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Abstract

Background: In the context of scarce health-resources robust priority
setting for access to existing interventions is critical for at least two
reasons: ensuring efficient use of resources, and equitable access to
existing interventions. This need is more urgent, and its achievement more
intractable in severely resource-constrained health systems of Low and
Middle Income Countries, such as Uganda. COVID-19 pandemic and the
resulting need for large-scale and immediate vaccination amidst severe
scarcity of vaccines in Uganda necessitated an exploration of stakeholders’
perspectives on the country’s priority setting for access to COVID-19
vaccines. We aimed at exploring stakeholders’ perspectives on priority
setting for COVID-19 vaccination in Ugandan.

Methods: We conducted key informant and in-depth interviews with
key stakeholders in the COVID-19 intervention including public health
experts, clinicians, policy makers, human rights experts, bioethicists, legal
fraternity, biomedical scientists and members from the general public.
Stakeholders’ views were sought on the status of official guidelines for
rationing COVID-19 vaccines; who they thought should get priority for
vaccination and why; and what the process of setting such priorities should
involve. Data were transcribed and analysed thematically using NVivo
software (QSR international 2020).

Results: There was concern about lack of clarity regarding context-
specific guidance on priorities COVID-19 vaccination. This concern
was corroborated by the fact that national guidelines for COVID-19
vaccination are still in draft form and inaccessible to the public. Regarding
who should get priority and why, dominant views indicated more concern
for efficiency-cum-effectiveness at controlling the spread of the virus,
although further probing revealed that some of these views were partly
motivated by equity concerns. Most respondents felt that the process of
developing the needed guidelines should have employed a bottom-up
approach involving rigorous community engagement.

Conclusion: Given extreme of scarce health resources, in order to
strike favourable balance between effectiveness and equity in rationing
COVID-19 vaccines, there is need for clear and context-specific official
guidelines. To achieve such a goal, the guidelines need to be developed
through a bottom-up approach involving robust public engagement.
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History of the Disease

By the end of August 2021, the cumulative number
of COVID-19 cases reported globally was about 216
million while the cumulative number of deaths was close
to 4.5 million [1]. Around the same time the same figures,
respectively, were over 5.6 million, and over 136,000 for
the African Region [2]. While in Uganda these numbers
were about 112,000 and just above 3,000 respectively, but
the country experienced two lockdowns, persistent curfew
and closure of schools for at least 18 months with significant
social and economic disruption. In the absence of a known
cure for COVID-19, one of the most feasible remedy is
prevention through vaccination. However, right from the
early days of the pandemic, primary focus was on developing
the needed vaccine and, more important, equitable access to it
between and within countries [3-10]. This concern was partly
motivated by the anticipation of ‘vaccine nationalism’ [11-
19], and limited financial affordability of these vaccines by
Low and Middle Income Countries (LMICs). A combination
of these two factors would significantly shrink the amounts of
vaccine dozes available to LMICs. We take it as axiomatic that
scarcity of vaccines would deepen challenges in the rationing
ofthese vaccines to a point that it would be impossible to cover
even those few groups of people that were recommended by
the World Health Organization (WHO) to receive priority.

In view of these challenges, we focussed our study on
the Ugandan context. Whereas Uganda’s estimated need for
COVID-19 vaccines is more than 21.9 million individuals
[20] which constitute almost Forty-four million dozes (two
dozes for each individual), by the beginning of September
2021, the country had received merely 2.3 million dozes,
constituting about 5.2% of the needed vaccine dozes [21].
Further, even though the country intended to prioritise the
categories of people as per the WHO guidance [22], the initial
vaccines which were received (864,000 dozes) were slightly
less than one-tenth of the dozes needed to cover two jabs for
each of the 4.38 million individuals listed as priority-one
groups [20].

In anticipation of the COVID-19 vaccine rationing
challenges such as those being faced in Uganda, the WHO
issued general guidance on how the available COVID-19
vaccines should be rationed within countries [22]. However,
it was not clear whether such generalized guidance would
neatly suit all countries given a lot of variability of factors
across countries, which might affect equity and efficiency —
for example, demographic, epidemiological, economic, social
factors, among others. Given this background it became
important to explore perspectives of stakeholder in these
countries on rationing COVID-19 vaccine, with a view of
generating what might facilitate the achievement of optimal
outcomes from the available resources without losing sight

of equitable access to COVID-19 vaccines in those countries.

It is critical to note that generally, in the context of
scarce health-resources, robust priority setting for access to
the available interventions is critical for at least two major
reasons: 1) the need to ensure efficiency-cum-effectiveness in
the use of the available resources, and 2) ensuring equitable
access to existing interventions [13, 23-32]. These two goals
are more urgent, and their achievement more intractable in
severely resource-constrained health systems, especially
in LMICs, typical of which is Uganda. Consequently, we
contend that the perspectives explored in this study, though
not statistically representative of all LIMCs, have direct
relevance to all countries which have found themselves with
similar challenges in accessing COVID-19 vaccines.

