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Abstract

Aim: Social and economic conditions are the main reasons for the emergence of inequalities. During the
COVID-19 pandemic, inequalities were seen to increase further. This study was conducted to evaluate the
reflections of health inequalities on the COVID-19 vaccination process and the views and recommendations
of health care professionals in this regard.

Methods: This descriptive research was conducted in eastern Turkey with 344 health care professionals.
The research data were collected using a questionnaire and analyzed by using numbers, mean and
percentages.

Results: Of the health care professionals, 95.9% reported inequality between countries during the COVID-
19 vaccination process, 97.1% reported that access to vaccines was a human right, and 96.1% reported that
everyone should have access to vaccines without discrimination. According to health care professionals,

not releasing the vaccines into the public domain (86.3%), the income of countries (84.3%), and failure to
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determine vaccination priorities according to public health rules (77.9%) were among the reasons for
inequality between countries in COVID-19 vaccination.

Conclusion: Health care professionals reported that there were inequalities between countries in the
COVID-19 vaccination process. Almost all of them are of the opinion that access to vaccines is a human
right and that everyone should have access to vaccines without discrimination.

Keywords: COVID-19, COVID-19 vaccination, inequality in health.

INTRODUCTION
The COVID-19 outbreak was reported in December 2019, with the first case emerging in Wuhan,
China. The World Health Organization (WHO) declared COVID-19 an international public health
emergency on January 30, 2020, and a pandemic on March 11, 2020. It has been reported that the
coronavirus spread very rapidly to low, middle and high-income countries, making the failures of
the health systems of the countries visible, and increasing inequalities with different dimensions
by disproportionately affecting the social, economic and political structures of the countries
(Ekpenyong & Pacheco, 2020; Siu, 2021). Health inequality refers to preventable situations that
develop due to social and economic conditions or inadequate health systems and negatively affect
human health. Health inequalities are investigated according to race/ethnicity, gender, education,
income status, occupation, and social dimensions (Arcaya et al., 2015; Barreto, 2017). Inequalities
negatively affect all countries and increase the burden of disease by making it difficult to prevent
and manage infectious diseases, especially in developing countries (Siu, 2021). It has been
emphasized that COVID-19 is a major health crisis for all countries since World War II. In line
with the pandemic, inequalities between countries continue to increase (Ahmed et al., 2020; Keys
et al., 2021). It has been reported that there is a need for fair distribution of resources and urgent
internationally coordinated action to prevent increased COVID-19-related inequality worldwide
and to reduce its negative impact seen in low-income countries(United Nations Human Right
Office of the High Commissioner, 2020).

Vaccines produced to prevent and control the pandemic continue to be a hope for people.
As soon as their production, however, most of the vaccines were purchased by rich countries,
which led to a debate about vaccine inequality and vaccine nationalism. It is stated that the
priorities in vaccination are not determined according to public health principles and that the

income of countries is effective in the distribution of vaccines. Following the vaccine production,
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it was stated that high-income countries purchased 53% of COVID-19 vaccines in the first three
months of 2021, and vaccinated 25% of their own population, compared to less than 1% of
vaccination in low-income countries (Eslava-Schmalbach et al., 2021; Forman & Kobhler, 2020;
Suetal., 2021). It has been stated that income inequality, vaccine production, vaccine distribution,
patents, failure to manage vaccine priorities well, unfair attitudes, and ideological and nationalist
approaches to vaccination were effective in the formation of inequalities related to COVID-19
vaccines seen in countries (Arcaya et al., 2015; Bolcato et al., 2021; Perry et al., 2021; Su et al.,
2021). On the other hand, it has been emphasized that factors such as the social-economic structure
of the countries, ethnic, religious, and minority groups, access to the country's health system and
health services, poverty, and health labor force cause inequalities in vaccination (Njoku et al.,
2021; Okoi & Bwawa, 2020; Sina-Odunsi, 2021). Therefore, during the COVID-19 epidemic, the
inequalities that became more evident within countries and in the countries, has led to the
emergence of different inequalities in health by the vaccination of COVID-19. It has been reported
that during the COVID-19 vaccine production phase and afterwards, some countries with high
incomes first purchased most of the vaccines produced with the understanding of my nation. It has
been reported that this situation will have negative effects on the global health system, as it will
increase the inequality in countries due to the inequality experienced in the COVID-19
vaccination, as well as cause discussions on vaccine nationalism in the world. This situation has
negatively affected vaccination priorities and access to COVID-19 vaccines in the world, leading
to an increase in inequalities between countries. On the other hand, it has been observed that
inequalities in COVID-19 vaccination in some countries have become more pronounced in
disadvantaged groups in vaccination. For example, in England and the United States, ethnic
inequalities were seen in COVID-19 vaccination and vaccination rates in other religious and black
groups were lower than in whites (Bolcato et al., 2021; Watkinson et al., 2022).

