| AR

covVID-19
Global and National Response
Lessons for the Future

Independent Commission on Development & Health in India



COVID-19
Global and National Response
Lessons for the Future
Independent Commission on Development & Health in India



Concept, Editing & Coordination
Alok Mukhopadhyay

Deputy Coordinator
Dr.Nancepreet Kaur

Assisted by
Ruchika Tripathi

Copy Editor
Natasha Sinha

Design & Page Layout

Rohit Paul
The Idea Workshop

Subhash Bhaskar

Cover Page
Joan Miro i Ferra

Publisher
© Voluntary Health Association of India, 2021

Reproduction, adaptation and translation is authorised worldwide for non-profit educational
activities and publications, provided that prior permission is obtained from the publisher and that
copies containing reproduced material are sent to: Chief Executive, VHAI (admin@vhai.org)

Disclaimer: Views expressed in the report do not necessarily represent
those of Voluntary Health Association of India, publisher of the report.



Authors

Amit S Ray
Professor of Economics, Center for International Trade and Development,
Jawaharlal Nehru University

Ajay Pandey
Professor of Law & Executive Director, Clinical Programmes,
Jindal Global Law School

Bhavna B Mukhopadhyay
Chief Executive
Voluntary Health Association of India

Deepak Gupta
Former Additional Secretary (Health), Government of India;
Former Chairman, UPSC

JVR. Prasada Rao
UN Secretary General’s Special Envoy for AIDS, Asia & the Pacific;
Former Secretary, Ministry of Health and Family Welfare, Government of India

Jo Shepherd

Research Officer, National Centre for Rural Health and Care, UK

Maurice Barry Mittelmark
Professor Emeritus, Department of Health Promotion and Development,
University of Bergen, Norway

Manmohan Agarwal
Former Professor of International Economics, Jawaharlal Nehru University;
Former RBI Chair, Centre for Development Studies

Madhumitha Balaji
Wellcome Trust/DBT India Alliance Early Career Fellow, Sangath

Dr.M M Singh
Director & Professor, Department of Community Medicine,
Maulana Azad Medical College, New Delhi

Dr.Navya Gangadharan
Post Graduate Researcher,
Department of Community Medicine,
Maulana Azad Medical College, Delhi University



Dr.Nidhi Bhatnagar
Associate Professor, Department of Community Medicine,
Maulana Azad Medical College, Delhi University

Pinaki Mitra
Executive Director, Sangath

Dr.P.C.Bhatnagar

Senior Director(Programmes), VHAI

Richard Parish
Professor Emeritus, University of Chester, UK;
Executive Chair, National Centre for Rural Health and Care, UK;
Co-Investigator, MRC PETRA Programme on Trade and Health

Dr.Sagar Galwankar
Chief Executive Officer,INDUSEM;
Associate Professor & Director for Research in Emergency Medicine, University of Florida;
Sarasota Memorial Hospital New Delhi

Shanta Lall Mulmi
Executive Director, RECPHEC, Nepal

Dr.Suneela Garg
Director & Professor, Department of Community Medicine, Maulana Azad Medical College, Delhi University

Dr.SKRaina
Professor & Head, Department of Community Medicine,
Dr.Rajendra Prasad Government Medical College Kangra at Tanda (HP)

S.Y.Quraishi
Chairman, Centre for Ethical Life & Leadership;
Former Chief Election Commissioner of India

Dr Vinya S Ariyaratne
General Secretary, Sarvdaya;
Lecturer, Community Medicine, University of Sri Jayewardenepura, Sri Lanka

Dr.Vikram Patel
Professor, Department of Global Health and Population,
Harvard TH Chan School of Public Health;
Co-Founder, Sangath



Research Team of Voluntary Health Association of India

Akanksha Bangwal
Binoy Mathew
Dr.Chandravali Madan

Debananda Mohanta

Dr. Priyanka Bhat
Dr.Satya Gupta
Satyajeet Mohapatro
Dr. Swapnil Jain
Satypal Singh

Shibendu Bhattacharya

Shyam ji Lal

State Voluntary Health Associations

Mukesh Sinha
Executive Director, Madhya Pradesh VHA

Ruchira Neog

Executive Director,VHA of Assam

SajuV Itty

Executive Director, Kerala VHS

Swapan Mazumdar
Executive Director, Bihar VHA



Independent Commission on Development and Health in India

Convener

Alok Mukhopadhyay

Members

Javid A.Choudhary

Former Secretary, Ministry of Health and Family Welfare, Government of India

Dr.L.M.Nath

Former Director, All India Institute of Medical Science, Delhi

J.V.R.Prasada Rao
UN Secretary General’s Special Envoy for AIDS, Asia & the Pacific;
Former Secretary, Ministry of Health and Family Welfare, Government of India

S.Y.Quraishi
Chairman, Centre for Ethical Life & Leadership;
Former Chief Election Commissioner of India

Deepak Gupta
Former Additional Secretary (Health), Government of India;
Former Chairman, UPSC

Amit Shovon Ray
Professor of Economics, Center for International Trade and Development, Jawaharlal Nehru University

Darshan Shankar
Vice Chancellor, Institute of Trans-Disciplinary Health Sciences and Technology

The Commission is thankful to the authors, contributors and
researchers for their extraordinary response in putting together
this report under the extremely challenging circumstances that

all of us are going through.