Methods

This was a qualitative study using semi-structured
interview schedules for In-depth interviews and key informant
interviews. We explored stakeholders’ perspectives on
priority setting for COVID-19 vaccine access in Ugandan.
The study involved 18 stakeholders, purposively selected
based on the nature of their involvement in decisions making
on health resource allocation as well as some members of
the general public. For inclusion in the study, one had to
be a policy maker on health-related issues, a public health
expert, a medical scientist, clinician, a bioethicist, or an
individual representing the views of the general public.
The topics covered in the topic guide were based on a prior
literature review. Stakeholders’ views were sought on their
experiences concerning health priority setting, ethical and
social considerations for priority setting, available policies
and guidelines for COVID-19 vaccine access, country
preparedness and plans for COVID-19 vaccine distribution,
set criteria for vaccine distribution, anticipated challenges
for vaccine access and proposals for a fair and acceptable
approach for vaccine access. Interviewers also asked about
further topics not covered. The topic guide is available as part
of the supplementary documents.

Data were collected in English because all the participants
were fluent in English language, and data collection
involved face to face and online interviews using Zoom and
telephone calls. The face-to-face interviews were conducted
in accordance with COVID-19 prevention SOPs, including
hand sanitization, physical distancing and wearing of face
masks. Interviews were held in the privacy of the office of
the respondent or locations they suggested as convenient and
private. Sample size limit was determine by data saturation
which occurred after 18 interviews. Data were transcribed
verbatim and analysed through content analysis along the
main themes of the study. Content analysis was conducted
using a comprehensive thematic matrix that included
identifying codes, categories and themes, to identify common
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patterns arising from the narratives. The coding was done
both deductively and inductively. Transcripts were further
reviewed for emerging themes which were integrated into the
thematic matrix. The researchers, JO and JB were involved
in applying and confirming application of codes across all
transcripts and disagreements were resolved by cross checking
with the recorded data. NVivo software (QSR international
2020) was used to support data analysis and illustrative
quotes were extracted. Ethical review and approval was
appropriately sought from the Makerere University School of
Health Sciences Research and Ethics Committee SHSREC:
2020-043, followed by clearance by the Uganda National
Council for Science and Technology HS1101ES. Only adult
individuals of 18 years and above both males and females
who provided written informed consent participated in the
study. No participant identifying information was recorded.

Results

A total if 18 respondents participated in the study including
12 males, and representing a number of stakeholders three
(3) bioethicists, six (6) public health experts, three (3) civil
society activists, three (3) lawyers, four (4) clinicians, three
(3) policy makers, four (4) members of the general public and
eight (10) scientists as shown in table 1.

Table 1: Demographic characteristics of participants

Attribute i::?/:)clel:atl): Male Female
Sex 12 6
Male 12
Female 6
Profession
Medical Doctors 9 6 3
Lawyers 3 2 1
Teachers 1 0 1
Veterinary Surgeon 1 1 0
Pharmacy 1 1 0
Business 2 1 1
Clergy 1 1
Role
Scientist 10 7 3
Public Health Expert 6 3 3
Civil Society 3 2 1
Bioethics 3 3 0
Policy makers 3 2 1
General Public 4 2 2
Clinician 4 4 0

Note: Many participants had multiple roles Demographic
characteristics of participants

Whereas our study findings largely support priorities
for vaccination as prescribed by the WHO and the COVAX
facility, views identified in this study strongly suggest that this
guidance should have been localized to ensure that it is more
responsive to the local dynamics of the population. Content
analysis of the collected data identified six themes including
1) participation and experience in health resource allocation;
2) Availability and awareness of guidelines for COVID-19
vaccine access; 3) Attitude regarding the need to set priorities
/guidelines; 4) Considerations for priority setting regarding
COVID-19 vaccination; 5) The process of Priority setting for
access to COVID-19 vaccine; and 6) Challenges in priority
setting for COVID-19 vaccine. In this paper we report about
stakeholders’ perspectives on: the availability of clear and
officially recognized guidelines for rationing COVID-19
vaccines; who should get priority for vaccination and why;
and what the process of setting such priorities should involve.