In the fight against COVID-19, it has been emphasized that public health principles and
human rights are important in reducing inequality. The UN Human Rights Office stated that access
to COVID-19 vaccines is a human right without economic discrimination and announced to all
countries that vaccines should be considered globally public domain and that vaccine distribution
should be determined according to public health priorities and that everyone should have access
to vaccines without discrimination (United Nations Human Right Office of the High

Commissioner, 2020). However, public health and human rights approaches have not been
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effective in determining vaccination priorities between countries during the vaccination.
Inequalities in access and distribution of vaccines between countries in COVID-19 vaccination
continue to increase. It has been reported that there are significant disparities in access to the
vaccine between countries in COVID-19 vaccination, and between groups vaccinated in some
countries. This study was conducted to evaluate the reflections of health inequalities in the
COVID-19 vaccination process and the opinions and recommendations of health care
professionals.

The research sought answers to the following questions.
- According to health workers, is there inequality between countries in the COVID-19 vaccination
process?
- What are the causes of inequality between countries in the COVID-19 vaccination process,
according to healthcare professionals?
- What are the recommendations of healthcare professionals on preventing the COVID-19

vaccination inequality?

2. RESEARCH METHODOLOGY

This study has a descriptive research design. The research was carried out between 22 November-
2021 and 14 January 2022 in two provinces located in eastern Turkey. The study population
consisted of all health personnel working in public health institutions in Tunceli and Mus
provinces. The study samples consisted of a total of 344 health care professionals (physicians,
nurses, midwives, health officers, health technicians) who volunteered to participate in the research
between the dates of the study.

The research data were collected using a questionnaire developed by the researcher in line
with the literature (Forman & Kobhler, 2020; Keys et al., 2021; Su et al., 2021; United Nations
Human Right Office of the High Commissioner, 2020). A pilot study was conducted on ten
healthcare workers who were not included in the study before the study data were collected. Two
questions that were not clearly understood were changed and the questionnaire was given its final
form. The first part of the two-part questionnaire consisted of six items about the socio-
demographic characteristics of health care professionals, while the second part consisted of seven
items about the views of health care professionals on health inequalities during the COVID-19

vaccination. Research data were collected online using google forms. The survey link prepared
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with Google Forms was submitted by the researcher to the health care professionals with the help
of health institution managers in order to collect research data online. The obtained research data
were analyzed by using number, mean and percentage in the computer aided program.

Before starting the study, ethical approval (No: E.15447) was obtained from the Munzur
University of Non-Interventional Research Ethics Committee with decision No:15/7, 23 June
2021-16014.

3. FINDINGS

The mean age of the health care professionals was 34.3+8.5 years, 62.5% was female, 48% had a
Bachelor's degree, 49.1% was a nurse, 14% was general practitioner, 12.5% was a midwife, and
57.3% had an unbalanced income (Table 1).

Table 1. Introductory characteristics of the health care professionals

Characteristics N %
Age (X£SD) 34.3+8.5 (Min=19, Max=61)
Gender

Female 215 62.5
Male 129 375
Education status

High school 22 6.4
Vocational school 74 21.5
Bachelor degree 165 48.0
Master degree 68 19.7
Doctorate 15 4.4
Occupation

Nurse 169 49.1
General practitioner 48 14.0
Health technician/technician 45 13.1
Midwife 43 12.5
Health officer 27 7.8
Specialist physician 12 35
Perceived average income

Low 197 57.3
Balanced 108 31.4
High 39 11.3

Of the health care professionals, 95.9% reported inequality between countries during the COVID-
19 vaccination, 97.1% reported that access to vaccines is a human right, and 96.5% reported that
everyone should have access to vaccines without discrimination. According to the health care
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professionals, reasons for the inequality between the countries during the COVID-19 vaccination
process include failure to release vaccines in the public domain (86.3%), the income of the
countries (84.3%), failure to determine vaccination priorities according to public health rules
(77.9%), the dominance of profit-oriented companies in the vaccine production and sales (68.3%),
lack of vaccine production in some countries (61%), political structures and regimes of countries

(54.6%), and failure of profit-oriented companies to act responsibly in relation to vaccine

production and access (50.6%) (Table 2).

