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Clade | outbreak: Where did the vaccine supply go?

Written by The Life Science Feed Editorial Team - Edited by Mara Voss

The emergence of aclade| outbreak has once again brought into sharp focusthe perennial challenge of equitable
vaccine distribution. While the immediate public health response often prioritizes containment, the underlying

logistics of supply and access reveal a more complex, and often inequitable, picture.

The Pivot: Vaccine supply for the clade | outbreak was not distributed equitably, with significant disparities
in access.

The Data: Specific allocation data remains opaque, but anecdotal evidence points to a concentration of

doses in high-income regions.

The Action: Clinicians should be aware of the systemic barriers to vaccine access that impact patient
populations, particularly in resource-limited settings.

When a novel pathogen emerges, the race to develop and deploy vaccinesis swift, but the subsequent distribution often
falters. Therecent clade | outbreak, while contained, exposed the persistent vulnerabilitiesin global health infrastructure,
particularly concerning vaccine access. Theinitial rollout saw doses concentrated in regions with established purchasing
power and logistical capabilities.

The global response to the clade | outbreak involved rapid development efforts, but the subsequent manufacturing
scale-up and distribution were not uniform. High-income countries secured substantial advance purchase agreements,
effectively cornering asignificant portion of the early supply. Thisleft many lower-income nations scrambling for limited
doses, often receiving them much later in the outbreak cycle.

Theuneven distribution of doses
Theallocation of clade | vaccine doses followed a predictable pattern seen in previous outbreaks. Weal thier nations, with

their robust procurement mechanisms and existing cold chain infrastructure, were able to secure and deploy vaccines
rapidly. This allowed for widespread vaccination campaigns in these areas, often reaching a significant percentage of
their eligible populations within months.

But the picture was starkly different elsewhere. Many countriesin Africaand parts of Asiafaced severe delays, receiving
doses only after the peak of their respective outbreaks had passed or in quantities insufficient to mount an effective
public health response. This created a two-tiered system of protection, where geography dictated access to life-saving
interventions. The Ebola vaccine rollout in Congo, for instance, demonstrated similar challenges in reaching affected
populations quickly.

The logistical hurdles were not insignificant. Maintaining the cold chain for temperature-sensitive vaccines proved
challenging in regionswith unreliable power grids and limited transportation networks. This meant that even when doses

ART-2026-1358 1/3
https://thelifesciencefeed.com/infectious-diseases/mpox/clade-i-outbreak-vaccine-access-supply



% Llfe SCiCnCC Feed INFECTIOUS DISEASES/ MPOX

were eventually allocated, their effective delivery to remote popul ations was often compromised. Clinicians in these
areas faced the unenviable task of managing outbreaks with inadeguate preventative tools, often relying on symptomatic
treatment alone.

Manufacturing and procurement challenges
The manufacturing capacity for clade | vaccines, while impressive in its speed, was not initially designed for global

equity. Production facilities were largely concentrated in afew high-income countries, leading to export restrictions and
nationalistic hoarding tendencies. This limited the overall global supply available for distribution through international
mechanisms.

Procurement mechanisms, such as COVAX, aimed to address these disparities by pooling resources and negotiating for
equitable access. But theseinitiatives often struggled to compete with bilateral deals struck by individual wealthy nations,
which frequently offered higher prices and faster delivery timelines. This undermined the collective effort to ensure fair
distribution, leaving COVAX with asmaller share of theinitia vaccine output.

The lack of transparency in many of these bilateral agreements further complicated efforts to track and understand the
true global distribution of doses. Without clear dataon where vaccineswere going and at what price, it became difficult to
hold nations and manufacturers accountable for equitable access. This opacity hindered effective global health planning
and response.

Impact on public health and future preparedness
The uneven distribution of clade | vaccines had tangible consequences for public health. Regions with limited access

experienced higher rates of infection, severe disease, and mortality. This not only exacerbated existing health inequalities
but also prolonged the global duration of the outbreak, as uncontrolled transmission in one region posed a continued risk
to others. The complex drivers of vaccine hesitancy, often amplified by perceived inequities, also played arolein uptake.
Looking ahead, the lessons from the clade | outbreak are clear. A more robust and equitable global vaccine distribution
framework is essential for future pandemic preparedness. This includes diversifying manufacturing capabilities,
strengthening international procurement mechanisms, and ensuring greater transparency in vaccine allocation. Without
these systemic changes, the next outbreak will likely see a repeat of the same access disparities.

The Oxford Handbook of | nfectious Diseases and Mi crobiology provides acomprehensive overview of pathogen control,
but the policy challenges of vaccine access often overshadow the clinical science. The open-label nature of many early
vaccine deployments, driven by urgency, isan obvious caveat in assessing real -world equity. The global community must
move beyond reactive measures and invest in proactive strategies to ensure that vaccine accessis aright, not aprivilege,
in the face of emerging threats. The dataintegrity concerns that can arise in rapid vaccine devel opment also underscore
the need for rigorous oversight, even in urgent situations.

CLINICAL IMPLICATIONS
The clade | outbreak’s vaccine distribution was a stark reminder that clinical efficacy means little without
equitable access. Clinicians in resource-limited settings were left to manage a preventable disease with
inadequate tools, a situation that should be unacceptable in modern medicine. The ethical imperative to protect
all populations was clearly secondary to national interests and purchasing power.
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For European GPs and specialists, this means recognizing that global health is interconnected. Uncontrolled
outbreaks elsewhere can lead to new variants and continued threats, regardless of domestic vaccination
rates. Relying on a fragmented, market-driven approach to vaccine distribution is a short-sighted strategy that
ultimately harms everyone.

Industry must be incentivized, or compelled, to decentralize manufacturing and share intellectual property
more readily. The current model, where a few companies hold the keys to global health security, is
unsustainable. Policymakers need to establish binding agreements for equitable distribution from the outset
of any future pandemic response.

The responsibility falls on governments and international bodies to prioritize global public health over
nationalistic competition. Without a fundamental shift in how vaccines are developed, procured, and
distributed, the next pandemic will simply repeat the same tragic cycle of inequity and preventable suffering.
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