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6. The Secrewnry Law,

to the Government of West Bengal,
having his ot Writer's Building,

BED Bagh, Kolkaty- 700001,

7. The State Commissioner,
Disabilities Government of West Bengal,
having its office at Subhannn,
2md Floor Saltlnke, Kolkata- 700061

Rel ; W.PA [ No, 159 of 2021
Covid Crisin Suppart Network & Ors erhacre

Versus-

The Union of Indin & Ors
..Respondents

Dear Sir,

Enclosed please find herewith a copy of the writ
application with all annexure and take notice that the above matter filled
before Hon'ble High Court At ,Calcutta and the above mentioned matter
shall appear before the Hon'ble Justice Rajesh Bindal (Acting) & Honhle
Justice Arijit Banerjee on 04.06.2021 or so soon thereafter as and when
the business of the Honble Court will permit.

Yourssi I‘urt:! V.
(SANDIFAN DAS )

Advocate
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In the matter of:

An application under Article 226 of
the Constitution of India.

And
Subject matter relating to
Under Group - kead

Of the Classification of List.
Cause- Title
In the matter of:

Covid Crisis Support Network & Ors
...Pelitioners

-Versus-
The Union of India & Ors
..Respondents
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Dates

01,02.2021

23.03.2021

01.05.2019

19.04.2021

26.04.2021

27.04.2021

30.04.2021

LIST OF DATES AND SHORT FACTS

Short facts

Persons over the age of 60 years, and,Mwith comorbiditics

between the ages of 59 to 45 were eligible for the vaccine as

per govt, guidelines

Qovernment decision to vaccinate all over 45years.

Beginning of Phase 3 Strategy of COVID 18 vaccination for

persons over 18 years

The High Court at Madras directs for endeavours 1o be
made by the State to enable expeditious vaccination (0
persons with disabilities.

Department of Empowerment ol Persons with Disabilities
has requested the GOl to prirotise testing, vaceination and
treatment of PwDs at Covid centres.

High Court at Karnatak directs priortising vaccination (0
PwDs with doorstep vaccination to some category.

The Hon'ble Supreme Court Suo Moto recognized the
shortage of vaccines and, that the age group ol 18-45 alsv

consists of persons who suffer from vulnerabilities.

Instant Writ Petition is-filed
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SYNOPSIS
The surging COVID-19 crisis has cornered Persons with Disabilites (PwDs)
W & postion of extreme vulnerability. Special focus on vaccination of PwDs
on & priority basis needs urgent addressal from the Respondents. The
Government of india while announcing vaccination for all above the age of
435 years and between the age of 18-45years in not specially mentioning
PwDs, has put this vulnerable community on the same footing as all. The
same is arbitrary and counter productive of the international protecels for

providing disabled persons with treatment and safety and treating them
equally,

That, further, recognition by the Respondent of the types of disabilities as
under the Rights of Persons with Disabilties Act, 2016 is necessary for
vaceinating PwDs on a priority basis; wherein, persons with benchmark
disabilities and High Support Needs, among various other forms of suvere
disabilites including mental/intellectual disability would endanger
thiemselevs in travelling to Covid Vaceination Centres (CVC).

That Department of Empowerment of Persons with Disabilities has
reguested the GOl to prirotise testing, vaccination and treatment of PwDs
at CVC's. There is an urgent need for the Centre and State Governments
Lo speedily work out the request and come with an action plan to prioritisc
vaccination drives amongst consenting PwDs and their caregivers at not
just CVC’s, but also at the homes of PwD'’s, mental health institutions,
NGO's and organizations supporting PwDs.

That this instant Writ Petition is filed praying for the protection of lives of
the PwD's alongwith their caregivers through prioritised vaccination

drives; simultaneously, prayer for vacecination drives in leprosy colonies in
thee State of West Bengal is made.
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POINTS OF LAW

Whether the Persons with Disabilitics (PWDs are the most

vulnerable group to the ongoing COVID-19 pandemic or nat?

Whether the Respondent Authorities have taken any steps Lo ensure

100% vaccination of the Persons with Disabilities (PWDs) in the
state or not?

Whether the safe, unhindered, access to vaccinaton for Persons

with Disabilities (PWDs) comes within the purview of the Artcle Al
of the Constitution of India or not?

Whether the Respondent Authorities have failed to take appropriate
sieps in consonance with the provisions of Section 8 and Scction

25(1) of the Rights ef Persons with Disabilities Act, 2016 or not?

Whether the respondent has failed to see WHO guidelines and the
Policy Brief -UN Secretary General- Disability Inclusive Response 1o
COVID-19 and to include safety of persons with disabilities in

providing healthcare during COVID-19, in light of the risks
assiicipted with PwDs?




NETRICT KOLKATA

IN THE HIGHE COURT AT CALCUTTA
CONSTITUTIONAL WRIT JURISDICTION
APPELLATIE SIDE)

w.eaAo, 169 of2021

In the matter of:
An application under Article 226 af
the Constitution of India.

And
In the matter of:
ki Covid Crisis Support Newwaork
Through  Joint  Convenor  Shri
Soumen Upadhaya, huaving its olfice
it 9E BnishnabGhatn Lane, Kolkata-
700047,

2 Shri. Soumen Upadhaya,

son of Shibdus Upadhyay, residing at
2/3 Central Park Second Street, City
Centre Durgapur, Barddhaman pin-
713216.

3. Smt. Snigdha Sarkar
Doughter of Sudhindra Chandra,
residing at Flat No.21 J 374 B. P
Township, Patuli kolkatn-700094,

. Petitioners

-Versus-



1. The WUnion of India, service
through the Ministry of Law and
Justice, having office at 11, Strand
Road, Kollcata 700001;

2. The State of West Benpal
through the  Chiel  Seccretary,
Nabanna (13th Fleor), 325, Sarat
Chatterjee Road, Shibpur, Howrah-
7i1102.

A Department of Home and Hill
Affairs, through the Additional Chief
Seerctary, Nabanna, [3th Floor, 325,
Saral Chatterjee  Road,Mandirtala,
Shibpur, Howrah-711102

4, Department of Health and
Family Wellare through the
Secretary, Swasthya Bhawan, GN-
29, Scctor V, Salt Lake, Kolkata-
700091.

S, Department af Disasier
Management and Civil Delence,
through the Principal Secretary,
Nabanna, 2nd Floor, 325 Sural
Chatterjee Road, mMandirtala,
Shibpur, Howrah-711 102.




a. The Secretary Law, to the
Government of West Bengal, having
his at Writer's Building, BBD Bagh,
Kolkara- 700001,

7. The State Commuissioner,
Disabilitics GCovernment of West
Bengal, having its office at
Subhanna, 20  Fleor Salilalee,
Kolkata-7TQ0061.

soRespondents:

Y

| By DS

The Hon'ble Rajesh Bindal, fating Chief Justice ,and Iis Compunion
Justices of the said Hon'ble Court.

To

The humble petition of the petitioner
above-named;
Most Respectiully Sheweth:-

3 That your Petitioners are citizens of [ndizvand are hence amenuble

to the writ jurisdietion of this Hon'ble Court,
2 That the Petitioner no.l organization being COVID 19 Crisis
Support Netwerk for PWDs is a network formed by members of Disability

Activists Forum, PARIVAAR Bengal (an accredited State Federation of
PARIVAAR), National Confederation of Parents Organizations (NCPQO) lor

the Persons with [ntellectual & Developmental Disability, together with
another cruss disability federal network organization- Disability Activists
Forum, West Bengal. Petitioner no. 1 is represented by ity joint convenor
Sh. Seumen Upadhaya, son ol Shibdas Upadhyay, residing ar 2/3 Central




Park Second Street, City Centre Durgapur, Barddhaman, Pin-713216. The
prime objective of the network is to support PWDs, their families during
the current Covid 19 pandémic crisis by extensively working to provide
them with necessities, A brief introduction of the Petitioner no.l alongwith
activities undertaken in the past year is annexed herein as ANNEXURE
"PLA"

2. That petitioner no.2, Shri Soumen Upadhaya, son of Shibdas
Upadhyay, residing at 2/3 Central Park Second Streer, City Centre
Durgapur, Barddhaman, Pin-713216 and Petitioner no. 3, Smt. Snigdha
Sarkar, daughter of Sudhindra Chandra, residing at Flat No.21 J 374 B.
P. Township, Patuli, Kolkata-700034, are public spirited persons working
ceaselessly for the cause of Persons Living with Disabilities (PwDs) sinct
the past 2 decades. Adhaar identification cards of the petitioners is

attached herein as ANNEXURE P/2- Colly.

4. That the Covid Crisis Support Network have filed representations
before the Director of Health Services, West Bengal dated 28.04.2020
sesking prionty in vaccination of PwDs; earmarking of waiting rooms,
banners/posters in: CVCs to escort PwDs, among other requests. A
subsequent representation dated 30.04.202! to the State Commissioncr
of Disabilitiecs was made intimating about the representation of
28.04.2021 and seeking the monitoring of vaccination process within
Kollkata and at the districts by engaging administration and the LLCs.
Copy of the represenations dated 28.04.2020 and 30.04.2021 is annexed
herein as ANNEXURE P/3 Colly.

S This Writ Petition is a Public Interest Writ Pettion and is filed o
espouse the cause of persons with disabilities and ensure that persens

with disabilities from the age of 18 and upwards, and their caregivers ure




irrespective of the category or type of disability

On a priority basis not just
ut the centres for vaccination,

but keeping the vulnerability of PwDs in

mind, initiate doorstep vaccination to this high-risk group,

G. It is submitted that the world is

going through the second wave pf
COVID 19 and in spite

of the availability of vaccines like Covishield and

Covaxin and vaccination drives on a war footing; the second wave appears

te be lethal and dangerous, It is submitted that all persons over the age of
B0 years were administered the vaccine in the fi

st round of vaccinations
from 01.03.2021, and persons with

comorbidities between the ages of 59
1045 were also eligible for the vaccine in the first round of vaccinations as
per Guidelines under COWIN 2.0 for the first round of vaccination.

7. Thal during the first round of vaccinations, persons with

comorbidities were administered the vaccine even if they were of the age
group of 59 years to 45 years if they had certain comorbidities. For
reasons best known te the Ministry of Health, certain persons with
disabilitics were classified as persons  with  comorbidities.  Eligible
Beneficiary according to these guidelines issued by

the Union Ministry of
Health and Family Welfare were:

"C. All such citizens that are aged, or will attain the age of 45 years
to 59 years as on 1st January 2022, and have any of the specified
comorbidilies, which have been recommended by National Expert

on Vaccing Administration for COVID-10 (NEGVAC) and

Group

approved by
Government of India [rom time to time, subject to certification to that

effect by a Registered Medical Practitioner, The list of specified co-

morbidities {20) and the form for comorbidity certificate are annexed ar
Annexure 1(A) and I(B) respectively.”




Entry 20 of the comorbidities In Annexure 1[A) and 1(B)reads as

[ollows:

“Persons. with disabilities due to Intellectual disabilities/ Muscular
Dystrophy/Acid attack with involvement of respiratory system/ Persons
with disabilities having high support needs/ Mulliple disabilitics

including deaf-blindness.”

Copy of the Guidance note for COWIN 2.0 dated 24.02.2021 15

annexed-as ANNEXURE F/4,

&, It is relevant to mention that to consider disability gs a comorbidity
is faulty, Further exclusion of other forms of disability qualilying under
the Rights of Persons with Disabilities Act, 2016 is arbitrary and does nal
appear to be based on any rational nexus with the vaccination drive to

bring the COVID 19 pandemic under control.

9. That it is submitted that the Government began vaccinating all
persens over the age of 45years. The Government’s decision is reflected in
the Press and Information Bureau's release by the Ministry of Health and
family welfare dated 01.04.2021 which is annexed to this writ petition as
ANNEXURE P/5.. It is to be noted that the vaccination of comorbid
persons who were prioritised earlier, are completely excluded with age

being the only criterion now.

10.  That, [urther, with the colossal suffering due to the ongoing second
wave, Central Government launches the Liberalised and Accelerated
Phase 3 Strategy of COVID 19 vaccination from 01.05.2021; wherein
everyone above the age of 18 will be eligible to be administered the



COVID-19 wvaccine from May 1. No specific mention is made of spécial
preference to persons with disabilities.

11. Tt is submitted that the exclusion of persons with disabilities who

form a separate class, have no reasonable nexus to the vaceination drive
aimed at controlling the pandemic. The same is arbitrary,

violative of
fundamental rights of persons with disabilities and EO

against statutory
protections guaranteed to persons with disabilities in the United Nations

Convention on the Rights of Persons with Disabilities and the Rights of
Persons with Disabilities fct, 2016. Infact, the Rights ol Persons with
Disabilities Act, 2016, was enacted by the Parliament in accordance with
the Convention of Rights of Persons with Disabilities, 2006.

12, Morwality in Persons with Disability due to COVID-19: It is

submitted that according to a report published by Public Health England
earlier in November,2020 based on the early months of the pandemic,
ptople with learning disabilities are over six times more likely to die from
COVID-19 than the general population. Young people with learning
disabilities aged 18-34 are a staggering thirty times more likely to die [rom
COVID-19 than their neurotypical peers. Further, according to data
published by the UK Government on “Coronavirus (COVID-19) related
deaths by disability status, England and Wales: 2 March to 14 July 2020"
indicates that disabled people (as defined) made up almost 6 in 10 [59_%}
of all deaths involving COVID-19 in this period; while they constitute 16%
of the population. Copy of Report by Public health England dated
12.11.2020 and UK Government dated 18.09.2021
ANNEXURE P/6 Colly.

is annexed herein as

13. That persens of disabilities by reason of unique characteristics, are
incapable of maintaining social distancing and wearing masks, and face

three increased risks with devastating consequences: the risks of




contracting COVID-19, developing severe symptoms from COVID-19 or
dying {rom the disease, as well as having poorer health during and alier

the pandemic, whether or not they are infected with COVID-19.

14. ‘Thal the persons with disabilities require specific support services
including habilitation and rehabilitation services and the nature of the
services required also compromise the various safety norms prescribed for
protection against COVID-19. Persons with disability are already atl =
position of disadvantage owing to multiple barriers including access to
information regarding health services, inaccessibility of health services
and health infrastructure, increased financial burden due to loss of
income/reduced income of the individual and the family providing
primary care, They also suffer due to the lack of adequate social
protection and income security due to the pre-existing inequalities. in

access to education and employment of persons with disabilitics.

15. That the persons with disabilities experience unigue challenges in
maintaining safety and adherence to safety measures to avoid infection.

Persons with disabilities include those with the wvisual impairments,

lecomotor disabilities; cerebral palsy, autism ete. Each of these disabilities

present a unique challenge in ensuring safe practices to avoid infection.
Moreover, some persons with disabilities such as those with disabling
health conditions such as multiple sclerosis, persons with hemephilia,
thalassemia and those persons. with disabilities having comorbid
conditions in addition to their impairments and their associated risk
factors tend to have a weak immune system which makes them more
susceptible to various infections and raises risk of COVID-19 exposure
manifold leading to complications and death. People with disabilities
despite their susceptibility, arc often invisible largely due to lack of

adequate data on persons with disabilities across sectors and owing to the
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higher rate ol poverty, persons with disability remain in vulnerable
sitiations  and  experience heightened  marginalization and  must be
considered at ngle in during COVID-19-related decision- and policy:
making processes. As in any crisis, people with disability/impairment

must be regurded as an at risk population.

16.  That the persons with benchmark disabilities as such blind persons
are more reliant on their sense of touch as a substitute for impaired
vision. One of the maior routes of the virus transmission is believed 1o be
via contact and hence this group is at a higher risk of contracting COVID-
16, People with neurclogical disability also have associated underlying
medicul conditions that place them at higher risk than others Eg. thuse
with kyphosis and scoliosis live with diminished lung volumes in addition
to their disability caused by curvature of the spine. Becouse of differences
in their immune systems, those with Down syndrome are al increased risk
of contracting infectious diseases, usually of the upper respiratory tricl

Global evidence indicates higher rate of deaths among persons with

developmental disabilities,

17, That it 14 lurther submitted that wearing masks is not an option for
those with cerebral palsy, autism or any developmental disability as s
not an object they are used to, and dreoling makes masks unusable,
Persons with disabilities experience higher nisk of contracting the virus as
they require close contact with others as a result of personal care necds
[activities of daily living], and/or many live in shared settings like o group
heme, Persons with disabilities experience greater challenges as a result
of public health measures such as physical distancing. This ¢an create
preater social {selation and interruption of vital, irreplaceable suppornt
networks. Family members [/ care pivers are also ot risk of contracung the

virus from persons with disabilities and vice versa.
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18. That, accordingly, it is submitted vide office memorandum dated
26.04.2021 the Department of Empowerment of Persons with Disabilities
has requested the Government of india to prioritize testing, vaccination
and COVID-19 related treatment at centres on a pnority basis. Excerpt

from the notification is as follows,

“...special provisions be made in COVID-12 testing, vaccination and

treatment centres for priority in attending to and treatment of PwDs."

Corollary to the limitations faced by PWDs as aforementioned in
subniissions above, it is submitted that prioritization just at centres s
insufficient in protecting disabled persons from contracting infection; it is
crucial that prioritised doorstep vaccination drives be conducted for the
varied classes of disability hindering PWDs, especially ones with High
Support Needs, from approaching these centres in the first place. Failure
to do so has resulted in a situativn where a person over 18, otherwise fit,
who is also entirely capable of following and understanding sotial
distancing guidelines, is given priority over the health of a disabled person
with high support needs and co-morbiditics. Copy of the office
memorandum dated 26.04.2021 the Department of Empowerment of

Persons with Disabilities is annexed herein as ANNEXURE P/7.

19. It is submitted that going by the 2011 census wherein some
disabilities were counted as disabilities in the census, the population of
disabled persons in West Bengal stands at 2.21 %. The population of
disable person is 20,17,406. This information is also rellected in the
official website http;//wbcommissionerdisabilities.gov.in/User/eensus.
There is no doubt that this figure would have gone up with the addition of
disabiliies and keeping in mind the fact thal world-over estimatles of
disabled population may go up to 10% of the total population,
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20. That it is submitted that as on §th April, 2021, the oflici=l §
for COVID 19 infections in the country crossed the 2 crore mark, 2.22.208
lakh deaths as per the Union Health Ministry data, Presenily, the ovid
infection is rising at alarming rate in West Bengal with 881, 00U
confirmed cases and 11,637 deaths due to COVID 19 as on 04.05.2021.

21. Inclusion of persons with disabilities as a prion ity / at fisk goupin
other Countries: The Government of Australia has stated that prisnty
groups are identified using public health, mediczl and epidemiclogical
svidence on who would be maost affected if they contracted COVID-18, =g
those most likely to be exposed. Disability care stall and disability Tarz
residents have been included in the firsy phase of vaceination under phase
“1a" and younper adults with disabilities have been included in o
“Ih

Further, in the United Kingdom, while persons with disability were
placed low on the priority list, the Government has revised the list alter
requests from disability groups and has included adults with leaming
disabilities, Down’s syndrome as clinically extremely wulnerabls,

vaccinaung them on a priority basis.

Even the United States Centre for Disease Contrel and Prevention
(CDC) has also recognised the fact that persens with Down's syndroms
might be at an increased risk for severe illness from the virus that causss
COVID-19 and has accordingly listed Down syndrome in the lst of co-

morhidities.

22. World Health Organisation Guidelines: The World Heslh
Organisation (WHO) SAGE ROADMAP FOR PRIORITIZING USES OF
COVID-=19 VACCINES IN THE CONTEXT OF LIMITED SUPPLY, has aisc
classified Persons with disability as a pronty group, behind health
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worlkers ctc. Copy of the WHO SAGE ROADMAP is annexed herein as
ANNEXURE P/8.

23. Policy Briel -UN Secretary General- Disability Inclusive Response to
COVID-19: That according te this Policy note published in May 2020,
Persons with disabilitics are at greater risk of contracting COVID-19. It

notes that,

“they may experience barriers to implement basic protection
measures such as hand-washing and maintaining physical distancing for
several reasons: lack of accessibility of water, sanitation and hygiene
(WASH) [acilides; a reliance on physical contacl to pget suppori,
inaccessibility of public health information; or being placed in
institutional settings which are often overerowded and unsanitary. These
barriers arc exacerbated for those living in informal settlements and/ or
affected by humanitarian emergencies”. The policy briel also states that,
“Persons with disabilities are at greater risk of developing more severe
health conditions and dying from COVID-19. They have greater health
requirements and poorer health outcomes, [Por example, they are more
susceptible to secondary conditions and co-morbidities, such as lung
problems, diabetes and heart disease, and ebesity, which can worsen the
outcome of COVID-19 infections, The barriers to accessing healtheare are
further exacerbated during the COVID-19 crisis, making timely and

appropriate care difficult for persons with disabilities.”

Copy of the Policy Briel by UN is annexed herein as ANNEXURE
/9.
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DIRECTIONE/OPINIONS OF THE COURTS OQF JUDICATURE ON
VACCINATION

24,  On 30.4.2021, the Hon'ble Supreme Court was pleased to pass an
Order in Suo Motu Writ Petition (Civil) No, 3 of 2021 utled "In Re:
Distribution of Esseatial Supplies and Services During Pandemic”,

wherein it observed as under:

34. On 20 April 2021, the Central Government rolled out a revised
strategy of COVID-19 vaccination for all persons over 18 years of
age, with effect from 1 May 2021. This new age group consists of
approximately 59 crore people, which would require 122 crore
vaccine doses under the current two-dose vaccine regime of
Covishield and Covaxin which have been authorized for emergency

use in India....

36.... For one thing, even this age group would consist of persans
who suffer from vulnerabilities.... The available stock ol vaccines is
not adeguate to deal with the requirements of both the categories...
The object of vaccinating the 18-44 age group cannot be achieved in
the absence of stocks being available."

Copy af the SBuo Moto order of the Hon'ble Supreme Courl
dated 30.04.2021 is annexed herein as ANNEXURE P/ 10.

25. That it is relevant to mention that the the High Court of Judicature
at Madras vide order dated 19.04.2021 in hearing the W.P. No. 2951 of
2021 titled Meenalcshi Balasubramanian vs. Union of India and Anr., for
including Persons with Disability and their caregivers as a priority group
[or administering COVID-19 vaccine has emphasised upon, and directed
that,
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“The State may also consider administering vaccine 1w persons
above the age of 18 but suffering from any form of disability as indicated
in the Schedule to the Rights of Persons with Disabilitics Act, 2016
instead of confining it to the disabiliies indicated in the Union's
annexure. Every endeavour should be made by the Suate to enable
vaceination as expeditiously as possible to protect the lives of persons
with digabilities. Immediate steps should be taken by the State 1o ensure
that vaccination centres are accessible to persons with disabilities by

constructing ramps or other measures in accordance with the said Act of
2016."

Copy of the order dated 19.04.2021 by the High Court at Madras 15
annexed herein as ANNEXURE P/11.

26. That in addendum ad supra, even the High Court of Judicature at:
Karnataka vide order dated 27.04,2021 in W.P. No. B475/2021 in
deciding priority vaccination for persons with disabilities, has directed the
State government to ensure, “necessary assistance 15 rendered to the
persons who are suflering from benchmark disabilities or the purposcs of
registering themselves for vaccination...and ¢nsure that priority is given to

the persons with benchmark disability in vaccination.”
That the Hon'ble Court also passed the following interim directions:
“10. We therefore issue the following interim directions:

a) The State Government shall immediately evolve a
scheme/mechanism or giving priority to vaccination of Covid-19 to
the persons with henchmark disabilities;

b) The State Government may consider authorising the District
Disabled Welfare Officers or any other officers to receive requests for
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vaccination by SMS, Whatsapp or Email either from the persons
suffering from benchmark disability and/or

[rom respective
caregivers;

c) The State Government shall make effective arrangements for
providing vaccination to the persons with benchmark disailitics
and their caregivers by ensuring that they are not required to wait
in the gqueue at vaccination ¢enlres;

d] Needless 1o add that those persons who suffer from benclhimark
disabilities and who are unable to move out of their respeclive
residences, necessary arrangements will have 1o be made for

vaccination at the doorstep;

¢) We leave to the State Government how to ‘evolve schemef

mechanism for complying with the aforesaid directions;"

Copy of the order dated 19.04.2021 by the High Court at Karnata lea
is annexed herein as ANNEXURE P/12,

27 v is submitted that touch and clese contact/proximily are two
ways that the virus spreads rapidly. The COVID Prevention Protocols
demand a six-feet distance, frequent washing of hands and weanng of
masks as stringent preventive measures apart from vaccination. Persons
with disabilities and their caregivers require vaccination at a priority level
as they may be unable to follow social distancing, wearing of masks or
avoid contact due their disabilities. A vast majority of persons with
disabilities, due to their disabilities, either rely on tactile modes on a
daily basis (in the case of the visually impaired), or may not be able o
wear masks due to drooling and related problems, or arc incapable of
maintaining social distancing (in the case ol persons with autism and

intellectual and developmentol disabilities) or require a constant caregiver

>~
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(in the cases of certain persons with disabilitics with high-support needs)
are class of persons who are per se at high risk. The only way to ensure
that persons with disabilities are saved from the COVID 19 is to ensure
that all persons with disabilities are vaccinated along with their caregivers

based on their UDID cards or certificates of disability.

28. Upon being apggrieved and Dissatished by the Inaction an behall of
the Respondent Authorities, and owing to the fact that there is no police/
scheme/ plan/ method etc for giving priority of vaccines to Disabled
Persons, especially ones with High Support Needs, the Petitioner begs to
move this Petition in Public laterest on the following Grounds:

GROUNDS

I For (hat persons with disabilities have the right to equality and the
right to lile under Articles 14 and 21 of the Constitution of India. Article
47 of the Constitution casts a primary duty on the State to improve public
Health, In Vincent Panikurlangara v. Union of India, (1987) 2 sec 163 Lhe
Apex Court held that, “A healthy bedy is the very foundation for all
human activities. That is why the adage "Sariramadyam Khaludharmu
Sadhanam". In a welfare State, thereflore, it is the obligation of the State to
ensure the ecreation and the sustaining of conditions congenial to pood
health."! The Hon'ble Apex Court ruled further “While endorsing what has
been said above, we would refer to Article 47 in Part IV of the
Constitution. That article provides: "The State shall regard the raising ol
the level of nutrition and the standard of living of its people and the
improvement of public health as among its primary duties and, in part icu
lar, the State shall endeavour to bring about prohibition of the
consumption except for medicinal purposes of intoxicating drinks and of
drugs which are injurious to health."
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This article hos laid siress on improvement of public health and
prohibition of drugs injurious to health as one of the primarny dulies of the

Stute., Quoting Akhil Bharatiya Soshit Karamichan Sangh v. Union of india

[(19281) 1 SCC 246 the Court pointed out that: (SCC pp. 308-09, para 12
“The fundamental rights tre intended to {oster the ideal of a politieal
democracy und to prevent the establishment of authoritarian rule but they
are of no valie unless they can be enforced by resort to courts, So they
are made justiciable, But, it s also evident that notwithstanding their
great importance, the Directive Principles cannot in the very nsture ol
things e enforced in o court of low... [t doss not medan that diveenve
principles are less important than fundamental nghts or that they are not

binding on the various organs of the State.”

I, For that in & series of pronouncements during recent years, this Court
has culled out from the pravisions of Part IV of the Constitution several
obligations of the State and called upen it to effectuate them in order thit
the resultant picture by the Constitution Fathers many become a reality. As
identificd, maintenance and improvement of public health have to rank
high for being indispensable to the very physical existence of the
community; the betterment of which assists in building of a society us
envisaged by the Constitution malkers. Attending to public health, in the
petitioner's opinion, therefore, is of high priornty.

11 For That evident is the situation of risk and humanitarian
emergency which the COVID 19 pandemic is for a person with disability.
Considering the [act that certain persons with disabilities cannat wear
masks, cannot avoid tactile sensory inputs or avoid touch, maintain
social distancing and have other limitations due to their disabiliues,
Articles 11 and 25 of the Convention on the Rights of Persons with
Disabilities (CRPD) are attracted. Article 11 provides that,
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"Srates Parties shall take, in zccordance with their obligations
under interriational law, including international humanitarian law
and international human rights law, all necessary measures to
ensure the protection and safety of persons with disabilities in

situations of rislk, including simations of armed conllict,

humanitarian emergencies and the occurrence of natural disasters.”

Article 25 provides that, "States Parties recognize that
persoris with disabilities have the right to the enjoyment of the
highest attainable standard of health without discrimination on the
basis of disability.

States Parties shall take all appropriate measures (o cnsure
access [or persons with disabilities to health services that are

gender-sensitive, including health-related rehabilitation. In
particular, States Parties shall:

a. Provide persons with disabilities with the same range, quality
and standard of free or affordable health care and programmes as
provided to other persons, including in the area of sexual and
reproductive health and population -based public health

Programmes;

b. Provide those health services needed by persons with
disabilities specifically because of their disabilities, including early
identification and intervention as appropriate, and services designed
to minimize and prevent further disabilities, including ameng

children and older persons;

c. Provide these health services as close as possible to people's

{) own communities, including in rural arcas;

il
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e, Require health professionals to provide care of the same
quality to persons with disabilities as to others, including on the
basis of free and informed consent by, inter alia, raising awireness
of the human rights, dignity, autonomy and neceds of persons with
disabilities through training and the promulgation of ethical
standards for public and private health care;

- Prohibit discrimination against persons with disabilities in the
provision of health insurance, and life insurance where such
insurance is permitted by national law, which shall be provided in a

fair and reasonable manner;

f. Prevent discriminatory denial of health eare or health services
\ or food and fMuids on the basis of disability.”

I 1V, For that there is an urgent need to regard and act in accordance
| with the provisions in the Rights of Persens with Disabilities Act, 2016,
being Section 8, Section 25(1), Sections 25(2)(i) - which provide as follows:
| 8. Protection ‘and safety, -(1) The persons with disabilities shall have equal
protection and safety in situations of risk, armed conflict, humanitarian
emergencies and natural disasters, (2)The National Disaster Management
Authority and the Siate Disaster Management Authority shall take

appropriale measures [0 casure inclusion of persons with disabilities in

its disaster management activities as defined under clause (e) of section 2
| of the Disaster Management Act, 2005 (53 of 2005) for the safety and
| protection of persons with disabilities.

(3) The District Disaster Management Autherity constituted

under section 25 of the Disaster Management Act, 2005 (53 of

' li 2005) shall maintain record of details of persons with disabilities in
the district and take suitable measures 10 inform such persons of

apy situations of risk so as 1o enhance disaster preparedness.

e
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f4) Theauthorities engaged in reconstruction activities
subsequent to any situation of risk, armed conflict or natural
disasters shall undertake such activitics, in consultation with the
concerned State Commissioner, in accordance with the accessibility

requirements of persons with disabilities.

25. Healthcare. - (1] The appropriate Government and the local

authorities shall take necessary measures for the persons with
disabilities to provide,-

a. free healtheare in the vicinity specially in rural area subject 10
such family income as may be notified;

b. barrier-free access in all parts of Government and private

hospitals and other healthcare institutions and centres;

¢, Priority in attendance adn treatment

(2) The appropriate Government and the local authorities shall
take measures and make schemes or programmes to promote
healthcare and prevent the occurrence of disabiliies and for the

said purpose shall- (i) healthcare during the time of natural

disasters and other situations of risk;

() essential medical facilities for life saving emergency treatment
and procedures;

For that a conjoint reading of the above makes it clear that all

persons with disabilities and their caregivers should be vaccinated on a

priority basis irrespective of their age and type of disability. It is submitted

that not doing so will defeat the statutory, UNCRPD and Constitutional
Rights of persons with disabilities in toto.
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VI.  For that even the WHO-SAGE Guidelines for allotment ne
prioritisation of vaccines call lor prioritising vaccination for persons

with disabilities. The basic guiding principles are:

a. Human Well—Belng
Protect and promote human well-being including health, sacial and

economic security, human rights and civil liberties, and child
development.

b. Equal Respect

Recognize and treat all human beings as having equal moral status
and their interests as deserving of equal moral consideration.

©: Global Equity

Ensure equity in vaccine access and benefit globally among people

living in all countries, particularly those living in low-and muddle-

INcome countrics.

d. National Equity
Ensure cquity in vaccine access and benefit within countries lor

groups experiencing greater burdens from the COVID-19 pandemic,

&, Reciprocity
Honour obligations of reciprocity to those individuals and groups
within countries who bear significant additional risks and burdens

of COVID-19 response for the benefit of society.

f Legitimacy

Make global decisions about vaccine allocation and national
decisions aboutl vaccine prioritization through transparent
processes that are based on shared values, best available scientific

evidence, and appropriate representation and input by affected
parties.
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VI, For thau the respondent's failure to safely provide vaccines fer
cdisabled persons with high support needs and benchmork disabilues,
without jeopardizing their health on priority basis is violative of the Rights
of Persans with Disabilities Act, 2018,

VI For that vaccinating such persons would help to break the chuin of
the spreading of the Coronavirus.