Table 2. Opinions of health care professionals about the inequalities in COVID-19 vaccination

Characteristics N %

The inequality between countries during the COVID-19 vaccination

Yes 330 95.9

No 14 4.1

Believing that access to vaccines is a human right

Yes 334 971

No 10 2.9

The idea that everyone should have access to vaccines without discrimination

Yes

No 332 965
12 35

The reasons for the inequality between countries in the COVID-19 vaccination process *

Vaccines produced are not considered globally public domain 297  86.3

Incomes of countries 290 84.3

Failure to determine vaccination priorities according to public health rules 268 77.9

The dominance of profit-oriented companies in the vaccine production and sales

Lack of vaccine production in some countries 235 68.3

Political structures and regimes of countries 210 61.0

Failure of profit-oriented companies to act responsibly in relation to vaccine production and 186 54.6

access 174  50.6

* Number of multiple respondents

According to the health care professionals, inequality in COVID-19 vaccination can be prevented
by increasing cooperation between countries (69.2%), delivery of vaccines to everyone without
discrimination, in accordance with human rights and public health rules (66.3%), meeting the
urgent needs of developing countries by the international community (64.8%), transparent sharing
of data between countries (62.2%), establishing a global fund to reduce the negative impact on
developing countries (59.9%), ensuring that developed countries assume the initiative in solving
urgent health problems by providing financial support to international institutions (57.3%). In
addition, the health care professionals reported that inequalities in the COVID-19 epidemic can be

reduced by releasing vaccines into the public domain and fair delivery of vaccines globally
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(47.3%), the help provided by high-income countries to developing countries (44.8%), and
foundation of a global health system so that all people have access to basic health services (39.2%)
(Table 3).

Table 3. Opinions and recommendations of health care professionals to prevent and reduce

inequalities in COVID-19 vaccination

Recommendations on preventing inequality in COVID-19 vaccination* n %
Increasing cooperation between countries 238 69.2
Delivery of vaccines to everyone without discrimination, in accordance with human rights

and public health rules 228 66.3
Meeting the urgent needs of developing countries by the international community 223 64.8
Transparent sharing of data between countries 214 62.2
Establishing a global fund to reduce the negative impact on developing countries 206 59.9
Ensuring that developed countries assume the initiative in solving urgent health problems

by providing financial support to international institutions 197 573
Recommendations for reducing inequality during the COVID-19 pandemic*

Releasing vaccines into the public domain and fair delivery of vaccines globally 167 473
Aid by high-income countries to developing countries 154 448
Foundation of a global health system so that all people have access to basic health services 135  39.2

* Number of respondents giving more than one answer

4. DISCUSSION

Gini coefficient indicates the income inequality between high- and low-income countries and
shows that low-income countries and disadvantaged groups often need external support to meet
their needs and in the solution of urgent health problems. From the past to the present, pandemics
have caused high morbidity and mortality due to inequality in disadvantaged communities.
COVID-19, which spread all over the world in 2020, continues to have devastating effects on
human health through the increasing inequalities between countries (Bambra et al., 2021; Barreto,
2017; Rodriguez-Bailon, 2020). Statistically significant increases in mortality rates due to income
inequality and the spread of COVID-19 have been reported among OECD countries(Wildman,
2021). According to the Office for National Statistics, when mortality rates were compared in the
most deprived areas of England with those in better economic regions, it was reported that there
were twice as many deaths from COVID-19 in most deprived areas (Haynes, 2020). It has been
stated that there is inequality between races in access to resources such as social and economic
conditions, housing, nutrition, health care, masks, and decontamination in the United States (Njoku

