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ABSTRACT

Introduction The COVAX alliance is a novel approach

to international partnership in global health intended to
achieve the worthy goal of ‘COVID-19 vaccine equity’. This
study aimed to identify the implementation challenges
and framework gaps of COVAX and to explore the
interconnected global health policy and governance gaps in
ensuring equity, accessibility and affordability of vaccines.
Methods A scoping review was conducted to identify the
implementation challenges and framework gaps of COVAX
and related global health policy and governance gaps.

A search was carried out in PubMed, Scopus, Springer
Link and Embase databases. Manually searched the grey
literature, such as official reports and articles. EndNote
V.20 was used to manage the evidence screening, and
data extraction was carried out in Microsoft Excel.
Results Searches of four electronic databases and official
UN, GAVI and WHO websites identified 4686 pieces of
evidence. The 937 duplicates were removed, and the
remaining 3749 articles were screened for the title and
abstract. Most articles were eliminated as they do not
address global COVAX or COVID-19 vaccine equity. The
remaining 53 pieces of evidence were reviewed for full
text, and ultimately 40 articles found eligible were included
in the scoping review.

Conclusions The implementation challenges of COVAX
were attributed mainly to the phenomenon of vaccine
nationalism by rich countries. The future global health
policy and governance structure must be re-examined to
address the inadequacies of such novel super public-and-
private partnership models.

INTRODUCTION

The COVAX alliance is a novel approach to
international partnership in global health
intended to achieve the goal of ‘COVID-19
vaccine cf:quity’.1 The alliance followed the
public-and-private partnership (PPP) model
between global health actors, regulatory
agencies, pharma companies and private
philanthropy organisations.” COVAX is the
first such mechanism formed globally to
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WHAT IS ALREADY KNOWN ON THIS TOPIC

= Global vaccine inequity is not a new phenomenon,
and a platform such as COVAX is a novel experimen-
tal structure of the global health system where it is
supposed to procure, allocate and deliver COVID-19
vaccines to the participant countries equitably.

WHAT THIS STUDY ADDS

= The primary implementation challenge faced by
the COVAX alliance is vaccine nationalism by high-
income countries, which is associated with intellec-
tual property rights.

= The functioning of COVAX is explicitly inter-related to
global health policy and governance, and the current
structure is inadequate to address the challenges
the alliance faces.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= The implementation and framework challenge the
alliance faces as a novel public-and-private partner-
ship model will help create better models for future
pandemics.

= Global health governance and future policy-making
must be reformed to accommodate the challenges

identified so that future models can work effectively.

address vaccine nationalism and hoarding by
wealthy countries. It primarily focused on the
accessibility and affordability issues of LMICs
(Lower- Middle Income Countries) and LIC
(Low- Income Countries) which were left out
of the market in the HINI pandemic 2009.
Fundamental mechanisms of COVAX—
procurement, allocation and delivery—were
meant to work interconnected, and the
framework of COVAX was meant to support
the pandemic needs.’

The initial goal of the alliance was to deliver
2billion vaccine doses by the end of 2021.° The
COVAX started its first delivery to Ghana on
24 February 2021, less than 3months after the
world’s first COVID-19 vaccine rollout in the
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COVAX TARGETS AND ACTUAL DELIVERY
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time frame from March 2021 to April 2022. The data were taken from the UNICEF vaccine market dashboard. COVAX targets
for December 2021, both initial and adjusted and that for April 2022 were plotted on the secondary axis.

UK (United Kingdom).* COVAX reached 100 countries
within 42 days, many entirely dependent on COVAX. But
the COVAX official supply forecasts from GAVI (Global Alli-
ance for vaccination and immunization) depicted a decline
in expected supply. According to forecast 1, released in
January 2021, COVAX is expected to deliver approximately
1.8billion doses, equivalent to 27% of coverage for 92
advance market commitment (AMC) countries that were
available in 2021.° In supply forecast 2, about 1.5billion
doses (23% of coverage for AMCs) were expected to be
available by December 2021.° But according to supply fore-
cast 3 released in early December, the expected supply was
further trimmed to 1.4billion doses by the end of 2021.”

