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FOREWORD
There is a beautiful flowering plant known as Euphorbia milii, native to Madagascar, which also grows
in my wife’s garden here in Kerala. In Latin America, it is called Corona de Cristo, the Crown of Thorns.
The coronavirus has indeed become a ‘Crown of Thorns’ for the world in this year marked by masks,
lockdowns and social distancing.
The sorrowful story started in 2019 in the city of Wuhan in the province of Hubei in China. Hence the
coronavirus is sometimes called the Wuhan virus, while the pandemic is officially known as COVID-19.
The disease spread rapidly to many parts of the world. Among the states in India, Kerala was the first to
be affected. In a span of few months, both Hubei province and Kerala state managed to bring the daily
number of cases reported down to zero. Since Hubei and Kerala are comparable in many ways, including
in area and population, a comparative study suggested itself.
Shri D Dhanuraj, Chairman of the Centre for Public Policy Research (CPPR) in Kochi, entrusted the study
to a team headed by Shri Muraleedharan Nair, who has lived and worked in China. Muraly knows that
country and its people far better than most other Sinologists in India, I dare say. What is being placed in
the public domain now is the result of his team’s hard work over a few months.
The sincerity with which they approached the task created another problem. While they were engrossed in
mustering data and deeply analysing the issues involved, the pandemic resurfaced in Kerala. The number
of reported cases grew exponentially, whereas a similar resurgence in Hubei was tackled effectively. That
is another story that needs to be studied in depth. But this latter phenomenon does not in any way detract
from the significance and validity of the findings of the study under reference.
Muraly and his team have explained the difficulties involved in comparing responses from the two regions,
one of which was that the pandemic started plateauing in Hubei by February 2020, just as it started
spreading in Kerala. Besides, there is a requirement for full information, which was lacking in Hubei’s
case. A comparative analysis was also rendered more difficult by the fact that the systems prevailing in
the two regions under study are not alike.
Yet, the team has succeeded in inferring useful lessons in multiple areas like transparency, enforcement,
utilisation of technology, early detection, administrative and political response, readiness of healthcare
system, healthcare funding, role of media, resumption of educational activities, treatment of immigrant
labour and role of traditional medicines. As a former policeman, I wish they had dwelt longer on the
impact of enforcement of lockdown by the police, which perhaps played a significant role in containing the
pandemic in its initial stages in Kerala.
Having come to the indisputable conclusion that the two regions set examples for other regions in
their distinct ways, the authors have also made a brief attempt in the Epilogue to figure out how Hubei
managed to continue to display remarkable resilience even as Kerala found the going tough after May
Day. They suggest that the secret of China’s triumph over COVID-19 has been “mass testing, combined
with centralized quarantine.” Well, we may have to request the authors to undertake yet another erudite
study to validate the suggestion!
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1. Introduction
The COVID-19 saga began in the city of Wuhan in December 2019. Some patients with pneumonialike symptoms were observed to be not responding to laid down protocols of treatment. Subsequent
investigations revealed that they were infected with a new strain of coronavirus, later named SARSCoV-2. With the virus’s high rate of transmissibility coupled with official procrastination at the initial stages,
the disease spread in the city like an epidemic, followed by its spread to other areas in Hubei province
and beyond. In a matter of eight to 10 weeks, COVID-19 turned into a pandemic with daily reporting of
new cases and deaths from across the globe. The overwhelming virulence of the virus and the arguably
unprecedented nature of its spread that transcended borders led to an exponential growth in infections,
with over 24 million confirmed cases reported worldwide as of August 30, 2020.
As early as the second week of March 2020, the virus spread was brought under control in Hubei, excluding
Wuhan, the epicentre of the outbreak. Consequently, depending on the situation prevalent in respective
localities, the Central government permitted various cities in Hubei to ease stringent travel restrictions in
a gradual manner. Even as easing of restrictions in a phased manner and eventual complete lifting of
the weeks-long lockdown in other regions in Hubei made progress, Wuhan remained completely locked
down for 11 weeks — it was finally lifted on April 8, 2020.
Kerala was the first Indian state to report a COVID-19 case on January 31, 2020. Incidentally, the
patient was a medical student who had returned only days before from Wuhan, after the virus outbreak
started raging in that city. Thanks to variant versions of lockdown implemented by the State and Union
governments, the transmission was contained to an extent in Kerala. The early steps taken by the State
such as surveillance of returnees from COVID-19 affected areas in India and abroad, contact tracing and
testing, rehabilitation of Kerala-based migrant labourers, establishment of community kitchens, and free
distribution of groceries to the entire households in the state were lauded globally, leading to the popular
epithet, ‘Kerala Model of COVID-19 Response’.
The state was among the first in India to ‘flatten the curve’, 100 days after the first reported case. However,
with the relaxation of inter-state movements and influx of Keralite expatriates, COVID-19 cases began to
rise again and the State had to launch a new phase of battle against the disease. As of August 31, 2020,
Kerala had 75,384 cases with 51,542 recoveries and 294 deaths.
The two administrative regions under study, namely, Kerala state of India and Hubei province of China,
share some comparable yet distinct features in their fight against COVID-19. The following study was
undertaken to examine, compare, and thus learn from the official and public response in Kerala and Hubei
in tackling the outbreak from the day the first case was reported to the day both the regions reported zero
new cases, albeit the situation did not last long in the case of Kerala. In the process, the research delves
into the interventions made by the respective governments and roles played by other stakeholders,
including private entities, in the fight against the pandemic.

1.1 Objectives
The study aims to capture the response to the coronavirus outbreak in the respective regions during the
period starting from the first case reported to the day when both the entities brought the number of cases
down to zero, even if temporarily, particularly in the case of Kerala. The study will assess various elements
1
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featured in the response system during the above-mentioned period under the following heads:
I.

The story of COVID-19 in Hubei and Kerala

II.

A comparison of how the two entities dealt with the problem with focus on:
(a) Timeline of emergency provisions enacted to contain the spread
(b) Testing, quarantine, and lockdown procedures
(c) Supply chain management
(d) Application of technology
(e) Reactivated cases, silent carriers, and faulty kits
(f) Imported cases
(g) State support to the vulnerable
(h) Migrant labourers and foreign nationals
(i) Role played by voluntary organisations, civil society, academia, non-state actors, etc.
(j) Financial and monetary packages
(k) Leadership issues (including Centre–State/Province relationship)

1.2 Limitations of the Study
The study has captured developments in Hubei and Kerala starting from December 2019 to May 2020.
The situation being dynamic, there have been many occurrences beyond this period, which have not
been accounted for in this study.
Information related to the COVID-19 pandemic in China has been largely based on the various white
papers and other statements released by the WHO and similar authoritative sources. Since there has
been a lot of information circulated by the media both inside and outside China, which seemed not to reflect
the realities and is a subject of controversies, the authors have been careful to base their assessments
and analyses on reliable sources only.

2

A COMPARATIVE STUDY OF COVID-19 OUTBREAK IN THE HUBEI PROVINCE OF CHINA
AND THE INDIAN STATE OF KERALA

2. Hubei Province and Kerala State — Population, Administrative Set-up, and
Healthcare Infrastructure
Hubei province, located in central China with an area of 1,85,900 sq. km. has a resident population of
59.02 million1. Unofficial sources put the population at over 59.17 million in 20182. The population density
of Hubei was 317.48 persons per sq. km., and the average life-span expectancy was 75.9 years, as per
the 2010 provincial government statistics. However, these figures the government maintains on its official
website are from 2010, which would have undergone changes in the intervening years.
Hubei is divided into 12 municipalities, one autonomous prefecture, 38 municipal districts, 24 countylevel cities, including three sub-prefecture cities, 38 counties, two autonomous counties, and one forest
region3. Known for its ‘thousand lakes,’ Hubei is rich in agriculture, forestry, and hydropower resources.
The famous Three Gorges Dam and its associated infrastructure, mainly the hydropower project with an
installed capacity of 2.25 billion kilowatt hours, the largest integrated water project built on Earth, is located
in the province. Hubei also boasts of industries like iron and steel, machinery, power, and automobile. Due
to its location in central China, the province is also known as a transportation hub.
Hubei’s GDP was worth about US$ 578 billion, with a year-on-year growth of around 7.8 percent, in 20194.
Being at the core of the pandemic, it was hit hard bringing down the provincial GDP by 39.2 percent yearon-year in the quarter ending March 31, 2020. The annual average per capita income in Hubei ranked in
the middle range of all Chinese provinces at US$ 1,647 against the country average of US$ 1,593 for rural
residents and US$ 3,773 against the country average of US$ 4,380 for urban residents.
Since this study substantially refers to Wuhan, the capital of Hubei and the epicentre of the COVID-19
outbreak, a brief look at the city becomes germane to better clarity. Following the establishment of the
People’s Republic of China in 1949, the three adjoining cities of Hankou, Hanyang, and Wuchang were
merged to form Wuhan. Now the sixth largest city in China, it has over 9,790,000 registered permanent
residents5. Unofficial data put the number between 11 and 14 million, including migrant workers from
other provinces and foreign nationals. The urban population density is approximately 1,200 per sq. km.
The city is divided into 13 districts. It has a population density of between 1,150 to 1200 per sq. km.,
according to various counts.
Kerala, the southwestern state of India is situated along the Malabar coast of the Arabian Sea. Covering
an area of 38,863 sq. km., the state is bordered by Karnataka to the north and northeast, Tamil Nadu to
the east and south, and Arabian Sea to the southwest. The 2011 Census places the population of Kerala
at 33.4 million. It is the 13th most populous state of India with a population density of 860 per sq.km. The
14 districts of the state serve as administrative regions. These districts are further subdivided into 63
taluks, having fiscal and administrative powers within their respective borders.
The economy of Kerala is the 10th largest in the country with US$ 110 billion in GSDP and a per capita
GSDP of US$ 2,900. The state’s per capita income is 1.6 times the national average. Kerala’s nonresident population is considered the backbone of its economy. It is estimated that remittances make up
1. Hubei government official statistics, 2017, http://en.hubei.gov.cn/
2. Population in China, 2018, Statista, https://www.statista.com/statistics/279013/population-in-china-by-region/
3. Hubei government website, http://en.hubei.gov.cn/hubei_info/administrative/201305/t20130521_449959.shtml
4. Xinhua, January 12, 2020, http://www.xinhuanet.com/english/2020-01/12/c_138698711.htm
5. Wuhan Government Official Web Portal, http://english.wh.gov.cn/whgk_3581/dqrk/201809/t20180913_227369.html
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one-third of Kerala’s GDP6. As per the Kerala Migration Studies (KMS), 2018, the number of emigrants
is estimated to be 2.1 million in the year. The largest concentration of expatriates from the state is in the
UAE, followed by the USA.
Kerala has high social development indicators compared to other Indian states. At 0.790, Kerala’s rating
in the Human Development Index is the highest in the country, resulting from the state’s progress in
areas like health, sanitation, education, and poverty reduction. It has the highest proportion rate of literate
population in the country with a literacy rate of 93.91 percent (Census 2011). The state was lauded for
decreasing its Infant Mortality Rate (IMR) to seven deaths per 1000 live births, achieving the IMR target
set by the United Nations (UN). The state’s overall life expectancy, the highest in the country, is 74.9
years; 72.5 for men and 77.8 for women (Economic Review, 2019). Kerala is often compared to some
developed countries because of its high ranking in the social indicator matrix.

2.1 Administrative Set-up
Naturally, Hubei has a Communist government under China’s one-party rule system. The other political
parties in Hubei, as in the whole of China, must accept the “leading role of the CPC” and “help it in
nation-building.” Even as the people of Kerala generally choose political coalitions of different hues
alternately, the political power of the CPC is absolute in Hubei and China. While the Governor of Kerala,
appointed by the President of India on the Centre’s recommendation, is the head of the Kerala State from
a constitutional perspective, the Chief Minister (CM) of the State, being the leader of the majority coalition
of political parties in the State Legislative Assembly, is the head of [the executive branch of] the State
government. The Hubei Governor, appointed by the Central government as decided by the Communist
Party of China (CPC), is the chief executive of the province. However, the Provincial Secretary of the
CPC takes precedence over the Governor in all matters concerning the province, including its day-to-day
administration. The Governor is assisted by deputy governors and directors-general, who are responsible
for various departments of the government.
In the case of Wuhan, the city administration is the responsibility of a Mayor, chosen by the CPC and
approved by the city legislature. The Mayor is assisted by vice-mayors and [city-level] directors-general,
who are responsible for their respective portfolios. However, the Party Secretary of the city enjoys
precedence over the Mayor in important decision makings. On the other hand, India is a democratic
republic with a parliamentary form of government. The federal system with three spheres of government,
namely, central, state, and local, is the basic structure of governance. The Government of India is the
governing authority of the union of 28 states and eight union territories, collectively called the Republic
of India. The Union and the States derive their authority from the Constitution, with the ruling parties
allowed to intervene in day-to-day administration only through their elected representatives. Each state
and union territory has its government, headed by a CM in the case of states, and a Lieutenant Governor
[sometimes, a CM] in the case of union territories. Like the Union government, the State governments are
composed of the executive, legislature, and judiciary.
The states are autonomous within their spheres, as provided for in the Constitution. The Central
government may make laws for the whole country and the respective State government may enact laws
for the state. In a manner of saying, each of these governments is legally independent within its sphere.
The states have powers over subjects that have been enumerated in List II of the Seventh Schedule and
6. Kerala Migration Survey, CDS
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concurrent powers over those in sub-List III.
Indian federalism promulgates decentralisation in administration. In 1993, the 73rd and 74th Constitutional
Amendments were introduced to ensure the participative role of local people in the decision-making
process. This created a third-tier of governance called the Local Self Government (LSG) institutions.
LSGs are the smallest units of governance and administration in the country.
Historically, Kerala has had sound local bodies at the panchayat level. It received legal backing with the
introduction of the 73rd and 74th amendments to the Constitution. Consequently, the Government of
Kerala passed the Panchayat Raj Act and Kerala Municipality Act (1994) to carry out reforms in the area
of decentralisation at both urban and rural levels. In Kerala, LSGs are empowered through administrative
powers and transfer of resources, even if they have, arguably, not attained the ideal status. In 1997, the
government took the initiative of transferring power, finance, and expertise to LSG institutions to execute
developmental operations at the grassroots. It was aimed at making people participate in day-to-day
governance and planning. Since 1996, the local bodies have played a participatory role in the planning
and implementation of the local development plans.
Several grassroots initiatives have been launched by the government with the collaborative efforts of LSGs.
One crucial example is the Kudumbashree mission — a poverty eradication and women empowerment
programme launched by the State government in 1997. Kudumbashree has a presence in every ward,
the lowest administrative sphere, in Kerala. Be it food security, health insurance, or housing, every
development initiative depends on Kudumbashree to provide a community interface. With the COVID-19
crisis unfolding, both LSGs and Kudumbashree have played a significant role in many of the State’s
interventions in containing the pandemic. They are discussed in the ensuing sections.

