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Purpose
This paper provides the latest information1 for parliamentarians and their staff in relation to
vaccination for COVID-19, and actions they can take to promote universal uptake. Lessons being
learnt should also inform wider public health improvements and international health collaboration
among PAM members.
Introduction
As 2021 progresses, worldwide cases of COVID-19
are rapidly nearing 100 million, with deaths having
exceeded 2 million. These numbers are likely underestimates and true figures may be 5 -10 times greater.
The numbers will continue to rise during this year.
Several countries and regions are now suffering second
and third waves of the pandemic of greater intensity
than the first phase in early/mid 2020.

Controlling COVID-19 through prevention and public health restrictions
COVID-19 is controlled when people don’t spread the virus to each other. This is called primary
prevention and relies on reducing exposure. Techniques to do so include physical distancing of 1-2
meters, wearing masks or face coverings in crowded settings, and adequate hand washing with
soap-and-water.
These measures are supplemented by testing people suspected of having acquired the virus and, if
they are positive, isolating /quarantining them from others until they test negative. That usually
takes 1-2 weeks. Contacts of the positive person are also traced, tested, and isolated. This is known
as secondary prevention.
When people willfully do not practice preventive behaviors or cannot do so because of social or
environmental circumstances such as ignorance, poverty and crowded living and working
conditions, the virus keeps on spreading. Inevitably, the numbers of very sick and dying also
increase in proportion. Health authorities try to keep ahead by expanding treatment facilities. This is
known as tertiary prevention.
Sooner or later, virus spread accelerates so fast that hospitals, especially intensive care facilities, get
over-whelmed because such resources are always going to be limited in all countries, poor or rich.
In reaction, authorities impose public health measures, the intensity of which depends on the rate of
virus spread. They vary from limited restrictions of social contact to severe lockdowns of the whole
of society including banning travel and closing borders. Such measures can reduce the rate of virus
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spread but will not eliminate it.
Experience since the start of this pandemic suggests that prevention alone and public health
measures are unable to control COVID-19. That is because of the impossibility to convince
everyone to comply at all times and to sustain these measures on a permanent basis, due to huge
direct and indirect personal, social, political and economic costs.
Therefore, the only solution is for societies to learn to live and function in the continuous and
permanent presence of this coronavirus. That will happen only when a large part of the population
has acquired immunity.

Importance of immunity
As with most other virus infections, when a person acquires the SARS-COV-2 coronavirus that
causes the disease syndrome COVID-19, they produce antibodies and different types of white blood
cells. These act together to help individuals to fight off the infection and resist re-infection. This is
known as acquiring ‘immunity’.
While the body is fighting the coronavirus through the activation of its immune system, most
(approx 80%) normally healthy people get no or minor symptoms of sickness. Others (20%)
become moderately or seriously sick, and a small number (0.5%) die.
Older people (especially over 65 years) or/and those with an underlying condition (such as a
cardiovascular or respiratory condition, diabetes, cancer) have weaker or dysfunctional immune
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systems. They are more prone to sicken and die from the coronavirus. However, over the past year,
the treatment of COVID-19 has improved with new clinical protocols adopted through experience.
Some people (perhaps around 10%) infected by SARS-COV-2 and who are apparently recovering
may suffer from persistent and debilitating symptoms lasting six months or more, limiting their
return to normal functioning. This is known as “Long COVID” and is also likely to be due to a
dysfunctional immune system.
Controlling COVID-19 through population immunity
The spread of COVID-19 will reduce only when a sufficient proportion of the world population
becomes and remains immune to the virus. Known as population or ‘herd’ immunity, this depends
on two factors.
First, is the proportion of the population that develops immunity. Science cannot say with full
confidence yet but suggests this to be around 70% before the virus spread will reduce. When such a
threshold is reached, there will be fewer susceptible people left to be infected – and so the number
of new infections will gradually fall.
Second, is the strength and duration of
immunity. There is no firm answer to
this but experience suggests that this
may be in the range of at least 9 -12
months. It could be longer.
People can also get re-infected,
although that is not very common with
the known earlier strains of the virus.
However, viruses evolve all the time
and new strains are emerging. If they
are sufficiently different from earlier ones, the body’s immune system may not recognise and fight
them. Recently, new strains detected in England, South Africa, and Brazil appear to spread faster
but do not cause more serious disease.
Population immunity can happen by a combination of:
●
●

more and more people acquiring the naturally-circulating virus
inducing “artificial immunity” through vaccination against the coronavirus.