The actual delivery of COVAX was far less than any
of these supply forecasts. COVAX delivery data from
the UNICEF (United Nations Children’s Fund) vaccine
market dashboard (figure 1) clearly showed that COVAX
did not meet the original target of 2billion doses by the
end of December 2021. Instead, it delivered less than
50% of what it originally promised.® Even the adjusted
delivery targets, that is, 1.4billion by December 2021
were not achieved. Out of what COVAX delivered, only
819 million doses went to AMC, a fraction of 9.25 billion
doses administered in 2021 and less than half of the
1.8billion pledged to deliver. COVAX aimed at deliv-
ering 2.3billion doses by the first quarter of 2022, and
only 1.4billion were delivered.® "’

So, where did COVAX go wrong? The scoping review
gave many insights related to the implementation chal-
lenges and framework gaps of COVAX, which can be
attributed to a great extent to this failure to meet the
targets.

METHODS
For this study, a scoping review was conducted to identify
and map the evidence associated with Global COVID-19

vaccine equity, affordability and accessibility. The objec-
tives of the review were to examine the implementation
challenges and framework gaps of the COVAX alliance
and to provide insights into the policy gaps in global
health and governance regarding the equity and accessi-
bility of pandemic goods. Arksey and O’Malley’s (2020)
Methodological Framework'' was used for scoping review
along with the Preferred Reporting Items for Systematic
Reviews and Meta-Analysis (PRISMA) guidelines.

Research questions

Since the COVAX alliance is a novel initiative and the
first model of fair distribution of vaccines globally, the
primary research question focused on the various imple-
mentation challenges the alliance faced in a global
context. As the challenges identified cannot be read
in isolation, examining the gaps in the COVAX Frame-
work was essential. So, combining these aspects, the first
research question was framed:

‘What are the implementation challenges and gaps in
the framework of the COVAX alliance?’

The literature review showed that international polit-
ical, economic and governance factors would affect any
global health mechanism. So, exploring the global health
policy gaps resulting from the elements mentioned above
affecting the equitable distribution of COVID-19 vaccines
globally was necessary. So, the second research question
was:

‘What are the global health policy gaps and global
health governance issues that potentially affect the equi-
table distribution of COVID-19 vaccines?’.

Search strategy

An electronic database search was conducted in PubMed,
Scopus, Springer Link and Elsevier, in addition to a
manual search for additional evidence from the official
websites of GAVI, WHO and the UN. The evidence was in
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the form of articles, reports, viewpoints, comments and
editorials in the English language, published between
January 2020 and March 2022. Search key terms focused
on COVAX, (COVID-19 vaccine) AND (equity), (COVID-
19) AND (vaccine diplomacy), (COVID-19) AND (Vaccine
accessibility), (COVID-19) AND (Vaccine affordability),
(COVID-19 Vaccine) AND (LMIC), (COVID-19 Vaccine)
AND (Nationalism); and official reports published
by WHO (World Health Organization), UN (United
Nations) and GAVI on the COVAX alliance and global
COVID-19 vaccine equity, were included. For the domain
of vaccine nationalism, the keywords were restricted to
a title search. Studies and documents focused on popu-
lation subgroups within a country, and not directly
addressed the research questions, were excluded.

Charting the data

The primary search results were exported to EndNote
V.20, an online reference manager in ‘.ris’ format, and
extracted the key features of the evidence such as author,
year, title, journal, reference type, abstract and link to the
evidence. The duplicates were removed, and the rest of
the references were considered for screening.

Screening

The relevant articles selected through title screening were
included for abstract screening, and the evidence pieces
that did not directly contribute to the research questions

[ Identification of studies via ]

were removed. The evidence that qualified through the
abstract screening was chosen for full-text screening. On
full-text screening, the relevant evidence was chosen for
data extraction and further analysis.