et al., 2021) and that income distribution and race are two factors that have been effective in
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increased inequality during the pandemic in South Africa (Mubangizi & Mubangizi, 2021; Nwosu
& Oyenubi, 2021). In a study of Arab countries, however, it was emphasized that health systems
are not adequately equipped to meet health needs (Hasan, 2021). It has been reported that status,
age, education, disability, race, ethnicity, caste, tribe, religion, class, profession, and income status
are the effective factors in the health inequalities (Seddighi, 2020). It has also been emphasized
that public health practices and a human rights-based approach will be effective in ensuring
equality and social justice in preventing and controlling the epidemic (Cheshmehzangi, 2022;
Mubangizi & Mubangizi, 2021). In this study, health care professionals believe that inequality is
caused by similar reasons, such as countries' income levels, and failure to determine vaccination
priorities according to public health rules.

Vaccines play an important role in the control of infectious diseases. COVID-19 vaccines
developed to combat the epidemic have been the most effective method in the fight against the
disease so far. However, there are inequalities in the development, production, licensing, cost,
availability, distribution, and prioritization of vaccines between countries (Mathieu et al., 2021;
Nafilyan et al., 2021; Njoku et al., 2021; Radenovic¢ et al., 2022). In this study, almost all health
care professionals reported that there was inequality between countries in access to COVID-19
vaccines. The reasons for the inequality were also reported as vaccines are not considered to be in
the global public domain, countries' income, vaccination priorities, which are not determined
according to public health rules, lack of vaccine production in some countries, and domination of
profit-oriented companies in the production and sale of vaccines. It has been reported that
significant disparities in the production and distribution of coronavirus vaccines between countries
and within the countries themselves have affected vaccination (Mathieu et al., 2021; Nafilyan et
al., 2021; Radenovic et al., 2022) The fact that some countries stockpiled the COVID-19 vaccines
they produced and the vaccines they purchased from other vaccine-producing countries has
negatively affected the vaccination prioritization and the access of countries in need to the vaccine
(Bolcato et al., 2021). Despite the commitments of the European Union countries about making
the COVID-19 vaccines public domain globally, it has been stated that public health principles
have been ignored in the distribution of vaccines and that the income of countries has been
effective in the distribution of vaccines. For example, as of April 9", 2021, 40% of the 726 million
doses of COVID-19 vaccine administered worldwide were administered by 27 rich countries in

the world, and only 1.6% of the vaccine was administered in low-income countries (Forman &
_______________________________________________________________________________________________________________|
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Kohler, 2020; Van De Pas et al., 2022). It has been observed that there are great differences in
vaccination rates between countries after COVID-19 vaccine production. It has been reported that
the most important reason for this difference is the income of the countries. It has been stated that
countries such as Israel, United Arab Emirates, United Kingdom, United States of America and
Bahrain, which started vaccination, are high-income countries. For example, as of April 7, 2021,
the cumulative number of vaccine doses administered to 100 people was 118% in Israel, while it
was reported to be less than 0.1% in countries that have just started vaccination campaigns such
as Mali, Namibia and Brunei (Mathieu et al., 2021). According to the literature review, the social-
economic conditions, ethnicity, and gender were the most effective factors in the vaccination of
adults (Perry et al., 2021). A study conducted in the UK reported that there are large differences
in COVID-19 vaccination rates between ethnic and religious groups. The first dose vaccination of
elderly people over the age of seventy living in the country was compared and the vaccination
rates were lower in Black Caribbean, Black African, Bangladeshi and Pakistani than white British
(Nafilyan et al., 2021). In another study, when the first dose of COVID-19 vaccines administered
to more than 195 million people in the United States were compared by race and ethnicity, it was
seen that non-Hispanic white Americans ranked first, 60.3% of those vaccinated (Njoku et
al.,2021). In Pakistan, however, it has been observed that conspiracy theories and anti-vaccine
religious leadership negatively affected vaccine hesitancy, and caused inequality between groups
in access to vaccines due to the lack of sufficient COVID-19 vaccines in the country (Perveen et
al., 2022). In order for the fair distribution of vaccines in countries, it has been stated that
transparent planning should be carried out in proportion to the health status and population of all
countries, as well as the social and economic structure of all countries (Bolcato et al., 2021).
COVID-19 Vaccines Global Access (COVAX) initiative aims to reduce inequalities in
vaccinations of high-risk groups in high-income and low-income countries. However, due to the
fact that high-income countries purchased a high amount of vaccines, low- and middle-income
countries have been negatively affected regarding access to the vaccine through COVAX. In
summary, it has been reported that the COVAX initiative is not carried out effectively and
efficiently for reasons such as pricing, payment, patent, production, delivery, and management of
vaccines(Eslava-Schmalbach et al., 2021; Su et al., 2021). Therefore, it has been stated that it will
be important for potential vaccine manufacturers and patent holders and vaccine producing