Availability and awareness of guidelines for COV-
ID-19 vaccine access

On the issue of whether there was clear and context-
specific national guidelines for rationing COVID-19
vaccines, the study established that at present there are no
yet any approved official context-specific guidelines for
rationing COVID-19 vaccine. However, the government has
made efforts to draft such guidelines, which, at the time of
reporting these findings, those guidelines were still in a draft
form. Further, the study established that the current priorities
in vaccination against COVID-19 are not entirely arbitrary.
The government devised what was described, especially
by respondents in the category of policy makers as generic
‘vaccine deployment plan’, based on the general guidance
from the WHO and the COVAX facility. One respondent in
the role policy maker revealed that:

“We have a national deployment plan- a draft and what
we envisage we would do in line with the current WHO
guidelines. [... ] So, we have a deployment plan draft that
is generic and aligned to WHO guidelines with the COVAX
facility and also, we have the interim recommendations from
the NITAG that were used to form a prioritization framework
to guide the program at the Ministry if the vaccine came. [...]
It keeps changing and changing and why I am calling it draft
it is still being reviewed by partners.” IDI 001

Awareness of the existence and content of the guide-
lines

Apart from those who were in the role of policy makers,
a few other respondents indicated that they were aware of
the existence of some form of guidance. They indicated, for
example, that from what they had heard, the guidelines give
priority to those who are at higher risk of being seriously
affected by COVID-19, such as the elderly, people with
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underlying conditions, the frontline workers among others.
They were also aware that the local guidelines were the same
as those issued by the world Health Organization. However,
the respondents who claimed that the guidelines existed, what
they meant was the vaccine deployment plan as opposed to
final substantive national guidelines which are currently in a
draft form.

“Yes, there is strategic document for COVID-19
management particularly and all these other pillars have
guidelines developed by themselves within the various pillars
which gave the direction in which the response should take”
IDI 002

“So I think guidelines were developed after the WHO
recommendation of sorts and also that was based on scientific
evidence that most of the cases that were getting COVID
were those that were either having underlying causes or were
of advanced age.” IDI 012

“Yeah, we have heard the health workers will receive first
then the teachers and who else. Those people they mentioned
(I: who mentioned them?) I have heard about it, [ don’t know
if it is real but that’s what I think. [...] That’s what we have
heard. [...] There is a guideline, is it not true? You are doing
hmm” IDI 014

However, it also emerged that many respondents were
not aware of any guidelines except for what they had been
reading in the press statements by the Health Minister and
other government officials. They were not aware of any
process that could have been followed, and what evidence was
used to come up with such guidelines, especially decisions
on what population groups deserve priority for COVID-19
vaccination.

“I haven’t seen anything like that, but I have been seeing
the Minister for Health, the permanent secretary releasing
press statements.” IDI 007

“Yes, I don’t know because I have never heard of such
guidelines.” IDI 013

“I didn’t know much about the process but I came across
the power point presentation where somebody was planning
to propose how to roll out this vaccine and priority kind of
groups.” IDI 002

On the other hand, however, some respondents expressed
their uncertainty on the availability of any guidelines for
access to COVID-19 vaccine. They only heard from the
media about some guidance of how to roll out the COVID 19
vaccination exercise, but they could not guarantee that there
were official guidelines.

“The only thing I have only been aware of is again what
has come through the media is that they are going to first take
care of the health workers, then the armed forces, and the

security forces, and then the teachers, and I think after that
they will then go to the general population.” IDI 011

“What I have heard on radios is that, they are saying the
teachers should be given the priority but I don’t know how
they came up with that conclusion that the teachers should be
given a priority.” IDI 015

To emphasize lack of clarity on the existence of the
specific guidelines for access to COVID-19 vaccines, a policy
maker revealed that:

“I don’t know. I have not read them because the time
they had was short because what they gave was an interim
recommendation which may be this study will modify their
recommendation.” IDI 001

Some respondents recommended the need for clear
guidance and to ensure equitable allocation of the available
health resources.

“I think the best thing is to put in place laws, regulations
and guidelines that require practice of equity and ensuring
penalties for those who have not done so, and the penalties
should be in such a way that they are deterrent, so that
somebody else, when they are in the position they would be
scared to attempt, I think that is the best way in my view.”
IDI 012

Considerations for priority setting regarding CO-
VID-19 vaccination

Data obtained on who should get priority in accessing
the COVID-19 vaccine included both descriptive as well
as normative responses. Some respondents indicated which
categories of people they heard were to get priority, while
some gave opinions about which categories deserve such
priority. The respondents went ahead to give the reasons why
they think certain categories of people should get priority.

Most of the respondents suggested that health workers
should be among those to receive priority. This was due to
the observation that health care workers are highly exposed
to infection as they handle infected patients, and already
they seemed to be overrepresented in cases of COVID-19
infections. Some respondents reasoned that a health worker
who is infected is very likely to infect others, especially the
patients, in the course of interacting with them, and because
of the essential nature of their service which would be missed
if they got afflicted so much by the disease. The overarching
reason that was given for prioritizing health workers and other
social workers was more of a pragmatic reason ‘to stabilize
the health system so that other health functions can go on’
and ensure minimal disruption in provision of basic services
including education, and the economy at large.

