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EDITORIAL

Vaccines. global dimensions and local manifestations

This issue addresses the latest debatesto continue suffering the devastating health,
on Covidl9 by bringing together three economic and social consequences of Covid
important contributions that situate vaccine 19 cannot be understood outside of the
scarcity and access in a longer structural historically unjust, unequal nature of the
history of medical monopoly and corporate global system. The social and political
greed. The unequal glolshstribution of dimensions of this problem are also localised,
vaccines brings to sharp focus the situation evident in the discriminatory state policies
of low- and middlencome countries who and vaccine retlut approaches being
now find themselves in a hopeless scramble implemented in various countries of the
DIJDLQVW WKH ZRUOG: V EL Bouth/ WhithF Rap RdhtoH akistividk akial
are, in keeping with their historical disparities. AGarimella highlights in the
trajectories of developmenthce again case of India where the vaccine drive has
engaged in a scientific race of discovery, been marred by a manipulation of the
patenting, and hoarding of vaccines, process, discrimination, and lack of
reflecting both power and geostrategic transparency, a response to the question
positioning at the expense of poorer about vaccines has also to respond to the
countries. Matrich raises the emergent notion question regarding for whorh is being
RI fYDFFLQH QDWLRQDOLYVproducddL Fhist isGwhétireW\artdunty can be
widespread understanding of the fact that free from the spread of a virus if the largest
rich countries are hoarding doses far above segments of its vulnerable populations are
their needs and leaving {meome countries QRW EHLQJ DFFRXQWHG
without recourse. It is a vastly unequal and contribution proposes an important lens
unfair distribution where, as we see in the through which to make sense of vaci
contributions in this issue, developed politics at this current conjuncture. She
countries such as Canada have acquiredshows that the current divide being
vaccines to inoculate its population five time entrenched by rich nations to deny sufficient
over, and others such as the US, UK, accessto most ofthe world is a problem with
Australia, New Zealand and the EU have much deeper roots in the monopolies created
acquired enough does to vaccinate their by the medical device, diagnostic itmgus
population at least twice. The fact, however, and pharmaceuticals. It is a long history that
that countries with less resources cannot begins from the late 19th Century and

boast of similar achievements and are likely evolves into a tale of global hegemony that

IR L
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has installed monopedyiven healthcare Cuba have already been demonstrating
against which the only viable alternative is a models of decommodified, universal
1S HReéhtered, NeCOVID strategy W K D Whealthcare since the onset of the pandemic
centres decommodified universal health care. which show what principled, ideological
As Covidl9 continues to ravage vast commitment and political will can achieve in
populations of the globe in tandem with a relatively short period and organised
monopoly finance capitalism, all three manner.

contributions in this issue alert us to the dire As always, we welcome enquiries and
situation being faced by millions obpe, responses, which mag submitted to the
and the political task of resistance and mass editors at:

mobilization that this moment requires. agrariasouthresearchbulletin@ghtam
Blueprints already exist, as countries such as
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ACCESS TO MEDICAL SUPPLIES AND DEVICES 3 THE LESSER KNOWN STORY
OF COVID-19 AND MEDICAL MONOPOLY
Salimah Valiahi

Discussions around access to potential
vaccines for COVIEL9 are widespread,
particularly in the global South. Much less
discussed ishe lack of access to already
existing medical technology crucial to
stemming the spread of the novel coronavirus
and assisting its most severely affected victims.
The latter is the outcome of the monopoly
control of medical technology® a
phenomenon streting at least as long as the
monopoly of Big PHARMA? though much
less understood.

News of medical technology shortages
have been reported around the world in the
past months: from N95 respirators to protect
healthcare workers from contracting and
spreding the novel coronavirus, to COVID
19 testing materials, to ventilators for infected
patients unable to breathe.

A well publicised example globally is
the shortage of personal protective equipment
(PPE). Since March, workers in rich as well as
impoverished countries have demanded
employers to provide protective gear including
N95 respirators, gowns and gloves.

In the United Kingdom, when not on
duty, public hospital workers demonstrated for
PPE throughout March and April. By the end
of April, the Guardian newspaper had recorded

over 100 COVIB19 deaths'of healthcare
workers in the UK.

$OVR LQ $SULO DV &DQDC
privatised elder care sector was becoming a
hotbed of the first wave of the pandemic, The
2QWDULR 1XUVHV:- $VVRFLDWLR
ODUJHVW QXUVHV:- XQLRQ KDG
petition topusH private long term care hosne
to provide protective gear to nurses and other
healthcare workers.

In Northern Italy in mieMarch, during
the height of the first wave of the pandemic
there, factory workers staged wildtake$
demanding protective gear. While most shops
and publicplaces were under lockdown by
March, &ctories remained open and without
income supports, workers were forced to
continue working. Even if not reported in the
PHGLD ZRUNHUV:- EDWWOHYV
to intensify around the world as workplaces
reoperand stay open despite resurgence of the
virus.

IRU

In late April and May, in public as well
as private hospitals in thastern CapeSuth
Africa, reproducing typical hospital hierarchies,
management ambctord were hoarding PPE.
Nurses and other healthcare workers
contracted the virus in large numbers. Similarly
in the Peruvian Amazon citylgéitos’, 80 per
cent of hospital workengsted positive for

1 Author is an independent researcher and the author of Rethinking Unequal Ex@hanGéobal Integration of
Nursing Labour Markets (University of Toronto, 2012). She has also published several research and policy papers on the

political economy of health labour, health

systems

financing and world economic development

(https://wits.academia.edu/SalimahValiani/Papers). She is the 2012 recipient of the Rhonda Williams Prize, an award
recognising feminist scholarship and activism in theofpine African American economist and advocate, Rhonda

Williams.
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COVID-19 by mieMay, largely due to a lack
of PPE.

In Africa as whole, the World Health
Organization(WHO)" reported in late July
that more than 10,000 health workers had
contracted the corona virus, with lack of PPE
being a major caaisin South Africa alone, by
early August, 24,104 health workersblest
infected”, with 181 losing their lives.
Elsewhere in the global South, health worker
death¥ related to inadequate PPE as of early
September amounted to 1,320 in Mexico and
634 in Bazil.

