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Background 

China reported cases of a severe form of pneumonia in December 2019 from Wuhan city, Hubei province. The virus causing this 
illness was identified as the novel Coronavirus 2019, which has now been christened Covid-19. The illness is characterised by 
fever, cough, body pain and in a few cases, progression to acute respiratory distress syndrome (ARDS) which marks very serious 
damage to the lungs (1-4).  Apart from Wuhan, China, the virus has spread to 26 other countries as on February 18, 2020. Of these 
26 countries, the cases of Covid-19 have been exported directly from China in 23 of them. As on February 23, 2020, a total of 
78,811 confirmed cases, 2445 deaths have been reported globally.  The World Health Organization declared this as a Public Health 
Emergency of International Concern (PHEIC) on January 30, 2020 (5). 

India has instituted several measures to address the Covid-19 outbreak, including airlifting of more than 600 people from Wuhan, 
screening them for the illness at the port of entry, quarantining them in a special facility at Manesar, Haryana, and opening an 
isolation ward for patients with symptoms of infection at the Indo-Tibetan Border Police Hospital in New Delhi. The National 
Institute of Virology in Pune has set up a research unit which is trying to sequence the genome of the virus and isolate it for 
further research. Thermal screening to identify people with fever has been initiated at 21 airports and several seaports. Three 
confirmed cases of Covid-19 have been reported in Kerala, all three of whom have been discharged from the Thrissur Medical 
College hospital after treatment and isolation (6). The contacts of all these confirmed cases have been traced and are under close 
surveillance for the onset of symptoms (7). 

While China is making intensive efforts to contain the outbreak, Covid-19 specifically threatens all the weak and developing 
health systems of the world including the Indian health system. In situations of infectious disease outbreaks of this magnitude, 
there is a definite need for strong public health measures to contain it. The health system is overburdened, the human resources 
are burnt out and there is a scarcity of resources requiring difficult allocation decisions. Well planned public health measures can 
effectively contain person-to-person and source-to-person transmission. 

A resilient health system is one in which the institutions, personnel, policy makers and all the important health system 
actors prepare for and effectively respond to crises, at the same time maintaining core system functions. There is a dire 
and immediate need to make the Indian public health system resilient. Health systems are complex adaptive systems and 
therefore improvements at multiple levels of the system can substantially add up and contribute to improved resilience (8). 
The government has an ethical obligation to act in the spirit of stewardship to build resilient health systems that can face such 
massive outbreaks and protect its people from the onslaught of emerging and re-emerging infectious diseases.

In the following paragraphs we discuss the components of resilience of the health system including the strengthening of health 
governance and law, establishment of disease surveillance and laboratory systems, and strengthening health human resources.

Strengthening health governance and law

While mass quarantine has been possible in China, which is an authoritarian state, it may not be as easy in more liberal 
democracies (9).  Moreover, mass quarantines are useful only if the quarantine is leak-proof. In diseases which have high infectivity 
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potential, even a small leak in the quarantine can lead to extensive spread of the infection. A mass quarantine of the proportions 
seen in China is very difficult to achieve in India. Imposing such restrictions will warrant a suspension of constitutional rights. The 
Epidemic Diseases Act of 1897 has legal provisions to impose restrictions in times of outbreaks. This Act has also been heavily 
criticised for being draconian and not relevant in the current scenario in India (10). A revised draft Public Health (Prevention, 
Control and Management of Epidemics, Bio-Terrorism and Disasters) Bill was tabled in 2017, but still remains to be passed. There is 
need for a sound legislation which is sensitive to the social determinants of health and illness, and supports containment of such 
outbreaks in a spirit of stewardship.   

