals is
5239. In rural Kerala, the number
of allopathic doctors at PHCs is
1169, specialists at Community
Health Centres (CHC) is 40, while
health assistants and health workers
are 2210 and 11,351, respectively.

1.3 Chronology of Kerala’s Response to COVID-19

When the news of COVID-19
outbreak emerged globally, the State
government put together an
extensive system of checks to avoid
grave eventualities. Figure 2 shows

the timeline of immediate
interventions executed by the
Government of Kerala (GoK).
Considering the dynamicity of the
study, the timeline considered here
06
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is until May 1, 2020, when Kerala
reported Zero cases. The
repatriation of workers from abroad
has ushered the third wave of

infection, which the State is
currently fighting. The resurgence of
the new cases is discussed in
Chapter 6.

Figure 2: Timeline of Kerala's Immediate Response till May 1, 2020
JAN 20

Comprehensive Guidelines
sent to all districts by the
Department of Health and
Family Welfare

JAN 23

Screening of
passengers from China

FEB 02

Established
Testing
Laboratories

MAR 12

Revised Guideline
on Quarantine,
testing and
admission

Special control room
set up in the
Directorate of Health
Services

FEB 03

MAR 08

Declaration of
COVID as State
Disaster

MAR 15

Break the chain
Campaign

APRIL 04

JAN 24

Second wave :
Pathanamthitta
Cluster
Detected

MAR 20

Announced Rs 20,000
Cr Social Protection
Programme

APR 11

APR 10

Sentinel
Developed Rapid Issued Advisory on
Surveillance to test Antibody Testing to the use of antisamples of
body kits
Check Community
vulnerable Segment Transmission
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JAN 30

First Wave:
1 Case
Recorded

MAR 11

Surveillance
Strengthened at Airport,
Seaport, and Railway
Station, Borders
MAR 27

Proposed Kerala
Epidemic Disease
Ordinance

MAY 01
Day-zero
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CHAPTER 2

CONTAINMENT STRATEGY

Section
Snippets

The multi-pronged containment strategy, backed by
the existing decentralised governance and health
systems, made it possible for the State to flatten the
curve in the Second wave.

Contact Tracing

Early Response

Risk-based criteria was adopted
for test, trace, quarantine and
treat

A State level control room
was set up immediately after
the news of COVID emerged
in China

ASHA workers and Kudumbasree
members were engaged in
response measures

Maintained a record of returnees
from COVID-19 affected
countries and quarantined them
and their contacts

Route maps of the patients were
published through various print,
visual and social media channels

Restricted Public gathering and
closed down educational
institutions

Sentinel Surveillance

Strategic Testing
Adopted judicious testing by maintaining the test
positivity rate to stay below 2 percent

The charge of implementation was on
district collectors

Rigourous testing were undertaken during the
initial periods to trace all possible suspected
cases

The tests to detect community
transmission were done on priority groups
Separate team for each priority group was
alloted

Sentinel Surveillance was initiated to detect
community spread

Quarantine Facilities and
Strategies

Home Quarantine
Local Self Government Organisations were given the
responsibility to ensure the availability of essentials

Rigorous contact tracing followed by strict
quarantining mechanism was undertaken

A media surveillance team was functioning from the
district centres who observed print, visual and
social media to know the needs of the people under
qurantine. Besides, it kept a tab on pneumonia
deaths and debunked fake news

Strict enforcement of home quarantine mechanism
Quarantining protocol was
based on risk-based categorisation

LSG bodies were entrusted with general monitoring
of those who are under observation

Ward-level Rapid Response Teams were deployed to
check whether the suspects are adhering to the
quarantine protocols

08
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The containment strategy adopted by the
State garnered a lot of media attention
within and outside the country. It was a
multifaceted approach and consisted of
several governmental and nongovernmental actors. The earlier experience
with the Nipah virus outbreak familiarised
Kerala with contact tracing and effective
infection control mechanism. The virus
detected in mid-May in 2018 claimed 17
lives in Kerala, a case fatality rate of 88.9
per cent. Quoting a medical professional
from Indian Medical Association (IMA),
Kerala, contacted for this study

Source: The New Indian Express

Although Kerala contained Nipah effectively by the timely intervention of the
government machinery, the measures undertaken were not very sophisticated. The high
case-fatality rate coupled with the fact that subsequent infection cases emerged from
the public health systems exposed the State’s lack of infection control mechanisms.
This event, however, gave a good lesson on effective contact tracing, setting up of
isolation units and building infection control mechanisms.

The episode alerted the health system
of Kerala of its systemic flaws, and
the knowledge gained thereupon came
handy in controlling the present
crisis. The combination of proactive

measures and its institutional
memory enabled Kerala in designing a
rapid response to COVID-19. The
ensuing sections give details on the
measures undertaken by Kerala.

2.1 First Wave

The State government began
establishing control centres to
coordinate actions and timely support
following the news of COVID-19
contagion in China. An addendum to
Testing, Quarantining, Hospital
admission and Discharge criteria for
COVID-19 was issued on January 5,
2020. It introduced the hospital
protocols to follow in case a person is
a coronavirus suspect. On January 24,
2020, a State control centre was
formed to coordinate different

response mechanisms.
District
control centres were also set up to
manage the local affairs.
Given the high number of expatriates
and foreign tourists travelling to
Kerala, the State took proactive
measures. It was on high alert and
continued to enforce surveillance in
all international airports even before
the World Health Organization (WHO)
declared
a
human-to-human
transmission.
09
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mandatory quarantine for all
passengers arriving from China or
any country notified to be affected—
this implementation was weeks
before the Union Government’s
decision to do the same. The initial
measures were to identify and
conduct risk-based categorisation of
all travellers from China and their
contacts. Such passengers, as well
as their close contacts, were to be
isolated for 28 days. Approximately
1924 people were kept under house
surveillance and 75 under hospital
surveillance. Two more positive
cases were identified, one each from
Kasargod and Alappuzha Districts of
Kerala. Subsequently, on February 3,
the State government declared a
health emergency which enabled the
State to utilise the State Disaster
Response Fund (SDRF),2 constituted
under Section 48(1) of the Disaster
Management Act, 2005, where a
State government can use up to 10
per cent of the funds available in
SDRF for providing immediate relief
to the victims of natural disasters
that are considered to be disasters
within the local context in the State.
This also gives authority to the
Police force to arrest individuals
who ignore the State government
directives and take action against
perpetrators of fake news.
A health advisory (Annexure 3) was
issued in due course to track,
identify and test people (student

On January 23, 2020, a medical
student returnee from Wuhan landed
in Cochin International Airport. With
the onset of symptoms on January 27,
the district surveillance officer was
contacted and she was admitted to an
isolation ward in the District General
Hospital of Thrissur. On January 30,
she tested positive for the Virus. With
that, India recorded the first case of
COVID-19 in the Thrissur district of
Kerala. Health authorities later
shifted the medical student to an
isolation ward of the Medical College
Hospital, Thrissur for better
observation and care. As recounted by
a Kudumbashree official, with the
reporting of the first case, Ministers,
District Collector and health officials
arrived at the Medical College and
called for meetings to implement
plans to tackle the pandemic. The plan
was based on the State's experience
in tackling the Nipah outbreak.
To discuss and decide on patient
management in medical institutions,
the State constituted Medical Boards
(Annexure 1) on February 2 in all
Medical Colleges, District Hospitals
and General Hospitals. The Medical
boards
consisted
of
the
Superintendent of the hospital, HoD
General Medicine, HoD Respiratory
Medicine, HoD Anesthesiology, HoD
Infectious Disease, HoD Microbiology
and HoD Community Medicine.
The government on February 2 issued
in its guidelines (Annexure 2),

2. The State Disaster Response Fund (SDRF), constituted under Section 48 (1) (a) of the Disaster Management Act, 2005, is the primary fund available
with the State Governments for responses to notified disasters.
10
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returnees as well) with a travel
history to Wuhan since January 15,
2020. Such travellers and their close
contacts were kept in isolation for 28
days. The advisory also directed all
lodging businesses to maintain a
register of travellers with travel
histories to COVID-19 affected
countries. Daily district-level review
meetings were held to analyse the
situation with the respective
Ministers, District Collector, DMO,
Police personnel and LSG
representatives among others in each
district where COVID-19 cases were
reported. The Kudumbashree official
explained the functioning of the
communication network, where
directives from the Chief Minister’s
Office were sent to district-level
committees who disseminated the
directives to the Panchayats and

Wards. WhatsApp groups were
already established and functioning
since the response to the 2018
floods.The IMA official said the
decisions were communicated to the
grassroots levels with a great level
of transparency in the system. “The
primary measures were screening,
quarantining, contract tracing and
isolating the positive cases”. Swift
actions on these lines gave Kerala
the advantage to strategically
contain the spread. On February 12,
with no further cases being
confirmed, the State decided to
withdraw the health emergency. The
first wave ended with the recovery
of all three cases reported.
Thereafter, a high state of response
and surveillance continued to be
applied.

2.2 Second Wave of Infection

With the inflow of natives and
foreigners from the European and Gulf
countries, the State began to see the
second wave in the month of March.
Speaking of the overall operations of
the State, the IMA medical
professional mentioned, “Kerala
adopted the Source-Reduction
Strategy, also called Crushing the
Curve. This is different from the
strategy of flattening the curve. The
flattening strategy is formulated for
countries where the number of cases
shoots beyond the capacity of the
system to contain the spread”. It

only ensures the easing of pressure
on the hospital and State systems.
However,
Kerala’s
strategy
attempted to contain the virus from
the very source itself by
aggressively tracing the primary and
secondary contacts and treating
them. This crushing of the curve is
reflected in the data trends starting
from March to May 8 (see Figure 4).
On May 1, Kerala had 16 active cases
but reported no new confirmed
cases, marking a Day Zero.
11
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Although measures taken in this
period were swift and praiseworthy, it
is to be noted that there were few
external factors that Kerala
capitalised on; foremost factor being
that Kerala (as with all the States)
functioned in a largely controlled

setting; that is, the lockdown from
the Centre declared on March 24,
2020 limited the movement of
people to the State. This, in addition
to its early measures undertaken
helped the State in containing the
spread.

Figure 3: COVID-19 Progression of Kerala vs India as on May 4, 2020

After making its presence in Kerala
first, many Indian States started
reporting positive cases by March.
Thereupon, the cases surged in many
States in India. By early March, Kerala
saw an upshot of COVID-19 cases,
becoming the State with the highest
number of cases among all Indian
States (see Figure 4).
The government implemented multipronged measures to combat the
second wave of infections hitting
Kerala. Revised guidelines (Annexure
4) were issued for the management of
COVID-19 patients concerning their

testing, isolation, hospital admission
and discharge. In that, a clinical
categorisation
for
COVID-19
management was introduced,
wherein those with mild symptoms
(Category A) are advised to undergo
strict home isolation without having
to do a testing or hospital
treatment. People developing mild
symptoms have to inform DISHA
helpline and Doctors from nearby
PHC will telephonically monitor the
progress of patients. Patients with
high-grade fever or comorbidities
(Category B and C) will be summoned
12
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Figure 4: Progression of COVID-19 Cases in States with 100+ Confirmed
Cases as on May 10, 2020

to the designated COVID-19
treatment centres for clinical
assessment.
March 4 onwards, universal screening,
airport safety protocols and orders to
screen travellers at all international
airports and seaports were
announced. The government issued
protocols to track travellers from
COVID-19 affected countries who
entered the State three weeks before
the commencement of universal
screening as well. Asymptomatic
foreign arrivals were also to be kept in
isolation until their test reports were
available. As the cases gradually
increased, social distancing measures
were enforced by the State.
Educational institutions and public
spaces were closed and religious
institutions were asked to reduce the
number of devotees. Further
guidelines and precautions on various
hygiene norms were also issued.
The Union Government announced