Data extraction and analysis

The selected and manually searched evidence from the
official websites were read thoroughly and identified the
implementation challenges and framework gaps of the
COVAX alliance and the policy gaps in global health
governance. The extracted data were encoded in Micro-
soft Excel and further analysed to answer the research
questions.

RESULTS

Searches of four electronic databases identified 4686
pieces of evidence (PubMed-1445, Scopus-946, Springer
Link- 2227, Embase-540). The evidence was imported
to EndNote V.20 and removed 937 duplicates. The
remaining 3749 articles were screened for the title and
abstract. A vast majority of the evidence, thatis, 3654, was
eliminated as they have not addressed global COVAX or
COVID-19 vaccine equity. The remaining 95 pieces of
evidence were reviewed for full text, and ultimately 40
of them were found to be eligible to be included in the
scoping review (figure 2). Also, 13 reports have been
added to the review from the official websites of the UN,

[ Identification of studies via other ]

databases methods
—
.E Records identified from*:
E PubMed (n = 1445) Records removed before R .
= Scopus (n = 946) T | screening: Records u_ien.tlﬁed from:
;:: Springer (n = 2227) Duplicate records removed Organisations (n =13 )
S Embase (n = 540) (n=937)
Total (n=4686)
—
Record d- Titl d
al::tl:;cf SEIEEnS EESE »| Records excluded**
(n=3749) (n=36854)
2
5 Records excluded
[ (n=55)
3 Reasons:
Records screened.-Full text *  More weightage to
(n = 95) geopolitics than global
Health
s  Similar studies on Global
COVID-19 vaccine equity
+ Not entirely related to
research questions
s !
° Studies included in review
5 (n=40)
% Records from organizations
£ (n=13)
Total (n=53)

Figure 2 Represents the PRISMA flow chart of the scoping review with the number of evidence taken for identification,
screening and final inclusion. PRISMA, Preferred Reporting ltems for Systematic Reviews and Meta-Analyses- 2021 Guidelines

was used.
* The initial evidence collected from the four databases
** First exclusion of evidences
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GAVI and WHO, making the total number 53. Some of
the evidence has given more weightage to geopolitics
rather than global health, while others were not entirely
related to the research questions, and many were similar
studies with almost the same conclusion. Hence, the most
relevant evidence closest to the research questions was
included.

Out of the total 53 pieces of evidence taken for anal-
ysis, 13 directly address the first research question, that
is, the implementation challenges and framework gaps
of the COVAX mechanism."** The rest of the selected
evidence comprehensively views global vaccine equity,
accessibility, vaccine nationalism, vaccine hoarding and
vaccine diplomacy. A significant chunk of evidence
mainly focuses on the politics influencing global vaccine
production and distribution, such as the IPR TRIPS
(Intellectual Property Rights- The Agreement on Trade
related aspects of Intellectual property rights), vaccine
diplomacy and other international power dynamics.

Findings for research questions

The following implementation challenges for COVAX

alliance were identified and compiled from the evidence

as per PRISMA protocol for a scoping review. The major

implementation challenges identified were as follows:

» Vaccine nationalism by wealthy countries.” '*™*

» Lack of high-income country (HIC) participation and
funding for COVAX, 121416 18202833 54

» Lack of transparency in the vaccine deals with pharma
companies.'® % 31 3557

» Export restrictions
pandemic.2!-23 26353839

» Lack of vaccine production units in the Global
South, 22 24 40-42

» Not enough technology is transferred to other manu-
facturing partners to speed up production.' 7

» Dose sharing and dose donation problems.” ***

» Dependency on AstraZeneca vaccine.” >

imposed by HICs amidst

The following bar diagram (figure 3) depicts the major
themes of the implementation challenges.