2.2 Healthcare Infrastructure
China is guided by the principle that every citizen is entitled to basic healthcare service, with the overall
responsibility, including policy planning, legislation, and administration, for providing it lying with the
Central government. Healthcare facilities in Hubei, like in China’s other provinces, are generally financed
by governments at the Centre downwards. However, the actual provision of related services is among
the duties of governments from the provincial level downwards. While the general policy is set by the
Central government, there are differences in provincial-level policies, among other things, due to the local
requirements and the financial strength of individual provinces. There are governmental and CPC bodies
at different levels that implement the healthcare policies and supervise the actual delivery of the related
services.
The quality of China’s healthcare services and the government allocation of funds in the area have
improved steadily from an abysmal situation at the time of the Communist party takeover and turmoilridden decades that followed. The country allocated the equivalent of about five percent of its GDP for the
healthcare sector in 2018, as against 1.28 percent in the case of India. A 2014 study by Springer, a leading
global scientific, technical, and medical portfolio, had estimated that the total healthcare expenditure in
Hubei province accounted for about 4.45% of its GDP. However, both these figures are far below that
of the United States, which spent 16.9 percent of its GDP for the purpose in the corresponding period.
Further, the per capita healthcare spending in China in 2016 was US$ 398.33, which was much lower in
comparison to the United States that stood at US$ 9,869.74, but much higher than US$ 62.72 in the case
5
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of India.
Official statistics show that in 2018, Hubei had a total of 36,486 healthcare institutions, of which 34,912
were at the grassroots level. Among them were 24,411 village clinics, 1,161 community health service
centres, 1,139 health centres located in towns, 995 hospitals, 561 general hospitals, 106 health inspection
centres, and 74 specialised disease prevention and treatment centres. Overall, the province had 8,180
outpatient departments. These figures include hospitals specialising in Traditional Chinese Medicines
(TCM), an important part of China’s healthcare system [TCM is analogous to the Indian Ayurveda stream
of medicine]7.
The province had 6.95 medical technical personnel per 1000 population in 2018. This figure for urban
and rural areas was 10.25 and 4.93, respectively. Besides that, there were 2.57 licensed/trained assistant
doctors per 1000 people, of which the figures for urban and rural regions were 3.61 and 1.91, respectively.
The number of registered nurses per 1000 population was 3.23. Their numbers in urban and rural areas
were 5.12 and 2.12, respectively.
Even as about 95 percent of the Chinese population is claimed to be covered by medical insurance
schemes, the number of those not yet covered, particularly in the rural sector, remains high, given the
population size of the country. The Chinese people are broadly covered by three types of healthcare
policies: (a) Urban Employee Basic Medical Insurance (UEBMI) that is mandatory for workers in urban
areas, with premiums paid by both employers and employees. It covers expenses incurred at outpatient
clinics and for inpatient services, as also at designated pharmacies; (b) those not covered by UEBMI can
join the voluntary Urban Resident Basic Medical Insurance (URBMI), jointly financed by premiums and
the government; (c) Rural residents can enrol voluntarily in the New Rural Cooperative Medical Scheme
(NRCMS) as families, also financed by premiums and the government. Even as government subsidies
play a dominant role in the financing of URBMI and NRCMS, all the three basic medical insurance systems
have established a pooling fund for inpatient expenses, in compliance with regulations, and some major
outpatient diseases, with specific deductibles, co-payment percentage, and reimbursement cap.
Those who cannot afford the basic medical insurance premium or the OOP payments of medical insurance
are subsidised by an urban and rural medical assistance system, which, at least in theory, provides a
safety net in the multi-level health insurance systems in China and is financed through various channels,
including government and public donations. However, the actual number of beneficiaries covered under
this segment of the population is often disputed. Even as China’s healthcare facilities have improved over
the years with its growing economic heft, people’s desire for better healthcare also grew as their income
levels improved. And hence, the availability of private insurance policies that are popular among those
who can afford it.
Even though the number and general quality of government-provided healthcare services have shown
improvement, the sheer number of patients seeking treatment still put pressure on the system, causing
delays and unhappiness, among other things. As in India, this, along with growing financial liquidity, has
prompted those who can afford to seek treatments in private hospitals in the country or abroad where
the quality of specialist treatments is believed to be better in comparison to the government facilities.
7. Note: A white paper on China’s Fight against COVID-19 released by the Information Office of the Chinese State Council [similar to India’s Union Cabinet] on June 7, 2020 stated that TCM has been used in treating 92 percent of all confirmed COVID-19
cases across China. In Hubei, the province hit hardest by COVID-19, more than 90 percent of confirmed cases had received TCM
treatment.
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Moreover, a growing number of Chinese prefer to seek a specialist’s treatment when they feel unwell
rather than consulting a general physician at the beginning. This, naturally, adds avoidable pressure on
the system. And the fact remains that people often complain of severe disparities in the accessibility and
quality of healthcare, with the ruling party cadres and government officials getting preference over the
common man with no guanxi [connections to/networking with people that matter].
In Hubei, as in Kerala, most of the good hospitals with better-qualified healthcare professionals are located
in the urban centres. Though there is a requirement for new medical graduates to work as residents in
rural healthcare facilities, where, unlike in Kerala, the village doctors are often undertrained. There is
an ongoing effort to help mitigate the situation, with the central, provincial, and other local governments
sponsoring the training of rural doctors in urban hospitals.
One of the distinctive features of Kerala’s development model has been its continued focus on social
sectors like health and education (Ramankutty, 2000 p.103). In fact, the foundation for an affordable
healthcare system was laid out well before the formation of the state. Thus, in 1956, the newly formed
state of Kerala inherited the fundamentals of an affordable healthcare system. It continued to be a priority,
with a significant share of the government’s expenditure allocated for the purpose.
As per the National Health Profile (NHP), 2019, Kerala has a total of 1,280 government hospitals under its
Allopathic system of healthcare, with a bed count of 16,865 in rural areas and 21,139 in urban areas. The
state’s Ayurvedic system of healthcare includes 126 hospitals and 806 dispensaries. Within the framework
of AYUSH (Ayurveda, Yoga & Naturopathy, Unani, Siddha, and Homeopathy), the state has 162 hospitals
and 1,473 dispensaries. The number of AYUSH registered doctors in the State is 41,606. Apart from the
government-run healthcare system mentioned above, an efficient world-class private healthcare sector
is also in place in the state.
As per the 2017–18 report on private medical institutions in Kerala published by the Department of
Economics and Statistics, there are 13,008 medical institutions in the private healthcare sector. Of which,
6,920 institutions are under the system of Allopathy, while 6,088 come within the AYUSH framework. The
cumulative bed strength of these private sector institutions, as of 2017–18, is 105,373. Kerala’s doctor-topatient ratio that stands at 1:400 is much higher than the WHO recommended 1:1000. As highlighted by
the NHP, the number of doctors with recognised medical qualifications [under the IMC Act] registered with
State Medical Councils/Medical Council of India [up to 2018) is 59,353. The number of Allopathic doctors
in government hospitals is 5,239. The number of Allopathic doctors at PHCs is 1,169, specialists at CHCs
is 40, while health assistants and health workers are 2,210 and 11,351, respectively.
With rising disposable incomes, Kerala’s private healthcare facilities have significantly developed over
time, becoming a principal agent in healthcare provision in the state. They have outpaced government
facilities in the provision of hi-tech methods of diagnosis. However, inequality in accessing healthcare
facilities between less developed and more developed regions continues to be an issue. To improve
access to healthcare, the State government converged many government-sponsored insurance schemes
for the poor such as Rashtriya Swasthya Bima Yojana (RSBY), Senior Citizen Health Insurance Scheme
(SCHIS), Karunya Benevolent Fund (KBF), etc. to create a comprehensive health insurance scheme
called Karunya Arogya Suraksha Padhathi (KASP), which aims at providing a health cover of INR 0.5
million per family per year for secondary and tertiary care hospitalisation to over 4.2 million poor and
vulnerable families (approximately 6.4 million beneficiaries) that form the bottom 40 percent of the Kerala
7
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population. It covers expenses incurred for inpatient services from any government or empanelled private
hospitals in the state.

2.2.1 National Emergency Response Plan for Public Health Emergencies
Based on factors like the nature, criticality, hazard level, and scope of coverage of an emergent or
prevailing situation, China’s National Emergency Response Plan for Public Health Emergencies has been
classified into (a) Level-I (emergencies of particularly major/significant nature); (b) Level-II (emergencies
of major nature); (c) Level-III (emergencies of larger nature); and (d) Level IV (emergencies of general
nature). Of these, the handling of Level-I emergencies of particularly major/significant nature is organised
and implemented by the State Council [China’s Union Cabinet] and its health administration department
and related bodies. Its responsibilities include medical and health emergency management, information
releases, publicity and education, scientific research, international exchanges and cooperation, emergency
material and equipment mobilisation, logistics support, supervision and necessary inspection, etc.
Depending on the nature of public health emergency and the emergency response it warrants, the State
Council is empowered to set up a national public health emergency response headquarters to coordinate
and direct the emergency response. The provincial government of the region, where the disaster occurs,
in turn, would organise, coordinate, and implement the emergency response at the local level.
On the other hand, India does not have a dedicated and comprehensive National Emergency Response
Plan for Public Health Emergencies. The two prime pieces of legislation that deal with COVID-19 crisis
are the Disaster Management Act (DMA) of 2005 and the Epidemic Diseases Act (EDA) of 1897. The
foremost authority dealing with disasters in the country is the National Disaster Management Authority.
The body is vested with the power to create committees and plans to deal with disasters in any part of
the country. Similar mechanisms are in place for all states and districts. The DMA was invoked to provide
a legal basis for the country to prepare a response to the COVID-19 pandemic. An order issued by the
Union Ministry of Home Affairs (MHA) on March 14, 2020, declared COVID-19 as a notified disaster. With
this notification, the State governments could seek assistance under the State Disaster Management
Fund to respond to the health crisis.
Similar to China, the Disaster Management Plan of India classifies disasters into three different levels,
namely:
i. L1: Specifies disasters that can be managed at the district level; however, the State and Central
governments will remain in readiness to assist, if needed.
ii. L2: Specifies disaster situations that may require assistance and active participation of the State, and
the mobilisation of resources at the State level.
iii. L3: Specifies disaster situations arising from large-scale disasters, where districts and the State may
not have the capacity to respond adequately, and require assistance from the Central government for
reinstating the state and district machinery.
However, there are no concrete criteria for the declaration of a disaster in India. The definition of a disaster
itself is devoid of any form of quantification and is subject to varied interpretations.
The EDA of 1897 also empowers the State governments to prevent the spread of a dangerous epidemic
disease. Indian states such as Kerala invoked the EDA to deal with the COVID-19 crisis. The Act
prescribes temporary regulations to be observed by the public that the government deems necessary for
8
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the prevention of the outbreak or spread of an epidemic. Depending on the extent of contagion, the State
officials are empowered to coordinate actions and impose restrictions, as deemed necessary. In contrast
to China, there is no autonomous public health body to oversee the matters associated with healthcare
in India. Though a similar attempt in the direction by introducing the National Health Bill (2009), however,
did not fructify.
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3. The Story of COVID-19 in Hubei Province and Kerala State
Table 1: Summary of COVID-19 Timeline8 in Hubei
9

Events

No.

Date

1

Earliest known case reported in Wuhan

December 15, 2019

2

China notifies WHO of the epidemic

January 3, 2020

3

WHO declares no case of human-to-human transmission in China

January 4, 2020

4

A cluster of pneumonia-like cases found in Huanan Seafood Market confirmed
as SARS-CoV-2

January 7, 2020

5

A detailed genome sequence shared with WHO

January 10, 2020

6

First known case of COVID-19 reported outside China

January 13, 2020

7

COVID-19 included in the Statues of Class B infectious diseases and border
health quarantine infectious diseases

January 20, 2020

8

Cordon Sanitaire (lockdown) imposed in Wuhan and neighbouring municipalities January 23, 2020

9

Formation of Central Leadership Group for Epidemic Response, headed by
Chinese Premier

January 25, 2020

10

All provinces and municipalities administered by the Central government and
autonomous regions on the Chinese mainland declare Level 1 response to the
major public health emergency

January 29, 2020

11

WHO declares COVID-19 as Public Health Emergency of International Concern

January 30, 2020

12

Health Advisory issued in China to test, track, and treat

February 5, 2020

13

State Council issues a notice on orderly resuming work and production

February 8, 2020

14

China adopts a meticulous case of contact identification

February 16–24, 2020

15

President Xi Jinping visits Wuhan and declares that the virus is curbed

March 10, 2020

16

Government allocates RMB 19.3 billion to medical institutions across the country March 29, 2020
to ease pressure on advance payments

17

Chinese State Council issues a set of new guidelines on the emergence of
asymptomatic cases

April 8, 2020

18

Lockdown lifted in Wuhan

April 8, 2020

19

Grade 12 and 9 students allowed back in Hubei schools

May 6, 2020

9

In late December 2019/early January 2020, hospitals in Wuhan witnessed a sudden spurt in the number
of patients reporting with influenza and/or pneumonia symptoms that were not responding to laid down
protocols of treatment. Despite being warned by some city hospital doctors that an increasing number of
such patients was reporting to them, the authorities in Wuhan were not ‘prepared’ for such a large-scale
outbreak of the disease, and particularly so in the initial days.
Although there are multiple versions about the origin of the infection, Chinese doctors who wrote in the
widely respected The Lancet had said that “the earliest known patient became ill on December 15, 2019,
but no epidemiological link could be established between him and later cases.” They claim that although
the 61-year-old man, who died on January 9, 2020, was infected with SARS-CoV-2, he had actually lost
his life due to cardiac arrest. Reports state that a cluster of cases of pneumonia found in people associated
with the Huanan Seafood Wholesale Market in Wuhan on December 31, 2019 was confirmed later, on
January 7, 2020, to be SARS-CoV-2 cases. Although it was originally thought that they all got infected
8. Chronology of developments collated and corroborated from a number of wire service and media reports.
9. The Lancet (Huang et al. 2020)
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from their exposure to the seafood market, it became clear later that human-to-human transmission was
happening even at the time. Meanwhile, a woman who had arrived in Thailand from Wuhan coming down
with the disease [on January 13] became the first known COVID-19 case outside China. Confirmation
that the virus had spread outside Asia came when the US confirmed its first case on January 20, the
patient, having returned from Wuhan days earlier.
As the virus spread to Beijing, Shanghai, and Guangdong, the three most important economic and
commercial centres in the country, by January 20, the authorities started taking the matter more seriously.
Then came the official confirmation from China’s National Health Commission that the virus could be
transmitted between humans. Prevention and control measures were first introduced in Wuhan, followed
by other crucial areas in Hubei, and subsequently in other parts of the country in three main phases. On
January 20, 2020, COVID-19 was included in the ‘Statute of Class B infectious diseases and border
health quarantine infectious diseases’. This marked the transition from the initial partial control approach
to the comprehensive adoption of various control measures in accordance with standard protocols.
The Politburo Standing Committee (PBSC) of the Central Committee (CC) of the CCP and the State
Council discussed the issue [separately] and decided on January 25 to constitute a Central Leadership
Group for Epidemic Response, headed by the Chinese Premier [to some extent similar to a prime
minister], along with a Joint Prevention and Control Mechanism. The government made it known widely
that President Xi Jinping would personally direct the prevention and control work, among other things,
to ensure that the governments at the provincial level and below gave top priority to the task, even if
some regions were not affected severely. Vice-Premier Sun Chunlan, a 70-year-old veteran cadre and
the only female member in the 25-member CPC CC Politburo, was positioned at Wuhan, leading and
coordinating the prevention and control work till the end of April when the last COVID-19 patient was
discharged from a city hospital.
Even as the WHO declared the COVID-19 outbreak a ‘Public Health Emergency of International Concern’
on January 30, the virus had spread to all the provinces on mainland China. Significantly, the WHO
declared the disease as a pandemic only on March 11, 2020, after more than 118,000 cases were
reported in 114 countries, with 4,291 people losing their lives. By this date, however, the pandemic spread
had peaked in China and the number of new infections was coming down in the country. Schools in Hubei
province reopened on May 6, 2020, about three weeks after no new deaths were reported in the country.
In fact, in most other parts of China that were not hugely affected by the disease, classes had resumed
as early as March/April 2020.
The Indian state of Kerala, given its global exposure, remained on high vigil on the COVID-19 developments
in China and its possible transmission in Kerala. In the wake of the COVID-19 contagion in China, the
State government put together an extensive system of checks to avoid grave eventualities. Owing to the
state’s recent encounter with hazards such as the Kerala floods in 2018 and the Nipah outbreak of 2018
[a zoonotic disease that claimed 17 lives in Kerala], the State had a crisis management protocol in place
to fight the onslaught of COVID-19. A guideline to testing, quarantining, hospital admission, and discharge
criteria for COVID-19 was issued as early as January 5, 2020. It also 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
local affairs.
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On January 23, 2020, a medical student returnee from Wuhan arrived at the 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, Kerala recorded the first case of COVID-19.
Kerala had witnessed two waves of infection in the period from its early detection of students who
returned from Wuhan. The second wave of infection started with the inflow of natives and foreigners from
the European and Gulf countries in March. Given the high number of expatriates and foreign tourists
travelling to Kerala, the state had taken certain proactive measures. The institutional memory that Kerala
had gained from managing the Nipah virus outbreak two years ago had supplemented its response to
the disease in the initial waves. The experience with the Nipah outbreak familiarised Kerala with contact
tracing and effective infection control mechanisms, which helped Kerala in designing a rapid response to
COVID-19. The timeline of Kerala’s response is summarised in Table 2.
Table 2: Summary of COVID-19 Timeline in Kerala
Events

No.

Date

1

First COVID-19 case reported in the state and the country; a medical student
returnee from Wuhan

January 30, 2020

2

State constitutes medical boards in all medical college hospitals, district hospitals,
and general hospitals

February 2, 2020

3

Issues guidelines on mandatory quarantine for all passengers from China or other
affected countries

February 2, 2020

4

Health emergency declared in the state

February 3, 2020

5

Health emergency withdrawn

February 12,
2020

6

A cluster of infection detected in Pathanamthitta district

March 8, 2020

7

Announcement of financial package of INR 200 billion (US $ 2.87 billion)

March 19, 2020

8

LSG department tasked with running awareness programmes

March 20, 2020

9

State-wide lockdown announced

March 23, 2020

10

Issues Kerala Epidemic Disease Ordinance, 2020

March 26, 2020

11

Starts distribution of free ration to all households

April 1, 2020

12

Government orders launch of community kitchens

April 3, 2020

13

Constitutes an expert committee to develop a strategy for easing lockdown

April 4, 2020

14

Supply of food kits with 17 essential commodities begins

April 8, 2020

15

Health Department issues guidelines to conduct tests in the state to detect
community transmission

April 11, 2020

16

Declares zero confirmed cases

May 1, 2020

17

First flight of Vande Bharat mission with expatriate returnees arrives in the state

May 7, 2020

18

Resurgence of COVID-19 cases with the return of Non-resident Keralites (NRKs)

May 8, 2020

3.1 Testing, Quarantine, and Lockdown Procedures in Hubei and Kerala
According to official statements from China, during the early stage of the outbreak, the main focus was
on preventing the transmission of the disease within Wuhan, and from Wuhan to other places in Hubei
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province, and from affected areas in Hubei to other Chinese provinces. They claim that “the overall aim
was controlling the source of infection, block transmission, and preventing further spread” by initiating
“a response mechanism with multi-sectoral involvement in joint prevention and control measures.” The
Chinese government announced that “information on the epidemic was notified to WHO on January 3, and
whole-genome sequences of the novel coronavirus were shared with WHO on January 10, 2020. Protocols
for COVID-19 diagnosis and treatment, surveillance, epidemiological investigation, management of close
contacts, and laboratory testing were formulated, and relevant surveillance activities and epidemiological
investigations conducted. Diagnostic testing kits were developed, and wildlife and live poultry markets
were placed under strict supervision and control measures10.” It was subsequently claimed that “wet
markets were closed and efforts were made to identify the zoonotic source” of the novel coronavirus.
These strategies did affect, as the number of cases that have been rising sharply in January “peaked and
plateaued between January 23 and February 2, and has been declining steadily since then,” said WHO
Director-General Tedros Adhanom Ghebreyesus in a press conference on February 24. However, the
National Health Commission of the Chinese government announced later that the “daily cases [in Wuhan]
peak[ed] at over 15,000 on February 12.” The Chinese government maintained that new cases of the
disease and fatality rates declined significantly around the period in the whole province.
Following the first case reported in Kerala, the State constituted medical boards on February 2, 2020, in
all medical colleges, district hospitals, and general hospitals to decide on patient management at local
units. Guidelines were also issued on mandating quarantines for all passengers arriving from China or
any other country notified to be affected. It was done weeks before the Union government decided to do
the same. Subsequently, two more positive cases were identified, one each in Kasaragod and Alappuzha
districts of Kerala. On February 3, the State government declared a health emergency, which enabled the
State to utilise the State Disaster Response Fund (SDRF) to initiate immediate relief measures. A health
advisory for the tourism department was issued to track, identify, and test people [student returnees as
well] with a travel history to Wuhan since January 15, 2020. A register with phone numbers and email
IDs of all travellers, both foreign and Indian nationals, arriving from or having transited through Wuhan/
China or any coronavirus affected country, and checking in or staying in hotel/resort/homestay/lodge was
required to be maintained by the owners. Such travellers and their close contacts were kept in isolation for
28 days. Daily district level review meetings were held to analyse the situation with the respective minister
in charge, District Collector, district medical officer, police personnel, and LSG representatives, among
others, in each of the districts where COVID-19 cases were reported. On February 12, with no further
confirmed cases, the state withdrew the health emergency.The first wave thus ended with the recovery
of all three cases reported. However, a high level of response and surveillance continued to be applied in
the state.
On March 8, 2020, the state detected a new cluster of infection in the district of Pathanamthitta. Kerala’s
caseload of COVID-19 during March was the highest in India. In response, Kerala executed rigorous
contact tracing mechanisms and empowered institutional capacities at all levels of health and related
departments for managing the situation. The response mechanisms are discussed below.