As the virus was new to humans, no one had immunity to it when it started spreading outwards
from its origin in 2019, from Wuhan, China. A year later, we do not yet know the proportion of the
world population that has acquired immunity from natural exposure. But it is quite small: perhaps
10-20% in most places.
While this proportion of naturally acquired immunity will continue to grow, it will take a very long
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time to get to the desirable population immunity threshold of 70% and, along the way, many more
people could get seriously ill and die. Therefore, waiting for natural immunity to take its course is
considered morally and politically unacceptable.
Hence, vaccination to boost population immunity is the only practical, long-term solution to
managing the virus.
Vaccine development process

A vaccine mimics the virus or part of it and protects against it by stimulating the immune system to
develop antibodies.
Vaccines must follow higher safety standards than drugs because they are given to millions of
otherwise healthy people. Hence, they should not cause harm by making the original disease worse
and they must have minimal side-effects while having a significant protective effect in a large
proportion of people. According to WHO, a coronavirus vaccine would have to protect at least 50%
of vaccinated people to be considered effective; that is still a very low bar and, in practice,
worthwhile vaccines should do much better.
A rigorous testing process has to be followed, data from which should be made transparently
available to allow scientific peer review to judge whether a candidate vaccine is effective and safe
before it is rolled out for general public use. Such a carefully controlled multi-stage process is as
follows:


In the pre-clinical stage, the candidate vaccine is given to animals to see if it triggers an
immune response.
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In phase 1 safety trials, the vaccine is given to a small group of people to determine
whether it is safe and to learn more about the immune response it provokes.
In phase 2 expanded trials, the vaccine is given to hundreds of people, often split into
groups such as children and the elderly, to learn more about its safety and correct
dosage.
In phase 3 efficacy trials, the vaccine is given to thousands of people to confirm its
effectiveness and safety – including rare side effects that are only picked up when
sufficient numbers of people have got the vaccine These trials involve a control group
which is given a placebo.

Normally, developing a vaccine takes several years and efforts are not always successful.
However, COVID-19 vaccine development has been accelerated by huge financial investment and
by combining some of the trial phases. In addition, modern technologies such as artificial
intelligence to identify promising molecules and genomic engineering to design them is helping to
speed up the process. Any short-cuts must not compromise efficacy and safety determination.
The vast majority of candidate vaccines drop out at one or other stage of the development process.
The ones that survive the final phase are scrutinized by national regulatory authorities to decide
whether or not to approve a vaccine. During an emergency such as the COVID-19 pandemic, a
vaccine may get initial ‘emergency use authorization’, before getting full formal approval in due
course. Such authorisation also includes strict rules for how the vaccine is to be manufactured,
stored, transported, and administered in set doses and schedules.
As it would be wasteful for the regulatory authorities of every nation to duplicate the essential
scrutiny needed, the World Health Organization (WHO) has developed the concept of ‘Stringent
Regulatory Authorities (SRA)’ who are trusted and fully competent in certifying approval. The
current SRAs are the regulatory authorities of the European Union, UK, USA, and Japan (and their
recognised collaborators).
Countries should not rush to use vaccines that have not been approved by at least one of the SRAs
or endorsed by WHO. They should be particularly wary of vaccines approved for use before they
have fully completed their phase 3 trials and published all their data in an open and transparent
manner so that they can be independently peer-reviewed.
Once a vaccine is properly approved for public use, it is produced in batches which are sampled
for further tests by independent regulatory bodies to ensure consistent quality. Manufacturers are
also obliged to institute a scheme for post-marketing surveillance that will monitor people who
receive it to make sure it’s safe and effective, and to detect very rare or unexpected complications
that may not emerge for some time.
By and large, vaccines approved by a stringent regulatory authority and endorsed by WHO have a
strong history of safety and reliability.
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Current state of COVID-19 vaccines
Currently, at least 235 vaccines are under research in a dozen or more countries, of which 62 had
reached the clinical development stage and a subset of 15 were in final phase 3 trials. Different
teams have taken different approaches. That is good for ensuring that the world has a choice of
several effective and complementary vaccines. It may then be possible to determine the best
vaccines for specific settings or groups, or even to combine more than one vaccine to maximise
immunity for both individuals and populations.
As at mid-January 2021, seven vaccines had been released for public use. Of these, four (Russia’s
‘Sputnik V’, China’s ‘Sinovac’ and ‘Sinopharm’, India’s ‘Covaxin’ had not published full data on
late stage trials nor received approval from any of the SRAs or WHO.
The remaining three vaccines that have provided full data and are licensed by one or other of the
Stringent Regulatory Authorities are recommended for immediate use in the PAM region. They
are:


The Pfizer-BioNTech COVID-19 Vaccine claims 95%
effectiveness, costs about 16 Euros per dose and requires
complex logistics including storage in ultra-cold
conditions at -70C.