India’s main response to the Covid-19 alert has been the setting up of make-shift isolation wards in the existing government 
medical college hospitals and re-directing of resources from other essential services to preparation of services to provide 
quarantine and isolation facilities. The cots, beds, IV stands, human resources and other resources that would usually be allotted 
to some other patients in the ward are being redirected to special isolation wards in medical college teaching hospitals. The 
health systems in the states are not geared for this sudden and unexpected burden. One of the major positives of the outbreak 
for China has been the rapid building of the new hospital in Wuhan, which China accomplished within a short span of 10 days. 
This infrastructure will continue to serve the population of Wuhan even after the outbreak is controlled. India may have to invest 
in stronger quarantine and isolation infrastructure to address such risks. The struggling public health system needs systemic 
strengthening before it can stand the test of an outbreak of such a magnitude.   

The foremost component of a resilient health system is a committed leadership and governance framework and a financing 
mechanism that is responsive to crisis situations. There are two main policy formulations which are problematic from an outbreak 
response perspective. Firstly, the public health system is being systematically weakened in favour of the private health sector. 
Secondly, the emphasis is more on hospital-based curative treatments rather than public health and preventive measures. The 
National Health Protection Mission – Ayushman Bharat (NHPM-AB), which has been promoted as one of the largest state health 
insurance schemes in the world, provides for in-hospital treatment at secondary and tertiary levels of care for the poor through 
both the public as well as the empanelled private sector health facilities (11).  This runs the risk of further weakening the public 
health sector in favour of the unregulated and profit driven private sector, which may not have the same level of commitment 
to respond to public health emergencies as the government. Infectious disease preventive strategies are within the ambit of the 
public health system. It is highly unlikely that the private sector will engage with preventive and public health strategies. Though 
there is provision for improvement of services at Health and Wellness Centres at the primary care level under the NHPM-AB, the 
budget allocation for this component is miniscule compared to the massive allocation for hospital-based health insurance (12). 
There is a need for specific budget allocation to preventive and public health activities in order for the system to be resilient 
during crises. 

The health system must also keep a channel of transparent communication open in which it continuously updates the people 
about the developments in the outbreak. Such transparent communication fosters trust in the system and helps people stay 
prepared. While the system communicates the risk to the people, it must ensure that it avoids creating unnecessary panic (13). 

Establishment of robust disease surveillance and laboratory systems

Another important function of the health system that provides resilience is a strong health information system. Information is 
power, and there is need for a strong surveillance system to actively know when an outbreak is happening. The International 
Health Regulations 2005 mandate that every member country should have a robust surveillance system. The ability of China 
to trace contacts and effectively put them under quarantine reflects the strength of its public health surveillance system. The 
robust public health surveillance system that was established by China following the SARS outbreak of 2003 has been shown 
to effectively document and contain many outbreaks in the country (14). The China Infectious Diseases Automated Alert and 
Response System (CIDARS) and the Notifiable Infectious Diseases Reporting Information System (NIDIRIS) have effectively 
provided early warning signals for various illnesses in the country (15). However, many countries including India, do not have 
robust disease surveillance systems. The lack of a disease surveillance system makes a country extremely vulnerable to attacks by 
infectious diseases (16). 

The Integrated Disease Surveillance Project (IDSP) in India is functional, but weak (17). So far, India has detected and managed 
diseases which are well known such as cholera, measles, chickenpox, dengue, malaria; or those which are fatal, such as the acute 
encephalitis syndrome of Bihar and uttar Pradesh or the Nipah in Kerala. We are yet to detect and respond to new infections such 
as Covid-19. To be ready for this, IDSP and the infectious disease surveillance system need strengthening. There is no reason to 
believe we are immune to outbreaks like Covid-19. It could still develop suddenly and slip through a weak surveillance machinery 
unless we are vigilant. 

In addition to this disease surveillance system, India needs to establish a strong and coordinated laboratory infrastructure 
throughout the country. Apart from the National Institute of Virology in Pure, four other apex laboratories were set up towards 
the end of January this year to test for the virus in Alappuzha, Bengaluru, Hyderabad and Mumbai. In addition, every state has 
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its own central laboratory for testing samples (18). However, this is not sufficient. More timely diagnosis and speedy reporting is 
possible with a strong laboratory system and surveillance by the laboratories. 