Similar to the implementation challenges, the gaps
in framing the COVAX alliance and mechanisms were
also identified (figure 4). The main framework gaps of
COVAX were as follows:

» Allowing the members to engage in bilateral deals
outside the alliance.'*% %%

» The COVAX structure did not challenge the existing
[PR_ 16192225 46 47

» COVAX facility was supposed to be a self-procuring
mechanism, but due to a lack of supply, the procure-
ment arm was dependent on donations from HICs for
the supply.2 3 4748

» COVAX allowed HIGs, that is, SFCs (Self Financing
Countries), to procure doses up to 50% of their popu-
lation through the facility through the ‘Optional
Purchase Agreement’, whereas, for aided countries,
the limitis 20%. This prima facie violates the principle
of equity to which the alliance dedicates itself.'® " 9%

» There were not many details about the procurement
deals COVAX made with pharma companies."” **

» COVAXwasstructured as the traditional aid financing
for LMICs by the developed world rather than making
them selfsufficient,'? #2033 4748

For research question 2, that is, to identify the signifi-
cant global health policy and governance gaps (figure 5),
the results are:

» The fair allocation mechanism formulated by the
WHO is inadequate to contain the spread of the
virus, 121415 1819 2439 49-51

» Lack of consensus to waive/suspend the IPR,
especially vaccine patents. The proposal put
forward by South Africa and India failed at the
WTO (World Trade Organization) session as both
the HICs and pharma companies opposed the

waiver.M 16 19 22 25-29 32 33 35 46 47 52-55

MAJOR IMPLEMENTATION CHALLENGES OF COVAX

Lack of technology transfer mmm 2

Delay in donations to COVAX e 3

Lack of vaccine production in global south IEE—— 5

Export restrictions by HIC n—— 6

Lack of transparency

I

Lack of funding and HIC participation I 10

Vaccine nationalism by HICs I 22

0

5 10 15 20 25
Number of evidence

Figure 3 Graph 1 represents the major implementation challenges identified by the scoping review from the evidence
included for the final review. The x-axis represents the number of evidence corresponding to the challenges depicted on the

y-axis. HICs, high-income countries.
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COVAX FRAMEWORK GAPS

= MEMBERS CAN DO BILATERAL DEALS

#NO CHALLENGE FOR IPR

= EVENTUAL DEPENDENCE ON DONATION

= VIOLATION OF PRINCIPLE OF EQUITY

# LACK OF TRANSPERANCY

% AID FINANCING APPROACH FOR LMICS

Figure 4 Graph 2 represents major framework gaps identified by the scoping review from the evidence included for the
final review. The pie diagram depicts the number and the percentage weightage of evidence corresponding to each of the

framework gaps identified.

» There is no international binding treaty to cap the
bilateral vaccine deals and to manage the allocation
and distribution of pandemic goods,'* 1?2237 43 5456-58

» The current global health governance mechanisms
were inadequate to control the decision-making
power that was entirely vested in giant pharma compa-
Dies 2 1415323343 45 57 59

WHO has released reports on COVAX based on
regional deliveries focusing on COVID-19 vaccine equity
at each regional level. But this study included evidence
strictly restricted to global settings as the research ques-
tions revolved around global vaccine equity and COVAX
as a global mechanism. The elaborated extraction

tables for the research questions and the complete data
charting for this scoping review are available.”’ online
supplemental file 2 online supplemental file 1

DISCUSSION

The primary implementation challenge identified was
vaccine nationalism by HICs. Vaccine nationalism means
governments with purchasing power sign agreements
with vaccine manufacturers to supply their population
before itis made available to other countries. COVAX was
created to address this accessibility and affordability gap
between HICs and other low-income parts of the world.