3.1.1 Lockdown
Alarmed by the rapid spread of the virus, the Chinese Central government ordered [on January 22]
10. Note: It was believed at the time that the breeding ground of the first cluster of infected persons was a seafood market in
Wuhan, where several types of wild animals were also sold.
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Wuhan city to be locked down from the early hours of January 23. Travel restrictions were introduced
in a few other neighbouring Hubei cities within hours of the Wuhan lockdown. Similar restrictions were
subsequently expanded to all other cities in Hubei, which affected a total of about 57 million people in
the province at the time. However, according to some Chinese language newspapers outside mainland
China, even as the lockdown was introduced, a large number of migrant workers and non-resident visitors
who were in the respective cities at the time was allowed to leave [at the initial stages of the lockdown],
provided they have had no contact with any COVID-19 patient(s). That some of them could have been
infected but had not yet started showing any symptoms, or even them being asymptomatic carriers of the
virus was not considered primarily because of the lack of requisite understanding among officials at the
time.
All provinces and municipalities directly administered by the Central government [though called
municipalities, Beijing, Chongqing, Shanghai, and Tianjin are huge metropolises], and autonomous
regions [where minority nationalities used to be/continue to be the majority] on the Chinese mainland had
declared Level I response to the ‘major public health emergency’ with regard to ‘Pneumonia Outbreak of
New Coronavirus Infection’ by the morning of January 29. Most of the highway exits were also closed.
[As mentioned above, this includes the province of Hubei that declared Level I response on the night of
January 22 to come into effect from the wee hours of January 23.] Aside from general travel restrictions,
China introduced “aggressive public health policies such as lockdowns of heavily affected regions,
suspensions of public gatherings, mass isolations of infected patients, extensions of public holidays,
prohibitions on travel, and home-quarantines.” In other words, lockdown measures of varying intensity
and duration were implemented in Chinese cities. which the WHO termed as “unprecedented in public
health history.” Convinced of the enormity of the situation, the WHO later supported the lockdown, even
as it did not lay down any procedures or protocols for massive lockdowns.
When Wuhan was under lockdown, its “borders were sealed with all public transport, including air travel,
remained suspended, roads closed, public gatherings banned, and the movement of people tightly
controlled.” Apart from forcing social distancing, the authorities used every method imaginable to make
sure people stayed indoors during the lockdown period. As discussed separately, innovative technological
tools that were often subjected to severe criticism both inside and outside the country for alleged invasion
into the citizens’ privacy came in handy for the government. People who had possibly come into contact
knowingly or unknowingly with those infected during their movement outside their homes could be easily
tracked with the help of their mobile phone footprints and face recognition tools that had already been
installed in most parts of the country.
Communities in Hubei province were divided into silos/pockets and different neighbourhoods implemented
varying degrees of controls and restrictions, depending upon the situation in the respective areas. The
government agencies, the CPC organisations, and a few of the ‘registered’ organisations were responsible
for handling the situation in Hubei, as in other parts of China. A few strong-arm tactics were used wherever
required to force people to follow government stipulations and guidelines. Communications between the
authorities and the members of the public were mostly on social media platforms like WeChat.
Kerala announced a state-wide lockdown beginning from March 23, 2020 till March 31, 2020. The next
day, the Union government announced a 21-day nationwide lockdown to fight the spread of the virus. In
the absence of any new legislation in the country, Indian states invoked the EDA, a 123-year-old law, to
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battle COVID-19. The Act equips the states with emergency powers allowing them to carry out search
operations as well as penalise people for violating the provisions of the law.
Similarly, in line with the strategy to control transmission, the State promulgated Kerala Epidemic Disease
Ordinance on March 26, 2020. With the Ordinance in place, the State government could notify any disease
as an epidemic if it thinks any part of the state is under the threat of an epidemic-like disease outbreak.
Kerala was empowered to prohibit any activities that were sufficient to transmit diseases from person to
person. The Ordinance made offences cognisable so that the police could book a case against violators.
This was distinct from the central Act where offences were not cognisable. Later, the Centre promulgated
an ordinance on April 22, 2020, amending the Act. The amendment made acts of violation cognisable
and non-bailable offences. It, among other things, provided compensation for injury to healthcare service
personnel.
The fact that a large majority of the Kerala population lives in separate houses secured by compound
walls or some sort of fencing both in the urban and rural areas, with each house having its own water
connection and separate toilets, helped in maintaining social distancing to a great extent. In Hubei, like
most other states in India, this is a facility only the rich living in villas with compound walls can afford.

3.1.2. Contact Tracing
The Report of the WHO–China Joint Mission on Coronavirus Disease 2019 (COVID-19), February 16–24,
2020, states that China adopted “a policy of meticulous case and contact identification” for COVID-19. The
report said that in Wuhan more than 1,800 teams of epidemiologists, with a minimum of five people per
team, traced “tens of thousands” of contacts every day during the time. It added that contact follow-up was
difficult, but a high percentage of identified close contacts completed medical observation. Between one
and five percentage of contacts were subsequently laboratory-confirmed cases of COVID-19, depending
on the location11. In Hubei, like in other parts of China, human-to-human transmission of the virus largely
occurred in families. The report added that “among 55,924 laboratory-confirmed cases reported as of
February 20, 2020, [in the whole of China, with a majority of these cases reporting from Hubei province],
the median age was 51 years (range two days–100 years old; IQR 39–63 years old) with the majority
of patients (77.8 percent) aged between 30–69 years. Among the reported cases, 51.1 percent were
male, of which 77.0 percent were from Hubei, and 21.6 percent of them were farmers or labourers by
occupation12.”
Kerala followed rigorous contact tracing using detailed route maps of people coming from abroad. All the
locations visited by the individuals upon their return, approximate timings at which the individuals arrived
at each of the locations, the mode of transport adopted as well as the day and date of quarantine period
were mentioned and tracked in the map. The plan of contact tracing, isolation, and surveillance relied on
consulting patients, mapping their movements to see who they had interacted with, and isolating anyone
in the chain with symptoms. The only way to control transmission was to break the chain, and hence
contact tracing of confirmed cases was carried out cautiously. When the airports were functional in the
state, all passenger lists were sent to the State Response Team (SRT), which then coordinated contact
tracing with the districts. Thus, the patient movement maps became one of Kerala’s key weapons against
COVID-19. Every time a new case was confirmed, it became routine for the general public to wait for the
11. WHO–China Joint Mission on COVID-19, Final Report, February 16–24, 2020, WHO Website, https://www.who.int/docs/
default-source/coronaviruse/who-china-joint-mission-on-covid-19-final-report.pdf
12. Ibid.,8.
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map and approach the health authorities to evaluate their health. The State also began using Geographic
Information System (GIS) technology to indicate the spatial distribution in increase or decrease of persons
who were kept under observation. This enabled officials to identify high-risk zones to activate containment
measures.
In these efforts, the Kerala police department was at the frontline to contain the spread. The State
government entrusted the police department with many responsibilities, which included contact tracing,
marking containment zones, ensuring quarantining regulations, among others. The quarantine regulations
were ensured through frequent visits from Janamaithri (community police) officers. The department also
provided digital solutions, including a telemedicine app in association with the Indian Medical Association
(IMA) for consulting services to frontline workers and public, a mobile sanitiser unit for police officers in the
field, and drone surveillance kits to ensure citizens abide by the lockdown protocols.

3.1.3 Testing
The WHO Joint Mission Report on China mentioned above stated that in Hubei, routine respiratory
disease surveillance systems explored if COVID-19 was circulating more broadly and undetected in the
community. “These systems included RT-PCR testing of COVID-19 virus in influenza-like-illness (ILI) and
severe acute respiratory infection (SARI) surveillance systems, as well as testing of results among all
visitors to fever clinics.” The report claimed that “in Wuhan, the epicentre of the virus outbreak, COVID-19
testing of ILI samples (20 per week) in November and December 2019 and in the first two weeks of
January 2020 found no positive results in the [November–December] 2019 samples, one adult positive in
the first week of January 2020, and three adults positive in the second week of January. All children tested
were negative for COVID-19, although a number were positive for influenza13.”
The Government of Kerala issued revised guidelines 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) were advised
to undergo strict home isolation without having to undergo testing or hospital treatment. People developing
mild symptoms were to inform DISHA helpline, a joint venture launched by the National Health Mission
(NHM) and the Department of Health and Family Welfare in 2013, after which doctors from nearby PHC
would telephonically monitor the progress of patients. Patients with high-grade fever or comorbidities
(Categories B and C) would be summoned to the designated COVID-19 treatment centres for clinical
assessment.
On March 4, universal screening, airport safety protocols, and orders to screen travellers at all international
airports and seaports were announced. The government had issued protocols to track travellers from
COVID-19 affected countries who had entered the State three weeks before the commencement of
universal screening. Asymptomatic foreign arrivals were also to be kept in isolation until their test reports
were available. As the cases gradually increased, the State enforced social distancing measures.
Educational institutions and public spaces were closed and religious institutions were asked to reduce the
number of devotees.
During the first wave of the pandemic in Kerala, the samples were tested only at the National Institute
of Virology, Pune. By March, with the surge in cases and as a part of improving the capacity to test, the
government designated nine laboratories to conduct tests of the samples collected from their allotted
13. Ibid.,9
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districts. On April 24, the State boosted its testing infrastructure, with the provision of a testing facility in
each district.
The sentinel surveillance system was established with PHCs and taluk hospitals to take random cases
of fever and cough in 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 risks as well as identify the hotspots with
COVID-19 infection. Approximately 13,000 tests were conducted in the state by the first week of April
itself — higher than any other state in India. Additionally, with 800 medical student volunteers, the Kerala
wing of the IMA announced the setting up of surveillance systems in each district, with a team visiting one
area every day.

3.1.4 Application of Technology in COVID-19 Response
In the fight against COVID-19, all healthcare centres in Hubei, like in other provinces of China, effectively
used their own electronic healthcare record systems, where the citizenship identification card number
was mandatory. While there was the issue of interoperability of such systems between different hospitals
or external agencies, accessing data by the governments at different levels was a nonissue in China.
Interestingly, in several cases, hospital record systems in China are linked even to insurance companies.
The widespread knowledge that the government has long been in possession of all the citizens’ data,
including their biometrics, and that it is capable of tracking their movements on a real-time basis are among
the reasons for Chinese people’s nonchalant approach on the otherwise sensitive issue of personal data
security.
In other words, China could accelerate its tracking and testing of confirmed and suspected cases of
COVID-19 and their contacts by utilising the existing but often maligned ‘smart city technologies’ with
relative ease. It was reported that the government was able to upgrade the pre-existing digital tools
by incorporating requirements specific to the disease in a short time. By integrating these ‘safe city’
technologies with ‘traditional human methods of control and reporting’, China succeeded in forming a
‘dense surveillance grid’, as observed by several healthcare experts. It might be interesting to explore
some of the tools and applications that the authorities had access to, but not necessarily employed across
all provinces14.
1. AI Thermal Cameras: Infrared and Artificial Intelligence-enabled cameras with body temperature
monitoring function were used for scanning individuals and crowds for fever. They were also used
for identifying individuals not wearing masks and monitoring the enforcement of quarantine.
2. Robots: Robots were used for contact-less delivery of items like food and medicines, tracking
residents, scanning temperature, and identifying those not wearing masks. Robots were also
used for throat-swab sampling and disinfection. AI-robot calling systems were enabled to make
automated calls to survey individuals, record their responses, and give recommendations based
on their answers.
3. Health Code System: This programme with a QR code-based tracking feature assigned users
with a colour (green, yellow and red) to determine whether they were eligible to access public
spaces or were required to remain in quarantine.
4. Epidemic Map: The epidemic map used the real-time location of confirmed and suspected
14. Based on a document prepared by the Institute for Security Studies, European Union, collating data from corporate websites,
and reliable media reports and analyses.
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cases, and provided information on whether they have been allowing/preventing entry of people
in the areas where the coronavirus had spread.
Itinerary Cards: Telephone companies provided users with a list of places they visited during
a specific period, the past two weeks, for example. The government could use it for tracking
people’s movement in a particular period, and the latter could use the same as proof of travel
history to the authorities. In a way, it is similar to the “route maps” used in Kerala, figuring above.
Social Credit System: Announced in 2014 and to have been implemented nationwide by 2020,
the Social Credit System is a ranking system to grade the entire Chinese population according
to their behaviour, and reward or punish them accordingly. Elements of this so-called national
reputation programme were updated to punish citizens who violated pandemic-related rules. The
authorities also offered incentives to citizens for their contributions in containing the virus and
gave exemption on some penalties [that were otherwise due].
Reporting Service: As discussed elsewhere in this report, hotlines were enabled for people to
inform authorities about others who might be sick or got a reappearance of the symptoms. In
some cities, cash rewards were offered for reporting on infected neighbours.
Drones: Drones were widely used for the transportation of certain types of supplies, disinfection,
and temperature scanning purposes, as well as for monitoring citizens and announcing/relay
warnings to those who were breaking confinement rules.
Mass Data Collection and Tracking: Real name registration was made compulsory to buy
medicines or to use public transport so that authorities could track citizens.
Smart Doorbells: The AI-enabled smart doorbells equipped with cameras [wherever installed
already] could send alerts and six-second real-time monitoring videos to community workers if
there were signs that people were breaking quarantine rules.
Blockchain: Blockchain was used for increased traceability and to maintain the immutability of
data on information platforms, as well as for the allocation of supplies, quality checks, and tracking
of donations in logistics.
Close Contact Detector: An app supported by data from health and transport authorities that
could detect if a user had been in contact with a suspected/confirmed case of coronavirus. It
allowed authorities to check whether those involved have been at the risk of infection.

As indicated above, well before the outbreak of COVID-19, China had deployed technological tools like
the Social Credit System, surveillance by drones, etc. that could be adapted to suit requirements like
a health emergency with little effort. However, though the government had access to state-of-the-art
tools and applications wherever they were in place, not all of them were or could be used across all the
provinces, including Hubei.
It may be interesting to note here that after COVID-19 started spreading globally, China had tried to
“position itself as a provider of technology through export or donation” of some of these “anti-epidemic
solutions.” Significantly, it also encouraged other nations to adopt its urban governance model that it
claimed was successful in the context of the pandemic spread in that country. Chinese companies such
as Huawei, Dahua, DJI, etc. have exported or, at the behest of the government, donated some of the
“anti-epidemic technologies” to some countries, specially selected for the purpose.
The Government of Kerala also harnessed the potential of technologies to tackle the pandemic. Kerala
deployed GIS to map the spread of the disease and assist relevant agencies in tackling the epidemic. The
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Kerala State Disaster Management Authority (KSDMA) 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 reported by reliable news channels. 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 the map to arrive at informed decisions. Kerala also launched ‘Project Eagle
Eye’ for surveillance during the lockdown using drones as a tool to complement manual surveillance.
Another component in this area aimed at assisting the health system of Kerala was the use of services
provided by Sprinklr, a US-based 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 more effectively.
As per a press release by the IT Department dated February 14, 2020, the software was used to process
a large amount of unstructured health data from various sources. Five types of data were collected using
the software, namely:
1. Information regarding people coming from foreign countries
2. Information regarding 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 society
5. Details of the people under observation, which were collected by the health workers responsible
for monitoring them
While there existed a legitimate state of interest for the use of technology, the tech-driven measure was
mired in many political controversies as the arrangement raised concerns about, among other things,
bypassing individual consent and breaching citizens’ sensitive health data. What added to the woes was
the lack of comprehensive laws on data protection in the country. Although India drafted a data protection
bill in 2018, it did not come into force for unspecified reasons. As a result, in the arrangement with Sprinklr,
the affected citizens remained remediless, as they were not privy to the contract. The issue was raised in
the High Court of Kerala, which directed the government to provide only anonymised data to Sprinklr, and,
in future, to take consent from the citizens to the effect that their data so collected would not be accessed
by Sprinklr or any other third party. Due to this and some other reasons, the government decided to shelve
the project.
Kerala brought in more testing machines to speed up COVID-19 virus screening tests,
a WhatsApp chatbot to curb the spread of fake news, and a platform of telemedicine
service called eSanjeevani through which anyone can have their questions answered
by doctors who are available 24x7 to address the public’s queries and concerns.
Additional initiatives announced and launched by the Kerala government during the pandemic outbreak
include the following:
1. The Kerala government set up a YouTube channel for updating the public regarding the status of
coronavirus spread in Kerala and precautions to be taken.
2. The State government launched a mobile application called GoK Direct for users to get all the
information and updates concerning the COVID-19 disease. The app can send text message
alerts to basic phones, which can work even without the internet, as well as provide multilingual
aid (information was available in Malayalam, English, Hindi, Bengali and Tamil languages).
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3. Another new initiative of the State government was the campaign called ‘Break the Chain’ to
ensure hygiene habits. This campaign was aimed at educating people about the importance of
public and personal hygiene. Under this campaign, the government has installed water taps and
handwash bottles at public spots such as at the entry and exit gates of railway stations.
4. DISHA15 helpline was operational in the State to provide guidance and counselling to the public
on physical and mental health concerns. It also acts as a helpline number during times such as
an epidemic outbreak or a calamity.

