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Abstract: In the context of the global COVID-19 pandemic, the fast and equitable distribution of
effective vaccines worldwide is one of the challenges faced by international institutions in charge, as
global equity in vaccine supply has not yet been achieved. Our paper explains the current state of
ethical research on equity in global COVID-19 vaccine allocation, focusing on the COVAX Facility
established by the WHO, acting as the global vaccine distributor. The article presents a detailed
analysis of the first year of COVAX allocation in 2021 identifying problematic aspects of its allocation
framework regarding the implementation of COVAX’s fundamental allocation principles. We argue
that the COVAX Facility has developed a proper concept to deal with global vaccine allocation—but
to address uncovered defaults, we introduce the ‘Prioritized Distribution of Equal Shares’ model—a
both ethical and practically feasible alternative allocation framework to protect the value of human
lives in both high- and low-income countries through fair and fast global vaccine distribution in
health emergencies. Nonetheless, we argue that the COVAX Facility remains the main organization
to provide equitable access to vaccines. Yet, the global community has to consider further aspects
such as patent protection, vaccine production and the lack of power of global structures to address
the inequities that have arisen. Since new wars and further crises have arisen, a shift in public global
attention endangers the processing of COVID-19-related issues. That is why now more than ever
extensive efforts to achieve vaccine equity are needed.

Keywords: COVID-19; allocation; vaccine; COVAX; distributional justice; global health ethics;
human rights

1. Introduction

By the end of 2021, the first year of allocation, the global society had to face the contro-
versy of whether to administer the third dose of the COVID-19 vaccine in the first world
or the first dose in the third world. At the same time, the Omicron virus mutation contin-
ued to spread, intensifying the debate on the global distribution of the scarce resource of
COVID-19 vaccines. Since April 2022, COVAX has had enough vaccine doses at its disposal
to provide deliveries for all participating LMICs [1]. Hence, in 2022 the organization faced
new challenges like vaccine-wastage and difficulties in vaccine donations [2], the waning
interest of governments and vaccine hesitancy among the population, as well as financial
constraints [3]. This article focuses on the ethical analysis of the first year of allocation
(2021) during the acute phase of the pandemic. Resulting knowledge is of great importance
in the preparation of new COVID-19 outbreaks—such as the rapid spread of the virus in
China in December 2022—and potential new aggressive virus mutations, as well as to be
able to balance arisen disparities and inequities that might arise worldwide. We emphasize
the importance of learning from past experiences to develop a strengthened allocation
framework capable to ensure fair, fast and global distribution of a scarce resource in future
health emergencies. Therefore, we present our—both ethical and practicable—allocation
framework named ‘Prioritized Distribution of Equal Shares’ for future pandemics.
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2. The COVAX Facility and Its First Year of Vaccine Distribution

The COVAX Facility (‘COVID-19 Vaccines Global Access’) was founded by the WHO
in April 2020 in collaboration with the ‘Coalition for Epidemic Preparedness Innovations’
(CEPI) and the ‘Global Alliance for Vaccines and Immunisation’ (Gavi) in response to
the ongoing COVID-19 pandemic. As part of the ‘Access to COVID-19 Tools Accelerator’
(ACT-A), the main objective was accelerating the research, developing and producing a
safe and effective vaccine and ensuring its fair and fast global distribution. Furthermore,
the Facility aimed to provide access for all participating nations and to end the acute
phase of the pandemic by December 2021 by delivering two billion doses to vaccinate
20% of each collaborating nation’s population [4]. A total of 192 nations—92 low- and
middle-income countries (LMICs) and 100 high-income countries (HICs) had joined the
international organization. The self-financing nations—mostly HICs—paid entirely or
proportionately in advance to the COVAX Facility, whereas less wealthy countries had
the opportunity of making use of a contributed financing model or even fully funded
deliveries [5]. In either case, the country firstly had to fulfill COVAX’s criteria of ‘country
readiness and preparedness’ to guarantee the appropriate handling of the vaccines within
the country. Therefore, the country had to develop a ‘COVID-19 National Deployment and
Vaccination Plan’ (NDVP), which had to be reviewed and approved by the COVAX Facility
before receiving vaccine deliveries [5]. In the context of vaccine donations, COVAX acts
also as a global aid agency, gathering remaining vaccine doses and funds from wealthy
countries and private charitable foundations like the ‘Bill & Melinda Gates Foundation’
and redistributing them to nations in need.