Another example receiving some
media coverage is that of COVID testing
materials. As early as March, the WHO was
admitting the emergence aflabal shortage
of chemical reagents needed to process
COVID-19 polymerase chain reacti(®fCR)
tests, the best WHO recommended test for
clinical diagnosis.

In early June, toward the end of a
crucial period for testing and contact tracing in
South Africa, the Minister of Health finally
acknowledgédthat both public and private
South Africanlabs were slow in processing

materials to hoarding mch countries and a
VKRUWDJH RI

Explaining medical technology shortages

High demand and in turn, local and
global shortages, is the most commonly
provided explanation for the chronic lack of
PPE, testing materials, and other COY®D
related medical technology. At best,
governments are blamed for epidemic
unpreparednedsandnot stockpiling supplies
despite long standing studies and
recommendations from previous epidemics.

As | show in Rethinking Unequal
Exchang®, howeverthe problem runs much
deeper. The medical device and diagnostics
industry 3 like the better known storof
pharmaceutical®s is a monopoly, with all the
attendant features of fprofit production
dominated by a small few.

Baran and Sweezy defimonopoly
capital’ as the central phenomenon of 20th
century capitalism. They argue that in contrast
to 19th catury firms that produced small
fractions of homogenous products for
anonymous markets, the typical business unit

tests due to a shortage of PCR test kits and the Of the 20th century was the large scale
reagents required to read the tests in large €ntérprise producing a substantial share of

number and quickly. By early July, the
pharmacy group, DisCheahpsed' its testing
facilities citing delays in receiving test sessilt
the reason.

Speaking of the African continent, the
Minister of Health of the Central African
Republic, Pierre Somssated’ in mid-July
"«ZH DUH LQ D VFDUFLW\
attributing the Africavide lack of testing

products of one or several industries. These
enterprises &e in turn able to control the
production volumes of products, prices, and
types and amounts of investment. In his 2013
book, Thelmplosion of Capitalistfi, Samir
Amin updates and applies this analysis to the
21st century world capitalist economy, coining
WKH QRWLRQ RI

including agriculture, communications and
finance.

"JOREDO VROLGDU|

fJHQHUDOLV
DdomibatirgUglolally W B Yavg¥ qi industries
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The makings of monopoly

In the instance of medical technology,
the process unfolded from the late 19th
centuryonward™, largely in the USA. The
process involved creating first local, then
global markets for new medical commodities,
patenting to maximise the price of these
commodiies by limiting production and
supply, and controlling the direction and scale
of technological innovation through the
acquisition of firms with ideas that were
investing in innovation.

Using such manoeuvres, -hised
companies played a major role ialdisthing
and leading the multinational medical device
and diagnostics industry. Stretching into
countries around the world, this history is part
of what Giovanni Arrighi has termed US world
hegemony. Where other major medical
technology firms emerged,r fmstance in
Western Europe, they necessarily had to use
manoeuvres similar to those leading the
industry.

Over time, some companies fared
better than most. By 1999, 12 percent of firms
came talominat& theUS medical technology
industry. More specifigg 733 of 5,998
companiesaccounted for 80 per cent of
industry sales, with the top 2 per cent
accounting for 48 per cent of these. Today, the
total number of companies in the industry has
gonedownr™ _to 1,083, suggesting deepening
monopoly control. Alonghe same lines,
according to a 201&stimat&’ the top 20
medical technology companies controlled just
under 55 per cent of the global medical
technology market, the majority of which were
US firms (see table below).

Further suggesting deepening
monopoly control are the numbers of US
medical technologyrms figuring in Fortune
O0DJD]JLQH-V OLVWLQJV RI
companies in the USA (Fortune 500) and
internationally (Global 500) between 2005 and
2019. Ir2005" seve US medical technology
companies (Baxter, Becton Dickinson, Boston
Scientific, Medtronic, Guidant, Stryker and
Danaher) figured in the Fortune 500, and one
US medical technology company (Abbott)
featured in the Global 500. By19, five of
these comparse(Baxter, Becton Dickinson,
Boston Scientific, Stryker, Danaher) figured in
the Fortune 500, and two (Medtronic, Abbott)
featured in the Globd&0Q Meanwhile, the
market size of the US medical technology
industry increased fro@7.9 billionUSD* in
1999, to 169.3 billion USD in 2018 428.5
billion USD* globally. Two significant
acquisitions occurred in this period. In 2006,
Boston Scientific acquir&@lidant™, for 27
billion USD, or just under 40 per cent of the

WR:

LQGXVWU\.V WRWDO PDUNHW YD

Zimmer acquired Biomet, thus gaining a place
in the Fortune 500. By 2019, Zimmer ranked
387, climbing from 431 in 2016.

The  story™  of USbased
multinational, Becton Dickinsor¥ which
ranked 187 in the 2020 Fortune 508
illustrates the rise and reach typical of firms in
the top 2 per cent since the late 1990s.
Beginning back in 1898, Becton Dickinson
acquired half rights to the patent on the all
glas syringe developed in France. The
company went on to produce a range of

syringes and other medical devices, surgical
instruments, and sterile disposable products.

Along the way, Becton Dickinson absorbed
various enterprises involved in producing and
distibuting medical technology. These include


https://utorontopress.com/us/rethinking-unequal-exchange-4
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the Philadelphia Surgical Company in 1904, the Baltimore Biological Laboratory, launching

Surgical Supply Import Company in 1913, the Becton Dickinson to become a leading force in
Toronto-based distributor, Norman S. Wright two major changes in medical practice:

Company in 1951, Mexiciy based MAPAD conversion to sterile disposable products, and
S. A. CVin 1952, and AMI of Francd @55. the emergence of diagnostidioiee.