Content

Preface

GLOBAL RESPONSE

1 An Inter Country Comparative Analysis of
COVID-19 Outcomes 2-21

2 Strategies of Prevention and Control
of COVID-19 22-37

3 Looking Through the Kaleidoscope - COVID-19

Situation Around the World 38
Coronavirus in Norway 39-42
COVID-19 in the USA 43-45
COVID-19 in Africa and Latin America............. 46-50
COVID-19 Management in Nepal .......ccocccnec. 51-55

Management of COVID-19 in Sri Lanka.......... 56 -63
Responding to the Coronavirus in UK In Search of

the Goldilocks Solution 64-73

4 Role of International Organisations during
COVID-19 Pandemic 74-94

5 COVID-19 and the World Economy................ 95-104

How COVID-19 Exposed the Public
Character of Health 105-106

6 Social Consequences of Global

COVID-19 Crisis 107-113
7 COVID-19: A Threat to Democracy ............. 114-119
8 Testing for COVID-19 120-129

9 Global Collaborative Efforts on Development of
Vaccines and Drugs 130-145




NATIONAL RESPONSE

10

1

12

13

14

15

16

17

18

Situational Analysis of

COVID-19in India 147-159

Response of Government of India to the

Pandemic 160-175

Role of Key Organisations in the Management of
COVID-19 PandemiC.....oecceeeuerersmnecersennevenns 176-192

COVID-19 Testing: Indian Scenario......... 193-204

Potential Role of Ayurveda in COVID-19

Management 205-210
Impact of COVID-19 on
Indian Economy 211-231

Mental Health and COVID-19: An Interim Report

from India 232-238

Impact of COVID-19 on the Learning Outcomes
and Mental Health of Students

in India 239-245

COVID-19 and Health Risks Associated with

Substance Abuse 246-252

19

20

21

22

23

24

Telemedicine: Embracing Virtual Care During
COVID-19 PandemiC.........ccerecrunsnccseenne 253-258

The Need for Community Based Grassroots
Preparedness and Legal Framework to Respond

to a Pandemic 259-267
Long Term Management of COVID-19
Pandemicin India 268-281

Towards Holistic Health Care in India ... 282-287

Snapshots from the States.......cccccoeuemnnenee 288-319

End Notes & References..........cceereervene. 320-353




COVID-19 has caused worldwide human, economic and social misery.
It clearly exposed the vulnerability of our civilisation, and reinforced
the importance of living in harmony with nature, not rampaging it in a
conquering mode. In a post-COVID world, we must thoroughly internalise
the lessons from the pandemics.

The most accepted definition of Health is, “State of complete physical, mental
and social wellbeing, not just absence of disease’, as enshrined in WHO’s
Constitution, adopted in 1948. Unfortunately, during the management of
COVID-19, our focus has mostly remained in combating the disease. We
failed to ensure that in that process other crucial elements of health are
not damaged. We have remained in this mode till now, causing economic
hardship to millions of people, compromising the management of other
health challenges, as well as distorting the education and other essential
facets of humanity. We must ensure that operation COVID-19 does not
succeed at the cost of damaging the foundation of our civilisation.

During the crisis, it became evident that scientists advice and politicians
decide. The situation get more complicated when the scientists involved
are largely clinicians, not experienced public health professionals and
epidemiologists. We have seen with considerable consternation how very
powerful politicians overruled the scientific advice and took decisions, which
adversely affected the sound management of the disease. In the United States,
politically motivated unscientific stand of the leadership led to the worrying
situation that it faces today. Similarly, in many countries, including India,
a sudden lockdown was imposed on the whole country without adequate
preparation. It is now clear that the sledgehammer approach of sudden
lockdown of the countries is not the best solution. It is better to use a strategy
of using localised strategic lockdown, like a jeweller’s mallet.

Within couple of months of the outbreak of COVID-19, there was enough
scientific knowledge about the disease and the effective way of managing it.
Early diagnosis through testing the suspected cases, comprehensive contact
tracing, home quarantine of mild and moderate cases with active follow-up,
timely hospitalisation of the serious cases and protecting the elderly patients
with co-morbidity, are the proven shield. Every country, which implemented
these measures efficiently and managed to educate their population to follow
the basic guidelines of hand-washing, social distancing and mask wearing,
came out with significantly better outcomes. But unfortunately, many of
these countries let their guards down too soon, which caused re-emergence
of cases in most of Europe and elsewhere.

Now with the successful vaccines in the horizon, this nightmarish chapter
might come to an end, but we need to deeply internalise the lessons of this



tough journey and prepare ourselves adequately for the future. The Report
is an attempt to capture our experiential learning while combating the grim
reality of COVID-19.

During this crisis, the fault lines of the health systems all over the world
became clear. They can be summarised as follows:

L.

IL.

III.

IV.

In most countries, human resources in health sector are inadequate.
The problem is not only limited to developing countries, but also in
developed countries going through demographic transition. A long-
term solution of this critical problem need to be evolved with a sense
of urgency.

In the developing countries, both financial resources and health
infrastructures are awfully inadequate. It is evident that a country’s
economic, social as well as political stability depends on the investment
that it make in their health care. Health budget should not be treated
as an expenditure, but an essential investment for sustainable
development.

A few years back, the WHO took initiative to highlight the importance
of addressing the Social Determinants of Health, but not much action
followed. The pandemic showed how more than one third of the global
population, living in urban slums and rural settlements without proper
infrastructure have hardly any chance to preserve themselves from the
spread of the communicable diseases. Underbelly of all urban centres
showed how little we have done in improving the living conditions of
the economically disadvantaged.

The crisis highlighted the vulnerability of the people working in
unorganised sector. They lost their livelihood overnight due to sudden
lockdown and had to undertake long inhuman journeys to their native
places for their survival, during this tough phase. Similarly, a huge
number of self-employed people lost their livelihood. It is imperative
that we systematically address the challenges of social determinants of
health, to ensure the health and development of whole population.