The COVAX Facility established an allocation framework that divides the process of
vaccine distribution into two phases. During the first phase of ‘proportional allocation’
each participating country receives COVID-19 vaccine doses proportionally to its pop-
ulation (principle of equality). The initial delivery of an equal share of doses for 3% of
the population is supposed to ensure the functionality of the healthcare sector. Following
deliveries—for up to 20%—are intended to cover high-risk groups. Once all countries have
received their vaccine supply to ensure a coverage of 20%, the ‘weighted allocation’ phase
is opened (principle of equity). Countries preserve an additional volume of vaccine doses
of their choice, considering their individual ‘vulnerability’ and current ‘threat’, which are
supposed to be measured by parameters such as the effective reproductive number and its
trend or the universal health coverage (UHC) of the country [6]. In February 2021—three
months after the first vaccines had been administered in wealthy countries—Ghana was
the first nation to receive 600,000 doses of the COVID-19 vaccine provided by COVAX [7].
By 15 December 2021, the Facility had delivered 721.7 million doses to the 144 participating
countries [8]. These deliveries accounted for 80% of all available vaccine doses in LICs in
comparison to less than one percent in HICs [9]. During 2021, wealthier countries received
enough vaccine doses from bilateral contracts to protect their population. So, the US and
European HICs decided to voluntarily forgo their share of vaccine doses from COVAX
and to donate either money or vaccine doses from bilateral contracts to support the global
efforts [8]. So, during the first ten months of vaccine roll-outs, “over 90 million donated
doses have been delivered to the [African] continent via COVAX and AVAT [‘African
Vaccine Acquisition Trust’] and millions more via bilateral arrangements” [10]. Despite
these donations and deliveries, COVAX’s target of ensuring global equity in vaccine access
had not been reached neither in the first year of allocation nor in the course of 2022; as of
15 December 2021, 66.33% of the population in HICs had been vaccinated at least once,
compared to only 9.02% in LICs [11]. However, not all HICs voluntarily refused their share
of vaccines; about 4.6 million doses were dispensed by the COVAX Facility in the second
quarter of 2021 to the well-developed nations of Australia, United Kingdom, Canada, South
Korea and New Zealand—all of those countries having already received vaccine doses
from bilateral contracts. At the same time, several LMICs still had to wait for their first
delivery [12]. Instead of supporting HICs, which had already been adequately supplied,
these valuable doses could—for example—have secured the protection of the elderly in
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the undersupplied MIC Brazil by doubly vaccinating the entire population aged 65 and
above [13]. They could also have guaranteed a stable healthcare system in the also still
underserved MIC South Africa by ensuring the complete vaccination of the whole sector of
healthcare workers there [14]. Moreover, most HICs did not keep their promises regarding
their pledged donations, breaking the engagements and delaying the financial support and
the delivery of vaccines—undermining COVAX’s fundamental principles and goals. For
instance, Germany promised to donate 95 million doses of the COVID-19 vaccine, of which
by December 2021 only 15 million had been delivered to eligible countries [15]. In addition
to some countries not respecting their goals and duties, COVAX also had to face structural
problems. Supply shortages, politically motivated export bans such as in India and Europe,
“delays in obtaining Emergency Use Authorization approvals” [16] and unfulfilled criteria
of country readiness kept COVAX from reaching its objectives [17]. During the first year
of worldwide vaccine distribution, various scenarios of inequity occurred: “more than
80% of all COVID-19 vaccines have been administered in high- and upper-middle-income
countries. [ . . . ] Meanwhile, less than 1% of doses have been administered in low-income
countries” [18]. Moreover, the interim goal of “scal[ing] up the delivery of at least 2 bil-
lion doses of vaccines in 2021 to cover initial high-risk target groups” [19] had not been
accomplished by the end of 2021. In the first quarter of 2022, COVAX adjusted its second
allocation phase “to be mainly driven by participant demand as supply constraints [had]
ease[d]” [20].