Also in 1955, Becton Dickinson acquired the

Market Share of Top Global Medical Technology Companies, 2017

COMPANY MARKET SHARE (%)
Medtronic* 7.4
Johnson and Johnson 6.6
Abbott 4.0
Siemens (Germany) 3.8
Becton Dickinson 2.7
Philips (Netherlands) 3.3
Stryker 3.1
Roche (Switzerland) 3.0
Boston Scientific 2.2
General Electric 2.5
Essilor International (France) 1.8
Danaher 21
B Braun Meisungen (Germany) 1.9
Baxter 1.8
Zimmer Biomet 1.9
Novartis (Switzerland) 15
Olympus (Japan) 1.4
3M 1.4
Terumo (Japan) 1.2
Edwards Lifesciences 0.8
TOTAL GLOBAL MARKET SHARE, TOP 20 54.4

Source: Statisca (based on comphpfhy SRUWHG VDOHV GDWD RI WKH ZRUOG -V \
companies)
* All companies without countries indicated in brackets arba$8é.
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Impact on hospitals costs of medical technology, the hospital

industry looked to reduce labour costs through

Through the 1980s, monopoly  the 1990s. Nursing work and compensation
production of medical technology was the \yererestructured undoing the gains mad

primary cause of cosiscalatiof for US  py nurses and their unions with regard to
hospitals, the major consumers of medical professional autonomy and compensation.
devices andiagnostics. Along witeductions Part of the cost saving shift was the increased

inpublic financing, medical technology yse of internationally trained nurses entering
induced cost escalation led to the failure of 550 the US on temporary work permits and

community hospitals in the USA, and mergers employed at inferior levels of wages and
of several hundreds. Around the same time, the \yorking conditions to local nurses.
number ofcorporateowned hospitats'in the
USA more than doubled, increasing from 445 Reduced professional autonomy,
in 1978 to 955 in 1984. worsening working conditions and the overall
devaluin" of nursing labour have been key
As hospital care became commodified cayses of the dwindling supply of nurses in the

in the USA, it quickly took onnaonopol* USA and elsewhere in the world for the past
structure like that of medical technology. Three geyeratiecades.

companies 3 Hospital Corporation of

America, Humana, and American Medical Full circle to COVID-19

International® came to own just under three

TXDUWHUV RI WKH SHU FHQWhR | GRKIR AR xpengenic vhas

hospital beds controlled by the private sector. amplified thegravity™™ of the global nurse
shortage. In the attempt to make up for the

By the midl990s, two of these shortfall of nursefRwand&*, for instance,
companies 3 after American Medical turned to using robots for COVHD9
Holdings took over American Medical screening and care delivery. These robots,
International® began ranking in the Fortune  another form of medical technology, are not
500. This marked the beginning of multi produced in Rwanda and come at a monopoly
hospital systems becoming hagh profit price that is unlikely to be sustainable, to say
industry*i in the USA. Betweeh996 and nothing of the human touahnucial to healing
2020, Humanaos&™" steadily from 279th and impossible to emulate.

place in the Fortune 500 to 52nd.
Testing materials, N95 respirators, and

Monopoly priced medical technology ventilators are technologies that are far more
can be traced as a major cost pusher, over time,crucial than robots to manage COVID. All
in public healthcare systems as well, for are produced by companies in the Fortune 500

instance iCanad&®. and Global 500. Some have becdhése lists
since the 1990s, some since the early 2000s,
Impact on nurses and one since 2017.

particularly given the monopdlgven high parent company of Cepheft)ranking 187th
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and 161st respectively in the US top 500

early adarch because they hah out" of

produce reagents that are necessary to processeagents. Thailand then ramped up prevention

COVID-19 PCR tests. Danaher/Cepheid
reagents are designed to funcbaly! with

DanaherCepheid  diagnostic  machines.
Mixing and matching is not part of the design.

through mass educatidfi and collective
mobilisation as the major thrust of its COVID
19 strategy, an approach from which much can
be leaned. But that is another story for another

Nor are the machines compatible with reagents time.

made using a methptbvided' free of charge

by the World Health Organization early on in

the pandemic, before Cepheid created
COVID-19 PCR tests. Becton Dickinson uses

the same strategy of market control for its PCR
tests.

Though South Africa was among the
ILUVW WR SURFXUH

With ongoing innovation by non
profit bodies as well as smaller and larger
companies, new testing technology is likely to
emerge. Without decisive intervention,
however? particularly as more waves of the
virus unfold, underlining the importance of
widespread testing and contact traéingew

' D Qe3tK atdlik&lts falHrtdxthé/same dynamics of

GeneXpert Systems diagnostic machines, it hasmonopoly control. An emerging example is

not been able tacces¥ adequatsupplies of
reagnts. Manplamé" state failure alone for
delays in testing and contact tracing. Monopoly
control of testing technology, however, is the
more plausible, primary explanation for why
South Africa® despite imposing one of the
strictest, mdsextensive lockdowns globally
was not able to diagnose COVID cases
quickly enough to conduct contact tracing and
stem the spread of the virus in the first wave.
Peru, which was among the first in Latin
America to impose a lockdown and conducted
extersive testing from March, faced similar
difficulty’™ accessing reagents to process the
tests. This was a major part of Bempassing
the USA and Brazil from May in terms of
infections per 1 million populatidgks of mid

$ E E R W WaMd"® EiVID-19 diagnostic
test. Antigetbased and hencless accurate
than the PCR test, 120 million rapid tests will
be distributed to 20 African countries through
the WHO and players such as the Clinton
Health Access Initiative and the Bill and
Melinda Gates Foundation. These bodies have
negotiated with the ultinational to make
available a portion of rapid tests at a lower price
for a limited period while the company
maintains its control of the market and
continues earning monopoly profits.

The company 3M, producing medical
as well as a range of other tedbgy and
ranking103rd™ in the Fortune 500 in 2020 is
the largestproducer of N95 respirators in the

October, as this article goes to press, this trend USA. In early April, Kentucky state Governor

has continued, witinfection&' of 25,900 per

1 million population in Peru, as compared to
24,057 per 1 million in Brazil, and 23,736 in the
USA.

Thailand is another example. In
Bangkok, threedspitals suspended testing as

6

Beshedrcalledon 3M to release the patent on
the N95 respirator so that other companies
could produce thenShortly after, President
Trump invoked the Defense Production Act to
among other things, stop 3M from exporting
N95 respirators and other medical devices.
Later on that month, next door in Canada,
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trade union and other activists called for a
General Motrs plant sittingdl€" for a year to

be reopened to produce N95 respirators.
Though the plant was reopened to produce

to assure quality health for all, in pandemic as

well as nofpandemic times.

More concretely, decommaodifieti

masks, it was not the N95 respirators. This was universal healthcare is ecologically sound,

undoubtedly related to the 3M patent.