In the management of the pandemic, the government infrastructure
played the most critical role reinforcing our belief that health is a merit
good and should not be totally put in the market place. The government
health systems should continue to be the backbone of health services.

The pandemic brought to light the importance of the slogan, “All for
Health”. At the end of the day, not only the health professionals but civic
and police administration as well as others had to work collectively
to combat the spread of the disease. Unfortunately, the non-health
actors in most countries are not trained in the basics of health care.



We need to ensure that during the initiation to the service all cadres
of government and non-government organisations’ go through simple
training on basics of health and wellbeing.

VI. In the management of the pandemic, the participation of the
communities was limited. Our efforts would have been far more
effective, if we had involved them right from the planning stage and
ensured that they continued to play important role in decentralised
management of the disease. Similarly, efficient mechanism for active
participation of non-government organisations were not created. We
have seen in the past, during global outbreak of HIV/AIDS, how much
value they add to the government effort, if an enabling environment is
created.

VII. The resistance of the citizens all over the world to simple preventive
steps like using of masks or maintaining social distancing, brought to
the light the fact that preventive and promotive health care should be
an important health agenda for the future, so that our citizens practice
the basics of healthy living.

We need a strong global weather station to pro-actively monitor the
emerging health emergencies, sufficiently in advance so that vulnerable
nations can get time to prepare for it. The WHO is supposed to play this
role but somehow in the recent years, it's not so pro-active response to
the outbreak of Ebola and similar situations have dented it’s credibility.
Obviously, there is a need for a paradigm shift in the WHO, so that it can
be an energetic organisation developing strong collaborative arrangements
with well-respected scientific institutions with proven track record. This will
help the WHO not only rely on the professional knowledge available within
the organisation, but enthusiastically obtains best scientific and technical
advice that exists globally. The WHO has the advantage of global acceptance
due to its contribution for many decades, as well as its presence all over the
world. The organisation should be run by committed professionals, rather
than job seekers and political appointees.

At present, the WHO is hesitant to raise issues with strong member countries.
During the management of COVID-19, it was found to be going questionably
soft on China for quite a while, appreciating their response to the outbreak,
rather than pointing out Chinese government’s denial and mismanagement
of the pandemic during early weeks.

The present international laws binding the governments on the reporting
of life threatening diseases, which has global consequence, are rather weak.
Time has come to frame stricter international laws, which makes it mandatory
for Member States of the United Nations to report such incidents promptly,
so that it does not lead to far graver situations with global ramification.
Similarly, most countries need to review their Laws which are evoked during



the pandemic. They were found to be deficient, not far reaching; and have
little accountability to the public grievances. During the crisis, the need for
creating an International Fund to promptly respond to such situations was
felt badly.

The crisis sadly exposed that the benefits of globalisation does not come to
active play when such disasters strike. Even otherwise organised European
Union failed to respond to this crisis jointly during its’ peak. On the other
hand, Indian vaccine distribution to its neighbours and other countries
stood out as a shining example of global cooperation. In the future, we need
to develop mechanism for horizontal integration of response to the crisis of
global proportion.

Due to the pandemic, the education system has gone through traumatic
change resulting in dropout of millions of children throughout the
developing world who are not beneficiaries of digitalisation. Many of them
are going back to child labour. In many places, attending the school ensured
a nutritious meal for the children. They are deprived of that now. We need
to remember that education is not only about acquiring knowledge, but also
understanding of the society through socialising with larger peer group,
interacting with people, having access to sports, as well as other forms of
culture and entertainment. It is essential that we find ways and means to
open our educational institutions at the earliest with enough precautions.

We had to rethink of our work settings. In the long run, we need to figure
out a system where people can work from home without compromising their
productivity. This will have benefits of reducing traffic congestion, pollution
as well as infrastructural fatigue. On the other hand, people for whom it is
essential to attend work settings, we need to create healthier and safer work
places, where they are least exposed to health hazards.

With physical contacts kept to a minimum, it is digital communication that
proved to be a lifeline for the society across the world. We use internet to
learn, to work, to communicate as well as to socialise. The pandemic and
the subsequent lockdowns, not only compelled change in the mode of social
interaction, but also the running of businesses. However, it has rushed into
digital life at a velocity which was unfathomable, while only 27 per cent of
families in India have access to internet. There is a huge digital divide between
the urban and rural areas. We need significant push towards digitalisation
both from the government and the private sector, to fill this unacceptable

&ap-

We are gradually coming out of this unimaginable crisis due to dedicated
work, under most trying circumstances, by millions of health functionaries
in all kinds of settings. In the initial phase, many of them had to work round
the clock in an unknown territory without sufficient safety precautions.



Their brave dedicated response has shown how much latent potentiality is
there in our human resources for health. We need to appreciate, nurture and
compensate them adequately.

The scientists working in the vaccine front have almost done a miracle by
coming out with effective vaccines in such a short time. They have added
a glorious chapter in the history of science. Besides them, many political
leaders and brave hearts from the public played a key role in pushing back
this crisis.

We are at a time when health has at last received its due importance in
the global development agenda. The initiatives like Macroeconomics
Commission on Health, Global Fund, World Bank and Private Foundations’
considerable investment in health sector, as well as in the agendas of
Sustainable Development Goals; are some of the important expression of
this concern. We are certain that post-COVID-19, the health care will receive
further fillip, but favourable wind is of consequence if direction of the boat
is right. The greatest economic force now sweeping through the health care
system worldwide is that of the market. Health is a vital human good and
medicare plays a key role in promoting it. Totally commercialising it even
for the sake of choice and efficiency, runs a potent risk of submitting it to the
market forces. The integrity of medicine itself is at stake. The State need to
remain the principal provider of health care to safeguard it from this folly.

