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commentary
Reimagining Vaccine Access for 
Health Equity
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The Covid-19 pandemic elevated global attention 
to the complex problem of allocating and dis-
seminating newly approved vaccines. Follow-

ing early calls for vaccine equity,1 global health leaders 
made progress but struggled to fully realize distribu-
tion goals.2 With respect to vaccination rates, low and 
middle income countries have not achieved full parity 
with high income countries.3 In this issue, Harmon, 
Kholina, and Graham follow longstanding critiques of 
market-based vaccine procurement to propose “legal 
and practical solutions for realizing a new access to 
vaccines environment”4 that will, they suggest, further 
the goal of global health justice.

As the problem of equitable access to vaccines is not 
a new one,5 we might productively ask how the pres-
ent environment came to be. Historical perspective 
suggests that, if global health justice is the motivating 
ideal, the time is ripe for a new concept of access itself: 
one in which access to vaccines is defined by not only 
their distribution and use, but also their effectiveness. 

Vaccines are survivors of a much broader vision of 
health governance articulated in the past. When phy-
sicians affiliated with the social medicine movement 
drafted the constitution for a new World Health Orga-
nization in 1946, they led with a keen eye to the socio-

political conditions shaping the distribution of disease 
worldwide and a commitment to the “spirit of justice.”6 
In the 1951 annual report to the World Health Assem-
bly, WHO director Brock Chisholm wrote that “world 
health consciousness” was growing with a “broaden-
ing of the general concept of the right to health.”7 To 
Chisholm, this obligated investment in a compre-
hensive practical approach. “More authorities,” he 
stated, “are becoming aware that many campaigns for 
the eradication of diseases will have only temporary 
results if they are not followed by the establishment of 
permanent health services in those areas to deal with 
the day-to-day work in the control and prevention of 
disease and the promotion of health.” The establish-
ment of the WHO amid the larger United Nations 
system promised institutional stability and a long 
time-horizon to enact this politically, technically, and 
ethically complex vision. 

WHO observers have since established an ana-
lytic dichotomy, in which Chisholm’s commitment 
to health systems and the sociopolitical drivers that 
shape distribution of health resoures is set in contrast 
to a tendency to see technology as something separa-
ble from the comprehensive approach.8 The emphasis 
has been on the development of technology, not the 
systems that distribute these resources.

The orientation shift is evident in the language 
structure of key WHO documents. The original con-
stitution of the WHO, for example, does not mention 
technology, only vaguely alluding to it in the principle 
that “extension to all peoples of the benefits of medical, 
psychological, and related knowledge is essential to 
the fullest attainment of health.” This principle centers 
the work of distribution, or “extension.”9 By the next 
major statement of commitment to the “spirit of jus-
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tice,” however, this principle had been reformulated. 
The Alma Ata Declaration of 1978 promised “essen-
tial health care based on practical, scientifically sound 
and socially acceptable methods and technology made 
universally accessible.”10 The rising priority of technol-
ogy was also indicated by the quick revision of Alma 
Ata’s comprehensive primary health care vision to an 
approach that targeted health through four “selective” 
methods and technology: Growth monitoring, Oral 
Rehydration, Breastfeeding, and Immunization. The 
“GOBI” approach framed policy and practice into the 
1980s.11

There was good reason for optimism about vaccine 
technology. When the first U.S. professional schools 
of public health were constructed, only smallpox, 
rabies, and typhoid vaccines were available, and these 
highly variable in quality.12 By 1970s, however, there 
were nine vaccines included on the WHO’s first model 

Essential Drugs List.13 Success in the smallpox eradi-
cation campaign as well as the newly instituted rou-
tine childhood vaccinations in the U.S. carved a path 
for a WHO Expanded Program on Immunization 
(EPI).14 Initiated in 1974, EPI is credited with launch-
ing a global vaccination movement estimated to have 
since averted 154 million deaths, explaining 40% of 
the observed decline in global infant mortality, with 
gains in childhood survival in every global region.15

The current emphasis on vaccines is a story about 
the triumph of vaccines. But it is also a story about the 
erosion of institutional commitments to comprehen-
sive approaches to public health. In the decades fol-
lowing the formation of the WHO, its dominant finan-
ciers have variously deemed public health systems too 
slow, too socialistic, too colonial, and too expensive. As 
health programs emerged as a key theater in Cold War 
contests during the 1950s, the pressure to achieve fast, 
demonstrable results escalated. Frustrations with the 
slowness of the WHO grew among thought-leaders in 
the major U.S. philanthropies, who shifted their poli-
cies and priorities away from multinational institu-
tions by the end of that decade.16 The US government 
established the new bilateral aid agency USAID in 
1961 on the premise that bilateral aid would not only 
put a clear U.S. stamp on the work of human develop-