“I think we should set priorities using the following
criteria’s one, we should ask ourselves what is the critical
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role of these persons to the response because COVID is a
public health disaster. In the ethics of managing public health
disasters one of the first question is to ensure that the first
responders are attended to. So, the front-line health care
workers, the public health care managers of the disease
for example the Drivers who drives these ambulances
and nonmedical persons administrators, security organs
who are directly involved in the response to the pandemic
those should be prioritised. Then number two, the most
vulnerable those who would otherwise die if they were not
prioritised and these are the older persons and the persons
with co-morbidities they should be prioritised. Then because
COVID affects movement and social societal relationships
that impacts on the economy then those parameters that are
crucial for the progression of the society like school, places of
worship. Then drivers of the economy like the tourism those
should be prioritised. Because it is useless for you to be alive
when you are poor poverty it’s self it is a disease.” IDI 010

“Right now, the conversation on prioritization is not the
right one. These vaccines were given to target healthcare
and essential workers. Health care workers were prioritized
in particular because they are at increased risk of infection.
So far we have 1800 cases of health workers who have been
infected and so far, the case fatality rate of health care workers
is higher than that of the average citizen at 0.9.” IDI 018

“Vaccines are limited but let us immunize and vaccinate
those who need it first. The people who are the front liners.
We need to protect our front liners before we think of any
other person it will help us.” IDI 014

Whereas the dominant view was that health workers
deserve priority, to some respondents the lay/ordinary citizens
should access the vaccine before health workers because of
the unequal risk of infection between the two groups. The
reason for this was that by virtue of their wide knowledge on
how to prevent infection and access to protective equipment,
health workers are at a lower risk of infection than ordinary lay
people who are largely ignorant. Others felt that individuals
who frequently come into contact with many people should
also get priority. For example, those who go work in crowded
markets and find it hard to know who is sick and who is not.

“Sincerely sure and there are people who argue that
doctors and health care workers should really get last because
one they are equipped with all the knowledge of how to
prevent it, yet the other population may not know how to
prevent it. Two these health workers also have the resources
to prevent the disease compared to the general public. So, I
don’t know what do you think about that?”” IDI 012

“Teachers also because they have to protect our teachers
and then to protect our children and the rest. Then those who
are above 50 when you are getting old, you have complications
diabetes and the rest they start coming up. So, we also need to
protect them so that we don’t run out of old people on earth.”

IDI 014

“Identification of people, who are linking up with many
people wherever they are just like they said that the health
workers are the ones on the frontline yet for us we see that
you are far away but look at the people in the markets, they
interact with many people on a daily, the artistes move to
various places day and night, imagine the people they meet
and even infect. [...]. The taxi people also, they keep picking
and dropping passengers at various destinations which
increases the risk of spreading the infection.” IDI 013

“It is populations at risk based on epidemiological
analysis and it could be persons ages 60 and above, people
with co-morbidities the diabetics, the hypertensives, the
cancer patients, HIV maybe AIDs. So those are based on the
final population which fits in that initial 20%.” IDI 001

In literature about priority setting for access to scarce
resources, there has been a debate about what has been
described as the ‘fair-innings argument’ [33-37] and
‘instrumental considerations’ [38-40]. Part of this argument
is that the young, who have not yet had a chance to live
and experience life, should get priority because the elderly
have already had a chance to live and the youth are more
economically productive. Some reasoned that the elderly
spend most of their time at home and have limited movements,
yet they are the ones who are getting the vaccine first, while
denying it to the young and active population that moves to
several places, something they thought was wrong and would
be difficult to accept.

“Implications of this is that the government tells us that
the vaccine doses are not enough for all of us, now if you
are to compare the life expectancy between the youth and the
elderly in regard to who you would give the vaccine first,
it should be the youth because they are on the edge of their
life span, so we should give the vaccine to the young that
shall have the energy to work. [...] Meet a group of young
people and ask them who to give the vaccine between them
and the elderly, you will be shocked with the responses, they
will just tell you that we let the elderly die because they have
had some time and enjoyed the world so we should give that
same opportunity to the youth to enjoy as well [...].” IDI 013

In this study the criterion of ‘vulnerability’ stood out high
as one of the factors that should determine who should be
given priority for COVID-19 vaccination. However, there
were varying views on what constitutes vulnerability, all of
which are potentially acceptable. To some, vulnerability was
understood in terms of compromised immunity and the risk
of severe disease, others in terms of risk of being infected
while others both of these. Considering this criterion, some
suggested that health workers should get priority on account
of the comparatively higher risk of infection by virtue their
occupations, while those who recommended priority to the
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elderly was on the basis of their comparatively low immunity
and risk of severe disease. However, considering the risk of
being infected per se ran a risk of including on priority list,
all those categories people whose occupations posed a higher
risk of infection.