29, The Petitioner submits that he has not filed & similar petition o
the same cause of action cither before this Hon'ble High Court or belore

any other Hon'ble Court seeking similar reliefs.

30. That there is no other allernative efficacious and speedy legal
remedy than . move a writ application under Article 226 of the
Constitution of India and seek appropriate direction and or directions
and/or relicl{s). The remedy sought for if granted would be adequate and
complete.

31. There are no latches on the part of the Petitioners in moving the
instant petition and the balance of convenience and/or inconveniences is

in [avour of your Petitioner for passing the order, as prayed for herein by
the petitioner,

32. That the petitioner has filed this Public Interest Liugation in
accordance with Appendix IV of the Appellate Side Rules of the Hon'ble
High Court at Calcutta. That your petitioner submits that there are a
number of disabled persons across the state, who owing to their disability,

poverty, geographical distance, would not be in a position to approach this
Hon'ble Court

33. That the application made is bonalfide and for the ends of justice.
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In the tircumstances, your Petitioner
humbly prays that Your Lordships
would graciously be pleased to pass
the following orders:

A. A writ of or in the nature of
Mandamus and/or any other or
appropriate writ(s] or order(s) or
direction(s] do issue commanding the
Respondents, their agents, servants,
suberdinates, employees and/or
assignees to make efforts to augment
vaccination of all consenting persons
with disabilities and the caregivers of
persons  with  disabilities, and
individuals with high suppert needs,
above the age of 18 years apainst
CoviDla by administering
Covishield or Covaxin and/ or any
ether competent vaccines that may
be available to them irrespective of
the nature of their disability on a
priority basis in compliance with the
request made by the Department of
empowerment  of Persons  with
disabilities notification;

B. A writ of or in the nature of
Mandamus and/or any other or
appropriate writ(s] aor order(s) or
direetion(s) do issue commanding the




Respondents, 1o Organise special
camps at every disinel under the
supervision of the jurisdictional
District 'Social Wellare Officer or
appoint @ Nodal Oflicer in cvery
District for the same.

€. A'wnt ef or in the nature af
Mandamus and/or any other or
appropriate writ(s} or orderis| or
direction(s) do issue commanding the
Respondents, to under the
supervision of the District Social
Welfare Officer, oversee, assist and
ensure door lo door vaccinalion on i
priority.  basis fer consenting
persons with High suppert needs and
benchmark  disabilities, during the
third and subsequent phases of

vaccination throughout the country;

D. A writ of or in the nature of
Mandamus and/or any other or
appropriate  writ[s) or order(s) or
direction(s] do issue commanding the
Respondents, in taking a progressive
-approach, provide wvaceination to
persons with disability, for free of
COSts,
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E. A writ of ur in the nature of
Mandamus and/or any other or
appropriate writ(s] or order{s} or
direction(s) do issue commanding the
Respondents- to in light of
notification by Ministry of Health and
Family welfare- set up special
accessible queues for the PwDs In
Vaccination Centres and make the

Centres disabled friendly.

F. A writ of or In the nature of
Mandamus and/or any other or
appropriate writls) or order(s] or
direction(s) do issue commanding the
Respendents, to Organisc vaccinalion
drives for persons with disabilities in
institutions for the abandened and
destitute, run and managed by the
Government and NGOs;

G. A wrt of or in the natare of
Mandamus and/or any other or
appropriate writ{s) or -crder(s} oF
direction(s) do issue commanding the
Respondents, to organise vaceination
drives in mental health institutions
bothh Government and  private
psychiatric nursing homes and those

run by NGOs;

—d
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H. A writ of or in the nature of
Mandamus and/or any other or
appropriate writ(s] ‘or ‘order(s) or

direction(s) do issue commanding the

Respondents, to organize vaccination
drives in leprosy colonies for persons
affected with leprosy and their family
members in the State of West Bengal.

1. A writ of or in the nature of
Mandamus and/or any other or
appropriate writ(s) or order(s) or
directionls) do issue commanding the
Respondents, for  evolving &
scheme/mechanism for complying
with the aforesaid essential prayers.

J.  Directing the department of
this Hon'hle Court to publish the
order of this petition.

K. And pass any [urther order or
direction as this Hon'ble Court may
deemn {it and proper, in the facts and
circumstances of the case, in the

interest of justice,

And Tor this act of kindness, the petitioner as in duty bound shall ever

e

pray. _krmw....\ Ut’“]h"["']-

E‘r\::gﬂw- Serus "
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AFFIDAVIT

1, Soumen Upadhyay son of Shibdas Upadhyay, aged about g’? years, by

faith -Hindu, by occupation- Social service, residing at 2/3 Central park

Second Street, City Centre Durgapur, Barddhaman pin-712216, do

hereby solemnly affirm and say as follows:-

I That | am the petitioner in the instant case and 1 am well
acquainted with the facts and circumstances of the present case and and [
am authorized to affirm the instant petition on behall of the other
petitioner and | am competent to affirm the alfidavit,

2. That the statements made in paragraph nos.! = ' are true to my

-

knowledge and the statement made in paragraph nosgwyare de

the records which 1 belief to be true and rest are my humble subnussion

rived rom

hefore this Hon'ble court. \
\ku“‘-"""i v Ll'!rm -n.-‘a |-
Prepared in my office The Deponent is known o me,

ol

("A '
Advocate Clerkkto,

Advocate

Solemnly aflirm before me on,
this the 24 day of May, 2021

| Certify that all annexures are legible

Sd

Advocole

COMMISSIONER
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(5%
1, Snigdha Savkar, Doughter of Sudhinden Choandea Sarkear, aged nhont- 4;

years; by [aith Hindu, by accupation - uociol nervice, reslding ats Flnt no. 21

J 374 B.PTownship, Patuli kolkatn=700094,da hereby nolemuly alficm nnd
say ns {ollows:-

1. That 1 amy the petitioner in the instant eone and T om well nequninted
with the facts and circumatancen of the prenent cone,

i r
2. That the statements made in paragraph nos 1= 0 are true o my

knowledge and the atatement made in purngraph noné: 18 are derived
from the records which I belief o Le true und rest are my humble
submission before this Hon'ble court,

. ) = O adha St
Prepared in my office SALA
‘The Deponent is known (o me,
Qd-
ol
Advocate Clerk to, "
Advoente

Solemnly uﬂlirm before me on,
This the Q4 day of May, 2021

I Certify that all annexures are legible.

Advocate

COMMISSIONER
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SOV 19 CRISIS SUPPORT NETWORK FO i
Af : R Persons ]
o) 5 Soumnm Upadiway - 9434086363 Snigdhn Sarkar - 9'!133%955{1'.'!2}112|P‘:?L§F::£}E-!E‘:';mu1 f.om

TO WHOM IT maY CONCERN
Dear Siv/ Madam

We are furnishing below the details of COVID 19 Crisis Support Network for PWDs:

COVID 19 Crisis Support Nelwork fo
Forum WB (a Federation ol different
disability network of our state Jand P,
PARIVAAR. National Confederalion o

Intellectual & Developmental Disabil

r PWDs is a network initiated by Disability Activists
NGOs and disability activists represenling a cross
RIVAAR BENGAL (an accredited State Federalion of
f Parents Organizalions (NCPO) for the Persons with
ly). encompassing subsequantly a large number of
NGOs agross West Bengal and many committed individuals who are working for the Rights
and Rehabilitation of People with

Disabilities. The prime objective of Ihe nelwork is lo
suppon PWDs & ther families durning the current Covid 19 pandemic crisis and beyond.

The present siluation of leckdown in view of
disastrously affected persons wilh disabilties and

cancerned aboul the slalus of persons with different disabilities and their families living in
Wesl Bengal during lockdown, fearing thal their access to basic amenilies and food
resources are limited, and the strain that is put on disabled people and their Caregivers, who
are lorced 1o be enclosed in their living quarters. While the Cenlral and the Stale
governmenls are reaching out to the people wilh rations and olher necessary amenilies, wa

feel thal there (s urgent need to track, to the extent possible, the condition of the families and
persans wilh disabilities in different districls of West Bengal,

the Pandemic Novel Corona virus has
their families in India. We are especially

This NETWORK started on Aprif 207, 2020 with an objective to act uniledly
Parsons wilh Disabilities and their families during Covid 19 Pandemic. Within [ew days many
respecied personalilies and NGOs across the state joined hands and togelt

: er we could reach
oul to the PWDs as many as possibie al each corner of the stale - from Sihgun o South and
North 24 Pargana

in suppaa of the

The prime aim of Ihe network is o support the PWDs & their lamilies within Kaolkala

and beyond
by supplying essential lood rations and medicines to the beneficiaries in crigis.

Our Network has the sirength of almost One Hundred (100) members throughoul the stale ol
Wes! Bengal. which is overwhelming. There are 41 volunteers lo execule the plan on the
ground, The Nelwork also have many resource persons to strengthen its cause.

We gol volunteers o help the PWDs, who are in need of lood, medicines elc. lo organize
thraugh coordinaung with local police, councilor or NGOs/Clubs ele,, and for il reguired he
volunteers would lry to organize caregivers 1o help (he PWDs in disiress.

Activities dunng past one year —

1 Letler exprissing our concemns and our expaclalions from the stale govt has been
mailed 10 our Henorable Chief Minister. Copes were sent o

(2)




19 CRISIS SUPPORT NETWORK FOR Persons with Disabilities

i anl < Sournoed Lpacityiay — P SAUNGAGY, Sl Sarki ~ 943869650, Emm) - cesngrwdiigmng com

The Chief Secrelary,

Minister Dept. of WED & SW,

Secrelary Dept, of WCD & SW,
Commissioner Disabililles, WB

Principal Secretary Dept. of Healll & FW,
Director Dept, of Heallh & FW Depl.

~a o0 oD

st to highlight the phght

2. lelter lo dilferent media houses has been mailed wilh a reque
the iniliative led by this

ol people with disabilities and also lelling people know aboul
group.

Wes! Bengal and the

4. lelter has also been sent to the Director General of Palice.
formation-aboul the

Commissioner of Police, Kolkata respeclively for spreading the in
support activities by this network.

4. Appeal has been sent to-a Corporate House fof supporling activiies of the network.
We are working (o tap ancther Corporate House for lhe supparl.

5. Decision was taken and implernented lo support the PWDs & their families with Food
packets & medicines In the first phase of long lockdown and therefore, we connecled
with different NGOs in districts o get list of PWDs In crisis and then reached out (o

them with possible support.

6. As per the decision, supporis were provided to approximalely morée than 2000 PWDs
along with their famiiies at different districts of the state, A List of the same is given

below:
List of Beneficiaries supported by CCSNPWD through member NGOs J
: . No of food Neo of Medicine
District Locatien packets packets
looghly Bansberia, Boropara, Rabindranagar. 118 12
Hooghly, Naldanga, Chinsurah, Serampore,
Chinsurah, Bandel, Bansberia, Tribeni,
8TPS Township, Mogra, Debanandapur
ladia Kalyani, Haringhata, Madanpur, Shimurali. 160 26
Chakdaha, Habibpur, Nabadwip
furshidaba | gonarampur. Sargachl, Beldangs 14
;lurl?t 24 e 40 10
$3ragana Kanchrapara, Halisahar 1
spach ,
¥ e Mathabhanga, Coochbehar Town a8

i
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A 19 CRISIS SUPPORT NETWORK FOR Persons wi isabili
A W
/@ - Souman Upadhyay — 2324086363, Snigdha Sarkar — 9433869558, I;Lt;il?lcs:asri:‘r:i@efmaﬂ.cdm

ipurduar Jateswar, Tatipara, Samuktala, APD Town 17
arjeeling Mirik Lower Sourinbasti Tea Estale 28
owrah Jagatballavpur, Amta, Maju 11
lorth 24
'argana Hasnabad 250
lorth 24
‘argana Hinglegan|. Sundarban 70
looghly Singur 21
lorth 24 Hasnabad [Beneficiaries includes very 400
‘argana marginalised poor people also |
30.05.2020]
soochbehar | Tulangan) 17
wtha Siliguri 20
Wlism
wppoft
Houp
5
‘hinsurah Mogra & Polba-Dadpur Block, [Beneficianes 600
iense includes very marginalised poor people also]
IENTAID Joka, Soulh 24 Parganas 45
ither
upports
fedicing Ullarpara B
:ahy Food Aslha Autism Support Group
« Buiscuils 10
tedicine Chinsura Sense Socity 4
‘CSN Alipurduar, 25.06.2020 28
g8
oTAL No of Beneficiaries 2002 2060

Now when the 2 Wave of Covid is al ils peak now, our Nelwork has decided (o
move for Vaccination of the Persons wilh Disabilities al a priority basis and wo have
already appealed lo the Direclor, Heallh Services, Govl of Wesl Bengal and also (@
the State Comrmissienar Disabilities, Govl of Wesl Bengal on 28 and 30" April 2021,

With warm regards
Seumen Upadhyay Snigdha Sarkar
Ji Convener Ji Convener

i —
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COVID 19 CRISIS SUPPORT P
NETWORK FOR Persons with
Disabilities

Email — ccsnpwd@gmail.com

Re! No CCSN01/21-22 Dete: kg 22
2021 ST

ine Dirscler,

Health S=rvices,

Depanment of Heslth 3 Famidy Welfzre,
Gevl. of Ves! Bengal

Swasinys Bnavan,

Salt Lake,

Kolkata

Sub: Covid 19 vaconaten for Persons with Desstaltes
Desr Sir,
Grestings from CCSN (Couid Cnsis Suppon Metwoer for Persons wrth Lasbdiies) 3
clatiorm of NGOs, Parents Associaticns, consames individuals in Drsabiny Sscor INoules
VWest Bengal It was formed in last Apsl 2020, to support the famiies having disatig
memibers cunng the Covid penog.

We ara raleved that the Persans witn Disebiliiies atove 12 jears wod be vesonstes from
14 May 2021 wmich would be safs because they ars more susteplitle 2ad vuingrabile 1o N2
infection. '
Many of these youngsiers such as those with Autsm, Developmerntzsl Oisablty, Muliple
D:isability; and Psychosocrs! Disatility cannal Cops enth crowd 208 3%e not abie 1o siang in
gqueue for fang owing 10 RET diszbifity. Unless w2 cgn find an accessible way 10 v@consie
therm. many of (hese youngsiers will remain out of s prolecton Cre and will be al nsx
\We. therefore, réguest you the following reasonasie sceommodations in the vactinaton
canlers in our siate.
« Requesting to please cesignala 5l disatility cenificate issuing hospaals awross Ins
state 1o accord phority in vacoinalion 10 persons yth gisatilites
« Toplease instruct and sensitize the staffs at the vaconalion cenfeis.
« Requesting you lo please ezrmark 2 waiting room Tor the Parsons witn Disaldiies
znd theit esgorts in the vacunalion centers.
. ‘We also request you o ¢isplay postes/ bannats in Lhe vaccnatign centers in A5

regard and put appropriate s:gnage o gude e Persens vath Disaodihas ang ther
es0ons,
. Persons with Disapilities should have the vaconaton faclily on the ground fiocr 25
many cannot climb steps cdue 1o mobifity restncton.
Arrangement for home service (a5 was done dunng e election for suger senior ctizens 80

e Persons with Disabiliies) vill be extremely helpfut for the people with GisZDFLES. "
possible,
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Since vaccination is also done by many privale health cenlers, may we request you o ask
tham to give pribrity in providing vaccinallon to the peopli wilth disabililies cansidenng

(heir needs?

In his regard, we do hereby altach an office Memo. that attaches importance (o give priority
o the Persons wilh Disabilities, by the Depariment of Empowerment of Persans wilh
Disabilities, Governmen! of India.

We trust you will find our request lor reasanable accammodation justified and kindly lake

necessary Measures,

Sir, in Whis regard, may we approach you 1o please have a meeting with us in person or in a
Websinar for just half an hour at your affardable time so that we may interact of the protilems
the Parsons Wilh Disability face withou! the atiove facilities,

Thanking you and looking lorward 1o an early positive response from your end.

With sincere regards,

I~
Snigdha Sarkar
( Soumen Upadhyy) JI Canvener

Ji Convenef
Q434085363 a433969558

by Deparimerit ol Empowarment of persons wilh Disabllities 1o give

Enclosed: Mgmo |ssued : : |
r the Treatmen! and Vaceginalion 1o Persons with Disablliies

Priority and preference fa

Ensuring 'No One [s Left Behind' In Covid 19 Pnndnmlcj
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COVID 19 CRISIS SUPPORT NETWORK
FOR Persons with Disabilities

Emall = cesnpwd@gmall com

ol No COSNIDZ1-22 Datee Aptl 30,
281

The State Commiszoner (Cisatitines),

Duganment ol Women & Child Bevelopment and Social Wellan
Gowl of West Bangal

Sweanna Sl Lake,

Kathata 7O00M

Sut Cowd 19 vaccination lor Perspns with Disabililies:
Gt S,
Gregimys from CTSN (Covid Csis Suppoft Nelwork for Pessons wilh Deabilves) o plattorm of
NGOs. Phtents Assotiations, concemned ndividuals i Disability Sectar throughoul West
Bengal |t was lormed in Apel 2020, 1o supoort the families having desabiled members during e
Covid puhind

W i taligvid that this Peragns with Disabiies avove 1B years would by vaecinated from 1f
Moy 2021 whith wild be sala because ihey are more suscophible and wulerbie o e
infecton

You are awate pl miny of (hese youngsters such as thase with Auhsm  Develbpmental
Dhmatubly. Muthple Disabiity, ang Psythosoeal Disphilty cannot cogie wilh crowd and ar@ hot
sitbe W stand o gueue Tor long guwihy b thelr disabilty. Unless we can lind an accnssibla way 1o
wooemaly hae many o thesp youngsiirs Wil iemamre aul o this pratoction drive od will e o
ToLy

v hawe aimisly commumcaiid our concems o the Director Healin Servces and hove Mgt
requodts 1o aoeghd prbily 1o peisons wijin digabililies in o VRCCInguons nroness

Vi o heraliy attseh on office Meme, by he Departmunt ol Empowirmant o Porsons with
Dinabikies, Government al Indio

Moy wit makle e follgwing reguests 1o you

. Ranfores pus pppeal Wil yout mtervintion
< Snnitor Ihe vhcoitption provess sathin Kalaty and al i dintiets Ly dnnading
grfmurnsiration bng e L lo eflechvoly Suppof] jHithony el s e g ] ety
warcindlion, nd roequesiea
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Guidance note Tor COWIN 2.0

. Background:

To reduee the burden of the COVIR-19 pandemic in the country, Indin started the
COVID-19 vaceination programme an 16" January 2021 targeting 30 crore benelletanes
based on priovty groups identified by NEGVAC, A demiled pdeling for plannimg
(meluding waiming, logistics & vacetne management). implementation, tracking and
management of AEFIs, monitoring and evaluation of the COVID viwcination prograimme

At the National, State and District fevel was released on 28" Dec 2020

Eoie o ok e et CONIEEN e8] B Tgprer .

One of the ley ispects of the COVID Vactination progiinyme inIntia has been the roll
ot o COWIN portal, COWIN s an end 10 end solunon that has utihitwes for the entire
public health system from national up 1o the vaceinator level. The COWIN 1.0 system
dlowed for creation of users (acmins. supervisors, voccinalors), registition ol
beneficiaries (hulk upload and individual registration), facilities/planning unil and session
sites followed by planning and scheduling sessions and implementation ol vaceinalion
Prowess.

As on 24" February 2021, more thun 1,23 crore (~1.09 crore 1" dose and ~14 lakl 2™
dose) doses have already administered through mure than 263,000 session al more thih
43,000 sites wrgenng the health care waorkers and [rontline workers

I accordimee with the prioritization as guided by the NEGVAC, the next phoase of
visgeimation is due for citizens of age appropriate catepories, ineluding initially the people
above 60 vears of oge und those aged Mram 43 vears w0 60 yeors und linve the co-
moarbidines. To augnment apd simplily the process af registration vawaimation., the
MallFW s coming with COWIN 2.0, hased on the feedbacks received durimg the
implementatiun af Phase | of Covid-19 vaceination drive.

Murpose of document;

This.puidance note is intended to specify the underlying prineiples that guide the design
of COWIN 2.0, for vacemnation of eligible eitizens. This document also defines key roles,
responsibilities, and SOPs for various modules of COWINZ.O: The document also
ghlights the key featuresfmodules and relevam of the COWIN 2.0 intended 10 be used
by programme mininges at the ste/distriet and Gicility level, Further gmdunee: will also
b issuedd from time (o time whenever necessary

Terms and their menning:

a Eligible Beneficiary = Following persins are eligible for covernge -
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Al Al H:culth Cuare Workers and Frontline Workers as speeified by the
SlallTFw.

B. Al citizens thi are peed. oo will munn the age of. 60 years 6 more @& on :
lonuary 2022,

¢. Al such citizens that are aged, ar will attain the age of, 435 years (o 3 yeurs
as on 1" January 2022, and liave any of the specitied comorbidities, which
have been rocoramended by National Expen Group on Vaceine
Administeation. for COVID-19 (NEGVAC) and approved by Governmen! of
India from time to time. subjest ta certification 1o that effect by & Regmtered
Medical Practitioner, The list of specified co-morbidities (20) and the Iorm
for comorbidity cenihcme are annexed at Annexure 1iA) and 1(B)

respectively.

b. COVID Vuccination Centers (CVCs) = Isa health center where COVID vecrine

il.

1.

will be administered, Types of CVEsare detafled para 4.2,
Government COVID Vaccination Center (GCVC) - 1s a Government Health
Iacility being operated as a COVID Vace ination Center.

Private COVID Vaecinalion Center (PCVC) - 15 a Private Health Facitity which

complies with the requirements as specified n para 4.2(c).

Vacvinator (Vaceination Officer 1 (VO1)) = A rained health care worker who will
Al the CVE Vawcinutor Oflicers could be from

provide the vaceination services
h-fcilities. Their roles and responsibilities are

public health facilitics or private healt
glreidy detailed in the Operational Guidelhnes.

Verifier (Vivtination Officer 2 (VO2))- Veritier OmMcer wall be the person
verifying the identity of the heneliciaries a the tme of sagcination
administered. Verifier will also b responsible for on-site
CWs. FLWs and citizens, at e CVC.

responsible for
helore o vadome dose 15
rogistration and verification and of H
Cve Manager - The CVe Manager will be responsible for averall planoing.
implementation, and, grievance redressul at the CVC. He will also be responsthle for
wisintaining stocks and pecounts & spfekeeping of vaccines supplied 1o the (R

CVC Location — The peo joeation of the CVL os identified by any GIS software

wsing hatitudes and longitudes,
2% tays tor which o Targer Number

Viecination Cyele —A period ol nol mure than

ol Doses are planned-

RI——
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The Framework and underlying U

a1 Determination ol Targw
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Target Number of Doses = The manher al chuses plasned o be adiinistered degitlal
I?y respechive State/UT Government Fur i Vaeuination Cyele. Totnl vaceiniation stois
for o viceination eyele should not exceed the Targer Number of Doses The 'I'n-rgr.-t-.
Ea-hmﬂtl further Be decided disteict-wise and wathin s disteiet VHUL'II"HIIE'IH'I:r'..'ﬂ'!l.'f-wl'-i'.‘:
for preparing and entening the Vageination Time Tubles for Vacomation Cenfers i
COWIN,

Vaeehmation Time Table = The dote-wise schedule 1o he popitlited in COWIN for
eneh Vaccinanon Center with details of various types of Vieeinaton Slots

CVC Session Capacity - The ttal number iV accination Shits fora CVC for aday
This would be teeided based on operational capicity for oy CVC 0 day The EVC
Session Capacity is vanable and is an input to the system by 1he Dhstoel Admin at the
fime of creation of a session.

Vagcination Slots = The number nl” doses o be admimstereed woa CVE o doy
ineluding all types of vageination Slots. Following types ol vacemation slots will be

Ay luble -
A, Iteserved Slots— These can be Tuithes classilicd as:

1. Maobilization slots - Slots for which respective State/UT Guvernment
shinll  mobilize beneficiaries for on-site registration, appointment,
verification and vaceinntion (il on-sile on e same day), There will not
e nny need for pre-registeriig benefieiaries throngh anline nter fnce for
s, Proportion of sich slots will he decided by respeetive State/U'T

Governmuent.

Jats reserved for 2 dose For beneficinties who have already receis ed 1
dose. mehding NCWs, FLWs und citizens, at i CAVC. These slote will be
filles) by the COWIN system based oo dotn avinlable i/ e systEm
nition details ol partly vaceimited henchieneies {such as

1

regrding vieel
OV, Vaeome Type and Vaccimntion Datc)

apponments by general Cltizens. The aumber ot

B. Open slots - Open Tor online
arked out by subitiing the pumber of

Open Slots {or @ Session will be w
[teserved Slots Trom the (VE Session Copacity.

rinclples:

Nrmber of Doses Ter 3 Viaecinntion Cyele =
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al The sehedule of vaccingiion of Eligible Beneliemeies, isoclusely linked wal
avpilabihty of vaeeine doses. The States/ U Te will decicde the target pumber ol
doses o be shministered i oo Vaccimation Uycle, bised on .'-.Iré.nly waiiable
vaceine doses and additional doses like 1a be avinlable m o Vacamation Cyele

B) Since, when o beneficiary is being vacernated. sl 17 dose. COWEN will
automaticatly canfiom the appointment of the beneficinry Tor the 27 dose wt the
cime Vaccination Center, the targel number of doses shonld be decided wali
carelul consideration of available stocks and regquirement of vaceine stocks for 27
Jose vaceimations for the already partly vaccinated beneficiarics,

¢1 The Ministry will, from time to time, indicate the state=wise allovation of vaccine

doses to the States/UTs.

4.2 Vaceination Centers: A CVC must be @ health facility and cian be one of the
follmwing types:

) Government Health Facilities (GOV) These melude all Governmenl Ml
Colleges, District Hospitals, Syils-District Hospials, Commimity Health Cemers,
Primary Health Centers and Sub-Health Center, Government Heulth Fagihines also
snclide Central Institutions, Hlealth Facilities of other Ministries such as Ratlways.

ESIC, Home ete. and all CGHS Dispensarics.

B) Private Health Facilities (PCVC) - For a Peivate Health Facthty 10 be operated as
4 POVC, it would be necessary for such n facility to be empaneled either under the
PMIAY or under the CGHS or under any health insuranee scheme of the stare/ U

government. Hence, the privats factlitnes will include -

I All Hospitals empancled under the PMIAY.
1 All Hospitals empaneled under the CGlHS.
3 Al Hospitals empancled under the health insurance scheme(s) of oy

stateUT government.

¢) For any Private Health Facility 10 be operated as a POV, the faciliny must have

the Tollowing -

I, Sulficient Cold Cham equipment and capacity.

7. Sulficient raoms/space for wating ares, vaceination and observation post
vaecination.

1. Sufficient number ol trained vaccinator andl venliers

4. Ability to manage the Adverse Events Following linpruization (ALFD, as

per the narms and windelines of the Minisiry.
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H 3 . P e Lee : 1 1 1

4.3 l_rn & Paid services — Vaccination will be piovided free of charge at th
T . ~ _‘. - = "y : g

l:m"ifﬁ_ﬂ_'lml-l'.lt Health Facilities and will be on paymen basis in the Private Health
IFacilitics, ab a rale as may be decided by the Government of India (rom time o me

4 4. Determination ol the number and list of CVCs to be operated:

4y States will be required to plan adequate number of sites (COVID Vaccination
Centers) along with appropriate geographical spread, for achicving the Target &5
decided by the Stae/UT for a period. The State and distrils will be required to
pre-register these CVCs in COWIN portal before the registranon 1s opened for
Citizens {(dnnexure 2 (4) - Registration of € ICs).

b) States must ensure thal all PMIAY/CGHS empaneled facilities are registered on

COWIN with correct detatls,

s witl Open Stots will be Jvailable in public domain
applications. the Jist of CVCs must
4 State/UT using all necessary

¢) Although, the list of CV
through COWIN or other COWIN compliant
also be adequately publicized by the concerne
mediums for informing i citizens.

4.5, Vaccination Time Table fora cvC:

a) The District Administrator will create @ Viccination Time Table (using COWIN
2.0) lor vaceination at each ¢V based on the Rirget doges 1o be administered and

the pnumber of daysin which the coverage is planned.

b) The number of days of dates may be decided by the respective State/UT

Government.
CVC Capacity for it duy will

ssion capacity for a tay: The
¢ a day will be equal 1@ the

Determinalion of the s¢
systemn. The minimum capacity o

4t 1 CVC Tor that day-

c)
be dnoput 1o the
number of ant doses dut

d) Petermination of Open Slots:

pmun will alse specily the

¢ Cupacity, the District Ad
2l G reserve) to be

. Apart from the €V
percentiage of remaining capucity (CVC Capactty =
opened for onbine appointments by citizens.

pen slots for @ segsion will then be caledlited by Lhe system

I'he pumber of v
Jots From the € VT capuety.

sracting total reserve s

Bl

by sul

3w pdarch is 200, the
gage of opeh

J CVC capacity for @ session on

e specifie . .
Al CVC is 50 and the specificd

Exnmple: 10U
sih pMarch ot t

9l dpses duc on
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4.6, Access (o Citize

i)
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slots 15 0%, then - 4
b) ‘|1‘: ' ﬂm'. o) the reminomg capacity is F50 (200 - S0 2% due

w m.lml“.lc.- ol online open slats 15 150°40%: < 60 il 'clj 1.1"; e sty
reserved slots Tor ans-site registration = 200 - 50 < 60« 90 Ll

1, 11 ihe speeiled Yaage is
Tll ¢ speetfied Yange is zera, then the whole session will be for reserved slots
wre \“4- L 5 = ok ¥ i - I :
¢ will not be any open slots and such sessions will nol be visible to the

citizens lor online appotntoient,

4| I I » L\ l. 3 ) D L3 \ | ¥
[ the specified %age is 100%, then there will not be any mobilization slots
:nd .:|II the remaining capacily (alter subtracting the 29 (Jose capacity, from
Session Cupaeity), will be classilied as open slots, which will available to the

gitizens for online appoiniment.

Following precautions are suggested -

with, hased on Jocal context and plan,
reserved or their full capacity is
oitl the contusion and problems

I It is recommended Usat, to begin
one particular CVC may be cither Tully
opencd for online self-appointment, (o av
in physical queuc management on site al the CVC.

d that 3 CVC will have both the roscerved dind the open slots,
for open slots may be carelully seleeted 1o avoid overlap of

through online uppoiniment and the
for on-sitc

2. 1 s so decide
session limings
heneliciaries between the ones coming
ones being mobilized for mobilization slots, The TNMAES
repistrations in such a case should also be carclully publicized,

amber of CVCs should be inereasedd

sion capueities for a CVC aml the n
ation slorg! open slots, as

qve the ruom for new mobiliz
[ 20 Joses due will progressively increase.

