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IF NOT NOW, WHEN? THE PANDEMIC
AND POLICY TRANSFORMATION
BEYOND THE TIME OF COVID-19
By Matt Rose, Annette Gaudino, and Suraj Madoori

T

he sum of human actions that combine to write historical
narratives cannot always be understood while still in the
midst of crisis and shock. The COVID-19 pandemic’s
shock across all aspects of American life has inevitably led to
the unveiling of systemic fractures in public health and social
safety nets, creating an unprecedented challenge for elected
officials across the country—and has resulted in a call for bold
new policy making, coordination, and resources across all
levels. While the pandemic is revealing long-standing systemic
inequities, it remains to be seen whether the crisis will finally
force us to radically rethink policy making and resource
allocation, and transform our approach to global and
domestic public health altogether. For veteran health justice
activists, the current openness to consider and implement
proposals previously labeled “radical” raises the question:
if these policies are appropriate to address COVID-19, why
not for other infectious diseases or chronic conditions? In a
global crisis, what else is required to overcome partisanship,
incrementalism, and nationalistic insularity?

The signs of a failing system have come into clear focus:
The novel coronavirus’s impact has not been felt equally. An
inability to isolate—whether due to incarceration, performing
so-called essential work (e.g. providing food, direct care,
etc.), or poverty (lack of a permanent home or crowding
in substandard housing)—significantly increases the risk of
exposure and infection. Those who are incarcerated or
in essential jobs are overwhelmingly the poorest and are
disproportionately Black, Latinx, and Indigenous.1, 2As has
been the case with other medical crises and conditions,
innovations and medical breakthroughs have not been
designed or delivered accessibly and affordably to all.
Almost immediately, increased risk was reframed around groups
seen as disposable groups: older people and those with preexisting conditions. Blame for viral transmission was cast along
racial and ethnic lines, as experienced by Chinese American
and Orthodox Jewish communities.3,4 As the outbreak spun

out of control, incomplete evidence and conflicting messages
from public health officials led to the undermining of social
distancing measures . A significant minority of Americans reject
masks and other emergency measures altogether—sometimes
violently—as assaults on individual freedom, opening a new
front in partisan culture wars that overlapped frighteningly
with the backlash against calls to end anti-Black structural
oppression and police brutality.5

T

he worldwide loss of life, income, and livelihoods
because of COVID-19 is arguably unprecedented in
its sudden onset and breadth. Structural inequities have
been exposed in the most brutal terms: the economic status
quo underpays the labor force needed to sustain life and
well-being, and provides neither protection nor rescue to
those whose labor is deemed non-essential during the crisis.
In the U.S., tens of millions were left to face unemployment
with no functioning system to provide replacement income
or food relief. In India, millions were sent on forced marches
back to their places of origin in order to “shelter in place.”6
Private monopolists reaped billions, while pharmaceutical
corporations received billions in public funds with limited or
no oversight or conditions.7,8 Promised free tests, treatments,
and vaccines have not materialized, while “surprise” bills in
the thousands hit Americans with health insurance, and lack of
coverage keeps others away from testing and care.9 Yet, as of
this writing, in the U.S. no legislation to address the upstream
drivers of high health care prices has been considered, and
neither presidential candidate has affirmed the human rights
to health care and the benefits of science.
While the devastating disruption to economic activity may be
unique to COVID-19, the cycles of denial, fear, marginalization,
polarization, and backlash are depressingly reminiscent of the
early years of the AIDS pandemic. Not only have we seen
a return to the ugly normalization of mass death for those
deemed less worthy, but rather than apply the lessons of HIV
and leading with honest, clear communication that seeks
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to educate about the relative risks of different activities and
empower people to protect their communities, law enforcement
and public shaming formed the central pillars of the response.
Predictably, this has deepened racial disparities, with the
New York Police Department arresting Black people for not
wearing masks in some city neighborhoods while handing out
masks to White sunbathers in others (and with police routinely
going without masks themselves).10
As the U.S. continues to allow structural disparities to
disproportionately kill, the politicization of the crisis extends
to research and development, manufacturing, and access
to prospective treatments and vaccines. News reports of
interference by executive branch authorities in all aspects of
the COVID-19 response are too numerous to cite completely.11
And as U.S. states and localities were left to battle among
themselves for scarce resources, national leadership escalated
a zero-sum game, pitting nation against nation. This patchwork
application of policies continues to have limited effect in
slowing the pandemic and will inhibit the global recovery.
We see this starkly in the U.S.’s announced withdrawal from
participation in and funding for the World Health Organization
(WHO) (see Lovinger, p. 17), but it is also found in the U.S.
government’s prospective purchasing agreements with vaccine
manufacturers, forgoing the WHO-led technology pool.12
Another particularly concerning undercurrent in the COVID-19
pandemic is a pattern of high-income countries leveraging
public health research and development (R&D) investments
that are meant for the common good to the exclusive benefit
of their citizens. Instead, we need a systems approach that
brings the world’s diversity of experience to bear, rather
than concentrating R&D and its fruits in rich countries. For all
countries, the best national defense is a robust health and
innovation system resourced to meet the needs of the people,
including people beyond a country’s borders.
Tuberculosis (TB) offers an important illustration: the U.S.
government contributes 60 percent of public expenditures
for R&D for TB, which kills more people every year than
any other infectious disease.13 This funding has led to gamechanging tools, including shorter treatment for TB, the TB
preventive therapy 3HP, the GeneXpert diagnostic platform,
and bedaquiline treatment for antibiotic-resistant TB. Programs
funded through the U.S. Agency for International Development
(USAID) and the President’s Emergency Plan for AIDS Relief
(PEPFAR) implement these tools broadly in low- and middleincome countries in the name of “global health security,”