3.1.5 Transmission in Wuhan City/ Hubei Province and Kerala State
On the subject of transmission of the disease in Wuhan and other areas in Hubei province, the WHO–China
Joint Mission Report says that “early cases identified in Wuhan [were] believed to have acquired infection
from a zoonotic source as many [patients] reported visiting or working in the city’s Huanan Wholesale
Seafood Market.” It adds that “at some point early in the outbreak, some cases generated human-tohuman transmission chains that seeded the subsequent community outbreak before the implementation
of the comprehensive control measures that were rolled out in Wuhan. The dynamics likely approximated
mass action and radiated from Wuhan to other parts of Hubei province and [other areas in] China, which
explains a relatively high Ro of 2–2.5. The cordon sanitaire around Wuhan and neighbouring municipalities
[cities] imposed since January 23, 2020, effectively prevented further exportation of infected individuals to
the rest of the country16.”
The authors’ enquiries reveal that when first of the patients reported with pneumonia-like symptoms at
Wuhan hospitals in December 2019, the doctors admitted only severe cases in the hospitals, and the
mild and moderate cases were sent home with medicines. It was the people who were sent home with
medicines, who were not diagnosed at the time as coronavirus patients, that actually started the initial
spread of the disease in the community.
Moving on to other areas in Hubei province, other than Wuhan city, the WHO report says that “in the
prefectures immediately adjoining Wuhan (Xiaogan, Huanggang, Jingzhou, and Ezhou), the transmission
was less intense. For other prefectures, due to fewer transport links and human mobility flows with Wuhan,
the dynamics were more closely aligned with those observed in other areas of the country. Within Hubei,
the implementation of control measures, including social distancing, has reduced the community force of
infection, resulting in the progressively lower incident reported case counts17.”
A study titled Substantial Undocumented Infection Facilitates the Rapid Dissemination of Novel Coronavirus
(SARS-CoV-2) by a team led by Dr Li Ruiyun of the Department of Infectious Diseases Epidemiology at
the Imperial College, London, throws much-needed light on the rapid transmission characteristics of the
novel coronavirus in Hubei. Their “findings indicated that a large proportion of COVID-19 infections was
undocumented before the implementation of travel restrictions and other heightened control measures
in China on 23 January and that a large proportion of the total force of infection was mediated through
these undocumented infections. This high proportion of undocumented infections, many of which were
likely not severely symptomatic, appears to have facilitated the rapid spread of the virus throughout China.
Indeed, suppression of the infectiousness of these undocumented cases in model simulations reduced
15. DISHA helpline is a joint venture launched by the National Health Mission (NHM) and Department of Health and Family
Welfare in 2013.
16. WHO–China Joint Mission on COVID-19, Final Report, 2020, Pg 10
17. Ibid.,10
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the total number of documented cases and the overall spread of SARS-CoV-2. Also, the best-fitting model
had a reporting delay of nine days from initial infectiousness to confirmation; in contrast, line-list data
for the same January 10–23 period indicated an average 6.6-day delay from the initial manifestation of
symptoms to confirmation. This discrepancy suggests that pre-symptomatic shedding may be typical
among documented infections. The relative timing of onset and peak of viremia and shedding versus
onset and peak of symptoms has been shown to potentially affect outbreak control success.”
Kerala began to see the second wave with the inflow of emigrant returnees and foreigners from European
and Gulf countries. In the second wave, the RO value of Kerala was 0.4, while globally it was two to three.
The state contained the virus effectively in this stage with its extensive testing, tracing, and treatment.
Kerala adopted the Source-Reduction Strategy, also called Crushing the Curve, distinct from flattening
the curve strategy adopted by other states or countries during this period. This is evident from the period
from March to May 8 (Figure 1). Kerala’s State apparatus was able to respond effectively to the evolving
situation in the initial two waves of infection. On May 1, 2020, Kerala had 16 active cases with no new
confirmed cases, marking a Day Zero.
Figure 1: COVID-19 Cases in Kerala as against India

3.1.6 Resurgence of COVID-19 Cases in Hubei and Kerala
Even as China brought down the number of new cases significantly and Hubei province shuttered the last
of its 15 makeshift hospitals, President Xi Jinping visited Wuhan on March 10, 2020, when he stated that
“the disease was ‘basically curbed’ there [Wuhan] and in the wider hard-hit Hubei province.” However,
soon afterwards, reports emerged that the country was encountering a new three-pronged problem: (a)
recovered patients reporting with COVID-19 symptoms; (b) Chinese citizens stranded abroad who had
returned home only recently showing symptoms of the disease; and (c) asymptomatic carriers of the virus
spreading the disease. The recovered patients who started showing symptoms again were those who
tested negative before being discharged from hospitals a few days to several weeks ago.
There were differing theories for such ‘reactivation’ of the coronavirus. A study by the Department of
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Infection at the Peking University First Hospital indicates that such cases would be about five to 15 percent
of the recovered cases. Interestingly, the rate of ‘reactivation’ varied from place to place, with some areas
showing as little as less than one percent of the number of recovered patients. First, it was said that
some amount of the virus might have been inhabiting the bodies of these patients when they were tested
negative following the treatment. Some scientists argued that such individuals might not necessarily get
reinfected, even though the virus lives in their body after testing negative following the treatment, as
they would have developed necessary antibodies. Further, it was proffered that some ‘dead’ genetic
fragments of the withered virus, though not dangerous to the human body, might sometimes prompt the
result positive as “molecular test cannot distinguish between dead and live genetic fragments, and hence
cannot make out whether the virus is ‘alive’ or not.” In other cases, it was stated that the testing kits that
gave out negative results after the treatment might have been faulty, and the patients might not have been
completely cured of the virus when they were discharged from the hospitals. Admittedly, not much data
on the number of such cases in Hubei province or whether how many [other] people they would have
infected during the period after they left the hospitals are available, as this is written.
In Hubei and China, it was not known in the early days that there could be people showing no symptoms of
the disease but were still infected and carrying the virus (asymptomatic cases), and could potentially infect
the others. When this became evident, to ensure containment of the disease spread by asymptomatic
patients, the State Council issued a new set of guidelines on April 8, 2020. The government notified
that while some people might not develop symptoms, they might remain carriers capable of infecting
others or might even start showing symptoms later, beyond the normally accepted incubation period. The
government urged that ‘symptoms-free patients’ should report their status to the local authorities within
two hours of their being tested positive. The county-level health authorities had to report the matter through
the central communicable disease report system within 24 hours of the receipt of the information. Several
local governments encouraged such patients to come forward by offering monetary incentives, and some
local-level leaders went a step further by announcing rewards for information about asymptomatic patients
who refused to report at hospitals.
Some Chinese scientists initially claimed that the number of asymptomatic cases could be about 15
percent of the confirmed cases. The figure was later revised to between 25 and 40 percent of the confirmed
cases. However, a few scientists in China presume that asymptomatic carriers might be as high as 60 and
65 percent of the confirmed cases. According to some other estimates made outside China, their number
could even be equivalent to or more than those confirmed cases who had shown symptoms. As these are
only estimates based on hypotheses and different mathematical models that needed to be corroborated
by empirical data, it remains a matter of concern to the world.
On May 9, 2020, a patient in Wuhan, who had shown COVID-19 symptoms since March and was under
observation, was tested positive after having tested negative all through the intervening period. This was
the first positive case after Wuhan reported zero cases for 35 consecutive days. On confirmation of his
condition, people living in his residential complex were subjected to tests, resulting in six of them turning
out to be positive. This led to an intensive campaign to test more than 11 million Wuhan residents plus
the mobile population. It was reported later that over 9.89 million Wuhan residents were tested in 19
days, with tests ranging from 300,000 to a whopping 1 million samples per day. Reportedly, around 300
asymptomatic cases were detected even as no confirmed cases of patients with symptoms came to light.
All the asymptomatic cases and their close contacts [though tested negative] were quarantined. Batch
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testing method, with each batch containing not more than five samples, was used to increase efficiency.
Only when a batch showed positive results, the second round of individual tests was conducted.
Though the government claimed that it funded the entire tests that cost around US$126 million and the
people were not made to pay for it, some observers felt that parts of the expenses might have been met
by other agencies like insurance companies or corporates in public and/or private sector(s). The exercise
boosted people’s confidence and appeased their concerns on the actual percentage of asymptomatic
cases in society. But the emergence of new cases later in Beijing pointed to the possibility of SARS-Cov-2
or a mutant form of the novel coronavirus popping up somewhere else anytime.
China also reported a new round of infections at the beginning of April, a clear majority of which were
Chinese citizens, including students, returning from other countries like Russia. In the case of people
returning from Russia through overland border crossings, the Central government decided to quarantine
them in the border province of Heilongjiang. The Suifenhe border crossing point with Russia was closed
immediately. A specialist medical team, including experts from the National Institute for Viral Disease
Control and Prevention, was sent to the city from Beijing to control the situation. They set up a mobile
negative pressure lab to facilitate conducting nucleic acid tests and scientific research. All those who
entered China through the Suifenhe land border crossing were also made to undergo nucleic acid tests
and quarantined in designated facilities. Between 10 and 20 percent of travellers in each batch of inbound
passengers were found to be COVID-19 patients.
Big cities like Shanghai and, to an extent, Guangzhou also had similar cases of people, mainly Chinese
citizens arriving from abroad, testing positive for COVID-19. Emigrant returnees, particularly students from
other countries, who were allowed to return, were also quarantined at different centres. China’s National
Health Commission stated that, as of April 11, 2020, a total of 1,280 imported cases was reported in the
country. Of them, 481 had been discharged from hospitals after recovery and 799 were being treated
(as of April 11) that included 36 severe conditions. The way China managed to prevent such people
from spreading the disease among relatives and friends in their hometowns or other places of stay held
lessons for India, particularly Kerala that was expecting expatriate workers and Keralites living in other
states to return to the state in the ensuing period.
While there was no reactivation of cases reported in Kerala, the state witnessed a resurgence in the
cases with relaxations in the lockdown declared by the Centre. By early June, the MHA issued guidelines
on reopening India with the objective of restarting the economy. As inter-state travel restrictions were
also lifted in this phase, many NRKs from other Indian states started returning to Kerala. The Union
government also initiated a repatriation operation called the Vande Bharat mission to bring back Indians
stranded abroad. Nearly 94,085 NRKs returned to Kerala through such repatriation flights in the first two
months. As per the State CM’s briefing on July 21, 2020, Kerala had about 620,462 people returning
home from other states and countries in the first three months after the restrictions were relaxed. With the
lockdown completely lifted from May 31, the state witnessed a steady increase in the number of positive
cases.

3.1.7 Government Funding to Fight COVID-19
The Chinese Central government allocated special funds for prevention and control of COVID-19. The
Chinese Vice-Minister of Finance [equivalent to India’s Finance Secretary] stated on March 5, 2020 that
an amount of US$ 15.93 billion had been allocated for the purpose. Of this, about US$ 10.3 billion had
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been used till the previous day, with US$ 5.63 billion remaining in the kitty [on the day]. This was against
an earlier claim that the funding by ‘all levels of government’ for fighting the disease stood at US$ 10.26
billion by early February 2020. The Vice-Minister stated that priority would be given to “medical expenses
and the supply of key prevention and control materials to ensure that patients’ treatment [would] not be
delayed due to cost issues and the epidemic prevention not affected by funding problems.” The ministry
website had also posted a note stating that it would “deploy funds to ensure that members of the public can
afford diagnosis and treatment18.” It was clarified [on March 4] that “medical expenses were guaranteed
as supporting policies have been implemented a month ago.”
Quoting a senior National Healthcare Security Administration official, the Communist party-affiliated Global
Times19 claimed on March 29, 2020 that the government had allocated RMB 19.3 billion [approximately
US$ 2.72 billion] to medical institutions across the country to “ease the pressure of advance payments”
related to the management of the pandemic. Of this, RMB 3.7 billion (approximately US$ 522 million) was
given to Hubei province as it was hit the hardest by the outbreak of the disease. It added that the average
expenditure on each COVID-19 patient amounted to RMB 17,000 (approximately US$ 2,400), of which
65 percent was covered by the country’s healthcare system, while the rest 35 percent was subsidised
by local governments to cover the OOP part of the treatment costs20. The Chinese Finance Ministry had
also separately observed that “fiscal revenues in Hubei were relatively stable in January, but the situation
worsened in February, when the province only had ‘sporadic’ revenue,” and therefore, the funding needs
of Hubei province would be taken care of by the Central government.
Deeply critical of the pandemic scenario in the United States, the blatantly propagandist Global Times
claimed that the drugs and services included in the national treatment plan, like the use of extracorporeal
membrane oxygenation machines, which cost RMB 60,000–100,000 [approximately US$ 8,470–US$
14,100] per day once activated, were all covered by the budget, even if such expenses were not included
in the medical security coverage before the outbreak of the epidemic. The report further stated that by
March 15, 2020, some 44,189 confirmed and suspected patients in China had cleared 93,238 medical
bills worth a total of RMB 1 billion [approximately US$ 141.1 million]. Curiously, this figure shows that
almost every patient appears to have submitted two medical claim bills each. In order to pre-empt such
a question, the newspaper came up with an explanation that “some people had visited clinics more than
once.”
Interestingly, the ruling CPC also donated funds to help fight the COVID-19 outbreak. On March 28, 2020,
in a joint circular with the central Ministry of Finance (MoF), the Organisation Department of the CPC
Central Committee asked for ‘voluntary donations’ from its members. It asked the local authorities to “make
clear the number of people to be subsidised, draw up plans of differentiated standards, and [disburse] the
money in a timely manner.” It added that hard-hit Hubei province would be given preferential treatment in
allocating funds so raised. It was clarified that about US$ 750 million donated by CPC members [before
March end] had already been transferred by the party to the MoF [for further allocation].
The Government of Kerala introduced an economic package of INR 200 billion (US$ 2.7 billion)21 to tide
over the crisis brought out by COVID-19. With this announcement, Kerala became the first state in the
18. Media reports based on wire agency inputs, including www.news.cgtn.com
19. Global Times, March 29, 2020, https://www.globaltimes.cn/content/1184060.shtml
20. Author’s Comment: It was, however, not clarified whether ‘country’s healthcare system’ meant insurance companies, even as
it appeared so to the author from the syntax of the original sentence under reference.
21. The conversion to US dollars is done based on the prevailing exchange rate, $ 1 = INR 73.
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country to introduce a COVID-19 related economic package. A total of INR 5 billion (US$ 68 million) was
set aside to support the public health infrastructure. That a sum of INR 140 billion (US$ 1.9 billion) out of
the package was allotted to clear pending arrears due to contractors etc. for work undertaken in several
sectors in the past came in for criticism from the opposition.
Through the Kudumbashree Mission network, the government facilitated loans worth INR 20 billion
(US$ 270 million) to needy families, further expanding the government’s micro-financing window. Eligible
beneficiaries received interest-free loans of a minimum of INR 5000 (US$ 68). The decision on the loan
scheme was taken in a meeting with officials from the Kudumbashree Mission, Cooperative Department,
and the state’s Bankers Committee.
About INR 1.3 billion (US$ 178 million) was allotted for an early disbursal of social welfare pension to
about five million people for March and April. Those listed under Below Poverty Line (BPL) category and
Antyodaya Anna Yojana (AAY) scheme, who are not eligible for a pension, were given INR 1,000 (US$
13) each. The plan had earmarked INR 1 billion (US$ 14 million) for the same. Another INR 20 billion (US$
270 million) was distributed as part of a village employment guarantee programme for April and May.
These measures were announced to boost the purchasing power of the lower-income groups. As part of
ensuring food security for the Above Poverty Line (APL) and BPL families, the government had allotted
INR 1 billion for the expenses on 10 kg free rations.
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
amounts waived off. In other sectors like transportation, stage carriers were not required to pay the
tax for April, while contract carriers paid a lower tax amount for the months from April to June. This
waiver is estimated to have cost the state exchequer INR 236 million (US$ 3.1 million). The State
government also announced the establishment of a string of 1,000 low-cost hotels/restaurants,
providing food for the needy at INR 20 (US$ 0.27) per meal across Kerala by April. Meanwhile, an
entertainment tax waiver was declared for the film industry, though cinema theatres remained shut.
In order to enhance the financial resources of the Indian states during COVID-19, the Union Finance
Ministry, on April 3, 2020, released INR 172 billion (US$ 2.34 billion) to the states, of which Kerala received
INR 1.57 billion (US$ 21 million).
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4. COVID-19 Response — A Comparison of Hubei and Kerala
Although institutional capacities and response measures adopted in Hubei and Kerala were comparable
to a certain extent, the overall approach of their strategies was different largely due to the differences in
political systems and administrative and governance structures prevalent in the two regions. The ensuing
section discusses the various approaches observed in their response mechanisms.