1 Sl:."i
incrementally to le
the later period, the number o

given in Annexur 3

i of Vaccinauion Time ‘Fable are
Sty m

Further details of creatio
Timetable and Vaccinalion

(Anpexnre 3 - Creation of Vaceimnadrion

COWIN 2.0)
nsfhcnul’li:iurics =

egistration and Apphintment):

and appointment will be available to citizens thiough the COWIN
Applications stich ns Arogyil Set ete.

o beneliciaries and details of the phote I
an the time oF viace il b captured al 1

Advance Sell Registration (Onlin

[, Registration

portal or through other I'T
5 [asic demographie details
d by the beneliciary

ard

b use ation w

e of registe Lon. . -
1 The list of the CVCs olong with thate and Lime of
will be available 10 (e citizens o time of pepistrution ik

availubility of vacaal shots.
[ apponimenis.
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wherem hefdlye Wonile) e
ik sippantment 1

e dnes

e twchinge Hie 'OV
: ased on e sl avakable,
e detanly o1 e rovess for

Cizens s at Annesure 4 Ll

o hsfhigr hiiee wnil bk
8]
Unline Tegisir

Ahon a""'l 1"" ‘“”““
| un I‘J:

= Online Rewisteation Jur Cirizeny)

0] l.-‘m'llihuml Cohort  Registention (Mobilization
!‘Ial:l'll.::-iilll'.k miay plan o tnlly reserve ide
lor on-site registration oi’ beneliciane
should make 1) necessiey eltorts aml
ol beneticianes so ds o utilize

ol ol Beneficiaries)  The
Milied CVCs for some SONSIONS Al OV
S sueh cases State/UT Disteicy lennis
arrangements to mobihze sufficient number
full planned capacity,

. A ks : 4
€)= dose appointments will he automatically seheduled by the System,

dr Onesoe Recwsirntion of cligible beneliciaries will also be possible. However, this

must be planned carefully 56 as o avoid overcrowding of willing beneficianies

¢ Al heneficianies. regardless of the mode of access, ve. through onhine regisisanon
o mobilization through on-site remstrtion. must be advised 1o carry the
following for veriRedtion at the time of vacemation -

Aadbar Card; and
Hectoral Photo ldentity Card (EPIC): and |
Fhe P'hoto 11 card specitied ot the time of registeation in case of online

fad Pl

Festistmtigm,

4, Certilicile of comuorbidity Tor citizens in pgee group ol 45 years to 39 years

5. Lmplavment dertificate’ Official [dentity Cand - tether bot wath photo) for
NICWs and FLWx

4 7. Covernge of TOWs and FLWs: The vaccination of THHOWs and FLWs wall dlso
new utility. The detailed SOPs Tor coverage of TTOWsTLWs are at

happen using the L
Annexure 5 (Amnexure S - Hegistration amd Vaceoation of T Wy grd LIS using

COWIN 2D

1 % Verilication; vaccination and vertiication of benelicianes at the tme of vaceinaben
i e i e ‘

rs can-be assigned Tora session at the CVC

41 Muluple Verifiers and Vaccmalo

OWIN, will be visible to alt venfiers

as avarlable i € :
1 vertliers and vacoimatons

) The full Tist ol benelicianes,
and vacomaton dechnated for i session, Le.

worrk on the same full list

T y
; fier (Vaceimiion Oflcer <)
¢) Venbeation will be dane by Venlier (v

Verification will preferably b dome waing Al
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d) Incase - Aadbar anhentication 1s not pwsabic = 3 CVE §oe T Temers fee ST
will venify the Wdentity and elipibility of the benehicany from 19 ohene 15 Cass
indicated by the beneliciary al the ime of registration

¢) 11 the identity and chgibilny of 2 bencfiztars o seshiodied gus wenficres e

beneficiary will be vaconated and hidher vatcination e sl he opdanes
the beneficiary will not be vaccinated

ey AT T

-

1 Al Vaccination Events must be recorded in sea] time ttroges e COETN
Vaccinator Module

#) The process {or centification and AEF] repurting ramen the 55000 3 15 The Oums

yversion of COWIN

3 The COWIN system will iransition to Versien I froen 277 Febmuan ko sywes =0 o
Tun i test moide on 27" and 2§ Februars . Once the tranpition s Sone oo B Toaass
which is planned on the night of 26” February, all sesssons plamned 28 =07 P&
will be deleied. The states must finalize therr data for sessoms heiZ o= Feormem 2F -
D00 pm. 1t is therefore advised that the sesstons for 267 of Febmun ma B¢ s =
2:00 pm and no sessions be scheduled for 277 and 287 of Febmany Thw pemod =0 =
wiilized for registration of CVCs. plenning and population of seasas, popisnss B =
lists for 2 doses and prepanng the svatem for proniding aceess 1o e
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1(A): List of spvn?ﬁml Comurhidities Tur determination of eligihiite of
citizens in dge group 45 fo 59 yeurs )

E— |

sx | Criterion
|| Hear  Failure with hospital admission in pust one yeir ==
|2 | Post Cardiae TransplanyLelt Vortriculur Assist Deviee (LVAD) |
3 “Suningant Left ventricular systulie dysfungtion (LVEF “a0%)_ — ]
|_ 4| Moderate or Severe Vulvilor Heart Distase _ ____:
' 8 | Congenital heart disease with severe PAIL of Idiopathic PAT - ' |
K Coronary Artery Disease with pas! CABG/PTCAMI |
® | AND Hypenension/Diabetes on tealmen -
I—l | AnginadND [ypertension/Diabetes on weatment R
"X CIMR | documemed stroke AND ﬂypurll:nmun#uir_i_h_clu on lreginent |
r_f'—"' ~ Pulmonary aitery hyperiension ANID l-]zncl'tw|5iuns'1}iuh::1-.-s on frentiment -:
10 Dibetes (> 10 vearsORwith complicitiotis) AND flypertenswi un irgatmunt 1
Y ..Ei_dﬂk‘}ff_Et’i@.‘ﬂ’ﬂ!ﬂ%i@mﬂ'l@‘iﬁ!?.’l'.-;“ﬁfﬂiliﬁ"if-!ﬂﬂi_‘tﬁﬂ._ -
| 12 End Stage Kidney gi.gi':g;inq_hgcu_lguﬂﬂjsm Carp S
r__-urucgstgr'ili;l_sii_|]-_|_r_;'.q_+s-._-_|sypﬂr_usann|_ medicalions

|3 | Current prnlunggd wse of oral

|
14 | Decompensated errthosis
liscase with hos talizitions in fast 1WO

Severe respiratory €

_Lymphnmn-" Lettkaemin/ Myeloma
Diagnosis of any solid cancer on or after Ist July 2020 ORcurrently on any canccr

therap

Sickle Cell Disease/ Bone marmow failure! A
Primany [mmunodeficienc Diseases/ {1V infection |
Persons with chsabilities due 1© Intellectual disabilities/ Muscular Dystrophiy! el |
attack with involvement ol respiralory system/ Persons with disabilitics having high

< Multiple disabilities including deaf-blinduess B

1astic Anemin/ Thalissemia Major |

| _5_11_99::11'_1 need
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Annexure I(Ii:}:;{(.';.:rliﬁmti:"lu identify individuals with co-morbiditicy that enhance the
risk o lmumlllly in COVID-19 disease for priority vaceination '
- {To be filled by o Registered Medical Practitioner)

Naine ol beneficinry:

_Age Gender:
Address:

_Mubile phone number:

dentification document: —

1, e : , working as
Ilm-u’r}'wmwd the above named individual and certify that he/she has the below mentioned
cnmlla‘lm'ns hased on the records presented to me. A copy ol the records on which’ this
certifiente 1s based is nttaehetl,

Presence of ANY ONE ol the following riteria will priorits

z¢ (e individual for vaeeimation

_'ﬂ_\'j:l:?_r_'!_t_criu_n Yes/No
i Hearl Failure with hospital admission i past one year
.| Post Cardiae Transplanv/Left Ventricular Assist Deviee (LVAD)

.| Siamificant Left veniriculir systolic dysfunction (LVEF <d0%) =
.| Moderate or Severe Valvalar Hean Disease )
L | Congenital heart (iscase with severe PALLor Idiopathic PA

o | Coromary Artery Discase wilh pist CABG/PTCAMI
B AND Hyperiension/Diabetes on treatment

| AnginaAND Hyperte nsion/Diabetes on treatment o

ent

J stroke AND Hypertension/Diabetes on treatm .
. AND [-IEE:tcnSmnr[}mbcluﬁ o lrcatment

"0 | Diabetes (> 10 vearsQRwith complications AND Hyperteasion on treatmen! |

|| Kidney! Liver/ [ematopoietic stem cell transplant: ecipient!On walt-list B

haemodialysis’ CArpD

l.
| 2, | Endl Stage Kidney Disease on .
Current prolonged use of oral conicosteroids/ immunosuppressant medications

f ﬂfﬂmﬂpms:ml cicrhosis . i
5. | Severe respiraton disease with hus itifientions in last two years/FEV I <50%
6. | Lymphoni/ Leukaemiy Myeloina

T____g__P 3020 Orcurrently on any cancer

% | CT/MRI documente
L Pulmonary aricry hypertension

e : — T
Diagngsis ol any <olitl cancer on or after 1Sl July

therapy : : : _
- e TSickle Cell Disease/ Bone MArroy Finrel Aplastic Angmia/ Thalassemia Major |

L
9. | Primary mmunodeficiency

Di.smwsi‘_lﬁv'ml‘uclim -
0. | Persons with disabilines due 10 Intellectual desabalities/ M_usc-.!lar _[);r_samphy_f Acid

. attack with involvement of respiratory sysiem/ Persims with disabilities having lugh

cppport needs/ Multiple disabilities includin deal-blindness

L

I

iding false information is an offence.

1 am aware that pro¥

Name of RMP: _
Medical Council regisit
Date of issming the certificate: . P SRR

Placc of issue: ___ —— ———

ration mumber ol MP;
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Annexure 2 - Registration of Vaccination Centers — COWIN 2.0

The -Sta}iu and districts will be required to presregister thy CVCs in COWIN pornal before
the n.:_gzslrulinn is apencd for General Citizens. The list of these CVCs will beavilable to
the citizens ol tie of registration wherein s/he can choose the CVC of hisiher choice and
book and appointment based on the slots aviilable.

lagsifications of CVC Types such as

A CVCs must be a health Facility, Various ¢
facility  suclt a8

Government/Private,  FrewPaid — and type o health
N}Cf[}[-iISDE!FCI 1C/PHC/SHC/Central or PMIAY/CGHS/Other ete. will be captured on
COWIN it the time of CVC Registration.

The key principles to be fotlowed for identilication of 4 OV is as Tollows:

3.0, The State/UT government shiall decitde the district-wise aumber of CVCs and
indicate the numbers 10 the distnets.

3.2 The list ol CVCsan n district, will be decided by the respective District Task Foree

(DT

3.3, All CVCs will be operated under e supervision of District Administration. The
District Task Force will ensure that requisit
all stoges iz Planning, Preparation, Logisties and Opierations, #§ prescribed in

delines and hereinafier.

¢ arrangements are made at the CVCs at

Operationdl Gui

WIN by the DIO coneerned. These will

All Private CVCs must be registered on CO
strict Administrision. Registration may

also be operated under the supervision of Di

bhe done SUo-moto.

34

District Admin an COWIN, through a “Manage
ded on COWIN 1o District Admin. This can be
Sites or by adding new Vagcination

3.5, A CYC will be Registered by the
Vaccination Centers™ feature provi
done by cditing the details of cxisting Session

Centers.
stion lor m:tivaungfin.'mtivnl.ing a Vnecination Center will also be available.

3.0, Thavf

-

All such CVCs where vaccination slots for online appointments have been keph, shall
be declared un COWIN along witl sueh number of slots, well in advance: W provide

options o the citizens for Registration and Appointment.

37,

will be available to any citizen for
however. de

wra 3.5 abovy,

|oeation, The states may, cide 10 hmil

3.8 A CVC, when opened as per P

appointment regardless of his\her

the open appoinument slats.
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3.9. The number of CVCs in a district would be worked out on the basis of esimated
number of beneficiaries to be covered. the period in which coverage 1s l:v.rgu.:u:d_ :‘:I.d
number of available vaceine deses and viceinators/venifiers, The DIO should ct:l-mrc
that sufficient CVCs are registered on COWIN o ensure full coverage v.ilhin. the
turgeted period. i

300, Al PMIAY and CGHS empaneled health facilities, particularly such private health
facilities, must be registered on COWIN as CVCs.

Every CVC will be mapped to a Cold Chain Point (CCP). The details of GCPs must be
updated by the DIOs for ensuring correct mapping.

A CVC shall usuatly have only one type of vactine throughont the vaccination drive, This
is necessary to avoid mixing of vaccine types in 1t and Znd dose of a beneficiary.

Each _C‘u’(.' will have a designated CVC Manager who will be responsible for pverall
planning, implementation. and grievance redressal al the CVC. (dmexure 2(8) — Rales
and Responsibilities of CVC Manager)

The DIO will designate the vaceinators and veriliers for ¢ach scssion at a GCVC. 1T a
CVC Manager is created by the DIO, the GCVC Manager will also be able w add
vaceinators and verifiers. However, the GCVC Manager should only add the sl of
his/lier own mstitution only.

For PCVCs, the verifiers and vaccinators will be added by the CVC Manager himself.
There will be no dependency for PCYC Managers on the DI1Os for doing so.

The standard data attributes for 2 CVC to be Registered on COWIN are given in Table I,
Initially, all the CVC will be registered by the District Admin,

Iable 1; Altributes of COVID-19 Vaceination Centers (CVC)

E No, | Auribute | Data specification Precautions

CVC Location Al ributes

| CVC D - |Numeric The correct 1D must be entered.

NIN/PMIAY/
CGHS/ Other

3 CVC Name Alphanumeric (Max 30 The Name should be the name

characters) by which the institwtion/ facility,

it is commenly known among

citizens. ]

3 _rua-’E‘rE‘.'_ﬂugury Guvernment / Private This will be the key :jmif:-_nh: fi or

registration. In case of private. il

should only be o health facility |

12
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empaneled under the PMIAY of
. | - OIS,
_ Address Fxisting masters of L B
A Suue COWIN shisll be used, All
b EE:';T,: o seleenonsahrough drop
) Block down hoxcs
d) Pin Code i
¢} | Localiy/village |
.5 | Location 1. Locauon to be
a) Lautude - capured through location should be captured
b)  Longuude | vaccinator module or | through zny GPS devise on site
:| 3. Thesystem will also | or by other means, and the
provide aption for values must be entered correetly
1 | | user inputs on latitede |
_ and lonuitude
[ v {, Lou-uc*’- Adtributes
f Cold Chamn | Selection trom Drop At any point of time. @ CVC
: Point - down box within district | must be mapped 10 any one CCP

| in the district. Will be ediable as
_per the lopistics plan
2 | Waccine Type | COVI-SINELD/ "Correct mapping should be done
COVAXINE - Select
- | from drop down box
| CV C - Sl.lt: ‘h‘lana"cmcm aitributes
1 €VE Manager details

a) | Name Alphanumeric Should be same as in Officisl
. Records
' bi | Mobile number | Numernc { 10 digits) | Validations to be kept. This mll
I | also be the user 1D for the CVC |
! Manager.
Ty Varifiers To be updated by T« The wenfiers will  be
DI CVC Manager bs per wssigned through the “user
| need | manggement’” sechion.
| » Ewvery CVC should have
| | wufticient number of verihers
| designated (at least | per 120
slots), for any day.

' '« Mobile npumbers of the
‘ | ‘ verifiers must be correet and |
] ! kept up o dale
! ‘ o A venher may discharze the |
fole of o vacemator alye bl

|
| { . __JI_ o _J_ Hl(:lt_\'.?l..'.q:\'!:[m._ B -

12
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Vaceinators To be assigned by the o The wvacoinstors  will  he

DIQ/CVE Manager assigned through the “user
management” section.

» Every CVC should have
sufficient number of
vaccinators designated  (at
least | per 120 slots). for any
clay.

e Mobile: numbers of the
vaccinators must be correct
and kept up to date.

14
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Annexure 2{B) - Roles and Responsibilities of CVC Manaver

Pach CVC will have 2 CVC Manager. The CVC Manasger wall be registered by the DIO. He
She will be responsible for all operations at the CVC. as per the Operational Guidehnes and
this Document, The key roles and responsibilities of the CVC Manager a as follows:

1=

i

9.

S he will ave aceess o the COWIN and will be able to view and download the hat ol
beneliciaries alloted and viecinated at herhis site.

She will also be responsible for deployment of adequate number of rined
viccinators and veriliers for a date, based on the doses 1o be pdmimstered on that
date,

Sihe will ensure adequale logistic arangements like infernct conneetivily, enough
computers/smart phones/tablets. printers ete.

S'he will ensure adequate mechanisms for queting, verification, viccination,
observation. AEF] reporting eie at the CVC.

S/he will also receive and retarn vaceine stocks and will ensure that all vaccinations
are recorded in COWIN in real time and that heneliciaries are verified for ehigibility
and then vaccimatedd.

Sihewill atso ensure for displuy of suitable sygnages lor 2uiding thie movement ol the
beneficinries at the CVC.

Will ensure that all the protocols as per the Operational Guidelines are followed in
jermis of  AEFI  management,  waiting  toom,  observation  room,  eld
(hitpsc//awww.mehlw.gov, n/pdl/COVIDI9VaceineOG 11 Chapter 6.pdl).

The PCVC manager will also have the rights to ereate and populate the Vaccination
Time Table for lus CVC. All slots. in the PCVCs will be open slots subject w some
slots reserved for 2% dose of HOWS/FLWS (lor exisung POVCs).

The PCVC Manager will also be responsible tor casuring thal a printed copy of the

viecination certificate is provided to the beneficiaries on-site. There will not be any
separate charge for this,

15
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/ Annexure 3 - Creation of Timetable and Appoeintment Slots in COWIN 2.0

The District Admin will prepare a Vaccination Time Table for each CVC for the period of
Vieeimation Cycle. The dateswise schedule for the days/dates on which the vacenation s to
be organized a UVC along with necessary inpuls in lerms of variows types of slots, will be
arepared and populated on COWIN by the District Admin. The Time Table so prepared will
then be declared for e eltizens o enable them to choose the CVC and date from among the
CVCs where open vaceination slots are still available, The timetable will be worked out by
the respeative state/ilisirct, based on target and number of diys jdentified for vaccination
The ey principles and sieps to be followed for creation of timetable and appointment slots
are us lollows;

L. There will be only one seasion in o day at eagh CVC. All vaccinators und venfiers will
work on the same and full list of beneficianes for a session.

{ ]
.

Appointment slots will be of 2 types -
2.1 Reserved Slots = These can be further classified as

#) Mobilization slots - Slots 1or which respective State/U'T Government shall
mobilive beneliciaries for Faciliated Cohon Regstrution: for on=site registration.
gppoirment, verification and vaccination tall en-site on the sume day). There will
not be any need for pre-repistering beneficinries through online inlerface for this,

b) Slots resérved for 2 duse Tor beneliviaries whi have already received 1 dose,
meluding HOWs, FLWs and citizens. at o CVC. These stots will be filled by the
COWIN system based on data available i the system regarding viccmation
details of beneficiaries (such us CVC, Vaccine Type and Vaccination Status
(Not/Panly/Fully vaceinated) and Vaceination Date),

2.2, Open slats — Open for online appoiniments by general cibizens. The number of Open
Stots for a session will be warked owt by subtracting the sumber of Reserved Shats
from the CVC Session Capacity.

3. The number oF open slots, Tor odav (session), 1o be populated in Vaccination Time Tible
Jor the Vagematon center, will be worked oul by siibtracting the tetnl number ol reserved
slats (mohilization slats + 2" dose slots) from the ttal session capacity spealivd by IO
while prepaning the Vaceination Time Table,

1, Sesstons will be presscheduled by anly Glling the tmetable for o CVE an thie COWIN
Portal aml wlemilying the number of Total Siofs, Reserved Slots and Open Slots:

17
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W
Timetable entries for 0 GOVE would be done by the DIO. For the PCVCs. the Time
Table entries van be done by the PCVC Manager himself. This would include:

5.1, Selection of session-dute.

3.2. The total number of vaccination slots for the selecled date. This will also be the
session size (or CVC capacity) for the selected date.

5.3, Yaage of upen slots will be entered by the DIO,

5.4 For o putticular date, the system will mnomatically reserve as many slots for 2ad
dose 15 e number of 151 doses adiministered on the date that 1s 28th day before the
sussion-date (1he date for whichthe DIO Is planning the session).

5.3, Bused on the CVC capocity and the Yaage specified (para 5.3), the system will
calculate the number of Open Slots and Mobilization Slois (See example in pari
4.5dx2))

3.6, The Mobilization Stots, will be for such bengficiaries who do not have access 1o
intertiet/ smart phones and tus will be mobilized for onsite registration. and slofs for
1 dose vacetialion ol HCWs and FLWs, wherever so planned, il necessary.

5.7. Balance number ol slots. will be classified as “Open Slots™ for online booking and
appointment and the vacencies therein will be visible to cinzens.

5.8 For Private Facilitivs, no stots will be kept reserved for mobilization. For such
CVCs, (he number of open slots for a day will be equal tototal no. of slots minus the
sluts reserved for 294 doses by the COWIN system. However, in case all the upen
slots are not fully booked by the citizens or i there are vatant slots available twards
the end of the day, the CVC may use such siols lor on-site registration, scheduling
ani verifeation of avanlable eligible beneficianies, iFany.

5.9. For a completely new CVC, since there ire no slats 10 be reserved Tor 2™ dose, all
slots can be classified as Reserved or Open, tn the initial period up o 28 days lrom
the Uite of first session atsuch a focility.

Wihile dechiring the sehedulie, the COWIN system would also declare the number of slots

available forappointments to benélictaries through COWIN platform. Depending on the

local context and stritegy, Tor any CVC, the states may decide w -

6.1, Deéelare Tull capacity as open (Open Slots) foronline appointinents; or

6.2, 1o ot open the €V for upen appointments ind Reep the fall capactly as seserved
capaeity for Mobilization slot and 2™ dose reserve slols; or

18
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6.3, Declare pactial capaeity as open tor appointments and retan the balince eapucity as
reserve Sapueity 1or Reserve Slots,

T. 1t is recommended that, to hegin with, one particular CVC may be cither fully

K.

&k

reserved ur their Tull eapacity is opened for online self=uppointment, to avaid the
confusion and problems in physical quene management on site af the CVC,

I Mobilization slots are kept or some of the CVCs are fully reserved for Mobilization,
then the respective state/UT government shadl ensure mobilizaton of sulficient number of
benelicines for on-site registraition and vaceination,

Phe benefiewries mobilized for the Mobilization slits shall be registesed on-site through
the Vagematur module,

0. No lists need to be pre-populated (by the DIG/SIO etc.). The due hist will get filled op as

12. Kfforts should be made by the States/UTyDistrict administration to register s

citieens/beneficinries schedule their appoimmems for 15t dose (and: automalic second
didse) on open-slots, throngi an-site registration for reserved slots and through 2 dose
appoimments of HCWs/FLWs that are already partially vaceinated

. The District Admin ond CVC Manager will ensure that Bufficient number of vaccinators

anid verifiers are designated as per the total number of vaccination slots. (at least |
vaeeimitor per 120 und af least | verifier per 124),

muny eligible beneliciaries ny possible by fucilitating registration through the
Commuon Service Centers or through Aropya Sctu App, so as to reduee the necd for
reserved slots,

I3, Vaccine type available at b CVC will not be displayed to the citizens a1 the time of online

registration.

14, Appointments will close for a day tor o site. at 3:00 pm on doy Tor which the slots were

opened- Based on the planned beneficiary load at a CVC including both Reserved and
Mubilisation slots, the DIO must ensure adequate aviilability of vaccine at the CVC,
while simultancously ensuring thal vaceine wastage 1s mipimized.

15, Vaecie binch number will Bnve 1o be ussigned by the DIO for each session before the

session plan 1s fnalized.

L
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Annexure 4 — Online Registration and Appointments for Cilizens

Registration: %

I. Citizens will be abic to register and book dnd appointment for vaceination using the
COWIN 2.0 portal or through other IT applications such as Arpgya Sctu ete, The variods
steps for successul registration and appointment booking are as follows:

L

1.3

L

1.7

L.

_ With one mobile number, d person Gan register as

. A moblle

Any person will be able 1o register at the COWIN portal through their mobile
munber,

COTP verification will be done prior 10 regisimtion 1o ensure veracity of the maobile

nuther

anaceonnt will be ereted on COWIN for the person. The person
can aceess (login] husfher accounl on COWIN using the mobile phone number used
at the time of registration, Features Tor adding beneficiaries, editing their detalls and
for booking appointment(s) will be available in the ¢itizen"s secount, The cizen can
delete only beneficiaries as have been added by himfler.

After regisintion,

many a5 lour lieneficiaries.
e an one mobile number will have nothing in-commaen

However, all those register
Thie 1D Card Number (or each such beneficiary must he

exeet the mobile mumber
dillerent,

sumber cannot be used for makiag more than Four registeations. 11 one out
of ‘the lour benefictaries registered in an account is vaccimated. only three

pepistritions are left. wnel so on.

Till the tme of vagcination, all the records of registeation and appeintment van be

edited/deleted by the person raking the registration/appointment. Only ‘when a

persorn gets vaceinated, the record 15 locked and cannot be edited/deleted.

s the 1D card type and provides 15 Card number In ¢ase

Beneficiiry 1hen sclect
ained und recorded.

Aadliar 1s being nsed, consent will be obt
Following basic demogeaphic details will be eaptured at the time of registration -
atie uf the cards os preseribed m pary 1.9

As peeorded i the 11 Cand selected,

A4 recorded o the 1D Cord selected

As recorded in the 11 Cand sleeted.

MO

i) 1D Card Type -
by 10 card Murnber
¢) MNime -
d) Yeor of Bicth
el Gender .

&

i

20
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1.9 The user witl be advised 10 enter the details of (e), (d) and (e} of paea 1.5, a5
recorded 1y the 1D Chard selected by the wser.

1At Following Photo Identity Documents cun beused by eitizens for avithing otiline
registration—
4) Aadbac Card/Letter
b Electoral Phioto ldentity Card (EPIC)
¢} Passpon
0y Driving Licerse
e} IPAN Card
fi NPR Smart Card
g) Pension Dorument with photograph

A1 16 age of the bencficiary is from 45 years o 59 years, the benelicuary will be
prompted to confirm if he/she Nas any specified comorbidity. In such cases. the
bencliviary will alsa be advised to bring the comortidity certifivate signed by &
Registered Medieal Practitioner, us prescrbed in annexure [(1B)

|12 Ofce 8l the necissary details are recorded by ‘the beneficmry, registration 15
completed and Tollowing uctions will be taken -

4 An acknowledpement (Registration Slip/Token) will be sent 1o henehiciary on his
repistered moble number.

by Facility for downlonding and printing ete, will also be avanlable.

Appointments:

A COVID-19 Vaccmaton Twne Table (VTT) tlor each Vaccimanon Center) wall be
published by the States/Districts, on COWIN,

Any. beneticiary will be able to choose and book a sl for vaceinaton o the VCs
declared n the VTT, anytime and anywhere, based on histher preference aml

Crnyenmenoe

[ here will be only one live pppamtinent for  bencliciory at any pont ol ime Tor cach

e,

The COWIN portal will provide the favility i Bisiking an apposniment _h.wnl on the
Vacoinonin Centers declaredl by e statest| Ty, with ther location, the daies on winch

appormtment slots are prosided and e gty declared ox Open Slots and the vacaneies

available it the tinite ol booking.

Vaccine type will not be disclosed at the fme ol appointiment,
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The |_1:;-l ul sites and availability of open slots for eaeh site will be displayed. The
beneficiary will setect the Vaceination Center ol his’her choice and Ihe date where vacant
slols are available. Subsequent to which, an Appointment Ticket will be generated.

Second dose will ulso be scheduled at the same €V on 29th day of the due of
appointment of the 1§¢ dose, at the time of uppointment for st dose.

The heneficiary will have the option to change the slot for 2nd dose m the period 29th day
1o 42nd day of the first dose. Such an option, however, will only be available -

a)  Only when the 151 dose has already been administered, and 150 -
bl Owly for such CVCs where the vaccine type is the same as the vaccine type of the
Ist dose appointment.

Special reserved 2nd dose slots will be kept by the system 10 offer alternatives to such
beneficiaries who are not able 10 avail vac¢ination for 2nd dose in the period of 29th day
to A2nd iy of administeation of fust dose.

A1 a beneficiary cancels a |st dose apporniment, then appointment of both duses will be

cancelled,
Dption for cancellation of second dose appointment will not be-availnble.

Appotatenis for any date for & Vaceinationi Center will be closed ar 3:00 pm on the day
for which the slots wete opened for the date. (for logistics arrangements)

A disclaimer will be included in the Appointment Slip to the effeet that -

a) “This oppointment docs not create any entitlement to COVID-19 vaceination and
that vaccinotion will be provided subject 1o verification ol the identity of the
persan fur whom the slot has been booked™; and that,

b) “In the event of cuncellation of the scssian on the booked date due to-any reason,
Beneficiary will have to reschedule an appointment™ '

The beneficiary will be advised that hieshe should carry -

4)  The Andhar Card (if avaitable); and
by The Photo [D Card of which the detnils have been provided by bim; and
¢) Mobile phone through which helshie has registered;

22
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Annexure — 5 — SOPs For coverage of HCWs and FLWs
throueh COWIN 2.0

COWIN 2.0 will have Nexible provisions to manage COVID Vaceination of Health Care
Workers and Front-Line Workers,

Seliediling will only be done by the system for 2! dose of partly vaceinated benehiciancs
on the 29" day from the date of administration of the " dose.

Facility for "On site allotment" will be available both for 1" dose and 2™ dose.

Facility will also be available for onsite registration, verification and vaccination ol
unregistered beneficiarics in the vaceinator module.

The process Mow for varions use cases is as follow:

IRegistered HOW/FLWSs -

1.1 HCWs & FLWs Registered on COWIN but Not Vaccinated:

2.

3

Those HCWs and FLWs who are registered on COWIN but not yet Vaccinated
may visit CVC (COVID Vaceination Centre) and Vaceinator ¢an use the existing
“Allor Beneficiary™ feature to pull the duta of beneliciary., |
This process cin be exccuted by inter-district by selecting *All"™ District in filter

a5 well as inter-state by selecting “All" States in filter.
Beneficinry can be vaccinated after following due verification process.

1.2. HCWs & FLWs Registercd on COWIN and Partially Vaccinated

t

510 will ereate sessions at all the CVCs where the 2" dose is due rom 1% March
onwards. Such non-health facilities which were operated as a CVC for 1 dose
vaceination of HOWS/FLWs, will have 1o also be operated for the 2% dose at least
once an the 29™ day from the date ol atminsteation ol the 1 dose. In such cases.
fresh 1™ doses may not be admmmstered af these sites;

Such HCWs and FLWs who are registered on COWIN and are partially
vaccinated nnd are due on the date (29" day only) will be automatically slotted for
29 dose at the CVC where these were administered the first dose, based on date of

first dose of Vacemation,

The number of such beneficiaries for any day will be considered at reserved slots
for 22 dose of TICWs/FLWs and will be qubtracted from session capacity: o

determtine open stots Tor that dity at thal LaaT &

23
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4. Onesite Allotment feature will also be avmlable for such HOWSFLWg

S An quise Ol any nter-stite o inter-distnict teansfer, Vacomator can use "Allot
Beaelician ™ featire to pull the datw o beneficiary Thas process can be exeauted
by amter-distrier by selecuiag “ANT Distnet m filter as well asintersstate by
selecung “All” Staes in filter.

0. Allor Beneticary featare will work only if Type of Vaceine for Dose | s same i
Typeof Viceme for dose 2,

7. 10 the heneficiary is partly vaceinated but his vaceination details could not be
recorded I the system for any reason (backlog cases), detals of first dose
vaceinations will ie captired and 277 dove will be adminstered.

A Following detals of 1" dose sill be captured

Dot of Tiest Vacelmition
o Type ol First Vageine (COVISHIELD OR COVAXIN)
s Stare ond Distoer of st Vacomation

by Certineite Tor Grst dose will pot e generated wysuch cases
& Beneliciary can be vaceinated after following due verification process,

LA HOWs & FLWs Registered on COWIN and Fully Vaceinated = No acton
required

Unregistered TTCWs & FLWs:

21 Since. unevegistered heneficiaries sl interaet with the svstem for the first tme,
would be important to ensire that eligebility of beneficranies in terms of their actually
heing HOWS/FLWs will be important. The plan Tor onsite registration must b
prepared - close coordingtion will the concernid health facility in-charge or the
head of the offiee, bs the ease may be. Healh Facilities or offices may be mapped
(et on COWIND 1o the Vacemation Centers and a sulliciemly senior oflicial, from
the coneerned health facthity (for HOWS) and oftiee (for FLWS), must be deputed o
the Vaccination Center to verfy the emploviment credentials of the HEWSFLWs ol
their health facility/oflice,

2.2 10 miay be noted that in an office not all FLWs may be eligible. For example. not all
the revenue stall” may have been deputed for COVID contmnmsent duties ur not all
the ofTicials may be deputed on poll duy ete. While planning Tor suclioflices, it must
be ensured that officials of the concerned depurtment do make sure that 1) meligible
persons are not sent for vaccination and 21 An official may be present at the
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Vascination Center for senfstion of eapliymaaat coodemals wnd TONTD. hitess
i , Jor thive wha Jo walk in for onesite regrsiranon

A clisse watch mun be kept on the process and sny attemphs tn neligibls porsams i
aviitlmg thes facilny may be viewed scrinis

Following provesses will be followed

S rTR sl

T Bensloms o provide relosant Wentity catd o Authentication. devoment 1o
L.u“ﬁt“' I.hl“ l'":':“.ﬁ:l'.r} ™ ‘c“‘".IF as l l.'i‘.r antl I{'.. LAY (+'i!'ﬂ':l:':ﬂ='d :Ii\l'lh'} |ﬂ.|h.t."
in-charse re confirm the credentiale ol the HOW/ELW

3 Onee cliphilily iy otablshad, the venfier o acetmn and recurd s Tl

bepeficir has tome Tor 17 dose o1 i due for Seeomd dose vacsiation

4, (1 benelieary has gome for first dose then at’s 3 e 0f now regisiration "
socond dove v duthen it°s & case of pew registrating 2md badklog dats entry of |
dose,

SOHOW and FEWs Naot Registered on COWIN and not vaccinaled — New
registration

Ay Following detnls will be captured to repnter the beneficuany -

& Name
= Mobile Number
s Typeof Benefictary (HOW/FLW)
»  Sub Category:
& THOWe State, Central, Peivate
b FLA- MUA-CAFT, MEA-State Home Depanment,
MolUA, Revenue, PRI RPE, Polling officials, humbh Mela
o Photw 1D ype
o Mot 1D Number

b1 After registening the beneficiary and Beneficiary Gan be vaccinated by
following due verification process

6 HOCW and FLWs Not Registered on COWIN = Partially Vaccinated (backiog
cases)

a3 Beneficiary will first be registered with the details as i part 2.4(5)(3) above.
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1) Following details of 1M dose will be eaptured -
p

« Date ol First Vaccinalion
o ‘Type of First Vaccine (COVISHIELD OR COVAXIN)
«  Siateand District of First Vaceination

¢) After registering beneficiary can be vaccinated with 2" dose by following duc
wvenfication process

d) Cenificate for first dose will not be generated in such cases.

