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A year with the coronavirus: lessons and challenges 

(Source: Indian Express ) 

 

Context: As India approaches one year of its lockdown, a review of the year gone by and attempt some 

cautious crystal gazing into what lies ahead. 

 

The early response 

 In the past, rumours and false information were driven by not understanding a disease, but the new age 

tools of modern communications now aid that spread. As with old plagues, rumours and accusations 

based on nationalist and religious identities, fueled through social media, have impacted how Covid-19 

unfolded in India and other parts of the world.  

 Through the ages, the most common rumours were about who carried the disease and from where. The 

disease is always foreign, either brought with malicious intent or due to the incompetence of others to 

contain it in a foreign land. The Romans blamed Christians for their practices that angered the Roman 

gods and brought the Antonine plague of smallpox in 165-180 AD.  

 In the early days of the HIV/AIDS epidemic in the 1980s, preachers and televangelists blamed it on the 

―perverted lifestyles‖ of homosexuals and concluded that ―AIDS is God‘s punishment‖.  

 Still others argued that the HIV/AIDS virus came about due to voodoo practices or that it came from 

outer space or was a bioweapon created in a CIA lab. In 2020, contrary to overwhelming scientific 

evidence that the Covid-19 virus was first transmitted from bats to humans and then from person to 

person, many still assert it was produced in a Chinese lab. 

 Denial has been another early response to disease outbreaks. Governments have distorted facts and 

manipulated data to first deny the disease and then cherry pick data to not reveal its full extent. This is 

always done in ‗public interest‘.  

 The denial by South Africa‘s President Thabo Mbeki (1999-2008) that AIDS was caused by a virus, and 

the failure to provide available medicines to infected people caused hundreds of thousands of 

preventable deaths and new infections there.  

 The continued denial of Covid-19 as a problem at the highest levels of the US government during the 

early part of the pandemic led to a grave situation in the world‘s most technologically advanced nation. 

The country is now reeling with over 31 million cases and 568,000 deaths.  

 With almost 13 million cases and over 330,000 deaths, Brazil also owes the devastation to early denial 

by its leadership. Sweden ignored guidance and tried controlling the pandemic by letting its population 

get infected to reach herd immunity. Despite an excellent healthcare system, Sweden registered 15 to 20 

per cent mortality in April and May 2020, forcing it to abandon this strategy. 

Daily rise in India‘s Covid-19 cases  

The nature of pandemics 

https://indianexpress.com/article/explained/a-year-with-coronavirus-lessons-and-challenges-7259063/
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 Pandemics are caused by infectious agents but spread by humans. The control, therefore, depends as 

much on how humans behave as on medical intervention. When the populace trusts policy makers, it 

follows advice.  

 Trust comes from transparency and clear and honest communication, all found wanting over the past 

year. For example, there is overwhelming evidence that masks prevent infection and save lives. In data 

from 200 countries, Covid-19 mortality was 100-fold lower in countries that implemented mask wearing 

within 15 days of first case detection compared to those that took 60 days or more to do so.  

 Then why don‘t people wear masks or wear them properly. The same goes for avoiding crowded places, 

known to spread infection. 

 People‘s choices reflect the relative costs of illness and its avoidance to them. If this private cost of 

illness is low, or the private cost of avoiding illness is high, people have little incentive to follow 

preventive measures. It is hard to convince someone who has no food security to wear a mask.  

 It is impossible for the poor to practice ‗social distancing‘ while trying to earn a living or within their 

crowded dwellings. The essentially economic nature of individual decisions, and the role of behaviour 

and economics in epidemiology determines the societal impact of a pandemic. One of the biggest gaps in 

the global response to the pandemic is the understandable reliance on technological solutions, with 

insufficient attention to communications, human behaviour and social networks. 

 Though microbes infect royals and commoners alike, pandemics are unequal in their impact. The 

―Spanish Flu‖ of 1918-20claimed about 50 million lives of which 12 to 18 million are thought to be from 

India, which was under colonial rule.  

 The mortality rate in Britain was 0.47 per cent, for Europeans living in India it was 0.83 per cent, but for 

Indians it was 2 per cent. Even among Indians, lower castes and upper castes showed 6.1 per cent and 

1.9 per cent mortality, respectively.  