GLOBAL HEALTH POLICY GAPS IDENTIFIED

B Lack of global
governance
mechanisms, 9

n No
international
binding
agreements, 9

B Inadequacy of
WHO
Proportional
allocation
scheme, 10

B No IPRTRIPS
suspension/
waiver, 18

Figure 5 Graph 3 represents global health and governance gaps identified by the scoping review from the evidence included
for the final review. The pie diagram depicts the number of evidence corresponding to each identified gap.
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Consequences of rampant vaccine nationalism by HICs

Because of rampant vaccine nationalism, bilateral deals
crowd the global vaccine supply leaving less supply for
COVAX and undermining COVAX’s purchasing power.
In January 2021, HICs purchased 4.2 billion doses out of
the total availability of 7billion doses, and these coun-
tries represent only 15% of the world’s population. And
they bought 60% of the entire vaccine pool. COVAX was
deprived of supply as wealthy countries went on a bilat-
eral procurement spree. As a result, COVAX was forced
to reduce the target, adjusting to the lack of supply availa-
bility, thus delaying vaccine deliveries to LMICs and LICs.

Parallel to vaccine nationalism, COVAX faced a lack of
funding and participation of HICs. Due to the preference
for nationalist aspirations, more funding was allocated to
independent national programmes rather than COVAX.
For example, Operation Warp Speed by the USA is a PPP
model for vaccine development with an initial budget of
US$10billion. Three dozen countries bypassed COVAX
and made huge bilateral deals with manufacturers. The
inadequacy of selffinancing countries participants in
COVAX leads to less collective buying power expected.
For example, under President Trump’s administration,
the USA did not join COVAX, which resulted in an initial
lack of funding and participation. Only after the inau-
guration of the Biden administration the USA started
funding COVAX and donated vaccines.”!

Countries put several export restrictions to hinder the
free flow of vaccines as an extension of national priority.
For example, the USA invoked the Defense Production
Act, which reduces the active pharma ingredient for
AstraZeneca manufacturers. The alliance depended on
the AstraZeneca vaccine because it was the first vaccine
that got WHO emergency authorisation, cheaper than
other vaccines, and was the first private vaccine manu-
facturing company to join COVAX. However, the second
wave in India caused the reallocation of vaccines from
the Serum Institute of India (SII) for domestic usage,
and COVAX faced a shortfall of 190million doses in
June—July 2021.

IPR and global vaccine inequity

The core issue of inequity and vaccine nationalism lies
with IPR TRIPS. The lack of global consensus to tackle
IPR, especially vaccine patents, acted as a barrier to
global vaccine equity. The framework gap analysis in
this review has identified that COVAX Advanced Market
Commitment (AMC) countries were used to bypass the
IPR, making COVAX a middle-ground solution between
the rich and the poor. South Africa and India proposed a
waiver or suspension of IPR to WTO. Despite the support
from the WHO director-general, the UK, the USA,
Canada, Norway and EU (European Union) opposed the
TRIPS waiver request.

The phenomenon of ‘pandemic profiteering’ depicts
the enormous profits made by pharma companies
through vaccine sales. HICs invested public funds in
these pharma companies to develop vaccines. The Quid

Pro Quo between pharma companies and the HICs is that
the respective country will get vaccines on a priority basis,
billions of USD as revenue, and increased job opportuni-
ties. Similarly, pharma companies can make huge profits
from bilateral vaccine deals. In the case of Germany,
BioNTech, Pfizer’s vaccine development partner, boosted
Germany’s GDP (Gross Domestic Product) by 0.5% in
2021 and paid a revenue of €3.1billion. So, both HICs
and Pharma companies are least likely to let go of these
profits, as this arrangement is clearly a win-win situation
for them.

