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FOURTH RESPONDENT’S AFFIDAVIT 
 

 
 
I, the undersigned,  

 
SALIM SAFURDEEN ABDOOL KARIM 

 
do hereby make oath and say that: 
 

1 I am an adult male clinical epidemiologist who has been undertaking research 

and working in the field of infectious disease control for the past 30 years.  

2 The facts contained in this affidavit are true and, save where the contrary appears 

from the context or is otherwise stated, are within my personal knowledge.  

3 I am currently employed as the Director of the Centre for the Aids Programme of 

Research in South Africa (CAPRISA) at the Doris Duke Medical Research 

Institute of the Nelson R Mandela School of Medicine, University of 

KwaZuluNatal. I am also the Pro Vice-Chancellor (Research) at the University of 

KwaZuluNatal. 

4 In addition, I hold the following positions internationally: 

4.1 CAPRISA Professor in Global Health in the Department of 

Epidemiology at Columbia University, New York, USA; 

4.2 Adjunct Professor in Immunology and Infectious Diseases at Harvard 

University, USA; and 
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4.3 Adjunct Professor of Medicine at Cornell University, New York, USA.  

5 The credentials and expertise I have in the prevention, control. and treatment of 

infectious and communicable diseases are outlined in detail in my curriculum 

vitae and annexed hereto as “SSAK 1”. 

6 I respectfully submit I am properly qualified as an expert to express the opinions 

contained in this affidavit.  

MY APPROACH TO THE PRESENT MATTER 

7 During March 2020, I was appointed as Chair of the Ministerial Advisory 

Committee on the COVID-19 epidemic in South Africa. I refer to it as “the MAC”.  

8 In this capacity, I provide expert technical advice to the Department of Health on 

measures to control the spread and impact of the novel coronavirus, SARS-CoV-

2 (severe acute respiratory syndrome coronavirus 2), including treatment 

protocols and infection control within health facilities. The Committee is a body 

comprised of 21 people, mostly academics, from a wide range of disciplines. 

9 In this capacity, I also sit as an observer on the Ministerial Advisory Committee 

on Vaccines (“the VMAC”), a multi-disciplinary collective of experts that was 

tasked to advise on the development of the national Covid-19 vaccine strategy. 

The VMAC is chaired by Professor Barry Schoub. 
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10 The applicants have cited me as the fourth respondent in this matter – though 

they wrongly suggest that Professor Schoub is the chair of the MAC, when he is 

in fact the chair of the VMAC. 

11 I have given consideration to the appropriate response by me in respect of this 

application.   

11.1 As I explain in what follows, I have very serious misgivings about the 

approach of the applicants as set out in their papers and the effects 

that such an approach, if adopted, would have.   

11.2 However, it does not seem appropriate that an independent expert in 

my position should be drawn into formally opposing litigation of this 

kind. 

11.3 I therefore abide the relief sought, but set out my views in this affidavit 

for the assistance of the Court. 

 

THE PROCUREMENT OF VACCINES 

12 The novel coronavirus has spread globally and the COVID-19 pandemic poses 

a clear threat to human life in South Africa. Over the past year our knowledge 

and understanding of the nature of the novel coronavirus, the methods of 

transmission, and ways that transmission and contraction of the virus may be 

slowed and/or prevented has increased. 
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13 One of the most important elements of the global Covid-19 response is that safe 

and effective vaccines have been developed and tested and now are starting to 

be approved for international distribution and use outside of clinical trials.  

14 The question that arises is whether, from a policy and public health perspective, 

Covid-19 vaccines: 

14.1 should be procured exclusively by national governments, as is currently 

the case in all countries that I am aware of; or 

14.2 should also be procured by individuals or organisations independently 

of national governments, such as private persons and provincial 

governments, as the applicants contend. 