Nevertheless, COVAX remains the main organization for global access to the scarce
resource of vaccine doses, and has the potential of controlling or even eradicating the
virus [21]. Since 2022, COVAX reacted to criticism and the dynamic course of the pandemic
by adapting its allocation framework [20], addressing each country’s “individual targets
and ambitions” [22]. As the world is currently facing new COVID-19-related challenges—
such as the waning interest of governments, vaccine hesitancy of the population [3], fi-
nancial bottlenecks or wastage of vaccines and difficulties in vaccine donations [2]—as
well as other international crises and ongoing wars, continuous re-evaluation and im-
provement remains necessary. Additionally, an ethical interim analysis of the first year of
allocation, 2021, is essential to establish an optimized allocation framework for fair, fast
and global distribution of scarce resources for future health emergencies and to learn from
past mistakes.

3. Ethical Analysis of the COVAX Allocation Principles and Their Implementation in
2021

The ‘values framework for the allocation and prioritization of COVID-19 vaccination’
by the WHO ‘Strategic Advisory Group of Experts on Immunization’ (SAGE) lists six frame-
work principles and goals to be considered by the COVAX Facility: ‘Human Well-Being’,
‘Equal Respect’, ‘Global Equity’, ‘National Equity’, ‘Reciprocity’ and ‘Legitimacy’ [23].
Since their first announcement in September 2020, ethicists have controversially discussed
particularly three of these prioritization principles: human well-being, equal respect and
global equity. The following paragraph defines all principles but focuses on an ethical
analysis regarding the implementation of the three tenets mentioned above as part of the
proportional allocation framework applied in 2021 [23].

Both principles ‘National Equity’ (striving for “equity in vaccine access and benefit
within countries”) and ‘Reciprocity’ (“honoring obligations of reciprocity to those indi-
viduals and groups within countries”, prioritizing for example frontline workers) affect
allocation frameworks within countries [23]. As we focus on a global allocation framework,
these two principles will not be further discussed.

‘Legitimacy’ aims at making global and “national decisions about vaccine prioritiza-
tion through transparent processes that are based on shared values, best available scientific
evidence and appropriate representation and input by affected parties” [23]. We consider
this tenet essential at any time in the development and realization of any allocation frame-
work. However, as ‘Legitimacy’ does not directly interfere with a framework’s content, we
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will not analyze this principle either. ‘Human Well-Being’ expresses the will to “protect and
promote human well-being including health, social and economic security, human rights
and civil liberties, and child development.” Applied to the ongoing pandemic, the aim is to
“[r]educe death and disease-burden from the COVID-19 pandemic”, to contain transmis-
sion, to prevent the increase in socio-economic disparities and to “protect the continuing
functioning of essential services” [23]. One approach to protecting human well-being and
reducing mortality might be allocating vaccines according to the principle of ‘saving the
most lives’ [24]. Therefore, Emanuel et al. distinguish between direct and indirect harm
caused by the pandemic [25]. COVID-19 morbidity and mortality are described as direct
consequences. These threaten LMICs in particular, as their residents are at higher risk of
severe disease and death due to lower healthcare system possibilities and treatment options.
At the same time, there is a high risk of transmission due to non-existent COVID-19 safety
measures [24]. Obviously, the global pandemic impacts the quality of life of citizens in
every country. Nevertheless, indirect harm, such as health system overstress—causing dis-
proportionately more deaths in LMICs, mental health disorders, social and economic crises,
such as poverty, unemployment and lack of education, particularly threatens the lives of
residents in LMICs due to deficient infrastructure and lack of governmental support [26].
In addition, LMICs are at a higher risk of fundamental destabilization accompanied by a
long and difficult recovery [11]. Sharma et al. demonstrate the idea of ‘saving the most
lives’ through formal epidemiological modeling; most deaths are prevented when vaccines
are distributed according to the high local burden of COVID-19 [27]. For instance, “an
individual living in Brazil, Bolivia or Peru is at least 10 times more likely to die from
COVID-19 than an individual living in Australia, New Zealand or South Korea” [27]. The
authors estimated that “after the first round of vaccine distribution, at least 200 more deaths
a day would be averted in Brazil compared with New Zealand” [27]. This assumption
proved true; after the vaccination campaign for the high-risk group of the elderly in Brazil,
a significant reduction in the COVID-19 mortality—especially among older people—was
observed. Consequently, “over 40 thousand deaths” [13] could have been averted by an
earlier delivery of vaccine doses to Brazil by the COVAX Facility. These examples prove the
necessity of considering both indirect and direct harm during vaccine allocation in order to
save the most lives. Unfortunately, the resulting higher number of premature deaths caused
in 2021—particularly in LMICs—is irreversible and “cannot be compensated later on” [25].
The COVAX strategy of merely allocating vaccine doses proportionally during the year
2021 neither saved the most lives nor did it “protect and promote human well-being” [23].
The possible reasons why COVAX nonetheless chose to allocate proportionally will be
discussed below.