26




Gl Ps°

Ministry of Heallh and Family Welfare

nion Health Secretary Reviews COVID Vaccination
Drive and Preparations for April 2021 with all States
and UTs

No shortage of Vaccines with States; Centre will
continually replenish States’ Supplies

Need to keep Vaccine Wastage below 1% re-
emphasized

Posted On 31 MAR 2021 2.37PM by PIB Delhi

Shri Rajesh Bhushan, Union Health Secretary and Dr R S Sharma. CEO, Nalional Health Authority
(NHA) and Chairperson, Empowered Group on COVID Vaccination chaired a high-level meeting
through video conference today with Health Secretaries, Stale Mission Direclors of NHM and Siale
Immunization cfficers of all States and UTs lo review the status, pace and issues regarding COVID
vacoination across the counlry as well as the praparations for April 2021 when vaccination. would
be exlended to all persons above the age of 45. A key theme underlying lhe meel was the
identificalion of low vaccine coverage pockels particularly in districts showing COVID surge and for
taking carrective aclians there.

The following was advised lo the States and UTs regarding the vaccination coverage of Health Care
Workers (HCW)s & Front Line Workers (FLW)s:

1. Ensure hat only eligible beneliciarles are registered and vaccinaled under category of HCW
and FLW.

2. Archive incorrect/duplicate entries on CoWIN piatform,

3. Identify pockets of low vaccinalion coverage — heallh facility/prolessional association/blocks,
districts ete., for 1aking corrective aclion,

4. Saturation of vaccination of these groups on priority,

Regarding the Invalvement of Private COVID Vaccination Centres (CVC)s, (he Stales/UTs were
asked ta:

1. Conduat reqular reviews of vacginations at Private CVCs wilh respect to their capacity
ulilization

2. Undertake (IS analysis of CVCs lo identify need for additional CVCs wilhin States/UTs.
4, Address apprehensions of Private CVCs regarding vacaine supply, guidelines elc proactively.

On he issue of Vaccirie Stocks, the Stales and UTs were advised o ensure (hat,

1. There is no sedimentatlon of vaccine stocks al any level of storage.




_,.'g1rihutlnn based on consumplion lo avoid overstocking as well as under-stocking at Cold

~nain Points and CVCs.
;. Regular review of vacecine slocks and consurnplion is underlaken lo identily gap areas and

.~ address the same,
he Centre also advised the States and UTs for the following:
i Maintain vaccine wastage al less Ihan 1% (presenl National Wastage Percentage being 6%),
2 Regularly review vaccing waslage across all levels lo minimize the same.
1. Ensure limely ulilization of available stocks lo aveid expiry of vaccines without usage.
a, Timely updaling ol data of vaceing consumption to be ensured on CoWIN & eVIN portals
in the storage and logisties of vaccines, He re-

Dr. R S'Sharma assured thal there is no problem
emphasized the paint that there is no valug in consenving vaceines for the second dose and that

States must prompily supply vaccines lo ail government and privale haspitals where there is 3

demand.

LI L]

MV
HFW/Secretary VC- States & UTs/31sl March2021/2

(Release ID: 1708680)
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Summary

Aim of the review

The Department of Heallh and Social Care, wilh lhe support of the Chiel
Medical Officer for England, commissioned Public Heallh England (PHE) o
review lhe available data on the deaths of people with learning disabililies in
England during the COVID-18 pandemic.

The review looked al;

« deaths from CO’UID-{?‘ of peaple with learning disabilities
» faclors impacting the risk of death fram COVID-19 of people wilh leaming
disabilities

« deaths in care settings of people with learning disabilities

Methods

The review used 3 main sources of dala:

1. English Leaming Disabilities Martality Review (LeDeR) Programme (1).

2. NHS England’s COVID-19 Patient Notification Syslem (CPNS), which
records deaths in hospilal settings (2).

3, Care Quality Commission (CQC) stalutory notificalions of deaths of
people receiving social care (3).

Whera possible, findings are compared to the general population of England.

The number of people identified as having
learning disabilities who died with COVID-19

PHE used dala from lhe LeDeR and CPNS datasets lo establish the number
of people in England, identified as having learning disabllilies, who definilely
ar possibly died from COVID-19 from the start of the pandemic o 5 June
2020.

LeDeR and CPNS identily deaths of people known to adult services as
having leaming disabilities. The introduclary section sels out the avidence
that this is a small proportion of the people identified by schools as having
learning disabilities, There is no dala source thal provides dala aboul dealhs
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in this wider group of adults whese learning disabililies are not identified by
health or sacial service.

LeDeR and CPNS are incomplete sources, The study aslimaled (hal only
65% of eligible dealhs are reported to LeDeR and 25% of deaths reported lo
CPNS have leamning disabilities status recorded as ‘nol known'. This means
that calculations of rates of dealhs per 100,000 population using either are
likely to underestimate lhe real figures, Where rales are presented, 2 figures
are given. The rale using the aclual reported number of deaths of people with
learning disabilities is given firsl, Alongside this an estimate of the likely rale
is given based on an estimate of the extenl of under-reporting for LeDeR dala
or a praportionate distribution of deaths with leaming disabilities status ‘nol
known' for CPNS data,

Main findings

LeDeR received 623 reports of deaths of people with leaming disabilities
considered definitely or possibly COVID-19 related occurning batween the
start of February and 5 June. On the basis of the likely level of under-
notificatian, this suagests an estimated national total of 956 dealhs.

The number of deaths occurring between the slart of February and 5 June
reporied lo LeDeR as possibly or definitely due lo COVID-19 represents a
crude rate of 240 deaths per 100,000 adulls with leaming disabilities, 2.3
times the rate in the general population for the same period. The estimaled
rate, adjusting for the likely level of under-notification, was 369 per 100,000
adults wilh learning disabilities, 3.6 times the rale in the general population.

CPNS recorded 490 deaths of adulls with learning disabililies with COVID-19
up to 5 June, This represents a rate of 182 deaths per 100,000 adulls wilh
learning disahilities, 3.1 times the rates {or adults without leaming disabilities.
If people dying with leaming disabilities slatus 'nol known' included the same
proportion with leaming disabilities as those for whom a stalus was recorded,
there would have been 651 dealhs of adults with learning disabililies, giving a
rale of 254 per 100,000 population, 4 limes the rate for adulis wilhoul
learning disabililies,

in 2018 and 2019, 60% of dealhs af paople with learning disabililies ocourred
in hospilal sellings. In 2020, 82% of COVID-19 deaths, and 45% ol deaths
from olher causes occurred in hospitals. In the general populalion a smaller
proportion of COVID-19 dealhs (63%) oceurred in hospitals (4).

Informalian on he numbers of deaths of people will learning disabilities in
regislerad care selhngs was available for the period 10 April 1o 15 May 2020
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z’ Tha overall number of deaths from all causaes was 2.3 times 1ha!l recorded in

the samae period the provious year, Mora informalion can be found in the
‘Dealhs incaro sellings among peopla wilh learning disabllilies’ seclion.

During the peak 3 weeks, number of deaths from all causes lor people wilh
learning disabililies was 3 limes lhe average reported for lhe corresponding
period in the 2 previous years, For lhe general population in lhe same weeks,
the number was 2 limes (he average for Ihe 2 previous years.

Oul of lhe dealhs recorded in the CPNS system up lo 5 June, 1.8% were of
people recorded having had learning disabililies, GPs in England recognise

. only 0.57% of adulls regislered with them as having learning disabllities. Sa,

adults with learning disabililies were over-represented by al least 3.1 limes
among those dying. The disparily was much [arger in younger age groups.

Sections of the population with learning
disabilities at greatest risk

COVID-19 has alfected different seclions of (he population o different
degrees, In the genaral populalion, dealh rates have been higher for older
people, males, people from Black and minority ethnic groups and people
living in areas of grealer socioeconamic deprivation (3).

PHE looked al the impact of these faclors on the numbers and rates of dealh
for people with learning disabilities belwean 21 March and 5 June 2020,

Main findings

Age

COVID-19 deaths in people wilh learning disabilities were sproad more
widely across the adult age groups than in the general population, The 10
year age band with the largest number of dealhs was 55 lo 64 years for
people with learning disabilities but over 75 for the general population, This
raflects the pattern of deaths in previous years, and in 2020 from causes
clher than COVID-19,

COVID-18 Increased (he number of deaths for peopla with learning
disabilitics by a grealer margin than for the genoral population ncross the
adull age spectrum.

Age specilic COVIO-19 death rates per 100,000 population were higher for
peoplz with learning disabilities in all adult age groups bul by a greator
margin in youngur age groups.

5
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/ Sex

/ The age standardised COVID-18 dealh rale was higher lor men than for
women with learning disabilities by 1.4 times in LeDeR notifications and 1.6
limes in CPNS records of hospital deaths. This was slightly less Ihan lhe
corresponding differentials for the general population and for hospilal
patients withoul learning disabllities.

Standardising for age and sex, the rate of COVID-19 deaths notified to
LeDeR, from 21 March to 5 June, was 451 per 100,000 for people with
learning disabilities, 4.1 times the rate for the general population ef England
(109 per 100,000), Adjusting this to allow for the likely level of under-
notification to LeDeR suggests a rate of 692 per 100,000, 6.3 times the
general populalion rate.

Ethnic group

The proportions of COVID-19 deaths in people with learning disabiiities thal
were of a person rom an Asian or Asian British group, or a Black or Black
British group were around 3 times the proportions of deaths from all causes
seen in these groups in correspending periods of the 2 previous years, and
greater than Ihe proporions in deaths {rom other causes in 2020,

The number of deaths of people with leaming disabilities from all causes in
2020 for White groups was 1.9 times the number in the 2 previous years. For
Asian and Asian Brilish groups it was 4.5 limes the number and for Black and
Black British groups, 4.4 times.

Regions of the country

The number of deaths from all causes in the period studied rose for people
with learning disabililies by 3.7 times in London bul by only 1.6 times in the
South Wesl. Other regions had intermediate levels of increase.,

The data available was not adequate lo suppart more detailed analysis of
area level social deprivation,

Deaths in care settings

Social care carries potential addilional risk of transmission of respiratory
viruses because of frequent contact with stafl and other care recipients, The
study looked at the exlent lo which people wilh learning disabilities appear to
have been al additional risk from COVID-19 due to the lypes of social care
Ihey recewve.
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' Death rales in care sellings were estimated from numbets of notifications o

the COC and numbers reporled as receiving social care for lzarning
disabilities in annual social care stalistics. COC dala covered a shorter penod
fram 10 April la 15 May 2020,

Main findings

COVID-19 accounted for 54% of deaths of adulls with learning disabifities in
residential care in this period, slightly less than for people with learning
disabilities generally, bul slill much more than in the general population.

The crude rate of COVID-19 dealhs for adulls vilh learning disabilities in
residential care was higher lhan the rates of COVID-19 deaths of adults with
leamning disabilities generally as eslimated from LeDeR. Il was 2.3 times lhe
rale calculaled from actual LeDeR notifications and 1.5 times the estimated
rate adjusting lor likely under-nolification. This difference is likely in parl lo
reflect the grealer age and disabilily in people in residential care.

Data from PHE indicales thal care homes looking after adulls wilh learning
disabilities ware less likely than other care homes lo have had COVID-19
oulbreaks, This is likely to be related 1o the fact Ihey have fewer bed spaces.

COVID-18 accounted for 53% of deaths of adults with leaming disabilities
receiving communily-based social care, Il is hard lo commenl on the overall
scale of deaths in Ihese conlexls because the numbers of people receiving
care from providers likely to report thelr deaths is not clear. This level of
additional mortality is similar lo thal seen in residential care.
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There are clear reasons to be concerned about the impact of the Severe
Acule Resplralory Syndrome Coronavirus 2 {COVID-19) pandemic on people
with learning disabilities, Their physical health problems have been widely
documanted in balh research and National Heallh Service (NHS) statistics.
Ameng many othar issues they have substantially higher death rates from
respiratary infections than the goneral population and higher rales of some
importanl risk factars for COVID-19 including diabeles and obesily (6.7.8).

Introduction

§ubstanllai numbers of adults with leaming disabilllies receive some form of
Social care on a conlinuous basis, According (o Ihe mosl racenlly available
ligures, GPs have 255,575 adulls on learning disabililies registers (9,10).
Local aulhorities report 29,580 (equivalent lo 12%) living in residential care
and a further 111,190 (equivalent to 44%) receiving soma form of community
based social care (11). Most lypes of social care involve mixing wilh stafl,
and many involve mixing with olher care recipionts. This poses a fisk of '

Iransmission of respiratory Viruses.

A subslantial number of people identified as having learning disabilities by
lheir GP, as well as a much larger number identified in schoals but nol
subsequently identified by health ar social care services, are also likely lo
have had problems during the COVID-19 pandemic. Many are likely to have
had difficulty fellowing government advice about seli-isolation, sacial
distancing and infection prevention and contral. They may nol have grasped
the new significance of key symptoms or \he advice lo gel tested if they
develop these. Many have difficully accessing heallhcare in ordinary limes
and are likely to-have had more difficulty negotiating the new ways to do this
it needed. All these faclors suggest people with learning disabililies are likely
1o have been more vulnerable than others in the various stages of the
cOVID-18 pandemic (12). This study is only able to report on deaths of
people identified as having learning disabilities who are known to adull heallh
or social care services, of who have family or friends likely to report their

deaths to LeDeR.

A study for Improvement Cymru identified deaths in 2020 and 4 earlier years
in a cohort of just over 15,000 people with earlier hospital diagnoses of
|sarning disabilities (13). I found a standardised COVID-18 dealh rale
between 1 March and 26 May 2020 for this group which was between
& times higher than lhe rate for Ihe general populalion of Wales.

3and

commissioned PHE to analyse

The Chief Medical Officer for England
learning disabilities with covib-19

available data on dealhs of people wilh
a
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o inform policy and practice lo reduce the risk and impact going forward of

coVvID-1 9_ on people with learning disabilities”. The lerms of relerence are
set oul in Annexe 1.

Other than dala relating lo dealhs, there is limited statislical information
currently collecled which provides national information aboul the heslth and
healhcare of people with learning disabilities in the rapid way needed for
monitoring epidemic diseases, Dala about COVID-19 lesl rrasults, hospital
admissions and intensive care does nol record usable information about
whether the people involved had leaming disabililies.

There are 3 sources of information about deaths, which cover the whale of
England and in which learning disabilities status has been syslemalically
recorded during lhe pandemic. The terms of reference directed the work
specifically to these. They are:

« the English Leaming Disabililies Mortality Review (LeDeR) Programme (1)

« NHS England's COVID-19 Patient Notificalion System (CPNS) which
records deaths in hospilal sellings (2)

« ‘Care Quality Commission (CQC) slatutory nolifications of dealhs of people
raceiving sacial care (3)

This report sets out what this dala shows aboul lhe impacl of COVID-19 an
deaths of people known to have learning disabililies.

Approaches and assumptions

The study aimed to establish how badly the communily of paople wilh
learning disabilities was hit by ihe first wave of the COVID-19 pandemic.
|deally, this would have required information about the numbers and details
of all the people who had died, and the size and struclure of the population
from which they were drawn.. Unfortunately, none of the available sources
presented a complete picture of deaths among people with [earning
disabilities, The only one with a comprehensive scope (LeDeR) has known
limitations in coverage (14). Information about the population with laarning
disabilities in England was also incomplete (see Annexe 2). This seclion sels
out the approaches used lo gel as cleara piciure of the situation as possible
given the uncertainties arising from the limitations of the data.

Two main approaches were used: examinalion of numbers of deaths and
calcutalion of rates.

10
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The simpler approach, less demanding in lerms of the compleleness of the
data, was 10 look al changes in the number of dealhs belween 2020 and
previous years, Changes in numbers of dealhs of people wilh learning
disabililies were compared o changes for the general population. Far this
approach il is not essenlial thal he data source captures all deaths of people
wilh learning disabilities, as long as the proportion captured does not aller
substantially, LeDeR is described in more detail in lhe next section. It slarted
collecting data in July 2016, For this study, data on numbers of deaths
reported lo it was available from the start of 2018 and lo June 2020.

In interpreting rends in numbers of dealhs, the stability of reporting of deaths
to LeDeR is important. For practical purposes the study assumed that referral
channels to LeDeR remained roughly stable over the period from the start of
2018 lo the study end point in early June 2020. There are iwo reasons why
this assumiplion may no! completely hold. The firstis that as the syslem was
new and becoming embedded over this period. Increasing awareness of it
could have increased the number of relevant deaths being notified. This
could have made it appear as though numbers of deaths were rising.
However, deaths can be, and are, notified to LeDeR months or years after
they happen. As people became more aware of the service, they could have
reported deaths which occurred al any lime after ils inception. The other
reason for questioning the assumplion of stable reporting is thal the
exceplional circumstances of Ihe pandemic could have increased of
decreased Ihe likelihood of deaths being notified in this context.

The approach of comparing numbers of deaths in 2020 with an earlier period
was also used with the CQC data which provided counts of dealh
nolifications for a comparable period of 2019. This is a statulory nolification
process, so reporting of eligible deaths is likely to be mare dependable. |l
could nol be used for the hospital deaths data in the CPNS as lhis covers
only the pandemic period and only dealhs atlribuled lo COVID-19.

Rates and population

A more commonly used and more salisfaclory approach lo quanlifying the
extent of deaths in populalion subgroups Is calculation of rates of death per
unit of populalion, per unit of lime. In addillon lo numbers of dealhs, this
requires data about the size of the population in which the deaths have
occurred. If sufficiently delailed data is available aboul the age and sex
struclure of the population, rales can be standardised o take account of
dilferences in the composition of populalion groups compared.

L
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- |dentifying the numbers in the populaticn with learning disabilities is not
simple. Learning disability is distributed on a continuum from mild to
profound. Epidemiological studies of the praportion of populalions wilh
Iearn_lng disabilities have given widely differing resulls (15). In part this
reflects a distinclion between the ‘administrative’ prevalence, which is the
number knawn lo health, social, educational or other types of service
providers, and the ‘lrue’ prevalence, which is the number of people who
actually have leaming disabilities, many of whom may not have been
identified as needing services, True prevalence figures can only be
established by population-based survey methods, Administrative prevalence
eslimales vary depending on the purpose served by {he data source used.
Studies in the United States and Auslralia have demonstrated that estimales
based on data from education services give much tigher figures than those
from health or social care services {16,17).

This is reflected in current English administrative prevalence data. Schools
idenlify that 4.15% of children have learning difficulties arising from
intellectual disabilities (3.50% moderate learning difficulties and @ further
0.65% severe or profound leaming difficullies) (18), general practices identify
0.50% of patients on their learning disabliilies registers {9), and local
authorily social services depariments provide long term social care supports
to 0.34% of adulls (11). Pravious PHE publications have discussed this range
of prevalence figures (19). An important issue when interpreting the deaths.
data available for this study is which of these levels of ascertaimment Is likely
lo be refiected in referrals made to the LeDeR programme and recording of
{earning disabilities in respect of deceased individuals on the CPNS system.

LeDeR developed oul of the Confidential Inquiry into Premature Dealhs of
People with Leaming Disabilities (CIPOLD) (20). CIPOLD was one of the
inilialives 1o address lhe deficiencies identified by the independent inquiry
into Access to Healthcare for People with Learning Disabilities (21). CIPOLD
and LeDeR have formed part of a decade of wark by the NHS and partner
agencies to increase awareness of the needs of people with leaming
disabilities in healthcare seltings. In primary care services this has involved
learning disabilities registers and annual heallh checks. More widely it has
involved the appointment of hospital liaison NUISES, primary care liaison
nurses, initiatives lo improve the accessibility of health services, enhancing
communication between ditfarent elements of heallh services and belween
heallh and social care services, and monitoring uplake by people with
learning disabiiities of key interventions such as cancer screening and
influenza immunisation, All these initiatives centre round GP learning
disabllities registers, and drives o ensure thal everyone with learning
disabilities is registered o ensure they get the benefils.

12



df{at'hs by people familiar with
with learning disabilities are

the programme, it is usually dene b
4 | 2 Yy heallh or care staff but so
are notified by relatives. Publicity to encourage notification has been e

focussed through professional networks and third seclor campaigning
groups. The process of undertaking reviews of deaths notified to LeDeR is
organised by staff in NHS region offices. Reviews increase awareness of the
process through local health and social services.

LeDeR depends an voluntary notificalions of

deceased individuals. When deaths of adulls
notified to '

This positioning suggests that the population whose deaths are likely o be
reported to LeDeR is probably most closely approximated by lhe population
GH_GP learning disabilities registers. Unfortunately, there is no current direcl
evidence on this point. The CIPOLD study specifically asked whether
deceased individuals had been on learning disabililies registers. It found that
in 92% of the dealhs referred to them they had been (20). The regular LeDeR
dataset does not ask this question. However, LeDeR care reviews do ask
whether deceased individuals had a |learning disabilities health check with
their GP in the year prior to lheir death. This data is not published as ils
accuracy is difficult to verify, bul the proportion of cases In which records
show the deceased did have a health check is consistently higher than the
national coverage of the heallh check programme. This suggests thal a [arge
proportion of reports to LeDeR are the deaths of people whose learning
disabilities were known lo their GP.

By contrast, the CPNS system was sel up lo monitor all deaths lrom CQVID-
19 oceurring in English hospitals. The question in this case is what
characterises the people who nursing or medical staff idenlify and record as
haviﬂg had learning disabilities.

During the period covered by this study, the relevant acute facililies of
heﬁpilais were under intense pressure from the large number of patients.
Patients would probably only have been admilted to hospital in exireme
clinical conditions. Staff would have faced great pressure managing pa!if:.nls‘
physical needs and many palients who would usually have had no cognitive
impairment, would have been admilted in febrile stales, or n.u['sed under
sedalion, making assessment of their intellectual faculties dﬁnculta_r
impossible until they moved into a recovery ph.ase‘ it sgems hkgly that
hospital staff would initially have depended on |nft?nnal|on prowdea:! by .
referring doctors, relalives or care homes far details of fﬂl‘nether paher:;shme
learning disabilities. For patients who died it scems unlikely they \.-::umm av
explored further. 5o, the people hospital staff :denm'red as having :rks ﬁhc
disabililies are likely lo have been (hose wilh eslablished care nelw

13
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were on lheir GPs register. The large proportion (25%) of deceased patients
whose learning disabililies stalus was reported as ‘not known' seems to
reflect the extreme physical slale in which many palients were admitted o
hospiltal care.

On this basis the study assumed that GP leaming disabilities registers
provide a rough working definilion of the population whose deaths are
reported to LeDeR and wha are likely to have been recorded as having had
learning disabilities in CPNS. Data aboul the size and age and sex structure
of this populalion is available from lhe Learning Disabililies Heallh and Care
(LDHC) dataset. Unfortunalely, it does not provide information aboul
ethnicity. :

There is no salisfactory official source of data about the ethnic makeup of the
adult papulation with leaming disabilities in England (22). Data is available
about children with learning disabilities from school special educational needs
statistics (18). However, for a study of COVID-19 deaths, adult data is
needed, The Office for National Slatislics (ONS) has made aslimales of the
athnic composition of the whole population of England up to 2018, although
there are significant reservations about {heir reliability (23). They do not have
the status of either official stalistics or ONS experimental statistics. Bul there
is no basis for eslimating the proportion of adults in each ethnic group who

have learning disabililies.

Completeness of data

Both the LeDeR and the CPNS datasets have other problems. In the case of
LeDeR, the annual report for 2018 raised the issue of how completely dealhs
within the scope of the programme are reported (14). It estimated thal in most
NHS regions the number of dealhs notified to them was between 70% and
88% of the likely number of deaths of people on learning disabilities registers.
In one region there were 299 more nofifications than estimated dealhs,
suggesting that deaths from previous years were being nolified late, In the
case of CPNS the 25% of deaths where the learning disabililies status of the
deceased is nol known has already been menlioned.

As one aim of this study was to compare COVID-19 mortality rates in peaple
with and without learning disabililies, some approach was needed [0 address
these gaps. Rates calculated from LeDeR notifications using simply the
numbers of cases reported would underestimate {he national rates. Rates
calculated from CPNS data using only the numbers of deaths where learning
disabilities status was known and recorded would also be likely to produce an

underestimale,
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A In Ihe case of LeDeR data, the scale of the fikely under-reporting can be
estimated from the LDHC dataset (10), This coliects dala annually, from
genaral praclices, comparing the heallh and care of people on leaming
disabilities registers lo thal of other people registered with the same
practices, It is described further below as it is one of the sources from which
the population dala for this study is drawn. As well as health and populalion
data, the LDHC records annual numbers of dealhs of people on leaming
disabililies registers from practices able 1o contribute dala. Currently it covers
just over half of England. This is the souree on which earlier estimales of the
completeness of notifieation 1o LeDeR were based, For this study, lhe
eslimate of under-reporting was revised with the most recent LDHC dala
(April 2018 to March 2018). This is described fully in Annexe 2.

LeDeR data, using just the nutnbers of
{imates from LDHEC. Alongside thesa it
minig likely levels of under-

This report presents basic rates from
deaths reported and Ihe population &s
presents estimates of the probable rales assu

natification.

In the case of CPNS data, there is no obvious steer as o how ihe deaths wilh
learning disabilities status recorded as ‘not known' should be considered.
This sludy loak two approaches. Basic calculations of rates for people with
learning disabilities definitely recarded, assumed that where Ihe deceased's
learning disabilities slalus was recorded as 'not known' they did not to have
learning disabilities. Alongside these, a second sel of estimates was
calculated assuming that people whose stalus was ‘not known' had the same
likelihoad of having leaming disabilities as those whose slalus was known
and (hey were distributed accordingly. This is described further in seclion 3.

Terms of reference and presentation

The terms of reference requested PHE 10 look at the peak 6 weeks of the
COVID-12 pandemic. The starl of the periad of high death rates in England is
reasanably clear, lhe end is 18ss distinct, Mumbers of dealhs of people with
learning disabililies are also relatively low for statistical analysis. Therelore,
the period for most ol the analyses was extendad lo the 11 weeks from 21
March to 5 June 2020. This end date was arbitrary, ansing from the need 1o
finalise datasels. Only the deaths of adulls were included in most of the
analyses as very few deaths of children were reportad in the 3 datasets, and
population data for children with learning disabililies is less reliable than for

adulls,

al out in the terms of reference naturally overiap. So.

Several of the areas s
glions:

findings are organised around 3 main que

15




. How many people wilth learning disabililies have died with COVID-19?
. Whal characlerislics idenlify which people with leaming disabilities are al

areater risk lhan others?
. |s there evidence of specific risks related lo social care provision?

The report begins wilh a brief descriplion of the main datasels used. This s
followed by 3 resulls seclions and a short discussion of the findings.
Additional details aboul the data sources and a fuller description of the
approaches to calculating the various measures is given in Annexe 2,
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Learning Disabilities Mortality Review
(LeDeR)

LeDeR is a continuing national survay of deaths of people in England wilh
learning disabililies. The LeDeR methodology is described in their mosl
recently annual report (1), Data colleclion starled in July 2016 (24). Deaths
are nolified to a national team based in Brislol. Reviews of dealhs are
conducled locally 1o whers {he deceased lived, so the Bristol team initially
collects only the limited data required 1o provide regional co-erdinalors with
the information they need to initiale their work. As full reviews usually take
several months, initial notification data was used for the study.

During March 2020 the Bristal team identified a number of deaths in which
COVID-19 was reported as a cause of death, In early April hey added a
question to their notilication form asking, ‘Do you believe the death is refated
lo COVID-19 (coronavirus)?’ Nolifiers could answer ‘Ng’, 'Passibly’, ‘Yes -

eonfirmed COVID1Y', or 'Not known',

Deaths are often notified soveral weeks after they occur and are also
commonly reporied to LeDeR by more \han one person. A small number of
nolifications are made more than a year after the death. Il notification dala is
incomplete, mulliple nolifications are ol always clear. If not initially obvious,
they are usually identilied by raglonal review co-ordinators and correcled on
lhe main data systemn, To allow for these evenlualities as far as possible, the
initial data extract on which most of the work for this study was done was
updated with an exiract laken an 4 September, 3 months after the peried

being described.

Hospital deaths dataset

The COVIDR-19 Patient Notificalions System (CPNS) was sel up as part of the
national management of the pandemic in the English NHS. Hospitais are
required to record dealhs on lhis system when either the deceased had a
positive COVID-12 test resull or COVID-18 was cited as a main or
contributory cause on the death certificale (2).

include a question asking whelher
r autism. When a deall is
learning disabllities or aulism, a

On 24 March the system was medified lo
the deceased had leaming disabilities and/o
recofded noling that ihe deceased did have

17
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¥ further question asks which (learning disabilities, aulism or both). In 92% of
cases where a person was recorded as having learning disabilities this lield
was left blank. In 4 cases il was recorded Lhatl the person had autism but not
learning disabililies. These were placed in the 'na learning disabilities’ group,

Because aulism was so rarely reported, for brevity, this dala iem is referred
lo in this report as the 'learning disabilities slatus’,

Anonymised slalistical data from {his source is available to PHE. An initial
data extraction was made in July for the analyses in this report, This was
updated on 8 Seplember.

(he learning disabilities fleld either

A quarter (25%) of recards in CPNS had
e both

marked as 'not known’ or including no entry. For brevily these ar
referred to as having this status ot knowr’.

Notifications to the CQC of deaths of people
receiving saocial care

Registered social care providers are required to reporl deaths of people for
whom lhey are providing care to the CQC under Section 16 of the
Registration Regulations (25). Nolilications are made using a slandard form
which includes a question on whelher lhe deceased had learning disabilities.
The form was modified on 10 April in response lo the rapidly developing
numbers of deaths related lo COVID-19, From thal date it included a
question asking, ‘Was the death as a result of: Confirmed coronavirus? or

suspected coranavirus?' (26).

Forms documenting all deaths notified between 10 April and 16 May were
callated by the CQC, along wilh the forms documenling deaths notified in the
correspanding period of 2019 for comparison. Findings from this exercise
were published by the CQC in June and extracts fram the dala was made

available to PHE (3).

Population with learning disabilities

The NHS produces 2 annual measures of the number of people wilh learming
disabilities in England. General praclilioners are required lo keep a regisier of
patients registered with them who have learning disabilities. An annual count
of the number of these is reported in the NHS Digilal Quality and Oulcomes
Framework (QOF) statistics {9). This provides only a lotal number for each
general praclice. Further details about the age and sex breakdown, some
heallh characlerlstics and the numbers of deaths in lhe preceding year arc¢
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' collected annually, also by NHS Digital, in the LDHC datasel (10). This
datasel s unfortunalely only collected from jus! over hall of general praclices.
Annexe 2 describes how these 2 data sources were usad to produce full

population estimales for this study, Unforfunately, neither of these data
sources gives information about the ethnic profile of patienls.

General population mortality data

Data about the numbers of deaths with COVID-19 or from other causes was
taken from the provisional national mortality tables collaled by the ONS and
made available to PHE.

Outbreaks of COVID-19 in residential care
settings

Data about oulbreaks of COVID-19 in residential care homes comes from the
sofiware system PHE cenlres and regians use (o record infeclious disease
oulbreaks reported lo them, The exiract used for this sludy was taken on 29

July 2020,
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"How many people identified as having

learning disabilities have died with

COVID-197?

Main messages

Bath LeDeR and CPNS are incomplete sources. The siudy eslimated thal
only 65% of eligible deaths are reported to LeDeR, Twenty-five percent of
deaths reporied to CPNS have leaming disabilllies stalus recorded as 'nol
known'. This means that calculations of rales of dealhs per 100,000
population using either are likely to underestimale Ihe real figures. Where
rales are presented, 2 figures are given. The rale using the actual reported
nurmber of deaths of peaple with learming disabililies is given first. Alongside
this, an estimale of the rale is given based on an eslimate of the exienl of
under-reporting for LeDeR dala, ora proportionate distribution of dealhs wilth
learning disabililies stalus "'nol known' for CPNS data.

LeDeR received 623 reports of deaths of people with leaming disabiiities
considered definitely or possibly COVID-19 related accurring between the
start of February and 5 June. On the basis of the likely level of under-
notification, this suggests an eslimated nalional lotal of 956 dealhs.

The number of deaths occurring between (he starl of February and 5 June,
reported to LeDeR as possibly or definitely due to COVID-19 represents a
ctude rate of 240 dealhs per 100,000 adults with laarning disabililies, 2.3
times the rate in the general popuiation for the same period. The estimated
rale, adjusting for the likely level of under-notification, was 369 per 100,000

adults, 3.6 times the rate in the general population.