15 In my considered view, the applicants’ approach: 

15.1 is out of step with the prevailing practice in all countries that I am aware 

of; 

15.2 is entirely impractical and unrealistic at present given the approach of 

vaccine manufacturers; and 

15.3 most importantly, if it came to fruition, would seriously imperil the 

extensive efforts made by the South African government and other 

governments to ensure that Covid-19 vaccines are efficiently and 

expeditiously procured and made available first to those in greatest 

need, in manner that seeks to protect the public as whole. 
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THE DANGERS OF VACCINE NATIONALISM, VACCINE PROVINCIALISM AND 

VACCINE ELITISM 

16 In this regard, what is critical to understand is that Covid-19 is not a local 

epidemic or even a national epidemic. It is a global pandemic. The spread of 

SARS-CoV-2 in one part of South Africa will almost certainly affect other parts of 

the South Africa. In the same way, the spread of SARS-CoV-2  in neighbouring 

countries or countries which have extensive relations with South Africa will 

almost certainly affect South Africa itself. 

17 For example: 

17.1 If one province (Province A) were to rapidly achieve high-levels of 

vaccination including herd immunity, this would not ultimately be of 

assistance if other provinces do not themselves achieve high-levels of 

vaccination and immunity in a similar timeframe.   

17.2 Instead, what would result in such a scenario is that Province A might 

achieve protection against the existing SARS-CoV-2 variants, but the 

high levels of viral replication in the other provinces would increase the 

risk of new variants, particularly variants that can bypass vaccine 

immunity, emerging and spreading. 

17.3 This would mean that Province A would be well-protected against the 

existing Covid-19 virus and existing variants but would be acutely 

vulnerable to the spread of new SARS-CoV-2 variants from those other 

provinces.   
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17.4 This is especially the case as there is no guarantee that a vaccine 

designed to be effective against the existing SARS-CoV-2 variants 

would be effective at all or as effective against new variants that 

develop. Some vaccines have markedly lower efficacy in South Africa 

due to the 501Y.V2 variant. The recent clinical trial results regarding 

the AstraZeneca vaccine and the variant highlight this problem. As a 

result of the 501Y.V2 variant, the efficacy of the AstraZeneca vaccine 

was 3.2-fold lower – dropping from 70% in the UK and Brazil to 22% in 

South Africa. Similarly, the efficacy of the Novovax vaccine dropped 

from 89% in the UK to 49% in South Africa. 

18 The same is true of the position viewed from a broader perspective, for the same 

reasons.  If South Africa were to rapidly achieve high-levels of vaccination 

including herd immunity, this may ultimately be of limited benefit if other 

countries, particularly those with close connections to South Africa, do not also 

receive vaccine doses to vaccinate their citizens and achieve immunity. 

19 The same is also true from a narrower perspective.  It would be of little value if 

one business or one trade union were to rapidly achieve high levels of 

vaccination for its employees or members, if the rest of the persons who interact 

with those employees or members were not also to receive vaccine doses. 

20 It is therefore critical to effectively combat the pandemic that widespread 

vaccination of the population across economic class, age, and geographical 

setting is achieved.  This approach is known as vaccine equity, a campaign 

declared by the World Health Organisation (WHO) in January 2021.  
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21 I emphasise that this is not only a moral or ethical imperative – though it certainly 

is that as well. It is a question of self-preservation.  If the aim is to protect the 

health and lives of South Africans via vaccines, this can only be effectively done 

by ensuring that other countries also receive their due supply of vaccines. 

Similarly, if the aim is to protect the health and lives of people in Province A or a 

particular trade union, this can only be effectively done by ensuring that other 

provinces and other persons receive their due supply of vaccines as well. 

22 To do otherwise, would amount to what may be termed vaccine nationalism or 

vaccine provincialism or vaccine elitism. This may be described as a system 

whereby vaccines are procured and distributed primarily based on market factors 

and the ability of financially-resourced countries or provinces or persons to 

purchase vaccines on a demand basis, and to ignore the epidemiological 

imperative of ensuring mass vaccination regardless of financial means.  

23 The Director-General of the WHO, Tedros A. Ghebreyesus, has said on this 

point:  

“… the world is on the brink of a catastrophic moral failure … Even as they 

speak the language of equitable access, some countries and companies 

continue to prioritize bilateral deals, going around Covax, driving up prices 

and attempting to jump to the front of the queue. This is wrong.” 