countries to reach an agreement under the leadership of the World Trade Organization and the
I ——

BAS 239



International Journal Health Management and Tourism https://dergipark.org.tr/tr/pub/ijhmt

World Health Organization for global public health and for fair and effective access to vaccines
(Van De Pas et al., 2022).

In this study, almost all health care professionals agreed that vaccination is a human right
and all people should have access to a free vaccination. It has been stated that it is important to
increase cooperation between countries, deliver vaccines to everyone in accordance with human
rights and public health without discrimination, meet the urgent needs of developing countries by
the international community, share data transparently between countries, establish a global fund
to mitigate negative effects on the developing countries, and to ensure that developed countries
assume the initiative in solving urgent health problems by providing financial support to
international institutions for the elimination of inequality in access to vaccines. It has also been
reported in the literature that access to vaccines is a human right and that it is necessary to ensure
that COVID-19 vaccines are accessible to everyone, in accordance with the principles of public
health and human rights in the distribution of vaccines and vaccination prioritization (United
Nations Human Right Office of the High Commissioner, 2020). It has been stated that only one-
third of the World Health Organization (WHO) member states have strong public health capacity
and that the health systems of the remaining countries are insufficient and fragile (Kluge et al.,
2018; Taylor et al., 2020). On the other hand, it was emphasized that countries with a strong
preventive health services infrastructure have achieved significant gains in the fight against the
epidemic. For example, Cuba's strong National Health System and its primary health care
guarantee an effective and fair response to COVID-19 with its egalitarian principle based on
universal, free health insurance (Bermejo et al., 2021). During the pandemic, it has been
emphasized that countries with strong health systems are more advantageous in solving the
problems experienced due to the epidemic, and it was reported that low-income countries with
poor health systems, which are further negatively affected by the pandemic, need the support of
the international community and institutions in solving their health problems (Ahmed et al., 2020;
Spencer et al., 2020; United Nations Human Right Office of the High Commissioner, 2020). It has
been stated that international cooperation and global cohesion should be strengthened in the
solution to the pandemic crisis. In addition, it has been stated that international cooperation and
global solidarity, strengthening the global economy, strengthening global health security, and
health systems, and addressing inequalities are necessary in order to achieve the global health goals

(Taghizade et al., 2021).
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In this study, the health care professionals reported that inequalities in the COVID-19
epidemic can be reduced by releasing vaccines into the public domain and fair delivery of vaccines
globally, help provided by high-income countries to developing countries, and foundation of a
global health system so that all people have access to basic health services. It has been stated in
the literature that special vaccination approaches should be developed in disadvantaged
communities to reduce inequality in vaccination (Perry et al., 2021). It has been emphasized that
the commitments made to strengthen the global health system have largely failed to be fulfilled.
In line with the COVID-19 pandemic, the world's most vulnerable groups have experienced
inequality in access to resources, and that resources were disproportionately allocated to privileged
power elites, disproportionately exposing inequalities not only globally, but also regionally and

locally (Shamasunder et al., 2020).

4. CONCLUSIONS AND RECOMMENDATIONS

The research results showed that almost all health care professionals believe that there is inequality
between countries during the COVID-19 vaccination and that COVID-19 vaccines should be
delivered to everyone without discrimination. The reasons for the inequality between countries
were reported as the failure to provide vaccines in the public domain globally, the income of the
countries, vaccination priorities that are not determined according to public health rules, lack of
vaccine production in some countries, and domination of profit-oriented companies in the
production and access of vaccines. In line with these findings, it is recommended to strengthen the
international common approach to people's global health security, develop public health practices,
implement policies based on human rights, and deliver vaccines fairly to everyone regardless of

their income.
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