“Yeah, I am saying that the vaccine should even as
a priority be given to the elderly because according to the
discussions that we have heard or followed they are the most
vulnerable and now the next ones would be the medical
workers and that’s what they are saying. [...] Two we are
looking at those that are likely to be more vulnerable and may
be that choice is dependent on that health workers, teachers
who by their profession interface with the children may
require that. I even heard that nursery school teachers are also
saying that you come and also vaccinate us that we open our
nurseries.” IDI 006

“What you have to understand about the whole situation
my sister is we look at these things critically you know those
that are prone to these issues these conditions created by
COVID 19 are the old people. You see the problem we have
is that the young people feel that they need to live but we need
the wisdom of the old. [...] the issue is that the causalities
we have with the young is limited unlike the old people. So,
the old people should be given their issues, so we cannot say
let us now wipe them out and neglect them because we need
their wisdom, if we say we don’t want them now we want
the young people to survive and the rest and the rest then
what happens to the old people? We need them also. [...]
unless they young people who have problems already. You
can be young, and you are old already you have heart issues,
diabetes then we can now consider you. [...].” IDI 014

“[...] when you talk in terms of equity; everybody will
want to access the vaccine at the same pace, but when you
look at other factors like [...] you know [...] do we all have
the same risks? Absolutely not, some people have a higher
risk than others, for example the elderly 70 and above [...]
ideally if the vaccines were enough, we could even have put
it 62 or even 60, so the elderly have a higher risk compared
to others, even though they may not be very mobile in getting
to these high transmission settings, but by virtue of their
immune system and age, they are at higher risk.” IDI 012

Some of the respondents’ views were influenced by
their perceptions of the looming vaccine hesitancy. Such
respondents assigned priority in a manner that would mitigate
this challenge. For this reason some respondents were of the
view that individuals who can be regarded as influencers
should be vaccinated first as strategy to ensure optimal uptake
of the vaccine

“I think if you are trying to overcome these kinds of
negative attitudes, you can find it beneficial to start off with

opinion leaders who are respected and are likely to be a good
influence [...] if you see them taking the vaccine, he would
not advocate for something that could harm him, so it might
be good for us [...] so I think [...] in a way you select who
gets it first, and this is going to influence others, and I think
it was very disheartening when the President said that he is
still considering which one to use [...] because it means that
with all the information that he has at his disposal and sitting
with him right there [...] yes, the best information he has is
that the vaccine is that the vaccine that is within the country
is not the best [...] so, why would another person take it? Or
why would another people advise another person to take it?
I think it was a very unfortunate remark and I think actually
there is no way you can counter that. [...] I think it was a
well-considered opinion; it was not a random.” IDI 011

On the other hand, some respondents stressed the
importance of considering other factors, beyond those
considered by the WHO and guidance and consequently
the local Vaccine deployment plan, which can make people
vulnerable to both COVID-19 infection and severe disease
outcomes. Some of such consideration that were cited include
poverty, overweight/underweight, nutritional status, among
others.

“Yes, I can even tell you that right now when you come
to Mulago [National Referral Hospital] they will tell you we
have five patients but you will find that four of them there’s
something to do we recent travel why they have COVID. If
you remember at the beginning of the pandemic when we
had few patients they were all related to recent travel. So I
think people involved in the travel industry should be heavily
prioritized.” IDI 010

“[...] Personally, I believe that to be able to do a very
good priority setting, you need very good data of who is in
need where, who have we reached and who are we leaving
behind? Because one of the most critical issues is that they
should be able to reach the people that have the greatest need.
So, we need to understand the epidemiological profile. Who
is being affected? What is the burden of disease so that we
know who it is that is driving infections and therefore who we
must address based on that? That should be coupled with who
are we able to reach? [...]” IDI 005

“I am not sure but there is evidence that you had better
prevent those that are more susceptible than those that are
less, and this is scientific [...].” IDI 012

Respondents highlighted the need for contextualization
of guidelines to the local setting if such guidelines are to be
fit for purpose.

“The principle to me is the epidemiology when you are
looking at the economics and social issues. [...] There are
people out there if they don’t work for one or two days they
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will die. You and me will survive, so there is vulnerability in
itself in many ways vulnerability to infections, vulnerability
socio economically and so many issues we need to think
about so that we don’t leave the poorest and most deprived
people behind. And those people are also at highest risk of
getting COVID because of the way they live. [...], keeping
distance is not a privilege they have, and they also want to
see their children go to school and some of them live across
generations with the mother and grandmother and whatever
and all the mix is there in the house.” IDI 005

On the other hand, some people reasoned that given the
uncertainty about the risk profiles of the various vaccines
being used, it was difficult to decide who should the vaccine
first, just in case it was unsafe. For this reason some people
recommended that those people who are important to society
should not be vaccinated until the risk profiles of the vaccines
have been fully established.