CPNS recorded 490 deaths of adulls wilh leaming disabilities with COVID-19
up to 5 June, This represents 3 rale of 192 deaths per 100,000 adulls with
learning disabilities, 3.1 limes the rale for adults withou! leaming disabillties.
If people dying with learning disabilities stalus 'not known' included the same
propartion with learning disabiliies as those for whom a status was recorded,
there would have been 651 deaths of adulls wilh learning disabilities, giving a
rate of 254 par 100,000 population, 4 limes tha rate lor adults withoul

learning disahilities.
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¢ In 2018 and 2018, 60% of deaths of people with learning disabilities occurred

in huspi[al sellings. In 2020, 82% of COVID-19 deaths, and 45% of deaths
irom other causes occurred in hospitals, In the general population a smaller
praportion of COVID-19 dealhs (63%) occurred in hospilals (4),

The number of deaths of people with learning disabililies nolified to the CQC
in registered care sellings were available for 5 weeks starting during the peak
period of tha pandemic. The overall number of deaths from all causes was
2.3 times that notified in the same period the previous year.

During the peak 3 weeks of the pandemic, the number of dealths from all
causes for people with learning disabillies was 3 times the average reparted
for the corresponding petiod in the 2 previous years. For the general
population in the same weeks, the number was 2 times the average for the 2

previous years.

Of the deaths recorded in the CPNS syslem up lo 5 June, 1.8% were people
recorded as having learning disabililies. GPs in England recognise only
0.57% of adults registerad with them as having learning disabilities. Adulls
with learning disabilities were over-represented by at [easl 3.1 imes, The

disparity was much larger in younger age groups.
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. Introduction

The 3 available data sources cover dilferent parts of the whole picture of
dealhs of peaple with leaming disabliitias in the COVID-19 pandemic. This
seclion aims to establish the overall scale of deaths and o clarify the overlap

al the 3 saurces.

Data from the LeDeR and CPNS datasels was used lo try and estzblish the
number of people in England with leaming disabililies known lo se rvices who
died, definitely or possibly, as a result of COVID-19 up to § June 2020. This
provides a way lo check (he exient to which the 2 data sources agree wilh
each ather, allowing for diffarences in scope. Dala from lhe COC cavers a
more limited time period and was compared with LeDeR dala for Ihe same

period.

L.earning disabilities mortalily review data

LeDeR data idenlified 623 deaths. occurring up to 5 June, for which COVID-
16 was idenlified as a possible or deflinile cause. Of these, 614 ware adulls
and 9 were children or young peaple aged under 18, The 2 earliest occurred
in Fetiruaty, a lew weeks before the earliest dealhs racorded by ONS for
which COVID-18 was given as a cerlified cause, Larger numbers beqan 1o
appear in the middle of March,

LeDeR consider the completeness of thgir data by comparing the number of
dealhs of people with learning disabililies reported to them with pational
number eslimaled from general praclice dala published regularly by NHS
Digital in the LDHC dataset (14). This calculalion was reépealed with the mos!
recont LDHC data (covering April 2018 (o March 2019) (10) and is sel ou! in
Annexe 2, Table AZ2. Il suggested that the deaths reported to LeDeR in (hat
period represented around 65% af the number of deaths of people with
learning disabililies estimated rom _general prachce data. The estimale:
ranged fram 58% to 74% helween regions,

No evidence is yet available aboul whether dealhs with COVID-19, ar during
the pandemic period, would be more or less likely 1o be under-reported lo
|.aDeR Ihan deaths in recent years. However, il is werdh noting thal tha table
in Annexa 2 shows thal for adulls, the extent of under-reporling is grealer at
older ages. So, lora condilion such as COVID-19, where deaths tend to be at
alder ages, Ihe axtent of under-reporting is polentially greater than for adulls
overall Mowever, Il Is also poassible thal the unusual circumstances of the
pantlemic may have led to more complele roporting.
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© The calculalion of the eslimate of the numbsar of deaths of people with
" leamning disabilities wilh COVID-19 in England, up to 5 June, is set oul in
Table 3,1, Assuming 65% nolificalion, the reporled number suggests an
eslimated total of 856, with 342 of them being adulls.

Crude rales are calculaied by dividing the number of dealhs by he number in
Ihe population. This makes no allowance for differences in the age or sex
compasilion of graups being compared. The crude rale of deaths wilh
COVID-19 for the general adull population of England for the period was 104
per 100,000 adulls, Tahls 3.1 shows that the number of deaths reported lo
LeDeR gives a rate of 240 per 100,000 adulls wilh learning disabililies. This
was 2.3 limes the general population rale. The estimate of the likely rate,
allowing for only 65% notification of dealhs was 369 per 100,000, 3.5 limes
the general population rate.

LeDeR initial notification records ask where the person died. Table 3.1 also
shows the number of adults wilh leaming disabililies reported lo LeDeR as
dylng wilth COVID-19 in hospilal settings, and an eslimate of lhe lotal
allowing for 65% repariing, for comparison with the recorded hospital deaths
set out in the nexl lable.

In the analyses using LeDeR data thal fallows In this report, where
populalion-based rales are calculated far comparison with general population
data, the same 2 aslimales are presented, One used the aclual reported
numbers and a second estimatad [he igure based on the estimate that only
65% of relevant deaths were being reported to LeDeR. Where analyses
present simply numbers of deaths, usually comparing numbers for 2020 with
numbers for 2018 and 2019, adjustment is nol necessary and has nol been
used, Teble and figure legends indicate where the data has been adjusted,
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« Records of hospilal deaths

At the lime the data for this sludy was laken, the CPNS datbase hod
recorded 27,613 CQVID-19 dealhs in hospital sellings acourfing on of bpesttarss
5 June. Table 3.2 sels oul the figures. For 495 of the deathn fincluding 5
aged under 18) the deceased was recorded a8 having had learning

disabilities. For 6,805 (25%, 1 of these aged under 18) the leasrming

disahllilies stalus of the deceased was recorded as 'not known’. The
proporlion of deaths wilh learning disabililies stalus 'nol known' ranged fram
15% lo 32% belween NHS regions.

Far caleulating rates in relation to the population, the number with learming
disabilities status ‘not known' was 10 large loignore. Il is passible that anrme
of these may have had learning disabililies. Since the largest estimale of thse
propartion of the population wha have learning disabililies was below 5%
(see introduction), it is likely thal the great majorily did nol. Twio assurnplions
could be made.

1. None of these people had leaming disabililies,

2. The proportion of the 'nol knawn’ group who had learning disabiliies in
each age and sex group was lhe same as the proportion of those
whaose learning disabilities slatus was recorded,

Assumplion 2 added 161 deaths from Ihe ‘nol known group' lo the group vith
learning disabilities. Here, and in later rate calculalions in this repor, figures
are given for these 2 possible assumptions.

The choice of assumplion made lillle difference to lhe rate of hospital COVID-
19 dealhs among people without leaming disabilities, The crude rate, upto 5
June, was 62 per 100,000 adulls using the assumplion 1, and 61 per
100,000, using the assumption 2. The crude COVID-19 death rate lof people
idenfilied in CPNS as having learning disahililies {assumplion 1) was 192 per
100,000 adulls, 3 times the rale for people withoul leaming disabililies.
Adding a proportionale number of dealhs lrom the "ol knewn' group
(essumplion 2) gave an estimaled crude rale of 254 per 100,000, 4 times the
rale for peaple wilhoul learning disabilibes,

It was nol possibla (a malch individuals in the LeDeR and CPNS dalasels
because neither source allowed access lo parson dentifying information. So,
the only available approach for analysing how claosely these 2 sources align
was o compare the overall numbers. LeDeR nolifications indicated thal 495
of the dealhs of adults with definite or possible COVID-19 notified (o them
occurred in hospital sellings. Adjusting for under-nolification as dascnbed
above suggested Ihis rellecled an estimaled (o1al of 759, This was 17%
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« higher than the estimaled total from the hospital deaths datasel allowing for
proportionale distribution of deaths with unknown slalus (assumption 2), Il
the estimale of the lavel of under-reporting 10 LeDeR is correcl, this would
sugges! Ihat people wilh learning disabilities were more likely than athers 1o
have lheir status recorded as ‘nol known' in the CPNS. The 2 unadjusted
figures were very similar. However, the faclors likely 1o introduce
incompletenass in the (wo sources are quite different s0 this should be seen
as a coincidence.

Place of death

The LeDeR natification dataset includes a field recording where people died.
Table 3.3 shiows the breakdown of place of death for peaple wilh learing
disabliiies dying between 21 March and 5 June with COVID-18, from ather
causes. and, for comparison, in the corresponding weeks af the previous 2
years. The figures for COVID-19 deaths are slighlly smaller than those in
Table 3.1 because deaths bafore 21 March have been omilled lo give a
clearer comparison.

In earlier years, where place was reported, 60% of dealhs from all causes
aecurred in hospital setiings and 33% al the person's usual place of
residence (this could be a residential care home). Other types of location
were loo infrequent for separate reporling. In these weeks in 2020, where Ihe
location was recorded, the proporiion of dealhs with COVID-19 that occurred
in hospilal seltings was substantially higher (82.3%) and the proportion of
deaths from other causes in hospital sellings was substantially lower
(45.1%), The proporion of COVID-19 dealhs occurring in hospilal seltings for
people wilh learing disabilities was higher than for the general population,
ONS statistics show that in the same peariad, only 63.4% of COVID-19 deaths
of people in the general populalion otcurred in hospital sellings (4).

Table 3.3 Numbers and proportions of deaths of aduits with learning
disabilities by place of death, for deaths from COVID-19 and other
causes in 2020, and all causes in 2 previous years (baseline).

COVID-19 Qlher causes Bageling
Hospital AB4 (B2.3%) 228 (45.1%) 610 (60.0%)
Usual residence | 95 (16.2%) 238 (47.1%) 336 (33.0%)
Other 4 (1.5%) 39 (7.7%) 71 (7.0%)
Taotal known 588 505 1017
Missing 14 37 28
Total 602 542 1045

Source LeDoR (1] funodjusted) Deaths accurnng Galwesn 21 Mareh and & Juns 2020
And gorrogpanding pned i pravous 2 years,

27



| ’-' Deaths in care settings

7/ inJune CQC published lheir own inilial analysis of the statutory nuliﬁcalior}s
of deaths data they had received during 5 weeks of the pandamic (3). They
made more delailed exiracts of the data relating lo people with learning
disabilllies available to PHE for this study. The deaths on which they reported
were notified to them between 10 April and 15 May inclusive. This is a shorter
period than was available for the other data sources used in this study.

Table 3.4 sets aut the data, In this 5 week period, 386 deaths of people with
learning disabililies receiving adull social care were reported. This was 2.3
times the number reported in the carresponding weeks of the previous year
(165 deaths). Of these deaths, 206 were teported as being a result of
suspected or confirmed COVID-19 and 180 were from other causes.

Table 3.4. Comparison of statutory death notifications of deaths of
people with learning disabilities to CQC, 10 April to 15 May 2020 and
2019 with notifications to LeDeR in comparable periods; ratio of total
deaths 2020/2019; CQC deaths 2020 as proportion of LeDeR
notifications and estimate of national numbers of deaths of people with
learning disabilities by adjusting LeDeR figure for under-notification.

cQc LeDeR

2020

covID-19 206 387

Other causes 180 257

Total 386 644
2019

Total 165 272
2020 1otal f 2019 tolal 23 2.4
Estimate of national dealhs from LeDeR. OR%/

notifications adjusting for 65% nolificalion

CQC notifications as % of LeDeR notifications | 59.8%

CQC nolifications as % eslimate of national 39.1%
deaths from LeDeR adjusling notifications for
under-nolification

Sovrces: Care Cualily Commission (3); LeDeR.

These figures were compared with the number of LeDeR notifications of
dealhs oceurring in this shorter time interval, Notifications are usually
received by lhe CQOC aboul 4 days after the death occurs. So, for
comparative purposes, deaths reported to LeDeR which accurred belween 6
April and 11 May were included. The choice of starl and finish dates lor this
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- period are important because the numbers of daily dealths were changing fast
at this lime. A total of 644 dealhs of adulls were fepnﬂad lo LeDeR that
ocourred in this period, 387 allributed to COVID-19 and 257 lo other causes.
In the same period the previous year 272 deaths had been nolilied, giving a

similar increase (2.4 limes).

The number of deaths reported to the CQC in 2020 was jusl under 60% of

ihe number of nolifications to LeDeR. If the LeDeR number is adjusled for the
likely level of undar-nolification it suggests an eslimated total of 988 dealhs of
people with [earning disabililies in this period [rom all causes. The CQC figure

would represent 38% of his ligure.

Many people with leaming disabilities do nol receive social care, Annual
social care statistics for 2018 16 2019 record a tolal of 140,780 people
receiving some lype of social care for a primary need of leaming disabilities
(11). Numerically this is equivalent to 55% of the adulls on GP learning
disabilities registers, although it does nol necessarily mean lhal they are all
on GP registers. Undar the provisions of 1he 2014 Care Acl, a number of
people who are recarded in Lhe social care stalistics would be receiving carg
managed and purchased by themselves, or by family members, social
workers or olher personal assislanits, using direcl payments from local
authorities. ILis likely that many of these people purchase care {rom non-
registered providers so their dealhs would nol be reperied to the CQC,

Weekly trend in deaths with COVID-19

Figure 3.1 shows the weekly numbers of dealhs (unadjusied) reported lo
LeDeR accurfing in the weeks from 22 February 1o 5 June 2020. Dark grey
seclions in the bars show the numbers of deaths nol considered lo be
COVID-19 related, black sections show the numbers where the notifier
reporied that the death was possibly or definitely Iha resull of COVID-19, The
light grey bars alongside show the average number of deaths reported for the
corresponding weeks in the 2 pravious years. Figure 3.1a shows the patlern
for people with learning disabiliies, ligure 3,1b shows the cerresponding

pattern for the general population,

The question of whether there may be any imporant trend in the LeDeR data
callection arising from increasing familiarity with the system was raised in the
introduction. To check this, the number of deaths in 2020 from causes other
than COV|D-18 was compared with the numbers in the 2 previous years. Tha
tolal for the 15 weok period shown was 816 compared wath an average ol
803 In the two previous years which is a rise of 2%. This might ocour through
random fluclualion, There were 4 oeeasions when the number of deaths from
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. gauses other than COVID-19 lay oulside the 95% conhidence intervals of he
figure far the 2 previous years. On 2 occasons il was below and on 2
oceasions it was abiove. This gave no indication ol a lrend Iikely 1o diston
comparisons of 2020 vath 2018 and 2018,

The number of deaths of people with leaming disabilities from all causes rose
sharply in the week to 27 March. Over the next 3 weeks, assuming thal the
level of completeness aof reporting of COVID-19 dealhs of peaple walh
learning disabililies to LeDeR was similar lo the level lor deaths in previous
years, lhere'were around 3 imes |he average number of deaths seen in the
corresponding weeks of the 2 previous years. The paltern of this peak for
people with leaming disabililies was similar to that seen lor Ihe general
population, possibly slarting slightly earlier, tul the degree of excess was
grealer. In lhe same weeks lor (he general populalion Ihe lolal number of
deaths was around 2 times the baseline number. 8y the end of the period for
which dala was avallable, there were still substantial numbers of COVID-19
dealhs each week for bolh groups.

an




. Figure 3.1. Weekly numbers of deaths, with COVID

| ! ' -19 and from oth

gauses._nf people with learning disabilities and in the goneral one
population, for 2020, and average numhbers for 2018 and 2019

(baseline).
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» Prcpo(t|on5 of deaths where the deceased had learning

/ disabilities

The terms of reference for this report asked PHE 1o consider (he proportion of
deaths in which the deceased person had learning disabilities, comparing (his
with the prevalence of learning disabililies in the population. The CPNS
datasel allows this because it lreats deaths of people with and without
leaming disabililies identically. Table 3.5 shows the comparison by age
group. The first column shows the propartion of adulls registered with GPson
learning disabilities registers. The second gives the total numbers of hospital
COVID-18 deaths up 1o 5 June. The comparisen calculalion is then dong
twice, first including only those deaths where ihe deceased was recorded as
having leaming disabilities (assumption 1), then including a proportionale
number of people with fzarning disahilities status 'not known' (assumplion 2).
In each case the number and proportion of dealhs is shown, followed by the
ratio of the proporiion of dealhs lo he proportion of people on learning
disabilities registers.

in both sels of calculations, the table shows {hat the proportion of people
dying in hospital settings with COVID-19'who had leaming disabililies was
much higher than would be expecled from their numbers in the population.
The difference was much larger for younger age grouips. When a
proportionate share of the deaths wilh learning disabilities status ‘nol known’
was assigned to the learning disabilities group, the difierences were larger

but the pattern was lhe same.

The ratios Tor lhe oldest age group in this table are likely to be slightly
overestimated. This is because the proportion of deaths attribuled to COVID-
18 which occurred in hospital setlings, and 50 appear in this analysis, was
higher for people with leaming disabililies than for the general population.
Table 3.3 shows it to have been 82.3% for people with learning disabililies
while ONS weekly provisional death figures show it o have been 63.5% for
{he general population in the same period (4), The ONS table shows thal the
difference was caused by the high proportion of general population COVID-
19 deaths that occurred in care homes, a difference only likely to have

affected the oldest age group.
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Sections of the population with

learning disabilities at greatest risk

Main messages

The following comparisons relating Lo risk faclars are findings from the 11
week period from 21 March 1o 5 June,

Age

COVID-19 deaths in people with leaming disabililies were spread more
widely across the adult age groups Ihan in the general populalion. The 10
year age band with the largest number of deaths was 55 to 64 years for
people with learning disahilitias but over 75 for the general papulation. This is
similar lo the pattern of dealhs in the wo groups In previous years, and In
2020 {ram causes other than COVID-19.

COVID-19 increased the number of deaths for people with leaming
disahilities by a greater margin than for the general population in all adull age

Qroups.

Age specific COVID-19 death rates per 100,000 population were higher for
people with leaming disabililies al all adull age groups but by a greater

margin in younger age groups.

Sex

The age standardised COVID-19 death rate for people with leaming
disabilities was higher for men than for women by 1.4 limes in LeDeR
notifications and 1.6 times in CPNS records of hospital deaths. This was
slightly less than the corresponding differentials for the general population

and for hospital patients wilhout leaming disabilities,

Standardising for age and sex, the rate of COVID-18 deaths notified lo
LeDsR. from 21 March to 5 June, was 451 per 100,000 for people with
learning disabilities, 4.1 times the rate for the general population of England
(109 per 100,000). Adjusting this to allow for the likely level of under-
notification to LeDeR suggests a rate of 692 per 100,000, 6.3 imes the
general populalion rale.
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Elhnic group
The proportions of COVID-18 dealhs in peaple vilh learming disabhililies thal
were of a person fram an Asian or Asian British group, or a Black of Black
Brilish group were around 3 imes the proportions of deaths from all causes
seen from these groups in corresponding penods of previous years, and
grealer than the proportions of deaths from other causes in 2020.

The number of deaths of people with lzarning disabilities from all causes In
2020 for White groups was 1.9 limes the numnber in the 2 previous years. Fof
Asian and Asian Brilish groups il was 4.5 limes the number and for Black and

Black Brilish groups, 4.4 limes.

Regions of the country

The number of deaths from all causes in he period sludied rose for people
with learning disabilities by 3.7 limes in Landon but by only 1.6 times in the
Soulh West. Other reglons had intermediale levels of increase,

The data available was nol adequaia lo suppor more detailed analysis of

area level social deprivalion.
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Introduction

COVID-19 has affecled different sections of the population lo differenl
degrees. In the general population death rales have been higher for males,
people from Black and minority ethnic groups, people living in areas of
greater socio-economic deprivalion, and, above all, older people (5). This
seclion explores the impact of these factors on numbers and rates of death
for people with learning disabilities.

Age
LeDeR data

Figure 4.1 shows overall numbers of deaths b
the number of deaths notified to LeDeR that occurred between 21 March

5 June. Figure 4.1b shows dealhs in the general population of England in the
same period. Bars are split into an upper black section representing COVID-
19 deaths and a lower dark grey section represenling deaths from all olher
causes. Adjacent light grey bars show average numbers of deaths in the

corresponding period in the 2 previous years.

y age group. Figure 4.1a shows
and

In this 11 week period in 2020, 1,144 deaths of people with learning
disabilities were reported to LeDeR, 2.2 times the average figure for he 2
previous years. 53% of the deaths were attributed to COVID-19. In the
general population of England, 151,512 deaths were registered, 1.5 limes the:
average for the 2 previous years, with 30% including COVID-18 among lhe

registered causes.

Deaths of people with learning disabilities were mora widely spread across
the age groups (han deaths in the general population. This is usually the
case as can be seen from the pattern of deaths in the 2 years prior to 2020.
The 10 year age band with the largest number of deaths was 55 to 64. The
number and age distribution of deaths from causes other than COVID-19 in
2020 was not significantly. different fram the average for the 2 previous years.
The sdditional deaths with COVID-18 were spread across the age range bul
adding greater increments al older ages. A ages 18 1o 34 the additional
deaths were 0.7 times the average for all causes far the previous 2 years,
from age 35 lo age 74 they were 1.2 limes the previous average, and older
ages lhey were 1.5 times the previous average. Taking all adull age groups
together, tha number of deaths with COVID-19 was 1.2 times he previous

average number from all causes.

36




|60

For the general population (he number of dealhs from causes other ihan
COVID-19 at ages below 55 fell to 0.8 limes the average for the 2 previous
years. Al ages 75 and older it rose to 1.1 times the previous average. In the
18 10 34 age group the additional deaths due to COVID-19 were 0.1 limes the
average number from all causes in the previous 2 years. This rose steadily
across the age groups lo reach 0.5 limes the previous average number af
deaths from all causes in he age group 75 and older. Taking all adull age
groups togelher \he number of deaths with COVID-12 was 0.45 times the
previous average from all causes.

In summary, COVID-19 increased the number of deaths for people wilh

learning disabilities by a grealer margin Ihan for the general population, and
deaths were more widely spread across the adull age spactrum.
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{ Figure 4.1, Numbers of deaths in weeks 13 to 23 of 2020, with CoviD-19
and from other causes, and average for 2 previous years (baseline).

4.1a shows data for people with learning disabilities, 4.2b for the
general population.

4.1a People with learning disabilities

Deathis
400
KEY
360 - m COVID-19 |
= Baseline B Other causes
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Sourcas A 1a: LaDeR (unadjusted numbers of gaaihs) (1) 4.1b: ONS death records 2018 ONS
provisional dealt records 2019 and 2020 Confidenco inlarvals aro for ol dealhs.
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100,000 populalio

learning disabililie

bV

Figure 4.2 shows age specilic death rates for COVID-19, up to 5 June, per

n for adulls with learning disabilities and the general adull

population. This makes the comparison clearar because il lakes account of
the different proportions of the population wilh leaming disabilities in different
age groups. Dealh rales for people wilh leaming disabilities are calculated
from numbers of nolifications lo LeDeR. These are shown as black bars
alun.gsida the death rates for the general population in grey. As in the
previous chapter, an eslimated rate is shown in oulline for people with

s, adjusling the numbers of deaths in people with learning

disabilities 1o allow for the likely level of under-nolification to LeDeR, There
are 95% confidence intervals bars for bolh eslimales,

As for lhe general

population, older age was associated with higher death

rates for people with jearning disabililies. Howevar, at evary sge-group the
death rate for people with learning disabilities was substantially higher than
for the general population. Using rates caloutated only from reporis to LeDeR,
ihe rate was 30 times the rate for the general populalion a1 ages 18 to 34,
19.2 times at ages 35 to 44, around 10 times between ages 45 and b4, 6.7

times from age 65

and 74, and 2.6 limes al older ages-

Figure 4.2 Age-specific rates, per 100,000 adults, to 5 June 2020 for

reporis of COVID

.19 deaths to LeDeR and for COVID-19 deaths in the

general population. Grey and black bars show rates using data as
notified. Outlined white bars show estimated COVID-18 death rates for

people with learn

ing disabilities allowing under-notification,
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Hospital dealhs data

Figure 4.3 shows age-specific rales lo § June for deaths in hospilal seltings
reported through the CPNS datasel. Rales are shawn for peaple with and
without leaming disabilities. Far people with learning disabililies, 2 eslimalas
are shown using the 2 assumplions set oul alongside table 3.2. Solid black
bars show the rale calculated using only dealhs of people identilicd in CPNS
as having learning disabililies (2ssumption 1). Quiline bars above the black
bars show an eslimaled rate assuming that the proportion of those with
unknown status who had learning disabilities in each age and sex group was
the same as the proportion in those for whom stalus was recorded
(assumption 2).

Dealh rates rose sharply with age for both those with and withoul learning
disabilities. Rates for people with learning disabililics were much higher than
for those without at all ages. Using rales caleulated with assumption 1,
assigning all deaths wilh learning disabllities status 'nol known™ to the group
without learning disabililies, the rale for people with learning disahililies at

ages.

. 810 34 was 31.7 limes the rate for (he general population

« 351044 was 23.3 limes the rale for the general population

. 45 and 64 was around 10 times the rale for the geaeral population
. 6510 74 was 7.1 limes Ihe rate for (he general populalion

75 and older was 5.4 limes the rate for the general populalion

These diffarentials are similar lo those seen in the pravious chart. The
exceplion is the oldesl age group tor which, as explained in relation o lable
3.5, the comparison may be alfected by a lower proportion of deaths of
peaple withoul learning disabilities happening oulside hospital
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14
Deaths of people receiving social care

The CQC published a limiled amount of data aboul |he age breakdown of the
people whose deaths had been reported o lhem as resulting from COVID-19
(3). It is nol possible to calculale age-specific death rates for people with
learning disabililies in residential care because there is no delailed dala
about the ages of people receiving care. Instead, figure 4.4a shows an age
profile of the numbers of peaple with leaming disabilities who died,
comparing the total deaths in the same period of 20 19 wilth numbers of
deaths reported lor 2020, separated into suspected or confirmed COVID-19,
and other causes of death. For camparison, figure 4.4D shows the LeDeR
data covering the shorter period for which the CQC reported and using only &
single comparalor year, 2019. The overall numbers of dealhs repoited to
LeDeR were consistently higher than those reporied to the CQC as noted
above. Bul the change between the 2 years far each was similar.
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jf' Figure 4.4a. Deaths of people with leaming dizabilities reporied v l.m
" 10 April to 15 May, in 2019 and 2020, by age growp and Cause ot aoalh
COVID-19 or ather. Figure 4.4b doaths reporied lo LeDeR oscuring i
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in the general population, thore have bean higher death rotes with CoOvID-19
in mo.:n than women (5). Te compatoe sox-spocilic donth rates (or pooplo with
leaming disabilities (o thase seen for the genaral poputation, he amaller
pmpgﬂion of people with learning disabilitios in thu aldor nn;'a groups must bha
cansmered._ Direct standardisalion shows what the death rates would hr.:--in i
population wilth a standard structure if the age and sox spacific denth rales

seen in relevant groups had applied.

LeDeR dala

Figure 4.5 shows direclly age standardised COVID-19 doath rates for men
and wamen with lzarning disabilifies from LeDeR data sel nlongside rates lor
the general population. The solid black bars in the chart show the rales far
people with learning disabilities calculated using numbers of dealhs raported
1o LeDeR, Estimates of the rales after adjustment for under-notification are
shown in oulline. Grey bars show the siandardised rates for the general
population. Table 4,1 shows the slandardised rales, using bolh unadjustod
and adjusted numbers of deaths for male and female adulls with leaming
disabilities and the overall rales for persons, slandardised for both age and

sex.

d death rate for men wilh learning disabililies was 1.4
wilh leaming disabilities. This is similar to the patlermn in
the general populalion {or whom the age standardised death rate for men
was 1.5 times thal lor women. However, (he rales for people wilh learmning
disabilities were substantially higher than those for the general population.

Using rales calculated from numbers reporied o LeDeR, (he age
standardised death rate for men with learning disabililies was 4 times the rate

for men in Ihe general population, for women 4.3 limes and for parsons 4.1
times, Using astimales thal take account of the likely lavel ol under-
rolification, the corresponding catios are 6.1 {or man, 6.6 for women and 6.3

for persons.

The age standardise
{imes that for women
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2,
Hospital deaths data / 7
Figure 4.6 shows directly age standardised rales of COVID-18 deaths in
h?spilai se.ttinga for men and women, 1o 5 June. Rates are shown for people
WIHI‘I and without leamning disabilities. For people with learning disabiiiﬁeé
solid black bars show the rate calculated using only deaths of peaple with
learning disabilities identified in CPNS (assumplion 1). Oulline bars show the
eslimated rates assigning a proporiion of (hose with [earning disabilities
status ‘not known' lo the learning disabilities group (assumption 2). Table 4.2
shows the standardised rates, for male and female adulls with learning
disabilities, using both assumptions, along with the overall rales for persons,
standardised for bolh age and sex using assumption 1. |

Using only dealhs where leamning disabililies was specified (assumption 1),
the age—slandardlsed rate for men wilh learning disabililies was 1.6 times thal
for women with learning disabililies. Far men wilhout learning disabilities the
rale was 1.9 times the rate for women withioul learning disabllities. Again,
using anly deaths where lgarning disabllities was specified, the age
standardised rate for men with learning disabilities, was 5.8 limes that for
men withoul learning disabilities. The corresponding rate {or women was 7.1
times the rale for women without learning disabiiities. These ratios,
comparing men and women with leaming disabiiities to their counterparts
without is @ minimurm estimate for the real difference, Using assumption 2,
the corresponding ratios were 7.7 limes for men and 9.4 times for women.

earring disabilities. ihe sex differential seen here (figure 4.6)
{ for the LeDeR dala (figure 4.5). For people withoul
g the differential was greater (han \hat in the general

population seen in figure 4.5, The greater difference between the sexes in
the hospital death rate for ihe general population could reflect a difference
between the Sexes in the likelihood of hospilalisation.

For people with 1
was similar o tha
learning disabililie
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Figure 4.6 Age standardised COVID-19 hospital death rates to 5 June
per 100,000 adults with and without learning disabilities. Solid black
bars show rates with definite record of learning disabilities (assumption
1). Outlines show estimaled rates including proportionate number of
deaths of people with learning disabilities status ‘not known'
(assumption 2). Rates for peaple without learning disabilities include all

‘not known' deaths (assumption 1).

o 1:.‘;11_ 200 300 400 500 B0 700
Hospital deaths per 100,000 standard population

KEY

11 No learning disabilities _
B Leaming disabilities - Definite reports only |
1 Leaming disabilties- With proporiicnate share of 'not known' reports
Sourcas- CPNS (2). LDHC 2018 10 2013 (9}, DOF 2018 10 2019 (10), ON

papulation 2019,

S mid-year estimatos of

AT

800




(assumption 1). Estima
deaths (assumption 2).

Wilh leaming disabilities

Rates using only
records specifying
learning disabilities
(assumption 1)

JI!

Estimates including
proportionale share of
'nol known' deaths

Table 4.2 Age standardised COVID-19 hospital death rates lo 5 June
2020, per 100,000 adults, for men, women and people with and without
learning disabilities. Rates for people with learning disabilities
calculated using only deaths with definite record of learning disabilities
tes include proportionate share of 'not known'

Rates shown for people without learning

disabilities include all ‘not known' deaths (assumption 1).

Withoul leaming
disabililies
{including all 'nol
known' deaths —
assumption.1)

(assumption.2)

Females
Males
Persons

Sources CFNS (2), LDHG 2018 10 2013 {10}
papulation 2018 (27). The figure in ihe ekt for

318 (267 to 374)
500 (433 to 573)
409 (367 to 454)

disabifities 1o he rale for men in the general popul
rounding the figures far death rates.

A8

420 (362 to 485)
666 (5886 to 749)
543 (494 lo 595)

45 (44 to 46)
86 (85 to 87)
65 (65 to 68)

QOF 2014 to 7019 (3). ONS mid-year estmales af
the ratio of 1he estimated rate for men wilh learming
ation appears enomalous: thisis caused by




| %
Ethnic group

Both lhe LeDeR and CPNS collect information aboul the elhnic group of
people dying. UK statistics idantify 18 ethnic groups. Numbers of deaths of
people with leaming disabililies were loo small for reporting in this level of
detail. The 18 groups were (herefore condensed inlo 4 broad graupings.
Details are given in Annexe 2.

As noted in the introduction there are no robust estimates of the numbers. of
people in the population with {earning disabilities by efhnic group for lhe age
groups relevant 1o this study, So, instead of calculating rates of death per
100.000 population, analysis was fimited lo comparing numbers of deaths in
2020 wilh the 2 previous years using LeDeR dala.

Table 4.3 shows the numbers of deaths reported lo LeDeR in 2020 for
COVID-189 and other causes broken down by ethnic group. The average
number of deaths in the corresponding period of the 2 previous years is
shown for comparison, as is the ratio of the total number of deaths in 2020 lo

the average number in the 2 previous years.