ment, but also act faster than multi-national opera-
tions. Contract-based “health export” programs, some 
believed, would furthermore avoid the risk of the U.S 
government appearing to re-manifest colonial health 
bureaucracies of the past. Small-scale technologies 
had a history of support from anti-colonial move-
ments seeking self-determination and alternatives to 
centralized state systems.17 And as purses that funded 
health and human development programs were tight-
ened all the more into the 1980s,18 tangible tools that 
could be readily accounted, like vaccines, were all the 
more suited to the “audit culture” evolving in public 
health and other social impact sectors.19 Although 
some comprehensive health advocates in the 1970s 
worried famously that a successful smallpox eradica-
tion campaign would prove a distraction from broader 
health initiatives, the corrosive forces acting against 
comprehensive health investments before and since 

that time have been more complex than distraction 
by vaccine. Vaccines promised to sustain some form 
of disease control in this emerging global environment

Even so, expense and implementation proved major 
challenges. In USAID’s PRITECH program, for exam-
ple, launched under the GOBI framework to increase 
production and dissemination of ORTs and vaccines 
in low-income countries, vaccines all but disappeared 
from multiple early iterations of the program.20 While 
many argued for eliminating patent protections, oth-
ers believed that challenging the intellectual property 
rights of pharmaceutical companies brought its own 
risks to global health. Industry interest in working on 
vaccines was already tenuous, weighing the high risk 
of failure in the drug development pipeline and the 
rising costs of managing lawsuits over vaccine-related 
injury claims against low revenue potential. Institu-
tions such as the National Vaccine Injury Compensa-
tion Program in the United States, created in 1986 to 
protect companies from lawsuits not supported on sci-
entific evidence,21 did not fully solve the problem. The 
number of companies making vaccines dropped from 
twenty-six in 1957 to four in 2004.22 

In low income countries, vaccination rates slowed in 
the 1990s and powerful new vaccines were financially 
inaccessible. The newly established Bill and Melinda 

The current emphasis on vaccines is a story about the triumph of vaccines. 
But it is also a story about the erosion of institutional commitments to 

comprehensive approaches to public health.
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Gates Foundation carved a scheme to respond rela-
tively quickly within the constraints of the capitalist 
economic system. A $750 million investment estab-
lished a Global Alliance for Vaccines and Immuniza-
tion (now Gavi, the Global Vaccines Alliance) in 2000, 
initiating public private partnerships and employing 
market shaping strategies to negotiate lower prices 
without eliminating IP rights or profit margins.23 

In this global health environment, the notion 
of access has been climbing to the top of the global 
development agenda. Now generally defined as the 
“obtainment and appropriate use” of a technology,24 
the meaning of access has extended beyond financing 
to include recognition of the role that context plays in 
shaping obtainment and use.

If the goal is global health justice, there may be stra-
tegic utility in expanding the notion of access yet one 
step further. Even as movements for vaccine equity 
raise attention to the political economy of vaccines, the 
late 20th century access movement has not generally 
demanded attention to the way clinical factors includ-
ing obesity, nutrition, and other underlying health 
conditions affect the efficacy of particular vaccines.25 
This limit on the notion of access reflects a long-evolv-
ing split between the worlds of clinical medicine and 
public health.26 But attention to the role of host factors 
in vaccine efficacy is on the rise, with implications for 
the meaning of vaccine equity: even if everyone has 
access to a vaccine, is the sense of equity achieved if 
it doesn’t work as well in some populations as it does 
in others? A better concept of access would not only 
account for allocation of the vaccine technology, but 
also obligate attention to the clinical effectiveness of 
the tool. This expansion of the concept of access would 
push forward global governance of health.27 

It speaks the language of the dominant funders of 
global health today, putting the importance of broader 
health investments in terms of technology effective-
ness. It is also compatible with pandemic prepared-
ness, prevention, and response goals. Investments in 
public health that result in the improvement of the 
generally poor health status of many people would 
not only prevent a substantial burden of morbidity 
and mortality from infectious disease when vaccines 
are not available;28 they would also improve the effec-
tiveness of some number of these tools when they are. 
And if led by the anti-colonial movement’s insights on 
past failures to realize ideals of both political stabil-
ity and health justice through health and development 
programs,29 trustworthy public health systems may 
indeed make progress on vaccine confidence.30

Vaccines have rightly captured the imagination of 
global health institution builders. They are precious 

tools. Reimagining them — from a one-size-fits-all 
tool into a tool intertwined with the underlying health 
of the bodies in which they do their work — may add 
some bend in the arc to public health justice. 
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