4.1 Supply Chain Disruptions and Management
Shortages and disruptions in supplies could be a natural corollary of situations like national disasters,
epidemics, and stringent lockdowns that most parts of the world experienced following the COVID-19
outbreak. Since the lockdown was announced unexpectedly in Wuhan on the night of January 22, 2020,
and expanded immediately afterwards to the other cities in Hubei province, access to food supplies was
disrupted. Though a shortage of certain food items, particularly fresh products, was reported in the initial
days of the lockdown, especially as vehicles were kept off the road and wholesale markets were closed,
the problem was resolved without much delay. Since vehicles were largely off the road, disruption in the
availability of petroleum products was not an issue for the public.
There have been media reports of instances of old people, singles living on their own, and even couples
going without food or even filtered [packaged] drinking water, particularly in the initial days, the exact
details of which have not been made public. There were complaints on social media that old people were
being sent back home without even checking whether they had any youngsters at home. The Chinese
social media carried for short durations pictures and videos of old people venturing out to buy food items
or medicines being turned back home by police personnel or even drones. Some residents later revealed
that they survived on items like pickled vegetables and salted eggs, items that families generally keep in
smaller quantities, till the situation improved.
After the initial confusion, families that wanted to buy grocery from supermarkets and other neighbourhood
stores were asked to earmark one person, who was allowed to go out for the purpose, but only once in
three days, in most of the areas. This person had to be young and healthy and have had no contact with
a confirmed or suspected COVID-19 patient. Some districts in Hubei cities, particularly in Wuhan, did not
allow supermarkets to sell food items to individual customers, but only to [representatives of] groups to
avoid the rush and because of a shortage of staff at the stores. Subsequently, people were encouraged
to opt for ordering groceries online to avoid going out. As mentioned above, since stores were unable
to service single buyers, citizens had to rely on online group-buying services. Groups on social media
platforms like WeChat were formed by neighbours for the purpose. As some supermarkets and grocery
stores found it difficult to meet individual preferences of food items, they introduced grocery packages of
an assortment of different items, that too by their weight. This was a practice later adopted in some Indian
cities as well during the initial days of the nationwide lockdown. Some stores introduced stipulations like
each group-buying order should have a minimum of 30 orders, due to strains on the delivery mechanism.
Some of the stores could not handle beyond a specific number of orders per day. The hugely popular
Chinese online food delivery services like Ele.me, MeituanWaimai, and Baidu Waimai, with thousands
of delivery personnel on their rolls, played a major role in reaching food and other supplies to the people.
They adopted no-contact deliveries, with online payments already hugely popular in the country.
Further, some of the elderly people living on their own and who had difficulty in operating such software
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applications faced more difficulties than the others. Some could not even contact the authorities as the
lockdown was so stringent that they could not venture out. According to usually reliable Chinese language
media outside China, there were cases, isolated though, of super senior citizens and the visually and
physically challenged, including deaf, living without any assistance suffering badly, or even dying for want
of food or medical assistance. However, local governments were alert to the possibility of supermarkets
and shopkeepers hoarding supplies for profiteering or engaging in black-marketing, as the latter, including
some government-run outlets, are known to have engaged in such malpractices in similar situations in
the past.
As for Kerala, the State Agriculture Department planned local procurement through various agencies
and pressed for relaxing the lockdown norms for transporting essential commodities and agricultural
products, as per the norms issued by the Central government. An integrated supply chain application was
also developed by the Indian Institute of Information Technology and Management (IITM), Kozhikode,
Kerala. The purpose of the application was to monitor the stock levels of all wholesale and retail traders
in every district in Kerala daily. The dashboard of the application was used to ensure that regular delivery
of essential commodities in every district happens in coordination with the local governing body. The Civil
Supplies and Consumer Affairs Department kept 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 consequently, the updates at the state level were
delayed. The E-Way bills were 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 also available in the bill. As the
traders could update the stock position, the State could track the accurate stock position as well as price
fluctuation.

4.2 State support to the Vulnerable
Even as governments across the globe acted fast in reaching direct cash transfers as financial assistance
to the people, as per the information that could be accessed, China avoided that even in the case of
the poorest among the affected for reasons discussed below. Initially, people, in general, tided over the
situation using their savings, credit cards, or taking loans from friends and relatives. However, after things
stabilised and mostly after the restrictions were eased, some provinces, including Hubei, distributed
vouchers/coupons to enable the registered local citizens to buy essential items. In some cases, the
amount of subsidy in the vouchers was to be reimbursed by the local governments. Though there were
indications that the Central government might also provide coupons/vouchers, more details in this regard
were not available as this is written. The distribution of vouchers/coupons was a way to ensure people
spend the financial assistance received immediately, rather than save it up for a later day. In other words,
even as it would help the vulnerable section, it would also boost consumer spending/demand that was
necessary to kick restart the economy that had ground to a halt after the lockdown22. Even as vouchers
and coupons were very popular among the Chinese people, several people were disappointed this time
as the relief provided by some of the coupons/vouchers was worth as little as between US$ 1.41 and US$
6.35 only per voucher. Some vouchers/coupons had another rider that it would take care of only a certain
percentage of the billed amount, and the balance amount had to be paid by the bearer. In certain cases,
22.Author’s Comment: The distribution of coupons/vouchers is an old method used by China, also after the 2008–2009 financial
meltdown. But in 2009, in some provinces, the coupons/vouchers were required to be redeemed fully or, in some cases, partially
to buy consumer durables like washing machines, refrigerators, etc. that the citizens, particularly in the villages, did not need at
the time as they already had such things at home, or did not need the same for various reasons.
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the usage of the voucher/coupon was limited to one purchase only. In some other cases, the benefit
could be availed if bills were settled using particular electronic payment platforms only. Also, there were
complaints that not all people got the vouchers/coupons as their stocks ran out earlier than expected.
Unhappiness continued to prevail as the Central government did not provide any cash relief directly to
the people as was done in several other countries, rich and poor. Leading private companies were also
engaged in similar steps as a part of their corporate social responsibility initiatives. However, some of
them appeared to have a business angle behind their acts; their assistance was, at least in part, aimed at
helping boost consumption of their product range only. This included giving away electronic vouchers that
could be used at certain chains of restaurants or shops only.
Kerala’s humane approach towards the vulnerable received plaudits nationally. Following the
announcement of the lockdown, the State government mapped the vulnerable stakeholders, such as the
migrant labourers, elderly population, gig-economy workers, homeless and destitute, and ensured their
subsistence through measures such as universal ration, destitute rehabilitation, migrant rehabilitation, and
psycho-social support. One of the notable initiatives (elaborated in 3.1.7) was to ensure food security at
all levels through collaborations with agencies at the ground level. When the nationwide lockdown was
declared, community kitchens23 were opened across the state to ensure the availability of cooked food for
the needy. They were run by either the local bodies or Kudumbashree networks with the help of registered
volunteers. Apart from this, Kudumbashree groups set up a chain of 1,000 low-cost takeaway counters
or hotels/restaurants, which served lunch for INR 20 (US$ 0.27) since the regular restaurants in the state
were shut.

4.3 Migrant Labourers and Foreign Nationals
According to various accounts, foreign nationals, including students from Kerala and other regions,
stranded in Hubei province had a tough time during the lockdown period as the attention of the local
authorities was focused primarily on registered local Chinese residents. Some students even complained
that they were left to fend for themselves with no assistance in terms of food supplies or even medicines
coming forth from the local government or any voluntary organisations. After the initial confusion and
uncertainties, stranded foreign nationals were evacuated by their respective governments even as the
lockdown continued in Wuhan.
A large number of Hubei residents, particularly from the rural regions, seek employment in the major
manufacturing hubs in other provinces. Workers from other provinces also take up employment in the
industrial belts in Hubei province. As mentioned elsewhere in this report, every year, entire China grinds
to a complete halt at least for a week to 10 days during the Chinese Lunar New Year (CNY), which fell
on January 25 in 2020. But small and medium-scale factories and similar establishments that depend on
migrant workers normally close for about a month, as workers travel to their distant villages on annual
vacation. Even as the seven-day official holiday season was declared from January 24 to 30, celebrations
were to continue even in the government circles for about 15 days. The CNY season is also the time
when millions of Chinese people go on holidays to domestic and international destinations. That would
mean that a huge number of Wuhan/Hubei-based people had already left Wuhan to other parts of China
and abroad when the lockdown was implemented on January 23. Even as it led to the disease getting
spread to other regions, it, by default, helped in avoiding a situation, where millions of migrant workers got
23. A community kitchen is a group of people who meet on a regular basis to plan, cook, and share healthy, affordable meals.
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stranded in Wuhan and Hubei or other parts of China, as had happened in Kerala and other parts of India.
A large number of migrant workers, including from Hubei, who arrived in the manufacturing hubs in
South and East China following the extended CNY holidays and the lockdown, was forced to return
home as factory owners had no or very little orders to employ them. This included orders from domestic
and overseas markets. While several existing orders from abroad were cancelled, new orders were not
coming from overseas, as used to be the case in the past. Likewise, domestic demand had slumped in
many areas that made manufacturing in the respective sectors unviable. Further, several migrant factory
workers did not make the long journey to their workplace after the CNY holidays-cum-lockdown period, for
they were forewarned of the situation by their colleagues. Those who managed to get back to work had
their salaries slashed by the employers and/or got work only in fits and starts. Many workers decided to
leave jobs till things improved as salaries had been cut and new job offers, as few as they were, had no
option for overtime work that normally constituted a third of their salary packages. Many factories could
not offer work to all their existing employees every day and were told to work in turns. Reportedly, some
small factories, including those who subcontract work from exporters, had even put up their factories on
rent as they were not getting enough orders to run businesses viably. Journalists who visited some of
the manufacturing hubs in East and South China in March 2020 saw several workers trying to sell off or
carrying with them household items like kitchen appliances, sewing machines, and air conditioners before
their return journeys, giving the impression that they did not hope to return soon. Such workers include a
large number from Hubei province as well, and many of them have since returned to their villages in the
province. A silver lining here is that some of those who lost their jobs or were laid off were able to return to
work as the efforts to kick restart the economy started showing results.
Anticipating the economic hardships that might befall the people, the Kerala government adopted various
measures to ensure the safety of the migrant labourers based in the state, estimated to be around 2.5
million. With the help of LSGs and volunteers, the State set up nearly 20,000 camps to provide them
with cooked food and other essentials. These camps were monitored by the LSG representatives to
ensure hygiene and avoid overcrowding. The revenue department, with the help of local bodies, arranged
housing facilities for the migrant workers. The District Labour Officers hired daily wagers to communicate
with and create awareness among the migrant labourers in their local languages, which are mostly Hindi,
Bengali, Odia, and Assamese. Special help desks for attending calls from the migrant labourers were
also set up at the District Labour Offices. 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 mapping the 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 as a representative, and he reported to the District Labour Officer and Joint
Labour Commissioner for communication with the respective group. Interestingly, among the 0.4 million
migrant workers in over 20,000 labour camps in Kerala, only 42,230 returned to their native places in the
month of May, the maximum being to Bihar at 11,157.
The rush to return to villages by migrant labourers was reported in all the host states in India. Considering
the sheer number of people, distances, and logistics involved, ferrying them to other states by road was
ruled out, and it was decided to use trains for the purpose. On May 1, the first special train carrying 1,200
migrant labourers left Kerala from Ernakulam district’s Aluva railway station to Odisha. Medical teams
were placed on each train and the provision of food and water was ensured. Efforts were made to ensure
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social distancing norms while travelling.

4.4 Role Played by Voluntary Organisations, Civil Society, Academia, Non-state
Actors, etc.
During the crisis, particularly during the lockdown period, voluntary organisations, youth wings of political
parties, religious organisations, and individual philanthropists, among others, contributed in a major
way to the Kerala government’s efforts at alleviating the sufferings of the people in cash, kind, physical
efforts, etc., thereby sharing the government’s burden to a large extent. However, the system prevalent in
China did not allow the active participation of the general public or private organisations, except for a few
organisations like the Chinese Red Cross, even in a pandemic situation. From what could be gleaned
from available sources, the Chinese authorities and senior CPC functionaries took upon themselves the
responsibility to handle the task as they wanted to show to the Chinese people and the outside world that
they were capable of handling the situation. Help, particularly in the form of medical supplies, from other
countries was accepted primarily as a diplomatic nicety.
However, the Chinese Red Cross, mainly funded and directed by the CPC, did play an important role.
With about 90,000 branches spread across the country, it was one of the only five state-run charities
allowed to accept donations for the purpose. Though the Red Cross worked closely with the CPC at the
centre and the party units at the provincial level and below, reports suggested that there was confusion,
particularly in Hubei, as both sides worked for the same cause, but the former had to take directions
from the latter at every stage and level. There were issues related to the slow response of the party and
government officials in Wuhan and other cities in Hubei to the Red Cross’s requests seeking direction in
matters like when and where essential humanitarian aid and human resources needed to be sent. The
Chinese Red Cross had collected more than US$ 56 million by the end of January itself but could spend
only US$ 7.6 million for want of directions, mainly from local governments. Subsequently, it could collect
public donations worth more than US$ 300 million in cash and supplies by April 2020. The organisation
also had to depend heavily on local governments, for they did not have the requisite logistics to reach men
and material to places where they were required. The Chinese government also deployed Red Cross
volunteers in its COVID-19 related humanitarian aid efforts across the globe.
Interestingly, the ruling CPC donated about US$ 750 million before the end of March. This amount was
transferred by the party to the central MoF for further allocation to help fight the disease. As mentioned
above, the party had asked for more ‘voluntary donations’ from its cadres on March 28, 2020, but an
update on it was not available, as this is written. The CPC had also urged the local authorities to “make
clear the number of people to be subsidised, draw up plans of differentiated standards, and [disburse] the
money in a timely manner,” though details of any such cash handouts could not be gathered. It added that
hard-hit Hubei province would be given preferential treatment in allocating funds so raised.
Major multinationals based out of China also donated liberally for the fight against COVID-19. Among the
major donors at the early stages were General Motors that gave US$ 700,000, LVMH Moët Hennessy
Louis Vuitton that contributed US$ 2.3 million, and Honda that donated US$ 1.4 million. As discussed
elsewhere, popular Chinese online food delivery services like Ele.me, MeituanWaimai, and Baidu Waimai
with thousands of delivery personnel on their rolls, played a major role in reaching food to the people,
particularly those who do not cook regularly at home and had run out of supplies quickly as the lockdown
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was announced giving no time for the city residents to replenish their food supplies.
As discussed below, in Kerala’s case, the contribution of voluntary organisations and youth wing outfits
of various political parties, as also the presence and involvement of the people’s representatives at the
panchayat, municipal, and city corporation levels, MLAs, MPs, etc. was a major factor that helped, among
other things, in instilling the much-needed confidence in the common man and officials in the tense
pandemic environment. In the system that is prevalent in China, interacting with people’s representatives
is a luxury at best enjoyed at the village level only, as the common man in urban areas is generally not
knowledgeable about the contact details of his local representative.
Kerala was able to engage several teams of private professionals and volunteers from multidisciplinary
backgrounds in developing a holistic tool for tracking, telemedicine, medicine delivery network, ambulance
network, food delivery, dissemination of knowledge, awareness, and volunteer management. To ensure
smooth delivery of food supplies, the State partnered with the IIITM, Kozhikode, to devise an online
supply chain management system. The local units of political parties and residents’ associations also
joined hands in the battle against COVID-19 by establishing kiosks where soaps, sanitisers, and water
were made available in their neighbourhood. Inspired by the Break the Chain campaign initiated by
the government, the Rotary Clubs in the state had installed more than 235 handwash stations in the
districts of Ernakulam, Thrissur, Idukki, and Palakkad. NGOs like Goonj, Seeds, Give India, Humanity
First, and Habitat for Humanity came up with several initiatives to support families and individuals living in
vulnerable conditions with no safety net by providing them with essential goods and hygiene items. These
organisations also launched campaigns to sensitise and raise awareness on the importance of hygiene
and sanitation. Additionally, through crowdfunding, local student groups and religious groups prepared
food kits, hand sanitisers, and masks to be distributed in their localities. The support rendered by the
non-government entities was duly acknowledged in the daily news briefings of the State CM that further
stimulated them in solving problems and identifying and fulfilling the needs of the society at the local level.
The State government also formalised the services offered through the Samoohika Sannadha Sena,
a volunteer-based group. The volunteers formally registered with the group provided their services to
government agencies in various activities related to the pandemic. Their activities included operating
community kitchens alongside LSGs and delivering essential goods and medicines to the elderly, among
others. The government intended to enrol one volunteer for every 100 citizens and, as of May 2020,
around 3.5 lakh volunteers were registered across all districts in the state.