Rather than releasing the patent, the
CEO of 3M was quiteubli¢" as early as

public sector production of everything from
food to psychological support, medicines to
medical technology, as well as medical care.
Rather than results based management and

ODUFK DERXW WKH FRPSDQ\ -othef toipBrate MbdelZaRdpted. 6y nost state

with large enarketplace operators to identify
and report counterfeiters and price gougers of
N95 respirators and other 3M medicaicgsv

By midJuly, 3M hadiled 18 lawsuits after
tracing 4,000 reports globally of fraud,
counterfeiting and price gouging of its
products.

Finally, Medtronic produces ventilators
and technologies to treat some 40 medical
conditions. It featured in tR®@rtune 500 from
2000 to 2006, and in the Global 500 since
2017, With the rise of COVIP 19, along
with the creation of virtual training in the use

of its ventilators, the company has opened a ecologically
SDWK IRU LGHD VXEPEWMOIMRYYV - RQOLQH

1&295"
OHGWURQUsF - sERUng further
monopoly profit and control through

pandemigelated training and innovation.
One big solution

As | have discussed in an article on
Interferon 28" aQ G &XED:-V RWKHU
for COVID-19, decommodified universal
healthcare is the alternative to monopoly

owned enterprises globally in the past four
decades, such public production should be
designed and managed democratically by
citizens, health professionals, scientists, and
the range of other workers involved.

Taxation of corporations and rich
individuals wuld be the primary means of
financing decommodified universal healthcare.
Due to the social importance of health related
goods, and high employment potential given
the extent of need in most countries,
decommodified universal healthcare would
constitute aignificant segment of needs based,
sound, nationally focused

This contrasts with the narrow notion
R lurfiversal health coverdgen the United
Nations Sustainable Development Goals
(SDGs). SDG 3 pertains to health and
embodes results based management,
favouring public procurement of healthcare
cHitdid dri¥s Ff)t'd(@l(\,@d/for profit. In order to
do this, the UN and other intergovernmental
bodies encourage impoverished countries to

driven healthcare ravaging countries around gccumulate further debt through loans from

the globe. Not for profit production and

the Intenational Partnership for Health.

delivery of all health related goods responding Rather than this, these global bodies should be
to general and specific human needs of the sypporting healthcare financing through

majority of any given country is tmy means

general taxation by devising strategies to
retrieve thdrillions™ of dollars of wealth lost
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to the global majority through tax avocdeloy

rich individuals and corporations like the ecological
medical technology multinationals discussed economy, decommaodified universal healthcare

here.

Amid disintegrating human as well as
health and a collapsing world

within needs based, nationally ufad,
ecologically soungroductiof” is central to
rebuilding world society.

POSTSCRIPTTO ACCESSTO MEDICAL SUPPLIESAND DEVICES ® THE LESSER
KNOWN STORY OF COVID-19AND MEDICAL MONOPOLY

https://www.southcentre.int/southview®-20819-october2020/

by SalimahValiani
March 2021

Writing three months after original
publicatiorof my piecen SouthViewsollout

Second as Swati Thiyagarajdff_and
others have argued,the extent of human

of COVID-19vaccinetasbegurand § Y D F F L Qitursion and destructionof the earth has

Q D W L RiQdnlpslighty/morerife thanthe

exposedus to viruseswith which we would

calls againstit. With the focuson Y D F F L Qdtherwisenot have had to interact. These

Q D W L RI6y bribdaMHmkersand activists,
two keypointsrevealedhroughthe pandemic
andelaboratedn my October2020pieceare
missed.

First, that the underproductionof
vacciness at the root of so-calledvaccine
nationalism and both are systemic to
monopoly capital. Only by rallying aganst
commodified healthcare can the limited
productionof vaccinesmaskspther medical
technology and ultimately healthcare,be
broughtto an end. The commodificatiorof
healthcareis a reality in most countries.
Rallyingagainstt in nationaland subnaibnal
spacess a path openedby the pandemido
mobilising concurrentlyand globally against
world capitalismunlike any healthissuehas
donepreviously.

virusesare powerful and able to transform
themselveguickerthanthe conqueringspirit
of biomedicascience-ocusingnvaccinesas
the primarymean®f preventinghe spreadf
the novelcoronavirudeavesountlespeople
exposedo new,yetmoredestructivatrainof
thevirusthatareconceivedavhilethe excluded
waitpassiveljor vaccineoll-outs.

A people centred, Zero-COVID™
strategyis the alternativearoundwhich it is
crucial to mobilise. Such an approachto
preventiorchallengegeopleto work together
to eradicatéhevirusin theirgeographispaces
with the aid of populareducationgrassroots
target setting, decommodified testing”
technologiedracingandlimitedbut strategic
lockdownsthat includeincomesupportsand
nutritiousfood deliveryto homes The Zero-
COVID strategyhasbeenusedsuccessfully'


https://www.southcentre.int/southviews-no-208-19-october-2020/
https://socialistproject.ca/2020/05/india-kerala-combating-covid19-participatory-governance/
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in placeslike Cub&", Vietnam and New more wavesand new strainsof COVID-19,

Zealand. further burnout of nursesand other health

workersanddeepestratificatiorof theglobal

If activistsaroundthe world fail to health labour force alreadyconcentratedn
pushfor aZero-COVID strategyn theirlocal richercountries.

and national spaceswe risk seeingseveral

* The views contained in this article are attributable to the author and do not represent the
institutional views of the South Centregits Member Statesand the Agrarian South Network
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THE NEEDLE IN A MESS: COVID -19 VACCINATION POLICY IN INDIA AND THE
LACK OF A CLEAR BLUEPRINT

Suresh Garimella

The World Health Organisation
(WHO) declared thepread o€ovid-19(novel
coronavirugas a global pandemic bfarch
11, 2020. The confirmed cases were over
118000 cases and over 4000 ddatins 114
FRXQWULHVY GXULQJ WKH
declarationSince then, various countries have
registered a rapid surge in the number of
positive cases and deaflts.morethan a year
more than a hundred countries have been
battling to break theoronavirus chaiMore
than a dozenbiopharmacompanies have
worked for several monttsrelease a vaccine
that can arrest the spread of the virus. On
December 31the WHO issuéda statement
confirming the validation for a Coui€
vaccine under Emergency Use Listing (EUL)
by granting emergency validation to the first
company- the Pfizer BioNTech Cowitd
vaccine.