This leads to another value stressed by the SAGE framework: ensuring “equity in
vaccine access and benefit globally among people living in all countries, particularly those
living in low-and middle-income countries” [23]. Therefore, the WHO wants to consider
“special epidemic risks and need of all countries” and to “ensure that all countries commit
to meeting the needs of [ . . . ] countries that cannot secure vaccine for their populations
on their own” [23]. Yet, until the end of 2021, vaccines were distributed only in terms
of population size without any individual case assessment. Herzog et al. stress the
limits of proportional allocation; without considering epidemic risks, vulnerability and
the individual impacts of the pandemic for each country, differences in need cannot be
addressed adequately [28]. A country’s needs should be taken into account right from the
beginning of the distributional process (weighted allocation) [27]. By treating countries
equally without considering individual needs, global equity was not achieved during
the first year of allocation. To promote equity in a worldwide pandemic, Emanuel et al.
emphasize the necessity of global collaboration: “national governments have cross-border
responsibilities to help satisfy fundamental needs like basic health care” [25]. Hence,
equity-threatening but also predictable vaccine nationalism has to be countered by ‘moral
cosmopolitanism’ [24]. Therefore, legally binding duties need to be established, which
oblige HICs to financially support global health goods or vaccine manufactures to donate
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a share of their batch to COVAX [29]. To respond to a global pandemic, “much greater
cooperation from industry, [ . . . ] from states and international organizations in supporting
mandatory solutions [ . . . ] is urgently needed” [30]. Generally, “A global pandemic
requires a world effort to end it—none of us will be safe until everyone is safe” [31]. Given
the uncontrolled global transmission, the emergence of new aggressive virus mutations
and enormous pandemic-related economic burdens, promoting worldwide vaccination
coverage could even be justified on the basis of the self-interest of HICs: “even from a
non-egalitarian and consequentialist perspective, a more equal distribution of vaccines may
be better if it brings us closer to a situation without large unvaccinated populations” [32].
Currently, the disparities in vaccination coverage between HICs (73%) and LICs (31.5%)
show that international collaboration and support has been clearly insufficient (as of
February 2023) [11].