4.5 Financial and Monetary Packages for Industries, Businesses, etc.
Monetary assistance and related welfare schemes aimed at the vulnerable sections of the society have
been discussed above (Section 4.2). The following section of the study focuses on financial packages
and schemes targeted at institutions like industrial and commercial establishments, which, in turn, would
also benefit the general public eventually.
Worried at the clear prospect of an economic slump following the pandemic and to spur an early resumption
of production and bring people back to work, the Chinese government and the country’s central bank,
the People’s Bank of China (PBoC), announced a series of packages covering fiscal, financial, monetary,
and trade policies. To ensure market liquidity and to make available the much-needed working capital and
related financings, the PBoC eased the credit market through conventional policy instruments, including
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open market operations, making favourable changes in the reserve requirement ratio, and relaxing loan
facilities, refinancing and rediscount policies. This was accompanied by the country’s financial institutions
initiating a series of support measures aimed at the Small and Medium-sized Enterprises (SMEs). This
included interest rate cuts, increased debt rollover and loan renewal, and extension of specific credit
lines. The PBoC also encouraged online financial companies to ease financing for small and micro
businesses24. Further, the PBoC increased the quota of newly issued local government bonds and cut
the targeted reserve requirement ratio to help release long-term funds. It was reported that separate
measures intended at ‘stabilising international trade and foreign investment and to continue opening up
[of] the market’ were also initiated by the Central government.
The Chinese MoF announced on March 4, 2020 that it “had provided enterprises25 with US$ 143 billion
in social insurance payments relief this year to support the resumption of production.” It said that the
total tax burden on enterprises would be cut by US$ 73.07 billion in 2020, and the government would
also allow firms in the virus-stricken province of Hubei to waive insurance payments for five months. It
further stated that “three series of tax and fee reduction policies have been unveiled since the outbreak
of the epidemic to help prevent and control the epidemic and resume work and production. The State
Taxation Administration has also [drawn up] operational guidelines for the implementation of preferential
tax policies.” It was stated separately that the tax return period for February was extended twice and the
period for March would be extended by one week to March 23, 202026.
The Chinese government followed it up with certain additional steps to support government banks “to lend
another US$ 200 billion to businesses, particularly smaller ones.” Local governments have also issued
US$ 150 billion in bonds, as this is written, to pay contractors for the construction of roads, bridges, and
other projects27. Odd instances like the extension of a three-year, low-interest line of credit worth US$ 200
million to one of the companies, primarily for “paying salaries and providing food supplies,” were splashed
all over the Chinese media ostensibly to boost confidence among the entrepreneurs. However, details of
the total amount extended as loans and other benefits to the affected companies were not available, as
this is written.
China also announced measures that enabled companies to avoid layoffs and retrenchments and help
them pay salaries to their employees that covered Hubei province as well. It instructed governmentowned banks to lend more to the needy State-owned Enterprises (SoEs) and private companies. It may,
however, be recalled that the Chinese State-owned banks have always been keen on lending money
primarily to SoEs that are backed by the government. Government and PBoC guidelines to State-owned
banks to lend money to small and medium companies in the private sector are often ignored by the banks,
as they are not sure about the ability of the latter to pay back loans. This results in small companies in the
private sector increasingly relying on loans from underground banks or relatives and friends. This, despite
repeated assurances being given that the perennial issue of the SME sector in China, as anywhere else
in the world, of accessing working capital would be addressed.
24. Xinhua, other wire services and newspaper reports.
25. Author’s Comment: The word ‘enterprises’ normally refers to State-owned Enterprises (SoEs) in the Chinese context, similar
to Public Sector Undertakings (PSUs) in the Indian setting. Therefore, it is not clear whether the benefit of the said relief payments covered private companies as well.
26. Press Conference of the Joint Prevention and Control Mechanism of the State Council, www.cgtn.com March 4, 2020,
https://news.cgtn.com/news/2020-03-03/China-allocated-15-6-billion-in-epidemic-prevention-funds-by-March-2-OyIk0BxxxS/
index.html
27. Chinese Media Reports
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Other monetary and financial stimuli China announced included subsidies to specific sectors like retail,
food, and tourism. Measures like tax rebates/concessions on social security contributions, deferring
land use rents and property taxes, a moratorium on bank loan repayments, low-interest business loans,
credit lines, tax deductions on certain types of expenses, etc. were also announced. However, several
businessmen observed that most of such measures might help only to roll over existing loans and clear
back-payments. A closer look at various schemes announced by the government also showed that even
as the aim of financing the SMEs was to help the sector kick restart the economy, it was even more
important for the government to ensure that they did not lay off employees, and the latter got enough for
daily subsistence so that they remained calm.
To kick restart the State’s economy, the Kerala government announced on May 14, 2020, a special
package of INR 34 billion (US$ 470 million) aimed at reviving Micro, Small and Medium Enterprises
(MSMEs). This financial package was approved by the State Cabinet and implemented by the State’s
Industries Department. The Kerala State Industrial Development Corporation (KSIDC) and Kerala
Industrial Infrastructure Development Corporation (KINFRA) offered a one-time settlement on loans and
a six-month extension on repayment of loans and interest. The announcement added that KSIDC would
offer a moratorium on loans and interest to all operating units for three months without penal interest.
Additionally, the Central government announced on May 13, 2020, an economic stimulus package to
revitalise the country’s MSME sectors. The Centre announced INR 3 trillion (US$ 39 billion) collateralfree automatic loans for MSMEs. The emergency credit could be availed by those MSMEs with INR 250
million (US$ 3.4 million) outstanding or INR 1 billion (US$ 14 million) turnover. The loans have a four-year
tenure and 12-month moratorium along with a 100 percent credit guarantee cover to banks and NBFCS
on principal and interest available till October 31, 2020.
A subordinate debt scheme of INR 200 billion (US$ 2.7 billion) was announced for stressed MSMEs with
a 20 percent partial credit guarantee support. The government also announced an equity infusion of INR
500 billion (US$ 6.5 billion) in MSMEs through a Fund of Funds that will be operated through a mother
fund and a few daughter funds. The Fund of Funds entails a corpus of INR 100 billion (US$ 1.3 billion) to
give equity-based funding to MSMEs having growth potential and viability.

4.6 Leadership Issues (Including Centre–State/Province Relationship)
Whereas Kerala has a Communist party-led [Communist Party of India (Marxist)] government elected
by the people through a due democratic process, Hubei has a Communist government under China’s
one-party rule system. While Kerala has a plethora of officially recognised political parties that get equal
opportunity in fighting elections for coming to power, the other registered ‘political parties’ in Hubei, as in
the whole of China, must accept the “leading role of the CPC” and “help it in nation-building.” Even as the
people of Kerala generally choose political coalitions alternately, the political power of the CPC is absolute
in Hubei and China. The Governor of Kerala, appointed by the President of India on the recommendation
of the Central government, is the nominal head of the State, while the CM of the State, being the leader of
the ruling coalition of political parties in the State Legislative Assembly, is the executive head.
The Hubei Governor, appointed by the Central government as decided by the ruling CPC, is the chief
executive of the province, whereas the Provincial Secretary of the CPC takes precedence over the
Governor in all matters concerning the province, including its administration. The Governor is assisted by
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deputy governors and directors-general, who are responsible for various departments of the government.
In the case of Wuhan, the city administration is the responsibility of a Mayor, chosen by the CPC and
approved by the city legislature. The Mayor is assisted by vice-mayors and [city-level] directors-general,
who hold various portfolios. However, the Party Secretary of the city enjoys precedence over the Mayor
in important decision makings.
Apart from the bureaucrats at different levels, the political leadership that governs a country or region
where such a catastrophe occurs is generally held responsible for its failures, both in democracies
and authoritarian regimes. In extreme cases, a leader or two at the higher levels may be punished
with demotions, transfers, etc., or even pressured to resign or removed from the positions they hold. In
democracies, the opposition parties would also try to exploit the shortcomings in fighting the disaster into
their advantage in the next elections.
There has been a rash of articles in the international media hinting that powerful sections in the ruling CPC
were critical of President Xi Jinping’s handling of the situation and that his position has since weakened.
Some senior leaders might be unhappy with his style of functioning in general and the way he handled the
coronavirus issue in particular. But the question here is whether there is a leader senior enough or a faction
powerful enough, other than the People’s Liberation Army (PLA), in the CPC today that can challenge
President Xi Jinping, who is concurrently the General Secretary of the CPC, Chairman of the all-powerful
Central Military Commission, and head of several security and related bodies and other ‘leading groups’.
Besides filling key positions in the CPC, the government, and the PLA with his protégés and supporters,
he has also made constitutional amendments making sure that he remains at the helm of affairs beyond
the two-term limit that was fixed in the 1990s after much deliberation. It is not easy to challenge a leader
this powerful in China as people opposed to him or even those who harboured ambitions to rise to the
top level in the CPC or government were ostracised and even jailed in the past using handy weapons like
corruption charges.
The Chinese style during such critical situations is to sacrifice middle and lower-level leaders by fixing
responsibility for any failures or shortcomings on them even as the central leadership is put on an infallible
high pedestal, as that is required to retain people’s confidence in the CPC and its top leadership. And
the Chinese have already done that by removing the party secretaries at the Hubei province and Wuhan
city, the head and other officials concerned in the health commission, among others, for the way they
handled the Wuhan catastrophe. Several middle-level party cadres and government functionaries were
also removed from their posts for “not handling the situation properly” in their respective areas. Though
no reasons for the dismissals were given officially, the propaganda machine and other non-state actors
churned out stories that the local officials were removed from their positions for not acting prudently, and
especially for “not informing the central leadership of the development” on a real-time basis. It is being
made out that the local officials, not realising the gravity of the situation, delayed in informing the central
leadership about the virus outbreak as they thought they could contain it early. Further, they feared that they
would be punished for the outbreak especially as a virus outbreak surveillance system has been in place
since 2005 following the SARS outbreak of 2003. Finally, as discussed above, nationalism was whipped
up and disinformation campaigns unleashed by bombarding the citizens with “China’s success story” in
containing the pandemic at home even as the “Western democratic world, particularly the United States
and European Union failed miserably.” However, no senior leader at the Centre was held responsible for
alleged lapses on their part in this matter. The authors propose to include this topic in a future study.
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Such actions to calm down the public sentiments notwithstanding, the people in Hubei province, as
in other places in the country, continued to complain about the authorities, albeit under the safety of
the anonymity that the social media platforms provide28. The general vein of disaffection was that the
government was not telling them the truth regarding the virus outbreak but instead was hiding facts
that they had a right to know. The view was unanimous that the Wuhan city government delayed in
taking action to manage the situation and that had they taken timely action, the outbreak could have
been contained early, preventing loss of lives and livelihoods. Naturally, there were hardly any specific
complaints regarding the difficulty in accessing any provincial or city-level leaders or even middle-level
officials to draw their immediate attention to problems like alleged callousness or negligence by junior
officials, as under the prevailing system, people did not know which leader to contact or how. This is
as opposed to the situation in Kerala where people’s representatives from the panchayat/municipal/city
corporation level up to MLAs, MPs, cabinet ministers, or even the CM’s office were accessible to the
public and the media. In addition to that, a designated State cabinet minister supervised the fight against
disease in each district. The Kerala government received plaudits from the general public and others,
including the media, for the efficient, transparent, and decentralised community-based approach in which
the stewardship of local-level management of various activities was entrusted to the local governments
— village panchayats, municipalities, and municipal corporations. In other words, people’s participation
was at the centre of Kerala’s response to COVID-19, probably a valuable lesson it learnt from the 2018
Nipah virus outbreak. The Health Minister came in for special appreciation for her humane approach and
accessibility. Criticism that originated mainly from some opposition parties during the crisis often sounded
hollow to independent observers.
Since the whole country is ruled by one party in China, any differences of opinion between the Centre
and a province (state, in the Indian context) during such disasters could be kept hidden away from public
glare. And almost always, no matter who is right, the opinion of the Centre prevailed over that of the
province. In contrast, even minor differences of opinion between the Central government and a State
government in India, particularly if they are ruled by different political outfits, almost always, including
during such calamities, are debated in public, with the leaders on both sides utilising every opportunity
to score brownie points over their political rivals. This invariably happens after the camaraderie and selfcontrol these leaders exhibit in the initial days of the disaster wears off after a few days.
The differences between the Central government and the Kerala State government that occurred during the
COVID-19 crisis were mostly on account of central allocation of funds needed for fighting the disease and
related welfare schemes. It appeared that other issues like the intensity of the lockdown implementation,
bringing NRKs from other states and foreign countries to the state, sending Kerala-based migrant workers
to their respective home states, etc. could be sorted out without much wrangling. Though Kerala is well
ahead of many other states on several developmental and social indices, including in the matter of GDP
growth, the state is well behind many of them in terms of raising resources for meeting various ambitious
goals it sets for itself year after year. The State has also been very liberal, in comparison with most of
its counterparts, in matters like giving subsidies and welfare pensions to various sections of the society,
including those in the unorganised sectors. Even the welfare of the migrant workers living in Kerala is
accorded importance, especially when compared with most other states in the country. The State has
been reluctant in finding ways to raise taxes and other forms of revenue, even as it insists on increased
28. Author’s Comments: That the Chinese security apparatus can trace down any (anonymous) social media account without
much effort is widely known.
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borrowings and central allocations. There have been major differences between the Central and State
governments in matters of the allocation of central funds, including the issue of minimal allocation from
the Centre. The study is not mandated to look into the rights and wrongs or take sides on the matter and
wishes to leave it here.
However, this study wishes to borrow a leaf from an important Chinese diplomatic strategy and recommend
the following. As soon as a new Cabinet takes over in Kerala, three or four of the senior ministers, the
CM included, may refrain from routine open political bickering against important senior ministers at the
Centre and other states, particularly the neighbouring ones. Ideological criticisms and personal barbs
against senior ministers at the Centre and other states can continue to be carried out by other senior ruling
party leaders who are not part of the government or even by those ministers who do not form part of the
said group of three or four state ministers. This would help the select group of senior ministers, including
the CM, to maintain ‘cordial’ or ‘just’ relationship with their counterparts at the Centre and neighbouring
states, enabling them to make personal interventions at critical times in the larger interest of the state. No
examples are cited here as the author’s intention is not to judge the right and wrong of anything that may
have happened recently or trigger any new controversy.

4.7 Impact of COVID-19 on Provincial/State Economies
Hubei, being at the epicentre of the COVID-19 outbreak, was the worst hit among all Chinese provinces,
as its aftershocks continued to be felt across the country, even in the regions that were not affected as
badly by the disease. Hubei’s GDP slipped 39.2 percent to US$ 89.9 billion in the first quarter, which was
much greater than the nationwide decline of 6.8 percent. It was, in value terms, the biggest published
drop for any province since the founding of of China. In fact, the province had faced a similar economic
disaster in 1938, when the Chinese army fought a four-month war against the Japanese, which had
impacted, if not devastated, industrial and agricultural production in the region. China had claimed that
Hubei’s economy had continued to grow even during the Great Famine in the early 1960s and the Cultural
Revolution that lasted from 1966 to 1976. According to the Provincial Bureau of Statistics, “the added
value of Hubei’s primary industry was down 25.3 percent year-on-year during the January–March period,
compared to a 48.2 percent drop in the secondary industry and a 33.3 percent decline in the service
sector.” The province’s total trade volume decreased by 20.9 percent in the first quarter, with exports
down 38.1 percent, while the imports went up 11.1 percent. Fixed-asset investment and retail sales also
decreased by nearly 83 percent and 45 percent, respectively, as the province was undergoing strict
containment measures. The Bureau reported that the per capita disposable income in Hubei dropped by
11.8 percent for urban residents and 10.2 percent for rural residents as the outbreak of the disease had
impacted equally severely on Hubei’s services sector that included retail, travel and tourism, hospitality,
including restaurants, etc. The economic performance in other provinces was obviously not as bad as in
Hubei. However, there were reports that the provincial economy was showing signs of an early recovery.
It may be recalled that the State Council had, as early as February 8, 2020, issued a Notice on Orderly
Resuming Work and Resuming Production in Enterprises stating that China’s national epidemic control
work had entered a stage of overall epidemic prevention and control together with the restoration of
normal [sic] social and economic operations29.
29. Based on Chinese wire service Xinhua dispatches and Chinese media inputs. Edited for clarity by the author.
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Even as China’s economy grew by 3.2 percent in the second quarter nationally, Hubei continued to suffer.
Reluctant to be direct with the negative figures for the second consecutive quarter, the Hubei Provincial
Bureau of Statistics stated30 that the “provincial economy recovered to about 80 percent of last year’s
level in the first six months of 2020, with the growth decline narrowing in a variety of areas, including
exports, retail, and industry. In other words, Hubei’s GDP slumped 19.3 percent to US$ 251 billion in
the first half of this year, compared with a 39.2 percent decline in the first quarter. However, the province
has seen industrial production accelerate. In the first half of the year, the industrial added value of major
enterprises in Hubei slumped by 20.8 percent year-on-year, largely narrowing from a 45.8 percent decline
in the first quarter. In the first six months, exports slumped 7.6 percent on a yearly basis, compared with
a 38.1 percent slump in the first quarter. Around 252,200 people have found new jobs in the urban areas
of Hubei, down 52.2 percent on a yearly basis but largely improved from a 75.2 percent slump in the first
quarter.”
Notably, a major cause of worry for Hubei and other provincial governments was people losing jobs and
the manufacturing and commercial enterprises going out of business for various reasons, which had
increased to levels that the government did not anticipate. For example, large establishments employing
several thousand people, like those in the metal industry, including the 70 odd iron and steel mills, one
of the pillar industries of Hubei, that had slowed down or halted production would have required time to
restart normal production even if the local administration wanted them to do that. Aside from the workers
based out of Hubei, the plight of the migrant workers, who were unable to return to work [for various
COVID-19 related reasons] in the country’s manufacturing hubs in other provinces after the lockdown
was lifted, or were laid off or forced to take pay cuts, or even compelled to go back to their home villages
in distant provinces, was equally worrisome. Therefore, the Chinese government focused on workers
returning to their factories as job losses were a likely cause of the eruption of social disturbances.
Even as the Chinese government put up a brave face stressing that the country’s economic fundamentals
were strong and it was resilient enough to withstand such shocks, the fact remains that people across the
country, particularly the residents of Hubei, suffered badly. Despite the Chinese government’s claims that
about 68 million people working in large SoEs did not suffer any major setbacks, it is common knowledge
that millions across the country lost jobs or were laid off. No Chinese government agency has come out
with a realistic estimation so far on the situation in all organised and unorganised sectors that include the
small and medium-sized businesses that account for over 80 percent of the country’s urban and semiurban employment. Basing their estimates on different models, various non-governmental agencies say
that the number of people who lost jobs or were laid off in the country could be between 70 and 120
million. Such massive numbers are beyond the scope of China’s social welfare network system that
presently distributes unemployment allowances to about two million registered jobless people only.
It is clear that the unemployment rates have moved up, and some analysts in China say that it could well
be over seven percent as against the government’s “surveyed rate” of 5.9 percent. However, experts
outside the government disagree. Some Western media outlets ‘estimated’ that the figure could be as
high as 10 percent. Meanwhile, some independent studies like the one by the Shanghai-based brokerage
firm Zhongtai Securities estimated that ‘China’s real unemployment rate’ stood around 20 percent, that
includes urban, rural, registered, and unregistered workers as against the government’s “surveyed rate”
30. Hubei’s H1 GDP recovers to 80percent of last year’s level, sdchina.com, July 22, 2020. Edited for clarity by the author.
Source: Global Times, http://english.sdchina.com/show/4537651.html
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of 5.9 percent. That the brokerage’s report was “withdrawn” soon after its publication did not surprise any
China watchers. However, these figures do not include Hubei’s share of the 8.7 million new graduates
who passed out of universities and colleges and other technical institutions nationwide in 2020 and might
be forced to wait even longer for joining the workforce.
At the same time, immediately after the disease spread was brought under control, including in Hubei
province, the Chinese leadership appeared keen to kick restart the economy. The leadership believed that
a vast majority of the factories and other enterprises would start functioning, especially as the government
had announced different measures to help them. With that, they assessed, a majority of the workers
would also be back at work, earning their livelihood. This is evident from the fact that most of the postCOVID-19 financial and administrative measures announced for the sector were aimed at encouraging
factories and other establishments to start running so that workers do not lose jobs or are laid off, and they
continue to get their salaries, even if at a reduced rate. Meanwhile, there have been reports of protests
and demonstrations by people like workers, owners of small businesses, taxi, and truck drivers, etc.,
whose livelihoods were badly affected by the pandemic.
The Kerala economy was also pushed into economic doldrums with the onset of the COVID-19 pandemic.
A preliminary assessment of the state’s economy undertaken by the Kerala State Planning Board (KSPB)
estimated a loss of about INR 800 billion in Gross Value Added (GVA) in the first quarter (April–June) of
2020–21. The 21-day lockdown (the initial phase of the total lockdown period) shut down all forms of
worthwhile business activities in the state. From tourism to Information Technology (IT) to horticulture and
its supporting export industry to entertainment to the sale of alcohol, sectors that are the major revenue
sources of the state came to an absolute standstill. Its long-term implications, coupled with an uncertain
timeframe of the disease’s prognosis, will continue to hurt the state’s crucial income-generating sectors like
tourism, IT, and exports. Of these, the money-spinning tourism industry is the worst-hit, as Kerala is one of
the most popular tourist destinations in India. According to various estimates, the demand slowdown for
this industry in the state is expected to continue until September 2021.
Table 3: Estimated Loss in Key Sectors of Kerala
Sector