We need to look at the financial outlay that is required to meet the
unfinished agenda of ‘Health for AIl" Most developing countries, including
well performing economies, like India and China, invest far less than it is
required to meet their health goals. Paradoxically, the cost of providing basic
health care to the world’s unreached population need an investment of up to
35 billion dollars, which is a fraction of 400 billions dollars that the world
spends on armaments annually. This is particularly pertinent in the context
of the fact that one of the most striking statistics is that a woman will die
from complication in pregnancy in Sub-Saharan Africa 1 in 37 over the
course of her lifetime, compared to 1 in 6,500 in the developed world.

A healthy nation is the sum total of the health of its citizens, communities
and settlements in which they live. Therefore, it is only feasible if there is total
participation of its citizens towards this goal. We have to look beyond the
so-called predominantly reductionist bio-medical model of health care, to
a holistic model of health care, which puts the human and the environment
in the centre.

Alok Mukhopadhyay
Convener
Independent Commission on Development and Health in India
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Introduction

he COVID-19 pandemic spread to the entire
world by the first quarter of 2020, forcing

countriestofollowvarious containmentmodels.

While India, the USA and most of Europe chose
complete or partial lockdown of their socio-
economic institutions, to protect their citizens
from the pandemic; there are countries that did
not apply any form of lockdown. Instead, they
have been trying strategies like contact tracing
as in the case of South Korea and individual
responsibility, as seen in the case of Sweden.

During the first quarter, most countries in Africa
and Latin America were not as affected as Asia,

Europe and North America. However, the
trend changed for worse as newer countries,
especially in South America, were engulfed
by significant number of COVID-19 confirmed
cases and mortality. India witnessed a sharp
and exponential increase in its COVID-19 cases
post May 2020, as the country started easing
the world’s biggest lockdown.

The following is a comparative analysis
of about 165 countries from around the
world, to evaluate the COVID-19 spread and
fatality as of 30 September 2020. Nations for
which COVID-19 related demographic data
is available, further correlations have been
analysed to draw some meaningful patterns.
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Overview of COVID-19 for some After being discovered in China, the first

of the Most Impacted Countries international COVID-19 positive case was
Globally confirmed in Thailand on 13 January, 2020,

followed by Japan, i.e., on 16 January 2020. By
Table 1.1 evaluates the country-wise COVID-19 31 January 2020, all the other studied nations
positive cases and mortality, compared to the had officially confirmed their respective first
national population. It also tabulates the date cases and had started restricting international
of confirmation of the first case in each country. travel.

TABLE 1.1:Total Population and COVID-19 Updates of the

Most Impacted Countries Globally

S.No.. Country Total Date of Total Total Case
Population | Confirmation Confirmed Deaths Fatality
(1July 2019) | of First Case | Cases (30 (30 Rate (%) (30
September | September | September
2020) 2020) 2020)

1 USA 329,064,917 20 January 7,077,015 203,875 2.88

2 India 1,366,417,754 | 30 January 6,225,763 97,497 1.57

3 Brazil 211,049,527 26 February 4,745,464 142,058 2.99

4 Russia 145,872,256 | 31 January 1,176,286 20,722 1.76

5 Colombia 50,339,443 6 March 818,203 25,641 3.13

6 Peru 32,510,453 7 March 808,714 32,324 4.00

7 Spain 46,736,776 31 January 765,291 31,762 415

8 Mexico 127,575,529 28 February 733,717 76,603 10.44

9 South Africa | 58,558,270 5 March 672,572 16,667 248

10 France 65,129,728 24 February 526,435 31,691 6.02

11 Iran 82,913,906 19 February 453,637 25,986 5.73

12 UK 67,530,172 1 February 446,160 42,072 943

13 Bangladesh 163,046,161 | 8 March 362,043 5219 1.44

14 Italy 60,550,075 29 January 313,011 35,875 11.46

15 China 1,433,783,686 | 4 January 91,041 4,746 5.21

16 Japan 126,860,301 16 January 83,010 1,564 1.88

17 Australia 25,203,198 25 January 27,063 882 3.26
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As of 30 September 2020 at 7,077,015, the USA
had the highest number of total confirmed
cases of which 203,875 persons had deceased.
The USA was being closely followed by India
in terms of total confirmed cases, and the
cases shot the roof as the lockdown eased and
testing increased. However, the mortality rate
for India is among the lowest in the countries
listed in Table 1, quite a feat, considering the
considerably weak public health system of
the country. India, the world’s second-most
populated country, went under total lockdown
on 24 March 2020 which was undone in phases,
June onwards.

Surprisingly, Bangladesh, one of the world’s
most densely populated countries and a
neighbour of India and China, registered just
362,043 confirmed cases with a case fatality
rate of 1.44 per cent. The confirmed cases are
much lesser than the U.K, France, Spain and
South Africa, all of which have less than half
of Bangladesh’s population and supposedly
stronger health systems.

Further, as per Table 1, three of the top six
most infected countries are located in South
America - Brazil, Colombia and Peru, and two
of the top six are in North America - the USA
and Mexico. While the USA was among the
most severely infected nations right from
the first quarter of the COVID-19 spread, the
other New World nations caught up in the
later months.