In India, the first Covid9
immunisation drive started b&January021
with a sanitation stéfffrom the All India
Institute of Medical Sciences (AIIMS)
reportedly receiving the first shot. The vaccine
drive was administered fdahe frontline
warriors (doctors/health care professionals)
and the second phasevatcineolloutstarted
on1March2021 Through a general guideline,
the Ministry of Health and Family Welfare
notedthat the vaccine drive would be primarily
for thesenior citizens over 60 and those above
45 with comorbidities. The notice also

1Suresh Garimella is a Senior Researcher at the Centre for Equity Studies. He can be reached at srsh.garimella@gmail.com

mentioned that as @4 February2021,12.3
million people were inoculated with the
vaccingwith 10.9 million receiving the first
dose and 1.4 million receiving the secosé

of the vaccine. Af 12 March 2021,
28243457 vadeihatidhs Bae been conducted
with 5142953 people gettirtggo doses of the
vaccing

This paper raises a few concerns
regarding India's vaccination drimed the
Government of India's policyhe question it
focuses onis whether India has a transparent
policy onthe Covid19vaccine.n this regard
it raises question on the cerdt@te sharing of
expenditure for the immunisation programme
showcasghow the lack of transparency in the
disbursal of informatiois creatindhurdles in
the registration process for vaccination. The
paper also highlighttata showing thahe
governmenteclaredist of comorbiditiess
constricted.

Does India Have a Transparent Policy for
Covid-19Vaccines?

The Ministry of Health and Family
Welfare (MHFW) provides a daily update on
their website with the number of vaccinations
conducted per dagnda cumulative figure on
the tdal number of vaccinations. The
Cumulative Coverage of  Cowd9
Vaccinationgives a list of doses administered
to the beneficiaries with a staisebreakup.

The author is thankful for the inputs given by S. Niyati and Satarupadttyakrative preliminary draft.
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However, the data does not indicate any other
essential information regarding  the
composition of the beneficiarielsor example,
there is no information regarding how many
health workers- doctors, nurses, or the
Accredited Social Health Actii&SHA) and
Anganwadaiorkershavereceived the vaccine
to date"

Under the Universal Immunisation
Programme, th€entres supposed to bear 60
per centof the immunisation expenditure
while the states aregaythe renainingd0 per
cent.However there is no claritgboutwhat
the sharing between tl@&entre andSates
would be specificalljor the Coronavirus
Immunisation programme. In the first and
second phases of the vaccination,Uhien
Government hadorne thevaccines' costs
However government policy does not have a
clear roadmap as to how to administer the
procurement of vaccind®eping in mind the
needto vaccinat¢he entirdndia populatior.

A report byThe Prititin early December 2020
quoing a senior official from the MHFW
indicated the vagueness involved in the
procurement policylhe percentagshareof
expenditure onthe Coronavirus vaccines
procurementhatwould fall on the stategs
unclearSuch a scenariaise concerrmer the
Stateresources catering for theopulation.
There is no understanding of the support
mechanism for the States with limited
resources. Further, as noted during the
lockdown, if the Centre shifts the vaccine
burden entirely to the States, tlteiason
wouldleavethe States with meagre resources
morevulnerablelt seems that an effective and
transparent blueprint of the immunisation
programme to arrest the spread of the deadly
coronavirus is still evolving and yet to be
releaed in the public domaih.
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The Process of Approval of the Vaccine
What WentWrong?

On 2 Januar®020, the two vaccines,
Covidseild- 2 developed by Oxford
AstraZenecand prepared by Serum Institute
of India (Sll) and €ovaxin 2 developed by
Bharat Biotech in collaboration vitile Indian
Council of Medical Resear¢ddCMR), got
permission for the festricted emergency
approval from the Central Drug Standards
Control Organisation (CDSCO). By the time
the regulaty agency under the union
government had given permission, the third
phase of testing was in progress.
Understandinghis process of approval of
vaccineamidst ongoingrials puzzledindian
scientistsIn an interview with th&imes of
India Dr Gagandeep Kanthe ViceChairof
the board of Coalition and Epidemic
Preparedness and Innovati@xpressed her
anxiety over the vaccine approval process.
Kang said that she has never seen something
like this where the vaccine getpryalwhile
a clinical trial is in progregss she put it,
‘@ther you are doing a clinical tiealyou are
not. | am confusedgi

The All Indian 3 HR S Gtieri¢e
Network (AIPSN) in its statement or6
January2021 raised ‘serious doubts in
consonance with the apprehensions raised by
the Subject Expert Committee (SEC). In the
case of Covisheld, the SII got approval even
before the confirmation of results came from
the Phase Il trial, while thecase of Covaxin,
the matter was more seriofiscording to the
AIPSN, Ttlhe SEC had called for additional
data from Phagé trials, but appears to have
been pressured overnight into reconsidering its
decision and giving approval the next day,
albeit hedged in by many conditios6 & 2 - V
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Statementshows that the approval is dxhs
only on Phaskand Phas# data on safety
and immune response without any efficacy
data from Phag@l trials. Topranking
officials of the Government and ICMR have
been strenuously defending this decision by
stressing safety and arguing, without any
evidence, that the design of Covaxin might
make it more effective against the new UK
mutation. The opinion of ICMR, a e€o
developer of Covaxin, reflects possible bias
and a conflict of interest, besides adding to
perceptions of pressure on the regulgtor.

It is, therefore clear that the
Governmenthas sidesteppgaroceduredor
vaccineapproval by not providing scientific

protocols, one can raise questits regards
to the 22 deatlsin India after the Cowiti9
vaccinatiopalthough the union health ministry
had set that possibility aside.