¢ White people wilh learning disabllities in

2020 was 1.9 limes the average number in the 2 previous years. For both
Asian or Asian British, and Black or Black British people it was more than 4
times the previous average. The columns showing the split between deaths
with COVID-18 and deaths from other causes show thal the increase for
these 2 groups was largely the resull of deaths with COVID-19. There was
also an increase in the proportion of deaths where the ethnic group of the
daceased was not recarded. These differences were too large 1o be a chance

espect of Asian or Asian Brilish, and Black ar

finding, The observation in r
Black British adulls with learning disabilities is similar to findings aboul the

impact of coviD-18 on these groups reported by PHE (5).

The overall number of deaths fo
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Areas of the country M (7

Reglonal pattomna af deaths in the LoDuR and CPNS dalatels viate checked
for consislency. As notad ahove, the compleleness of the data vaned groatly
petwaen regions in hoth, For deaths in hospilal sollings, there was a gap in
the racording of the learming disabilities and autiam status in the CPNS
datanet. Overall, a quarter of deaths reporied had Ihis recorded as ‘nat
known', bul the proportion varied substantially between regons, Analyses of
differences in ralos ol dealh botween ragions are not reliable vhen the
compleleness of recording varies so much. So, for differences by ethnic
group, the distribution of numbiars of deaths reported to LeDeR in previous
years was compated 10 1hose reported in 2020. :

Figure 4.7 and lable 4.4 show a regional breakdown of the nutnbers of
deaths reported to LeDeR accurfing between 21 March and 5 June 2020,
and the annual averaaqe for the 2 pravious years. The calumns for 2020
distinguish daaths with COVID-19 and thase from olher causes.

The numbers of daaths ol peaple with learning disabilities reponed fram
eauses olhor lhan COVID-18 were similar (o those raported in previous
yonrs, The increase in (He additional deaths with COVID-19 variad
considombly bolween regons., In Londan the number aof deaths from all
causns was 3.7 times the previous average, in the Soulh West il was 1.0
times. The increase in othar regions was belween 1.8 and 2.3 times, The
pattarn of the highest jevel of excess In London and the lowest in the South
West mntchos thal reported by PHE for ragional inegualities in the general
popilation COVID-19 death rates (5).

Statistical testing showed thal the distribulion ot deaths from causes other
ihan COVID-19 helween regions in this period was nol significantly dilferant
fraom the distribulion of deaths in previous yesrs. However. a5 a result ol the
very difforent distribution of deaths related to COVID-19, the averall
distribution of dealhs was different 1o an extent unlikely lo have pceurred

through random fluciuatinn.




)1.8"

Figure 4.7 Numbers of deaths of adulls reported to LeDeR by NHS
region of residence, annual average for deaths in 2018 and 2019 and
deaths with COVID-18 and from other cause for 2020.

NHS Regwonal residence
Nonth East & Yorkshire [Tl o 4 —

Merth West
Micfands

East of England
London

Sounl East

Saih Wes

- . ¥ - -y T . . 1
0 20 &0 &0 80 100 120 140 180 180 200 220 240 260
KEY Denths

B Z018-2019averege

B 2020 0ther causes W 2020C0OVID19

Sourcs; LeDeR (unagpusted numbard) (1) Conhdanco intprvals are fas 1ol deains,
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'Deaths in care settings

Main Messages

Death rates in social care sellings were estimated from numbers of
notifications to the CQC and numbers reparted as receiving social care for
learning disabilities in anntal social cara statistics. Findings in this section
cover the shorter period, from 10 April 1o 15 May, for which the CQC collated
data from slalutory notifications af dealhs of people receiving social care from

regislered providers.
COVID-19 accounted for 54% of dealhs of adulls wilh_ learning disabilities in
an for people with leaming

rasidential care in the period, slightly less th
disabilities generally, but etill much more than in the general population.

cOVIO-19 deaths for adulls with jearming disabilities in
residential care was higher than the rate of COVID-18 deaths of adulls with
learning disabilities generally as estimated {from LeDeR, Il was 2.3 limes the
rate calculated from actual LeDeR notilications and 1.5 imes the estimated
rate adjusting for likely under-notification. This difference is likely in parl lo
reflect the grealer age and disability in peapli in residential care.

The crude rate ol

Data from PHE indicale that care homes laoking after adults with learning
disabililies was less likely than ather care homes to have had covID-19
outbreaks. This is likely to be related to the fact they have fewer bed spaces.

covip-19 accounted for 53% of deaths of adulls with leamning disabilities
recaiving community-based social care, ILis hard to comment on the overall
scale of deaths in \hese conlexls because the number of people receiving
care from providers likely lo report their deaths is nol clear. This level of
addiliona! mortality is similar to that seen in residential care.
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This section explores [he queshan ol whathat peopin with leareng deabadtue
appens to have booan ot additional tisk in rolatian 1o the typos of Local Gve
thoy recond Somn peaplo with learrung disabitibos o in ressdential care
hotnos A lorger numbor reran varnis Lviils of hermn suppoe! winch, 0
normal Imes, would invalve rogular contact with £ase ataf!

A Introduction

Hesidontial care homos have a numbar of ehamcinristics that put residents at
additional nsk in outbronks of rospiritony viauses Rvsscients typeea By have
hugh lovels of chromic tiness o enparmant  They fregunntly Eee in doze
proximity with othor rersidants making quatantioing dfheul Hand washeg
may not bo ruling fof some ropdents and many resdents mury have affeulty
uhgnrstanding the need for infecton contral masures. In noomat
arcumsiances cam stafl coma inio {roquoent contpet wath many resOeRs,

adding 10 the nsk of transmizson (ZF) COVID-10 has been assocated wan
sdnnts it marry coumises, Hough 0 systemabc

tugh mortality in care bome 1o
saview of reparts of sutbreaks identfiod widn vanalomn in tho success of thex

conta:nment (29),

COC propared a datasel of the statutory deaths polifications they had
rocaved in the § week penied from 10 Aprit 10 16 May and tha comespondng
penod of 2019. They publshed a repett on (s data . June 2020 {3), Morn
dntated extracts of the dalase! were madn avaitabio 1o PHE for thes study As
noted in section 3, the time penod covored was sharer than that lot the other
2 sourcas discussed in this report The § wooks coverad represent roughly
tera-thirds of the peak in deaths {see ligure 3 1), starting dunng the speand of
the 3 weeks vath tho largest numbees of dealns (ns recordad in the LeDeR

data) and omitting the lang i of deaths

C distinguished belween ressdential and nof-
community-based adult social care. Makmng senss
of this data would requirg the numbers of people with leaming disabilbes
recotving each of these the types of care The data available provides very
littles detall specificaly about people receiving socal care with jearning
gisabimes The short and long 1erm suppart tables in the Adull Socal Care
Actraty and Finance Report stalistcs pravde only total numbers ol poogie
receing residental care, categansed into residential and nursing care, and £
categones af non-residential care calegonsad by the type of furdng

amangement (€)

in publishing the data, CO
rosidential socal care and
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o Residential social care

The CQC rﬂf}aﬂﬁd 195 deaths of adulls wilth leaming disabililios in ihe period
covered (105 with COVID-19, 80 from olher causes),

Table 51 shows crude adull dealh rates calculated using these hgures,
These rates are not compamble with the rales reported in section 3 and 4
necause of the shorter timie penod they cover and because thay nre nol
ssandardiced for age and sex. For comparison, adull COVID-19 dealh rates
tor this shorter penod for the whole populption wilh leaming dhsabilitios fram
LeDeR (as notified 1o LeDeR and with adjustment for the eslimaled fevel of
undsr-notification) and for the whole generl adull population fron ONS’

statistics are also shown in the table.

ihe crude rates of dealhis with COVID-18 and olher
disabilities in residential care wore

; limes the corresponding rates for people with
leaming disabilities ovell nolified to LeDaR. Thay weare respeclively 1.5
umes and 2.0 limes the corresponding rates aftar adjusting for likely levels of
under-reporting. Ilis not surprising that they were higher since people wilh
learing disabilities fiving in residential care are likely 1o be older and have
muftiple or more severe disabilities than those living more independantly.

During this peak period,
causes for adulls with leaming
respechvely 2.3 times and 3.0

The COVID-18 death rate and the desth rale from other causes among
dential care were 5.5 limes and 2.7

pecple wath |eaming disabilities in resi
times the comesponding rates in the general populalion during this peak of
i standardised lor the large

the pandsmic Wave, These compansans are no
age and sex profile differences o1 the facl thal Ihe residential care population
are fikely lo be older and have mulliple or mare severe disabilities than adulls:

with leaming disabilives genarally. In this period, COVID-19 was considered
1o have caused 53.8% of all deaths for adulls with leaming disabilities in
residential care. This was shghtly less than in reports 1o LeDeR, where
COVID-19 was given as {He possible or definite cause for 60.1% ol deaths. Il

is not surprising thal this was much higher than in the general adull
population, where COVID-13 was given as o cause for only 36.2% of dealhs.

dicate that the crude death rate for all

Other igures published by the CQC in
ial sellings was much higher than

adults receiving socinl care in resident
those for people with leaming disabilities in rasidential care (3), This reflects

{he fact Ihat people in residential care who da nol have laarning disabilities
are a much older and [railer group wilh inavilably higher death rales.
However, It is notable that for [his group. only 44% of Lhe total deaths during
Ihe penod the CQC studiad were COV|D-19 related. The praportion af doaths
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in residantial care that were
Tz - !
Jisabililies was 53,8%. COVID-19 related for peaple with learming
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b Charactenstics of homes where deaths meﬁ

T extdory I charaCeraics OF reraderiad Por—dd asaxSatnd wos, COVID- T
duatis of peopis Wil lesereny Snstiliters e COC wggied 7D m
sentbers of the homes ) whech deag® s had ocssTed 5nd Bet SR o5 afuch
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PHE & hoofth protieciin feams
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Adult social Care SUses Give the i rumber of pecsln Wi leaTmrg
;wwaﬂm#mm pat the oo of Liareh 2018 a3
79,500 (11) This ¢ata source has no category for autam 59 et af e
m,aﬂmmranmm.mmmmmm
leaming dsablites. If 21 the beds in e leamng dsablites and aulsm Gy
that around 16,000 resdential care recoents wif lsamng SSabites wes
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-.,-Dul_ of 1he unils registerad only for services usars with learning dsabiities or
autistic service users, 114 had an oulbreak of COVID-18 and 18 had &t least
one dealh of a residenl wilh learning disabiliies wath COVID-19 m:a' 525: ;f
the mixed user-group units had an outhreak and 65 had al lzast one .-Zicam ot
a person with leaming disabililies, The fable shows lhese ﬂgure:.-as
parcentages of all homes in the calegory. However, il is nol possible o say
wha! proportions of homes caring lor people vath learming disabilities these
numbers conslitute, as the number of homes wilh residents wath leaming
disabilities Is not known. In the case of ihe units registared only for service
users with learning disabilities or autism this is probably closer guide than

for the mixed user-group unils.

One leature of residential care homes lor peapla wilh leaming disabilities or
aulism likely to have reduced their risk of COVID-13 oulbreaks is that they
are relatively small. The average size of homes registered only for people
wilth leaming disabililies or aulistic people was 7.5 beds whereas for mired
purpose units it was 12.4 beds. Residential homes regisierad for-other
groups (mainly older people) are substantially targer wilh an aveiage of 385

beds.

Table 5,3 shows the size of residential units in relation lo the range af clients
for which they are registered, and how this has bean associated with COVID-

19 sulbreaks. Total numbers of hames are al the bottom of the lable. The tap

spction shows the distribulion of numbers of beds (or homes regislerad for

each client group. Hames regislered lo care for people with leaming
disabililies or autistic people are much <maller than homes not registered 1o
care for these groups. The bollom seciion of the table shows the propornions
of homes in which COVID-19 aulbreaks were recarded by number of bads,

There was a slrong association.

eople with leaming disabilities in residential care had
significantly higher dealh rates than people with learning disabilities
generally. covip-19 accounted for more than hall of deaths of those with
learning disabilities in residential care during the peak period. The small size
of the rasidential homes in which they live is likely lo have been an important

factor in avoiding a much worse outcome.

In summary, p
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community based social care

The situation for community based social care is much harder lo assess. The
caC were notified of 98 deaths wilh COVID-18, and 86 from othef causl.e.s
among people with leamning disabilities receiving community-based adull .
social care from registered providers in the 5 weeks on which hey reported
(3). This means that 53% of the deaths of people with learning disabilities
receiving community-based care in the period were wilh COVID-18.

There is no record of the numbers of clients for whom registered providers
are currently providing care. Social care statistics show total numbers
receiving social care classified by the type of funding package, but since the
implementation of the 2014 Care Acl, people assessed as needing social
care have a wider range of options aboul the lypes of provider from which
this can be obtained. if they wish, they, or their family carers, can make their

o gel care [rom individuals who do not need lo be

own arrangemenis
heir death, if it ocourred, would not

regislered with the CQC. In these cases, t
be reporied (o the cQcC.

The CQC supplied us wilh the details of providers of non-residential care
where a death had been reporied. This data was harder to interpret than dala
relating to residenlial care. Non-residential care is provided by @ wider range
of types of provider. Exactly 7,316 care localions were registered 1o provide
potentially relevant services for people with learning disabilities, though, as
with residenlial care, it is not clear how many of these were doing so &l the
time. Also, 85 (1 2%) of these care organisalions reported al leasl one
covID-18 death of a service User with learning disabilities in the period
covered by the cQC data with 73 services reporting 2 single death and 12

reporting more than one.
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The key fcdng of s S1u0y was T3 peaple Wit g G EtAeT T
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general population, the COVID-19 death rate in petgie with leamng
disabdfities was h’gherfarmeannrwﬂrﬁeﬂ. Tre overzl soease &
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peopie.

Residenlial care homes providing care for people with lagTing Gsabdtes oo
not appear lo have had the very high rates of outbreais of COViD-18se=n
homes providing care for other groups, manly oider peogle, Thes 2ope2s 19
pe refated 1o thair smaller number of beds.

Limitations

The study was severely hampered by:r-aﬁfr&tstbnsamae{ﬁandﬁni cat=
colleciad (o monitor the health and care of people with leaming disabilities N
England, The 2 major data sources used. LeDeR and CPNS, bath hag

substantial {evels of incompleteness. The patchy nature of the gaps m bath
these systems made regional analyses unreliabie.

The LeDeR system is designed to suppart guaitative reviews of deatlis o
people vath leaming disabilities. IS not primarily intended o repon numbers
of deaths, of o provide reports vathin weeks of lhs oSCUEnce of deaths.
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unlike reviows of chilld donthn, which ora raguirad by v, toviovis
donihs of people wilh loarning disablillios aro nol mandalony 4o protussioniils
attending dealhs aro nal roquirad (o report Wam 1o LaDoR, Theo ls na
automalic communication 10 LoDoR of the doaths of poople on GF learming
disabilities registers. This makes il likely that notilications of dosthe 10 LoDeR

will be Incomplele.

A measure of under-natification ta LoDeR wis avallablo from companson
with the number of deaths of GP patients on learning disabilitios reglisters
recorded In the mos! recenl LDHC dalasel {covering April 2018 lo March
2019). Since LeDeR s a relalively now syslem, it would have boen desiable
16 check nol only the lavel of completeness of reporting of dealhs, bul aiso
whether any trend in this was apparent as (he syslem hecamne bellar known,
it was nol possible to do this with LDHC as lhera wat only a single
overlapping period in the available dala. However, the evidence from
comparing numbars of dealhs from causes olher than COVID-19 wilh
numbers of deaths in the 2 previous years set oul alongside chart 3.1 dogs
not sugges! there Is major distortion from lhis type of nfluence. The LOHC
datasel is also incomplete, offering a sample of data from jusl over hall of
England as described In the 'Maln sources ol data’ section (above) and
Annexe 2. |ls coverage varies considerably between regions, making
assassmenl of LeDeR coverage belwaen regions unreliable.

LeDeR opearates under strict informalion governance rules. These meant it
was not possible to identily the Iocal areas where deceased people lived,
precluding analysis of any differential impact of COVID-19 on areas of social
deprivation. They also precluded making direct links betwaen nolificalions to
LeDeR and records in the CPNS system, This made It impossible to identify
the precise extent of overlap and thus estimale the lotal number of haspital
deaths of people with learning disabilities. Questions aboul the variability of
completeness in both LeDeR and CPNS limited the analysis of regional
palterns o changes in local numbers.

The difficulties arising from the lack of recording of leaming disabilities slalus
for 25% of dealhs notified in the CPNS systemn have been described In lhe |
report. The inability to record this in such a large proportion of cases Is
understandable given the context, as oullined in the Introduction.

For calculating rates of death per 100,000 population, the study assumed hal
the people identified as having learning disabilities in LeDeR and CPNS were
broadly people who were on their GPs' learning disabilities registers. The
reasons are sel oul in the introduction. If in reality LeDeR or CPNS caplure
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deaths il:'l a narrower or broader group of people. rates would be under- or
over-estimated as a resull.

The mosl important gap in population data was the lack of data aboul
numbers of people with leamning disabilities in Black and minority ethnic
groups. Without this, analysis of rale differences between these groups was
nol possible. As with regional differences, analysis was limited to changes in
numbers of deaths between years.

With the problems of under-reporting of deaths to LeDeR, and gaps in
recording of leaming disabilities status in CPNS, the approach lo providing
estimates of death rates (per 100,000 population) was, in mos! cases, lo
present 2 calculations, One used numbers of deaths recorded as being of
peaple with leaming disabilities, These provide a marker of the lowest rales
gompalible with the data. In the case of LeDeR data they definitely represent
under-estimates, and in the case of CPNS they almost certainly do. However.
the differences between these rales and those for the general pnpulaiiun. or
the population assumed not to have leaming disabilities, were stark.

The second sel of rates represented an eslimale of the likely numbers of
deaths using all the data available. The accuracy of lhese will have
depended on the validity of the assumptions on which they were based. In all
cases the findings suggested even grealer diffarences than the unadjusted

figures.

In the case of rates from LeDeR data, the key assumplion was aboul the rate
of undar-notification. Qur estimale of this was based on data from April 2018
to March 2019. It Is possible that nofification rates may have risen since
March 2019, bul the data shawn in figure 3.1 suggests ilis unlikely this would
have been by a large margin. In the case of CPNS data the key assumption
was that the frequency of learning disabilities in people whose stalus was
recorded as ‘not known' would have been the same as in those for whom il
was known in each age and sex group. There is no realistic way 1o lest this,

Finally, it is important to reilerale 2 poinl made in the introduction. This study
was only able to report on mortality in people whose leaming disabililies were
recognised and recorded by health services or reported 1o LeDeR by family
or friends. There is 0.57% of adults registered with GPs who are on learming
disabilities registers, As set oul in the introduction, this figure is substantially
lower than the numbers currently idenlified as having the special educalional
needs of moderate, severe, or prafound and multiple learning difficulties in
English schools (22). The greal majorily of people recognised as having
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' annexe 1. The commission

Terms of reference

Further analysis of dala related lo the deaths of pecple wilh learning
disabilities from COVID-19.

This document sets oul the formal commission from Department of Heallh
and Social Care, with Ihe support of the Chiel Medical Officer, to Public
Health England. Il establishes the parameters for the requested piece of
work, namely further analysis of data related lo lhe deaths of peaple wilh
learning disabilities (LD) from COVID-19.

Purpose

To conduct analysis, which will inform policy and practice o reduce Ihe risk
and impac! going forward, of COVID-18 on people wilh learning disabililies.

Data

The analysis will draw upon all available data regarding the dealhs of people
with LD from COVID-19, This includes!

1 Deaths In acule setlings by long term condition (NHS England) with a

diagnesis of COVID-18.
2. Reporied deaths (o the Learning Disabilities Mariality Review

(LeDeR).
3. Dealh notifications 1o the Care Quality Commission,

Analysis required

The following metrics have bean idenlified as priorily by stakeholders.
Analysis should be primarily focused en the peak & weeks of the COVID-18

pandemic.

1, Age, elhnicity and gender splil of exisling data.

2. Comparison 1o deaths for people with learing disabililies reported in
the same period of the previous year,

3. Compare the proportion of COVID-19 dealhs among people with
learning disabililies 1o the proportion of people with learming disabilities
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in the general population (using appropriate learning disabilifies

prevalence data).

comparison of mortality rates belween people wilh learning disabililies

and the general populaticn making allowance for the differances in the

age/sex profile of the 2 groups.

5. Scoping possibility of analysis of LeDeR dala lo eslablish where there
are high numbers of deaths in single addresses.

6. Breakdown of deaths by selling (those happening in hospilal seltings
and those happening in other types of localion).

7. Age and gender standardised mortality rales.
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/bi,,Annexe 2. Data sources and methods
/' population data

There is no-good source of data aboul Ihe populalion of people with learning
disabilities in England. In order lo calculale rales of death in relation to age,
sex or elhnic groups, populalion dala broken down by these characlerislics
are required. Two sources were used lo eslimale the size and breakdown by
age and sex, both drawn from general practice (GP) informalion syslems and
both based on the learning disabililies regislers GPs are asked |0 kesp as
part of the Quality and Oulcomes Framework (QOF).

The first source was the annual QOF data collection (10}, This is collected In
an automaled data extraclion from paricipating general practices. |l provides
a lotal figure for number of people on the praclice leamning disabililics
register. Aimost all praclices participale. Regisief lotals from the 2019 QOF
datasel were used lo give the total number of people in England identified as
having learning disabilities for heallhcare provision purposes. Howevar, this
saurce gives no further information aboul the composilion of the population

The second source was the LDHC datasel (9). This is also collectad by direct
annual extraction from GP praclice information systems. Reporls are al
clinical commissioning group (CCG) level and include numbers on learming
disabililies registers by age group and sex. Dala from the mos! recant (2018
lo 2019) extraction provided this population dala as al March 2019, It also
gave the number of people an leaming disabilities registers who diod in lhe
year lo March 2019, These sources were used lo estimate \he compleleness

of the LeDeR data as described below.

However, the LDHC dataset only manages to collecl data from praclices
covering a little over 50% of the population of England each yoar (9). Lis
intended to be complete bul to date it has nol been possible lo oblain dala
from practices using one of the 2 common GP practice informalion syslems.
The calculations used lo eslimate the overall population of England wilhi
learning disabilities known lo GPs by age group and sox are sol oul bolow
alangside the estimale of complaleness of roporling of deaths of prople with
learning disabililies to LeDeR,

A further limitation of LOHC data, and inovilably nlso QOF data, is that the
coveraga of children and young peopla is vary incomplote. This s bocause
thery are counling numbers of people GPs hive racordod as on leaming

(34




! jisabilities regislers. GPs aften do nol record this until ate in childhood f:./rliny7

},dplescence when transilion lo adult care is being planned.

Ethnic groups

goth LeDeR and he hospilal deaths datasets use Ihe full UK national ethnic
group coding. For most groups there were insufficien! cases for separale
analysis, so these were condensed as shown in box 1.

Box 1 Ethnic Groupings used.
White included: White — British, White = Irish, White - Gypsy or Irish
Traveller, White - any other White background

Asian / Asian British included: Asian / Asian British — Indian, Asian /
Asian Brilish — Pakistani, Asian / Asian British — Bangladeshi, Asian /
Asian Brilish — Chinese, Asjan / Asian Brilish - any olher Asien
background

Black / Black Brilish included: Black / Black Brilish — Caribbean, Black /
Black British - African, Black / Black British - any other Black

background

Other ethnic groups included: Mixed / multiple - White and Asian, Mixed
/ multiple - White and Black Caribbean, Mixed / multiple - White and
Black African, any other Mixed / multiple background, Other ethnic
group — Arab, Other ethnic group - any other ethnic group

The possibility of making estimales of Ihe size of the population with learning
disabilities in minorily ethnic groups was explored. The approach taken was
1o use ONS estimates of the lotal populalion in ethnic minarity groups
caleulated from the 2011 census, combined with eslimates of the proportion
of children wilh learming disabilities in minorily ethnic groups Trom school
special educational needs slalislics (25), This seemead an unreliable

approach as it combinad the unceriainty of forward projection of minority
ethnic populations without correction for international migration with further
uncertainly aboul the relevance of palterns of learning disabilities in people of
school age to people in the middie and older age groups where death with
COVID-18 is mainly seen, Reported numbers of dealhs of people from
minofity ethnic groups were relatively small, making lhe siatistical confidence
mtervals of rates relatively wide. The resulling rate calculations were all

76




W2

istically inconclusive, For this reason. |he analysis presented here is

st ed 1o analysis of frends in numbers of dealhs.

LY u&anﬁ'n‘

Learning Disabilities Mortality Review
(LeDeR)

LeDeR is a continuing survey of dealhs of people with leamning disabilities. In
its national form it is a relatively recenl development, set up in 2015, in
response lo the Confidential Inguiry into Premature Dealhs of People with
Learning Disabilities (CIPOLD) (20). It starled collecting data in July 2016.
Deaths are reported as they occur to the national tean in Bristol, Only limited.
data is collected at this ‘notffication’ stage. This is primarily intended 1o
provide regional teams, responsible for undertaking the reviews, with the
information they need to iniliate their work. However, as the full review
process in mast cases lakes several months, it would nol be sufficiently
limely for a sludy such as this. Instead e initial notification data was used.

The LeDeR methodology is described in thelr most recently published annual
report (1),

The LeDeaR team pravided data for all notifications since the start of January
2018. This provided comparison data for the 2 previous years. Nolifications
for years before 2017 were mare substaniially incomplete, The inilial dats
extract, on which lhe repoart was developed, was drawn an 18 June 2020,
covering deaths on or up lo 5 June. This was refreshed wilh an updale
exlracl taken on 4 Seplember, The Seplember refresh idenlilisd 147 relevanl
deaths rniot in the inilial xlract and allowed deletion of 24 records wilich were
agither duplicales ar which had proved 1o be outside the scope of LeDeR,

Notifications to LeDeR have become quicker over the |ast 2 years.
Comparing deaths occurring up lo 5 June in each of the 3 years for which
data was available, in 2018, 82% of the dealths currenlly known aboul had
been notified by 4 Seplember in the same year with a median interval from
death 1o notification of 7 days. In 2019, 24% had been nolified by 4th
Seplember with a median inlerval of 6 days. In 2020, Ihe madian interval
fram dealh lo nolification for the deaths nolified by 4 Seplember was 4 days.

The data provided included LeDeR ID number, date of death, date of
natification, sex, age al dealh, elhnicily, lype of place of dealh, first part ol
postcade of place of normal residence, and COVID-19 stalus.

The COVID-18 questions were added lo the nolification process from 3 April
2020. A pre-existing question asked nolifiers to repor he cause of death if
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/vy re able. During Marclf 2020 a number of noliliers reporled COVIR-19
\ .;ns 4 ausnﬂﬂ"fi or confirmed cause, Local area conlacls, responsible for
grgﬂ"fs'"g reviews have subsequenlly been asked 10 advise whether COVID-
18 was suspected or conlirmed cause in all deaths occurting in 2020. For
if the local contact has provided information this has been taken [0

ihis report it
pa more reliable than that provided by nolifiers. If nol, the information from

the nolifier was usad.

For (he epidemic curve (figure 3.1) all dealhs were included. For most of the
report only deaths of adulls are included. This is for consisiency. There are
no usable population data for calculating dealh rales for people with learning
disabililies aged under 18 and lhe number of deaths was too small for such
calculations 1o produce usable resulls.

Many analyses compare deaths in the epidemic period lo dealhs in the
carresponding period in earlier years. For these, the epidemic period was

taken to be 21 March to § June. The start point is clearer from the epidemic
curve than the end point. The end point was 2 pragmalic choice reflecting the
dala was available al Lhe lime Ihe

latest point for which reasonably complele
analysis was undertaken.

Completeness of LeDeR data

equirement for deaths of people wilh learning
disabilities lo be reported 0 LeDeR. Il depends on goodvill and wide publicity
in a well networked community. Anyone can repert dealhs either through the
LeDeR websile of by contacling the LeDeR office al Bristol University. The
{eam scrutinise nofifications to identify multiple reports. The numbers of
deaths nolified stabilised in 2018 and 2019 bul the overall number is
significantly lower {han would be expecled based on estimates from the

LDHC dataset (1,13).

There is no mandalory

Estimaling Ihe extenl o which reporting of dealhs 1o LeDeR is incomplete is
critical both for the initial estimate of the lolal number of deaths with COVID-

19 to 5 June and all subsequent calculations of rates of death per 100,000
papulation; Eslimates of the gaps described above in reporting to the LDHC
datasel are also crilical 10 aslimates of the overall number of deaths. These 2
sels of estimales are linked. Because of their cenlral importance 10 many
findings in this report, this calculation is set oul in delail in lables A1 and AZ.
The calculations here are shown at nalional level. For the study, mos!
calculations were done al CCG level 1o allow local populations and eslimales
of deaths 1o be calculaled for NHS regions. The exceptions, where il was

78




Vv

- lo udeﬂake a single nalional calculalion, are indicaled in the
) '}‘::low'i“g descriptions.

rable A1 cOVers estimating lhe size and structure of the populalion, Columns
A and B show tolals for the number of pecple on learning disabilities registers
a1 the end of March 2019, and the numbers of dealhs recorded in the year lo
march 2019 reporied in the LDHC dalasel. Dealhs are likely to be almost
completely recorded in Ihis datasel and the learning disabilities register
status of each deceased person is available. The tolal number of people on
[earning disabililies registers in praclices conlribuling data to the LDHC
dalasel was 150,982 (column A lolal). A lotal of 1,958 dealhs were recorded,

The annual QOF dala returns for the same point in lime indicate thal,
nalionally, 287,174 people were on their GPs' learning disabililies register.
LDHC had thus covered 50.8% of people on leaming disabilities registers.
Column C of the calculation shows the prapartion of people on learning
disabilities registers in each age and sex grouping used (calculated
nationally). In column D, the missing 146,192 people on registers (287,174
minus 150,982) were shared between the age and sex groups in proportion
lo the population for whom these details were available. Column E shows lhe
estimated population in each age and sex group, the sum of columns A and
D.

The calculations for the numbet of dealhs lkely to have cccurred is shown in
table A2. The lotal numbers of dealhs of people on learning disabililies
registers is shown in lable A1, column B. Column F of lable A2 shows the
‘age and sex-specific dealh rales per 1000 people with learning disabilities.
These were calculated nationally, dividing column B in lable A1 by column A
in table A1, Using these, an estimate of the likely number of deaths in the
missing population was calculaled by mulliplying the estimales of the number
of missing regisiered people in column D of table A1 by the dealh rales for
the people recorded in the LOHC dalasel (celumn F). This was added to lhe
number of deaths reported in the LDHC datasel lo give the estimated lotal
dealhs of people on leaming disabilities registers in column H. The total for
his column suggests that a litle under 3,860 people on leaming disabililies
registers are likely to have died in 2018 to 2619, Column | shows the
numbers of deaths reported to LeDeR, for the same age and sex groupings,
occurring In the year lo the end of March 2018, Column J shows these
numbers as a perceniage of the expected numbers in column H, This is
termed the 'campleteness’ of reporling,

The eslimate of the completeness shows very dillerent palterns for children
and adulls. For adulls, reporting appears lo have beon most complete in (he
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o 802 groups. It declined noticeably in the 3 oldes! age gr
Fe £&' 55) for both sexes. The pallern for children was difrere:‘t. E};Ur?ﬁu;it;?:ﬂ
dealhs reported to LeDeR exceeding 5 limes the expecled number -

gstimated from the LDHC dataset. This probably arises from 2 causes. As
noted above, lhe LDHC datasel is a poor record of children and young
adolescents with learning disabilities. This is clear from the facl that the
number of people on learning disabilities registers in the 18 year interval fram
birth to age 17 is smaller than the number in the 7 year interval from 1810 24
(column A). Deaths of people nol on learning disabililies registers will
therefore also nol be recorded in the LDHG dataset. By contrasl, childhood Is
{he lime when reporting to LeDeR is mosl secure. All dealhs of children are
subject to statutory child death reviews. Cross-reporting from thase (o LeDeR
is an established process which happens almost automalically when a child
death review idenlifies that a deceased child had learning disabililies.

