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[The Deputy Convener opened the meeting at
09:00]

Covid-19 Vaccination Programme

The Deputy Convener (Monica Lennon):
Good morning, and welcome to the 25th meeting
in 2020 of the COVID-19 Committee. We have
received apologies from the convener, Donald
Cameron.

This morning, the committee will take evidence
on the Covid-19 vaccination programme from
Steve Hoare, director of quality, regulatory science
and safety, Association of the British
Pharmaceutical Industry; Professor Wei Shen Lim,
chair, Covid-19 immunisation, Joint Committee on
Vaccination and Immunisation; Professor Andrew
Pollard, professor of paediatric infection and
immunity, University of Oxford; and Dr Christian
Schneider, Medicines and Healthcare Products
Regulatory Agency. | welcome the witnesses to
the meeting.

We have quite a large panel of witnesses, so we
will move straight to questions. Committee
members will have 10 minutes each to ask
questions of the witnesses. | ask everyone to keep
the questions and answers as concise as possible.
If there is time for supplementary questions, | will
indicate that once all members have had a chance
to ask their questions.

| will ask the first question. Everyone wants to
be a priority when it comes to getting a Covid
vaccine. We have had a lot of discussion in
Parliament about the policy around schools
remaining open and whether teachers should be in
the first phase of the vaccine roll-out. Do the
witnesses believe that there is clinical justification
for including teachers, and how practical would it
be to do so, given that it is easier to find teachers
all in the one place during the working week?

| will also ask a related question. We know that
children under 16 are excluded from getting the
vaccine at the moment. Do you have an update on
the role of children in future clinical trials and the
prospects of vaccinating children, particularly
those with health conditions?

Professor Wei Shen Lim (Joint Committee on
Vaccination and Immunisation): | will try to
answer the question about the prioritisation of
teachers. The current advice from the JCVI is that,
for the initial wave or phase of the programme, we

should prioritise protecting people who are at risk
of dying from Covid-19 and protecting the national
health service, which in turn saves lives.

The first phase of the programme is about trying
to capture the vast majority of people who are at
risk of serious and severe outcomes from Covid-
19. That includes all people aged 50 and above,
and people who are younger than that but who
have underlying health conditions, down to the
age of 16, which is the age at which there is
authority to use the vaccine. That is where we
stand at the moment. Teachers who are at risk
from severe disease will obviously be captured in
phase 1 of the programme.

The other point relates to teachers in schools
who are younger than 50 but who are not at a very
high risk of severe disease from Covid-19. Those
teachers and other key workers across a range of
occupations will be considered for vaccination, or
an offer of vaccination, in the next phase of the
programme.

It might be better for someone else to answer
the question on including children in vaccine
clinical trials.

The Deputy Convener: Dr Schneider has his
hand up, so | will come to him next.

Dr Christian Schneider (Medicines and
Healthcare products Regulatory Agency):
Thank you. It is not unusual for there to be no
children included in clinical trials for new
medicines, including vaccines—unless the trial is
for vaccine that is intended to be used in children,
obviously. As already outlined, the vaccine is
licensed for people aged 16 and above, which is
based on the data on efficacy and safety.

The Deputy Convener: Professor Pollard, can
you add to that, please?

Professor Andrew Pollard (Oxford Vaccine
Group): Thank you. | lead the clinical trials of the
Oxford vaccine. We have always planned for trials
involving children because, as members will know,
some subgroups of children are at a slightly higher
risk than others. There is a lot of interest in that,
particularly from families.

As Wei Shen Lim said, there could come a point
when, once the higher-risk groups have been
vaccinated, it would become appropriate to think
about some of the lower-risk groups. Therefore,
our trials include a plan to start evaluating the
vaccine in children. In fact, we hope that that will
start very early in the new year. | know from
colleagues who are working on the other
vaccines—the Pfizer and Johnson & Johnson
vaccines, for example—that they are planning
trials in children to start extremely soon, for exactly
those reasons.
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However, | fully support the policy decisions that
Wei Shen talked about, to start with the people
who are at the highest risk of disease, such as
healthcare workers, and those who are at a higher
risk of severe disease, particularly the elderly and
adults with other health conditions.

The Deputy Convener: That is encouraging to
hear. In my area, which was recently in the highest
level of restrictions, children who had previously
been shielding had been advised to stay at home
and either be home schooled or do remote
learning. | am thinking about young people with
conditions such as cystic fibrosis. There was a real
feeling of exclusion.