24 Where countries or provinces or private persons engage in unilateral vaccine 

procurement, this has the effect of redirecting the limited supply of vaccines that 

exists away from programmes which foster global equity (such as COVAX) and 

national equity (such as the South African Government’s vaccine strategy).  It 

results in those buying small quantities with deep pockets pushing up vaccine 
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prices and so jumping ahead of the queue. It undermines the effective 

management and control of the pandemic. 

25 This concern is not hypothetical or theoretical. It is demonstrated by what 

occurred in the United States in March 2020 regarding personal protective 

equipment (PPE) and ventilators. 

25.1 During that period, the absence of a centralised federal government 

procurement strategy for PPE and ventilators mean that US states 

were competing against each other, against the federal government 

and even against cities to procure PPE and ventilators. 

25.2 This was a disastrous situation as it resulted in prices being driven up 

and PPE and ventilators being distributed on the basis of resources 

available, rather than need, and failing to ensure an equitable and 

effective distribution of the sorely-needed PPE and ventilators. Such 

maldistribution of essential Covid-19 resources leads to the loss of 

lives. 

25.3  I attach in this regard an article from Forbes Magazine dated 3 March 

2020 as annexure “SSAK2”.  

26 Precisely the same is true of vaccines. At present there is a fixed number of 

vaccines on the market. As such, supply is fixed. Where private entities (or 

provincial governments) independently seek to acquire vaccines, it is not in a 

situation of limitless product.  Such entities are in fact, taking vaccines allocated 

to the South African government or other governments and thus undermining the 

010-310

010-310



 
 

10 

objective of systematically vaccinating the highest number of people in order of 

priority in the shortest period of time.  

27 It is for this reason, that the present approach to vaccine acquisition and roll out 

in this country is to get the vaccine out as soon as possible to as many people 

as possible. In so doing, and in the words of Pope Francis, head of the Catholic 

Church: 

“To come out of this crisis better, we have to recover the knowledge that as 

a people we have a shared destination. The pandemic has reminded us that 

no one is saved alone. What ties us to one another is what we commonly 

call solidarity. Solidarity is more than acts of generosity, important as they 

are; it is the call to embrace the reality that we are bound by bonds of 

reciprocity. On this solid foundation we can build a better, different, human 

future” 

28 In my view, should any corporate entity or provincial department independently 

procure and administer vaccines based on the recipient’s ability to pay, this would 

deeply undermine, or even destroy, our country’s national approach to control 

Covid-19. 

 

THE PRACTICAL CONTEXT  

29 I emphasise five practical considerations in this regard. 

30 First, the supply and demand of the market:  
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30.1 If multiple corporate entities or multiple provinces buy vaccines directly 

then it would directly benefit and feed into the hands of the 

pharmaceutical companies. The increased demand, should multiple 

entities from one country seek to buy vaccines it creates competition 

for scarce goods, smaller quantities of purchases amongst the various 

corporate entities and ultimately higher prices.  

30.2 Pharmaceutical companies have not adopted a single exit price for their 

SARS-CoV-2 vaccines.  The prices are therefore open to market forces 

– especially as the use of non-disclosure agreements means that they 

can prevent differential pricing from become public.  More demand, 

especially from countries under significant pressure to buy vaccines, 

means higher prices for the product.  

30.3 In South Africa, this it means that our government will have to compete 

with its own provincial governments and corporate entities and this will 

result in the country paying higher prices.  This will significantly 

undermine the vaccine equity model in that fewer people will be 

vaccinated for the same purchase price.  

31  Second, the limited supply of vaccines internationally:  

31.1 Vaccines are in limited supply and, in my view, will likely to be so until 

at least the end of 2021.  

31.2 In this limited market supply, South African corporate entities or 

provincial governments buying vaccines removes from the available 
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pool, stock that our government (or other national governments) could 

be buying.  

31.3 Such an approach means that the intended systematic vaccine roll-out 

plan of who gets vaccines and when they get them for maximum benefit 

of the country, is jeopardised. 

32 Third, it would be unethical, immoral and damaging to our vaccination program if 

young low risk people are being vaccinated before those in phase 1 or 2 ie. health 

care workers, the elderly, patients with co-morbidities, essential workers and 

those in congregate settings.  