recognizing that supporting and coordinating with countries
to help stem epidemics protects high-income countries of from
experiencing emerging epidemics as well. This cooperative
paradigm of shared health diplomacy has existed for years
in global health, and it has been applied across a variety of
infectious diseases.
During the current crisis, however, the U.S. and other highincome countries have invariably chosen nationalism over
cooperation, flexing their fiscal power to hoard and prepurchase scarce public health goods, without equitable
allocation and affordable pricing for low- and middle-income
countries. Many of these products and tools are underwritten
by high-income countries, breeding a sense of entitlement to
be “first in queue” to access emerging tools that are funded by
their government and taxpayers.
COVID-19 has highlighted the routine reaping of private
profits underwritten by public funds. One striking example is
the U.S.-based diagnostic manufacturer Cepheid Inc.—maker
of the above-mentioned GeneXpert diagnostic platform, which
has set the price for its Xpert Xpress SARS-Cov-2 cartridge at
an unaffordable $20 per test for 145 low- and middle-income
countries. The company received $3.7 million in public
funding through the U.S. government’s Biomedical Advanced
Research and Development Authority (BARDA).14 The SARSCoV-2 cartridge uses the company’s existing diagnostic
platform, which itself was scaled up and implemented in lowand middle-income countries using U.S. government support.
Negotiations through the WHO’s Diagnostics Consortium
have secured volume commitments for four months’ worth of
COVID-19 diagnostics supplies for low- and middle-income
countries. However, Médecins Sans Frontières contends that
companies such as Cepheid are not using the full extent of
their manufacturing capabilities and that high-income countries
are effectively cornering the market by buying up available
supplies at the price set by the company.15
Despite long-standing and emerging structural and systemic
inequities surfacing as a result of the pandemic, the opportunity
remains to advance policy change. Governments must remake
partnerships and bilateral aid to undo colonial power dynamics
and build national public health sovereignty. Accountability
and transparency must be attached to public investments
received by private entities charged with developing public
health tools. Communities should strategically advance the
right to science and health; the “business as usual” approach
has clearly not worked.
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Table 1: Progressive U.S. Policymaking and Legislation to Address COVID-19
Bill Title and Number
Coronavirus Aid, Relief,
and Economic Security
Act (CARES Act), H.R.
748

COVID Community
Care Act, H.R. 8192

Bill Summary


P rovided critical funds to shore up public health
programs and health systems in response to COVID-19.