Losses faced due to COVID-19

Time period

Agriculture

INR 15.7 billion (US$ 215 million)

March–April 2020

Tourism

INR 200 billion (US$ 2.7 billion)

March–September 2020

Manufacturing

INR 80 billion (US$ 109 million)

March, April, May 2020

Trade, hotel, and restaurants

INR 170 billion (US$ 2.3 billion) with April possibly
seeing a loss of INR 100 billion (US$ 1.36 billion)

March–May 2020

Source: Kerala State Planning Board

Kerala now has a narrow range of revenue sources because major sources of funds for the State such as
lottery, liquor, and motor vehicles have dried up during lockdown amidst the pandemic. One of the biggest
impacts of COVID-19 on the Kerala economy will be migration, both internal and external, or any crossborder movement. The impact on the economy may perhaps go beyond the alleviation and reduction
efforts. Being a remittance-dependent state, Kerala is expected to lose a significant share of income in
this area also. The estimated loss for January and February 2020, as per a KSPB report, stood at INR 24
billion. A report by the Centre for Development Studies estimated a loss of 15 percent income for the year
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2020 due to the drop in remittances triggered by wage loss and unemployment.
As mentioned above, the production of goods and services came to an abrupt and almost total halt
in Kerala during the pandemic. Moreover, the halt witnessed in the production during the period was
not locality specific or scale specific. Instead, its impacts were felt across several locations. There is
uncertainty about the period that it will take to resume production after the crisis is over. There is also
unpredictability on how long it will take to achieve previous levels of production. All these losses have led
to a total disruption in the economic activities of the state. It can be seen that Kerala is severely restricted
with finances. The domino effect of both COVID-19 and slowdown on the Kerala economy will push the
State into more debt.

4.8 Lessons to be Drawn from Hubei and Kerala
Admittedly, it is a little early to comprehend everything that needs to be understood from a comparative
analysis between the way the respective governments, the civil society in general, and the citizens in
particular in Hubei and Kerala responded to the coronavirus pandemic. Among the reasons for this view
is the fact that COVID-19 infection had peaked and plateaued in Hubei in the first fortnight of February
2020, just as it had begun to spread in Kerala. While Kerala is still fighting it out, Hubei has more or less
returned to normalcy, as this is written. Another factor that may be remembered is that such a full-fledged
study needs first-hand information about all the related developments in both Hubei and Kerala, but many
useful details about the Hubei side have started trickling out only recently. Also, as discussed below, the
problems that both the entities faced were not always similar, and the solutions to different problems had
to be arrived at differently in many cases, as the systems prevailing in both the sides were also quite
different from each other.
However, there are specific lessons, which could be learned while comparing the approach of the
respective governments and the general public in both regions. An attempt has been made here, taking
into account the timelines and the relative paucity of information.

4.8.1 Transparency and Prior Knowledge
Hubei has had a coronavirus surveillance system in place since 2005, consequent to the 2002–2003
SARS epidemic, which also originated in China. Despite this, the Chinese side failed to understand
the actual position concerning the SARS-Cov-2 novel coronavirus infection (COVID-19), even after it
emerged in Hubei’s capital city, Wuhan, or elsewhere in the country for quite some time, till it assumed
epidemic proportions. However, Kerala had the benefit of prior knowledge of the virus, which was likely
to be transmitted across to India and the state from China. As in the case with China that had prior
experience in handling SARS, Kerala had an institutional memory derived from its experience in tackling
the Nipah outbreak of 2018. The protocol to manage an outbreak was already in place, which helped
Kerala in the initial period of COVID-19. This strategically helped the State in putting together adequate
safeguards for early detection and containment of the spread, unlike in Hubei, where confusion prevailed
in the initial stages.
Kerala and India were completely transparent in handling the COVID-19 disease, while Hubei and China
remained largely opaque on the issue, right from the beginning of the virus outbreak. The Kerala CM, the
Health Minister, and the local administration regularly updated the public with the status of infections in the
state. This followed the larger public discourses happening over both the print and visual media, which
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took part in exercises of knowledge dissemination accurately.
On the contrary, the situation in China was different. Scientists across the globe, including some in China,
believed that the number of confirmed cases in China, particularly in Hubei province, and even more so in
Wuhan city, had been grossly underestimated and/or underreported by the Chinese authorities. Later, as
allegations of China fudging the number of infections and deaths kept mounting, the Chinese government
‘rectified’ the figures marginally. For example, on April 17, 2020, Wuhan authorities posted a message
on social media increasing the COVID-19 death toll in the city by 1,290, bringing the city’s total number
of deaths to 3,869. That is approximately 50 percent more than the number of deaths announced earlier.
It brought the total number of COVID-19 deaths in the country (at the time) to 4,632. The statement also
revised the total number of confirmed coronavirus cases in Wuhan by 325 to 50,333. The government
came up with explanations like the earlier figures did not include those who got infected but did not report
at hospitals, and the earlier announced number of deaths did not include those who died at home. It may
be recalled here that the Chinese multinational conglomerate Tencent that had started publishing daily
updates on the number of infections and deaths on its website, based on data collected and collated from
various reliable sources, was made to correct its numbers to tally with government figures, as both figures
varied vastly. Meanwhile, various studies outside China continue to come up with hugely differing figures
of infections and deaths in the country. Very recent studies that are being compiled also point to the fact
that the number of undocumented cases of COVID-19 in the country is quite high. China had fudged the
numbers on several such occasions in the past, including the 2003 SARS outbreak.

4.8.2 Enforcement of Lockdown
Hubei and Kerala went for lockdowns at the initial stages as determined by the respective governments.
It was a complete lockdown in Kerala, but in Hubei, the intensity of the lockdown varied from city to city,
district (below city) to district, and locality to locality, depending on the severity of the disease in each
of these entities. The lockdown was lifted in different parts of Hubei at different periods as the situation
improved, while Kerala relaxed the restrictions imposed in phases even as the lockdown continued in
principle in the entire state. Hubei authorities could enforce the lockdown and other restrictions strictly as
the government had better control over the masses given the nature of its administration. Also, as a society
that traditionally respected authority, especially during such disasters, it was easy for the government to
implement instructions.
The Kerala government complied with the Centre’s guidelines on the lockdown and enforced them strictly.
The citizens of the state generally cooperated with the restrictions even as some of them expressed their
displeasure occasionally. The state police also disseminated information about the virus spread and the
need to sanitise and follow rules. It even came out with videos and gigs for popularising the Break the
Chain campaign . In general, the police administration had a humane approach in the enforcement of the
lockdown even as it took action against violators.

4.8.3 Utilisation of Technology
The Hubei administration could access technological tools and a range of software applications with
personal data covering almost all facets of its citizens’ life that were already in place in varying degrees
at different parts of the province. Though collecting personal data and monitoring movement and other
activities of citizens on a real-time basis in China is often criticised as a draconian measure, particularly
outside the country, it came in handy in tracing and tracking down suspected/confirmed patients, their
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itineraries, tracing the people who would have come in contact with them, monitoring those trying to violate
restrictions, etc. effectively. On the other hand, people in Kerala were highly suspicious of the government’s
efforts in conducting data-based surveillance. They were particularly critical of the government sharing
citizens’ data with a US-based company for monitoring the infected cases and analysing the developing
situation in the state. Whereas Hubei residents have reconciled to the fact that their data is in the
possession of the government and their activities could be monitored on a real-time basis, a good number
of Keralites are sensitive to their data being in the possession of the government or an agency authorised
by it to use it even for the larger benefit of the society. A comparison with Hubei in this area highlighted the
inadequacies of the State in adapting and adopting new technologies for improving governance.

4.8.4 Earlier Detection and Measures Taken
The healthcare authorities in Hubei were uncertain, particularly at the initial stages, on deciding on new
treatment methods and protocols that would be effective in the management of the “new type of influenza”
[later named COVID-19] that was not responding to laid down influenza treatment protocols. They were
ill-equipped to handle the evolving situation due to the lack of information about the new virus, shortage
or immediate non-availability of PPEs and other essential equipment, beds, ICUs, ventilators, etc. Even
medicines were in short supply at the initial stages. This explains the initial spurt in deaths and several
healthcare workers contracting the disease.
However, Kerala was benefitted by the prior knowledge that COVID-19 was spreading across the globe,
and it would spread to the state as well. It led to the State getting ready with a comprehensive action
plan much before the WHO declared COVID-19 as a Public Health Emergency of International Concern
(PHEIC) on January 30. The State issued instructions on testing and quarantining as early as January 5.
It also formed a response committee and issued guidelines on screening, ensuring preparedness of the
State systems for the worst-case scenario. This proactiveness gave Kerala the advantage to contain the
disease within its boundaries after the first case was reported on January 30.
In other words, by the time the disease emerged in Kerala, the State was aware of ‘some possible treatment
protocols’ based on the experiences of other countries. It also followed the protocols it had adopted for
Nipah virus containment. Likewise, the State was more or less equipped with a small number of PPEs
and other equipment, even as the disease appeared in the state. Due to the effective tracking and tracing
of cases, patients in Kerala were admitted to hospitals well in time so that they started recovering before
their condition worsened. This was one of the reasons for the lower death rate and the relative safety of
health workers during the initial days of the outbreak. The government was visibly confident in tackling the
pandemic and allayed fears among the public because of its proactiveness. That the number of cases
grew exponentially later, after it was brought under control following the initial eruption, with the return of
NRKs from other states and foreign countries, is another matter.

4.8.5 Administrative and Political Response
The top political leadership of Kerala fought the disease from the front, with the CM and/or the Health
Minister briefing and updating the public daily. From ward-level people’s representatives from the
panchayat, municipal, and city corporation to the members of the State Legislature and the Indian
Parliament, the political leaders were present on the ground, leading the campaign in their respective
constituencies. A minister from the State Cabinet was put at the helm of the coronavirus fight in each
district, which was otherwise handled directly by the District Collector, the administrative head of a district.
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While the government hospitals and medical colleges took in a majority of the COVID-19 patients in the
state, the contribution of private hospitals was also crucial. They took in COVID-19 and a large share of
non-COVID patients, which substantially lowered the burden on the public healthcare system.
The opposition parties also largely stood by the party in power, especially in the initial stages. They were,
however, highly critical of certain actions taken by the CM, like holding daily press briefings to explain
government decisions on the matter. They argued that matters like revealing the number of confirmed
COVID-19 cases and related deaths were best left to officials so that the CM could spend valuable time
on governance issues. The government also came in for severe criticism for sharing personal data of
citizens with a US-based company without going through laid down procedures to be followed on such
matters, even though it was for planning the fight against COVID-19. As the opposition kept mounting
its criticism of the government, not sparing even minor shortcomings at local levels, some independent
observers felt that the opposition could have been a little accommodating at that critical juncture, as doing
so would have given an impression that the State was united in fighting the pandemic, thereby boosting
the morale and confidence of a people already under severe stress.
The government in Hubei could go ahead with executing its decisions in its fight against COVID-19
without having to worry about any criticisms from the political opposition. The ruling CPC, which has
direct control of the administration, led the fight from the front as if it was a matter of pride and honour
for them. Since most other provinces in China were relatively less affected by the pandemic, the Central
government could focus its attention on Hubei, whereas, for the Indian government, Kerala was one of
the states handling the pandemic relatively well [at the time]. The province’s fight against the pandemic,
though after a delayed start, was overseen by a Vice-Premier from the Central government stationed in
the provincial capital till the end.

4.8.6 Readiness of Healthcare System
The lion’s share of Hubei’s approximately 36,500 healthcare facilities of different categories — of which
about 35,000 are at the grassroots level, including 24,000-plus village clinics — scattered across the
province are run by the government. However, the healthcare facilities in those areas, when there was
a sudden spike in infections, particularly at the initial stages, were ill-equipped to handle the situation.
Doctors, nurses, and other healthcare technicians from outside, including from the country’s armed
forces, were detailed to participate in the campaign. The story of the construction within two weeks of
two large, temporary hospitals in Hubei with a capacity to accommodate over 2,500 beds had caught
global attention at the time. That the construction began in the last week of January 2020 itself points to
the efficacy of China’s quick decision making and its capability to accomplish such tasks in a short time.
China had accomplished a similar feat during the SARS outbreak in 2003 in Beijing.
Since a majority of the COVID-19 cases in China was reported in Hubei (actually, Wuhan city), even
as the other provinces suffered comparatively less, the Central government could divert human and
other resources to Hubei without any difficulty. The situation in Kerala was (actually, is) different as the
disease was not concentrated in a city but was reported more or less evenly across the state. The Central
government could not have diverted its resources to one state alone as the disease was spreading all
over the country.
Kerala boasts of a strong network of organised public healthcare systems, which facilitated the government
to take swift actions. It continued to be responsive and adapted rapidly to the evolving situation. When the
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first case of COVID-19 was reported in Kerala, the State constituted medical boards in all medical colleges
and government hospitals as early as February 2. The board, consisting of experts, was entrusted with
setting protocols on patient management. This established a standard healthcare management system at
the local level. The government, therefore, was confident in accommodating the non-resident population
from other countries, especially the Middle East. However, as the number of confirmed cases among
the expatriate returnees was high, the State had to reschedule the arrival of fresh batches of expatriates
to develop new management strategies. It also had to make certain changes like accommodating the
expatriates from institutional quarantine to home quarantine. Overall, the cases reported during the first
two waves of infections were well within the capabilities of the State’s healthcare capacity.

4.8.7 Healthcare Funding
Unlike Kerala, Hubei appeared to have faced no major shortage of funds in its fight against the virus
outbreak. Approximately 4.5 percent of its GDP worth US$ 578 billion (2019) goes into the healthcare
sector. Though an average of 5.6 percent (2016–2019) of Kerala’s SGDP goes into its healthcare sector,
the State’s GDP is worth only US$ 140 billion. Even as the exact amount that Hubei received from the
Central government for the COVID-19 fight (except the details given under the section 3.1.7 Government
Funding to Fight COVID-19) is not available, as this is written, the latter could focus most of its attention
on Hubei. To the central leadership in Beijing, it was a matter of pride to show the outside world that the
disease spread was brought under control as quickly as possible.
Kerala had the highest caseload in the country during this timeline. However, the Centre’s COVID-19
allocation to Kerala was only INR 1.57 billion (US$ 21 million). Funding priority was given to other Indian
states, including larger states like Maharashtra and Uttar Pradesh, that appeared to be faltering with a
larger incidence of the disease and the inadequacy of the healthcare system. As the limited budget for
healthcare in Kerala was affecting its functions, the State government sought additional support from the
Centre to cushion the effects of additional spending on the healthcare sector. It also demanded to ease
the State’s borrowing limit.

4.8.8 Role of Media
The Chinese media, controlled by the ruling CPC or the government, as the case may be, played it
along and portrayed the government’s efforts as a ‘success story’. Some reports in the Chinese media
that could be construed as critical of the government that appeared at the initial stages were quickly
withdrawn. The Chinese media remained largely silent on the drawbacks or shortcomings, or any failures
of the government machinery, and instead supported the government’s action in managing the situation.
The government used the media to circulate guidelines and instructions and disseminate its version of the
ongoing developments. Whatever the Chinese academia wrote or opined, either individually or through
the think-tank route, invariably toed the government line. In a few instances, personal criticism, particularly
against the Chinese President, made on social/new media, was promptly deleted on government
intervention. Though there was no report of the media houses or the editors concerned that published
the criticism being taken to task for the alleged ‘nonconformist behaviour,’ an academician and a powerful
businessman, among others, who dared to question the leadership’s role in managing the pandemic, was
arrested a few days later on some obvious corruption charges.
On the other hand, Kerala’s vibrant media has traditionally been recognised as an extension of the voice
of its citizens. With its high literacy and peculiar socio-political atmosphere, it is one of the highest news
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consuming societies in India. Each action of the government in its COVID-19 fight was put under the
microscope and analysed in detail. Kerala’s vernacular media mostly focused on solution-based journalism
in the face of the crises and concentrated on conveying credible information to the public on the disease.
Many of the interventions done by the media played a critical role in drawing the attention of the State
government towards various issues that had gone unnoticed. Several media houses conducted separate
news sessions to expose fake information on COVID-19 on social media and to bring out the truth. The
increased real-time coverage of the situation from critical locations brought out the social realities rather
than news snippets with preconceived editorial policies. There were instances where news channels
were running parallel helpline numbers for the public to raise their concerns.
The Kerala government effectively utilised these communication channels to address its citizens.
Since the onset of the disease, the CM addressed the citizens for an hour daily, and a bulletin was
released every day on the official website of the government to apprise citizens and empower them with
accurate information. These strategies have been consistent with the WHO guidelines on outbreak risk
communication and have been a model for other administrations.