Vaccine nationalism and IPR gives a flawed view of
Global Health and the Global Economy, where vaccines
and medications are treated as market commodities
rather than public goods. IPR on COVID-19 vaccines was
unfair as taxpayers’ money was granted to pharma compa-
nies to develop COVID-19 vaccines. It was expected that
these pharma companies distribute and provide access
to the vaccines equitably, which has not happened even
with the AstraZeneca vaccine. Oxford University devel-
oped the vaccine and pledged to donate the rights to
any vaccine manufacturer. Ultimately, it was given to SII
(Serum Institute of India), which the Bill & Melinda Gates
Foundation funded to expand manufacturing and tech-
nology transfer. SII pledged to share 300 million vaccines
to COVAX at US$3.00 per dose. Despite receiving a grant
from CEPI (Coalition for Epidemic Preparedness innova-
tions) in early 2020 for vaccine development to Moderna,
it delivered the vaccine to COVAX in the second half of
2021, only after it honoured all its bilateral agreements.

The lack of waiver of IPR obstructs timely access
to affordable vaccines. For example, South Africa
purchased AstraZeneca for US$5.25 per dose, while the
EU purchased the same for US$2.16 around the same
time (January 2021). It is important to remember that
South Africa hosted clinical trials and still had to pay
more than double the price. TRIPS is identified as one
of the significant barriers to healthcare equity in most
evidence analysed for a scoping review. IPR patenting
is the major obstacle for developing countries’ vaccine
manufacturers to enter the market. The IPR protection
for a pandemic good also constitutes human rights viola-
tion. Patent holders, that is, pharma companies, deter-
mine the global supply chain of COVID-19 vaccines.
Thus, the IPR weakened the COVAX and made it diffi-
cult to achieve international cooperation.

COVAX failed to instil a commitment to get vaccines
from major vaccine producers regarding the idea of a
‘partnership.” WHO established the COVID-19 tech-
nology Access pool in 2020, and not even a single pharma
company shared the technology. Pharma companies
exploited their powerful positions as essential medi-
cines suppliers and lobbied to WTO not to waive IPR."
The People’s vaccine movement argued for a temporary
waiver of IPR on COVID-19 tools and vaccines through
TRIPS and faced massive opposition from HICs. It is also
explicit from the scoping review that COVAX supports
the argument that IPR is essential for developing vaccines,
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and the framework of COVAX never addresses the IPR
issue. One of the studies in the review™ points out that
even though there is a cosmopolitan view of justice in the
construction of COVAX, the relevant actors in COVAX
facility are nation—states which always prioritise their
needs first.

Weakening of COVAX

This vaccine hoarding undermines the global geopo-
litical cooperation intended by COVAX by pooling
resources. The original intention was that countries must
come together in a cooperative mechanism like COVAX
and join negotiations with manufacturers to enable fair
prices and equitable distribution of vaccines. But in
reality, COVAX was left alone without adequate funding
and participation and reduced to another competitor in
the vaccine market.

COVAX’s slogan is ‘No one is safe until everyone is safe,
which reflects a vital public health concern and the need
for global cooperation. But the COVAX framework did
not challenge the IPR, paid pharma companies from
public funding, and kept the negotiations secret, demon-
strating that COVAX is similar to any other political entity.
The optional purchase agreement by COVAX made HICs
opt out of commitment and reduced COVAX to a mere
insurance policy for HICs from a global buyers’ club. The
selffinancing countries had requested vaccine doses to
vaccinate between 10% and 50% of their populations.
This is a prima facie violation of the principle of equity
on which the alliance was founded. This arrangement
was to improve the participation of HICs but, in turn,
acted as a bane to COVAX itself. Contractual obligations
to HICs have forced COVAX to supply large quantities
and had reserved one-fifth (485 million by 2021) of doses
for rich countries, despite running short of doses for its
commitment.

Advanced market commitments under COVAX were
based on aid and charity, which helped in the increased
production and distribution of vaccines across the
globe, but restricted COAX’s authority to challenge the
IPR issue. AMCs of COVAX were presumed to provide
adequate vaccine doses to LMICs free of cost, which was
a noble plan to accommodate the affordability factor.
But relying on this age-old aid financing approach did
not solve the fundamental problems of LMICs, such as
equitable and fair access to vaccines, lesser capacity to
manufacture and share the patents and technologies.
Furthermore, COVAX claimed to represent the LMICs,
and 81% of the representation in COVAX governing
bodies was from HICs.