32.1 Under vaccine equity, no government responsibly or ethically can allow 

an outcome that means failing to protect the most vulnerable of its 

people.  

32.2 If the organisation, trade union or province concerned contends that it 

is buying vaccines for those who are most vulnerable, then its approach 

makes no sense. Government has already prioritised those at high risk 

and is working on securing doses for those who are most vulnerable. 

33 Fourth, all countries that I know are managing their vaccination roll-outs through 

central government for at least the following three important reasons. 

33.1 Firstly, this is to ensure that there is only one certifying authority 

providing a vaccine certificate, which can be verified online.  
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33.2 A vaccinating authority will need to certify each person as vaccinated. 

Allowing multiple authorities to certify vaccinations would create chaos 

with multiple unofficial databases, leaving the door open to counterfeit 

certifications and the national Department of Health with inadequate 

data on who has and has not been vaccinated. Incomplete or 

inadequate data is unreliable and would undermine any national 

monitoring and evaluation process adopted. 

33.3 Secondly, the national vaccination strategy is carefully planned for a 

mix of at least two or three of the different vaccine technology platforms 

(mRNA, vectors, protein sub-units or whole killed viruses) with at least 

two vaccines from each technology platform. This vaccine diversity is 

critically important in the event that safety, efficacy or production 

problems occur with one or more different vaccines or vaccine 

platforms over the course of time. If individual entities are allowed to 

independently buy vaccines, this vaccine diversity approach may be 

severely compromised placing the whole country at risk.  

33.4 Thirdly, central government has to carefully balance the mix of vaccines 

to achieve its current target of 67% immune protection for herd 

immunity. This means that when low efficacy vaccines are used, these 

have to be balanced with high efficacy vaccines so that the overall 

target can still be achieved. If an individual organisation, trade union or 

province can independently procure vaccines, it may choose to buy 

only a low efficacy vaccine (as its demand and price may be lower), 

which may derail efforts to achieve immune protection targets.  
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33.5 These risks, which could be substantial, must be anticipated and 

avoided.  

34 Finally, and the most urgent imperative, is that we have to reach the national goal 

to bring this epidemic to a point where South Africans can return to social and 

economic normality.  

34.1 The reason why it is imperative for national government to procure 

vaccines is that it requires a systematic and organised roll-out of 

vaccines in line with the strategy to achieve population-level benefit for 

epidemic control. This is very different from individual benefit and 

different considerations apply.  

34.2 The VMAC – comprising medical experts in consultation with relevant 

stakeholders – considered and planned the vaccine rollout and 

concluded that the three-phased approach is the best option given the 

varied factors at play.  

34.3 In contrast, those purchasing vaccines outside of national government 

may be buying it for private goals and interests, that are unlikely to be 

consonant with vaccine equity.  Vaccinating individuals outside of the 

three-phase plan may provide individual benefit for those who can 

afford it, employees only, or even prioritise urban residents over rural 

communities. But their individual benefit may undermine the country’s 

progress towards population benefit.  

34.4 If I am mistaken in this view of private interests in vaccine procurement, 

and these entities and trade unions are actually seeking to buy 
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vaccines for the country’s national goal of population benefit, then they 

should donate their vaccine procurement funds to government for this 

specific purpose as it is only the government that has an overall 

strategy and constitutional obligation of population benefit.  This far 

exceeds the sum of any individual benefits, which would, in all 

likelihood, be short lived where population benefit is not achieved.  

 

 
 

SALIM SAFURDEEN ABDOOL KARIM 
 
 
 
I hereby certify that the deponent knows and understands the contents of this affidavit 
and that it is to the best of the deponent’s knowledge both true and correct.  This 
affidavit was signed and sworn to before me at    on this the day of 
FEBRUARY 2021, and that the Regulations contained in Government Notice R.1258 
of 21 July 1972, as amended by R1648 of 19 August 1977, and as further amended 
by R1428 of 11 July 1989, having been complied with. 
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New York Governor Andrew Cuomo

speaks to the press at the Jacob K.

Javits Convention Center in New ...

[ ]  AFP V A GETTY MAGES

which allows him almost unilateral authority to mobilise private
industry to product goods in the public interest. It was not until March
27th that Trump ordered General Motors to start producing ventilators
under the act despite the fact that “General Motors and Ventec Life
Systems on Friday reiterated their plans to make desperately needed
ventilators at a GM plant in Indiana.”

