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Who will live; those with money 
or all of us? 
Francis Omaswa highlights the Global scramble for 
COVID-19 vaccines

Francis Omaswa, CEO, African Centre for Global Health and 
Social Transformation and Publisher of Africa Health Journal.

The COVID-19 pandemic is raging in Europe and USA 
and infection rates have exceeded those seen during 
[OL�ÄYZ[�^H]L�SHZ[�^PU[LY�HUK�ZWYPUN��7VSP[PJHS�SLHKLYZ�
are under stress and are taking drastic steps to reduce 
transmission and minimise mortality and morbidity 
which has provoked riots in some countries. These 
countries are working feverishly to rapidly vaccinate 
the population with a view to reaching the 70–80% 
level needed to achieve effective herd immunity which 
can enable return in these countries to normal social 
and economic life as well as save lives. 

There is panic in some quarters resulting in 
decisions to grab all available COVID-19 vaccines 
including doses to be produced in the future. There 
was for example a highly publicised call this week 
that requires vaccine manufacturers not to export 
any vaccines without permission from political 
leaders. Vaccine nationalism has cropped up as 
new terminology. It is counterbalanced by regular 
calls from the WHO Director General, Dr. Tedros 
Adhanom Ghebreyesus and some European leaders, 
championing humanity, equity and solidarity to spare 
and avail some vaccines to low- to middle-income 
countries (LMICs) that have no resources to develop 
and make vaccines themselves. There is also the 
epidemiological argument that pockets of the virus 
anywhere is a threat to all countries and no country  
is safe until all countries are safe. 

It is this spirit that triggered global leaders to 
launch COVAX, a solution intended to accelerate 
the development and manufacture of COVID-19 
vaccines, diagnostics and treatments, and guarantee 
rapid, fair and equitable access to them for people 
in all countries. Its secretariat is at Gavi in Geneva, 
a multilateral agency that is already coordinating the 
supply of vaccines to LMICs for many years. COVAX 
is working with manufacturers to provide investments 
and incentives to ensure that manufacturers are ready 
to produce the doses we need as soon as a vaccine 
is approved. The facility also uses the collective 
purchasing power to negotiate competitive prices from 
manufacturers.

The sobering truth
In 2016, I was a member of a global commission that 
produced a report titled Neglected Dimension of Glob-
al Security; a framework to counter infectious diseases 
crises. This report admits the sobering truth that there 
is limited capacity for producing potentially lifesaving 

vaccines, and not everyone is able to get needed medi-
JHS�WYVK\J[Z�H[�[OL�ZHTL�[PTL��;OPZ�YLX\PYLZ�KPMÄJ\S[�
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The ability to pay should not determine where prod-
ucts are distributed, as in the case of a country that 
wishes to stockpile vaccines for its low-risk popula-
tion. Rather, those who are at the greatest risk and in 
imminent danger during a crisis – whether they are 
frontline health workers or a vulnerable local popula-
tion – should have priority. This means that, in order to 
ensure equitable access and distribution of vaccines to 
those in need, countries must refrain from nationalising 
their vaccine manufacturing output. This was illustrat-
ed during the H1N1 outbreak in 2009, when govern-
ments with pre-existing contracts sought to preserve 
[OL�JHWHJP[`�VM�ÄYTZ�SVJH[LK�^P[OPU�[OLPY�[LYYP[VYPHS�
borders to inoculate their own citizens before giv-
ing or selling to other countries. The rationale, which 
is understandable, was that the governments had an 
obligation to their citizens before exporting vaccines to 
other populations. However, the reality was that these 
populations were at very low risk and the prioritisation 
was incongruent with good public health policy.

African action
While we appeal to the global community for solidar-
ity, empathy and humanity, we need to appreciate that 
these infectious diseases crises are going to increase in 
frequency. We must call upon African countries to take 
note and prepare for the future pandemics by devel-
oping internal capacity to develop, manufacture and 
distribute vaccines, diagnostics and therapeutics within 
the continent in partnership with the rest of the world. 
(MYPJH�ZOV\SK�QVPU�*6=(?�UV[�Q\Z[�HZ�H�ILULÄJPHY`�
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resources.