COVID-19 as a notified disaster. As
per the Centre’s notification, 25 per
cent of the allocated funds can be
spent on measures for quarantining,
testing and screening and up to 10
per cent SDRF allocation for
procurement
of
essential
equipment/lab for COVID-19. COVID19 cells were constituted in all
governmental departments for
better coordination in State
response. Institutions within the LSG
ran awareness initiatives (explained
in Chapter 5) like the ‘Break the
Chain’
campaign,
conducted
sanitation
drives,
ensured
availability of essentials, etc. On
March 23, a State-wide lockdown till
March 31 was announced. The next
day, the Union Government
announced a 21-day nationwide
lockdown to fight the spread of the
virus.
To further strengthen the measures
to limit the contagion, the Governor
13
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individuals with no contact or travel
history. Besides the testing of
people in the community, the
sentinel surveillance would be
responsible for analysing collected
data to track the rise and fall of
COVID-19 cases. This system would
assess the risk and also identify the
clusters or hotspots with COVID-19
infection. By the first week of April,
over 13,000 tests were conducted in
the State, higher than any other
States in India. Along with the rapid
testing, protocols were set up to
implement the tests. Additionally,
with 800 medical student
volunteers, the IMA of the State
announced setting up of surveillance
systems in each district, with a team
visiting one area every day.
For the maximisation of resources,
the Health Minister of Kerala, Smt KK
Shailaja urged all medical
practitioners who were on leave to
rejoin duty. To tackle the issue of
shortage of staff, the government
appointed doctors on a temporary
basis in every district. By March 24,
the Health Minister announced the
appointment of 276 doctors to help
ease the crunch of hospital staff in
the State. It was also decided to
extend the work time of all PHCs to
six in the evening. Regulations were
imposed in the Regional Cancer
Centre, Trivandrum to ensure the
safety of high-risk patients. Along
with these preventive measures and
containment strategies, the State
government, LSGs and civil society

of the State promulgated Kerala
Epidemic Disease Ordinance on March
26, 2020. With the Ordinance in place,
the State government can notify any
disease as an epidemic disease if it
thinks that the State or any part of
the State is under the threat of an
epidemic disease outbreak. Under the
provisions of this Ordinance, the
State government is empowered to
prohibit any activities that it
considers to be sufficient to transmit
diseases from person to person.
Realising the need for more testing,
the State ramped up its testing
infrastructure in this period. During
the first wave of the pandemic, the
samples were tested only at the
National Institute of Virology, Pune as
mentioned in the government
guideline dated February 1, 2020. By
the month of March, with the increase
in the number of cases and as a part
of improving the capacity to test the
samples taken from suspects and
contacts, more number of laboratories
from the public sector were entrusted
to carry out the test. As per the
guideline dated March 25, 2020, nine
laboratories were designated to
conduct tests of the samples
collected from their allotted districts.
By April 24, the State augmented the
testing infrastructure and there were
14 testing facilities in the State; one
for each district.
The establishment of a sentinel
surveillance system 3 was planned with
PHCs and Taluk hospitals to take
random cases of fever and cough in

3. A sentinel surveillance system is used when high-quality data is needed about a particular disease. Selected reporting units, with a
high probability of seeing cases of the disease, good laboratory facilities and experienced well-qualified staff identify and notify certain
diseases. The system involves a limited network of carefully selected reporting sites.
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organisations launched awareness
drives to ensure the cooperation of
the public in containing the virus.
During this period, the State
government also decided to provide
nutrients listed in the mid-day meal
scheme for the Anganwadi children at
their homes. Under normal
circumstances, mid-day meals are
given during the academic year from
June to March. However, the
government,
considering
the
situation, decided to extend it over
the months of April and May to
guarantee food security.
As reported in India Today, the
decision has benefited approximately
3.75 lakh children from the age of 3-6,
under the mid-day meal scheme of
33,115 Anganwadi centres. Students
up to Class 8 who are covered under
the mid-day meal scheme were
provided with provision and rice kits.
Approximately 26 lakh students in
government and government-aided
schools across the State are
expected to benefit from this.

KEY FACTS

Total Anganwadi Centres

33,115

Number of Anganwadi
Workers

32,986

Number of Helpers
in Position

4,27,789

Number of Students
Enrolled

Internet Penetration in
Kerala

65 %

Smart Phone
Penetration

70 per 100

Internet Subscription Per
100 Population

By early March, the need for improved
Internet speed became evident. With
people having to work from home,
increase in online financial
transactions and the educational
institutions being forced to transition
to online classes, there was a growing
demand for better Internet
infrastructure. It was found that the
majority of Internet consumption in
Kerala is made available through local
servers, hence the demand could be
met swiftly. The then IT Secretary,
M Shivashankar held talks with
service providers to augment the
capacity to meet the growing demand
and steps to increase the network
bandwidth by 30 to 40 per cent were
initiated. The IT department also
demanded daily reports from the
various service providers.
Every Panchayat created, on an
average, six squads consisting of
Health staff, Police and volunteers to
assist families in isolation or under
quarantine. Families could reach out
to these squads or directly contact
the District Control Room or even the
Ministers for any assistance.
Counsellors and social workers

KEY FACTS
33,115

54 %
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trained in mental healthcare were
continuously making phone calls to all
individuals isolated due to their
quarantine period. The story of a
family from Pathanamthitta who
allegedly hid their travel history and
ended up testing positive was
highlighted in the media leading to
criticism on social media. One of the
family members had come forth to
discuss the help these counsellors
had provided to the family in
overcoming the stigma.
As per the Order dated March 24,
2020, from Ministry of Home Affairs,
Government of India, the Prime
minister (PM) decided that an expert
task force be constituted to advise on
a strategy towards easing the
Lockdown restrictions. The PM asked
the States to give their opinions on

the way forward to prevent the
spread of Covid-19. On April 4, GoK
constituted an expert committee to
develop a strategy towards easing
the lockdown. The 17 members
expert committee was headed by
K.M. Abraham, former Chief
Secretary to the Government of
Kerala and consisted of eminent
personalities from various fields.
The committee recommended a
withdrawal strategy that should be
gradual, phased and calibrated to
ensure that the caseload is always
below the capacity of the healthcare
system to deal with it. Among
others, it also suggested setting up
protocols for assistance (between
cities and states) to avoid
unnecessary divisions at the height
of the crisis.

2.2.1 Contact Tracing

The term ‘Contact tracing’ became
familiar to the general public in Kerala
during the Nipah outbreak of 2018.
The efficiency in contact tracing
helped the State to prevent a second
wave of Nipah. It is clear that a
template for the same was available
and it was scaled up or redesigned to
suit the needs of COVID-19.

Together with the decentralised
system of governance and the
availability of manpower in the form
of Kudumbasree and ASHA workers
also played their part in effectively
implementing the guidelines for
tracing out the contacts of a COVID19 positive patient.

As per the guideline from the Kerala Health department dated March 12, 2020, a
contact is a person who is involved in any of the following:
Providing direct care without proper Personal Protective Equipment (PPE) for
COVID-19 patients.
Staying in the same close environment of a COVID-19 patient (including workplace,
classroom, household, gatherings).
Travelling together in close proximity (within 1m) with a symptomatic person who
later tested positive for COVID-19.
Further, contacts are classified into high-risk and low-risk categories based on
different criteria which helped the ground-level workers to prioritise more on the highrisk contact tracing. Risk-based criteria were formulated to test, trace, quarantine and
treat these contact cases.
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The procedure of contact tracing
starts by keeping the infected as the
reference point and others are
reached through them. The contacts
as per the above definition were
traced out through various means
and kept under quarantine either at
their respective houses or in
institutional facilities including
hospitals arranged by the
government. The most important part
in the procedure was a personal
interview of the patient for mapping
the travel history and the people
came in contact with the infected.
Finding the contacts just with the
help of an interview was a tedious
task as it solely depended on the
memory of the reference person.
Thus, various other methods and
techniques were used to fill the gaps
in tracing out the contacts. Fieldlevel teams were set up to visit each
of the places the patient visited to
track the possible primary and
secondary contacts of the infected.
CCTV visuals of the places in the
approximate time frames were
collected and, in some cases, the
SIM cards were traced.
More than 1200 primary and
secondary contacts were identified
and quarantined since the first three
cases were reported in the second
wave. Together with these actions,
the primary and secondary contacts
were also interviewed to find out
missing links, if any. Technological
support and details from the airport
authorities and other passenger

details were collected by the State
control centre and overall
coordination for contact tracing was
carried out by the State cell which
eased the burden on the district
teams.
A strong grassroots network
consisting
of
Kudumbashree
members, ASHA workers, Junior
Public Health Nurses, medical
officers and even block-level
officials was already available in the
State and became the frontline
workers in the contact tracing
process. Route maps were made with
details collected from the patient
and the respective primary contacts
were published through media and
other sources. Route maps with
details of time and locations also
helped to collect the missing links in
contact tracing as it prompted
people to approach authorities to
have their health checked.
The route maps of the patients
published by the district authorities
consist of the following details.
1. Places visited by the patient
2. Approximate time at which the
person arrived at each of the
locations
3. Modes of travel adopted by the
patient during that time
4. The day and date in which the
patient underwent quarantine and
the day of admission in the
hospital.
Further, it also asks the general
public who visited those places

17

KERALA MODEL OF RESPONSE TO COVID-19

mentioned in the route map at the
mentioned time to approach the
health authorities to get their health
evaluated. Details such as the mode
of transport used by the patient to
travel from each location, the places
where he/she halted, the date on
which the patient went under
quarantine and the date of admission
in the hospital are also mentioned in
the route map.
Local news channels and social
media played a critical role in
publishing and facilitating the
outreach of these published route
maps. Together with filling the
missing links in contact tracing, this
step also helped in checking the
spread of the fake news. The
experience of using social media to
generate awareness among the
public during the period of Nipah
outbreak in 2018 and the two
consecutive floods would have made
it easier for the authorities to
meticulously plan such awareness
generation measures.
There were scenarios in which the
patients violated the instructions or
the quarantine guidelines which
created many situations enabling a
community transmission. The UK
citizen who tested positive for
COVID-19 slipped the authorities and
boarded a flight from Nedumbassery

airport was such a scenario.
Instructions were given to the
authorities immediately and the
patient along with all other boarded
passengers were deboarded and sent
to get their health evaluated and
brought under observation. The
contacts of the UK citizen were
traced out and a possible route map
was published within days. The
information available from the
Ernakulam district medical team
conveys that around five separate
teams were constituted for tracing
out the contacts of this particular
patient. Several such scenarios
happened, but the coordination
between the departments and
effective communication along with
a system for contact tracing
available at the ground level could
reduce the damage up to an extent.
The close and complete involvement
of the political leadership and
government at all levels, the very
different health-seeking behaviour,
high literacy rate and the awareness
level among the general public might
have also helped in executing any
procedure as decided. Active
involvement and cooperation from
the society during any crisis has
been the signature of the Kerala
Model, a quality which has been
achieved over the years.
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2.2.2 GIS Mapping

Kerala also harnessed the potential
of Geographic Information System
(GIS) in mapping the spread of the
disease and guiding the government
agencies to make sound decisions
while acting swiftly. The Kerala State
Disaster Management Authority and
Health department officials collated
disease surveillance data with
primary and secondary contacts of

confirmed patients traced and
identified on a live geo-map, as the
news channel NDTV reported on
March 12, 2020. This enabled
officials to identify high-risk zones
to activate containment measures.
Additionally, informational layers
such as the data on isolation wards,
lab facilities, etc were added to
arrive at informed decisions.

2.2.3 Testing Strategy

As per the revised guidelines
published by the Kerala Health and
Family Welfare Department on March
12, 2020, a testing strategy based
on the risk assessment came into
force. This guideline stated that just
like other viral infections, COVID-19
will resolve by itself in the majority
of patients. Epidemiology of COVID19, SARS and MERS States that the
hospitals act as an amplifying centre
for the epidemic. To prevent such
conditions, a risk categorisation
method was adopted where patients
are divided into three different
categories based on their health
conditions and symptoms. The
testing and treatment strategy was
formulated accordingly. Details of
risk categorisation are added as
Annexure 5.
In the initial periods of the infection
during March, the State was doing

aggressive testing i.e., out of
35,000 tests conducted all over
India 6034 tests were done by Kerala
which sums up to more than 17 per
cent of the total number of tests.
The average testing rate of Kerala
was around 6.85 times higher than
that of the national average during
this period. By mid-April, there was a
considerable dip in the testing rate
as there was a reduction in the
number of cases detected which led
to the widespread criticism of the
government’s testing strategy by
the media and the opposition.
Together with the mainstream
testing process, a sentinel and
augmented surveillance was in
process to test the high-risk
persons such as Police personnel,
frontline
medical
workers,
newspaper boys, etc. As stated by a
key informant of the study, a
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Minister with GoK, the government
strategised to keep the Test
Positivity Rate 4 (TPR) below 2 per
cent. The rate of positivity is an
important indicator as it provides
insights on whether a community is
conducting enough tests to detect
new cases. If a community’s
positivity rate is high, it indicates
that the community is largely testing
only the sick patients and missing
out on milder or asymptomatic
cases. On the other hand, a lower
positivity rate suggests that the
community is testing asymptomatic
patients as well. The WHO has stated
that countries should have their
positivity rate at 5 per cent or lower
for at least a period of 14 days.
The former Coordinator of the
Expanded
Programme
on

Immunization at
WHO stated,
“Kerala’s strategy is not about
conducting indiscriminate testing
but rather on keeping the TPR low.
The strategy has been to ‘Trace,
Test, Isolate, Treat’”. The experts’
community however stands divided
on the testing strategy as low test
positivity does not necessarily
account for the low prevalence of
COVID-19. If the procedure
prioritises a certain category of
people such as the travellers,
frontline workers and elderly, then
there is a great possibility that the
testing excludes many cases that
fall outside the designated category.
This is the concern that is now
flagged by many in Kerala, as the
State gears up to fight the third
wave.