Included significant funding to Department of
Health and Human Services research agencies,
the National Institutes of Health/National Institute
of Allergy and Infectious Diseases, and the Biomedical
Advanced Research and Development Authority
(BARDA) to pursue product development of medical
countermeasures for COVID-19 and contract with
the private sector in the development and production
of tools.

COVID-19 Emergency
Production Act, H.R.
7018
COVID-19 Emergency
Manufacturing Act of
2020, H.R. 7113 and
S. 3847

Taxpayer Research and
Coronavirus Knowledge
Act of 2020, H.R. 7288
and S. 4539

Make Medications
Affordable by
Preventing Pandemic
Price Gouging Act of
2020, H.R. 7296 and
S. 4439



 dd stronger accountability and transparency measures
A
attached to federal grants and funding of therapeutics,
diagnostics, and vaccines development and manufacturing
issued to the private sector.



 equire a parallel true cost of goods analysis be submitted
R
to the federal government detailing expenditures on
products and manufacturing scale-up
that uses funding from the CARES Act.



 reate additional backup measures such as invoking
C
the Bayh-Dole Act to issue compulsory licensing in the
case of unaffordable price-setting by product developers.



T hese bills would provide emergency supplemental
appropriations and grants aimed at implementing
comprehensive public health programs to address
COVID-19 in medically underserved communities
hit hard by the pandemic. This would include testing
and culturally competent care.



E xtend legislative provisions requiring publication of
a comprehensive strategy toreduce health and health
disparities related to COVID-19 across race, economic
status, and other demographics to other infectious
diseases, with targeted funding to alleviate these
disease burdens.



 .R. 6609 would require the government to issue
H
purchase orders for necessary components and
supplies to conduct COVID-19 testing under the
Defense Production Act of 1950 (DPA).





 .R. 7018 would allow the government to establish
H
a “fair and reasonable price” for COVID-19
supplies produced under the DPA and for the federal
government to coordinate distribution to states
based on need.

 reate a mechanism for public health programs to report
C
a broad and flexible list of vulnerable supply chains for
other infectious diseases of public health concern, to
rapidly authorize the use of the DPA to mitigate shortfalls
and stockouts in critical public health products.



 llow for fallback measures such as compulsory licensing
A
if the private sector does not comply with DPA requests.



P rovide funding to scale up domestic manufacturing and
supply chains for active pharmaceutical ingredients and
other materials.



 reate stronger penalties for noncompliance in reporting
C
information from private sector entities that are receiving
public funds.



 se this precedent to establish a similar database for other
U
critically important drugs, diagnostics, and vaccines of
public health significance that were also publicly funded,
with future government contracts and incentives baked in
requiring the disclosure of such information.



L imit the application of “trade secrets” in the submission
of such information.



E stablish and confirm policy mechanisms to reclaim
any licenses or patents for noncompliance.



 mendments or other measures should be made to
A
prevent monopolies and price gouging on additional
medicines that are of public health interest, especially
those in short supply. This bill should also encourage or
require manufacturers to pledge their intellectual property
and licenses to structures being set up globally, including
the WHO COVID-19 product pool and the Access to
COVID-19 Tools Accelerator’s vaccine pillar (COVAX).

COVID-19 Health
Disparities Action Act
of 2020, H.R. 8203
and S. 4262
Immediate COVID
Testing Procurement Act,
H.R. 6609

Proposed Improvements



 .R. 7113 would establish an Emergency Office
H
of Manufacturing for Public Health to coordinate
manufacturing of key components for critical public
health products for COVID-19, as well as to negotiate
pricing with manufacturers.



T his bill would establish a federal database of
information detailing federal/public investment in
and support for biomedical research and development
for COVID-19 products.