 This is the vision of the AU/NEPAD, Pharmaceutical 
Manufacturing Plan for Africa (PMPA) endorsed by the 
Heads of State and Government in Accra in 2007. This 
is the time to rejuvenate this vision. It is a matter of life 
and death. 

Let me conclude by applauding the Leaderships of 
African countries that have allocated funding for local 
development of therapeutics, diagnostics and vaccines 
for COVID-19. In some countries such as Uganda, 
clinical trials are now in progress and all people of 
good will, including regional bodies in Africa should 
support these efforts.
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Capacity building has become a much touted term on 
health projects, and is often included as a key output 
in a plethora of programmes. Often, when develop-
ment professionals discuss the cross-sectorial theme of 
‘capacity building’, there is a tendency to automatically 
equate it with ‘training’ - but that is far from the com-
plete view of it. The basic tenets of capacity building 
are empowerment and change - to embed the concept 
of national ownership into a project from start to end. 
It is about building social capital and institutions that 
will lead to independent entities, and achieving this 
sustainability after limited-term funding has come to 
an end, which requires action from multiple angles 
and stakeholders. What is key in all sectors, including 
health, is determining how capacity building can be 
more holistic – and subsequently more effective – in 
providing expected services. 

While capacity building is not purely training 
related, the training of frontline staff, technicians and 
managers is absolutely vital to making sure that a health 
project is maintaining quality and collective under-
standing. Training can be a method in itself to incen-
tivise the retention of keen and able staff, especially in 
a clinical setting. Furthermore, given that programmes 
struggle to show results in all aspects of capacity build-
ing, the number of training sessions provided and 
number of people successfully trained becomes a 
measure that can easily be used for donor reporting. 
This shifts focus away from other essential aspects of 
capacity building. 

A comprehensive capacity building package is often 
perceived as an expensive and time-consuming endeav-
our that has historically been relegated as an after-
thought for development funds. Donor programmes 
have long had to decide whether to allocate their 
money for short-term impact or long-term structural and 
institutional reform - with short-term impact often being 
the most feasible option, due to the allocated length of 
programmes and funding. Donors are now keen to do 
both, however, making capacity building an integral 
part of development programmes. Resources are now 
often made available on the condition that they will 
WYVK\JL�M\[\YL�ILULÄ[Z�PU�HKKP[PVU�[V�PTTLKPH[L�VULZ��
allowing donors to successfully navigate through the 
inherent paradox of capacity building that sees them 

giving funding in order to be able to stop giving funding. 
There is scarce information, however, on what strate-

gies have been shown to work in these circumstances in 
different settings and for different health issues. While 
X\HU[PÄHISL�YLZ\S[Z�HUK�PTWHJ[Z�HYL�Z[PSS�YLSH[P]LS`�OHYK�
to come by, there are projects underway around the 
world that are setting precedents by building the intel-
lectual and strategic substance needed to inform future 
capacity building initiatives. An example of a project 
that is bridging long-term capacity building needs with 
short-term service to deliver requirements is the multi-
donor South Sudan Health Pooled Fund (HPF). 

The £121 million fund is managed by a consor-
tium that is led by Crown Agents. It is supporting the 
delivery of essential primary healthcare and referral 
health services up to county hospital level as well as 
providing health system strengthening at the national, 
state, county and community levels for the independent 
future of those structures. The design and management 
of the programme has been closely linked with South 
Sudan’s Ministry of Health (MoH) throughout its devel-
opment and implementation. This link has ensured that 
activities are always aligned with government strategy 
and that the government’s own capacity is being devel-
oped to a level where it is able to provide the requisite 
strategic support to their successors. Work on areas 
PUJS\KPUN�Z\WWS`�JOHPU��ÄUHUJL�ZLY]PJL�KLSP]LY �̀�O\THU�
resources, Information Technology Services (ITS), and 
governance has been devised with capacity building as 
an integral operation. Non-Government Organisations 
have been co-located with government bodies, allow-
ing for the sharing of skills and knowledge and the easy 
coordination of operations. 
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