“In fact, the president should be the last because if you
lose him then you’re in trouble, I’'m wondering if what we
are reading on is correct like in case Magufuli dies what will
happen, it will be very costly to the country, the president
should be the last. [...] when they start with the medical
workers we are in trouble because we are going to lose our
very important resource that tells you how controversial your
question is” IDI 006

The need for stakeholder engagement in priority set-
ting

On the issue of the process of priority setting for access to
COVID-19 vaccine, the findings were also both descriptive
and normative. Given that by the time of data collection the
draft vaccine deployment plan had already been developed
and accessed by some of the respondents, their responses
were in the form of a description of the status quo as opposed
to what ought to have happened. However, at the same time,
some of the responses went beyond describing the process as
ithad been and was going, to how it ought to be. For those who
gave a descriptive account of the process of setting priorities
for access to COVID-19 indicated that the process was more
of a top-down approach, in which guidance adopted from the
WHO and the COVAX facility.

Regarding the question on which stakeholders were
involved in the process of setting priorities, the following
explanations were given:

“First, we consulted with groups that were following the
developments and had all the information available to us. We
then converted our consultative group which comprised the
Ministry of Health, academia, development partners, civil
society and other government ministries, into a technical
planning committee. [...] We have about three professors

on that committee. We have people from the private sector,
people from the media, civil society as well as the legal
fraternity. We also have representatives from foreign missions
and the UN. [...]. Everything else you see is in adaptation
to that guidance, which is in addition to the global guidance
that was provided by the WHO allocation framework. Our
Vaccine Deployment Plan was appraised by the COVAX
facility and found to be fit [...].” IDI 018

Another respondent indicated that:

“Stakeholders have come from national, international,
regional and of course the local hospital. International we
have the WHO that keeps on giving guidelines on how to
manage, recommending which vaccines to use etc. National
level we have the presidential; commission then ministry of
health. Some on the ministry of health are on the presidential
taskforce and others. At level of ministry of health, they
take care of the entire country because others are decision
makers.” IDI 012

On the other hand, those who provided a normative
account of the process indicated a need for a bottom-up
approach, in which rigorous stakeholder engagement with
more specific emphasis on community engagement should
be a sine qua non for this process. Data obtained on this
aspect indicates in high regard for scientific competence in
equal measure as familiarity with local social and economic
realities within the population. For this reason, on top of
recommending that professional health workers who better
understand the nature of the current disease, including its
actiology and mode of spread, should provide guidance in
the process of priority setting, there was also concern that
priorities were set without consulting stakeholders within
communities and other population groups. The reasons for
consultations with lay community members had to do with
the fact that the locals know better who is at risk within their
communities, and therefore, were better placed to advise on
who ought to get priority for vaccination against COVID-19.

Apart from mentioning the stakeholders who are usually
involved in the process of priority setting for access to health
resources in general, some respondents suggested a number of
categories of stakeholders they felt ought to be or should have
been consulted and involved in the process of setting priority
for access to COVID-19 vaccines. Apart from government,
among the stakeholders that were highly recommended are
lay members of the communities.

“I guess it should be the Ministry of Health should be in
the fore front but we as also community it is important to
guide whoever is going to vaccinate to have an input. because
these communities have some uniqueness because maybe one
time where you see the LC1 will be useful the time you may
see the traditional chief might be more useful [...]” IDI 008
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“Setting priorities especially for who can access the
vaccine. The local council system is actually very effective.
I have learnt that I think NRM's big achievement is creating
that system of governance from local council level to the
village, to the parish, to the system and local council people
do know their residents very well. They know who is old,
who is young, who is what age and all of that. It will be good
if LCs are involved in identifying who is more susceptible to
COVID in their community of course with a little education
on why those kinds of particular people should be chosen.
They can identify those people and present them but also in
prevention mechanism because vaccination is a prevention
mechanism.” IDI 007

“I believe in consultations a lot and I also believe in
primary health care approaches because these vaccines
ultimately are going back to the communities so that level
of engagement of the structures that have been put up at the
community level as representing society would have been
very vital. The health management committees I still value
them and I think if they were engaged sufficiently and given
a lead within the districts they would have played a major
role. District leadership would have defined it’s self beyond
the political set up to the technical people within the districts
it would be very useful. Of course the national level at the
ministry they would continue with their policy level but
depending on the evidence they would have brought up.”
IDI 017

Some respondent felt that the approached employed for
this covid-19 vaccine priority setting fell short of what would
have been desired by a number of stakeholders as:

“What I noted was there was a lot of paternalism. There was
a lot of top-down approach in sense one will call it dictation
by the people up labouring it down to the implementers. For
example, in this hospital the directors of the hospital was not
involved in the decision making on how his hospital space
should be used it came from up. The minister also could have
been disempowered because the decisions came from the
national task force which was led by the prime minister. In
making these decisions I can see that they were no meetings
that are aware of, there were no consultative meetings, no
discussions, no think-tanks whether public or private and
people just decided paternalistically this is what is supposed
to be done.” IDI 010

“Well, maybe there could have been a more systematic
way of first of all, getting views and that could have
happened, and again it is not my field of expertise so maybe
they sought those views from those that are specialized in that
area, and once they have those views, then they come up with
guidelines.” IDI 011

To emphasize the need to involve communities in priority
setting for access to COVID-19 vaccine, some respondents

indicated that one the mistakes on the part of government
had been failure to involve communities in the process.
One justification for community involvement was that the
involvement of the community in the process creates goodwill
in implementing the program.