Beatrice Wishart has appeared on my screen.
Do you want to add anything, Beatrice?

Beatrice Wishart (Shetland Islands) (LD): No.

The Deputy Convener: In that case, | will move
on.

| have been reading that women who are—
[Inaudible.] Can the witnesses say a bit more on
that, particularly on the breastfeeding issue?
There is a concern that breastfeeding rates might
drop. Will there be anything in clinical trials to
address the issue of uptake by women who are
planning a pregnancy, pregnant or breastfeeding?
It would be helpful to hear about that. Professor
Pollard wants to go first.

Professor Pollard: Those groups are initially
excluded from the clinical trials because,
obviously, things have moved very fast this year.
Quite appropriately, regulators really want to
establish safety and efficacy in healthier, younger
adults first, before starting to target pregnant
women, given the additional concerns that there
might be for them, until we have established safety
data.

However, now that we have reached that point
with multiple vaccines, there are plans to start
evaluations of vaccination in pregnant women.
That is particularly important, not just here but in
many countries around the world. An important
target group will be healthcare workers, among
whom there are a lot of women of childbearing
age. Addressing that group will be an absolute
priority in 2021.

There is a second question, which is sort of
related. What about women who become pregnant
after they have been vaccinated? We will have
quite a lot of data on that group. Although
participants in clinical trials usually try to avoid
becoming pregnant, inevitably, in large trials, and
as is happening with all these vaccines, many
women become pregnant—in this case, following
vaccination.

We already have a small amount of follow-up
data on those women across all the different

developers of the vaccines. However, to be able to
assess safety, we really need to know the
outcomes of those pregnancies. We need time for
that, to follow up the babies after they have been
born and so on. It is not something that we can get
a quick answer to, but it is absolutely a focus of
the work that is going on.

With regard to the vaccines that are being
considered in the UK, | do not think that there is
any scientific reason to be concerned about
women receiving the vaccine when breastfeeding,
because the vaccine is not likely to transmit
anything to the woman that would be harmful to an
infant if it got to them.

Those studies have not actively been pursued
so far, but the issue is certainly being considered.
Wei Shen Lim may want to comment on that from
a policy perspective.

Professor Lim: Thanks, Andy—I completely
agree with everything that you have said,
particularly on the absence of information on
women who are breastfeeding that suggests any
harm. What stance one takes depends on whether
one is more or less permissive when interpreting
that absence of information. We are trying to take
an appropriate and reasonably cautious approach
in terms of allowing people who are breastfeeding
to receive the vaccine. The committee can be
assured that, as far as we can tell, no concerns
have been found so far.

The MHRA had a group that authorised the use
of the vaccines in different groups of people, and it
may be appropriate to ask the MHRA for its views
about safety in relation to breastfeeding.

The Deputy Convener: Thank you. | have just
had a message that tells me that not everyone
could hear my question—there might have been
an issue with connectivity. The question was about
women who are pregnant, planning a pregnancy
or breastfeeding and the wider safety aspects
around their inclusion in the vaccination
programme at this point and in future clinical trials.
Does Steve Hoare want to comment on that?

Steve Hoare (Association of the British
Pharmaceutical Industry): Yes. Thank you very
much. Professor Pollard is quite correct that some
women have become pregnant during the clinical
trials. The sponsors of those clinical trials have
agreed that they will follow up for at least two
years after the first injection, so we should get
some data. There is insufficient data to give the
MHRA that confidence—| am sure that Dr
Schneider would probably approve of that.

The wider question about whether pregnant
women will be included in future clinical trials goes
beyond the vaccine. As a trade body, the ABPI
has convened a group of clinicians, academics
and industry representatives to address the
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question of how we can include pregnant women
more in clinical trials, regardless of whether they
are vaccine, medicine or therapy trials. There may
be some myths that we need to break down. Part
of the purpose of that group, certainly over the
next year, is to start to address those myths and
work out how we can include pregnant women and
encourage them to come forward for clinical
trials—and how we can give clinical trial
investigators the confidence that pregnant women
can participate.

The Deputy Convener: Thank you. The issue
of confidence is important.

Dr Schneider, | come to you to wrap up on this
line of questioning.

