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To the Editor—The 2 mRNA vaccines now administered in the
United States offer >90% protection against symptomatic corona-
virus disease 2019 (COVID-19) infection based on published data.
How long the protection lasts beyond a few months is uncertain at
the present time. There is one report of COVID-19 reinfection in
an otherwise healthy adult 6 months after the initial infection
despite production of neutralizing antibodies after the first infec-
tion.1 This individual apparently spread COVID-19 while rein-
fected, likely reflecting viral replication in the nares in the
absence of neutralizing antibodies at that site (ie, lack of mucosal
immunity). Widespread vaccination will inevitably reduce the
COVID-19 reproductive number, thereby changing the transmis-
sion dynamics in many parts of the world. However, infection
among those unvaccinated and reinfection in unvaccinated and
vaccinated individuals remains an ongoing concern.

Universal masking, along with other public health measures,
slows COVID-19 transmission.2,3 These interventions have also
reduced transmission of other respiratory viruses over the last
year,4 thereby reducing associated morbidity and mortality.5 The
durability of protection against COVID-19 infection after vaccina-
tion is unclear, and universal masking is associated with reduced
risk of COVID-19 and infection from other respiratory viruses.
What will be the role of masking in the future?

Universal masking should continue until COVID-19 herd
immunity is reached from natural disease and vaccination.

Thereafter, particularly during winter months,6,7 universal mask-
ing should continue in congregate settings and other indoor
settings where social distancing cannot be maintained and/or
the introduction of fresh air introduced into the environment,
or filtration of recirculated air, is suboptimal.8 Mask wearing will
be particularly important for those individuals at greatest risk of
poor outcomes with COVID-19 infection.9 By reducing transmis-
sion of respiratory viruses, masking should reduce immune selec-
tion pressure in infected individuals, and lower the likelihood that
severe acute respiratory coronavirus virus 2 (SARS-CoV-2) will
become more transmissible in the future.10 There will be tempta-
tion to lower our guard and not follow advice about social distanc-
ing and masking after vaccination. However, we must learn from
our experience over the past year. Failure to maintain more than a
modicum of masking would reflect an inability to learn from the
past to improve our lives in the future.
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To the Editor—Coronavirus-19 infection (COVID-19) occurs
through the spread of the severe acute respiratory syndrome
coronavirus-2 (SARS-CoV-2) among individuals, mainly by direct
contact or droplet transmission when infected individuals cough or
sneeze. Pulmonary epithelial cells are the main target of the virus.1

The worldwide proliferation of this virus has caused a pandemic
capable of changing paradigms related to healthcare delivery,
and the resources needed to cope with the disease have directly
influenced the safety of medical care offered to individuals on a
global scale. The purpose of interventions, such as social distanc-
ing, is to guarantee broad and safe assistance to the global popu-
lation and to minimize uncontrolled viral spread. Notably,
globalization and, consequently, the great movement of people,
animals, and products across geophysical and political boundaries
that has characterized and facilitated modern life, has also
increased the spread of diseases, facilitating the second viral pan-
demic in this century.2,3

Unlike the 2009 influenza pandemic, the emphasis on spatial
control with the COVID-19 pandemic has interfered with social,
political, and economic relationships. This disruption has resulted
in the destabilization of global geopolitics and the economy. The
important concepts of space management and educational actions
related to disease control originally emerged from previous health
crises. These interventions can be considered geobiopolitical strat-
egies, that is, actions directed at the control of life through

geopolitical demands.4 At first, science was able to control conta-
gious diseases and increase the survival of the populations exposed
to them through biology (eg, isolation of populations by natural
geographical barriers). However, with the increase in a mobile
and diverse global population with different lifestyles and the
inequalities related to health care, the dissemination of new infec-
tious agents has occurred, primarily through the transmission of
disease-producing viruses that have escaped the usual biological
control mechanisms.

As more people worldwide aspire to better lives, it is no longer
sufficient to control infections at any cost. We must learn how our
interventions to control diseases not only impact population but
also the lives of individuals. Such strategies are characterized as
biopolitical actions associated with biopower. Biopower can be
understood as the inclusion of biology in the context of politics.
Using biopower, governments start to calculate and act on health
issues aiming to strengthen the lives of populations as a group of
individuals. Over the years, strategies to save and maintain the
quality of human life have been highlighted. Biopower comprises
the relationships among 3 dimensions: (1) universally held truths
regarding the value of the individual and their quality of life and
authorities willing to defend those truths; (2) different strategies
that allow interventions in favor of life or death to occur; and
finally, (3) allowing individuals to subjectively choose and act
on their own behalf incorporating these universal truths.

In the case of COVID-19, the subjectivity regarding the
importance of social isolation stands out, being considered a
“norm” of safety to prevent infection or disease. Although a
rational approach, considering the lack of actually efficient
and/or sufficient treatment structures, this strategy generates
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