“The second challenge is the lack of involvement of the
community and their consultation. People are always feel left
out and they are not part of this because of that they will not
join your efforts yet you need community goodwill for any
successful public health campaign.” IDI 010

“To a successful program so the Government through this
ministry of health and other sectors should get an adequate
preparation to involve the people down. For example, if 100
vaccines were delivered at the village level and the village
were asked to prioritize who is going to receive? Imagine
the village dynamics would they give it to the 30 year older
persons in that village first? Would they prioritize it for the
teachers in that village? That kind of grass root involvement is
what I think should come in as the main factor. Then the other
one is diminishing the paternalism and dictatorship by the
government and giving the technical persons, because I can
assure you technical persons if they were given adequate time
to have in the input in the COVID response and particularly
the issue of the vaccine response they have not.” IDI 010

In the opinion of some of the respondents, one of
the activities that should have been conducted as part
of community engagement is community education and
sensitization about vaccination, including explanations and
justifications of the priorities.

“Educating people, educating communities, doing that
awareness. [...]. So, education and letting people know. Coz
if we see how the vaccine looks maybe on TV, in these visual
materials they are using on the billboard how it is packaged,
who can move with the vaccine, who is supposed to give the
vaccine? Where is the vaccine given? Yeah remember the
days of kick polio out of Uganda. We knew who gives the
polio vaccine, we knew where the polio vaccine is taken. We
knew who can talk about polio.” IDI 007

“Priorities were not set basing on any condition, may be
the Ministry just thought that these are the priorities because
they didn’t do a questionnaire to see that these are the
priorities because you can’t say that it’s only the teachers that
are a priority. For example, if you look at the young children
who are coming from my home who go to school and come
back, who is more exposed to danger, me the mother of that
child, my husband plus the siblings. So I feel that the people
they felt that they are more risky they are not, we are at more
risk because for them they have the information and they are
few, when you look at the family or the community where
we at, that’s why they said don’t go for burial but if I lose
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someone like my sister or brother will I stay home, definitely
I can’t. So, in terms of selection basically me I feel that they
did it without consideration, they just made the decision
themselves without doing the consultation because maybe
there was no time to do that small survey so that we know
who is priority?” IDI 013

To emphasize the need for stakeholder involvement in the
process of priority setting for access to COVID-19 vaccine,
some respondents warned about the possibility of the public
disagreeing with the resulting list of priorities if they are
neither involved in the process, nor given a justification as
why they miss on the priority list.

“So, what you want to tell us will it only imply that only
those that will be vaccinated are the ones to perform or work,
what will happen to the rest of us, we won’t agree because we
want to have an answer that if I’m one of those that have not
got the vaccine, what should I do because I have to survive.
... They won’t be willing to wait, why? Because they have
waited for a full year, there’s no person that you will again
tell to stay home when the lock down is lifted.” IDI 013

“Again, every time you deal with priority, there are issues
of class, decision making, so generally they revolve around
those two so there will always be some controversies. You see
once you say that you are priority then I have to ask myself
on what basis and that definitely brings in that controversy
inherently.” IDI 006

“It has a lot to do with who makes the decision now,
controversy would arise as of who makes the decision, would
that decision have to be made by parliament, executive or
the health fraternity, who makes the decision, controversy
would always be there in regard to that. Secondly, what is the
consideration, is it social or political, age or social status, so
the controversy would evolve around that, the characterization
of priorities, so that’s where I see controversy.” IDI 006

Discussion

The study set out to assess stakeholders’ perspectives
on priority setting for access to COVID-19 vaccine as part
of evidence that should guide worthwhile priority setting
for vaccine access and distribution among Ugandans, as
well as ignite public debate on this subject. Our findings
show that there are significant although hush controversies
about the status quo of the country’s priorities for access
to COVID-19 vaccines. The controversies identified in this
study, specifically those that arose from the variables on
which this paper has reported include, insufficient clarity
about the existence of elaborate official guidelines on how
to ration COVID-19 vaccines; the evidence that was used to
set such priorities and the process that was followed to that
effect.