09:15

Dr Schneider: | can confirm what has been
said. Basically, there is no strict contraindication; it
is more of a statement that there is no or limited
data for the time being on pregnancy and
breastfeeding. That is why, as a precautionary
principle, vaccination is not recommended. | am
sure that more individual recommendations will be
possible for patients who are at high risk and so
on, but of course we cannot cover those scenarios
in a regulatory information sheet, such as we have
published. The advice stands as it is, but that is
not because of a particular concern; it is because
of the absence of data for the time being.

The Deputy Convener: Thank you. That is
helpful.

Mark Ruskell (Mid Scotland and Fife)
(Green): My question is about uptake in different
groups in society. There have been concerns that
uptake in the black and minority ethnic community
might be lower. How are you monitoring
particularly vulnerable groups, such as the BME
community, who already face massive health
inequalities, and older people? A lot of this comes
down to confidence in the vaccine, but there may
be other factors. | am interested to know how you
monitor and adjust the strategy on vaccination to
take account of those factors.

Professor Lim: | will start, and Andy Pollard
can come in, too.

Uptake is extremely important; offering a
vaccine is only the first step in the programme.
The offer needs to be understood, accepted and
received. Once the vaccine has been received,
that is the end of the process, and—hopefully—
protection starts. It is extremely important that we
have a view of and monitor the whole process,
including uptake by different groups.

The groups that one is perhaps most worried
about include not just people from black, Asian
and minority ethnic groups but groups who, for

various reasons, have difficulty accessing or
engaging with healthcare, such as homeless
people. There are also those who live in the
poorest, most deprived neighbourhoods in our
society. Again, we know that those groups usually
have greater difficulty in taking up vaccines. There
is a range of communities in which clear
monitoring, help and engagement are needed right
now.

The JCVI's advice is in two halves. The first half
is about the offer of the vaccine to priority groups,
but the second half, which is equally important and
should not be overlooked, is about
implementation. We stress that implementation
needs to be locally tailored and locally appropriate.
That involves engagement with community leaders
and opinion leaders who can influence and
promote vaccine uptake in local populations. That
is extremely important, so thank you for raising the
point.

Professor Pollard: | can only speak from the
trial perspective. An absolute priority for us and, |
know, for other developers has been to make sure
that testing of vaccines is done across different
ethnic and cultural groups. That is definitely
challenging, because it depends on the make-up
of the population around the trial sites in which we
work and on the willingness of different groups to
participate in clinical trials. For most developers,
getting good representation from the communities
that we are discussing has been more difficult than
we might have anticipated, despite active efforts to
engage with them.

However, we have representation in the United
Kingdom trials, and we have also conducted trials
in other countries that have much more diverse
populations, such as Brazil and South Africa.
Therefore, we have good representation of people
from different backgrounds across our suite of
trials.

| know that the same approach is taken in the
trials that are under way in the United States, to
ensure good diversity in the trial population. That
has included extending the trials to give more time
to specifically enrol the BAME communities, who
did not participate as much in the first part of
enrolment. The different strategies that developers
use are really important to ensure good
representation of the smaller populations that are
sometimes harder to access in clinical research.

Mark Ruskell: Another key question is when we
will know whether the vaccines are effective in
preventing the transmission of the virus. When can
we get clarity on that? | am not sure who to direct
that question to.

The Deputy Convener: Steve Hoare has his
hand up from the previous question, so we will
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come to him first. If others wish to respond, waving
your hand is as good way as any to let me know.

Steve Hoare: | will answer both questions from
the industry perspective.

On confidence in the vaccine, the industry’s duty
is to listen to concerns and provide the data and
assurances that are required. The ABPI has
already launched the valuing vaccines campaign
on social media to give some of the statistics and
provide the context.

The answer to the question about
transmissibility depends on some of the criteria in
the clinical trials. | sit on the test and trace task
force. In our most recent meeting, an NHS
representative pointed out that there is an on-
going study to consider post-vaccination and
transmissibility, and that at least 40,000 people
are involved in that. That data is being collected as
we speak.

We certainly are keen to find out the vaccine’s
impact on transmission rates and viral loading for
those who are infected. It is a wait-and-see
situation, but that study is on-going.

Mark Ruskell: If the other witnesses do not
want to come in on that point, | have a final
question.

The Deputy Convener: Professor Pollard has
raised his hand.

Professor Pollard: | will add to that. It is clear
that some data will come from the trials on
transmissibility and whether vaccines can interrupt
that. All the vaccines on which we have data have
reduced the number of cases that are polymerase
chain reaction—PCR—positive in our trials, so
there will be an impact on transmission. If fewer
people are PCR positive in the population, there
will be less disease.