 In South Africa under apartheid 32 per cent of the white population was infected with 0.8 per cent 

mortality; 46 per cent of blacks were infected with 3 per cent mortality. 

 Poverty and unequal access to healthcare creates such disparities. Covid-19 may not be very different in 

this respect. While the overall life expectancy in USA fell by one year in the first half of 2020, for the 

black population it declined by 2.7 years in the same period. The life expectancy gap between black and 

white Americans is now at six years, the widest it has been since 1998. Considering its very large 

informal workforce and poor healthcare infrastructure, India is unlikely to fare any better when reliable 

data becomes available. 

 

The pandemic in India 

 When India went into a lockdown on March 25, 2020, there were 525 confirmed cases and 11 deaths due 

to Covid-19. When the lockdown ended 68 days later on 31st May 2020, India reported 190,609 cases 

and 5,408 deaths. 

 While millions of livelihoods were lost and a serious migrant and economic crisis emerged, India did 

manage to ―flatten the curve‖. Active cases that were increasing at a rate of about 15 per cent in early 

April came down to about 4 per cent when the lockdown was lifted.  

 This allowed healthcare and ancillary capacity to be built, which saved lives. What also saved lives was 

the service and shared experience of physicians and healthcare workers. Even in the absence of any 

specific treatments, open sharing of clinical experience and protocols allowed ICU admissions and 

mortality rates to decrease with time.  

 Besides increasing capacity, a flatter pandemic curve also saved lives due to accumulated clinical 

experience and the dedication of healthcare workers. By early February 2021 the Indian Medical 

Association reported the loss of 734 doctors to Covid-19. 

 Could India have done better? There have been suggestions that India lost valuable preparatory time in 

February and March 2020.  
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 Some others differ on the timing of the lockdown. Still others think the government relied more on 

administrative inputs than on scientific advice. These discussions are not just academic. An analysis will 

help us to be better prepared in future. 

 India now has about 12.5 million cases that are globally the third highest, and about 164,000 reported 

deaths. After reaching a peak in mid-September, there was a steady decline till mid-February 2021, but 

cases are again on the rise again with 1.01 lakh cases reported on April 4, 2021, which is close to the 

peak of 97,894 cases on September 16, 2020.  

 The daily rate of infection, which was steady at about 0.1 per cent for a few months has now increased to 

about 0.6 per cent. But the mortality rate is still low and steady. With over 90 per cent new cases coming 

from only ten states, what is driving this second wave?  

 Seroprevalence studies have shown protective antibodies in 35 to 40 per cent people in major cities and 

10 to 20 per cent in rural areas. The immunity being non-uniform there are pockets of susceptible people 

in cities as well as villages. 

 In Maharashtra for example, which is reporting over 60 per cent of India‘s cases at this time, about 25 

per cent of these cases are coming from the Vidarbha region that was largely spared in the first wave, but 

10 per cent cases are also coming from the Pune region that already showed high antibody 

seroprevalence.Rapidly falling cases over five months and a relatively low rate of mortality have also led  

 Emerging mutants and variant viruses have also been suggested as driving this surge. Variants of 

concern, including those that have contributed to increased spread in UK, South Africa and Brazil, as 

well as home-grown variant viruses are increasingly being found in India. It remains to be seen if these 

are linked to the present surge. 

 

Curbing a pandemic with vaccines 

 For the first time in the history of human infectious diseases, a vaccine is being deployed to curb a 

pandemic. Developments in science and technology over the past two decades made it possible to know 

the genetic sequence of the new virus within one week of its emergence.  

 To compare, it took over 80 years to decipher the full genetic sequence of the 1918 pandemic flu virus. It 

took over four months to establish the causative agent for the 2002-03 SARS outbreak. 

 The availability of genetic sequences of SARS-CoV2 in early January started a race to develop Covid-19 

vaccines. Moderna, a ten-year-old company, developed a vaccine based on the novel mRNA platform 

and started its clinical testing only 63 days after the sequence became available.  