The COVID-19 Vaccine Moderna is also said to be 95%
effective, costs around 20 Euros per dose but is slightly
easier to handle as it can be stored at -20C.



The Oxford-Astra Zeneca COVID-19 Vaccine has
efficacy of 62-90% and is relatively inexpensive at less
than 3 Euros per dose while being easily handled and
stored at normal fridge temperature.

This list will grow in coming weeks. Meanwhile, each vaccine has its own particular
specifications. They all require two doses each, a few weeks apart, though useful immunity is
achieved a few days after taking just the first jab.
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Besides being safe and effective, a great vaccine would also stop a vaccinated person, even if they
somehow got infected, from getting very sick or dying. The above three vaccines appear to do that.
Thus, a vaccine that may not be 100% effective but can stop you getting very sick is certainly
worth getting!
The Oxford vaccine appears to be most cost effective for mass population programmes, and is
particularly recommended for lower-income PAM countries that have limited vaccination
infrastructure.
It would also be ideal for an effective vaccine to stop transmission of the virus between people.
Although there are some promising preliminary data to indicate this is probable, more data and
research, are needed to confirm that is the case. Meanwhile, prevention and public health measures
need to continue for many months to come until at least 70% of the population has been
vaccinated.
There is immunity generated even after just one dose. But it takes around two weeks following
administration of the second dose of a vaccine for full beneficial immunity to be manifested. We
do not know yet, with certainty, how long vaccine-induced immunity lasts. It is anticipated that it
would be for at least 9-12 months. Annual vaccinations - as with the current influenza vaccine –
may be needed. The exact composition of the vaccine may also need to be adjusted periodically in
line with the changing distribution of different and new strains of the coronavirus.
Who should take the vaccine?

Everyone should consider taking up the vaccine when it is offered to them except those with
known medical contraindications as advised by their physician. That is mainly serious allergy to
one of the components of a vaccine. Very fragile people – such as those in terminal stages of life –
need individualised expert consideration before being given a vaccine.
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All vaccines are different and each has its own indications for use. Generally, pregnant women and
children under 16 years age should first discuss with their healthcare provider before being
vaccinated. That is because there are insufficient data on vaccine use in these categories as the
vaccines are new and were not widely tested in these groups during their development. However,
if children and pregnant women are at high exposure risk, they could be vaccinated after
discussion with their healthcare provider.
Breastfeeding women in a high exposure category (e.g. health workers) should also be vaccinated.
Breastfeeding should not be discontinued after vaccination.
People who have already had COVID-19 should still get vaccinated as this will provide a useful
boost to their immunity.
On taking the vaccine, some people may suffer from minor temporary symptoms such as injection
site pain, tiredness, headache, muscle or joint aches, chills and slight fever. These should not
dissuade people from taking up the vaccine.
Key principles for national vaccination strategies