The critical point is about herd immunity, which
is the level at which transmission has been
reduced and a number of people are protected so
that the virus can no longer transmit. That is a
much bigger ask than being able to show some
impact on the transmission of the virus. | expect
that, once a decent number of people in the
population are vaccinated, we will see less
transmission. That will be really important in
getting back to normal.

I am concerned that we do not focus entirely on
herd immunity at the moment because, in order to
get close to that, we might need 80 or 90 per cent
of people to be vaccinated, and that is still a long
way off. It is likely that we will continue to have
some vulnerable people in the population who
have not been or cannot be vaccinated, and we
are still in a global community, in which there will
be other countries with lower rates of vaccination.
The virus is extremely good at transmitting.

Herd immunity would be a fantastic goal to
reach, but it is a long way off. We should focus on
protecting the vulnerable and having as many
people in the population vaccinated as possible for
direct protection. We will also get some impact on
transmission, but we will not stop the virus
completely in the first few months of next year.

John Mason (Glasgow Shettleston) (SNP):
On the question of how many doses there are, |
see in Mr Hoare’s paper that the UK has pre-
ordered 357 million doses. We do not have that
many people in the UK—even if we divided that
number by two. Why so many doses? Does that
mean that Africa and India are losing out?

Steve Hoare: That is a very good question. The
doses are not all ready to land on our doorstep
tomorrow; that is a portfolio of procurements that
the UK Government has carried out, and they will
arrive as batches are scaled up and distributed
and delivered. We are seeing the first batch of the
Pfizer-BioNTech vaccine; as others come through
and get approval, we will see them coming online.
It is about spreading our bets on various horses in
the race. If other vaccines come along that would
have a benefit to a particular part of the
population, they would probably be distributed
accordingly.

As you said, that is a large number of doses, but
they will not all arrive at the same time and, if it
looks like a few of the horses that we put bets on
are working, | believe that there is the right to
defer or divert in some of the contracts. As you
know, the UK Government has already committed
some money to the global COVAX facility. If we
reach what we need ahead of time, some of those
vaccines could be diverted to the global solutions.

John Mason: Would the contracts for the 357
million doses be legally binding?

Steve Hoare: | do not have that level of detail,
but | understand that some clauses are available
in order to divert, if necessary.

John Mason: Fair enough. Thank you very
much.

| have a question for Professor Lim. You have
already spoken to Mark Ruskell about specific
groups. Your paper mentions ensuring that

“inequalities  are identified and addressed in

implementation.”

Will you explain how that would happen? You
suggest that we go through an age group. What
are you suggesting about the other inequalities?
Who would address them? How would they be
addressed?

Professor Lim: The implementation needs to
be taken on by local teams working within health
authorities and public health and local community
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workers. Implementation and local engagement
should happen within each priority group; they are
not prioritised separately. For instance, we want
good vaccine uptake for all people who are more
than 80 years old. If we know that certain groups
within that priority group are less likely to receive
information in the usual way or are more
mistrustful of the usual information and the way
that it is given, those groups will need more
attention from local teams that understand those
communities and are able to engage with them in
a way that is meaningful and constructive, in order
to enable those communities to have a high
vaccine uptake. The prioritisation and the
implementation are not two separate things—they
go hand in hand.

| do not know whether that helps.

09:30

John Mason: That is very helpful. Thank you
very much.

Anyone can come in on my final question. Do
we have any idea about what the timescale will be
to get the whole population of either Scotland or
the UK vaccinated?

If no one is offering to answer that question, |
will take that as meaning that we do not have any
idea. Would a year be reasonable?

Professor Lim: Rather than there being
silence, | will give an answer.

It is difficult to give a timescale, as it depends on
vaccine supply, the ability to deploy the vaccines,
and how many vaccines are available. The more
vaccines that pass through regulatory approvals,
the more flexible the vaccine delivery can be. The
Pfizer-BioNTech vaccine has very stringent cold-
chain requirements, whereas the Oxford
AstraZeneca vaccine, which we hope will gain
regulatory approval, has much less stringent
requirements. Having more types of vaccine will
enable faster deployment of the vaccines. Putting
an exact timescale on that now might be a
hostage to fortune, so | suspect that nobody will
be willing to say that we will have achieved X
percentage by a certain date.

John Mason: | think that Dr Schneider is going
to give me a date.