 A similar vaccine invented at a young German company called BioNTech and licensed to Pfizer, was the 

first to get approval on December 11, 2020, well within 12 months of the discovery of the new disease 

and nine months since it was declared a pandemic.  

 Vaccines typically require years to develop, but in 2020, scientists produced safe and effective vaccines 

against Covid-19 in record time. There are currently 78 vaccines undergoing clinical testing on humans, 

of which 13 have received conditional or full approval. 

 A pandemic vaccine must do three things. First, it should be used to protect healthcare and other 

frontline workers. Second, it should decrease mortality. And finally, it must be deployed widely to end 

the pandemic. Most estimates suggest that about 65 to 70 per cent of the population would require 

infection or vaccination to reach ‗herd immunity‘.  

 Crucial evidence of this comes from Israel, where over 75 per cent of people above 60 years of age have 

received both doses of a mRNA vaccine. For this age group, new positive cases and hospitalizations in 

Israel have decreased to near baseline levels.  

 The USA, which has the highest load of Covid-19 cases has also committed itself to a vigorous vaccine 

rollout. The new President promised 100 million vaccine doses in his first 100 days; 121 million doses 

have already been administered in two months. Covid rates have flattened or declined in all four 

countries where enough vaccines have been deployed to cover at least 25 per cent of the population; 

these include Israel, UAE, Maldives and Seychelles. 
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 However, vaccine access and equity have been a challenge. A small group of countries have access to 60 

per cent of the vaccines.  

 The European Union has refused to share vaccines manufactured there with COVAX, a global 

consortium set up to supply vaccines to low and middle income countries (LMICs). In light of such 

vaccine nationalism, India‘s vaccine diplomacy has been a breath of fresh air.  

 Called ―Vaccine Maitri‖, it has supplied over 65 million vaccine doses to 72 LMICs. This includes 

vaccine gifts as well as commercial partnerships. 

 

India’s vaccine challenges and the way forward 

 India‘s vaccination plan, also based on the above three-point principle, is to vaccinate 300 million people 

in the first tranche. This includes 10 million healthcare workers, 20 million frontline workers and 270 

million people above 60 years of age and those younger but with significant comorbidities. From April 

1, 2021 everyone 45 years of age or older is also eligible for vaccination. About 76 million doses have 

been administered till now. 

 India was already a vaccine manufacturing powerhouse before the arrival of this pandemic. It supplied 

over 60 per cent of global childhood vaccines, including up to 90 per cent of the world‘s measles 

vaccines. It produced about 3 billion vaccine doses annually, of which about 1 billion was used 

domestically and the remaining 2 billion exported.  

 Two Covid-19 vaccines have received Emergency Use Authorization (EUA) in India and several others 

are being tested. To vaccinate 300 million Indians in the first phase would require two things – 600 

million vaccine doses and a high rate of vaccine administration. Since January 16, when vaccination 

started in India, about one million doses on an average have been administered daily, but in the past two 

weeks the daily rate has increased to around two million doses.  

 Still, only 4.8 per cent and 0.7 per cent of Indians have received one or both vaccine doses, respectively. 

At this rate, it would take nine months to fully vaccinate 20 per cent of India (~ 275 million people) with 

two doses.  

 The challenge, therefore, is to increase the rate of vaccine administration. This requires increase in 

vaccine supply, more administration points and convincing people willing to take the vaccines. 

 With only two vaccines approved in India – Covishield from Serum Institute of India (SII) and Covaxin 

from Bharat Biotech India Limited (BBIL), is there enough supply?  

 Though India was to have access to 500 million doses of Covishield and about 300 million doses of the 

Covaxin, there appear to be supply issues to honour both domestic and international commitments. Data 

shows that so far Covaxin accounts for less than 10 per cent of administered vaccine doses. This 

lopsided supply is problematic, especially when media reports suggest that SII is not able to meet the 

local and export demand for Covishield. 

 The Indian regulator should consider approving at least two other vaccines that have finished efficacy 

trials and are approved elsewhere, and have partnerships with Indian vaccine companies. The Johnson & 

Johnson single-dose vaccine showed an efficacy of up to 72 per cent and has received EUA in Bahrain, 

EU and USA.  