In addition, he distribution policy set
by the union government does not provide any
clarity over the distributiormechanism.
Besides, there is no uniformity over which
vaccins aresent tothe $ates and how many
doses ofach vaccinareadministered to the
citizens. There have been reptirétconsent
forms were not provided to the citizeasd
neitherwere heyinformed about the trails.
Citizens aralsoyet to know if there have been
attempts to studgide effect®f the vaccine
There are reports of people dying aéking

evidence. Such an act has raised concerns forthe vaccine though there has been no

manywho were already under the threat of the
deadly virus. It is also a violation cégnity to

confirmation about whether the victims died
because of the vaccination. The citizens of

the scientific research and protocols set to test Bhopal, who have already been victims of the

a vaccine before itsllout In a hurriednove

to build an image merely for political gain amid
its severe failureshe Union Government
went ahead to risk the lives of millions of
people. This has resulted inwidespread
confusion among the pedplandpavedway

for the spread of unscientific propaganda
among the peopldn the past, India has

Great Bhopal Gas Tragedhave been
inducted into the trial process without any
information regaling the trials or the deaths
of the victims studie.Such a move by the
governmentmonitored bodies are unethical
and lack any sincerity and accountability to
people.The lack of transparency about the
clinical trialandthe sheer irresponsibiliby

experienced issues with universal vaccination not getting conserdnd ensuringcontinuous

and immunisation programmes because of
unsdentific propaganda. For example, polio
cases prevailedertheyearglespite vaccines'
availabilitypecause of such propagardany
peoplein rural Indiadid not take the polio
vaccine as there were many confusioms
superstitions attached to the vaccination.

SeveraRates in India havefused the
use ofCovaxinbecausehe data on the clinical
trialswerenot provided in the public domain.
With the violation of procedures and
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medicalcheckups have created widespread
confusion fear, andnistrust ofthe vaccine
itself While vaccines could be life saviour, a
lack of scientific testing amdidencédased
research may mean the opposite.

Registration for the Vaccine Who Gets It?

The registration process for the
vaccines is itself a processhich is
discriminatory. The people who want to be
vaccinated have to get themselves registered
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through the CoWin app or the Arogya Setu
app* The digital divide present in society has
not been taken into consideration for the
registration procesBeports from the recent
past, during the lockdoyshows howmillions

of people passed through a miserable phase
without having access to food, and they could
not availof the free ratios that were being
distributedby theGovernmenof Delh due to
lack of access to digital devicesnternet
faciliies™

There have been nosincereefforts
towards dissemination wiformationon the
authority'spart to reach out to the most
vulnerable sections of the people with the
vaccinaelatedupdates. The middle classes or
the elites who have information about the
processsinvolved gobble up the bulk of the
vaccines availablehus,the most vulnerable
populatios 2the large workinglass peoplé
areatasevere disadvantage. It is harkietep
a closed eye to the possibilities of further
tensions For instancein a situation when
there isa shortagef vaccines, how would a
country as big as Indiater to its citizens and
bring all out ofrisk of infection? The
apprehension beconmasre potentvhen one
reflects onthe process ofmaking vaccings
whichwould inevitably lead to a cristeen the
demand for the vaccines goes high, owing to
the complexities that may arise with the new
stream of the vigihitting various countries. As
per the present prevailing mechanism, there is
amassivgap between the scalewhich the
vaccines are produced and the actual number
of peoplén India*" This gap would inevitably
put thesizeabl@oor populatiomutside othe
vaccination procesBhey woulckitherbeleft
entirelyout or have to wait for years to get their
vaccinations done.
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Moreover, liere is no information
about whether the most vulnerable such as the
homeless, TB patients living in the shelter
homes, migrant labarsliving on daily wages
and the working poor such as thepiagers
homebasedvorkers or the sanitation workers
are included in a plan to provide vacches.

The Governmentof , Q G lpUblidity
mechanismis beyond appreciation. However,
while it is repeatedly seen to champion the
advertisement to showcase some of its
schemes or propagate some of its agenda, it is
almost absent lpearinghe Covidl9vaccine
related information. While a cumbersome
process of registrations needs thorough
assistance and supportive measures for the
vulnerable sections to get registered, we
witness apathy, or negligence, which is very
hard to ignoreThe ruling dispensation has
largely ignored the digital divide prevailing in
India and the upscale povertn most
occasionsA response to thgquestion about
vaccinedas also to respond to the question
regarding fowwhom it is being producethat
is, @n a country be free from the spread of a
virus ifone of itslargest contingent of people
is not safe? What moral would we have as a
country if we failto care for India's most
vulnerable citizefis

The *RYHUQP HNarwwV List
Comorbidity Conditions

of

The comorbidity conditions listed by
the Governmerit is very narrowanddoes not
cover most of the ailments. As people have to
provethat they have specific comorbidities to
get the vaccines, this leaves most people
without access to the vaccines despite having
severe comorbidities. Several medical
professionals have raised concerns on the
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narrow listhatleaveseverahighriskpatiens

out of the vaccination driveDr Giridhara
Babu, an epidemiologistthe Public Health
Foundation of India(PHFI) in Bengaluru
pointed outhat ‘besides being restrictive, the
focus is on people with more than one
comorbidity. With elaccomorbidity increasing

Governmenhas not developed any blueprint
about the vaccination process or how it plans
to ensure thatndia's entire populatiors
vaccinatedlhe Govanmenthas not cared to
make ablueprintor feelsthere is no need to
ensure transparency and share ahaeftered
policy withits citizenswith disparities present

the chances of severe disease and death,in India with respect to class, region, religion,

focusing on people with more than one
comorbidity would have been acceptable in
case ohvaccine shortage. But with millions of
doses of both vaccines already available in
India, it is notlear why the focus is on diseases
at an advanced stagé

The discrepancies of age provided in
the Aadhar card to get government scheme
benefits ar@revalenfproblemsconcerninga
large section dheIndian population. Due to
such discrepanciggeople belonging to the
margins remain beneficiaries on paper and not
in reality. This also becomes a hurdle for the
poor to get accessvaccinesThe uneducated
and unaware people are left on their own by
the Government'sprocess of vaccination
Againwhat is the vision of a policy set to arrest
a global pandemic whose vision does not cover
the most marginalised people of a country?
What does the policy of tovernmenbffer
to the poor people with comorbiditiesd
how does it guantee hassfeee vaccinations
to them?

Conclusion

A hurried projection off\tmanirbhar
Bharat or selfreliant India indeed is a
successful move by t@@vernmenin lifting
a badimage amid itsuccessivéailures to
handleheCovid19 pandemidut in reality, a
range of questions remaimanswered, which
portrays a weak government imagdée
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education etcindia needs sociallysensitive
approacho ensure thato one left behind or
that no one wilhave to wait for yeateaving
them vulnerable. Tlabsencef data provided
by the Governmentand the no#iransparent
wayin whichit is providinginformation about
the vaccination policy raises dowftsutthe
Government's intentions and work

Any immunisation programme needs
cohesivegplanningandsocial realities need to
be taken into consideration in making the
policy. Immunisation is an essential
programme for society as a whwiéh health
being one of themost importantsocial
indicators. Therefore, social sensitivity and
concernneedto be giverpriority andutmost
importancein shapinga policy The policy
needs tobe transparently sharexhd wide
propagation needs to be carried out to ensure
thatsociety's disparitiean be overcome.