Dr Schneider: | am afraid that | cannot give you
a date, but | will build on that point.

The question is not easy to answer, because the
picture is very complex. It depends on the
authorisation, which is based on adequate data.
The vaccines that we have been talking about, for
which there are contractual agreements, are not
all at the same stage of development, and we do
not know whether they will succeed. Companies

will have international contractual agreements, as
well. We cannot always assume that the
manufacturing process can be upscaled
successfully and that there will be no problems
with manufacturing. Therefore, it is difficult to say.

As was mentioned before, there is also the
issue of people’s willingness to take up the
vaccines. There are a lot of factors at play. In my
opinion, it is difficult to give an exact date.

John Mason: | expected that.

Professor Pollard: There have been huge
efforts in the NHS to be prepared for vaccination.
My sense is that, given that we have supply, the
planning is extremely advanced to make sure that
the doses can be put into people’s arms. As has
been said, there needs to be regulatory approval
first, and we have only one approved vaccine at
this stage. Therefore, we have to wait for other
approvals to come through.

There is also the manufacturing point that Dr
Schneider mentioned. There are huge efforts to
make tens of millions of doses of vaccine in the
first quarter of next year, but we need just one
batch to fail for there to be a big shortage for a
period of time. In trying to make huge numbers of
doses, it is not uncommon for some of the batches
to go through an institutional biosafety committee
and not pass the stringent standards that are quite
rightly in place.

We cannot predict the future completely, but |
have a sense that huge efforts are being made to
make sure that the NHS is ready to deliver, and
the supply chain work that is being done by the
manufacturing people—although | am not one of
them—is also in good shape at the moment.

John Mason: Will Steve Hoare be brief,
please?

Steve Hoare: Certainly. | echo those
comments. The industry is playing its part, and we
are working as fast as we can. However, we will
go as slow as the science and the regulators
require.

Beatrice Wishart: | am not sure who is best
placed to answer this question. For how long does
a vaccine remain viable when it has reached a
local authority or health board area? Given the
transport issues, that is of particular interest in
remote and island areas, especially with regard to
the Pfizer vaccine.

Steve Hoare: As the vaccine is developed, we
are getting more and more stability data to give us
an understanding of how long it remains viable in
storage and in use. You are right to ask the
question, as the Pfizer vaccine requires storage
conditions that are not ideal. However, Pfizer has
put in place thermal shippers to enable the
vaccine to stay in the appropriate storage
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conditions for as long as possible. That period of
time can be extended if there are no -70° freezers
around.

The industry has committed its support,
wherever possible, and the supply chain is in
place to deliver the vaccine to hard-to-reach
communities.

Beatrice Wishart: Can you give a timescale for
the storage capability?

Steve Hoare: Please bear with me for a second
while | find some details about the thermal
shippers. The information that | have says:

“The shipper can maintain temperature for 10 days
unopened which allows for transportation ... Once open, a
vaccination center may use the ... shippers as a temporary
storage solution to maintain the recommended storage
conditions ... up to 30 days with re-icing every five days ...
Once thawed, the vaccine vial can be stored for up to five
days at refrigerated ... conditions.”

That is quite an extensive bit of support.

Beatrice Wishart: | have a question about the
potential wastage of vaccine during the roll-out. |
understand that consignments of the Pfizer
vaccine are made up of 975 doses and, within
that, vials are in packs of five. If, for example, 37
people are to be vaccinated, that would require
packs totalling 40 doses, which would mean three
spare vials that, potentially, might be wasted.
Given that there is a tier system of vaccine
delivery, should some flexibility be built in for a
more pragmatic approach to be taken to fully
utilise the—in my example—spare three vials for
another group? Should we not be trying to
vaccinate as many people as we possibly can?

Dr Schneider: That is an important and valid
question. The problem is that the Pfizer vaccine is
a fragile construct—the messenger ribonucleic
acid, or mRNA, in the lipid nanoparticles is
fragile—which is why it has to be frozen at -70°.
The instructions that we have given are that the
authorisation is based on data that support the fact
that the vaccine will be stable within the conditions
that we have given. However, once it is
reconstituted, it is very fragile.

The problem is that, as much as pragmatism is
desirable, it could lead to a situation in which it
could no longer be guaranteed that the vaccine
was efficacious or safe to use. That is inherent in
the nature of the product rather than in the
regulations that we have in place. It is based on
the science of the product.

The Deputy Convener: Steve Hoare?