4.8.9 Resumption of Educational Activities
Hubei province reopened schools on May 6, 2020, about three weeks after no new deaths were reported
in the country. In fact, in most other parts of China that were not hugely affected by the disease, classes
had resumed as early as March/April 2020. There were reports about plans to reopen Hubei schools in
some sections of the Chinese media as early as late February, but that did not happen as the situation
had not stabilised by then. Grade 12 and nine students were among the first to be allowed back in Hubei
schools [on May 6, 2020] as they had to prepare for the summer examinations. Children were sensitised
on the matter and trained in topics like sanitisation, social distancing, etc. at home and school. Staggered
arrival and departure timings, smaller class sizes, etc. were among the other steps introduced in several
places in the province. Students were tested for fever and other symptoms before being allowed into the
schools. They were also made to sit one metre apart from each other inside the classrooms. Interestingly,
they had to take a “Coronavirus Examination” to make sure that they were fully aware of the various
aspects of the pandemic.
With the COVID-19 surge in Kerala, the State suspended physical classroom activities and transitioned to
online classes. It continues to take classes online, even as this is written. After the relaxation of lockdown,
the Government of Kerala conducted two public examinations. Board examinations for grades 10 and
12 were conducted in the last week of May. Over one million students across the state attended the
Secondary School Leaving Certificate (SSLC) and Higher Secondary Examinations. Large-scale
arrangements were made to ensure social distancing among the students. For smooth conveyance of
students, transport facilities were arranged in collaboration with schools and KSRTC. A separate team of
teachers was entrusted with the duty of scanning students using thermal scanners, and those students
with higher-than-average body temperature were made to sit in separate rooms for writing exams. The
conduct of the exams earned Kerala accolades from various circles, as all the students who attended the
exams turned negative.

4.8.10 Treatment of Migrants/Immigrants
Kerala is home to around 2.5 million migrant workers, who have decent salary packages and admirable
service conditions. The State treated the migrant population humanely during the lockdown period as
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well. The State administration coined a new, respectable nomenclature ‘guest workers’ to refer to them
and provided them boarding and lodging during the lockdown period. The situation was much different
in several other states where the migrant workers had to suffer due to the loss of job and income. The
active cooperation of the local administrations, youth wings of political parties, voluntary and charitable
organisations, and individual philanthropists in this regard needs to be mentioned. As could be expected in
such situations, there were issues related to migrant workers’ demands to go back to their respective home
states as early as possible. This was sorted out amicably to the extent possible under the circumstances.
Reports indicated that non-residents in Wuhan, Hubei, including migrant workers, were ‘allowed’ to leave
the province on the eve of the lockdown, as also during the early hours of its implementation. Foreign
nationals, including foreign students, who got stranded in the province, complained that they had a
tough time during the lockdown period, as the attention of the local authorities was focused primarily on
registered Chinese residents. Some students even complained that they were left to fend for themselves
with no assistance in terms of food supplies or medicines coming forth from the local government or any
voluntary organisations. No information on any special schemes for the welfare of the migrant workers
stranded in the province during the lockdown period could be accessed.

4.8.11 Role of Traditional Medicines in the Fight against COVID-19
A white paper titled, Fighting COVID-19: China in Action on the country’s fight against the disease
released by the Information Office of the Chinese State Council on June 7, 2020, stated that TCM, an
important component of China’s healthcare system, had been used in treating 92 percent of all confirmed
COVID-19 cases across China. In Hubei more than 90 percent of confirmed cases had received TCM
treatment. The white paper added that a set of TCM diagnosis and treatment protocols was developed to
cover the entire process of medical observation, treatment of mild, moderate, severe and critical cases,
and recovery, and applied nationwide. It, however, did not say how many patients were administered
TCM alone or how many were given TCM along with Allopathic treatment.
According to studies published in medical journals in China and other countries, several descriptions of
TCM were used to prevent and treat SARS in 2003. In 2009, the National Administration of Traditional
Chinese Medicine of China had issued a TCM programme for the treatment of H1N1 infection. Based on
these experiences, the TCM practitioners’ organisations believed that TCM would be effective in the case
of COVID-19 as well. The pragmatic Chinese leadership showed the green signal to go ahead with the
TCM protocols, as it benefitted the people, especially as a targeted Allopathic treatment protocol against
COVID-19 was still being tested, and the search for a vaccine had only begun at the time.
The empirical therapy of TCM is being widely used in Chinese hospitals now, with senior government
officials claiming that it has been effective in alleviating COVID-19 symptoms and reducing deaths. It was
also revealed that TCM remedies were being sent to foreign countries as part of the country’s international
aid programmes. On the other hand, in Kerala, where Ayurveda has been widely popular for centuries, its
practitioners lamented that their counterparts in the modern medicine system prevented its usage even
in Ayurvedic hospitals approved for the treatment of the pandemic, the guidelines in this regard from the
Ministry of AYUSH notwithstanding.
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5. Conclusion
Although COVID-19 cases in Hubei and Kerala were brought under control in a matter of weeks, the
management of the outbreak in both the regions had different approaches primarily due to the different
administrative and political systems prevalent on either side. The decision-making process was easy with
China’s governance model, an ‘advantage’ not enjoyed by the leadership in democratic India, or Kerala.
The competitive politics and the defined classification of the functions and responsibilities between the
Central and States governments in India make decision making a complex process at times.
Hubei could implement various COVID-19 related measures without having to face any immediate threat
to its leadership even if the initiatives had failed, as the entire country is ruled by one party. For the same
reason, Hubei could heavily rely on technological tools to enforce the lockdown. On the other hand, Kerala’s
advantage was its local bodies’ legitimacy, derived from its decentralised system of governance. Kerala’s
Panchayati raj system and urban local bodies played an active participatory role in all the measures
undertaken by the government to tackle the pandemic. This social capital has been the State’s biggest
asset during emergencies. In other words, a vital takeaway from Kerala is that a democratic government
can undertake emergency responses successfully in emerging catastrophes with people’s participation.
In Kerala, transparency was integral to its response mechanism. With the onset of COVID-19, the State
ensured that regular and accurate information — on the number of persons under observation, numbers
tested, positive cases as well as deaths, number of recoveries, etc. — was made available to the public
daily. In contrast, the hallmark of Hubei’s response to the virus outbreak was the lack of transparency in
disclosing developments related to the virus outbreak to the general public on a real-time basis. Data
released by the Hubei government on the number of confirmed cases, number of deaths, etc. continue
to be mired in controversy.
The social capital of these regions offered conducive environments to the respective administrations to
act upon challenges, albeit in different ways. The ‘flattening stories’ of Hubei and Kerala point to a crucial
aspect — a robust healthcare system with a network of healthcare facilities spread across the region is
crucial to deal with public health threats. The relatively well-developed healthcare infrastructures available
in both regions were central to their fight against COVID-19. This, along with the famous ‘indomitable
capacity of the Communist party to mobilise resources,’ worked for Hubei. Nevertheless, the argument
that effective containment is possible only in a regimented political-administrative set-up is sufficiently
challenged by Kerala’s decentralised people-centric strategies. The two regions, in their own distinct
ways, set indisputable examples for other regions.

Epilogue: The Story of Kerala’s Subsequent Setback
This study of the response of the state and the general public, among others, to the COVID-19 pandemic
in Hubei province and Kerala state has concluded more or less on a positive note. This is primarily
because the timeline chosen began with the appearance of the first confirmed case of SARS-Cov-2
novel coronavirus infection in both the regions and ended with both the territories bringing it under control
to zero cases, and the situation remaining so for a few days. Hubei, and to a great extent China as
well, could keep the pandemic under control since then, even though there have been eruptions of the
disease in various parts of the country post the study’s timeline. Even as several possible reasons for the
subsequent setbacks to the perceived Kerala model in fighting the COVID-19 pandemic after its early
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success are scattered in various places in the report, it only makes sense to recapitulate them briefly for
posterity’s sake. Hopefully, a detailed study of this situation that has been in our focus will be attempted
by a CPPR team shortly.
Allegations of China hiding subsequent mini-outbreaks of the disease in some cities and its history of
fudging numbers in such matters notwithstanding, there is no denying the fact that the country has so
far been successful in containing each such [subsequent] outbreak without allowing it to spread in the
respective cities and beyond. What is that formula that works in China but not in other similar populous
countries, including India? Undoubtedly, the most effective weapon in China’s triumph over COVID-19
has been this: “mass testing combined with centralised quarantine.” Let us look at a few examples to
corroborate this argument.
As discussed in the report, on May 9, 2020, when Wuhan reported the first positive case after having
reported zero cases for 35 consecutive days, an intensive campaign was launched to test 11 million
Wuhan residents plus the mobile population. Over 9.89 million Wuhan residents were tested in 19 days,
with tests ranging from 300,000 to a whopping 1 million samples per day. Later, on June 10, a man with no
history of any recent travel reported at a Beijing hospital with fever, headache, etc., and was tested positive
for COVID-19. Though no case was reported in Beijing for 55 days after the city had experienced local
COVID-19 transmission till mid-April, active and passive surveillance was in place in the city at the time of
the outbreak. Investigations led to the possibility of the patient or any of his close contacts getting infected
at the Xinfadi Agricultural Wholesale Market, a large 112-hectare complex housing 2,000 stalls selling
agriculture produce, meat, seafood, etc., with 10,000 customers and workers frequenting the premises
daily. The market was shut temporarily and a massive effort to test market workers, customers, and even
residents in the neighbourhood was launched. Some nearby residential compounds were locked down,
all the schools were closed, and hundreds of flights cancelled. Over 2.29 million people were subjected to
nucleic acid tests during the first 10 days, that is, from June 11 to 20. A total of 335 confirmed cases was
diagnosed, and another 33 persons with asymptomatic infection identified. All of them were isolated and
treated in a Beijing hospital. After July 5, no further case related to the outbreak was detected in Beijing.
During the period, a “positive but asymptomatic individual was considered to have asymptomatic infection
and not counted as a confirmed case. Cases were required to be reported within two hours of diagnosis
and investigated within 24 hours of reporting. Response plans dictated immediate personnel deployment,
aggressive case finding and contact tracing, isolation of persons of asymptomatic cases, quarantining
of close contacts, movement restrictions, and thorough environmental testing. Given the public health
emergency, individual consent was not required to be taken.”
Though the real source of this outbreak is still shrouded in mystery, authorities said that genomic sequencing
showed that the strain of the virus found on some surfaces like cutting boards in the market resembled
the type found in infected people who had returned from Europe. This led to the speculation that the
virus could have arrived in fish like salmon imported from Europe. The Chinese authorities, however, did
not rule out the possibility of a market employee or customer picking up the virus elsewhere and then
spreading it to the market. Though the outbreak in the agricultural produce/meat/seafood market in Beijing
prompted comparisons to the initial incidence of COVID-19 in another wholesale seafood market, namely,
Huanan Wholesale Seafood Market in Wuhan six months ago, results of any further investigations in this
regard could not be accessed. Though there is no evidence of fish being infected or contaminated with
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SARS-Cov-2 coronavirus, there have been other reports of contamination of the same coronavirus on the
packaging of imported frozen chicken parts from some South American countries in cities like Shenzhen
in South China and Qingdao in East China.
In Qingdao, the capital city of the Eastern province of Shandong and a commercial and industrial centre,
also the headquarters of Chinese Navy’s Northern Fleet, 4.2 million city residents out of its nine million
population were tested in early October 2020. The disease had erupted after about two months when no
new cases were reported. Believed to have originated due to cross-infection at the CT scan department
of a local hospital, the chances of community transmission were considered low. According to the city
officials, 24 cases, including 12 asymptomatic cases, were identified. Subsequently, the city authorities
stated they planned to test all the nine million residents of the city. As Chinese nationals and others
continued to return to the country, there was an incremental, steady, but slow increase in the number
of imported cases since April. But these have been managed locally to ensure that the disease did not
spread to the community.
Thus, China’s tryst with COVID-19 has not ended though life has returned to near normal in most parts
of the country, and some cities are even allowing people to go mask-free. The country continues to
report new COVID-19 cases that include imported cases, mostly in double digits daily. Though there are
unconfirmed reports of the disease erupting in large numbers in the Xinjiang Autonomous Region, where
hundreds of thousands of minority Muslims are said to be undergoing “vocational training” in specially
secured camps, the details of the real situation in this regard could not be accessed.  
The re-emergence of new cases in Wuhan, Beijing, and Qingdao, and, to a lesser degree, in bigger
cities like Shanghai and Guangzhou points to the possibility of SARS-Cov-2 or a new mutant form of
the novel coronavirus popping up anywhere anytime. But the way China handled the situation in the
said cases underscores the effectiveness of sensitive surveillance, immediate investigation, and rapid
response in combination with public health interventions in containing new large-scale outbreaks. The role
of technology in China’s successful handling of the pandemic need not be overemphasised. Further, the
tradition of the Chinese people following rules and regulations, accentuated by a fear of the authoritarian
regime, and the ruling Communist party’s well-known capacity to mobilise resources, including financial,
at short notice also helped the Chinese efforts. And, even as the Chinese authorities claim that TCM
protocols were widely used in the treatment of the disease at all different stages, the world cannot but wait
to access the actual position in this regard.
Unlike Hubei, the success story of Kerala did not sustain beyond the timeline of the study. A third wave hit
the flattened curve of COVID-19 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. India’s Union government lifted its nationwide lockdown and introduced conditional
relaxations starting from May 4, 2020. By May 7, India also began one of the world’s largest repatriation
programmes called the Vande Bharat Mission to bring back stranded non-resident Indians. Given its Gulf
exposure, Kerala witnessed a mass influx of people from the region that was particularly hard hit due to
the twin shocks of the COVID-19 pandemic and oil crisis. Approximately 94,085 Keralites landed in the
state in the first two months.
By early June, the MHA issued guidelines on reopening India with the objective of restarting the stressed
economy. With Unlock 1.0, Kerala also opened its markets and shopping centres, as per the guidelines
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issued by the MHA. Kerala being a services-oriented economy, many sectors such as hospitality, tourism,
retail, and banking, resumed in-person interactions that contributed to rising cases in the state. This
increased the chances of mass contact as the public failed to maintain social distancing as advised.
Complacency also set in during this period, possibly due to the early successes achieved by the state
in the first two phases. A sudden change in the status quo that was retained for a month was, thus,
challenged in a few days.
People entered the state using the byroads along the porous Kerala–Tamil Nadu and Kerala–Karnataka
borders, thereby slipping through the screening processes of the State. It resulted in making tracking and
tracing of COVID-19 patients ineffective. By the end of June, the State’s sentinel surveillance indicated
community transmission in Kerala’s coastal regions as well. With these signs of resurgence in infections,
the State’s resources were severely strained and its ability to respond to the crisis tested. On many
occasions, it failed to augment its testing capacity. The inability to conduct massive testing campaigns, as
the Chinese did during each major episode of re-emergence of the disease, was reflected in Kerala’s test
positivity rate, which touched 17 percent at some point during the period. Moreover, the private sector,
which plays a significant role in Kerala’s healthcare system, was roped in by the government only later
via the KASP. Further, the State government’s fixing of COVID-19 treatment rates in private hospitals
raised many concerns for the entities, as they felt the package was too meagre and, therefore, financially
unviable. The fact that the Karunya scheme had historically faced delays in reimbursements from the
government also affected the enthusiasm of the private sector to a certain degree.
At the same time, the Kerala government embarked on other pragmatic initiatives like the setting up
of COVID First-Line Treatment Centres, which are public health centres specially designed to combat
further outbreaks. Hotels, wedding halls, colleges, etc. were used for setting up such centres. These could
be used as regional centres with essential facilities so that the functioning of the existing public healthcare
system was not affected in the event of a community spread. Those who were found positive in antigen
tests but did not develop any symptoms were also treated at these centres to prevent potential community
spread.
The story of Kerala’s setback is also attributed to the state’s peculiar metropolitan ecosystem, which
prevents the effective exercise of social distancing norms. In fact, the initial spurt in infections among the
relatives of emigrant returnees and the consequent spread among communities has been attributed to
the state’s high population density, which stands at 859 per square kilometre. Along with its significant
number of senior citizens, the state population has been highly susceptible to get infected for reasons like
the high prevalence of lifestyle-related morbidity issues. The government meanwhile failed in increasing
testing and utilising technology for contact tracing and early detection to the required levels. With the
government’s hands tied to exercise any further lockdown measures due to its possible detrimental
effects on the livelihoods of the people, cases continued to rise.  
Despite resistance from the Kerala chapter of the IMA, Kerala encouraged the use of Ayurvedic and
Homoeopathic medicines along with the Allopathic medicines, as recommended by AYUSH, ICMR, and
WHO. However, the use of Ayurvedic medicines in the treatment of COVID-19 in the state could begin
only after an intervention by the High Court of Kerala. Interestingly, the general public in the state who are
traditionally accustomed to Ayurveda and Homeopathy therapeutics continued to use them, particularly
prophylactically as immune boosters.
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As of November 23, 2020, the cumulative number of confirmed cases in the state stood at 562,695,
with active cases at 65,861 and total deaths at 2,049. Significantly, however, Kerala’s case fatality rate
was only 0.36 percent, one of the lowest for any comparable territories in the world, even as the national
average was approximately 1.5 percent. This assumes more significance, given the prevalence of high
morbidity rates in the state, one among the highest in the country. The prophylactic use of traditional and
complementary medicines [like Ayurveda and Homeopathy] along with Kerala’s strategy of treatment
at the community level cannot be discounted as possible reasons for this accomplishment. An in-depth
study of international standards into this aspect might throw up encouraging results that could come to the
rescue of people not only in Kerala but also elsewhere in India and the world. The WHO’s Global Centre
for Traditional Medicine proposed to be set up in India might be the right place to initiate such a research.  
Covid-19 is not the last pandemic that is going to impact mankind. Hubei’s success story was closely
associated with the intense use of technology that was linked to its big data. Without waiting for another
pandemic or major natural disasters like floods and cyclones, especially as the state is getting increasingly
prone to the latter, an immediate effort should begin on building up a database that could be accessed
during such eventualities. When we are more than willing to submit our personal data, including biometrics,
to foreign embassies and other agencies and their privately operated backroom service providers,
computer/mobile phone companies, or even to any number of untrustworthy app companies, there is no
justification in our resisting sharing our data with our own government. Of course, the onus will be on the
government to convince the citizens that their personal information will be safe and not misused.
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