The Government's lackadaisical
attitudein making the policy and the lack of
importance given to ensuing that the
disparitiesio not becomea hurdleis visible
The Governmentshould immediately make a
blueprint by considering all these factord
should be transparentby puting this
information out in the public domain. The
steps taken by @hGovernmentdoes not
inspire any confidence thais going in this
direction
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SCARCE VACCINES, UNEQUAL ACCESS AND THE USUAL DEFEATE D

Evangelina Marti¢h

World
declared

the Health
(WHO) the

coronavirus pandemic in March 2020,

Since
Organization

health systems have been forced to
reorganize their services, infrastructure
humarresources and supplies to focus on
respondingo anunprecedented demand
at a certain leveBut this crisis went
beyond the strictly healtlguestion
spreading over the months and hgan
impact on politics anglobal economy.
From the beginninghe icca was installed
that only a vaccine would be able to return
world societyo its "normality’ andso we
have been following in real time the
scientific race that wamleashedAs a
consequence of the pandemic situation
many processes have beecelacated,
shortened ana'r somestagesverlapped.
The search for the vaccine for the
Coronavirus has thusproceeded at
unprecedented speed, also complying with
the necessary steps to achieve good
results: effective, quality and safeivas.
Todaywe have 70 vaccines that are in the
clinical research phas20 that have
already reached the final stages of
researchand 1Qthathave been approved
for use' Never before has a vaccine been

developed in such a short time. Slowly it

1Research Associate, University of Salamanca.(Spain)
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becanepossible tamagine the end of the
cavdry.

The world’s biggeseconomies
the United States, the Europdadmion,
China,

amongtthemselves thscientific racell

India and Russia disputed

them wantedo make the heéde of
having discovered the vacdioeave us
all. Deep down, they also disputed power
and geostrategic positioning in a world
that will undoubtedly no longer be the
same.

This paper analyzes the unequal
distribution of the COVID19 vaccine,
focusing on thesituation in low and
middleincome countries in  Latin
America. Possible causes of this situation
are indicated, as well the challenges
faced bygovernments when it comes to
acquiring doses and immunizing their
population according to their economic
repurces, for

political ~ capacity

international negotiatipn  and

infrastructure of thehealth systems.

Scarce vaccines

The complexity and scale of the
health crisis that we are experiencing
means that it is not enough to discover the

vaccine, but also aremwhe question: who
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has the capacity to produce iton a global f)RFXVLQJ PDMR UpotthtiIRXUFHYV F

scale? This is undoubtedly another of the profitabilityuof UHVHDUFK: -V SURJUDP\

great challengeslong with the logistics

leaving lose diseases that are not

and adherence to massive vaccination "attractive" in terms afconomic interest

campaigns throughout the planet to
achieve group immunity.

Difficulties in accessing vaccines
are directly associated with the way in
which they are developed and produced
All of thisis within the framework of a
global
(R&D) model thabnly now, due to the

magnitude of what we are ax@ecing

Innovation and Development

thus often resulting iscarce or even non
existent offeyof treatmentsand

Hn those cases where the progtist,
they are often not available in the health
systems due to multiple barriers, both
economic and institutional, of the supply
chains anddeficiencies in public and
private health coverdge

The above are just some of the

and its multiple consequences, seems to many problems that today derive from the

show itdistress
¥ 6 W D Widgpubli©o @dréyDonWR&D

fact that the doses are scarce and the

countries are fighting each other to obtain

to later become clients and buyers of what them. There is now talk ofvaccine

they  therselves  contributed to

develong!

¥ 3ULYDWH witQ Grinimdih L H leaving

requirement of transparcywho benefit
from copiesof public developments to
finish products, patent them and thus
place them orma monopolisticmarket
structure (due to intellectual property
rights)

¥ 5HVHDU Ré&prbdude i€ Bystem
by precariousaborconditions, amending
garbage contracts and adhgwsome
result that allowthem to publish in
important (prestigiousjournals which
increase their resumes and tkoable

themobtain new funds for their projects
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nationabm" becauseich countriesare
hoardingdoses above their needsd
lowncome countries without
acces$

Faced with this scenario, some
initiatives that seek to reversehdve
emerged Such include the proposal
presented by India and South Africa in
December 202®n the World Trade
Organization (WTO)

suspend intellectual property rights for

to temporarily
diagnostics, treatments and vaccines for
the Coronavirus for the duration of the
pandemi¢ a move which would allow
more companies to produce and
accelerate the availability of doses and

increase the speed of vaccination. The
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response was as expected: most developedreach our hands: production. Producing
countries, including the United Kingdom, vaccines to supply on a global scale is
Canada, the United States and the undoubtedly another of the great
European Union, are opposedto it, challenges in this crisis. Supplying the
FODLPLQJ WKDW SDWH Q@WuMries’is l62€orhiidd/heviraddd p
innovation for new treatments. The reality Although obvious, it is worth
is that what patents do is create point out that economic resources
monopolies and block the possibility of available to the countries play a central
new suppliers entering the market to role, as well as the politicethnical and
compete for lower pricedlternative strategic capacity nggotiation between
initiative byWHO itself together with the producer and buyer states, and between
Global Alliance for Vaccination (GAVI) them ad the companies that produce
have launched the COVAX mecharfism  them. The consequence of this complex
the objective of which is tprovide network is that some highncome
diagnoses, treatments and the vaccine for countrieshave supplied themselwesile
COVID-19 to lowerincome countries, others continue to watkeneral Secretary
ensuring access to eth population of the United Nations (UN), Antonio
regardless of the countries' wealth levels Gutérres has publicly stated thaly dr©
and their negotiating capacities. countries have supplied 75% of the
There are alternative mechanisms vaccines in the world, while 130 countries
such as these and others (voluntary have not yet received a single HYowée
licenses, technology transfer agreements, are faced with a completely unequal and
among others) that can help improve unfair distribution, where developed
access. However, ceanes take time to countries benefit, while those countries
arrive ... with fewer esources continue to suffer
devastating health, economic, political,
Inequitable access social and even educational consequences.
Much of the debate in recent Mass/e vaccination of the global
months has focused on finding the vaccine population, in addition to an enormous
for COVID-19. Now that there are effort and challenge of production,
already several that have proven to be safe economic and logistical is, abovg aal
and effective, the bottleneck has moved to ethicalpolitical obligation. If countries
anothetink in this complex chain through  move towards a "every man for himself"