Following this thought, one has to discuss the last SAGE framework principle: the
desire for ‘equal respect’. Reaching this target requires to “recognize and treat all human
beings as having equal moral status and their interests as deserving of equal moral con-
sideration” [23]. Herzog et al. criticize COVAX’s proportional distribution as being an
inappropriate approach to ensure ‘equal respect’: “[t]reating people identically regardless
of their circumstances [and different needs] is not equal respect” [28]. One aspect of ‘equal
moral consideration’ is based on differences in vaccine affordability, “[HICs] have to in-
crease their health care spending by 0.8% on average to cover cost of vaccinating 70% of
the population [, whereas LICs] have to increase their health care spending by 56.6%” [11].
Without financial support, LICs are unable to afford enough vaccines on their own. Jecker
et al. propose to put ‘equal moral consideration’ into practice by following the main princi-
ples of justice; applied to the global COVID-19 pandemic, these tenets all “converge on the
idea that people in wealthy nations have significant duties to people in poorer nations” [24].
The sufficitarian justice principle describes the idea that people everywhere are entitled
to a minimally decent life, including access to essential health goods such as a vaccine
in pandemic situations. The prioritarian justice principle aims at improving the situation
of those who are worse off and is, therefore, associated with the idea of ‘narrow social
utility’, which emphasizes the prioritization of those who guarantee the functioning of the
society within a country [24]. Vaccinating frontline healthcare workers in a country with a
high occurrence of infection and insufficient safety measures may ensure the short-term
functioning of the healthcare system, and therefore, stabilize society. The tenet can also
be interpreted as a criterion to favor entire countries in uncontrolled pandemic situations.
Applied to the situation of the COVID-19 pandemic in 2021, many MICs—for example
Brazil, India and South Africa—presented the above-mentioned high-risk constellation and
could have profited from following the idea of narrow social utility. The prioritization of
entire nations in challenging situations is also justifiable due to the preexisting disparities
between countries, based on the idea of luck egalitarian justice, the general duty to correct
unchosen disadvantages [33]. Global injustice—especially between highly and least devel-
oped nations—has been reinforced during the pandemic, illustrated by the increase in the
poverty headcount ratio [27]. Applying the principle of equal moral consideration can be
accounted as an indispensable condition to reach global equity. Consequently, the princi-
ples of global equity and equal moral consideration can be seen as interdependent—and
neither have been achieved so far.

The three SAGE framework principles analyzed above all demand the prioritization of
LMICs, for whom preventative measures, such as vaccines, might even be the most efficient
tool to fight the pandemic [34]. This underlines once again the unique selling proposition
of the COVAX Facility—the main international organization distributing vaccine doses
globally. Yet, considering different principles of prioritization is not sufficient to pursue
the goals of distributional justice and equitable access to the COVID-19 vaccine. First, the
practical feasibility of an allocation framework has to be ensured. Sharma et al. and the
COVAX Facility doubted the practicability of a targeted allocation process (cf. ‘Fair Priority
Model’), excluding HICs during the first vaccine roll-outs and, therefore, risking their non-
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participation. Without their financial support, COVAX’s entire capacity for action would
have been endangered [27]. On the one hand, applying a targeted allocation mechanism
from the beginning would have saved more people (saving the most lives) and would
have created less injustice (equity). On the other hand, the risk of this model not being
realizable at all is significantly higher. Consequently, the non-existence of COVAX would
have led to an even higher number of deaths and inequities [27]. Probably that is why
COVAX decided to distribute in equal shares—equality instead of equity—during the first
allocation phase. Unfortunately, thereby preexisting global disparities had been aggravated
during the pandemic. By signing legally binding bilateral contracts for more than two
billion doses of future vaccines, HICs were able to secure their vaccine coverage on their
own, whereas LMICs remained fully dependent on the COVAX deliveries [24].

4. Alternative Allocation Frameworks

Ethics experts proposed alternative models on how to fairly distribute vaccines glob-
ally, highlighting the importance of the values discussed above. They stressed the necessity
and duty of prioritizing entire nations over others, as also provided for COVAX’s sec-
ond allocation phase. The ‘Multivalue ethical framework for fair global allocation of a
COVID-19 vaccine’ by Liu et al. proposes to consider ‘reciprocity’ in addition to COVAX’s
factors of ‘vulnerability’ and ‘threat’. Unlike the COVAX Facility—using a national ap-
proach [23]—the authors implement ‘reciprocity’ in an international context. They call for
the prioritization of entire countries that take part in research, development and production
of vaccines [33].