Steve Hoare: | was going to direct the question
to Dr Schneider. The MHRA has considered
splitting the vaccine packs in order to do as
Beatrice Wishart suggested.

The Deputy Convener: Both Professor Lim and
Professor Pollard have their hands up. Beatrice,
are you content to hear more answers?

Beatrice Wishart: Yes, | am happy to hear
more.

Professor Lim: We do not want wastage,
especially for these precious vaccines. The priority
groupings at the moment allow for some latitude
and we have advised that there should be
common sense and flexibility operationally in the
use of vaccines. We have not said that the priority
groups are rigid and that everybody in one group
has to be vaccinated because, as we know,
vaccines will be offered and it might be that some
groups do not want to take up the offer, in which
case one has to move through the groups.

At a local level, | reassure you that at the
moment the Pfizer-BioNTech vaccine is being
deployed through mass vaccination sites,
precisely to avoid high levels of wastage. For
example, my trust has tried hard to invite people
who are over 80 years of age to come for
vaccination and, at the end of the day, if any
vaccines are left and available, healthcare workers
who are in the immediate vicinity are invited to
have the vaccine. Because they are in a mass
vaccination site that is a healthcare trust, they can
turn up for vaccination within 10 or 15 minutes and
we can make sure that no doses are wasted.

Beatrice Wishart: That makes sense.

Professor Pollard: One of the critical parts of
our vaccine development has been our mission to
make the vaccine not for profit and available in all
corners of the world. An important part of that has
been developing it so that it can run through the
normal vaccine cold chain using fridge
temperatures so that it can go to remote villages in
Africa as well as islands in Scotland. That is an
important part of how we have been thinking about
the distribution.

There is a separate issue around wastage,
which you brought up. One of the ways to
approach mass vaccination, particularly at this
time when there has been a shortage of
pharmaceutical-grade glass to fill vials of vaccine,
is that the manufacturing involves ten-dose vials,
which comes back to the point that Professor Lim
made that if you have a ten-dose vial but only five
people turn up, once that vial has been opened for
more than six hours it has to be thrown away, so
careful logistics are required on the ground to
make sure that once the vial is open those doses
are not wasted. That can be particularly
problematic in more remote areas, which tend to
have higher wastage because it is harder to have
a pool of people who can drop in at the end of the
day to use the remaining doses.
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Beatrice Wishart: That is very helpful. Finally,
how many people would need to be vaccinated
before it is safe to reduce any restrictions?
Perhaps you cannot give an indication. Nobody
wants to answer that one.

Professor Lim: | will have a go at answering
the question. It is generally estimated that if a
vaccine was highly effective at blocking
transmission—70, 80 or 90 per cent effective—
given the transmissibility of this coronavirus one
might need to vaccinate up to 70 or 80 per cent of
the population. That is one estimate that has been
given. That is the herd immunity that Professor
Pollard described earlier on. Very high levels of
vaccine uptake will be required to completely stop
transmission of the virus through the population.

The Deputy Convener: Professor Pollard, | will
pick up on something that you said. You
mentioned a shortage of pharmaceutical-grade
glass. | have been aware of that issue; can you
expand on that, and tell us how serious the issue
is and what, to the best of your knowledge, is
being done to address it?

Professor Pollard: It has been a problem
globally throughout this year. More vaccines are
being developed than have ever previously been
made in one year, and the glass that is required to
make the vials, and the filling capacity around the
world, is being fully used up.
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There have been huge efforts this year to
ensure that supply chains for different countries
and different vaccines are properly established,
and | think that we are in good shape in that
respect. One of the ways in which that issue has
been addressed has involved the use of multidose
vials. If you put 10 doses in a vial, you need less
glass, and you do not need so many hours of
filing capacity, whereas if you had 10 times as
many vials to fill, it would take you 10 times longer.

The systems have been put in place and there
has been a whole year in which to do that. One of
the ways that the industry has adapted to the
situation is by trying to work out the most efficient
process that could be put in place.

The Deputy Convener: Thank you, that answer
was helpful.

Stuart McMillan (Greenock and Inverclyde)
(SNP): Are any of the witnesses aware of any
testing that has taken place, or is scheduled to
take place, with people who are addicted to
drugs?

Professor Pollard: It is difficult to answer in a
specific way the question about testing in
individuals, as a population, who are addicted to
drugs. What | can say is that the clinical trials,

which are open to everyone, include people who
take drugs and have addictions. That is a slightly
different answer—they are included in the trials,
but | cannot point to a specific analysis of a large
number of people who are addicted to drugs.