which drugs and vaccines gl they this will be increasingly complex and its
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consequences more serious, because theresearch centers and qualified personnel;

virus will continue to expand and mutate.
But there are other factors to take into
account: 1) the infrastructure of the health
systems themselves and their logistical
that

the population;

the vaccines
2)
available budgets (and often very limited);

organization so

effectively reach
3) the complex pav relationships
between the multiple agents that interact
in the health systems of each coyatrg

4) the

vaccination plans, the development of

correct implementation of
protocols that establish priorities by

population and risk groups, and
traceability thanableadequate recardy

of the vaccines applied.

Low and middle incomecountries

Latin America, one of the places
affeed by the
pandemigcwith Brazil leading the number

most coronavirus
of cases (10 million infected) and around
250,000 deatfts has also joined the
unbridled race for the vaccine. However,
the region is ndtaving the same luck as
developedcountriesin obtaining doses
and immunizing their population, despite
the fact that someountrieshave actively
participated in clinical trials of the vaccine
Specific issues came mainly friange
number of populationwith diverse
demographic and epidemiological profiles;
in clinical

experience research, good
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regulatory agencies with a recognized
track record; low costs, and high virus
circulation

The vaccines most used in the
region at the moment are the doduse
company Pfizer (acquired by countries
such as Chile, Costa Rica, Ecuador and
Mexico, while Colombia expects to start
applying it at the end of February) and
AstraZeneca. The Moderna vaccine has
been left out of thpurchase packages of
Latin American countries, probably as a
consequence of its high cost of around 30
dollars, with the exception of Colombia,
which acquired 10 million doses. In
addition, the Colombian Government
went ahead with the vaccine developed by
Johnson & Johnson, whose tests are still
being practiced and for novghows
encouraging results. The advantage of this
vaccine is that it requires omlysingle
dose.

Argentina opted for the Sputnik V
vaccinefrom Russiawhose doses has
been receiving in a staggered manner,
slowly advancing with the vaccination
campaign in the country. In addition,
Argentina reached production agreements
with the AstraZeneca / University of
Oxford company. This agreement implies
that the mAbxience lafatory (belonging
to the Insud Pharma group) in Argentina

is in charge of producing the active
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substance of the vaccine, while later in

Mexico the production process is
packaged and completed
2020 Brazil

usthe

In December

approved for emergency
CoronaVac vaccine of Chinese origin and
produced locally by the Butantan Institute,
a public laboratory located in the State of
S&do Paul¥ In addition, the country

signed two other production agreements

between the state laboratory -Bio
Manguinhos  (Bcruz) and the
pharmaceutical company AstraZeneca

and a third agreement between the TecPar
laboratory (located in the state of Parana)
and the Gamaleya institute of Russia to
manufacture th8putnik \A"
In addition to the agreements and
countries
the COVAX

mechanism an beas essential for the

purchases thatindividual

manage to negotiate,
regiort” as formany other rnaddle and
low-income countriedA large part of the
doses would be destined for Brazil (10.7
million doses), Colombia (2.7 million
dosespand Mexico (6.5 million doses).
South Africa has begrerhaps thenost
affected when it comes to availability of
vaccine dosestrongly affected by the
Conoravirus, reaching one and a half
million infected and exceeding 40
thousand deatfisthe governma paid
more than twice as much as the European

Union for the Astrazeneca / Oxford
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vaccine, also receiving fewer doses than it
needs”

Generally speaking, lowand
middleincome countries have reached
agreements with pharmaceutical
companies that at theoment assure
them about 32% of the dose supply, being
that they must immunize 84% of the
global population. Meanwhile, Canada
acquired vaccines to inoculate its
population five times, and other high
income countries such as the United
States, the United mgdom, Australia,
New Zealand and the European Union
also acquiredenoughto vaccinate their

population at least twinrtes™"

Inequitable vaccination campaigns
At the moment, the Latin American
countries that have begun to vaccinate
their population areArgentina, Bolivia,
Brazil, Chile, Colombia, Costa Rica,
Ecuador, Mexico, Panama and P&ru
Just as the quantity of vaccines acquired
presents enormous differences between
high- and lowincome countries, in the
same way there are important contrasts in
the rhythm when it comes to immunizing
the population.

Organizingraccination campaign
Is complex and requires great coordination
efforts between different levels of
government, especially in those countries

where health systems are strongly
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de@ntraized in their management. 7KH HISHFWDWLRQ ZDVQ- -W
According to Our World in Datawhich pharmaceutical companesuldbecome
carries out a survey of data on vaccination supportive solely because COMI® put
for COVID-19 in the worldthere are the health of all humanity at risk.
important differencesin this regard However, knowing which are the key
between countries and regions according actors involved and how each of them
to higher or lower income levein the proceedswe shouldideally in the near
one hand ighe caseof Israel that has futurebe able to have a global R&D model
already managed to inoculate 35.5% of its that works more adequatedpnd with
population (who received a full scheme States with greater organizationand
when it comes to two doses), the United control capacity.
States with 5.8%, Spain with 2.6% and Meanwhile, cooperation between
Germany with 2.2%, while in Latin  countries to improve access to the vaccine
America, Argemnia and Brazil are the against COVIBEL9 should not be guided
ones that have managed to advance the by criteria of charity (about whose benefits
most, immunized 0.6% of their no one doubts) but mainly by
population, followed by Chile with 0.3%.  epicemiological reasons. In the world in
which we live, where the flow of goods
Share and not accumulate and services and the (voluntary and
The displacement of the debate forced) displacement of people is so
from the problem of vaccine development intense thinking about’every man for
to the dispute for thaccesto it continues himselfu in addition to being selfish,
to reveal the unjust and unequal nature of could be naiveneffectiveand extremely

the global system. dangerous
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