Figure 5: Test Positive Rate in Indian States with 100+ Confirmed COVID19 Cases on May 25, 2020

4. The Test Positivity Rate (TPR) is the percentage of tests conducted whose results are positive.
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On 11 April, a guideline (Annexure 6) was published by the Department of Health and
Family Welfare to conduct tests in the State to detect community transmission. The
overall charge for the implementation of the process was entrusted with the District
Collector. The tests to detect community transmission were done on priority groups
and the categorisation of priority groups is as follows:
patient handlers among the health staff—doctors, nurses and paramedics, and all
Priority group 1 Allthose
who are in direct contact with confirmed/potential patients.

Priority group 2

Government/associated functionaries with maximum public contact—policemen on
enforcement duty, field-level health workers, personnel deployed by LSG
departments, Anganwadi workers together with those special categories among the
public with maximum exposure like
a. Persons working in ration shops
b. Persons involved in delivering food and grocery
c. Persons involved in running community kitchens
Persons put under home quarantine.

Priority group 3
Priority group 4 Vulnerable sections of the population such as persons over 63 years of age.

Further, the guideline instructed
each district to form separate
sentinel surveillance teams for each
of the priority groups and these
groups should be formed by the
District Medical Officer (DMO) with
each group comprising the following
members appointed by the DMO of
the respective districts.
1. One doctor
2. One nurse (with added experience
in collecting a pharyngeal swab
for PCR analysis)
3. One lab technician to perform the
antibody test.

4. One assistant
5. One driver
The DMO is entrusted with providing
travelling facilities to the team,
ensuring that the team is provided
with enough personal safety
equipment such as N95 masks and
PPE kits. They are trained to use the
equipment. The DMO is also
responsible for arranging the
equipment for sample collection and
the safe transportation of the
sample to the central facility of the
district.

2.2.4 Quarantine Facilities and Strategies

Kerala’s extensive testing of the
symptomatic cases, rigorous contact
tracing process and self-isolation or
quarantining of the primary and
secondary contacts worked in
flattening the curve during the

second wave of infection. Guidelines
for enforcing strict home quarantine
for those with travel history to China
were published on February 1, 2020.
The responsibility for ensuring home
quarantine of the suspects was
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entrusted to the local PHCs, Taluk
Head Quarter Hospitals, General
Hospitals and Medical College
Hospitals. The decision of whether a
suspected patient should be kept
under home quarantine or
institutional
quarantine
in
government-designated centres was
taken based on the established risk
categorisation.
As per a government order dated
March 20, 2020 from the Department
of Local Self-governance, LSG bodies
were given specific responsibilities
with respect to people undergoing
home quarantine.
1. Conveying details regarding those
who came from foreign countries
to the Health department.
2. Systematic monitoring of the
people under self-isolation in
their homes. This was done by the
Ward-level Rapid Response Teams
(RRT) which function under the
respective Ward member.
3. Creating awareness among the
family members about the
guidelines and other instructions
given by the Health department.
4. Ensuring necessary community
counselling for them.
5. Ensuring the availability of the
essentials such as food and
medicines for those who are
under self-isolation.
Besides, the LSGs were also
responsible for general monitoring of
those under observation and
ensuring necessary social and moral

support for them. To ensure the
availability of cooked food to the
persons under self-isolation, the
volunteers of the LSG bodies
delivered food to them as per the
requirement.
To ensure that public adheres to
quarantine measures, a slew of
measures were undertaken at the
district level. A WhatsApp number
was released by the district
administration for the local public to
report any instance of quarantine
violations. In case of violation, a
team from the Health department
was sent to attend the issue. On
certain occasions of violating
government orders and quarantine
protocols,
Police
personnel
intervened to ensure their selfisolation. A media surveillance team
was functioning from the district
control centres who looked into the
various print, visual and social media
pages to identify the needs of the
people under quarantine. Reports on
the unavailability of food and water
or of social harassment faced by
those who are under quarantine were
tracked and informed to the
authorities accordingly. In addition
to ensuring the availability of
essentials, this process also helped
in curbing the spread of fake news.
In the fight against COVID-19, face
masks and hand sanitisers became
the
strongest
precautionary
weapons. However, in Kerala, the
shortage of masks and sanitisers
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was slowly emerging as a serious
issue. By March, Authorities from the
Drugs Control department and
officials from the All Kerala
Chemists and Druggists Association
had disclosed that the shortage was
probably due to panic buying and
hoarding. Another probability being
the non-availability of raw materials
from China and the limited
procurement of hand sanitisers by
the retailers. Manufacturing units
were facing a shortage of isopropyl
alcohol, a major component used in
hand sanitisers, due to a sharp fall in
its import. However, two
manufacturing units in the State
were notified to increase production
to meet the demand. The Union
government and State governments
ordered bulk purchases of these
essentials to tide over the shortage.
Government-run Public Sector
Undertakings rolled out tenders to
meet the nationwide demand.
A State government company under
the Health and Family Welfare
Department, Kerala Medical Services
Corporation Ltd (KMSCL) also played
a pivotal role in Kerala’s fight
against COVID-19. The government
entrusted the corporation with the
task of material procurement,

logistics and supply chain
management. One of the major
responsibilities of KMSCL was to
make available personal protective
gear such as PPE kits, N95 masks,
surgical masks, gloves and hand
sanitisers to the frontline
healthcare workers. A report in the
Outlook stated that the corporation
was able to ensure adequate supply
of equipment without landing in
scarcity despite the global supply
chain disruption due to raw material
shortage from China. KMSCL also
played a role in the ‘Break the Chain’
campaign by mobilising over 500,000
litres of WHO-approved hand
sanitisers through its sister concern
Kerala
State
Drugs
&
Pharmaceuticals Ltd. Another crucial
operation of the corporation was to
strengthen the laboratory networks
for virus surveillance through
Reverse Transcription-Polymerase
Chain Reaction (RT-PCR). Initially,
the approved laboratories in the
State had only one or two PCR
machines, which limited the number
of tests conducted in a day. The
corporation shifted RT-PCR machines
available at various university labs
to approved testing labs across the
State in a time-bound manner.

2.3 Contracting of Health Data

Kerala could accelerate its tracing,
surveillance
and
quarantine
procedures due to the technology

deployed at many fronts. One of the
components that assisted the health
system of Kerala was the use of
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services provided by Sprinklr, a USbased technology company. The
State government’s IT division and
Sprinklr signed a contractual
agreement for collecting, processing
and analysing health data of
Keralites to manage the surveillance
effectively. As per a press release
dated February 14, 2020 by the IT
department, the software was used
to process a large amount of
unstructured health data that comes
from various sources. This
unstructured data is processed in a
short span by the software based on
its importance and according to the
priority. Five types of data were
collected using the software and
they are as follows.
1. Information regarding the people
coming from foreign countries.
2. Information of the people arriving
from other States.
3. Details of health workers who
come in close contact with the
patients.
4. Details of the vulnerable sections

in the society.
5. Details of the people under
observation, which were collected
by the health workers responsible
for monitoring them.
These tech-driven measures taken
by the State however were mired in
many controversies as the
arrangement raised concerns about
bypassing individual consent and
breaching citizen’s sensitive health
data. The issue was taken up by the
High Court of Kerala which directed
the government to provide only
anonymised data to Sprinklr and in
future to take specific consent from
the citizens to the effect that their
data so collected will not be
accessed by Sprinklr or any other
third party. The IT department of the
Kerala government later issued a
circular on the collection of personal
information and general guidelines
for data collection.
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CHAPTER 3

Section
Snippets

Public Distribution System

FOOD AND SOCIAL SECURITY
The Food and Social Security initiatives of the
government aimed at being inclusive. Food security
was ensured at all levels in the State through
collaborations with agencies at the ground level.

Community Kitchen
Started community kitchen
across the length and breadth of
the State
Ensured the availability of cooked
food for the needy
The initiative was Implemented
by local bodies with the help of
Kudumbashree and registered
volunteers

Door delivery of essentials for
the vulnerable groups
Free ration for all
Distribution of essential items
kit for all free of cost

Janakeeya Hotels
A chain of hotels were started in
the State under Kudumbashree
where they provided food for
Rs.20/-

Migrant Rehabilitation : " Leaving No
One Behind"
20,000 safe homes for the migrant
labours were setup throughout the State
Local bodies were given the
responsibility of monitoring
Awareness programmes in their native
languages were initiated

Kudumbashree
Played a prominent role
in implementation of
community kitchen and
Janakeeya hotels across
the State
Provided food for those
who were under
institutional quarantine
Supplied masks,
sanitisers and hand
washes

Local bodies

Powers at the local level were entrusted to local
bodies
They monitored the people under observation
and ensured the availability of essentials
Played a major role in implementation of
community kitchen and ensured food security
during the lockdown
Presence of Disaster Management Committees
in Panchayat level enabled Rapid Respose at
local level

Others
Children below 6 years were distributed nutritious meal through free mid day meal programme through
anganwadis
Mobile vegetable truck services made available to help local vendors & to ensure door delivery of
vegetables
Volunteer Support Force was created: 3,33,000 volunteers were registered for supporting government
institutions in various activities
An integrated Supply Chain Management System was developed by Indian Institute of Technology and
Management, Kozhikode, for smooth delivery of essential items
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3.1 Public Distribution System in Kerala

Source: The New Indian Express

The Public Distribution System 5
(PDS) came into existence in 1965.
The Civil Supplies department
working under the Department of
Food, Civil Supplies and Consumer
Affairs, Kerala Government, is
responsible for the implementation
of PDS. There are many wholesale
and retail outlets under the Civil
Supplies department to distribute
food materials. Kerala State Civil
Supplies Corporation (SupplyCo),
the Government-owned company
under the Department of Food, Civil
Supplies and Consumer Affairs plays
a significant role in regulating the
market price of essential
commodities.

Cardholder

Table 1: PDS system in Kerala:
Ration during COVID-19 Times

Yellow Card

35 kg rice

Pink Card

15 kg rice, 3 kg wheat

30 kg rice, 5 kg wheat
4 kg(2rice,
1 kg wheat
per kg for each)

(non-priority with subsidy)

Blue Card

15 kg rice

(per person at ₹ 4 for each kg)

White Card

15 kg rice

(per person at ₹ 10 for each kg)

(non-priority, non-subsidy)

Food security during the COVID
times was ensured at all levels in
the State through collaborations
with agencies at the ground level.

Pre-COVID Times

2 kg rice

2 kg rice

The local bodies like Kudumbashree,
Panchayat, etc were responsible for
ensuring that the food supplies
reach the needy.