For analytic purposes in this report the issue of Incompleteness has been
managed in 2 ways. A number of analyses report primarily on changes in
numbers of deaths from 2018 and 2019 to 2020. For these analyses no
adjusiments have been made. In some analyses (lable 3.1, figure 4.2, ligure
4.5, table 4.1, table 5.1) rales per 100,000 population are calculated, For
each of these calculations 2 resulls are presented, One uses e lowest
possible eslimale of the number of deaths of people with leaming disahililies,
the number reporied lo LeDeR. The other increases this figure by a factor
assuming the observed nolification rate of 65% applies across all adull age

Qroups.
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.5 England COVID-19 Patient Notification System

ant COVIDY 19 doaths in hosplal setungs is Laken from the NHS England COVID-19
icabon Systom (2) This s one of the data sourcos S6 up eathy n 2020 -

'E:'mmq Mol
managing the COVID-19 emorgoncy. Tables were oxtracind of numbers

"w{‘;'-rﬂ:nnv for
of doathn by a0 (FOUR, SOX and othnic group, by age —group. sax and RHS region and

by providor st

The daln source containg rocords of all patents dying in hospital settngs with A
taboratary confimation of the diagnosis of COVID 18 or & manton of this diagnos:s
among tho cotlifiod causos ol death Since 24 March there has been a fied n the
datasal specilying whother ot nol ihe deconsnd patient had learming dsabites. For
nbout a quarter of COVID- 19 depihs rocords up 16 5 June 2020 the loamng (isnbiktios

slntus wins eithor nol ontered or rocornded as not known

ihoso deathe with unknowti leaming deabidies sfatus
have been hondled in 2 ways The fitst approach, greng the pweed possiblo estimalo of
the number of deaths of poofhi with learning disatiitios is lo pssume that all docoased
Individuals with slatus nol knpwn did nal have leaming disatities They are thus of
assignud to the ool lonmming disablod group, The atomative agproach used. which

sooms likoly 10 bo closer 1o roality, wos {0 assign dnaths with status rat known 1o Ihe
loarning disnbilities and not learning disabled groups i proparbon 1o the numbers with

clonrly ropotied Slatus in those groups in oach age and sox group

For mos! nnalyses in this roport

W
Calculations of rales
ol viihar as tates up 1o 5 June of rates i specfic
& pre nommnlly caleulated as deaths por uni populatian per

which they e hased are mone of Jpss than a yeor, iHis
awn 16 this time poriod 0 facilitate comparison This
t doatls being toported on jepresont o distingd

Death ratos |n this roport, i spocil

‘shoror perod. Donth rile
yoar, Il the nbsoervalions an
copventional to seala them up o d
has not beon done hero hocause the s010
periad of vory high death ratos fof short duration

Caleulations of standardisod rales use Ihe 2013 European Standard Population {35)

§3




'l

/,ut Public Health England Y4

£
ﬂc Heallh England exisls lo prolect and improve the nation's health and wellbeing
. reduce healilh mgualiﬁes. We do this through world-leading science, research, '
p owiedge and intelligence, advocacy, parinerships and the delivery of specialist public
peallh services. We are an execulive agency of the Department of Health and Social
care,and 2 distinct delivery organisation with operational aulanomy. We provide
ggvemmenl. local government, the NHS, Parfiament, industry and the public vath
avidence-based professional, scientific and delivery expertise and support.

public Heallh England
wellington House
133-155 Waterloo Road
London SE1 8UG

Tel: 020 7654 B0O0O

www.gov.uk/phe

Twitter: @PHE_uk
wwnw.faceboak.com/PublicHeallhEngla nd

® Crown copyright 2020

Prepared by: Gyles Glover

OGL

You may ra-use
medium, under (he terms o
visit OGL. Where we have iden
to obtain permission from ihe copyright h

{his information (excluding logos) free of charge in any formal of
{ the Open Governmenl Licence v3.0. To view this licence,

tified any third party copyriaht information you will need
olders concemed,

pPublished November 2020
PHE gateway number Gw-1687
PHE supports the UN Suslainable

Development Goals

e GLIALS

nq




¢

oronavirus (COVID-19) related deaths by
jisability status, England and Wales: 2 March
to 14 July 2020

cgmpaﬁsoﬁ of deaths where the coronavirus (COVID-19) was mentioned on the death
::ertrﬁclale by broad age group, sex and disability status, using linked census and
moriality records on deaths registered.up lo 21 July 2020.

Conlact: Release date; Méxl release:
Cathering Pulz and David Ainslie 18 Saplember 2020 To be announced
[ife.course@aons.gov.uk
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tor \he period 2 M - _
1,,4.1!'“":1‘:;“{2%{’3:?]-11?] ntc‘;rmng} L Hﬂ;gl:s?“j: dhjl.::;.lﬁ::: gi:'lzm::ms Mu;:?“ i e
At oy A ; . 1 s A5 recorded in he SUs!
“w:;m pd 85 dnﬁahled il they said their dally activities were limited 2 IWiler o It?mit:dzgilr;lﬁr::;?;mm
;fw Jam Of disability 1asting or expocled to tast al leas! 12 monihs, in this dala seurce
ople (as defined) made up almest 6 in 10 {58%) of all deaths Involving COVID-19 in Ihis peniot

D,,nnh‘.‘d
gisabled peaple made up around 16% of the study population lallowed fram the 2011 Census

-

daaths involving COVID-19 ol mntf.:s aged 9 (o 64 years in this period, the proporhan made up
al : fittle or lmited a lal in their day-lo-day activitles) was smaflest al 39%;
among all deaths involving COVID-13 of females aged 65 years and over In (his pariod. Ihe proportian

made up by disabled poople was larges!, al 67% of [hese dealhs.

¥ Nﬂﬂﬂg ﬂ“ y
py disabled people (those limited a

« Among both males and lemales aged 9 years and over, those wha were ailhier disabted and limited a lot or
disabled and limiled a illle in 2011 had 2 statistically significant higher age standardised moralily fmie
[;?.SMH] of daath itvolving COVID-19 in Ihis period than those whio were non-disabled, male and fermnald

disabled people who were himited a lol had a stalistically significantly higher ASMR of death involving

COVID-19 than disabled people wha wara limited a littie,

he 2011 Census-had an averall ape-standardised
100,000, for disabled females, {hp rale was 169.9

» Disablod males whose aclivilies ward fimited a il at |
d lemales who wers non-disabled in 2017 were B2

rato of daalh involving COVID-18 of 24(1.8 deaths per
deaths por 100,000, 1he equivalanl rales {or males an
and 44.4 deaths per 100,000 respoctively.

i and housoehold charnctenstics, iho

o Afar adjusting for region, population densily, socio-damographi
limited & lotand hase non-disabled was

relative difference in mortalily rates batween lhose disabled and
2.4 times higher for. lemales and 2.0 times highes lor males,

ad on hnking deaths to the 2011 Census, the mas! limely datn avaiinble, Including
people aged 9 yoars and over: we used 8 regrossion model to adjus! o specific characteristics fot people
in private households al the ima of thir cansus, we alm 1o undarlake further analysis that takes into
account other chatagtenslics such as pra-cxisling heallh conditions;

« QOurresearch was bas

2 ., Overview of coVID-19-related deaths by disability status

deaths invalving Lhe corenavitus (COVID-18) by solleportod

us In England and Wales i1 includes ¢eaths thal aceurred botween
ad by 21 July 2020. providing an updale 10 tho provious arlic
England and Yales, 2 March 1015 Moy 2020.

This article presents provisional analyses of
disability status, a5 collgcted in (he 2071 Cans
2 March and 14 July 2020, which were reqrster .
Gwnnayjms.tﬂm'mjﬂlmlmpd deplys by disability. stalus.

cleristics under me_Euualﬁy}nct 2010 The papulation prevalence ol
{ in pnvale housdahalds, ns moasufed by the 2011 Census, was 17%. hMore

rocen! figures from the Family Resources Survey 201810 2019 (using o difforont moasure of disability) (KLSX,
120K8) reported the previlence sl disabiliy as 11 & millian peaplo in England (21% ol e populaten) anel 0.8
million people in Walas (25% of tha population). Among ihe stutly population ol usuil rosidants in private
househnolds in'2011 who ware atill Alivn on 2 March 2020, o populabon provalence ol disabillily was 16%

Disability i5 ane of the profecled chars
disalilty tn 2011-amang these res e

Furthar analysos of deaths inuolving COVID-19 by other prolectod charactonstins such as ethnicity will b

published aver the coming mnnthis

alors 1n daalty DECUITenLasS botwnon & March and 14 July 2020, with up

Throughout this articln. up 10 July 2020«
te May 2070 tefoermng 16 doath preatrenges hotwnmm 2 Matech o 15 Moy 2020




Saurca: Olfice for Nallonal Statisti

- snlinblo in the Data sources and quallly section. G

o gakd‘”‘"“ of deaths involving COVID-19 by age, sex and
! fb”ity 5tatus
¢ of doaths invalving the coronavirus (COVID-19) and thalr percohlago distribuiion across disability

fr

e jes amang Ihe stutly population 1o July 2020 is shiown Jn Table 1 Disabled ' i

: . , 17 ; poople (those limited allllig or
1 -”;'3’ a lot) made up 6 in 10 {59.5%) of all deaths invalving COVID-19 for the porlod to July 2020 (27,534 of

f .
}E;u goaths). Disatlnd poopla mado up around 16% of tha study population followed from 2 March.
Table 1: Deaths involving COVID-18 by disaullly siolus: England and Walts, occurring between 2 March and 14
July 2020

Number of Porcoritagn of Numbor  Fercentage
pisabliity status £l of

COVID-18 : .

. D-19 donths COVID-19 doalhs all doaths oll deaths

pisabled - limited a lot 14.032 30.3% 58,700 28.0%
Disabled = llmited & little 13,502 29.2% 61,021 28.6%
Non-disablad — not limited 168,780 A).5% 52,796 43.5%
Total A6,314 100% 213,517  100%

cq - Coronavirus (COVID-19) colalod deaths by disobilily stalus

Holob

1. Dffice for National Siatlstics (ONS] hgures based on death registralions Up to 21 July 2020 thal occurred
hotween 2 March and 14 July 2020 Ihal enuld belinked to tho 2011 Census lorihe cotonpvirus (COVID-

19) rate of doath.

2. Parceningf (olals do not add up 1o 100 bucause of rounding,

3, Daathsword dafinnd using o intornatinnnl Clnssification ol Diseases, 10ih Rovikian (ICD:0). Deaths:
involving COVID-19 inchde Ihoso willy nny updarlylng Gauso, or by mantion, of IGD-10 codes U071
(COVID-16, viiua igantifind) or U072 (COVID-19, virus nul {dontified), M enusas ara the total number ol
dunths reglstared during thg same lime pariod, Including those {hnt involvad COVID-19.

g tho soll-roportod pRoWers lo o 2011 Census question, *Aro your day-
Jiam or digatility which has lasied, or is gxpocted to (st ol

A, Disahllity nlalus vos dofinat usin
i 0 lot; Yos, lmitod o ittio; and ho).

to-doy activilios firmitod bacause af 0 hoenllh prot
{uant 12 months? - Includo protlams ralatod (o ol age” (Yes, limitod

Aranking tho donlhe down furthor by ago ond 60X, Wo 8o that doalhis invalving COVID-19 for the patiod up 1o
July 2020 follow tha paltom rapotiud In pravious Offico for National Stallstics (ONS) COVID-1D roleascs. ol baing
more numotaws for malor at 64.6% (25,201 0l 46314 dunins) nnd In poopio nged 65 yaars AN over (90.5% of
A1.430 of 46,314 duntha) comparod with thase agad undot B5 yearn {Tabla 2).

Amonga deaths of malas pged 8 1o 64 yoors, Iho prapotlion made up ly disablod pooplo (linipd o lot o limited
o i) was smallost of a0.5% (1,066 ol 2,766 itanthis). Amnang doaths of Tumalos pepodd % yenrs podd over, the
prapartion modo up by disablod famales wab Jarggant, nccoutiling for G7,2% of s ot (1 0a8 of 169,405 donths),




volif
Lt March and 14 July 2020
Males
(atvs Females
Aged 9 lo 64 years Aged B5
years and
f ovar et ﬂu?;d 85 years and
. jted a lot 663
ed = [im 6,024 548 6,797
’ olé 4= limited 2 little 403 6,588 260 6.251
- 4bled — not 1,700 9,013 B10 6,357
fimited
rots! 2,766 22,525 1,618 19,405

Saurce: Office for National Stalislics - Coronavirus (COVID-19) relaled dealhs by disabilily slatus

Noles

figures based on dealh registrations up 10 21 July 2020 that oceurred
<us for the coranavirus {covib-

1. Office for National Statistics (ONS)
linked to the 2011 Cen

batween 2 March and 14 July 2020 that could be

19) rale of death.
Diseases, 10th Revision (IcD-10), Deaths
ion, of ICD-10 cedes U07.1
total number of

2 Deaths were defined using {he International Classification of
invotving COVID-18 include those with an underlying cause, O any ment
(COVID-19, virus identified) or U07.2 (COVID-19, virus not identified), All causes are the
dealhs registered dunng the same lime penod, inciuding those thal involved COVID-19.

3. Disability stalus was dafined using the sell-reparted answers o the 20
health problem of disahility which

to-cday aclivilies limited bacause of 2
jeast 12 months? - (nclude problems related 1o old age” (Yes, fimited 2

11 Census question; "Are your day-
has lasted, oris pxpected lo last, al
jot; Yes, limited a hitle; and No).

4. Age-standardised mortality rates of death involving

coVID-19 by disability status

ructures lo be compared fairly.

ns with different age st
tion age struclure in

rates (ASMRs) allow populalio
is necessary to adjust far popula

'ﬂgrzaslpndaldisad martalily
Disabilily is more comman in older populations. therefare, il
this way.
Age-standargised rates of deaths involving the coranavirus (COVID-19) among males and females ag zd 9 years
ulation at risk are presented in Table 3. It shows that amongst both males and
d & lot or disabled and limited a lillle in

and over per 100,000 of the pop

females age 9 years and over, those who were elther disabled and limile

iqrificant higher rate of death involving COVID-19 than those whi were non-disabled in
people who were fimited a lot had 2 statistically

2011 had a stalistically S0
the period ta July 2020. Furthermore, male and female disabled
significant higher rate of death involving COVID-12 than disabled people who were fimited a litle.

Pane 4 4l 1



dardised mortalily rates for deaths Involvin IV
i \ g COVID-19
confijence intervals by sex and disabifily sialus: Englar:r!;:z:ri? .:;amunufathn WRhEak

5
Male Famales
Lawaor 95% Unppar 959 ;
confidence limil ccl:npﬁdanﬁcg limil rate s Unpar a5
i confidence bmit  canfitencs limit
'.1.
e~ 240.8 234.16 247.52 169.689" 16433 17545
e |
pled - 150.09 145.87 154.32 85.70* 83.00 88,40
od 3 littte
o ﬂ;rs:rtt’:id g42a 8263 B5.86 4442 4337 4548
—po
bility slalus

cgurce: Office for National Statislics ~ Coronavins (COVID-19) related deaths by disa

Notes

1. Office for Nafional Statistics (ONS) figures based on death registrations up 1o 21 July 2020 Ihat occumed
between 2 March and 14 July 2020 that could be linked to the 2011 Census for the coronavirus (COVID-

19) rale of dealh.

7, Percantage {olals do not add up to 100 because of rounding,

the Intemnalional Classification of Ciseases, 10th Revision (ICD-10). Dealhs
=g, or any mention. of ICO-10 codes uorA

{ identified). All causes afe (he total numbar o
involved COVIO-18.

3. Dealhs were daflingd using
involving GOVID-19 include lhose wilh an underlying E8U
(coviD-18, virus idenlified) or LIO7.2 (COVID-19, virus no
deaths registered during tha same lime pefiod, including those that

lly higher rate compared with 1he Non-disabled = nol imited category fo!

4 *indicates 8 stalistically significan

lhe same 58X,
olf -reporied answers 10 the 2011 Gensus question, “Are your day-
disability which has lasted, or is expectad 1o last, al

was defined using Ihe S
(Yes, limited 2 lot; Yes, Imited a htte;and No)

[imited because of 3 health problem or
. Include problems rofated 1o old age”

5. Disability stalus
to-day activilles
joast 12 manths?

Figure 1: Males aged 65 years and over who were disabled and limited a lot had the highes!
agé-_standardlsed coVID-19 mortality rate at B60.8 per 100,000

sox, ago group and disability slatus, Engla nd

a-standardised mortalily rates far deaths involving COVID-13, by

and Wales, 2 March 1o 34 July 2020

Noles:



gtiona! stalistics (ONS) figures bas
N arch and 14 July 2020 that could ti:l?:uﬂeath regisirations up |oZ

ed 1o the 2011 Census for Jduly 2020 that eecyrred

the corenavirus (COVID-

re defined using the-Intemati

L alhs i onal Classificali ;

/7% ing COVID-12 include those with an uﬁnenylr:;a::&:f Er?am&
. Or any m

(2"5’.;;9-19. virus identified) or U072 {COVID-18, virus not identified)
A e

10th Revision (1 '
Oth F CD-1
enlion, of ICD-10 tbdasu {Iﬂnﬁlhs

= dardised mortality rates (A
- pge-stan 5 ality rates (ASMRs) of COVID-19-r )
3 tﬂﬂ.ﬂﬂc‘ P':'F”ial'ﬂn during the period of investigalion, elaled deain can be inlerpreted as deaths per

r g .
il apping error bars denole a stalistically significant difference in rales of death

5. Disability status was defined using the self :
S NS -reported answers lo the i ion; ™
_day activit . . 2011 Cens .
:gasﬁ Ef-n'::;ss'l;rﬂ‘:;f demUSe ofla _i‘n‘;‘all_"JI problem or disability which has Ias{:zq:'e;u::m. ll!I"tf:::lllfinl-flr i
. e problems relaled lo old age” (Yes, limited a lot; Yes limiled a litle; anﬂ:;:fl' :

pata downioad

?Sa?sﬁz nf gradeeillésé invalving COVID-19 in the pe_t_-loﬂ to July 2020, amongst males and females aged 2 to 64
; q years and Over, are presented in Figure 1, [0 juriher explore the data and conlrol far
differences in population age struclure.

The relative gaps in ASMRs between disabled and non-disabled males and females were larges! amongs! those
ggt_n.d 9 10 64 years. The larges! relative gap was between famales aged 9 1o 64 years who were disabled and
fimited a lot who had @ rale of dealh involving COVID-19 10.8 times greater than non-disabled femates in this age
group. Males aged 9 Lo B4 years who were disabled and limited @ ot had a rate of death involving COVID-19 65

times greater than non-disabled males:

Relative gaps in ASMRs between non-disabled and disabled groups ware smaller in the 65 years and over age
qroup. Males aged 65 years and over, who were disabled and limited.a lol, were 2.4 \imes more likely and
females were

3.1 times more likely to die than their counterparis who werne nundis_ahlam

The ASMRs Tor males and females weie sialiﬁltﬁﬂ!hr_ﬁigniﬁgaﬁﬂg higher for those aged 65 years and gver, than
{or those aged g 1a 64 years, for all disability stalus calegories. Even within the disabled-and limited a lot

galegory, there Was a sizable variation patween the younger and alder age reups considered. For example,
‘disabled and fimnited @ ot males aged 65 years and over had 8 monality rate of B60.8 per 100,000 compared wilh

70.8 per 100,000 far the yau nget age group, 8 rate 12.2 times grealer.

Females‘acmas,all age and disabifily groups had statistically significant lower ASMRSs than males. The lowesl
: on-disabled, al 5.1 dealhs pef 100,000 up i@ July

:ale-wasambngsi females aged 910 64 years identifying as non-d
2020-

¢ fargest difierence in rales between the a_'lder'-and younger age groups. wilh rales
; d over (187.9 per 1G0,000), 37.2 times higher than those aged 91064
s for those aged 65 years and over who were
likely to die than those disabled

Non-disabled females had the 1arg!
for non-disabied females aged B9 years an _

ears (5.1 per 100,000). The highes! raie amongsl females wa
Sisabled and limited a lot (5806 per 100,000). This group were 10.8 times more

and limiled a lot aged 9o &4 years {54.8 per 100,000,

in the periog 19.

i highlighted in this seclion are similar 10 those repal
The relative differences between groups g ig s e period o iod in s i 050

. Note Ihal comparin absolute differences ' ] f
and the period to May 2020 p:gﬁde.d in the previous arficte should be ade wilh caulion gwen the longer bme
period al risk NOW considerad.
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pility status differences in deaths invol&iljhg COVID-19

3 .
for socio-demographic factors

sted

g in rates of death involving the caronavirus (COVID-19) may be driven by faclars relaled to the risk of

. encE i ; ; = _
tected: 5’-15“_’5’_1&“1”}’ to more severe symploms, and adverse oulcomes, such as the inabillily 1o sunvive
‘.,,ﬂﬂm racted by {he virus. :

tors affacling the risk af infeclion are likely 1o include geographic location and population densily. fiving
4 angements, socia-acanomic profile and working condilions, Differences in these characlenstics, and what they
jmply for cu rrent circumstances, may also be assoclated wilh the risk of dealh once infectad. More

information @n how these factors vary across disability status in the 2011 Census can ke found in the fechnical
: i _1lis important to nole that this analysis has been undertaken al the populatian tevel and will not relate

1g all people’s individus! circumstances and batkgrounds.

We used Cox proportional hazards regression models to estimale whether ihe rate of death invalving COVID-19
remains greater among (he disabled population than Ine non-disablet population (as classified at Census Day
2011), after taking account of a number of geographic, demograghic, socia-econamic, living arrangement and
exposure measures derived from the 2011 Censls, The statislical models are explained in ihe technical appendix.

It is imporiant o account for these factors o enable us (o quantify how much of the excess martality of disabied
people can be explained by differeneas in these factors and how much remains unexplained. The madelling
analyses are based on Ihe popul ation enumerated in privale households. in e 2011 Census, Those reside niin
cammunal eslabishments in 2017 were sxcluded becauss These Census enumerations did nol contain SOLIo-

demoaraphic informalion used in the modelling.

now how the sk of death invalving COVID-19 vared by disabilily stalus for males and lemales.
ach disability slalus relative o the non-disabled group, after adjusting for age
and for the full range of charactoristics described. The hazard ratiais 2 measure of how much grealer or lesser
waz thu szte of deatt invalving COVID-19 in the two disabled groups, these whose day-lo-day aclivily was limited
a fittie and thase fimiled a lol. compared with non-disabled paople (no himitation with day-to-day activities) used

as the reference group,

In Figure 2, we s
We repori the hazard ratios for &

of death involving COVID-18 than the refgrence group,
mortality {han the relerence group, In this
ios greater than one denole an increased

A hazard ralio greater (han ane indicales a greatar rale
while a hazard rallo less than one indicales a lower rale of COVID-19

analysis, using those non-disabled 35 the reference groug, hazard ral
rate of death among aisabled peonle.

The rate of death generally. and specifically death involving COVID-18, is closely relaled 1o age. Aher adjusting
for age, males-and females from both disabled groups ware at grealer nsk of dqzﬂh involving COVID-156 up 1o July
20120 compated with those non-disablad, Disabléd males whose day-to-day activities were (imiled a lot were 28
times more likely (o die in Ihis period, while those whose dally aclivities ware limited a littlo wor® i.B imes mora
likaly to die, compared with the rale aof death invalving COVID-13 among ihase who ware Zun-disabled. The

correspanding hazard ratios fot females were 3.0 and 1.9, respeciively,

i e July 2020, after adjusting far age, the same
Comparing with the shorter fime perod lo May 2020, in the ppot B i go, Iha 58
(to m':’: de?:lmal place) hazard ralios were noted for malgs iomnlas whose daily activilles were fimiled a fillla,
The hazatd ratio for the period (o May 2020 was s{lglaﬂ»—f»{ghm lor females whose diny-e-dugy aclivilies were
limiied @ lot, at 3.2 for the shorter time period. 21 eihlly owor foc males whizse diy-ta-day aclivilles wete
limited 2 tot,at 2.5, allhough tng;.e dillerenco® -€18 nal statistcally signiicant,

l'-l. LD sl 1.?
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! sk of doath for females who ware disabled and limitod uﬂog\)
ﬁ:gn—dlﬁﬂmﬂd fomales alter adjusting lor age and othor factors \4:1; 2.4 limos
i o

T daath involving COVID18 by disability status and sex, England nid Walas, 7 March 1o 14 ity

Hﬂ”’:

y Cox prapartional hazards moedels adjusting far ago and the square af aga, Fully adjusted medals akg
de region, population densily, aton deprivation, household composition. socio-aeanomic poslion,
highes! qualificatian held. househald tenure, mulligenerational housaheld Nags and octapalion indieitnre
{including kay woikers and exposure 1o others) based on Census 2011

p 21 July 2020 that pecurrod

2. Office for Nalional Stallstics (ONS) figures based on dealh regisirations up |
for the coronavirus (COVID-

botween 2 March and 14 July 2020 that could be linked 1o the 2011 Census
19) rate ol death: A

3. Deaths werea tefined using the Inlemational Classificanon of Disoases, 10(h Revision (ICD -10) Daatns
involving COVID-18 includs those wilh an undetlying cause, or any mantion, of ICD-10 endos W07
{COVID-19, virus idantified) or U07.2 (COVID-19, virus nol identified).

4, Risk of death between 2 Marsch and 14 July 2020
5 Hazard ratios are compared fo the referonce calegory of no disabildy.

6. Disaliility stalus was dafined using the sell-roporied answirs to (ho 2011 Gonsus quantion, " your day:
to-day aclivities limiled bocausa of a health problem os dis abyility which has lasted, or i orprcied 1o st ot
lasst 12 manths? - Include problems related In old ane” (Yes, limiled a lol; Yos. [mitad o ke, and o)

Data download

o dilterences in tates of dosm aflor controlling far regan
flinn, sncio-ananoimie position, highost gunlificnfion held
ianal household and occupatinn (WEluding Ky workees nnd orpenirn 1o othnrs) in
d rosults shiw relave diferinces betwien non<dsatind and dinabled prowps

d with any of the factors bsted by wiiieh mombats al o groups meght differ

meidel Mustrales the cffect on folal

The fully adjusted
arin depnvation, househokd compas

population dansity,
housahokd tanure, millgenaral
2011 Tharafore, the tully ngjusie
thal are nobstatishclly assnoinhe

agjusting for the factors noted substantially reduces tha estimated risk ol death involving COVID- 10 for dsabled
people relgive 1o the non-disatited group. More information on how the haratd mlics change whon pdjustng los
different sats of charactarislics can be found in the Model diagnostss datasel, Aftar Il aduatmont. the ratn of

death involving COVID-18 for Ite periad up 1D July 2020 was 1 & and 2.0 limes greater lor dissbied males wiNFan
dayo-day activilies were fimited a bitle of fimited 3 kot raspectively, comparid with thaso WD WRT T

‘disabled Tha correspanding hazard ralios lot females were | 6 and 2.4 limes greatet, respocively

Comparing with tha shorar ima pariod up to May 2020, after fully adpsting (e mindil, shnitar hazard ralis weie
notod for males whasa day-lo-day activiting wera hmiled . lotand fnmatas i it b disabilnd geoup, as inthe
panod up to Juty 2020. Tha hazard raba for the peaod up 1o May 2020 wis alahilly kewor than in the petex) up o
July 2020 foe malos whoao day-lo-day activitios wara Imilnd 2 11, at 10 foe the shorer pofod Afthaunh e

difference is not statistically significant

OVIE- 19 ndialily Biotwnaf disabied ang nondrmablod rsups 1w

wapiained by tho dilferent aiiimatanges in which membnfs ol Mos o grodips are kiown (o Iva. such n dnmdats
of socin-ecangme disadvantile. Howowe, thone {acton donat orplain me aritely ol he ifforenco wegaeahing
ihal othor unmaasarod chisractanshics assncintod with disabibly af stivilyisdd I roaquiee TN imvostgaton,

This maans i swreable pan of (He diffdrance in ¥

‘ot o




ot aifieron mﬁmllrr ronps may diffenin terms of 'uxm-amw" u.;u MIONENIES 6 hpal

[ = & L o

f 'f:ncludﬂﬂ i our model, hese dilferencos may rolatn dituetly o indisctly o the kmaafions sl )
_,.Tl"!l' d]gnbtﬁd poaplo O T

i far gemographic dnif socio-economic priofilo has bmidotons sincn this ERATMEIBILLCS Wo uts wits

" ¢n
v r::l‘ﬂ‘ jhe 2011 Cansus Theteloto, thesn may nol necuttely peDisct i study ppulaton’y curan]
#‘" ot In 2020 In particular, (ha disnbilty stitus ol mdw:r_.lu als 1 Jkely 1 chiange over Ths poticd, with
/ .ﬂ“’}m lo wha-tduntql’md a% non-disaliled al the ime of the 2011 Census moving inta disability nince han fwith
f o psite AlSO peing possible). Tho hetorogenaiy of tho “non-disabled group” in 2011 fogording torronl

r~ nillty SIR1HS is likely ta underestimale 1ho Irbe dilference in risk of dying from COVID-10 batweon disablod and

ﬁdmmud poople.

’lﬂn

may be mare kkely (o suffor fram pro-exlsling healh eondilions that are Associalod with
Jase infected Ly COVID-18, which wo will sim 10 kake account of in lulure analyses. The

reantago of peaplein \he study population wha diod prior 10 Mareh 2020 is alsa greater for prople who

idoniificd a5 disablod i the 2011 Consus (21.8% and 39.8% of those whosa day-lo-day aclivilies are limited &
isabled (2.9%), and iLiz possitle

littla o Hmited a lot, tespeclively) companed wilh thosg whi ifonlificd as non-t
that disaliled people who aurviverd until March 2020 hiove difforent ehpracionstics 16 Ihnse wha dicd balore then:

gpmo disoblad paopla

warso oulcames amang 1

Notes for: Disabllity status differences In deaths involving COVID-13, adjusted for socio-

demographic factors
atie 1o Wi period up 1o May 2020

1. Plaase nate thal e hazard ratios faund in fhe tachinical appendix rol

6 . Coronavirus (COVID-19) related deaths by disability status

data

mnuﬂammmsmmnﬂiu.smm.ﬂmmummm

lomber 2020
-18) refaled deat

Datasel | Released on 18 Sep
Wales.

Counls of caranavirus {covio

Qmmis.pLﬂaa!ns,mmmnuﬁfﬂijﬂ;ihnﬂ.auﬂmllsm.dl&ﬂhllluﬂalus._WaIcs

Datase! | Ralsased an 18 Seplember 2020
Gounts of coronavirus (COVID-19) related deaths by disabilily stalus and age group in Walns.

Modeleslima ; ﬂw_ﬁﬂﬂﬁﬂgjﬂﬁahﬂﬂ?jlﬁlusﬂHBMBHﬂMﬂi

| les of deal _
Datusel | Released on 18 Saptember 2020
Hazard ratios of death invalving the caronavirus (COVID-18), by disabllity status and sex, In England and

Wales

hs by disabllity slatus and nge group in England and

Dateset | Released on ! g Seplamber 2020 _
Age-standardised miortality rates (AS MRs) fer caronavinis (COVID-18) related dealhs, by disabilily staus

and other characteristics, in Engtand and Wales.

7 . Glossary




g ﬂdlsed mortality rates \ Q

ortalily rales (ASMRs) are used lo allow compansans ba n populations that may eanlan
= Wt I E =
Teld jons of pEOPIE of diferant ages, The 2013 Eutopean S'i"dﬂ'd“‘PEQMEIJOH' : ihr-u'sel:l 'r.; $l.a\:'hr!au:
e Ise

ional hazards regression model

g prtional hazards regression model is a multiple regression pracedure (hat measures the assoaton
ean 8 {ime-la-event ouicome and a characlerstic of inlerest such as disability, while adjusting for other

I:M,,au'han'slinzr; expected 1o also be assotialed with the oulcome.

Hazard ratio

A nazard ratio is a measure of lhe relative differences in (he instantaneous raic of martality between groups. A
hazard !'atl-u greater than one indicales the rale of mortality is higher, and lkewise, fess than one lowar in the
population group untler study compared with a referenca group.

Coronaviruses

The Warld Health Organization [WHO) defines catgnaviruses as "a large tamily of viruses thal are knigwn 10
ore disgases suchas Middle Easl Respiralory Syndrome

cause illness ranging fram the common cold I more sev
(MERS) and Severe Acule Respiratory Syndroma (SARSY", Between 2001 and 2018, Ihefe ware 12 deaths in
England and Wales due 1o a cotonavirus infection, with & {urther 13 deaths mentioning the virus as a coninbulary

faclor on the desth cefificate,

taranavirus (COVID-19)

coVID-18 refars to the *coranavirus disease 2619° and is a disease thal can affect the lungs and airways. I is
caused by a type of cor@ navirus, Further information s avaliabie from the WHO.

Disability

ve define disabifity in his publication, we refer lo lhe sell-reporiad answers 1o the 2011 Census question, "Are
your day-lo-day activities limited bacause of @ health problem or disability which has fasled, or is expected 1o lasl,
al least 12 manths? Include:problems ré lated lo old age” (Yes. limited a lot or yes, limited a litthe of noj. This is.
slightly different lo the cu rrent 1 S) harmonised “core” definition: this identiies
a¢ "disabled" a person who seli-reparts having a physical or mental heallh candilion or iliness thal has acted ot is
expecied to last 12 months of more that feduces their ability to carry-out day-to-day acllvities,

The GES definifion is designed to refle ot the definifions hat appear in legal tarm® ~wme Disability Discrimination.

Agl 1995 and the subseq ven! Equalily Act 201€.