Before his order, Trump highlighted his frustration with GM industry in
a tweet saying, “As usual with ‘this’ General Motors, things just never
seem to work out. They said they were going to give us 40,000 much
needed Ventilators, ‘very quickly’. Now they are saying it will only be
6000, in late April, and they want top dollar. Always a mess with Mary
B. Invoke ‘P’.” The last sentence being a reference to invoking the
Defense Production Act.

The effects of this situation have found
states in bidding wars amongst each
other and the federal government to
get critical medical supplies. New York
Governor, Andrew Cuomo, has been an
outspoken critic of the situation saying,
“This is not the way to do it, this is ad
hoc, I'm competing with other states,
I'm bidding up other states on the
prices.”

His frustration is understandable as
New York City has become the
epicenter of COVID-19 cases in the US,

if not the world, and the city has already seen 38,977 COVID-19 cases
(as of March 27th) since the crisis started. President Trump stated that
he did not believe New York City hospitals really needed “40,000 to
30,000 ventilators,” later going on to say, “It's a two-way street. They
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have to treat us well also. They can't say, ‘Oh gee, we should get this, we
should get that.’ We're doing a great job.”

MORE FOR YOU

What Do You Call A Country Where 5.6% Of The People Can Control The
Government? The United States

Walgreens To Expand Covid-19 Vaccination To Pharmacies In 23 States

Should You Get Covid-19 Coronavirus Vaccines While Pregnant?

Similarly, Kentucky Governor, Andy Beshear, admitted that his state
lost out to the Federal Emergency Management Agency when bidding to
get protective equipment saying, “It is a challenge. The federal
government says ‘states, you need to go find your supply chain’ and then
the federal government ends up buying from that supply chain.”

Detroit Mayor, Mike Duggan, has also been frustrated with the bidding
wars saying, “I shouldn’t be trying to out-negotiate the Mayor of
Chicago or the Mayor of Houston. There needs to be a federal
response.”

As the bidding wars between states drive the prices of medical
equipment ever upward, it is hard to not see the entire situation as a
form of federal and private industry price gouging in a time when
cooperation is paramount.

The effects of these bidding wars are damaging to all parties involve, but
they leave poorer rural states without options when they are forced to
compete with the federal government and states that have more
financial resources. As Oregon Governor Kate Brown's press secretary,
Charles Boyle explains, “Both in our requests for personal protective
equipment from the national stockpile and our conversations with
private suppliers, we find ourselves competing with larger states with
more immediate needs due to the size and scope of their COVID-19
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FILE - In this March 13, 2020 file

photo, Kentucky Gov. Andy Beshear

discusses developments in ... [ ]

ASSOC ATED PRESS

outbreaks: New York, California, Washington, and others.”

Beshear has been dogged in his search
for medical equipment. "I am willing to
pay whatever it takes to protect the
people of Kentucky to the maximum
extent that we can," Beshear said. "At
the moment, folks — and some will
take this the wrong way — I'm not
concerned about money, I'm
concerned about lives and we're going
to do everything we can to protect them." As of March 26th, Beshear has
said that the state of Kentucky has spent about 8 million dollars on
COVID-19 response.

“Yes, it would be better if we were living at a time when we weren’t
competing with other states and, in fact, the federal government who
often buys it out from under us,” said Beshear, “but that’s our reality on
the ground.”

The effects of these bidding wars across the board find state healthcare
and hospital systems receiving less resources at a higher cost at a much
delayed pace. Franky, it is shocking that in the midst of the worst health
crisis that the United States has seen in decades that states are being
reduced to bidding wars with each other and the federal government.

Additionally, these bidding wars do nothing to help shore up the already
shuttered economic situation in the US. As many manufacturers have
been forced to shut down production, further driving up unemployment
numbers, it would surely help support the economy if these workers and
companies could both safely get back to work, as well as contribute to
the COVID-19 crisis in a way that would undoubtably speed up
healthcare response, help save lives, and finally put an end to the
pandemic. 010-385
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