Despite the stringent national lockdowns,
Spain, Italy, the U.K. and France each had
more than 300,000 confirmed cases, with
Spain going as high as 765,291. These
countries also witnessed high mortality, with
their case fatality rates ranging between 4 to
11 per cent, highest being of Italy at 11.46
per cent.

Considering the population, Japan as well
as China seem to have been successful at
keeping the cases and fatality under control.
While Japan focused on behavioural change
without implementing a complete lockdown,
China has been the pioneer of stringent
lockdown methodology. The countries have
noted 4,746 and 1,564 COVID-19 deaths
respectively. However, the case fatality rate of
China is considerably high (5.21 per cent).Both
the countries registered a second wave of
infections in June 2020, details of which have
been discussed later.

Region wise COVID-19
Distribution

. Asia

The current study has covered 45 countries
in Asia for a comparative analysis of their
total confirmed cases of COVID-19, as of 30
September 2020. The continent has been
further divided into four geo-political regions
to arrive at a more nuanced understanding of
the situation.

1. East and South East Asia

Of the 16 countries located in East and South
East Asia, Philippines has confirmed the most
COVID-19 cases (309,303), closely followed by
Indonesia (282,724). Both the countries are
densely populated, with Indonesia being the
fourth largest country globally in terms of
population.

China, despite being the most populated
country in the world and the place of origin of
COVID-19, has officially confirmed just 91,041
cases since January till September. These
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Graph 1.1: COVID-19 Confirmed Cases
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controlled numbers have been attributed
to the strict implementation of lockdown in
the country, followed by even more stringent
regional lockdowns when new waves of
infections emerged post May 2020. The
country used technology,as well as citizen data
to track movements and restrict the spread of
infections. The strategy has been discussed in
more detail in the later chapter.

Singapore is smaller population wise as
compared to countries such as Viet Nam,
Thailand, Malaysia, Myanmar and South
Korea. However, it has registered a much
higher number of confirmed cases. Following
immigrated cases from China in January,
Singapore had registered sizeable cluster
based infections in February-March 2020.
This was followed by its overseas citizens and
residents returning from around the world. In

April-May, clusters were detected in migrant
workers’ dormitories. Mid- August onwards,
the country has mostly been registering
community based transmission cases, with
a daily rise of a nominal number of cases.
The case fatality rate of Singapore at 0.05 per
cent is among the lowest in Asia. No data is
available for Democratic Republic of Korea
(North Korea).

2. South Asia

India is the most populated and the most
infected country in the sub-continent region,
with 6,225,763 cases confirmed as of 30
September, 2020. Bangladesh and Pakistan
have similar number of confirmed cases,
each having about 5-6 per cent of the total
cases confirmed in India, while having about
12 and 16 per cent of the population of
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Graph 1.2: COVID-19 Confirmed Cases (South Asia)
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India, respectively. This implies that the two least number of COVID-19 cases in this region,
neighbouring countries have fared better in probably attributed to the size of the country.
terms of proportion of population impacted

by COVID-19. 3. West Asia

Surprisingly, the small island country of In West Asia, Iran has confirmed the most cases,
Maldives has more number of cases than the closely followed by lIrag, Saudi Arabia and
larger Sri Lanka. Bhutan has registered the Turkey.lran was in fact one of the most severely

Graph 1.3: COVID-19 Confirmed Cases (West Asia)
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Graph 1.4: COVID-19 Confirmed Cases
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impacted countries, within the first couple of
months of the spread of COVID-19. Almost
all the countries in this region have been

significantly infected, including the smaller
ones.Qatar, Kuwait and Oman are considerably
less populated than UAE, but have confirmed
higher infections. Syria and Yemen have the
lowest cases in the region. However, they have
the highest case fatality rates in the region. In
fact Syria has globally the highest case fatality
rate.

4. Central Asia

Among the five countries in Central Asia,
Kazakhstan has the highest number of
confirmed cases. Uzbekistan and Kyrgystan
have about half the number of the cases. In
fact, Uzbekistan has double the population
of Kazakhstan, but had less than half the

confirmed cases than the latter. No data is
available for dictatorship Turkmenistan.

Il. Europe

The current study has covered 38 countries
in Europe for a comparative analysis of their
total confirmed cases of COVID-19, as of 30
September 2020. The first graph visualises
the confirmed cases in West, North and Baltic
Europe, while the second graph gives a picture
of the confirmed cases in Central and East
Europe.

1. West, North and Baltic Europe

Among the top 5 most infected countries,
Germany has the highest population but has
the least number of total confirmed cases.
Spain, on the other hand, has the lowest
population among the five, but is on top of the
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Graph 1.5: COVID-19 Confirmed Cases
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graph in terms of confirmed cases.In fact, Spain
has the highest cases among the 18 countries
covered in the given graph for the region.

The three sparsely populated Baltic countries
- Lithuania, Estonia and Latvia have the lowest

number of confirmed cases in the group.

In fact, they are among the least affected
European countries. However, these countries
started witnessing a spike in cases September
onwards. This could also be attributed to
increased testing. Their low population,
ranging between 1 to 3 million, must also be
keptin mind while comparing them with other
countries.

Sweden, a nation that chose individual
responsibility over coerced lockdown when
its neighbouring countries were under total
shutdown, has confirmed 93,165 cases as
of 30 September 2020. This is lower than
Belgium, a slightly more populated West

European country. However, Sweden’s cases
are higher than similarly populated Portugal
and neighbouring Denmark, a country that
had implemented complete lockdown.
The COVID-19 statistics in the early phase
were similar for Denmark and Sweden, even
as the two Scandinavian countries were
implementing absolutely opposing measures
against the global pandemic. However, Anders
Tegnell, the architect of Swedish strategy
had expressed that their model was more
sustainable, and that Denmark would struggle
the moment starts releasing the lockdown
measures. However, as of 30 September, 2020;
keeping in mind that Denmark is about half
as populated as Sweden, it has confirmed less
than one-third the cases confirmed in Sweden.