 The company has a partnership with the Hyderabad-based Biologicals E. Russia‘s Sputnik V vaccine 

reported an efficacy of 91.6 per cent and received EUA in Russia and several Asian, African and Latin 

American countries. This has a partnership with the Hyderabad-based Dr. Reddy‘s Labs.  

 A protein nanoparticle vaccine developed by Novavax (USA) reported an efficacy of 96 per cent in USA 

but only 49 per cent in South Africa due to the circulation of a variant virus.  

 Though it also has a manufacturing agreement of over 1.5 billion doses with SII, this has not yet been 

approved in any other country. If Covishield could be approved in India without bridging trials and 

Covaxin without efficacy data, at least two other vaccines can also receive EUA to boost the supply 

chain. 

 On any given day, India has 40,000 to 45,000 vaccine administration points. With about 2 million daily 

vaccinations, these are delivering on average about 50 doses daily, which is half of the planned 100 
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doses per site per day. With 74.2 million registrations so far, of which almost 55 per cent are walk-ins, 

the problem appears to be both capacity and vaccine hesitancy.  

 The capacity can increase with more vaccination points, especially in rural areas, and with increased 

vaccine supply discussed above. Vaccine hesitancy is fuelled by multiple factors that all point to poor 

communication, mixed messaging and the inability to effectively counter false information.  

 For example, recent reports of blood clots and a pause in use of the Oxford/AstraZeneca vaccine (the 

same as Covishield) by a number of European countries has created fear in India, where this vaccine has 

been used in over 90 per cent vaccinations. Though the European Medicines Agency and World Health 

Organization have found no links between blood clots and the vaccine, time and effective 

communication will be required to repair the damage. 

 

Science and the future 

 The global response to Covid-19 reveals the power of science and partnerships. Within days of its 

notification, viruses were isolated from patients and characterized, which paved the way for developing 

diagnostic tests, vaccines and therapies.  

 With almost one million SARS-CoV-2 genomic sequences publicly available by now, it allows scientists 

to model its evolution and movement across the globe. Multiple vaccines were developed, tested and 

approved within a year.  

 This is remarkable considering that in 2003 it took 20 months for the SARS vaccine to reach testing. 

Over 1100 diagnostic tests have been developed and evaluated, 24 different treatments are in use with 

various levels of efficacy, and more than 110,000 publications on Covid-19 are openly accessible. This 

remarkable speed and collaboration have created societal value for science and saved lives. 

 However, the scientific process remains poorly understood. The blood clots scare shows how association 

is confused with causality. The US Centers for Disease Control and Prevention (CDC) reports that 1 

person in 1000 randomly develop blood clots every year. If a blood clot will be associated with a new 

vaccine within one month of vaccination, let us divide this number by 12. The incidence is 0.08 per 1000 

people per month.  

 The European Union reported 30 cases of blood clots after vaccinating 5 million people, which works 

out to be 0.006, i.e., 13 times less than random chance. Another way to establish causality is to compare 

the incidence of blood clots in people who blindly and randomly received the vaccine versus those who 

got a placebo. This was done in phase 3 trials. The incidence of blood clots in both vaccine and placebo 

groups was rare and not statistically different. This is the scientific method. Everything else is 

scaremongering. 

 How will the pandemic play out this year and in the future? That will depend on vaccine availability, 

coverage and duration of protection. Models of global vaccine manufacturing and capacity show that 

Covid-19 vaccines sufficient to cover all those vulnerable and at risk would only be available by mid-

2022 and for everyone by mid- to late-2023.  

 There is also a problem of unequal access. The poorest countries may only be able to achieve 20 per cent 

coverage through vaccines provided by the COVAX partnership. The duration of vaccine-mediated 

protection may be gauged from studies following natural infection.  

 Neutralizing antibodies wane off in about 3 to 5 months but cell-mediated immune response lasts longer. 

Infection by other endemic human coronaviruses may also offer some protection. Modelling studies by 

researchers at Harvard University have suggested various scenarios – annual winter outbreaks if 

immunity lasts less than 40 weeks; outbreaks every other year if immunity is longer than 100 weeks; 

winter outbreaks if transmission is seasonal; or elimination by 2024 if there is cross-protection from 

exposure to endemic coronaviruses.  