PAM member states should urgently set up national COVID-19 vaccination programmes that
provide universal coverage, and aim to reach at least 70% of their resident populations. This would
generate a sufficient level of population immunity that also benefits people who cannot be
immunised due to legitimate medical contraindications. A reasonable timeline to achieve this in
the PAM region could be by mid-2022.
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National vaccination strategies must respect established United Nations human rights norms and
principles and should be based on voluntary co-operation rather than compulsion or coercion.
Meanwhile, as vaccine availability is limited, the most efficient policy is to prioritise the most
vulnerable groups first, so as to mitigate the most lethal impacts of the pandemic as quickly as
possible. The priority groups are health and social care workers, adults over 65 years old and other
high-risk adults with underlying medical conditions. Together, they constitute around 20% of the
population, and PAM health authorities should aim to reach all of them by mid-2021.
The most cost-effective strategy is to build on existing immunisation programmes and strengthen
them further to include COVID-19. It is important that other life-saving childhood immunisation
programmes and normal health services are not compromised while pursuing COVID-19
protection goals. That will be a particular challenge for poorer countries in crisis in the region who
should receive targeted assistance to do so, from the Global Vaccine Alliance (Gavi) and other
support partners.
To ensure that “no one is left behind” and scarce vaccines are deployed effectively, systems for
identifying and registering populations to be vaccinated are needed using established civil
registration systems where possible. The data generated through such systems should not be used
for other purposes. Because there is no agreed global standard for safeguarding data, the best
benchmarks to use are the principles and practices contained in the General Data Protection
Regulation 2016/679 of the European Union law on data protection and privacy in the EU and
European Economic Area. This also addresses the transfer of personal data outside the EU and
EEA areas to, for example, other PAM nations.
Vaccinated people should be given certificates indicating which vaccine was administered and
when. There are no set Internationally–agreed vaccination certificate formats. Certificates should
not be demanded for travel purposes because full scale vaccination is not yet available worldwide
and also, as already said, science is uncertain on the degree and duration of immunity. But when
vaccination coverage is more universal and there is more scientific validation, it is possible that
such vaccination certificates would become useful to facilitate future safe travel, working, and
living (as with yellow fever, for example).
Displaced people, refugees and other marginalised populations of humanitarian concern should be
included in national programmes, as no one is safe until all the residents in a country – regardless
of their citizenship or civil status – are protected. Specifically, targeted schemes reaching refugee
and IDP settlements may be needed if these groups are not allowed to access normal health
facilities.
Supply and logistics need particular attention. Weak systems are also wasteful: up to 50% of other,
more traditional vaccines may be wasted every year, often because of inadequate temperature
control in supply chains. This is especially crucial for new COVID-19 vaccines in very short
supply. Furthermore, getting the vaccine to rural and remote communities requires special logistics
which many countries may lack.

10

Updated briefing on COVID-19 vaccination - January 2021

National health authorities and manufacturers need to collaborate closely in ‘post vaccination
surveillance’ schemes so as to ensure that any unforeseen side-effects from the use of new
vaccines are quickly picked-up and their significance addressed.
Underpinning the vaccination programme must be robust and sustained information and education
efforts using trusted and authoritative sources in mass and social media, to counter vaccine
hesitancy.

Vaccine hesitancy

This refers to delay in acceptance or even refusal of vaccination despite the availability of
vaccination services. Vaccine hesitancy is complex, specific to particular contexts, and varies
across time and place. It is influenced by factors such as complacency, convenience and
confidence. Also important are misinformation and fake news. This could be a significant factor
in COVID-19 vaccine uptake.
A major negative influence is the ‘anti-vaxxer’ lobby of people who are downright hostile. Some
20-30% of people may be in this category in many – especially developed – countries. A segment
of vaccine-opposers cite religious or libertarian reasons for opposing vaccines, but mostly the
hostility stems from mis-information about vaccination and mistrust in health authorities and
governments in general. To overcome that is a major task for policymakers and opinion-shapers.
Compulsory vaccination
Considering the individual and collective benefits, should COVID-19 vaccination be made
compulsory? Historical experience is that compulsion does not work in public health and success
with any disease control effort is most effective when it seeks voluntary engagement. That is why,
despite compulsory vaccination having been tried for several conditions such as smallpox, the
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resistance stirred-up has been overall self-defeating. In the case of the compulsory vaccination of
children before school admission, exceptions for ‘philosophical or religious reasons’ have to be
allowed or else the children of vaccine-reluctant parents risk victimisation by being denied school
education.
COVID-19 has already extracted huge costs in terms of the erosion of human rights and liberties
and this has been particularly worrisome in authoritarian states. With the prevalent lack of trust in
governments and health experts in so many places, compulsory vaccination measures are likely to
require considerable coercive enforcement which will further undermine trust, especially in the
other public health measures which are equally essential in the control of COVID-19.
There may be special circumstances where compulsory vaccination may be justified such as for
health and social careers in hospitals and old peoples’ homes, security forces, army camps and
prisons but this should be kept to a minimum, justified on a case-by-case basis, and sanctioned
only after due discussion by competent authorities and endorsed by elected parliamentarians. Also,
compulsory vaccination may be considered in serious community outbreaks with a very large
number of vulnerable people. But even there, voluntary encouragement is much preferred.
Equitable vaccine access

WHO delivered medical supplies to fight the COVID-19 pandemic

National policy makers have to find a balance between meeting the priority needs of their own
citizens and the needs of other countries, by not over-procuring or competing aggressively for
limited vaccine supplies. Such “vaccine nationalism” is unhelpful and goes against global calls for
the equitable sharing of COVID-19 vaccines.
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Concerned that poorer countries will not be able to access life-preserving COVID-19 diagnostics,
therapeutics and vaccines in a timely manner, WHO has developed the ‘ACT-Accelerator’ as a
partnership of key stakeholders in the public and private sector, so as to accelerate their
development, production and equitable access.