However, here it must be kept in mind that
Sweden has been consistently increasing its
testing capacity, reaching 1 million tests per
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Graph 1.6: COVID-19 Confirmed Cases
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week, by the last week of August 2020. Since
then, the per day case confirmation has also
remained consistently high.

In terms of case fatality rate, the top 5 countries
- Italy, the UK, Belgium, Sweden and France
have more than 6 per cent case fatality rate
each. Italy tops the case fatality rate list in the
entire Europe, with an 11.46 per cent case
fatality rate.

While Italy was one of the earliest and worst
affected countries in the region by COVID-19, it
is not facing similar circumstances in the later
period, unlike other European counterparts

thatare experiencinganalarming spikein cases.

The most likely explanation is a combination
of factors: efficient test and tracing, a longer
lockdown, and probably the individual
responsibility that came due to the trauma

of the initial attack of the virus on the Italian
public health system, thereby frightening
Italians into widespread compliance with rules.

2. Central and East Europe

Among the 20 countries from Central and East
Europe that have been studied, the top 5 are
located in East Europe. Russia, in fact, is the
country with the most infections in Europe,
with 1,176,286 confirmed cases as of 30
September 2020. Russia’s confirmed cases are
in line with its high population.

However, Belarus, less populated than Czech
Republic, Greece and Hungary, has higher
cases than these countries. On an average, the
case fatality rates in Central and East Europe
are lesser, as compared to the more developed
West Europe.
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Graph 1.7: COVID-19 Confirmed Cases (North Africa)
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lll. Africa

The total confirmed cases in 52 Countries of
Africa have been analysed by dividing them
into 4 geographical zones - North, Central &
East, West, and Southern.

1. North Africa
There are 7 countries in North Africa of which

data is available for all except Western Sahara.
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Graph 1.8: COVID-19 Confirmed Cases (Central and East Africa)

Despite being less populated that Egypt,
Algeria and Sudan, Morocco has confirmed
the highest cases, closely followed by Egypt.
Morocco was under lockdown since March,
and as the Government eased the restrictions
June onwards, a daily spike in cases was
observed, which catapulted the total cases in
the Mediterranean country. However, its case
fatality rate at 1.78 per cent is much lower as
compared to the other countries in the region.
Sudan at 6.53 per cent has the highest case
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Graph 1.9: COVID-19 Confirmed Cases (West Africa)
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fatality rate in northern Africa, followed by
Egypt at 5.74 per cent.

2.Central and East Africa

Of the 19 countries studied from this region,
Ethiopia has the highest number of cases. It is
followed by Kenya, Cameroon and Democratic
Republic of Congo. Chad has the highest case
fatality rate (7.12 per cent) followed by Tanzania

(4.13%). The island country of Seychelles has
zero case fatality rate.

3. West Africa

West Africa seems to be least impacted by
COVID-19, with Nigeria having the highest
number of confirmed cases (58,647), followed
by Ghana (46,482). This, despite the high
population of these countries. Liberia and Niger

Graph 1.10: COVID-19 Confirmed Cases (Southern Africa)
672572
16377 14715 11140 8556 7837 5772 4905 3172 1565 381

> $ > @ & e k > > ) -

\&{‘ 3@#0 "‘cf@ a“&\o ‘é& ‘0’56? \3"}5:» ?‘:‘\e “:"@(\ e,"’ss\ Q&\o
50% & > & 455 o v <
® Confirmed Cases
Source: WHO; till 30 September, 2020




12 m COVID-19 Global Response

have the lowest confirmed cases, but highest
case fatality rates at 6.12 and 5.77 per cent
respectively.

4. Southern Africa

South Africa is the country with the highest
number of cases in the African continent. As of
30 September 2020 South Africa had 672,572
confirmed cases and a case fatality rate of 2.48
per cent. Angola has the highest case fatality
rate in Southern Africa at 3.65 per cent.

No other country is comparable to South Africa
in this region, in terms of number of cases.

While the South African Government believes
that the country is well past the surge, it is
speculated that the infections are spreading to
the rural areas as well. Further, research from
the South African Medical Research Council

(SAMRC) documented that the excess deathsin
the country have seen a more than 59 per cent
increase as compared to the previous years.
This indicates that the currently reported case
fatality rate of COVID-19 could be misleading,
and the actual number of people who have
died from the virus could be much higher than
reported.

Theisland country of Madagascar is the second
most impacted country in southern region,
having more number of cases than other
countries such as Angola and Mozambique,
which have comparatively higher population.

IV. North America

Of the 14 nations covered from North America,
the USA has the highest number of confirmed
cases, not just in the continent but the entire
world as of 30 September 2020. Mexico has

Graph 1.11: COVID-19 Confirmed Cases
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Graph 1.12: COVID-19 Confirmed Cases (South America)
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the second highest confirmed cases and
the highest case fatality rate (10.44%). While
Canada has comparatively much lesser
confirmed cases than the USA, its case fatality
rate is almost double than America.

Panama and Dominican Republic have
population lesser than Cuba and Haiti
respectively but the former two countries’
cases are more than ten times than the latter
two.