Stuart McMillan: That is simple—thank you.

| have a question for Professor Lim. The JCVI's
written submission says:

“Care home workers are therefore considered a very
high priority for vaccination.”

This week, | have been contacted by multiple
individuals in my constituency who work in care
homes and have indicated that they will not be
taking the vaccine. | am concerned about that
because of the need to protect the residents of
care homes as well as the individuals who work
there and those in the wider community. Is there
anything that could or should be done to
encourage all care home workers to take the
vaccination?

Professor Lim: | agree that every effort should
be made to encourage care home workers to take
up the offer of the vaccine. It is important for them,
as individuals who are potentially exposed more
frequently not only to the virus, but to vulnerable
people. If there is even a small chance that the
vaccine will block transmission, taking the vaccine
will also help them to protect other people. There
is therefore a personal benefit and a healthcare, or
social care, benefit overall.

It brings us back to the advice that local leaders
need to understand why care home workers might
be reluctant to take the vaccine. The reasons for
that may differ in Scotland in comparison with
somewhere in England, for instance, and
understanding those issues will be helpful in
encouraging uptake.

Stuart McMillan: The vaccination programme is
currently at a very early stage, so attitudes might
change as more people get the vaccine, and as
that is reported more widely in the local
community. Nonetheless, | was concerned when |
was approached by those care home workers
because, as Professor Lim rightly identifies,
people who stay in care homes are some of the
most vulnerable in our communities.

Professor Lim: It is worth noting that the
annual flu vaccination offer has also been
extended to care home workers this year, and that
uptake rates differ between workers in hospital or
primary health care and workers in care homes. |
therefore do not think that any such reluctance
relates specifically to the Covid vaccine—or so it
appears. It might be more about the general
concept of having a vaccine in order to protect
oneself and the people that one is caring for.
Some work might need to be done in order to
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improve uptake not just for Covid vaccines but for
other vaccines that are equally important
throughout the year.

Stuart McMillan: Thank you. My next question
is for Dr Schneider. Did Brexit have any influence
on the ability of the MHRA to grant the temporary
authorisation as quickly as it did?

Dr Schneider: There was a small crack on the
line, so | will repeat the question to check that |
understood it correctly. Was it about the impact of
leaving the EU on our temporary authorisation for
the Pfizer vaccine?

Stuart McMillan: Yes; did Brexit have any
influence on the ability of the MHRA to grant the
temporary authorisation so quickly?

Dr Schneider: Thank you. The temporary
authorisation was because of the realisation of a
European law into UK law. That has enabled us to
do it, as it would any other country. That will
continue; such emergency situations can occur in
the future, so it is enshrined in British legislation,
and that will not change.

Obviously, if the European Medicines Agency
authorises one of the vaccines this year, that will
be directly applicable in the UK. Beyond 1
January, the MHRA has its own powers in law to
issue a marketing authorisation.

Stuart McMillan: Are there any concerns about
the potential impact of Brexit on the vaccine
supply chain? A few moments ago, you touched
on the vials, but what about other aspects?

Dr Schneider: From an authorisation
perspective, | would not have any concerns,
because we have the power to issue a temporary
authorisation, and we will have our own powers
from 1 January. We have the resource in house
for doing the assessment. Obviously, there are
also questions about the supply that is coming into
the country, but | cannot comment on those. In so
far as we are a part of it, we have ensured that
everything is in place so that there are no
problems from the regulation perspective.

Stuart McMillan: | have a final question, which
is to any of the witnesses. When and how will we
know whether the vaccine affords immunity in the
longer term?

Professor Pollard: We are monitoring immunity
all the time. Our trials have just reached the six-
month point, and we are analysing those blood
samples to see how long immunity lasts. We have
some past experience with the Tamiflu vaccine,
whereby we have seen the immune response last
for well over a year after vaccination, but we have
to take the scientific approach of doing the
measurements and having a look.

Of course, no one can tell how long immunity
lasts until time has gone by and, because of the
nature of the pandemic, not enough time has gone
by for us to answer the really important question
about whether we are still going to see strong
immune responses next winter, which is going to
be really critical for all the vaccines and for the
protection of populations. That needs following up
over time.

A separate question is whether the immune
responses that we see correlate with protection.
We do not know that yet. Work has started among
all the deve