Another significant challenge was the limited number
of manufacturing facilities globally. They are predomi-
nantly located in the Global North than LMICs. This has
to be read along with limited knowledge sharing from
Vaccine manufacturers. Finally, COVAX has been reduced
to a charity-based aid project rather than a global self-
procuring mechanism. COVAX’s total delivery includes
60% of donations from HICs. COVAX channelled 70% of

s

all donated doses (776 million) in 2021. The USA was the
single largest donor, followed by China and Germany.”!
COVAX was mandated to procure vaccines globally to
ensure their availability to all countries, the LICs and
LMICs, which depended entirely on COVAX. As of May
2021, HICs promised to share 200 million doses, and only
a few were delivered. The Biden administration promised
to share 500 million Pfizer doses that need UCC facilities
in LMICs, while the G7 agreed to share 870 million doses
but stated it could only deliver 450 million by 2022.

COVAX claimed it as a ‘global dose sharing hub,” but
more than 30% of donated doses were delivered through
bilateral agreements. Also, around 75% of donations
to COVAX were earmarked (ie, 42% of total vaccine
COVAX delivered in 2021). Dose sharing was sensed as
convenient by both the HICs and pharma companies.
The HICs could claim themselves as ‘vaccine donors’ in
contrast to ‘vaccine hoarders,” and pharma companies
can still make their profit and argue that IPR is not the
real problem but the inefficiency of the global redistri-
bution of vaccines. The pharma companies included a
non-sharing clause in many bilateral contracts, making
the sharing process more complicated, and the contracts
must be renegotiated before donating.

Global health governance and policy gaps
The scoping review showed that WHO’s proportional
allocation scheme (PAS) has certain flaws. The basic logic
of COVAX allocation is that ‘no country should vaccinate
over 20% of its population until all nations have vacci-
nated 20%. Is it possible that HICs will agree on a system
that aims to allocate doses for 20% of the population,
which is far less to achieve herd immunity?® With such
a proportional allocation system, HICs were not inter-
ested in taking part voluntarily in COVAX and stopped
procuring vaccines bilaterally for their populations.
Proportional allocation does not meet WHO’s ethical
principles for vaccine allocation and ignores needs-
based considerations. Different regions and countries
have had different vaccination targets. Also, the WHO
vaccine coverage target differed from the COVAX supply
targets. Under PAS,” COVAX was obligated to send
vaccines to countries less affected by COVID-19, such as
New Zealand, South Korea, instead of prioritising those
severely affected by the pandemic, such as Mexico and
Ecuador. Treating all countries identically, regardless
of their circumstances, is equality, not equity. PAS was
focused on the equity aspect based on countries’ income
status, which became a barrier to achieving global vaccine
equity but failed to consider other influencing factors.
The PAS ignored the hardest-hit regions of the world
that needed priority in vaccine allocation. In February
2021, Ghana got the first shipment from COVAX when
Ghana reported 86000 total cases and 7000 COVID-19
deaths, while Peru, a country with almost the same popu-
lation, had reported 1.4million cases and 48000 deaths.
Peru should have given priority to vaccines over Ghana.”
Distributive justice means fairness in the distribution of
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benefits. In the global COVID-19 vaccine equity context,
priorities should be made considering the intensity of the
spread of infection, demographic factors, mortality rates,
absorptive capacity and income status of the country. Itis
high time to rethink our popular notions of health equity
and global health justice.