V.South America

Of the 10 countries studied in South America,
Brazil has the highest confirmed cases in

1480

Graph 1.13: COVID-19 Confirmed Cases (Oceania)
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the region, and is among the top 5 infected
countries in the world. Colombia and Peru
have comparable number of confirmed cases
as of 30 September 2020. Argentina has lesser
population as compared to Peru, but is having
lesser number of confirmed cases. With 8.33
per cent, Ecuador has the highest case fatality
rate.

VI. Oceania
The present study covered 4 island nations from
the Oceania region, based on the significant

number of confirmed cases and their sizeable
population. Australia has the highest number of
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confirmed cases, at 27,063 as of 30 September
2020. Compared to many other nations across
the world, the number appears much below
average.The case fatality rate of Australia is 3.26
per cent. While Fiji has the highest case fatality
rate among the 4 countries, it has just 32 total
confirmed cases as of 30 September 2020.

Country wise COVID-19
Case Fatality Rate

Most of the Asian countries have a case
fatality rate lower than 3 per cent. The
highest case fatality rate in Asia is of Yemen
at 28.89 per cent, followed by Iran (5.73
per cent), China (5.21 per cent) and Syria
(4.75 per cent). China has the highest case
fatality rate in East and South East Asia.
Small Asian countries such as Mongolia,
Cambodia, Timor Leste, Laos and Bhutan

have registered zero deaths. Larger nations,
including India, Japan, Bangladesh, Pakistan
and Philippines have less than 2 per cent
case fatality rates. Overall, despite the higher
population and population density, and
comparatively weaker health systems, most
of the Asian countries have been able to
maintain much lower case fatality rates, as
compared to their Europe and America.

Graph 1.14 depicts the twenty countries
that have a case fatality rate of more than
5 per cent. War torn Yemen has the highest
case fatality rate (28.89 per cent), followed
by Italy (11.46 per cent) and Mexico (10.44
per cent). While Yemen confirmed only 2,035
cases as of 30 September 2020, the COVID-19
induced deaths in the country were excessive
proportionally. Seven of the top 20 countries
are considered to be developed nations.Only

Graph 1.14: Countries with more than 5% COVID-19
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China and Iran are among the worst case
fatality rates from Asia.

Graph 1.15 depicts 25 countries that have case
fatality rate between 3 to 5 per cent. 9 of the
countries are from Europe in this list. Graph
1.16 depicts the 16 countries which have a
case fatality rate of less than 0.5 per cent.The
seven countries that have observed zero case
fatality rates are small in population size, and
the total confirmed COVID-19 cases.

Graph 1.16: Countries with less than 0.5% COVID-19
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Singapore, as discussed earlier, has extremely
high number of confirmed cases, as compared
to its neighbours, but has an impressively low
case fatality rate. The UAE also has maintained
a low case fatality rate, despite the high
confirmed cases.

18 countries have 0.5-1 per cent case fatality
rate and 82 countries have 1-3 per cent case
fatality rate. Most of the Asian countries fall in
the latter bracket.
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Spread of COVID-19 and
Public Healthcare System

As per the U.S. News & World Report 2020
Best Countries report (formed in partnership
between U.S.News & World Report, BAV Group
and the Wharton School of the University
of Pennsylvania), the following 10 countries
are considered to be having the best public
healthcare system:

Canada
Denmark
Sweden

Norway
Germany
United Kingdom
Japan

Australia

The Netherlands
0. Switzerland
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Graph 1.17: COVID-19 Impact in Top 10 Public Healthcare System

Countries
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Further, depending on the criteria, various
countries can be considered as having
some of the best health care systems. For
instance, in terms of choice of doctor and
hospitals, Germany, Switzerland and France
are considered to be the best. In terms of no-
deductions at the time of care, Britain, Canada
and the public hospitals of Australia are
considered.In terms of low drug prices, Norway
and Australia are considered to be the best.

The graph below visualises the spread of
COVID-19 in these top ten countries: The U.K.
has been the most affected among these
10 countries, with the highest number of
confirmed cases as well as deaths. It is followed
by Germany and Canada. Canada however,
has a higher case fatality rate as compared to
Germany.
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TABLE 1.2: Impact of COVID-19 on Top Ten Public Healthcare System

S.No. | Country Population | Total cases | Total Deaths | Case Fatality Rate
1 Canada 37,411,047 155301 9278 5.97
2 Denmark 5,771,86 27464 650 2.37
3 Sweden 10,036,379 93165 5893 6.33
4 Norway 5,378,857 13788 274 1.99
5 Germany 83,517,045 289219 9488 3.28
6 United Kingdom 67,530,172 446160 42072 9.43
7 Australia 25,203,198 27063 882 3.26
8 Japan 126,860,301 83010 1564 1.88
9 The Netherlands 17,097,130 117420 6384 5.44
10 Switzerland 8,591,365 52751 1781 3.38

The UK has the highest case fatality rate (9.43
per cent), followed by Sweden (6.33 per cent),
Canada (5.97 per cent) and Netherlands (5.44
per cent).

Among these, Norway appears to be having
the lowest number of confirmed cases
while Japan has the lowest case fatality rate.
However,Norway’s population is much lower as
compared to the other countries, ensuring that

the public health systems are not as burdened..