Information listed would include any funding received,
tax benefits, incentives, patent filings, etc. for a range of
products for treatment and prevention of COVID-19.



 ould require any COVID-19 drug that has received
W
federal support and public funding in its development
to be affordable and accessible, with the aim of
preventing monopolies and price gouging by
private industry.



 alls for nonexclusive licensing, with a “reasonable
C
royalty” paid to the patent holder.



 ould require “reasonable pricing” to facilitate
W
global access.



 eporting requirements would include manufacturer
R
expenditures on materials and manufacturing, R&D
costs, total amount of government support received,
and other federal benefits (tax credits, incentives).
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Old progressive policy ideas are new again and are being
introduced at an increasingly fast clip in the U.S. and globally.
Israel’s health minister, for example, issued a compulsory
license for lopinavir/ritonavir, an HIV antiretroviral medication
for the purposes of treating COVID-19 after manufacturer
Abbvie failed to commit quantities of its version, Kaletra, for the
country. In a domino effect, other countries are following suit:
Canada, Chile, Ecuador, and Germany are some of the few
that are opening their patent policy to allow for compulsory
license strengthening, particularly in the COVID-19 context.16
The pandemic places the Australian government in a position
to consider invoking the recently updated Crown Use Act,
which its strengthened provisions authorizes the government
to override patents for public health products.17 Abbvie later
suspended its intellectual property on lopinavir/ritonavir as a
result of Israel’s bold move.18
Policymakers are attempting to advance similar policies
in the U.S. (see Table 1), where legislators are scrambling
to strengthen health systems in testing and care, as well as
to ensure the availability and affordability of COVID-19
therapeutics and vaccines that were publicly funded
(predominately by the CARES Act and other stimulus bills).
However, an important feature of these proposed progressive
policies is that these measures are temporally specific to the
current pandemic.
But the fact that policymakers are introducing concepts that
have been historically called for by activists, particularly in
the Access to Medicines movement, is a strong indication
that policy makers may finally be receptive to these concepts
and ideals, and breaking the partisan divide. It is up to us
as a community of advocates and activists to make the case
that these temporary fixes be made permanent, to transform
public and global health responses for future pandemics and
for the current HIV, TB, hepatitis C virus, and other infectious
disease epidemics.
We cannot predict the next potential pandemic. But we can
prepare the R&D pipeline and strengthen health systems now
to better respond to outbreaks before they become pandemics.
We know that the TB response helped with the HIV response,
the HIV response helped with the Ebola response, and the
Ebola response helped with the COVID-19 response. But we
have to bring this learning to scale to make sure it reaches all
countries, as well as the most vulnerable within each country.

This takes bold, transformative policy making to counter rising
nationalism in public health and to promote global good.
We must identify the barriers that have slowed our response
to previous pandemics and not repeat those hard lessons.
Transformation must penetrate multiple levels. Returning
to the increased relative risks from COVID-19 because of
comorbidities: in order to treat cardiovascular disease, for
example, affordable access to primary care and medications
is required. The food system, recreational spaces, air quality,
and education all must be considered and remade in order
to address cardiovascular disease in a South Side Chicago;
a Bronx, New York; or a Southeastern Washington D.C.
neighborhood. We can only end the COVID-19 pandemic,
and be prepared for the next pandemic, when we use radical
policy making to address the status quo that keeps us so
vulnerable to so many other harms.
Matthew Rose is the Director of U.S. Policy & Advocacy at
Health GAP and based in Washington D.C.
Endnotes
1. Gould E., Wilson V. Report: Black workers face two of the most lethal preexisting
conditions for coronavirus—racism and economic inequality. Economic Policy
Institute. 2020 June 1. https://www.epi.org/publication/black-workers-covid/
2 . Guo. E. “As Covid-19 cases in prisons climb, data on race remain
largely obscured”. STAT News [internet]. 2020 August 20.
https://www.statnews.com/2020/08/20/covid19-prisons-race-ethnicity-data/
3. Ruiz N., Horowitz J., Tamir C. “Many Black and Asian Americans say they
have experience discrimination amid the COVID-19 outbreak.” Social and
Demographic Trends - Pew Research Center. 2020 July 1. https://www.
pewsocialtrends.org/2020/07/01/many-black-and-asian-americans-say-theyhave-experienced-discrimination-amid-the-covid-19-outbreak/
4. Bellafante, G. “When Covid Flared Again in Orthodox Jewish New York.”
The New York Times [internet]. 2020 October 8.
https://www.nytimes.com/2020/10/05/nyregion/orthodox-jewish-nyccoronavirus.html
5. Pancevski B., Douglas J. “Masks could help stop coronavirus. So why
are they still controversial?” Wall Street Journal [internet]. 2020 June 29.
https://www.wsj.com/articles/masks-could-help-stop-coronavirus-so-why-are-theystill-controversial-11593336601
6. Biswas S. “Coronavirus: India’s pandemic lockdown turns into human tragedy.”
BBC News [internet]. 2020 March 30.
https://www.bbc.com/news/world-asia-india-52086274.
7. Neate R. “Billionaires’ wealth rises to $10.2 trillion among Covid crisis.”
The Guardian [internet]. 2020 October 6.
https://www.theguardian.com/business/2020/oct/07/covid-19-crisis-boosts-thefortunes-of-worlds-billionaires
8. Public Citizen (Press Release). Public Citizen tracker finds taxpayers have
funded $6 billion in coronavirus treatment, vaccine development. 2020 July 16.
https://www.citizen.org/news/public-citizen-tracker-finds-taxpayers-have-funded6-billion-in-coronavirus-treatment-vaccine-development/