Strengthening health human resources 

Healthcare workers are at the vanguard of this battle against the Covid-19 virus. Their work contributes substantially to the 
treatment, recovery and containment of the illness. However, this also puts these frontline workers under great personal risk of 
contracting the illness. During the SARS-CoV outbreak of 2002 in China, healthcare workers constituted 21% of all the people 
who were affected (19).  The death of a nurse during the recent Nipah virus outbreak in Kerala also underscored the need for 
the protection of healthcare workers in these outbreak situations. Healthcare workers are often over-worked and denied leave 
of absence during outbreaks and public health emergencies. They are separated from their families for prolonged durations. The 
work pressure, restriction of liberties, the fear of infection and separation from their families puts them in a situation of of severe 
psychological stress. The reciprocity principle demands that the state protect the interests of healthcare workers who place their 
lives in danger in order to care for those who are infected (20).  

India faces a major health human resource crunch (21). The Nipah virus outbreak in Kerala was a great lesson on how the health 
system can be over-stretched during a dangerous outbreak. The hospitals and health systems were understaffed, and many 
contractual workers had to be employed at the last minute. The health system at the time of such outbreaks will not only require 
hospital workers, but also need people to carry out public health work in the community such as interviewing patients and their 
families, tracing contacts, implementing quarantine in communities, etc. For the Indian public health system to become resilient, it 
needs to invest in human resources. A strong public health cadre with good remuneration and satisfaction and pride in their work 
is essential. The existing staff in the public health system must undergo training in epidemiology and infection prevention. There 
is a need for more training in epidemiology, especially infectious disease epidemiology. The National Centre for Disease Control, 
under the Ministry of Health and Family Welfare, has initiated the Epidemic Intelligence Service Training Programme, which is 
currently a two-year training programme modelled on the uS Centers for Disease Control and Prevention training programme 
(22). There is a need to expand this training and the service. 

This is a  brief exploration of the Indian health system’s level of preparedness for  dealing with an outbreak of the kind that we are 
currently seeing in China, and of the various aspects of the health system that need to be strengthened against such onslaughts. 
It is important to understand that China had implemented its learnings from  the SARS CoV outbreak of 2003 and established 
several important public health mechanisms including a robust public health surveillance system (23).  Further, due to China’s 
strategic position in global trade, with multiple countries depending on it for their entire manufacturing sector, the country has 
more incentive to establish such a robust public health system to protect its economy. India will require greater political will that 
is driven by the right to health for all its people, to establish such a system. Strengthening of  the health system is an ethical 
imperative because in a crisis, only a resilient health system can prevent deaths, resist the rapid spread of illness, be prepared to 
address the crisis, and simultaneously continue to provide basic essential services without coming to a standstill (8), and still be 
equitable and accessible to all. 
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The introduction of AETCOM (attitude, ethics and communication) (1) is seen as an effort at incorporating Medical Humanities 
(MH) within the medical curriculum. For the first time, India’s medical curriculum includes modules on the patient-doctor 
relationship, helping doctors to address ethical dilemmas that might arise during medical practice. Despite this progressive step, 
AETCOM has a number of drawbacks. Gayathri Prabhu (2) has analysed AETCOM as ossified, instrumental, lacking in a critical 
sensibility and failing to borrow from a humanities methodology. We would like to add to her excellent critique by examining 
other areas which have been overlooked within AETCOM. Our editorial addresses AETCOM’s lack of sensibility towards the 
diversity of patients in India by focusing specifically on questions of gender, sexuality and marital status. While it is also important 
to understand how caste, religious, tribal and ethnic backgrounds of patients might be addressed within AETCOM, it is outside the 
scope of this editorial. 

Sections within AETCOM which refer to a patient-doctor relationship do two things: one, they understand both patients and 
doctors as homogeneous and monolithic categories; two, they describe the different situations a patient might be in, but not the 
different modes of being of different patients. Patients from different socio-cultural background might have or adopt different 
modes of being. A failure to recognise and deal with these different modes of being of patients has led to a serious lapse in 
medical ethics. This has been the case with patients outside the heteronormative fold, including LGBTQ people, single people, 
women, adolescents and so on. 