Since COVAX is a PPP model with pharma companies
as one of the partners, the lack of transparency in nego-
tiation with pharma industries affects the credibility of
the COVAX facility. During COVID-19, the situation was
worsened by a lack of transparency in the manufacturing
order books of Pharma companies and vaccine delivery
to COVAX was pushed to the end of their queue. Pharma
companies preferred bilateral deal delivery to COVAX
because of the profit involved. The primary question
here is—as partners of COVAX, do the pharma corpo-
rations have public accountability for deciding which
countries get vaccines first? COVID-19 vaccine deals were
not transparent, and the power rested with a few pharma
companies controlling the global supply and distribution
of vaccines. These companies decided how to prioritise
supply between nations. Current global health architec-
ture and existing regulations were inefficient in safe-
guarding equity. Also, there were no mechanisms for
price controls or regulations that would have capped or
set the prices of the vaccines.

COVAX did not share the power of decision-making,
as it was governed by unelected officials of GAVI, and
CEPI, with influence and support from HICs and private
philanthropies. Private enterprises have had direct access
to global health policy-making in the PPP model. Even
though South Africa was the chair of the ACT-A governing
Facilitation council, further representation from the
global south was lacking. There was a lack of coordina-
tion in accessing and securing supply to COVAX. CEPI
could not guarantee the access provisions to ensure an
equitable global stockpile of vaccines despite the invest-
ment in vaccine development.®® It was GAVI, which later
dealt with the procurement of doses. The GAVI and
UNICEF procured vaccines at US$1.66* but no further
information was available.

There were no binding international agreements and
enforcement of international cooperation by capping
the bilateral deals. The international treaties were not
sufficient to prevent vaccine hoarding or to specify the
rights and obligations of the countries in the context of
global public goods. So, under a voluntary scheme like
COVAX, it cannot be expected that the HICs will let go
of their political priorities and consider the morality of
global vaccine equity.

Limitations of the study

The full-text screening involved further filtering of
evidence with similar conclusions and recommenda-
tions. Also, COVAX has a humanitarian buffer® specially
tailored for the population without state actors, but could
not find sufficient evidence according to the inclusion
criteria, so the policy and governance gaps related to

that could not be taken into consideration. Although
this study did not include the most recent understand-
ings of the COVAX initiative after March 2022, it meth-
odologically researched, categorised and presented the
existing themes and dilemmas about COVAX scattered
over academia.

CONCLUSIONS
COVAX demonstrated an improved global cooperation
and response level compared with HINI influenza in
2009. But still, the framework under which COVAX was
formed is a mere middle-ground strategy balancing the
opposing concepts of vaccine nationalism and global
vaccine equity. COVAX was constructed in a world over-
powered by market laws and a lack of decision-making
transparency. There is unequal bargaining power
between countries, complex geopolitics and a general
lack of willingness to cooperate globally. The super PPP
model is a remarkable global coordination attempt.**
COVAX is built on a framework around the partnership
between governments and corporations as the best way
to overcome market failures and embrace the IPR as
a driver of innovation. COVAX has shown how hard it
is to build a global multilateral institution that enables
sharing. In hierarchical global power settings, powerful
blocks cannot be coerced into sharing easily. They prefer
bilateral deals and donate to emerging countries rather
than permit an IPR waiver. HICs have shared corporate
risks in developing new vaccines but have not shared the
end products as global public goods. COVAX was left
alone without adequate funding and participation and
was reduced to another competitor in the vaccine market.
COVAX is a novel partnership model in global health
but a middle-ground solution without addressing the
core issues of inequity, such as patenting of pandemic
products, less manufacturing capacity of LMICs, and
lack of sharing of technology, knowledge and decision-
making power. In a super-PPP structure such as COVAX,
accountability and transparency of partners, including
the pharma companies, are essential. COVAX does not
work on a standalone mechanism and is connected to
more significant global health governance issues and
policy gaps. But despite these shortcomings, the fact
that COVAX has been created as a global cooperative
mechanism provides an optimistic approach for future
pandemics. COVAX alliance is analogous to making a
car while running it.”> COVAX can be a model for future
pandemics if the root causes of the gaps in the frame-
work and implementation challenges are addressed
adequately. Lessons from COVAX can advise the future
design of collaborative platforms for global public goods.
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