Emanuel et al. emphasize the necessity of an allocation framework based on medical
ethics: the ‘Fair Priority Model’ grounded on the values of “benefiting people and limiting
harm, prioritizing the disadvantaged, and equal moral concern” [25]. The authors divide
the process of vaccine distribution into three phases. The first allocation phase aims
for the reduction in premature deaths, quantified by the ‘Standard Expected Years of
Life Lost’ (SEYLL) per vaccine dose in each country. On the one hand, the parameter
is standardized to the world’s highest life expectancy, valuing life years equally in all
countries, which indirectly favors LMICs due to their lower life expectancy. On the other
hand, the parameter “depends on each country’s demography, prevalent comorbidities, and
health system capacity” [25] estimating the specific mortality risk for each country. In the
following phase, the framework focuses on the socio-economic impact of the pandemic and
its countermeasures. In addition to the estimated SEYLL averted, the ‘gross national income’
(GNI) decline prevented and the possible reduction in the poverty gap per vaccine dose
are taken into consideration. The objective of the third phase is to contain the community
spread of COVID-19 to return to a fully functioning society and economy. Prioritizing
correspondingly to the current transmission rate, the acute pandemic situation in each
country would be considered. The authors propose to distribute a limited amount of
vaccine doses per country, sufficient to stabilize the rate of transmission (Rt) below one.
However, the ‘Fair Priority Model’ seems to be in danger of being too idealistic, and
therefore, not practically feasible. First, measuring the SEYLL of each country would
be complicated, lengthy or even impossible due to lack of data. Second, by excluding
HICs during the first roll-outs, their non-participation is highly probable, threatening the
successful implementation of the ‘Fair Priority Model.’

5. ‘Prioritized Distribution of Equal Shares’

We propose the idea of ‘Prioritized Distribution of Equal Shares’—combining the
concepts of equality (proportional allocation) and equity (weighted allocation) right from
the beginning while ensuring practical feasibility. Our framework aims at allocating equal
shares of vaccine doses to all participating countries. The order of deliveries depends on
the individual ‘vulnerability’ and ‘threat’ of each nation as defined by the COVAX Facility.
We also stick to COVAX’s interim targets for the roll-outs of 3% and 20% of each country’s
population to primarily protect front-line workers and later high-risk groups. In addition,
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the basic requirement for receiving vaccine doses is that the criteria of ‘country readiness
and preparedness’ defined by the COVAX Facility are met.

The following paragraph explains our allocation framework ‘Prioritized Distribution
of Equal Shares’ (‘PDES’) in detail. The first deliveries go to countries that have been
classified as vulnerable in the risk assessment. Once these highly vulnerable and threatened
countries have received enough doses to vaccinate at least 3% of their population, supplies
will be directed to countries with lower risk constellations. Therefore, HICs would maybe
not receive doses in the very first roll-outs, but their needs will still be met during the
first distribution step. Doses are only provided for countries having a general vaccination
coverage below 3%. An interim distributional target (‘step’) will be reached as soon as
every nation achieves a vaccination coverage rate of 3%—either through COVAX deliveries
or bilaterally procured vaccines. Thus, wealthier nations having already received enough
vaccines to protect 3% of their population out of bilateral arrangements are not included
in these very early deliveries, whereas LMICs, which depend on a global distribution of
vaccine doses, are indirectly prioritized.

This enables ‘Prioritized Distribution of Equal Shares’ to achieve equity in vaccine alloca-
tion. By applying ‘Prioritized Distribution of Equal Shares,’ the needs of highly vulnerable and
threatened countries are addressed early and adequately. As stated above, COVAX delivered
millions of vaccine doses to nations such as Australia and the United Kingdom—countries
having already received vaccine doses from bilateral contracts, whereas LMICs still had to
wait for their first delivery [13]. We are convinced that applying ‘PDES’ can contribute to an
equitable global distribution by focusing on ‘vulnerability’ and ‘threat’ of each country right
from the beginning of the distributional process. We avoid supplying richer countries that
have already secured a sufficient amount of vaccines through bilateral agreements to vaccinate
3% of their population. Instead, ‘PDES’ first supplies those countries that cannot afford
bilateral contracts and are, therefore, dependent on COVAX deliveries. Only when equality
has been achieved and all countries have received the same shares, will further deliveries be
made. That is why the implementation of the ‘PDES’ allocation framework can reach both
ethical principles, ‘equity’ and ‘equality’. It is hardly possible to keep wealthy countries from
signing bilateral contracts with vaccine manufacturers because for HICs, bilateral contracts are
a financially affordable and effective measure to protect their population. Yet, applying ‘PDES’
is one way to prevent HICs from unjustifiably profiting from COVAX. Allocating vaccines
primarily to countries in great need and without sufficient vaccine supply appears crucial to
ensure effective global vaccine distribution.