 While these models have assumed seasonal variation like in influenza viruses, which is driven by genetic 

drift, SARS-CoV-2 is genetically much more stable. As we have already seen, pandemic waves remain 

difficult to predict. 
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 Emerging viral variants have added to the complexity. At least three widely circulating variant lineages – 

called the UK (B.1.1.7), South African (B.1.351) and Brazil (P.1) lineages have emerged with variable 

consequences. Trials have already shown compromised efficacy of existing vaccines against viruses of 

the South African and Brazil lineages, prompting vaccine companies to go back to the drawing board.  

 With increasing vaccine coverage globally, there would be fewer opportunities for transmission and this 

will reduce the virulence or disease-causing potential of SARS-CoV2. Increasing vaccine coverage 

would also lead to evolutionary pressure on the virus to develop vaccine-escape mutants, which are 

observed for other viruses following widespread vaccination. 

 However, since this will involve changing the virus-cell binding interface, it may also lead to less fit and 

less virulent viruses. These scenarios should be monitored closely over the next few years through 

characterization of viruses from infected people. Increased genomic sequencing will also allow us to 

catch variants that spread faster or cause more severe outcomes well in time. 

 Science has shown the way by fast-tracking Covid-19 vaccines. We must do more by way of better 

communications and building trust to assure the public that the vaccines are safe and effective. For the 

first time in the history of human disease, we have the historic opportunity to end a pandemic through 

vaccines. 

 

 

All about the Chenab arch bridge  

(Source: Indian Express ) 

 

Context: Constructed at a cost of Rs 1,486 crore, an arch bridge between the Bakkal and Kauri in the Reasi 

district of Jammu and Kashmir is hailed as a major step towards seamless railway connectivity to the 

Kashmir valley. 

 

 

https://indianexpress.com/article/explained/chenab-arch-bridge-kashmir-7264526/
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All about the Italian Marines case 
(Source: Indian Express ) 

 

Context: The Supreme Court said that the case against two Italian marines who gunned down two Indian 

fishermen off the coast of Kerala in February, 2012, will be closed only after Republic of Italy deposits with 

it Rs 10 crore as compensation to victims. The compensation is a mutually agreed amount between India 

and Italy in terms of the award by an international tribunal. 

 

What is the Italian Marines case? 

 On February 15, 2012, two Indian fishermen returning from a fishing expedition near Lakshadweep 

islands onboard fishing vessel St Antony were gunned down by two Italian marines on board oil 

tanker Enrica Lexie.  

 The incident occurred around 20 nautical miles off the coast of Kerala. Shortly after the incident, the 

Indian Coast Guard intercepted Enrica Lexie and detained the two Italian marines— Salvatore Girone 

and Massimiliano Latorre. 

 Following this, the Kerala Police registered an FIR against them for murder and arrested them. In April, 

2013, the case was transferred to the National Investigation Agency (NIA) which invoked the 

Convention for the Suppression of Unlawful Acts Against the Safety of Maritime Navigation (SUA). 

The SUA Convention was passed in 1988 with the goal of suppressing international terrorism. 

 Meanwhile, in early 2013, the marines were allowed to go back to Italy to vote. Once the marines landed 

in Italy, Italian authorities notified India they would not return the marines unless there was a guarantee 

they would not face the death penalty. After tense diplomatic discussions, the two marines were 

returned, without any of the guarantees requested by Italy. 

https://indianexpress.com/article/explained/explained-what-is-the-italian-marines-case-7266450/


 

The Prayas ePathshala 

www.theprayasindia.com/e-pathshala/ 

 

 

www.theprayasindia.com/e-pathshala              info@theprayasindia.com      +91-7710013217 / 9892560176 

 

 
What was the dispute over the case? 

 India argued it had jurisdiction over the case as the two fishermen were killed without warning just 20.5 

nautical miles from Indian coast making the area part of India‘s Exclusive Economic Zone (EEZ). 