Within the ACT-Accelerator, sits ‘COVAX’ which is co-led by Gavi, the Coalition for Epidemic
Preparedness Innovations (CEPI) and WHO. This aims to accelerate the development and
manufacture of COVID-19 vaccines, and to guarantee fair and equitable access by every country.
Such equity is important because, worldwide, “no one will be safe until all are safe”.
Membership of COVAX entitles each country to get enough vaccine – as soon as it is available to cover 20% of its population (most needy segment). Subject to donor funds received, low and
lower middle-income countries will get the vaccine free or at highly subsidised rates. Richer
(upper middle income and upper income countries) nations will also get their 20% allocation if
they have joined COVAX – but would have to finance this themselves.
It is encouraging that all PAM countries have now joined COVAX, with the low-income countries
(Syria) and lower-middle income countries (Algeria, Egypt, Mauritania, Morocco, Palestine,
Tunisia) eligible for free or highly subsidised access.
COVAX is anticipated to start supplying vaccines to low and lower-middle income countries by
around April 2021. Initially, quantities are likely to be limited but should increase towards the end
of the year as production is ramped up further by manufacturers and possible new vaccines join the
list of already approved ones.
Wider health resilience and international co-operation
COVID-19 is a wake-up call for all nations who have discovered, through bearing huge human,
social, and economic losses, that their healthcare, public health preparedness and response, and
health research systems are not as strong and resilient as they need to be for an era that will see
many more health threats, especially as climate and environmental changes manifest themselves
even more strongly.
Furthermore, because disease risks know no boundaries and modern medical advances require
intensive collaboration across many expert institutions with capacities that are not present in every
country, international health sector co-operation is essential. These arrangements have to be
radically re-shaped by all national authorities and international bodies in the aftermath of the
pandemic.
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PAM Parliamentarians’ role
Parliamentarians in PAM have an important leadership role through policy development,
advocacy, and monitoring, to help ensure that populations in their own and other countries get
equitable access to COVID-19 vaccines as quickly as possible. Looking beyond COVID-19, PAM
countries should also seize the opportunity to revamp or boost their health systems and
collaborations.
Accordingly, parliamentarians are advised to pursue some of the following key areas of action
according to the contexts in which they operate.
As a matter of immediate urgency:

1. Advocate for, and support initiatives by public health authorities, civil society groups,
and media to vigorously fight misinformation and rumour against vaccination and
counter the anti-vaxxer lobby.
2. Ensure that national health regulatory authorities only licence the use of those COVID19 vaccines that have received endorsement by WHO or at least one of the recognised
Stringent Regulatory Authorities (European Union, UK, USA, and Japan).
3.

Ensure that countries are “vaccination ready” i.e., ready to roll out the COVID-19
vaccine within coming weeks. This means asking national public health authorities to
develop a national COVID-19 vaccination strategy that is informed by UN human
rights norms and is in line with WHO and Gavi guidance. Identify the vulnerable
groups who should be vaccinated first and establish adequate logistics to do so.

4. When vaccination programmes are running, monitor and advocate for their operation
so that they are effective and efficient, especially in reaching the most vulnerable
priority groups.
5. Make special access provision for protecting and vaccinating populations of
humanitarian concern such as refugees, internally displaced persons, and those ‘on the
move’ without a fixed abode, if these groups are unable to access a country’s usual
health services.
6.

Understand that COVID-19 vaccination, is only one tool in the struggle against the
pandemic which will not be over until the vast majority of the population has been
vaccinated. Therefore, continue to emphasise the continuation of personal and public
health precautions for a long time to come.
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For the medium to longer term:

7. Advocate for investing in, reforming, and strengthening wider national healthcare,
public health and public education systems for the long-term prevention and control of
future disease threats.
8. Develop and enhance international health solidarity action by establishing or boosting
networks, institutions, and other capacities within the PAM community, and fostering
more effective co-operation in global health.
Parliamentarians and their staff may request the PAM Secretariat for education and training
inputs and other advice and assistance in this and related areas of COVID-19, health and
development.
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