We also assume that—in contrast to the other frameworks presented above—the prac-
ticability of our allocation framework is guaranteed; HICs would participate to ensure the
vaccine coverage of their populations as fast as possible. In case HICs are able to generate a
sufficient vaccine coverage from bilateral contracts, the ‘PDES’ allocation framework can
directly address LMICs. If HICs are not able to ensure sufficient vaccine coverage on their
own, they will be included in the regular process of allocation and will receive the same
share of vaccine doses as every other country in a weighted order, following the ‘Prioritized
Distribution of Equal Shares’ model. We believe that by applying a weighted distribution
of equal proportionate shares, the best outcome can be expected—both in terms of a fair
consideration of all participating countries and in terms of global pandemic response.

6. Conclusions

This article focuses on moral considerations concerning the basic ethical principles of
the COVAX allocation framework and its implementation in 2021. Scientists all over the
world have submitted proposals for changing the mechanism of the COVID-19 vaccine
distribution to address growing global inequities and disparities. To maintain trust and
confidence, COVAX must respond with official statements to arising criticism; transparent
confrontation with alternative allocation frameworks for example the ‘Fair Priority Model’
developed by Emanuel et al., as well as a continuous adaptation regarding new evidence
and the current development of the acute pandemic are demanded [27]. COVAX did
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reply to criticism, most recently by publishing a comprehensive analysis of the “key
COVAX learnings for future pandemic preparedness and response” [5]. However, all these
adaptions have only started happening since the first quarter of 2022—one year and a
half after the publication of the ‘Fair Priority Model’ and 9 months after COVAX’s interim
analysis in July 2021. Besides the reaction to criticism, there are severe procedural and
structural problems regarding the COVAX Facility as well as the ACT-A, which lead to a
lack of capacity for action of these international institutions [34]. Additionally, COVAX
depends on the financial support of its participating countries, particularly HICs [35]. The
imbalance of power between global and national structures, as well as patent protection in
a profit-oriented economy reduce COVAX’s potential of acting. As of now, COVAX does
not have to deal with supply bottlenecks anymore; the organization has to face further
problems that have arisen: vaccine hesitancy and waste of vaccines in HICs [36], LMICs
lacking an adequate structure for vaccine donations and distribution, financial difficulties
because of delayed or even cancelled donations of HICs [3], as well as the waning interest
of the countries due to current international crises and wars. Probable solutions can be
transparent fund-raising campaigns bringing global equity in vaccine allocation once again
in the center of public attention. In addition, COVAX could also strive to simplify the
procedure of donation and attempt to operate as a platform for “effective vaccine safety
communication,” fighting upcoming vaccine hesitancy and the lack of trust between the
public and the scientific community [34]. The participation of all those affected in the
discourse, especially high-risk groups, must be guaranteed [37].

The Secretary-General of the United Nations António Guterres judged the course
of the COVID-19 pandemic: “[w]e passed the science test. But we are getting an F in
Ethics” [38]. Following this thought, the global community has to focus on ethical discourse
to arouse public awareness and solidarity and to protect “not only the health of many
citizens but also the fundamental tenets of democratic institutions” [39]. High quality in
ethical discourse requires the participation of ethicists and moral philosophers in decision-
making committees. Ruth Faden being the only expert of medical ethics in the ‘SAGE
Working Group on COVID-19 vaccines’ demonstrates an underrepresentation and justifies
our claim for more ethical participation [40].

Developing a fair allocation framework for fast and global distribution of scarce re-
sources during an ongoing pandemic “while keeping the world’s leader engaged [and]
maintaining a vision and strategy that would hold both healthy and poor country [ . . . ]
in between” [29] is an almost infeasible challenge—a “challenge that requires responses
from various actors and may require new approaches to collaboration between different
governments and non-governmental actors” [41]. During an ongoing pandemic, one of
the main difficulties is finding the answer to the question of how “to build the car while
you are driving it” [29]. Learning from former experience will help to strengthen an alloca-
tion framework capable of ensuring fair, fast and global distribution of a scarce resource
in preparation of new COVID-19 outbreaks and future health emergencies. Therefore,
we present our—both ethical and practicable—allocation framework named ‘Prioritized
Distribution of Equal Shares’.
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