5. Public Distribution System (PDS) is a government-sponsored chain of shops entrusted with the work of distributing basic food and
non-food commodities to the needy sections of the society at a very cheap price. Wheat, rice, kerosene, sugar, etc are a few major
commodities distributed by the PDS. Food Corporation of India, a government entity, manages the PDS.
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3.1.1 Food Security during the Lockdown

Kerala has 14,281 active fair price
shops across the State serving more
than 88 lakh cardholders.6 Every
neighbourhood has a fair price shop
serving that locality with good lastmile connectivity with the
households. This has proved to be
crucial in the successful distribution
of food materials during this crisis.
The distribution of free ration began
on April 1. To avoid overcrowding,
supplies were distributed based on
the last digit of the ration card
numbers.7 For those people who did
not have a ration card, the food
supplies were delivered based on the
Aadhaar card and mobile number
along with an affidavit. Fines were
also imposed on people submitting
false affidavits. Ward members as
well as volunteers were involved to
avoid crowding and maintain social
distancing by allowing only five
people at a time. Volunteers were
allotted to ensure distribution of
ration through door delivery to
people who were unable to physically
go to get the ration from the shops.
The shop owners were also
empowered to start a token system
to avoid overcrowding at the shops.
On April 8, the government also
started supplying food kits with 17
essential commodities to every
household irrespective of their

financial status, which cost it around
₹ 1000.
These food kits were
distributed through the fair price
shops under the PDS. The State
endeavoured to make peopleinclusive plans which also included
temporary housing and food
facilities for transgender, who are
often neglected from the social
security benefits.
Free kits were distributed by the
Food and Civil Supplies department
which consisted of salt, sugar, oil,
pulses, spices, etc. Supplyco-Maveli
stores under the Food and Civil
Supplies
department
were
responsible for the distribution of
these kits. The emergency family
kits included soap, masala powders
and other essential commodities.
These kits were also distributed to
25,000 non-cardholders and other
welfare organisations. The State
government had allocated ₹ 350
crore for ensuring food availability.
Kerala Consumerfed which is the
apex body of consumer cooperatives
in Kerala is also active in the retail
market. Triveni supermarkets under
the Consumerfed sell commodities at
18–40 per cent lower than their
maximum retail prices. During the
lockdown, Consumerfed started the
online sale of grocery kits and home
delivery systems.

6. PDS. Accessed July 28, 2020. https://civilsupplieskerala.gov.in/.
7. The ration cards with numbers ending in 0 and 1 were distributed ration on April 1, 2 and 3 on April 2, 4 and 5 on April 3, 6 and 7 on
April 4, 8 and 9 on April 5.
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The food commodities were sourced
from suppliers under the Kerala
State Civil Supplies Corporation and
the National Agriculture Cooperative
Marketing Federation of India. The
funds from the Chief Minister's
Distress Relief Fund were utilised
for these initiatives. List of the
items in the essential food kit is
added as Annexure 7.
As a strategy for ensuring food
security in future, a ₹ 3000 crore
action plan was approved by the

Kerala Cabinet on April 29 to survive
the crisis without having to rely on
the neighbouring States for its food
needs and scale the agricultural
production with the help of the State
Agriculture department and local
bodies. In order to improve vegetable
production,
the
government
promoted cultivation in empty plots
by groups or landowners during the
pandemic.
The
Agriculture
department in Kerala had distributed
50 lakh seeds.8

3.1.2 Community Kitchen

Another important strategy adopted
was setting up of community
kitchens all over the State.
Kudumbashree
representatives
interviewed for the study said the
objective of this initiative was to
provide cooked food for the needy.
District administrators were given
the responsibility to monitor this
initiative with the help of LSG and
Kudumbashree in managing the
distribution and logistics. The order
for establishing community kitchens
was issued on April 3 and by April 20,
a total of 339 community kitchens
were set up in 249 Panchayats
across the state. There already
existed an extensive communication
network on WhatsApp because of the
State’s prior experience in
responding to the aftermath of the
floods as well as the Nipah outbreak.

Thus, when the directive was issued,
the message was swiftly
communicated to all stakeholders
and they all sprang into action.
Initially, the local bodies and
Kudumbashree utilised their existing
funds to set up community kitchens.
Subsequently, various groups and
political parties sponsored meals. All
safety and hygiene measures
including physical distancing were
implemented while cooking and
delivering meals. The meals were
packed in banana leaves to ensure
easy disposal of waste. This entire
process was carried out through a
robust volunteer system (explained
in the ensuing section). Apart from
this, a chain of 1000 low-cost take
away counters or hotels which
served lunch for ₹ 20 were set up by

8. "How COVID-19 Steered Kerala on the Path to Food Security." Accessed August 3, 2020.
https://www.onmanorama.com/news/columns/straight-talk/2020/05/22/subiksha-keralam-covid-food-security-cpm.html.
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Kudumbashree as all the restaurants
in the State were shut.
The government also ensured that
children below 6 years were
distributed nutritious meals through
a free mid-day meal programme as an
initiative under the Integrated Child
Development department of the
State through Anganwadis. The
Women and Child Development
department of the State was tasked
to supply essential raw materials to
the families through Anganwadis on a

weekly basis.
Door delivery of essential food items
was facilitated by the government
with the help of State-run retailer
Horticorp under the State
Agriculture department. Local
vegetable vendors initiated mobile
vegetable truck services to
facilitate easy access to fruits and
vegetables. List of essential
services was declared by the State
as per the Kerala Essential Services
Maintenance Act, 1994 on March 25.

3.1.3 Supply Chain Management

As part of ensuring food security in
the State, an integrated supply chain
application was developed by the
Indian Institute of Information
Technology and Management Kerala.
The purpose of the application was
to monitor the stock levels of all
wholesale and retail traders in every
district in Kerala on a daily basis.
The dashboard is used to ensure that
regular delivery of essential
commodities in every district
happens in coordination with the
local body. The Civil Supplies and
Consumer Affairs department keeps
track of the stock levels in every
district. Before the lockdown, the
Taluka officer working under the Civil
Supplies department used to collect
the information manually from the
traders of essential commodities
and updates at the State level were
delayed. This application was

devised on a priority basis in just
five days and further will be
upgraded using advanced analytics.
The E-Way bill was used to get the
information about the trader, the
quantity loaded in the truck and the
value of produce. Data related to
both buyer and seller is available in
the bill. As the traders could update
the stock position, the State could
track the accurate stock position as
well as the price fluctuation.
The State Agriculture department
planned local procurement through
various agencies and pressed for
relaxing the lockdown norms for
transporting essential commodities
and agriculture products as per the
norms issued by the Central
government. The State government
strategised
these
policies
considering critical factors like the
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consumerist status of the State and
its pursuit of food self-reliance,
reverse migration of NRKs as well as

the revival of the agriculture sector
in Kerala.

3.2 Migrant Rehabilitation

Kerala has a huge number of migrant
worker population. It is estimated to
be around 2.5 Million. The State
government had adopted various
measures to ensure food availability
for the migrant population also as
part of its policy of “leaving no one
behind”. Kerala was one among the
12 States that allowed interstate
portability of ration cards so that
migrants from other States could
also get the ration allocated by the
State.
The State set up nearly 20,000
camps to provide them cooked food
or materials according to their
choice. These camps were monitored
by the LSG representatives to
ensure hygiene and avoid
overcrowding. Revenue department
with the help of local bodies
arranged housing facilities for the
migrant workers. The District Labour
Officers hired daily wagers to

communicate and create awareness
among the migrant labourers in their
local languages which are mostly
Hindi, Bengali, Oria and Assamese.
Special help desks for attending the
calls from migrant labourers were
also set up at the District Labour
Office.
All the labour unions, community
groups, builders & contractors
associations, etc were urged to
conduct awareness generation
programmes for the migrant workers.
Assistant Labour Officers were
responsible for the mapping of
places that were densely populated
due to housing of migrant workers.
At each location, at least one
migrant worker with an android phone
installed with WhatsApp was
identified and reported to the
District Labour Officer and Joint
Labour Commissioner planning as the
spokesperson for communication.

3.3 Role Played by the LSGs

The LSGs’ presence was predominant
in the response measures taken by
the government. The State
government adopted a communitybased approach with the support and

headship of local governments
including Panchayats, Municipalities,
Municipal
Corporations,
etc.
Kudumbashree played an active role
in the implementation of various
30
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interventions across all the 14
districts. More than 3,33,000
volunteers were registered to offer
support for the State to fight the
pandemic. Each intervention was
planned and implemented as
operation mode under the leadership
of Ward members; squads were
formed and tasks were deliberated.
Special capacity building for the

Kudumbasree workers and Ward
members was arranged by the State
government through manuals and
electronic classes to prepare them
for the process. The powers at the
ground level were mostly entrusted
on the LSG bodies and closely
monitored by the District Collectors
at the mid-level and Chief Minister
himself at the top level.

The general responsibilities notified by the State government include:

Identification of people under homequarantine and ensuring food and supply
availability with the support of autoand taxi drivers.
LSGs were assigned to submit timelyreports to district collectors.
Community resource persons and youthclubs were engaged in ensuring food
delivery.
LSGs were assigned to devolve workto the elected representatives and other
officers with respect to ensuring foodsecurity interventions and food
distribution through Anganwadis.
Joint Labour Commissioners of Labour Commissionerate will beresponsible for
submitting reports related to issues faced by migrant workers.

3.4 Volunteerism

From the 2017 Ockhi cyclone and
2018 flood to the pandemic in 2020,
the volunteers in Kerala have played
a vital role in times of crises. To
formalise this arrangement, an order
(Annexure 8) was issued by the GoK
to form a social volunteer body
(Sannadhasena). The plan of the
volunteering body was announced by
Chief Minister Pinarayi Vijayan after
a review meeting on March 25, 2020.
The decision was to form a body
which consisted of volunteers
spread across Kerala from Kasargod

Figure 6: District-wise Distribution of
the Registered Volunteers in Kerala

Source: Sannadhasena
https://sannadhasena.kerala.gov.in
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to Thiruvananthapuram. According to
this order, there will be one
volunteer for every 100 citizens in
the State. So far, 3.5 lakh volunteers
have been registered across all
districts in Kerala. District-wise
distribution of the registered
volunteers is given in Figure 6.
Basic training was provided to all
those who were selected, to
confront challenges posed by nature
or any other vital threats faced by
the State. And the availability of
these volunteers was assured for
citizens at any time of the day. Any
person from the age of 16 to 65 with
sound health was eligible to be part
of the volunteer body. The only
restriction put forth was that this
person should not be a full-time
employee at any other organisation.
This volunteer group was trained by a
master training committee to guide
them through the rules and
regulations to be followed while
faced with challenging situations.
State-level Directorate, consisting
of the heads of the Fire & Safety,
Police department, State Disaster
Management Authority, Revenue
department, LSG department, NCC,
NSS and ORC acted as a steering
committee. Several steps were taken
up to carry out the training for the

volunteers. Initially, a master
training group was identified for this
purpose. The training structure,
pattern and the content were preapproved by the steering committee.
There were a total of 700 trainers in
Kerala with each district having 50
trainers. A minimum of 10 different
centres would be chosen in each
district where the training will take
place. Review of the performance of
each member was done according to
which there were rearrangements
based on their efficiency.
The programme is based on
volunteership and no form of
incentives are provided to the
members. There is a separate fund
allocation in the budget for this
directorate and all the expenses
related to the social services of this
volunteering body are disbursed from
this special fund. The volunteer
programme incorporates a scheme
wherein the students who are
volunteering for the same benefit by
receiving a certificate; these
certificates can be considered along
with their academic curriculum.
Interested candidates have to
register through an online portal, set
up by the Kerala State Disaster
Management Authority (KSDMA).
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CHAPTER 4

FINANCIAL INTERVENTION
To tide over the crisis, the State government
announced financial packages which covered
welfare pensions, loan assistance, arrear clearance
and employment assuarances.

Section
Snippets

Announced 20,000 Cr Stimulus Package
₹14,000 cr for clearing the arrears in different sectors
₹500 cr for health packages
₹2000 cr loans through Kudumbashree in the nature of
consumer loans for the COVID 19 affected
₹2000 cr for village employment assurance schemes
₹1320 cr for welfare pensions
₹100cr for providing 1000/- for BPL and Antyodaya families who
are not eligible for welfare pensions
₹100cr for providing free ration to both APL and BPL families

Deferred Salary of Government Employees
Released ordinance empowering the government to defer
6 days of salary of government employees for a period of
6 months

Requests by the State to Central
Government
Requested to use State Disaster Management Fund for relief
work
Requested to increase the State borrowing limit
Requested to enable CMDRF eligible for CSR funding
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4.1 The 20,000 crore Package

To tide over the crisis, the GoK had
announced a ₹ 20,000 crore stimulus
package on March 19, 2020 in hopes
of reviving the economy. This makes
the State the first in the country to
announce an economic package. A
total of ₹ 500 crore had been
exclusively set aside to support the
public health infrastructure. Apart
from this health package, the plan
presented by the Chief Minister
covered welfare pensions, loan
assistance, arrear clearances as well
as rural employment assurances.
₹ 14,000 crore had been allotted to
clear out all the pending arrears in
several sectors.
Implemented on the9 lines of the
‘Resurgent Kerala’ loan scheme
which was introduced after the
floods, the State government has
now facilitated ₹ 2,000 crore worth
loans to needy families. The
implementation of the Chief
Minister’s Helping Hands Loan
Scheme (CMHLS) will be through the
self-help group Kudumbashree’s
network, further expanding the
government's micro financing
window. Eligible beneficiaries
received a minimum of ₹ 5000 with
the banks charging 9 per cent
interest which is covered by the
government. The decision on the loan

Source: Hindustan times

scheme was taken in a meeting with
officials from the Kudumbashree
Mission, Cooperative department and
the State’s Bankers Committee. The
Kudumbashree official interviewed
stated that “since post-2018 floods,
loan scheme was successfully
implemented; the government has
confidence in this mechanism.
Moreover, Kudumbashree holds a
high rate of repayment.” The
government has notified that the
amount sanctioned by banks so far is
₹ 17,5711.02 lakh with 78.39 per
cent NHG (Neighbourhood Group)
included in the scheme.