tagline Vol. 27, No. 2, November 2020

9. K
 liff S. “Coronavirus tests are supposed to be free. But surprise bills come
anyway.” New York Times [internet]. 2020 September 9. https://www.nytimes.
com/2020/09/09/upshot/coronavirus-surprise-test-fees.html
10. S
 outhall A. “Scrutiny of social-distance policing as 35 of 40 arrested are
Black.” The New York Times [internet]. 2020 May 7. https://www.nytimes.
com/2020/05/07/nyregion/nypd-social-distancing-race-coronavirus.html.
11. M
 urray P. “SOS political interference tracker.” Medium [internet]. 2020
October 11. https://medium.com/@PattyMurray/sos-political-interferencetracker-28be063ab8e9
12. Kliff S. “The U.S. commits to buying millions of vaccine doses. Why that’s
unusual.” The New York Times [internet]. 2020 July 22. https://www.nytimes.
com/2020/07/22/upshot/vaccine-coronavirus-government-purchase.html.
13. T reatment Action Group. Tuberculosis research funding trends 2005–2018.
New York: 2019. https://www.treatmentactiongroup.org/resources/tbrdreport/tbrd-report-2019/.
14. U.S. Department of Health and Human Services (Press Release). HHS,
DoD collaborate with Cepheid on rapid diagnostics to detect coronavirus
infections. 2020 March 22. https://www.phe.gov/Preparedness/news/
Pages/coronavirus-cepheid-22March20.aspx.

15. M
 édecins Sans Frontières (Press Release). Diagnostic company Cepheid
charging four times more than it should for COVID-19 tests. 2020 July 28.
https://www.msf.org/diagnostic-company-cepheid-charging-more-it-shouldcovid-19-tests.
16. M
 ullin J. “Lengthening patent terms by 10 years is exactly the wrong response
to COVID-19.” Electronic Frontier Foundation. 2020 April 8. https://www.eff.
org/deeplinks/2020/04/lengthening-patent-terms-10-years-exactly-wrongresponse-covid-19.
17. Madar S., O’Connell K., Bouvier S., Frydman SJ. “Patent rights during
COVID-19 – can the Government step in?.” King & Wood Mallesons blog.
2020 April 3 (cited 2020 October 20).
https://www.kwm.com/en/au/knowledge/insights/patent-rights-during-covid19-can-the-government-step-in-20200403
18. Blankenship K. “Abbvie gives up patent rights to HIV med Kaletra amid
COVID-19 tests: report.” Fierce Pharma. 2020 March 23. https://www.
fiercepharma.com/pharma/abbvie-gives-up-patent-rights-to-hiv-med-kaletraamid-covid-19-tests-report.