Source: WHQO, till 30th September 2020

COVID-19 Deaths and
Age-wise Distribution

On analysing the latest official updates
available for 15 countries from across the world,
a general trend has emerged. The majority of
COVID-19 deaths in all these countries have
been occurring in the senior citizens age group.
Apart from India (51.42%), Ukraine (74.88%)
and Argentina (82.75%), more than 90 per cent
of COVID-19 deaths in the rest of the countries

have hit the 60 above population.
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60 years and above 0-59 years
Total | Percentage | Total Percentage
S. Country Date of age- Total | geaths of deaths | deceasge d
No. wise data deaths | ;,this | deceased | inthis | © °5¢
. . in this age
age in this age age
group
group group group
1 South Korea | 28 September* | 406 381 93.84% 25 6.16%
2 | Japan 30 September® | 1536 1453 94.6% 76 4.95%
3 Sweden 29 September® | 5890 5648 95.89% 242 4.1%
4 | Germany 29 September’ | 9,456 8987 95.04% 469 4.95%
5 Italy 22 September® | 35,727 34,076 |95.37% 1,650 4.62%
6 Portugal 17 August® 1778 1694 95.28% 84 4.72%
7 Denmark 29 September'™ | 650 632 97.23% 18 2.77%
8 Ukraine 27 September'" | 3957 2963 74.88% 994 25.12%
9 |Spain 10 May-30 . 3629 3313 91.29% 316 8.71%
September
10 | Netherlands | 6 October' 6,482 6275 96.8% 207 3.2%
11 | France 24 September™ | 21,023 | 19,519 |92.84% 1,381 6.57%
12 | U.S.A. 19 September'® | 188,470" | 172,725 | 91.65% 15,741 |8.35%
13 | India 22 August'’ 56,288 28,942 |51.42% 27,346 | 48.58%
14 | Australia 14 October'® 897 877 97.77% 20 2.23%
15 | Argentina 13 October' 24,364 20,160 |82.75% 4,204 17.25%

India is a peculiar case among all these
countries as its younger population is
appearing to be as prone to the virus
induced death, as its senior population.
48.58 per cent of India’s COVID-19 deaths
are among under 60 population. Of these,
52 per cent cases are in the 51-60 age
group, and almost 80 per cent cases have
been observed in the 41- 60 years age

group.

Source: WHO, till 30th September 2020

Ukraine too has observed one-fourth of its
total COVID-19 deaths in the under 60 age
group. Of these, more than 65 per cent deaths
occurred in the age group of 50-59 years, and
more than 88 per cent deaths were observed

in the age group of 40-59 years.

The higher deaths among younger population
can be correlated with the weaker public
health care system, younger demography




of the country, and higher co-morbidities
observed in the age groups above 40 years in

India.

Unlike in Europe, India also observed relatively
fewer deaths among people over 80. This can
be attributed to the lower life expectancy in
India (69.1 years), compared to 83.2 years in
Italy, 80.9 years in Germany, and 78.4 years in

COVID-19 Global Response m 19

COVID-19 and Sex-based
Distribution

Table 1.4 elucidates the sex wise data of
COVID-19 deaths in 12 countries from around
the world, for which data was available. It
must be noted here that while earlier India,
the USA and Japan were not releasing sex-
wise data, it is now available for India and
the USA. Earlier, India was partially releasing

the U.S. some sex-based data during some of the
daily press briefings.
Male Female
S | Countr Date of age- Total Total cenlt)aer-e of | Total cenl:aer-e of

No. y wise data deaths | deaths 9 deaths 9
e ers deceased | . . deceased
in this . . in this . ;

rou in this rou in this

group group group group

1 South Korea | 28 September* | 406 216 53.2% 190 46.8%

2 Sweden 29 September® | 5890 3222 | 54.7% 2,668 45.3%

3 Germany 29 September® | 9,456 5244 | 55.45% 4,212 44.54%

4 Italy 22 September® | 35,727 20,491 |57.36% 15,236 42.64%

5 Portugal 17 August® 1778 895 50.33% 883 49.66%

6 Ukraine 27 September'' | 3957 2137 54.0% 1820 45.99%

7 Denmark 29 September™ | 650 367 56.46% 283 43.54%

8 Netherlands | 29 September?' | 6,371 3498 |54.9% 2,873 45.1%

9 France 24 September' | 21,023 | 12,262 |58.33% 8,595 40.88%

10 | U.S.A. 19 September'® | 188,470" | 101,819 | 54.02% 86,647 | 45.97%

11 | India 22 August'’ 56,288 38,973 | 69.24% 17,315 | 30.76%

12 | Australia 14 October'® 897 432 48.16% 465 51.84%

Source: WHO, till 30th September 2020
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Except for Australia, all the other 11 countries
have observed a higher case fatality among
males, as compared to females. While the
latest data on sex-wise confirmed cases
were not available for all these countries,
the earlier sex-based data (April-May 2020)
available for countries including Germany,
Sweden, South Korea, Denmark, Spain and
Italy showed that despite the fact that
more females were infected as compared
to males, fatality rates were higher among
males.

India has shown more skewed data as
compared to other countries, as almost 70
per cent of the COVID-19 deaths have been
among males.

Conclusion

The present study has been conducted to
arrive at a global picture of the pandemic
situation, after almost three quarters of its
discovery in China. While the data has been
changing quite rapidly, and the countries
covered in the current analysis could end
up looking much different a few months
from now, a global mapping of the situation
can assist us in arriving at a mid term
assessment of the impact of the pandemic
on various geo-political regions, age groups
and sex.

It appears that the elderly male population
across the countries under study have been
more susceptible to COVID-19 fatality. It
must be kept in mind that the study
is based on the official cumulative data
provided by these countries. Factors like
lack of aggressive testing, buckling public
health systems, late isolation of hotspots
within the countries, co-morbidities; also

contribute heavily to the data. Lower cases
in some countries could also be attributed
to less aggressive testing.

Moderate case fat