 The Kerala High Court had earlier observed that through a Government of India notification in 1981, the 

IPC had been extended to the EEZ, and Kerala‘s territorial jurisdiction was not, therefore, limited to 12 

nautical miles. The court also said that under SUA, Kerala had jurisdiction up to 200 nautical miles from 

the coast. The Supreme Court later said that the Centre had jurisdiction over the case and not Kerala. 

 Italy claimed that as the Indian vessel drew close, the marines assessed that it ―was on a collision course 

with the MV Enrica Lexie and that this modus operandi was consistent with a pirate attack‖. It claimed 

that the fishing vessel continued to head towards the tanker despite sustained visual and auditory 

warnings, and the firing of warning shots into the water. 

 Italy claims the marines had been hired to protect the tanker from pirates and they were only doing their 

job. Italy argues the marines enjoyed sovereign functional immunity in India and Italy alone had 

jurisdiction to deal with them.  

 According to Italy, it was an ―incident of navigation concerning a ship on the high seas‖, outside the 

territorial waters of India. It has cited Article 97 of the United Nations Convention on the Law of the Sea 

(UNCLOS): ―In the event of a collision or any other incident of navigation concerning a ship on the high 

seas‖, only the flag state of that ship can launch penal proceedings. 

 Italy criticised the prosecution pursuant to the SUA Convention as equating the incident to an act of 

terrorism. On March 7, 2014, India dropped the SUA charges against the marines. On February 7, 2014, 

the charges were downgraded from murder to violence meaning the marines would not face the death 

penalty if convicted. 

 Later, Latorre and Girone returned from India to Italy on September 13, 2014 and May 28, 2016, 

respectively. 

 
How did the dispute move to an international tribunal? 

 On June 26, 2015, Italy instituted proceedings against India before an arbitral tribunal to be constituted 

under Annex VII of UNCLOS.  

 On July 21, it submitted a request before the Hamburg-based International Tribunal for the Law of 

the Sea (ITLOS), an arbitral tribunal under the International Court of Justice, under Article 290, 

Paragraph 5 of UNCLOS, seeking ―provisional measures‖ directing India to not take any judicial or 

administrative step against the marines, and to allow Girone to leave and let both men stay in Italy until 

the end of the Tribunal‘s proceedings. 

 India asked ITLOS to reject the submission, saying, ―The story told by Italy is as short and 

straightforward as it is misleading… (It) omits several crucial aspects which are the crux of the issue… 

(and) seriously distorts reality.‖  

 The delays that Italy had complained of were ―due to Italy‘s own delaying tactic‖, India said. It added 

that Italy had, ―in reality, not conducted any kind of serious investigation on the facts, thus showing how 

little they trust in their own thesis of their right — let alone exclusive right — to exercise criminal 

jurisdiction over the two persons accused of murders‖. 

 
What did ITLOS decide? 

 On August 24, 2015, ITLOS directed that both countries ―shall suspend all court proceedings‖ in the 

matter, and asked them not to start new proceedings that might aggravate the dispute or jeopardise 

proceedings of the arbitral tribunal. It said it did not consider the Italian submissions to be ―appropriate‖ 

because ―the Tribunal may prescribe measures different in whole or in part from those requested‖. 

 The Supreme Court stayed all proceedings against the two Italian marines. The matter finally reached the 

Permanent Court of Arbitration in July, 2019. 
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What did it say? 

 In May, 2020, the court ordered that the marines will not be tried in India, and will face criminal 

proceedings in Italy. The court, based in The Hague, further said New Delhi was entitled to 

compensation and asked India and Italy to consult on the amount of compensation due. 

 In a close 3:2 vote, the tribunal ruled that the Italian marines enjoyed diplomatic immunity as Italian 

state officials under the United Nations Convention on the Law of Sea. Taking note of the ―commitment 

expressed by Italy‖ to resume its criminal investigation into the incident, the tribunal said India must 

cease to exercise its jurisdiction. 

 
How did India react? 

 In July 2020, the government told the Supreme Court that it had decided to accept the tribunal‘s May 21, 

2020 ruling in the case and sought disposal of the proceedings pending before the court in view of the 

tribunal‘s ruling. 

 The court, however, made it clear that it would not pass any order without hearing the victims‘ families, 

who, it said, should be given adequate compensation. 

 