9. Resurgent Kerala Loan Scheme was an interest-free loan facility for flood-affected families. As per the scheme, a maximum of ₹1
lakh was given to the applicant. The repayment period is fixed as 36–48 months. As per the eligibility criteria, the applicant should be a
member of the Kudumbashree Mission.
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The social welfare pension for the
month of April was distributed in
March itself to about 50 lakh people
across the State; for this early
disbursal of the two-month pension,
the government had allotted ₹ 1,320
crore. Those belonging to the below
poverty line (BPL) and Antyodaya,
who are not eligible for social
security pension, were given ₹ 1,000
each. The plan had earmarked ₹ 100
crore for the same. Another ₹ 2,000
crore was distributed as part of a
village employment guarantee
programme for the months of April
and May. As part of ensuring food
security for both APL and BPL
families, the government had
allotted ₹ 100 crore for 10 kg free
ration. These measures were
announced to boost the purchasing
power of the lower-income groups.
The government allowed a one-month
extension for the payment of water
and electricity bills. It also waived
off the ‘fitness’ charges for taxi and
auto drivers, who have been seeing
their incomes dry up alarmingly
during the lockdown. In the case of
buses, both stage and contract
carriers had their tax amount waived
off. Stage carriers were not required
to pay the tax for the month of April,
while contract carriers paid a lower
tax amount for the months April to
June. This waiver is estimated to

cost the State government ₹ 23.61
crore. The government announced
the establishment of a string of
1,000 low-cost hotels, providing
food at ₹ 20 across the State by
April. For the cinema industry, an
entertainment tax waiver was
declared.
Kerala Finance Minister Thomas
Isaac penned an article for
MoneyControl responding to the
numerous questions on the
implementability of the ₹ 20,000
crore package to revive the State
economy. The motivation behind this
package was to put money in the
hands of the people. With
employment and income declining,
the government decided to frontload
its annual borrowing. To battle the
resource crunch, the State availed
₹ 6,000 crore from the sanctioned
limit of ₹ 24,000 crore through open
market borrowings for the current
financial year. On April 7, the State
offered an interest rate of 8.96 per
cent for the amount availed for
State Development Loan for a period
of 15 years. The Finance Minister
also flagged the concern that the
State could be facing a financial
crisis by mid-2021 because of the
closure of its revenue and excise
streams, such as Bevcos, lotteries
and other businesses.
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4.2 MSME Package

To further resuscitate the economy,
on May 14, the State government
announced a special package of
₹ 3,434 crore aimed at reviving
micro, small and medium enterprises
(MSMEs). This financial package was
approved by the Cabinet and
implemented by the Industries
department. Under the package,
existing MSMEs were offered
interest exemption for additional
loans, Kerala State Industrial
Development Corporation Ltd
(KSIDC) and Kerala Industrial
Infrastructure
Development
Corporation (KINFRA) offered onetime settlement on loans and a six
month-extension on repayment of
loans and interest. Furthermore, the
announcement informed that KSIDC
will offer a moratorium on loans and
interest to all operating units for
three months without penal interest.
Additionally, KINFRA will also grant
MSMEs loans above ₹ 50 lakh.
To monitor the flow of benefits into
various sectors of the State
economy,
the
government
established a monitoring cell in the
Finance department headed by
Additional Chief Secretary (Finance)
with representatives of State Level
Bankers Committee (SLBC), Kerala

KEY FACTS
23.79 Lakh

Kerala's Estimated Number
of MSMEs (in lakh)

44.64 Lakh

Estimated Number of
Employees
Female: 13.77 Lakh
Male: 30.86 Lakh

Female
30.9%

Male
69.1%

Financial Corporation (KFC), Kerala
State Industrial Development
Corporation (KSIDC) and Kerala Bank
along with secretaries from
concerned
departments
like
Agriculture, Local Self Governing
Department (LSGD), Industries as
well as representatives from
industry associations such as
Confederation of Real Estate
Developers Association of India
(CREDAI). The purpose of this
committee is to monitor MSME, real
estate and other sectors’ access to
several schemes announced by the
State as well as the Union
government.
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CHAPTER 5

Section
Snippets

AWARENESS PROGRAMMES

Kerala's COVID-19 response
had a robust
participation of Private media supplementing
Government's awareness campaign.

Break the Chain

Daily Press Briefing

To create awareness among the general

Press briefings were held on

public about the necessity of washing hands

daily basis either by the Chief

in frequent intervals. The responsibility was

minister or the health minister

entrusted upon the LSG bodies

of the State in which all the

Taking actions to discourage crowding at

details regarding the pandemic,

public places, ensuring availability of

measures taken by the

sanitisrs at ATMs etc were part of the

government, directions for

campaign

various authorities etc were
announced.

DISHA Helpline

Technological Interventions

A group of trained professionals,
social workers and counsellors were
entrusted with the responsibility of

A webiste "dashboard.kerala.gov.in"

helping the people in clearing doubts

was released in which all data

on COVID-19 related issues

regarding the COVID-19 was included
Launched mobile application to

Use of Social Media

increase the awareness and release
real time data to people to prevent the

The government used social media for

spread of fake news

effective information dissemination
and spreading awareness among the

Transmedia Storytelling

general public. The social media
handles of allmost all the authorities

Usage of multiple platforms

were used for this

to disseminate important

Role of Private Media

information
This helped in conveying the

News media concentrated on conveying

message to a wide range of

credible information and drew the

population. Video released

attention of the State government

by Kerala police towards

towards the unnoticed issues and

creating awareness about

ensured maximum inclusivity

washing hands is an example
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The State adopted a multi-pronged
strategy to spread awareness among
the general public on different
aspects of the pandemic and the
safety measures to be adopted for
controlling the spread of the
disease. This includes the daily
press briefing by the Chief Minister
of the State and rolling out a mobile
application which disseminates realtime data about the pandemic.
Kerala was the only State in India
that held and continues to hold a
daily press briefing led by the Chief
Minister of the State in which
various data regarding the pandemic
are shared and the measures the
State is going to adopt in response
to the problem are announced. A
district-wise division of the number
of cases (infected, recovered and
deceased), number of hotspots per
district, the status of a particular
district (red, orange or green zone),
directions for the district
authorities, changes in the prevailing
norms, if any, are announced during
these press briefings.
Together with that, a dashboard was
also published during this time in
which all the data related to COVID19 such as the daily number of
infections,
active
cases,
recovered cases, mortality, etc are

made available to the general public.
GoK Direct mobile application
launched by the Kerala government
was another such measure aiming to
increase awareness among the public
and to release real-time data to
people which can also help in curbing
the spread of fake news. The
application was released in March
which can be downloaded and used
via smartphones. Along with that,
there is a facility to get the
information as text messages for
ordinary phone users. The app will
include
news,
government
notifications, helpline members,
quarantine protocols, advice to
visitors and awareness to travellers.
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5.1 DISHA (Direct Intervention System for Health
Awareness) Helpline Number

DISHA is a joint venture launched by
National Health Mission (NHM) and
Department of Health and Family
Welfare in 2013 to provide guidance
and counselling on physical and
mental health problems. It acts as a
helpline number during issues such
as an epidemic outbreak or a
calamity as in the case of Nipah
outbreak or the floods. Generally,
DISHA works in two shifts with five
or six staff at a time and the
collected data is entered into the
system which is accessible to the
whole team and the Health
departments of various districts.
As the COVID-19 infection started
spreading in the State from the first
week of March, DISHA increased the
number of staff considerably and
started to work in three shifts. The
available data shows that the
number of calls they received during

a day showed a drastic increase
during this period. The members of
DISHA are mostly trained
professionals, social workers and
counsellors who were entrusted with
the responsibility of helping the
people in clearing doubts on COVID19 related issues. Describing the
procedures at the airport, steps to
be taken and details regarding the
authorities to be informed were
some of the major topics they were
dealing with. Further, they passed
information regarding the persons
arriving from COVID-19 infected
areas to the concerned Health
departments. Other than COVID-19
related matters, they also helped
people with their doubts on travel
restrictions, concerns on health and
even the dissatisfaction on the
government mechanism were also
dealt up to an extent by DISHA.

5.2 LSG Bodies’ Role in Awareness Programmes

As per the order from the LSG
department dated March 20, 2020 all
the LSG bodies were instructed to
work along with the Health
department in the following
activities:
The local bodies are given the charge
of running awareness programmes in
the society according to the

instructions given by the Health
department. Awareness on subjects
like reasons for the spread of the
disease, response measures to be
adopted, the relevance of containing
the spread of the disease, etc are to
be undertaken by the local bodies. It
is also mentioned that the following
categories of the population have to
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be given more attention in the due
process.
1. Elderly and other vulnerable
sections of people
2. Scheduled castes and Scheduled
tribes who reside in colonies
3. Inhabitants of the coastal area
4. Slum-dwellers
5. Inhabitants in care homes
6. MGNREGA labourers
7. Kudumbasree members
8. Migrant workers ( Guest workers
as they are called in the State)
Further, the responsibility to create
awareness about the “Break the
Chain” campaign launched by the
government was also entrusted upon
the LSG bodies. They were given
instructions to ensure the following
as part of effectively implementing

‘Break the Chain’ physical distancing
campaign.
1. Create awareness among the
public about the necessity of
washing hands in frequent
intervals using sanitiser/hand
wash/soap.
2. Take actions to discourage the
crowding of people in public
spaces such as auditoriums,
markets, etc.
3. Create awareness among taxi
drivers, newspaper and milk
distributors.
4. Ensuring the availability of
sanitisers in ATM counters and in
lifts.
5. Ensuring the availability of
personal protection equipment
such as masks and sanitisers.

5.3 Use of Media

Kerala had already witnessed the
efficient use of social media and
visual media during the two
consecutive floods in 2018 and
2019, and during the Nipah outbreak
in 2018. Different media sources
were used to spread awareness,
curbing the fake news and for
disseminating relevant and real time
data to the public. The social media
handles of almost all the authorities
ranging from the Chief Minister to

the heads of the local bodies played
an active role in this. Together with
that, advertisements for government
awareness campaigns were published
through print and visual media to
ensure
maximum
awareness
outreach. Artists and different
organisations have taken up the
challenge and made use of walls,
roads and fencing walls which were
free to picturise images that will
help in awareness generation.

5.3.1 Transmedia Storytelling

The method used by Kerala to
successively disseminate healthrelated information is by effectively

using traditional and new media. This
usage of multiple platforms to
disseminate particular information
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way to wash hands. During the
course from March to May, the Kerala
Police media cell has come up with
awareness videos, talks and even
songs.
Awareness about the situation and
the necessity of following the
guidelines was created through trolls
and memes which were shared by
many of the official social media
handles. Again, the official Facebook
handle of Kerala Police is an example
as it is one of the most followed
Police department Facebook pages
across the world with around 1.4
million followers. One of the major
advantages of using this approach in
spreading awareness is its wider
reach compared to the other media

to the general public to create
awareness among them is called
transmedia storytelling. Apart from
print
and
digital
media,
announcements
in
different
languages like Hindi and Bengali in
areas having high migrant
populations were used. Transmedia
storytelling includes the creation of
such content that has the potential
to deal with a wide variety of
population. In this perspective, a
notable initiative has been done by
the Kerala Police department to
create awareness about the
importance of washing hands. A
video which was created by the
Kerala Police Media Cell where a
group of policemen dancing to the
beat of a very popular Malayalam
song by demonstrating the correct

5.3.2 Involvement of Private Media

The active involvement of the media
—both print and television—in the
State during the time of the crisis
should not be undermined. From the
2018 floods to the current COVID-19
outbreak, most of the media houses
in Kerala followed the path of
constructive journalism in the face
of crisis. Kerala with its high literacy
and the peculiar socio-political
atmosphere is one of the highest
news consuming societies in India
and the news media plays a vital role
in shaping public perception. The
Malayalam news media mostly
focused
on
solution-based
journalism in the face of all

these crises and concentrated on
conveying credible information to
the public. Many of the interventions
done by the media played a critical
role in drawing the attention of the
State government towards unnoticed
issues.
Separate news sessions were
conducted by many of the media
houses to find out the fake
information spreading in the social
media and to bring out the reality
behind such information. The
increased real-time coverage of the
situation from critical locations
brought out the social realities
rather than news snippets with
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Communication strategies adopted by the government have been consistent with
the WHO outbreak risk communication steps mentioned in the handbook Managing
Epidemics, 2018. It presented three main strands involved in outbreak risk
communication, namely

Talk:

Authorities to relay accurate information using
Mass Media Channels.