Currently, national guidelines for vaccination against
COVID-19 are in a draft form while priority setting is being
informed by the general WHO and COVAX guidelines to
the letter as no effort was made to contextualize them to
suit local epidemiological, demographic, social, economic
and other realities. The WHO anticipated such confusion
and acted by initiating debate on priority setting for vaccine
access, developed the WHO and COVAX generic guidelines
for adoption by many LMIC and encouraged continued
discussion on the issue to create awareness and development
of country specific guidance [22, 41-45]. Such debate
was either limited on non-existent in many low resources
settings Uganda inclusive. Whereas the findings of this
study largely support priorities for vaccination as prescribed
by the WHO and the COVAX facility, views identified in
this study strongly suggest that this guidance should have
been localized to ensure that it is responsive to the local
dynamics of the population. In our opinion, this is important
for at least three reasons: one, the social dynamics between
countries differ greatly in ways relevant to the goals of
COVID-19 vaccination. For example, Uganda has a very
low rate of urbanization with less than a quarter of the total
population, and majority of the elderly populations live in the
countryside [46] where physical distancing is very possible.
Following from this fact, it could be argued that the urban
population who are more exposed to a high risk of infection
due to the nature of their work and environment generally,
be prioritized before rural populations. Secondly, in Uganda,
most of the infections were related or had a history of travel
and their associated contacts and the peak of the first wave,
most of the community infection was associated with long
distance cross boarder truck drivers who continued to
move throughout east Africa even at the time of lockdown.
These would be prioritised because they acted as the major
movers of the disease. And thirdly, whereas the WHO and
COVAX facility guidelines were evidence-based and clear
about which categories of people should get priority for
COVID-19 vaccination, the extreme scarcity of the vaccines
in Uganda meant that it was not possible to cover all those
groups that were listed as priority. Hence, there should have
been a local process of setting priorities among the priorities
recommended by the WHO and the COVAX facility [47-51].

Another major finding of this study is that many people
in the general public, including the elite, are unaware of the
existence of guidelines for decisions of who gets the vaccine
first and who waits. Among those who have heard about them,
they do not know much about the content of the guidelines
apart from what they hear in passing during some of the media
briefings by the Ministry of health officials. Despite this lack
of knowledge of the guidelines, there was wide agreement on
the categories of people who should be given priority and the
reasons for it. Majority were of the view that health workers and
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the elderly and generally those with compromised immunity
should get first priority. However, a significant number of
our respondents deviated from the general thinking about
who gets priority and why. This deviation can be accounted
for by their seeming conception of vulnerability and risk,
specifically in the context of COVID-19 vaccination. To
these people, the concept of vulnerability should not simply
be defined in terms of compromised immunity, but also in
terms or degree of risk of infection due to people’s lifestyles
as a risk factor for infection, more especially the nature of
work. Consideration of this factor would, however, that
priority should extend from health workers to other groups
such as, people in the transport sector, business (especially
congested markets), urban dwellers, travellers and groups
whose lifestyles makes physical distancing less feasible. This
observation is in agreement with the the identified risk factors
for COVID-19 infection as well as the mitigation measures
that have been brought forward including the need for social
distancing in order to prevent infection [52].

But equally interesting was how some people think
about risks of COVID-19 infection. For example, whereas
it is generally taken for granted the health workers are
comparatively at higher risk of infection, some respondents
reasoned that by virtue of their knowledge (about transmission)
and facilities such as personal protective equipment, health
workers had less risks of infection compared to the majority
of the population who lack such knowledge and facilities.
Whereas this kind of reasoning may be weak, it is not entirely
irrational, and has important implications. The implication
is that unless communities are engaged rigorously to enable
them understand the reasoning behind decisions that affect
them, there are chances of seeing such decisions as unjustified,
hence reduce their good will and support of the program.

There was yet another noteworthy dimension of risk
perception, specifically with regard to COVID-19 vaccination.
Whereas the popular assumption was that delay to access the
vaccine was a risk to be avoided, instead to some people
‘risk” was in the form of uncertainty about safety profile of
COVID-19 vaccine. To such people, it would be unwise to
‘experiment’ on health workers and other highly valuable
individuals and groups within society. To such respondents,
therefore, those who are not very useful to society should have
received the vaccine first, while those who are considered
most useful to society should be vaccinated last. It is important
to notice that such views can be big drivers of vaccine
hesitancy. Hence, since effectiveness is one of the major
goals of the COVID-19 vaccination program, then rigorous
and continuous community engagement is necessary as a
strategy to identify and address such conceptions. Concerns
about vaccine safety have been raised by key stakeholders in
related settings [53, 54].

Further, it was noticed generally about the issue of who
gets priority and reason, is that most views implied more of
pragmatic (effectiveness) considerations and less of equity
considerations. That is, the overarching consideration in
deciding who should be vaccinated first is reducing the risk
of widespread infection (target not just to the elderly, but
those with risky lifestyles), and protect the health system
(healthcare workers). However, instrumental considerations
beyond immediate health workers has always been a
controversial criterion in the debates about the allocation of
scarce health resources.
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