Listen: Authorities, responders and experts must

quickly assess the fears, concerns and
perception of the people.

Managing Responders should find ways to curb rumours
Rumours: and misinformation.

preconceived editorial policies.
Added to that, the media houses
played a vital role in the
dissemination of information from
the authorities and building
awareness among the general public.
We could also witness a scenario of
news channels running parallel
helpline numbers where the public
could raise their concerns which also

helped the State government to
bridge many gaps.
Kerala’s strategies have attempted
to fulfil all the communication
checklists that an outbreak risk
communication necessitates. Thus
far, it has been able to establish
strong lines of communication and
dialogues with the citizenry.
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CHAPTER 6

THE RESURGENCE

Source: Gulf News

The following chapter sheds light on the current developments in the State
around COVID-19. Owing to the dynamicity of the situation, the chapter is
limited to providing information on the present state of affairs. It is included
only for the purpose of maintaining continuity. A limited assessment only is
done for this stage as the authors of the report believe it is too early for an
assessment.
While Kerala received much praise for the organised efforts against COVID19 in the second wave, it is now faced with a challenging task to contain the
surge that the State is witnessing of late. The third wave of COVID-19
infection started on May 8, 2020 and it is ongoing at the time of writing this
report.
Since May 7, India has been undertaking one of the world's largest
repatriation operations called the Vande Bharat Mission to bring NonResident Indians (NRIs) to India. In the first two months, as many as 5,03,990
stranded Indians returned to India as reported by the Ministry of External
Affairs (MEA) on July 3. The largest number of stranded Indians who returned
by the Vande Bharat Mission flights is from the UAE at 57,305, followed by
Kuwait, Qatar, Oman, Saudi Arabia and the US. The Gulf region
particularly has been confronted with a twin shock of the pandemic and oil
crisis hitting its economy. This has also resulted in the exodus of many Indian
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diaspora from their host countries.
Nearly 94,085 stranded Indians have
returned to Kerala through
repatriation flights in the first two
months. With that, the State has
been the biggest beneficiary of the
mission so far.
The Union government lifted its
nationwide lockdown and introduced
conditional relaxations starting from
May 4, 2020. By early June, the
Ministry of Home Affairs (MHA)
issued guidelines on reopening India
with the objective of restarting the
economy. The inter-state travel
restrictions were also lifted in the
Unlock phase. Many NRKs from other
Indian States started returning to
Kerala. With the Unlock 1.0, Kerala
also opened the markets and
shopping centres as per the
guidelines issued by the MHA, GoI.
This increased the chances of mass
contact and the public failed to
maintain social distancing as
advised. A sudden change in the
status quo maintained for a month
was challenged in a few days with
the onset of Unlock 1.0.
Complacency was also set in during
this period, possibly due to the early
success tasted by the State in the
first two phases. Along with this, the
testing strategy was not revised for
quite sometime till the numbers
started peaking in the third phase,
which was clearly not reflecting the
global experience as per the media
reports.

The Chief Minister of the State in his
daily press briefing on July 21, 2020
announced that a total of 6,20,462
NRKs have arrived in the State from
other Indian States and countries
after the relaxation in the lockdown.
There are many porous routes along
the Kerala-Tamil Nadu and KeralaKarnataka borders where people can
enter; such travellers slip through
the screening processes of the
State, resulting in difficulty in
tracking and tracing if any already
COVID positive tested patients had
chosen these unofficial routes.
The flattened curve of COVID in Kerala
was hit with the inflow of the NRKs.
With the lockdown completely lifted
from May 31, the State has been
witnessing a steady increase in the
number of positive cases. As on
August 11, 2020 the cumulative
number of confirmed cases in the
State is 35,515; and active cases are
12,737, with an overall death of 115.
Starting from June to this date
(August 11), the State has seen a
huge drift in the source of COVID
infection. Currently, the spread of
COVID through local contact is at
61.61 per cent while the import case
stands at 38 per cent. With daily
cases breaching the 1000 mark and
increasing cases of local spread,
experts are now pointing out the fault
lines in the Kerala Model of COVID-19
containment strategy since the
strategy adopted all the while has
been through its experience of dealing
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Figure 7: COVID-19 Statistics of Kerala as on August 11, 2020

with the Nipah outbreak. However,
the epidemiology of Nipah and
COVID-19 is different and this has
not been accounted for in the
handling of COVID-19.
Some of the decisions taken by the
GoK have come under severe
criticism from the general public.
The government conducted two
public examinations during this
period. The 10th and 12th standard
board examinations were conducted
during the last week of May. During
this time, Kerala had 670 active
cases and 61 confirmed cases. Over
10 lakh students across the State
attended the SSLC and Higher
Secondary Examinations, which
received accolades from various
circles as all the students who
attended the examinations turned
negative. Large-scale arrangements

were made to ensure social
distancing among the students,
travel facilities for them,
disinfecting the class rooms and so
on. Even a separate team of
teachers was entrusted with the
duty of scanning students using
thermal scanners and those having
higher temperature were made to sit
in separate rooms for writing exams.
Two months later in July, as the
situation turned grimmer with a daily
rise in the number of local cases, the
Kerala Engineering Architecture
Medical
(KEAM)
entrance
examination was conducted with the
participation of around 1 lakh
students. The KEAM Entrance
examination was held on July 16,
2020. At the time, the confirmed
cases stood at 9553. Special test
centres were opened in the
45

KERALA MODEL OF RESPONSE TO COVID-19

parents and various organisations.
Amidst the surge in case, Kerala also
witnessed mass protests across the
State held by the opposition parties
in the recent context of Goldsmuggling case. The protests saw
participation by a large number of
party workers; news media have
reported instances of violating
physical
distancing
norms.
Subsequently, the High Court of
Kerala gave an order on a plea
seeking to prevent public protests
and huge gatherings throughout the
State, violating the COVID-19
Protocols.

containment zones for students
inside the zone to attend the test
without moving out from the
containment
zone.
Special
arrangements were also made for
students who were under quarantine
or those who came from red zones.
But the ground report says that
social distancing norms were
violated at some test centres. The
reports of participants and parents
crowding at a test centre in
Thiruvananthapuram raised much
criticism. Around five students who
attended the test turned out to be
COVID-19 positive. The decisions on
conducting examinations came under
criticism from the opposition,

6.1 Community Transmission

A spurt in unknown cases of
infection was observed in the
coastal
hamlets
of
Thiruvananthapuram District in
Kerala which signalled that the
infection is established in the
community. On July 17, Kerala

became the first State in the
country to declare a community
transmission in the coastal regions
of Poonthura and Pulluvila in
Thiruvananthapuram. The GoK
announced a few measures in
response to the rising cases.

6.1.1 Additional Measures Taken by the State

6.1.1.1 Guideline on Testing and
Isolation

The primary objective was to find out
the positive cases and to isolate
them at the earliest to prevent
further transmission of the disease.
A two-prong strategy was adopted
1. All symptomatic individuals were
tested using antigen testing
methods. Those tested positive

With the detection of large
community clusters in the coastal
villages of Thiruvananthapuram,
specific testing and isolating
strategy was brought in as per the
guideline released on July 18, 2020.
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1. were managed as per the
protocols, while those who tested
negative in antigen tests were
retested using RT-PCR method for
confirmation.
2. Strategy 2 included testing of the
vulnerable sections in the
community clusters, with or
without symptoms with an
objective to prevent mortality
and severe morbidity. They are
tested using antigen testing
methods. In case the tests come
negative, they are advised to
undergo reverse quarantine and
get tested again even at the
onset of mild symptoms.

6.1.1.2
Discharge
Adopted by the State

by the Ministry of Health and Family
Welfare (MoHFW), GoI. According to
the MoHFW guideline, all the
patients except the severe cases
can be discharged after 10 days of
symptom onset without conducting
any test.

6.1.1.3 Roping in the Private
Sector

The achievements made by Kerala in
health ranking is equally attributable
to the Private hospitals in the State.
The healthcare facilities in the
private sector surpass the facilities
in the government hospitals of
Kerala. At a time when the public
healthcare system is at a risk of
being overwhelmed, engaging the
private sector has become a
necessary course of action. The
Kerala government, in a shift in
policy, decided that people who test
positive have the choice to go to a
private healthcare institution.
However, there is an air of
scepticism
among
private
institutions about the government
meddling with the price structure.
The State has also augmented the
testing facilities by engaging private
sectors. As on July 5, 2020, the
State has 44 testing facilities
including laboratories from the
private sector which carry out
different types of tests.

Policy

With a looming fear of the public
health system being overwhelmed,
the State revised some of its
guidelines to avoid operational
delay. In the first and second waves,
the GoK followed the guideline of
having two RT-PCR tests to turn
negative for patients’ discharge.
This was amended in the government
order dated July 21, 2020, where
asymptomatic COVID-19 patients can
be discharged from hospitals if one
antigen test result turns negative
after 10 days from the date of
testing positive. The protocol
followed by Kerala has been
different from the guideline issued
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CHAPTER 7

EVALUATION FRAMEWORK

Source: inshort.com

For the purpose of evaluation and assessment, a tabular representation of
interventions was designed to consolidate the State’s interventions (Table
2) in a structured format and understand the involvement of the various
stakeholders to tackle the crisis. The framework enlists all the government
interventions and institutional structures into a tabular format. Based on the
replicability, we categorised the actions into immediate, medium-term and
long-term. In this study, the immediate actions are those interventions that
can be suitably carried out in a span of one month since the emergence of
the outbreak. Medium-term actions can be carried out between two to three
months. One caveat in the use of these nomenclatures is that some of the
interventions that were immediately implemented in Kerala may not
necessarily be replicable for all States. It varies from State to State
depending on their institutional capacity.
The interventions are graded in blue shades to indicate the extent of
replicability. Lighter shades represent immediate and medium-term that can
be scaled up or remodelled for States to implement. The darker shade of
blue represents measures that require a strong institutional network. They
are generally long-term in nature. The rows highlight the various
interventions that are clubbed together under the umbrella categories
namely, health interventions, multi-sectoral interventions and communication
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strategies. The columns list the
stakeholders engaged in response
operations and are clubbed together
under the umbrella categories
namely,
Departments,
Organisations/Bodies/Members, NonGovernmental entities and legal
actions. The cells in the matrix
either have a tick symbol or no
symbol depending on the
involvement of the relevant
stakeholder in the execution of a
particular intervention.
The cumulative ticks in a row give us
an insight into the interdepartmental coordination (if any) in
executing an intervention. The
cumulative ticks in a column
highlight
the
number
of
interventions
a
particular
stakeholder is involved in, giving us
a holistic view of the extent of the
participation of stakeholders.
It is observed that the response

mechanism of Kerala presented a
cross-sectoral
and
crossorganisational collective action. It
garnered collective effort, from the
grassroots level right through to
top-down legislative actions. As
evident from the evaluation matrix,
the LSG bodies and Kudumbashree
have played a major role in all areas
of the State’s response to the
COVID-19
pandemic.
This
decentralised system has its roots
in the people-centric governance
model adopted by the ruling
dispensations over the years and the
socio-political environment that
exists, which is very much intrinsic
to the State. Even though many
factors are State-specific, there are
measures/interventions made by
Kerala during this period that can be
remodelled to suit the socio-political
and economic setting of other
States.
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Table 2: Evaluation Framework
Departments
Health LSG

PWD Revenue Police Labour Finance

Organisation/Bodies/Members
Civil
General
Information Kudumba- ASHA
Local
Supplies Administration & PR
shree
workers bodies

Early Screening and
Qurantining of
Travellers
Contact Tracing
Route Mapping
Kerala Epidemic
Disease Ordinance

Health
Risk-based Treatment
Interventions
Psychosocial Support
Home Quarantine
Community Kitchen
Effective
Quarantining
Mechanism
Universal Ration
Volunteer Support
Force
Integrated Supply

Multisectoral Chain
Intervention Migrant Worker
Rehabilitation
Financial Package
Janakeeya hotels
Awareness Campaigns

Communication
Strategies

Efficient use of
private/social media
Daily Press Briefing
Media Cell
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Non-Governmental
Agencies

Legal Actions

PHC/CHC/
Registered Private Media : NGOs/ Social Government
Notification Guideline Acts Circular
TH/GH/MCH volunteers Print and Visual CSOs
Media Order
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7.1 Best Practices from the Kerala Model of
Response to COVID-19
7.1.1. Immediate Actions

7.1.1.1 Early Risk Assessment

set the course for a constantly
evolving public health crisis. Kerala
was largely efficient in its swift and
methodical response to the
anticipated
challenges.
The
immediate actions of rapid and mass
testing, strict contact tracing,
transparent and timely publication of
route
maps, surveillance of
incoming passengers into the State
via air or railways, home surveillance
of
quarantined
households,
publication of quarantine guidelines
and their stringent compliance
ascertained by the urban local
bodies and Anganwadi workers were
crucial in curbing the spread of the
deadly virus and setting a solid
foundation for future containment
measures.
The immediate actions undertaken by
the government need to be bold and
target suppression of the disease
combined with mitigation measures.
These decisive steps ensured that
the capacity of the healthcare
system was preserved and the
mechanism to effectively tackle the
transmission of the virus was wellestablished.

Pandemics can have disastrous
consequences for society as a
whole. It is crucial to prepare for and
mitigate the impacts of disease
outbreaks and for this a careful riskbased approach is vital to check the
preparedness of a State. Initial
studies on any epidemic disease
outbreak are characterised by a lack
of
well-rounded
knowledge.
Therefore, it is necessary for the
States to prepare for the worst-case
scenario. Kerala sprang into action
as on a war foot and put a
comprehensive plan in place much
before the WHO declared COVID as a
Public Emergency.
Kerala issued an addendum on
testing and quarantining as early as
January 5, 2020. It also formed a
response committee and issued
guidelines on screening, ensuring
preparedness of the State systems
in the worst-case scenario. This
proactiveness gave Kerala the
advantage to contain the first case
(reported on January 30, 2020)
within its boundaries.

7.1.1.2 Testing, Tracing,
Surveillance and Quarantine

7.1.1.3 Health Care Management
The ability to act, execute and

The initial containment strategy can
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the grassroots about the disease
and urge them to adopt preventive
measures. Such volunteers help in
building a positive view of the
response measures by underscoring
schemes and exhibiting their
transparency. Studies show that
citizens who participate in
awareness programmes end up using
preventive measures much more than
those who do not.

establish clinical protocols is
necessary for a rapidly evolving
environment. As an immediate
action, Kerala constituted medical
boards in all medical colleges and
Government hospitals on February 2.
The boards, consisting of experts,
were entrusted to set protocols on
patient
management.
This
established a standard healthcare
management system at the local
level. The State also expanded
access to care and attempted to
meet the critical surge in demand for
PPEs and sanitisers by engaging
multiple agencies like KMSCL. Upon
realising the shortage caused due to
supply chain disruption, it entrusted
Kerala
State
Drugs
and
Pharmaceutical
to
produce
sanitisers on a large scale and
directed textile corporations on
sourcing raw materials locally.

7.1.1.5 Diverse Communication
Strategies to Create Awareness

Studies highlight that trust in the
government can determine the
success of crisis response and
behavioural insights indicate that
the communications strategy in
public health crises plays a critical
role in determining this.
The Chief Minister of the State
addresses citizens for one hour daily
and a bulletin is released daily on the
official website of the Kerala
government to apprise citizens and
empower them regularly with correct
information. These strategies have
been consistent with the WHO
guidelines on outbreak risk
communication.
The media outreach campaign of the
State played a key role in making
citizens aware of the ground-level
situation by reaching every citizen,
bringing awareness and conveying
correct information about the crisis.
Kerala has a vibrant local media and
the State government utilised

7.1.1.4 Fostering Knowledge
and Awareness

The spread of COVID-19 requires a
broad response that goes beyond
tertiary medical care and
incorporates preventive care. In
Kerala, pre-existing community
networks were used extensively to
kindle
awareness
through
programmes like ‘Break the Chain’,
online quizzes and a comprehensive
guide on information about the
disease. NGOs, Kudumbashree
volunteers and LSG institutions were
deployed as part of outreach
programmes to educate people at
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Radio, TV and Newspapers to convey
correct information and update
citizens. Besides print and visual
media, announcements were also

made in Hindi and Bengali
considering the 10 per cent migrant
population in Kerala.

7.1.2. Medium-term Actions

7.1.2.1 Leveraging Local
Networks

the need for more workforce, a
volunteering body was announced on
March 25, 2020. The decision was to
form a volunteer force covering the
length and breadth of Kerala and
engaging them in response
measures. More than 3,00,000
volunteers registered to assist
government in the fight against
COVID-19. Volunteers were deployed
for feedback and outreach activities.
This has not only assured people of
continued support but also invoked a
sense of camaraderie and conformity
to guidelines. These timely and
multi-pronged initiatives are crucial
to build a resilient and cooperative
community at the microscopic level.

Kerala was successful in following a
community-based approach under
the stewardship of local
governments and the leadership of
village Panchayats, Municipalities
and Municipal Corporations were
instated. Local networks such as
ASHA, Kudumbashree and Angawadi
workers were closely involved in
ensuring that the government
services reach people at the
grassroots level. Through these
networks, the State could also
deliver medicines to patients on
palliative care and those with NCD.
Kudumbashree workers were also
engaged in producing masks and
sanitisers to address shortages in
supplies. Recognising the local
community as part of the solution
can play a paramount role in
improving resilience during largescale disease outbreaks.

7.1.2.3 Engaging Academia and
Non-governmental Actors

Kerala was also able to engage
teams of private professionals and
volunteers from multidisciplinary
backgrounds in developing a holistic
tool for tracking, telemedicine,
medicine
delivery
network,
ambulance network, knowledge and
awareness,
and
volunteer
management. To ensure smooth
delivery of food supplies, the State
partnered with IITM Kozhikode to

7.1.2.2 Expanding Capacity
through Volunteer Force

Kerala was able to capitalise on the
strength of its volunteer force
during the pandemic. Recognising
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devise a supply chain management
system. This allowed for a private
engagement in problem-solving and
in identifying and fulfilling the needs
of the society at the grassroots
level.

needs of the destitute were
established. The government roped
in LSG institutions to rehabilitate
the destitute and the homeless by
opening up community kitchens and
Kudambashree hotels that were
accessible to every citizen and
served thousands of meals daily.
Recognising that the widespread
lockdown, uncertainty of infection,
circulation of mass information on
the disease, and health and financial
worries can cause mass hysteria and
stress, the State also made
provisions to establish a helpline for
counselling to face the unfolding
crisis. Some of these measures had
the engagement of LSG and
Kudumbashree network which
accelerated
the
operations.
However, these measures can be
undertaken by remodelling as per
each State’s institutional strengths
and contextual advantages.

7.1.2.4 Leaving No One Behind

Kerala was one among the few
States to call for a lockdown.
Following its announcement, the
State mapped the vulnerable
stakeholders such as the migrant
labourers, elderly, gig-economy
workers, homeless and the destitute
and ensured their survival through
the following measures.
i. Universal Ration
ii. Destitute Rehabilitation
iii. Migrant Rehabilitation
iv. Psycho-social support
Temporary mobile shelters equipped
with a community kitchen to cater to
the food and clean drinking water

7.1.3 Building Long-term Institutional Capacity from the Grassroots

Effective leadership at State level is
important to effectively deliver the
needs of the people, but if the
institutions on the ground are not
robust, executions directed from the
top will be futile.Institutional
capacity shapes the outcomes of
society and the prevailing
environment. Kerala had a response
team at every level. Its institutional
arrangements were able to quickly
respond to the emerging challenges

around COVID-19. The reason Kerala
could mobilise the grassroots
community is attributable to the
sustained people-centric planning.
Strengthening institutions and
capacity building have been a focus
of Kerala since the inception of the
State. The present crisis responses
have underscored the advantages of
building social institutions for public
action.
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7.1.3.1 Localised Leadership

system, a three-tier system of selfgovernance was established. This
approach to decentralisation since
the mid-1990s led to the formation
of an efficient institutional
mechanism for effective governance
from the top to the root.

One of the features that distinguish
Kerala from other Indian States is its
relatively
well-functioning
decentralised system. The 73rd and
74th amendments of the
Constitution in 1993 gave impetus
to the State to carry out the reforms
in the area of decentralisation at
both urban and rural levels. In Kerala,
LSGs are meaningfully empowered
through administrative powers and
transfer of resources.
Kerala’s decentralisation story has
not just been about devolution. In
1997, the government took initiative
of transferring power, finance and
expertise to LSG institutions to
execute developmental operations at
the grass roots. It aimed at making
people participate in day-to-day
governance and planning. A notable
aspect is the fiscal decentralisation,
where 40 per cent of the State’s
annual plan outlay is allotted to the
local governments directly.
The LSG bodies are entrusted with a
crucial role in preparing projects and
plans that lead to local economic
development and social justice.
Since 1996, local bodies are playing
a participatory approach in the
planning and implementation of the
local development plans. The
programme was launched under the
name of ‘People’s Campaign for
Participatory Planning’ also called
People’s Plan, during the tenure of
the ninth five-year plan. Under this

7.1.3.2. Kudumbashree

One crucial outcome of the
democratic decentralisation and the
People’s Plan process was the
Kudumbashree mission—a poverty
eradication and women empowerment
mission launched in 1998. The
gender dimension that had been built
into the planning process, along with
the Women Component Plan (WCP)
contributed to the Kudumbashree
idea. Gender as a theme became
significant in the planning process in
the context of reserving one-third of
the seats and offices in the LSG
bodies to women. This made the local
governments across the State to
think about the concerns of women
and ways to improve their status,
which in turn led to the introduction
of WCP as an integral part of local
government-level development plans
in both urban and rural areas. The
State government made it mandatory
for local government institutions to
earmark 10 per cent of their annual
plan funds exclusively for women’s
projects from the second year of the
ninth five-year plan.
From running community kitchens to
conducting awareness programmes
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at
the
grassroots
level,
Kudumbashree has played a
significant role in many of the
State’s interventions for containing
the pandemic. Kerala has been able
to design and strengthen the
capacity of such institutions that
are adaptable in response to
unexpected shocks.

promotive and rehabilitative health
interventions—played a crucial role
in transforming PHCs. Another
important institutional mechanism
that proved effective during the
pandemic was the State’s initiative
called DISHA to provide guidance,
counselling and information on
physical and mental health issues. It
acts as a helpline during an outbreak
or calamity. It also has “Dial a
Doctor’ service that helps people in
seeking advice from doctors
telephonically. With the outbreak of
coronavirus, they have been actively
engaged in helping the public. The
State continues to rely on DISHA in
its battle against COVID-19.

7.1.3.3 Public Health Network

Kerala’s model is incomplete without
the mention of its robust public
health system. The State has been a
consistent outlier projecting better
health outcomes in a number of
areas compared to other Indian
States. The gains in healthcare are
attributed to the strong emphasis
the ruling governments have laid on
public health and PHCs. Consequent
to the People’s Plan Campaign, the
State government decentralised
governance in all sectors including
Health. Under the new system, the
PHCs and sub-centres were brought
under the jurisdiction of the villages
to closely monitor and respond to
local
health
needs.
This
decentralisation has resulted in
medical
professionals
and
community members working
together to bring facilities to
address the community’s evolving
health priorities.
Over the years, Kerala strengthened
its primary healthcare through
incremental changes. The Aardram
mission—aimed at giving preventive,

7.1.3.4 Education and Social
Dividends

People’s cooperation during the
pandemic has been wellacknowledged by the State in its
efforts to contain the disease.
Kerala’s success in creating
awareness among the public has its
roots in the early investments the
State made in the education sector.
It prioritised Education much before
the furore of Right to Education
caught the rest of India. With a vast
IT infrastructure and high digital
penetration, the State could
generate digital awareness among
its citizenry.
In sum, many of Kerala’s outcomes
are a result of consistent planning.
For establishing a strong
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institutional
network,
sound
administrative frameworks and
legislations coupled with grassroots
mobilisation are imperative. These

forward-looking arrangements have
significantly contributed to the
State’s response and outcomes
around COVID-19.
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CHAPTER 8

OVERALL ASSESSMENT OF
KERALA’S RESPONSE

Source:onmanorama

The response of the Kerala government is interdependent with many factors
such as policies of the past having a bearing on the present actions, the
contextual setting including the prevailing environment, its cultural and
social fabric, etc. With COVID-19, Kerala had a strong institutional memory
built from the past that guided its present decisions. It had experiences to
draw on from the Nipah episode; additionally, the State’s early and sustained
investments on social sectors like public health, education, decentralised
governance and community participation also enabled Kerala to tailor its
responses by leveraging its contextual advantage.
The much-acclaimed Kerala response had one additional factor that
supplemented its containment efforts—the interstate mobility restrictions
induced by the nationwide lockdown. The challenge at hand was, therefore,
less daunting given that nationwide lockdown overlapped with the State's
response mechanisms, creating a favourable setting for effective
containment. The State’s strong institutional apparatus coupled with its
coordinated actions helped in flattening the curve in the initial two phases.
Subsequently, the government opened up the economy in a phased manner,
with the objective to revive the stressed economy.
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The third wave hit the flattened
curve of COVID in Kerala with the
return of NRKs and residents from
other States. The gradual opening up
of the economy coincided with the
return of expatriates in large
numbers, leading to a surge in cases
with very little signs of respite in
the immediate future. By the end of
June, Sentinel Surveillance indicated

community transmission in the
coastal regions of Kerala. While the
interventions of Kerala have many
elements of success to boast of, it
is also necessary to be mindful of
the limitations of the State. On
assessing the overall response,
there are a few identified
improvements that can be practised
for better outcomes.

8.1 Narratives that Influence People's Perception

The briefings, guidelines and
interventions rolled out in the
second wave underscored the
vulnerability of certain categories of
people. Kerala set four priority
groups identified as vulnerable to
the disease namely, the frontline
workers, the elderly, those with
comorbidities and pregnant women.
These messages, however, influence
the public's risk perception and risk
reduction responses during a health
emergency like COVID-19. It is
problematic if a larger section of the
society falls outside these defined
groups, carrying a perception that it
affects only the elderly and those
with comorbidities. The subsequent
relaxation in the economy combined
with a premature celebration of
Kerala’s success further added to
this sense of complacency. Given

that the nature and the impact of
the virus are still under discovery,
any narrative that builds a spirit of
complacency among people is just as
dangerous to society.
The messaging and narratives need
to be inclusive of all people. Kerala,
given its density, cannot ‘reverse
quarantine’
its
‘vulnerable
population’. Messages, narratives
and actions are important
components that shape the
understanding of risk among the
people. A right communication of risk
is vital in persuading people to
cooperate in times of crisis. It
requires coordinated efforts from
everyone, regardless of age, in
managing the pandemic; and the
message needs to be clear and
inclusive.
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8.2 Testing Oddity

Testing strategies are central to
control the contagion of any
outbreak. A suppression of infection
essentially requires the Test-TrackTreat Strategy. Kerala’s test rate
has been well above the national
average with a cumulative TPR of 2.6
per cent as of July. However, some
factors eclipse the accurate picture
of the testing in Kerala.
In Kerala, samples are taken from
symptomatic persons which come
under Routine Samples sent.
Besides, samples are also taken from
priority groups defined earlier. Total
samples tested are the sum of all
including repeated samples taken
from the same person. Unlike the
guideline proposed by Centre’s
MoFW, Kerala discharges a patient
after a mandated antigen test
turning negative. In case a patient
tests positive again, retests will be
performed every alternate day until
the results come negative for
discharge. While this is a good
practice that ensures patients are
fully recovered, it also increases the
testing figures significantly. The
testing figures, therefore, may not
present a correct picture of the
situation as it potentially leaves out
many undetected cases.
The daily TPR figure has climbed to
4.6 per cent in the last week of July

indicating undetected cases.
Kerala’s testing has been largely
focussed on returnees and their
contacts. Therefore, the projections
are based on the data obtained
through the surveillance of imported
cases and their contacts. With the
local transmission taking a large
share of total cases of late, there is
a need to reconsider the surveillance
strategy of Kerala. An additional
concern is regarding the efficiency
of antigen testing that is widely
used for detecting community
transmission. While a positive
antigen test is considered accurate,
there is an increased chance of
false-negative results under this
procedure which may result in the
further spread of infection to
others. There is no data available in
the public domain to study the
accuracy of all the tests conducted
in Kerala.To get a clear picture of the
test numbers and the accuracy of
the tests’ result, GoK should
consider making the data more
specific. Firstly, the testing figures
should project details of the number
of retests performed in a day.
Secondly, the bifurcation of types of
tests conducted and the number of
tests turning positive/negative
under each type of test.
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8.3 Use of IT Platforms

Kerala deployed tech-driven services
to accelerate its healthcare planning
and
response
mechanism.
Contracting with private entities for
procurement of services is
inevitable for every modern state
and its sub-national agencies to
deliver the public functions. One
such contractual arrangement was
between the State government’s IT
division and a US-based tech
company, Sprinklr, for collecting,
storing and processing the health
data of Keralites. The lack of
transparency observed in Kerala's
management of health data via
Sprinklr came under public scrutiny.
From the facts available in the public
domain, the Sprinklr agreement, in
the form of a purchase order—
carried out under the provisions of

Store Purchase Manual 2013,
clauses 2.2 and 7.3—was
undersigned by the Secretary of the
IT department without due
authorisation by the Governor
(Sathyapalan and Sreeparvathy
2020). The whole arrangement raised
concerns about bypassing individual
consent and breaching citizen’s
personal data.
From the experience of Kerala’s
utility of IT platform and data
processing, it is recommended that
the State government should come
up with a guideline on data collection
before the deployment of
technologies in order to serve the
interest of affected public without
compensating the potential benefits
of the technology.

8.4 Need for Public Health Cadre

Responses to public health
emergencies need to be backed by
scientific evidence in order to
minimise the loss of human lives. In
a time-constrained setting, many
decisions by the government may not
necessarily be the most appropriate
course of action. Additionally, there
is always a risk of governments
being guided by its political
interests. Many Indian States have

been criticised for artificially
reporting low numbers of cases to
conceal their political image.
During a health crisis, it is necessary
for the States to be transparent in
disseminating the right information
and data to gather the support of
the people. However, political
motives often take precedence in
decisions made by the government.
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Governments undoubtedly play a
significant
role
in
crisis
management, but to what extent
should it be involved in setting
protocols and guidelines on Health is
a key question to understand. The
ongoing crisis has exposed India's
serious limitations in handling a
public health emergency. It is sadly
governed by the archaic Epidemic
Disease Act, 1897 which emerged as
a response to Bubonic Plague. The
Disaster Management Act, 2005 is
another legislation that deals with
Health, albeit, in a piecemeal
manner. Although these legislations
and regulations are relevant in
fighting the pandemic, there are
significant shortcomings in the
definition and demarcation of
responsibilities, giving States
enormous power to impose,
sometimes, despotic measures under
Section 144 of the Indian Penal Code
(IPC).
These glaring gaps observed in the
existing legislation necessitates
setting up an autonomous Public
Health Body to oversee matters
associated with Health. Instead of
waiting for an event to trigger
responses, there is a need to have a
ready response and preparedness
mechanism for worst-case scenarios
that can possibly emerge. Having a
specialised autonomous body can
formulate clear guidelines on
possible public health threats and
define the roles of the Centre, State

and Communities, making it easier
for governments in times of crisis to
take swift action backed by
scientific evidence.
Many countries have Public Health
Agencies responsible for setting up
procedures and defining the roles of
stakeholders
during
health
contingencies. For instance, Canada
has a Public Health Agency as a part
of the Federal Institution to focus on
preventing disease and injuries and
providing information to support
informed decision making. It values
scientific excellence and provides
national leadership in response to
public health threats.
In India, the National Health Bill,
2009 attempted to bridge some of
the limitations present in the
existing legislation. It envisioned a
National and State Public Health
Board to formulate policies on health
and provide a response mechanism
for health emergencies. However,
the initiative never took shape. A
framework to establish goals and
objectives
for
improving
coordination and collaboration with
stakeholders can prove effective in
crisis hours.
Kerala’s experience shows that the
horizontal and vertical interventions
and coordination among and between
the various stakeholders/elements
including
the
administrative
mechanisms,
institutional
arrangements (government and nongovernmental), media, social
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workers, law enforcement agencies,
technology, domain experts and
academia, finance & economy, etc
are critical for effective strategymaking in tackling a pandemic like
COVID-19. On a closer look and
assessment, it opens up the debate
on the need for the establishment of
a permanent Public Healthcare Cadre
which would be a collective of the
stakeholders stated above. The
COVID-19 experience in Kerala
reiterates the point that the public
healthcare should not be confined to

health infrastructure and the number
of doctors and nurses alone, but a
permanent cadre comprising all the
relevant stakeholders.
The body should be responsible for
creating a forward-looking response
framework for any public health
eventualities. As the economy and
healthcare systems try to emerge
from the crisis, there is a need to
reconsider how to build a system
that is ready and responsive in order
to prevent and protect the public
from emerging threats.
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ANNEXURE
Annexure 1: Guideline on State Medical Board
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Annexure 2: Guideline on Virus Surveillance
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Annexure 3: Health Advisory
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Annexure 4: Revised Guideline on Testing, Quarantining
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Annexure 5: Risk Categorisation of Patients

Category

Symptoms

Category A

Low-grade fever
Mild sore throat
Cough
Rhinitis
Diarrhoea

Category B

Category C

High-grade fever
Severe sore throat
Cough
OR Category A plus one or
more of the following:
Lung/heart/liver/kidney/ne
urological disease/blood
disorders/uncontrolled
diabetes/ cancer/HIV-AIDS
On long-term steroids
Pregnant lady
Age > 60 years

Management Guidelines

Testing

Patients should inform the DISHA helpline. No testing
No need to come to the designated nodal required
centres. Patients should remain in strict
home isolation. Doctors from the nearby
PHC will telephonically monitor the
progress of the patient to assess the
development of red flag signs. Junior
Public Health Nurse (JPHN)/Junior Health
Inspector (JHI) will assess the adequacy
of isolation with a checklist.
Patients are advised to take the following :
Plenty of warm nourishing oral fluids
Balanced diet
Adequate sleep and rest
Saline gargle for sore throat if present
Patients should come to the designated Testing
COVID-19 treatment centres after required
informing the DISHA centre. After clinical
assessment, a decision will be taken on
testing. Patients will be given
symptomatic treatment including
treatment of other respiratory pathogens
(like H1N1) wherever applicable and will
either be admitted or sent back to home
isolation. If the treating hospital decides
on home isolation, the DSO of the
corresponding district should be informed
in the prescribed format for ensuring
home isolation. If sent back for home
isolation, the doctor from nearby PHC will
telephonically monitor the progress of
patients and assess development of red
flag signs. JPNH/JHI will ensure the
adequacy of the isolation using a
checklist.

Breathlessness, drowsiness, Patients will be admitted to the Testing
chest pain, fall in blood
pressure, haemoptysis and designated COVID-19 treatment centres. required
cyanosis (red flag signs)
Children with ILI (influenzalike infection) with red flag
signs
Somnolence, high/persistent
fever, inability to feed well,
convulsions, respiratory
distress, etc.
Worsening of underlying
chronic conditions.
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Annexure 6: Order on Testing Strategy
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Annexure 7: List of Items in the Essential Food Kit
Provided by GoK

Food Items

Quantity

1. Sugar

1kg

2. Tea

250g

3. Beans

1kg

4. Coconut oil

500ml

5. Sunflower oil

1L

6. Atta

1kg

7. Corn flour

1kg

8. Chilly powder

100g

9. Coriander powder

100g

10. Dal

250g

11. Turmeric powder

100g

12. Fenugreek seeds

100g

13. Mustard

100g

14. Urad dal

1kg

15. Chickpeas

1kg

16. Soaps

2no.

Source: "Local Food Systems and COVID-19; A Glimpse on India's Responses." 2020.
Accessed June 18, 2020. http://www.fao.org/in-action/food-for-citiesprogramme/news/detail/en/c/1272232/.
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Annexure 8: Sannadhasena
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