Statistical significance g

Ihe release are determingd based oh non-overdapping

The ml;,]jga}_:.igmﬁ@m'g ol dillerences
confidence intervals.
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p sources and quality \\L’ b

ats provisional analyses of geaths invalving the caronavins (GOVID-19) by self
(s, as reparted in the 2011 Census in England and Wales. Il Includes dealhs tha) mﬁﬁﬁdﬁnm
14 July 2020, which were mﬂl;tlaredl by 21 July 2020, providing an updale (o the previous a Hicks

2 6) refaled dealhs b disabilly staius. Enoland and Wales: 2 March to 15 May. 2020

nis article, up to July 2020 refers to dealh occurrances between 2 March and 14 July 2020, with up
referring to death occurrences between 2 March and 15 May 2020.

us is not recorded on the dealh certificate, this infarmation Was ralrigved through recard linkage

As disability stal
tinns 1o the 2011 Census alang with other socin-demographit: factors.

of geath regisira

The 2011 Census gueslion asked:

~are your day-to-day activitfes limited because of a health problem or disability which has lasted, ot is expected 10

1ast. at least 12 months? Include problems ralsled 1o old age?”

» Yes lmited a lol
= Yes limited a Hlli2
* No

Those responding that their day-to-day aclivilies were “imited a lot* or "liinited a litllo® were classilied 25 disabled
for the purposes of 1his analysis. Currently, we do nof have data sourcas Lhal will sliow us 1o analyse mortality
elalislics by leamning disabiilies or any other specific type of disabilify.

While dala fram the 2011 Cersusare Now nine years ald, Ihey ar= =ijll the best currenlly avaitable for large-scale

analyses. Despite IS, bacause of changes in disabllily staliss, (t is likely that the number of poople who are

recortod as having an actviy-limiting coindilian ls now an underestimala, pecsyse Ihose not limited in 2011 may
| limiits 1 poliviies or any exisling

have developed a long-term healih condilion aver he pas! nine years tha
tipallh condilien rmay limited. While ransitions oyl of ac\vity

have worsened in s varily causing them lo become
limitation are also possible, this (s a less ikely effect pearing in mind thal reporied disabifity tends lo inarease with
age, As such, [hese

contrasts shoeuld be [reated as consarvalive estimales of difforences:

Analyses have bean resiicted Lo (hose aged @ years and over because children aged under 0 years would nut
have been born snd {herefore included in the 2011 Census. Immigrants entering the country since the 201

Census are also excluded.
in out modaliing, we hava restricled ihe analyses to usual

1. Hawever, lor counts and age-standardised meriality
unal establishments In 201 1. More dotails on tho data

For eslimation of relalive ditferences in rales of dealh
residents enumerated in private hausehalds al Census 201
rates wo have addilionally included those resident in comm
used can be lound in 1he technicalappendis. '
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g p-19) Jatest analysis:and dala
;@'ﬂﬂ?qﬂ | Updated as and when data become available
pPas - nd analysls an cotonavirus (COVID-19) in the UK and its effect on the erramy an vty

o
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in.Enaland and Wale 5. arovisional

amun! . in | Released weekly
f the number of deaths regislered in England and Wales, including deaths nvchang the
|atoal waeks for wheh dats arn avEiabie,

provisional counts @
cOPanBVIruS (COVID-19) pandemic, by age. sex and reglon, in the

if anﬂhﬂal&sUaMmJuuhﬂﬂEmcrmanimw
gulletin | Released weekly
Early expenmental dats an the impact of the coronavins (COVID-19) an the UK econony and sooety.
These fasler indicators are created using rapid response surveys. novel dats tources and axparmantal

methods, .
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Aticle | Published 20 August 2020
The social impacts of the coronavirus pandermic on disabled paaple In Greal Britain based on

the Opinions and Lifestyle Survay.
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o murnlﬂrﬂll!f setting and vacgine supply seenanoy, These uie cases are also antin
A (1 h&" i 2L

LLH \ §
() wm{.ﬂ of the gyerall public health steatogy for cach epidemiologic setting, (Table 1)

gt

115 popdman 14 intended o servi g5 guidance on prepanng for vaceine prioritization detisinns

within countries. Athouph the Values Framewark does include the pnnciple of glabal equity,
this noadmap does nol directly atldress plebal allocation decisions. A COVAX Facility allocation
mechanism for countries participating in the COVAX Facliity las boen proposed (2). Fig. 3
shows how it aligns with this Roadmap and the Values Framowork.

Fig. 1. Relationship between various WHO SAGE COVID-19 vaccine-related guidance

e

Allocation, Prioritization, and Recommendations

COVAX Allocation

Framework

t b
| e

{ 's.
SAGE Values Prioritization
Roadmap

Vaccine-Specific
Eramework Recommendations

process of Roadmap development
ation subgroups

identified In the WHO SAGE volues

5 yaccination as significant for

¢ prioritization exercises bya

s, a draft of the prioritization table
arsons of

The Roadmap bullds on the popul
{[arr:ewnrk for the allacalion aijcl grigtitization of covig-i
advancing ke Framework’s principles anid objectives, Afte

subgroup af the sAGE Warking Group on COVID-19 Vaccine
was developed and then critiqued by the full Warking Groug that includes the chairp

all six Regional Immurilzatian Technical Advisory Groups (RITAGS) as well several SAGE
mimbers. The draft table wis then revised and reviewed multiple Himes. A similar process was
usadl to develop the narrative sections af the Roadmap. Priofitization ook account of emerging
modelling iInformation explaring the cifectivenoss and pptimal impact of different vaccination
stratogies and best avallatile epidemiologic information from academic literature as well 3s

by multiple SAGE rembers

various survetiance organizations. A penulftimate round of review
resulted in further substantive chanpes 1o the Framework, {ollowed by a linal review by the full

SAGE cammitiee.

Guiding considerations
the davelapmient of this Roadmap

Thio following consideratians purded
«  This Roadmap must remain jully aligned with the WHC LA varlues framewark for the

nllocalion andd peapiliaiian af L OVIO 13 VBEC ination thal §

receded it




N
\¢ 13 Novernber 2020

‘_ur lI

1o be gseful indrving discushions at regronal and national levels, the Rhoadmap nped
/ ’ w be kept a5 straightiorward and concise 3 possible s
4, meRoadmapmay be revsited throuph if reling teview as new information becomes
geailable; and ) ONgaing dilogue with RITAGS and Navanal mmunization Tectinical
advisory Groups (NITAGS)

ey assumptions

. The Readmap assumes any vaccing deployed s {ully icensed and has met all the minimal
of critical criteria in WHO Torget Mrailuct Prafiles (T0P) fze COVID- 13 vacainies {3) Less
conclusive ovidence on benefn-nsk, as expected for an emergency-authorized praduct,
might lead ta more restricted recommoendahions,

« The current degree of uncertainty fegarding age-independent vaccine elficacy of any
specilic vaccine was considered {fonexample, 4 scenario in which the vacome 14 assumed -
1o have the same efficacy at all ages, and another sconario in which the vaccine i
assurned to have much lower ethcacy in alder adults) However, the Roadmap relies on
the underpinning assumptian, supported by current motelling results, that, piven the
many-lold higher mortality rate amang older individuals (4, 5, even a vacone with
relatively low efficacy in older adulis would not sipmificantly change the
recommendations [t priofity use cases in older papulations (6-8), Il howeves i were
determined that vaccine efficacy in alder adults relative 1o other 35 groups were solow
that individual protection and publc health impact became significantly suboptimal, the
individuals in older age groups in each sconaro would bikely be moved to a lower priphty

use case

it was assumed that there would ngt be substantive differences in vaucine

+  Similarly,
th comorbidities that increase the risk of

efficacy in subgroups (for example, people wi
spvere COVID-19 such as HIV-pasitive status)
.pharmaceutical interventlons are in place 10 Valying
od and coverage expands. The Roadmap further

Il not deteriorate i uie ol non-pharmaceutical

« The Roadmap astumes thal non
degrees as vaccinesare introduc
Jssumes that varcine efficacy wi
interventions is refaxed

» Althoogha vaccine's effect an foducing 1ransmission 15 an imporiant consideration in the
rocommendations for use, direct evidente of impact on transmission will likely not be
available when the first vaccines arc authorized for use. The Readmap assumas that at
same point demonstrated evidence of vaccine elfectiveness in reducing transmission will
be avallable, sufficent to justify prioritizing vaccination of some groups an the basis ol
their role In transmission.

« The Roadmapdoes not account for varation in population seropositivity rates or
existing degeee of protection within countries or communities which may have
already experienced a high degree of community transmission.

«  Priotitization exercises undertaken lor develapment of this Roadmap did not directly
take account of severa disease, as the risk of this will be closely correlated with the

cick of death. Similarly, long-term sequalae {rom SARS-CoV-2 infettion have not been
1aken into account as evidence on chronic marbidity (s sull emerging

Epidemiologic setting scenarios

The epidemiclogic seiting scenarios used here take into cansideratian the relative benefits
ination Moreover, the public health strategy for use ol vacgnes

and potential risks ol vact
5
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5 ypon the burden of disease and on the local epidemialogy, particularly the
g finfection in a setting at the time vaccination is being contemplated for
e ant. The three proposed broad epidemiologic settings are: (i) Cornmunity

i
;i;}-.:ismlﬁ'““* (il}) Sporadic Cases or Clusters of Cases, and (i) No Cases (Table 1) (3).

yaccine supply scenarios
as sufficient vaccine supply will not be immediately available to immunize all who could
wenefit from vaccination, three scenarios of canstrained vaccine supply were considered:
 stage | scenario of very limited vactine availabifity (ranging from 1-10% of each
country's total population} for initial distribution; a Stage |l scenaria as vaccing supply
increases but availability remains limited, (ranging from 11-20% of each cauntry’s total
population); and a Stage Ill scenario as vaccing supply reachies moderate avadability
(ranging from 21-50% of each country’s 1otal population]. How each of these three
vaccine supply scenarios could be cansidered in recom maridations for useinpriority
groups is lllustrated in Table 1.

The Roadmiap recognizes that many cauntries’ ptioritization decisions vall be tied, n part
or in whale, to vaccine distributian thtough the COVAX Facility. Stages land Il in the
Roadmap correspond Lo the Phase 1 supply of up to 20% of each country’s population
detailed in the latest draft of the WHO Fair allacotion mechenism for COVID-19 vacdines
through the COVAX Focility. The Roadmsp’s Stage Il scenario aligas with the Aliocation
Framework's Phase 2 supply af more than 20% population coverage {Annex 1)

Overall public kealth strategies by epidemiologic setting and vaccine

supply stage

SAGE recommends overall pu biic health strategies, grounded in the Values Fra mework, for
-aach of the three epidemiolegic scenarios {Table 1). The sirategies acco mmodate the dynamic
nature of vaccine supply and epldermiclogic conditions in gach country,

Community Transmission setting: When vaccing supplies are severely constrained, what is
feasible to achieve with imited vaccine availability justifies an itial facus on direct reduction
af morbidity and mortality {Annex 2} and marmenance of most critical essentisl services, while
considering reciprocity tawards groups that have been placed al disproportionate nsks to
mitigate consequences of this pandemic (for example, frant-line health workers). As vaccine
supplies increase, depending on the vaccine characteristics, the strategy expands to reduction
in transmission to further reduce distuption of social and econemic functions. Special attention
is paid to functions that dispropartionately impact children (see below) and to the reduction of
morbidity and martality in disadvantaged groups; in keeping with the principles of the SAGE
Values Framework, -

Sporadic Cases or Clusters of Cases setting, When vaccine supplies are severely constrained
the ihitial focus on direct reduction of morbidity and mortality and maintenance of most r
critical essential services, and reciprocity, remains. However, in contrast with the Community
Transmissian epidemialogic setting, this initial facus 15 concentrated in locations with high |
transmission or anticipated high transmission. In addition, some vaccine is allocated lar
emergency reserve use for outbreak respanse or mitigation (ler example, for localized
outbreaks), Special atlention (o reduction of morbidity and mortality of disadvantaged groups
in areas of high or anticipated high transmission is maintained  As varcing supplies in:reaae.p
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/ expands to subsiantially contral 55
j"awﬂ‘i" = ; y control transrmission and lurther teduced
."{“E‘ 3l and economic functions. ¢ disruption of

o Cases cetting: This epidemiclogic selting applies to countries that have managed to stop
:raﬂsmisﬂ'on through ndn-pharmag;eu:icm interventions and barder contraly, When -.rau;in:z
supplies are severely constrained, the initial {ocus is on preventon of communily Lransmission
from importatton af cases, and reciprocity 1o critical workets, particularly front-hne health
workers. As vaccine supply increases, alder adults, the highest risk group for sevete disease
4nd death, are i_n:iuded to minimize harm should epidemic conditions change suddenly. Also,
as vaccine supply increases, the stralegy expands lo presefve contrel of transmission and, if
possible, to reduce reliance an burdensome nnn-pharma;ﬁuﬂml imerventions.

priority uses of COVID-19 vaccines

The rationale for the inclusion of each pripritized vaccing use €a
subgroup 15 anchored in the Values Frameweork principies and ahjectives. For each pnonty
group, the Values Framework abjectivels) that would be supported by prioritizing this
population for vaccination are indicated bt,r-pamnthetica’f shbreviations after the population
description {for example, Al); the legend that finks these abbrevistions to the abjectives is

provided below Table 1.

se based upon papulation

of the priofity EFQURS I5 peyond the

tion of the rationale for each
sre provided in Box 1.

While a-detailed explana
three examples of rationales

scope of this document,
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examples of rationales for priority uses of COVID-19 vaccines

_Health workers at high to very high risk of becorning infected and transmitting

lel
peih 7 in the Community Transmission epidemiologic setting

Bﬂns-l:ﬂv'

fFor the community Transmission epidemiclogic setting, health workess a1 high 10 very high risk
of becoming infected and transmitting SARS-CoV-2 are included in Stage la. There are three
reasans, linked to the Values Framewaork, supporting this prioritization. First, protecting these
workers protects the avallability of 3 critical essential service in the COVID-19 pandemic
respanse. Alsa, the indirect health effects of the pandemic beyond COVID-13 are likely to be
much warse if such services are caompromised ar overwhelmed. Second, evidence suggests
that health workers are at high risk of acquiring infection and possibly of morbidity and
martality {10, 17). There is also a risk of anward transmission to people who are also at high
rish 0f serious COVID-19 outcomes. Third, priaritization of these workers is also supported by
the principle of recipracity; they play critical roles in the COVID-19 response, warking under
intense and challenging conditions, putting nat only themselves but also potentially their
househaolds at higher risk for the sake of others.

There are also pragmatic reasans far prioritizing hizalth workers at high to very high risk of
infection, Health workers already interact directly with health systems, which should facilitate
effective deployment of a vaccine programme, particularly including il two ar more deses need
to be administered. Launtling a vaccine programme with a relatively accessible target
population wilt allew mote tirrie far the development of delivery mechanisms to other prionty

Broups
In 2 second step (Stage ib), older adults defined by age-based risk speaific to.country of reglon
are included,

Example 2. Sociodemographic groups at significantly higher risk of severe disease or dealh

For the Community Transsissian epideminlogic setting, socindemographic groups at
significantly higher risk of severe disease or death are included in Stage |l The reasans for this
priositization are grounded in the principles of equal respect and equity,

In keeping with the overall public health strategy that places an initial focus on direct reduction
of mortality and morbidity, groups with comorbidities or health states that put them at
significamly higher risk of severe disease of death are prioritized 1o Stage |l However, there

are ather groups in the population who may be al just as high a risk of these severe oulcomes
but whe are not captured in & priofitization solely by comorbidities, These groups
disproportionately include those who are systematically disadvantaged with respect to social
standing and economic and political power. In many contexts, disadvantaged groups are more
likely to expetience a higher burden ol infection and consequent COVID-19 because of
crowded work ar living conditions over which they have no effective control [12-15), as well as
a higher prevalence of background states of poor health thatincrease their risk of severe
COVID-19 (16), They may alse have lass access to appropriate health care necessary for the
diagnosis of high-risk conditions such as heart failure or chronic kidney disease (17), Some
individuals in these groups would likely guahify far poontization if their comorbidities were
known or ascertalnable, but because of inequitable access to health care their coniditions aften
will be undiapnosed and untreated. '
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h disadﬁ:‘l;agid sociodemographic groups are 2t siprificantly hipher riae ol severe
or death vall vary fram country to country. In maay contexts, the eadence of elivatend

Lt'fﬂf c_mr[D-]B 5_eve_re dicease and death will be lacking or less clear than tif e Tide Tacties
jike g€ OF comorbidities, Policy-makers may have to detide which diﬁad Jantagr_-o;—prr:up‘ ;:'

kely to be sufficiently burdened by COVID-19 to include in Stage 1. While h’.‘ﬁ;lﬁfjr'ﬂ;fnr;- m_.‘,l.

pe made 0 reach oul and identify risks among dlsadvan!ageﬂ'groups, these (}E'J.Slf;ﬂs rrr;;. :

have to be based on reasonable assumptions about differential impact infarred fromn athers

(1), Tahle 1 provides examnples of ;

|

contexts, including past public health emergencias
y fall under this prioritizalicn calegoery.

relevant
groups that, depending on the counlry context, ma

example 3. Social/employment groups at elevated risk of zcquiring and transmitling infection
because they are unable to effectively physically distance '

£or the Community Transmission epidemiologic setting, socialfemployment groups at elrvatsd
risk of acquiring and transmitting infection because they are unzble 1o effectively physicaliy
distance are included in Stage IIL. There is considerable overlap in the groups that should be
considered in this category and the Stage |l socindemographic groups c2tegomy just discussed.

The relevant difference is that for some disadvantaged grougs there mzy not be good rezsont
1o coniclude thal they are at si disease znd dezth [and thus

gnificantly elevated risk of severe
that they do not qualify under Stage I1). However, these Eroups may nevertheiess still be a1 ;
increased risk (if not s‘;g_niﬁcanﬂy increas « 10 tha reasons retzted

od rick) of severe COVID-19 du
Lo inequity di_scussed ahove, Groups that have no choice but 1o work withoul physical
distancing or access (o personal protective equipment, or no cheice but o livein high-density
homaes in high-density neighbourhoods [all into this category {19, 20), They zre diszdvartzged
relative Lo other groups in the population who benefit more easily and moie signil‘:cantly'fram
nnn-pharmaceutir.a} interventions, bothin 1erms of their own risk and in terms of armward
transmission o loved ones and co-workers. incarcerated peaple also fall into this categary,
although the rationale is comewhat different. Even if the restriction of their iberty 15 justified,
that does not justify Ieauing_unaddressed the elevated-risk,assa-;iated w

ith being incarcerated,
could clearly distinguish, base
Stage Il critenia an

d on evidence r2garding feve! of
d which under Stage Il criténia.
1o be made with anly limited relevant dalz.

wity will require 3 careful assessment to
given equal consideration for both

policy-makers
antaged groups fall under
dacisions may have
les of equal respect and &g
phic proupsare

In an ideal world,
risk, which disadV
in the real warld, these

Adherence to the princip
ensure that all relevant sociodemogra

Stages.

e

How staging of priority groups relates to group size
ups is sequential. If there is insufficient vaccine supply toco
he intention is that all these groups are offered vatcine before

wer the

The staging of prionty gro
priority groups in Stage l, t
groups enumerated in Stage I1.

d Stage |b, the priority groups within.a vacomne cupply StZEE
are not ordered for prioritization. The assignment of prionty groups was based on assumptions

about the size of different priority groups in high-, middle- and lgw-ncome cournify LETUNES,
For some priofity groups, even solimates of the sizes of different groups were not avadable

Considerable national variation 15 pypocted 1N sorne countres, the amount of wacains

With the exceptionof Stage fa an

L)
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a vacone supply stage may b2 inisufficient to.cover all the Arioeity STOURS

i"ajeﬂ"d for
‘-ﬂjgnnd Lo that stage 3nd LOUNNES ol have to pnontad groups within 3iages

ple, conzider Stage |1 the Community Transmission epidamioogit seting
verape n this s1age may e

peceiving varcine Supply up 1o 8n additional 10% of popuialion o
ipsulficrent 10 address 3ll the groups assigned {o that stage, even i Stage L supplyis suffioent
ro cover the grou o5 assignad to Stage L. In deciding which groups in Stape |l to prioritize,
countries may vash to consult the Values Fram eweork lor guidance. For exd mple, determining
which ethical principles are most important 1o the country 3l a given ime may help identify
v/hich groups Lo prvilege, if vaccine supply isinsufficient 1o cover all the groups assigned 10

Stage Il

Gender considerations
{ the risk of severe diwease and deathis hipher in males thanin
ape proups, this dilference in risk1s diminished when

r« aro Laken into account (4, 21). In many contexts, women are

d in high-tisk eccupation groups and they often have direct

|5, warnen are dlsadvantag_ed in terms
cisian-making authorily due to sacial
¢ination could

san g2am

while there 15 evidence tha
fernales, particularly in older
camorbidities and ather facto
disproportionately tepresenie
responsibility for caning for elders. Also, Insome conlex

‘ol access to health care, political and social status, and de
steuctural features in some communitics Prioeitizing men of Women far vact

oxacerhate undertyng g‘ender-base‘d inequities, For these (pasans, the Roadmap does not use
gender 1o id entify priofitized vacane usE cates, The equal respect principle of the Values
Frarmework underscores the limportance of ensuring thal immunization delvery systems place

equal focus on reaching both men and women inevery priofily group

Addressing pregna

pregnant women warrant
respect to the development and de
10 COVID-19, gvidence 15 emerging

disease, further increased if they have pre-exisung comorbidities, and may be at clevated risk
of adverse pregnancy and birth oulcomes as well (22-25). However, Il seems likely there will
he refatively litie data about the safety and efficacy of COVID-13 vaccines in these groups
when Stage | and perhaps even Stage |l vaccine supphes become: available, making the
prigritization of pregnant womenin these early stages prebiemalic it is imperative that data
specific to pregnanty be generated now from, for example, pregnancy-specific safety and
bridging studies and from participa nts who inadvertently becorne pregnant during Phase lll
trials. Vaccine developers and funders should prioritize an assessment of vaccine safety and
immunogenicity among pregnant women in their clinical development and of safety and

effectivenessin past-markgling'survellian:e plans (26)

nt wamen

particular consideration,
ployment of vacc
that pregnant women are

as this group has bean disadvantaged with
ines in previous pandemics. Also, specific
at elevated risk of serious

neluding health

ofitized in the Roadmap, |
bers of women who

ge groups likely 1o include significant num
ho might not be aware of their pregnancy) Guidance on
before these urgently needed safety data
renstics of the vaccines

or pregnant women and

Of particular concern is that several groups pri

warkers and |eachers, areina
are pregnant {including some W
pregnant women in groups prioritized for vaccination
are available will need 1o awail information about the specific charac

authaorized for use, as well as the latest evidence on fisks of CoVID-18 1
their children.
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Roadmap currently prioritizes pre N .
o (demiolOEIC scenarios. By that n:—.éi;a;:; ‘::;:;:; :E;f;::nn'.mggs in Stage Il of two
the "{EI benelit of FUWD-IE vaccination for pregnant women {wif:l E;n:e o e whether
@ndudateﬂ qutWE@h& the risks of community-acquired infection ana; ea;st fome vaccine
covie-13. TS possible that as evidence accumulates the risks to pr ::;nsrequem e S
children will be ]Il{dgﬂ.:! to be great enough to warrant offering vacci:E eﬁenTEEﬂ a?d ot
pregnancy-specific evidence aboul vaccine fisk, in which case pregnant wmr:en nfaabl:w::f
::;':_:;:’:gf:;‘f 0 g“‘ge Il Sitmilaly, f the pregnancy-specific risks of vaccines [uﬂii:h-amaid
disease, these Eroirpi :;:I;]nﬂre aelepiiingd R0 be fughtrthan therisks liominfeciion ane

: eed to be priaritized for non-vaccine preventive interventions.

Addressing lactating women

::;?;iﬂ-f;;;iﬁ”f::r:: ::;LEE iisg‘lileen overloaked in pandenﬁic'_vam'ne development and
A ' Wat lactating women or their infants are at elovated
risk of severe COVID-19. Therefore, they have not been pricritized in the Roadma p.. Currently
there are no data o any risks to the infant from immunization of their lactating mothers. As
dataqhecume available, recommendations on lactating women may be provided for vaccine-
5peaﬁ; ra.;ummendations. Al least one manufacturer is enrolling lactating women, As with
pregnant women, it is jmperative that evidence on the safety of vaccination in lactating women

be quickly gathered.
Addressing children

Children also warrant specific consideration
on adults and the wider society for their well

;hiidhund can have severe negative and someti
Although children are less subject to direct morbidity and mortality impacts of infection from

SARS-CoV-2 when compared to other age groups, they have suffered significantly in other ways
during the COVID-18 pandemic (27, 28). Physical distancing measures designed to decrease o
prevent community transmission of SARS-CoV-2 have Included withdrawling children from in-
person learning at schigols or closing schools altopether. The extent of learning loss and its
impact on life prospects is expected to be far greater for children living in poverty of in
otherwise disadvantaged groups. Beyand poor learning and constraints of life prospects from
disruption in school provision, students have lost social and developmental benefits afforded
by in-person learning &chools often also provide & number of additional functions important
for child health and well-being such as social interactions, meal provision and health services
including immunizations and shelter from unstable or unsafe hame living enviranments, These
additional functions are especially important for children living in disadvantaged
circumstances. Taken together, while all children are being harmed by gducational disruptions,

these effects are hitting the most disadvantaged culdren hardest, who also have less access to
distance learning options, widening further existing inequities in child well-being (28). The
health of all children, and especially low-income childran, is also being threatened by COVID-
19-related disruptions to routine immunization and other child health programmes {30-32).

for at least two reasens. Children are de pendent

being, and sethacks in well-being during
mes permanent effects that canfast lifetime.

Although the pandemic has greatly impacted child well-being, children themselves are nol
directly pricribzed as a population group in Table 1 for two reasons. First, trials of COVID-19
vaccine candidates in children have not yet been initiated and thus data on safety and efficacy
in this age group are not expected for some time. Second, 35 already noted, the low nsk of
severe COVID-19 and death i childreén does not make them a high priarity for direct
immunization However, child well-boing 15 addressed within this Roadmap through the
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janion ol other groups that directly contribute to child well-being Within the

I.at”":m,w.T ransmission epldemiologic scenario, health workers engaged inimmiunization

_om "’N re priofil ized 1o ensure that routine childhood immunization dalivery will be salely
;intainnd Teachers and other adull stall employed in school settings are priptitized within

(his epidemiologic scenario as well to facilitate the full reopening of in-schonl education

m“

considering comorbidities in vaccine prioritization

The evidence on specific comorbidities and the increased risk of severe COVID- 1915
increasing. What is already clear is that i) several comorbidities increase This risk; it} the
increase in risk varies between specific comarbidities, and thus equity concerns would
arise if all comorbidities were to be given cirnilar weight; iitff in many countnes, if everyone
with a comorbidity were to be prioritized in early vaccine supply scenarios, thase eligible
for vaccination would well-exceed supply; and fv) the list of relevant comorbdities waill be
lacation dependent (4, 21, 33) - '

Based on these considerations, countries should use refevant local and reglonal data 10
identily the comorbidities associated with differant [evels of risk from COVID-19 (for
example, significant versus moderate nsk). One approach is to identify the additional risk
n K is to prioritize individuals who have
'wo ar more relevant comorbidities {34). As evidence develops, further guidance from
SAGE on comorhidities and risk associated with severe COVID- 19 will be communicated
Moreover, the SAGE Warking Group @n COVID-19 Vaccines is currently developing further
guidance on comor bidities thay put individuals at significantly higher r isk

Community engagement, effective communication and legitimacy

Community engagement and olfective communication are essentinl to the s.uccess: of
COVID-10 vaceine programmes. These sloments are grounded in the legitimacy principle
of the Values Framework. This priniple requires that prioritization decisions be made
through transparent processcy that are based on shared valups, best avallable saientilic
evidence, and appropriate representalion and input by affected parties. Adheriog to tha
lepitimacy principte is o way 10 piramate pullic trust and atoeptance of 4 COVID-19

vaACCIng,

When apphed in practice, countres may embrace the legitimacy prnciple through
practical strategies which improve the public’s pereeption and understanding of vacane
develapment and priontization processes Examples af such strategies include 1) culturally
and linguistically accessible commumnications made freely available regarding COVID 18
vaccination: i) recruitment of community opinion leaders to improve awareness and
understanding of sucl communtcations, and il) tnclusion of diverse and affected
stakeholder apinions in decision-making Efforts towards community engagement and
effective communicattan are pddinonally important in subpopulations which may be
unfamiliar with or.distrustiul af health-care systems

2 outlined in the Values Tramework, there must be notolerance for peosonal, financial of
political canflict al interes! or corruption in the prinritization of grouns 10 have access 1o
COVID 19 vaceimes Tnall € ases, dedisian makees must be abie to pulihiely debend tew
docinny, and actiong by appealing (o reasans That even Those who disagiee Canwiew as
reaspnabile, and not artiteary o0 sollseoang Countoes should casure that ndwiduais ane
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,‘;JS“’F 1'1
able t@ use their social, financial or political priviiege to bypass country-level

!l
/ Prmriﬂﬂﬂﬂﬂ-
Guidance development and decision-making under conditions of

considerable uncertainty

The Roadmap was _dE'-I'E|DpEd with uﬂlv]imiled information, under ¢
u.n;,_grtarmw.ThE novelly of the SARS-CoV-2 pathogen and evalving epidemic, econOMic <
social circumstances present challenges in making decisions about ariority g:':'uups far vaccine
yse at this tim €. Aside fram unknown factors of clinical and epidemiologic importance, this
d““‘”f"‘!"' makes a niumber of plausible assumplions rogarding vaccine characteristics 12
candidate vaccine does nat meet these assumptions, the selection of priority groups may
warrant recansideration to best fulfil the principles and abjectives adopted within the WHO
SAGE -.rpiues ramework [or the allocation and priotitizonon & COVID-19 varcinghian.: T
Moreover, nuanced models of various oriorilization scenarios are only AOW starting 10 emerge,
and modelling-based evidence is rapidly evolving. For all these reasans, the Roadmap may be

amended in light of evolving evidence.

anditions of considerable:

ess all passible contingeneles

g toaddr
Il affect use ol

of the Roatimap is tha it is unabl
i circumstances that cou

Anather limitation
g changes

Table 2 considers the implications ol sam
the Roadmap.

ties and next steps

Ongoing activi
ofulnpss and robustness

To assess both the s
worldwide, RITAGS 3nd NITAGs will be engage
Roadmap. It 15 sntigipated that refinements ol t
engagements of and feedback from national an

hyin priorily groups:

potentially further pnurulratmn-wlt

miap in @ variety of settings
d in reviewing and critically assessing the
he Roadmap will be needed after the

d regional stakeholdets, ircluthing

of the Road
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interests of-sper_iﬁ'ciw during the COVID-19 pandemic = during which new data become
_ the references below that deal with COVID-19 or SARS-CoV-2

Ily include both the day and menth af publication (where avallable). This is meant (o

kly determining the exact date of publication.
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"l'
/w;p.\:
of e lost (YLL) 18 @ mwasure that 15 thouplit by many Lo ntegeate o commitment to

h‘ﬂ'l aizing health benelil with a commitment to pramoting eguity, wheee equity is
\t
!  to mcludee an abligation te ensore that younget people hivea fair chanee (o reach

"mjuulﬂﬁli ; ;
ter stages of life. There are pood ethics arguments Tor using Y1, In many allocalion contoits,

ineluding irthis particular pandemic (1,2). However, the particulas epideriolopy of the current
pandemic Supports using roduciog deaths as o preferred steateqy for within-country
priofitizavion. The risk of COVID-19:related martality is extremely high in alder ape proups
comparad (o that in younger age groups. For example, in the United States, the mortahty nsk
Jias bt estimated to e 90 times higher among (5~ 74-year-olds compared 1o 1829 year-
olds {3) A simifar pattern ol significantly higher mortality in older age groups has been
observed in multiple other countries. The evidence dentified to dale fram modetimg a0
sugpests that using YLL instead ol deaths would not sulsstantlally alter the priority ranking of
older prople rolative to younger pecple when age is the anly dimensian cansidered (4, 5]
supplementary unpubilished sensitivity analyses prepared lot the WHD SAGE Working Group
an COVID-19 Vaceines support 1his finding. As prinrity rankings waould nol chanpe, expressing
the policy objective in terms af reduction in the numbier of deaths rather than YUL has
programinatic advantages, even (fYLLreaches the same conclusions about relathve
prinritization. Reduction of number af deaths is matt castly understoad by aned ehmunicated
to the general public and is likely to be witdely endorsed & an important objective at & tme
whien secuting public suppor for and confidence in vaccine projrammes in critleally impartam
A prigritization approach telying on YL could be viewed as discespectiul to older peaple by
Talling to address theit disproportionately higher risk of death (6

po 167

7. Reduction of deaths versus reduction of years of life lost

ilyses

vLL also does not address the primary equity challengesin prioritization of COVID-19 vaccines
within.countries and thus the commitment of the Values Framewnrk 1o equily does not o this
pandemic require wse al Y11 In a pandemic with a mortality patternsimilar to seasanal
influenza where the very youni as well as older-adulls have disproparhionately high mortality,
or that of thit 1918 Influenza pandemic where young adults werea heghomortality visk group,
Uity consitderations could well require 2 focus an YLL Alsa, in e current COVID-10
pandetrin the eouity isthies inallocation ol vacoini between countraes are markedly ditterem
{rom Uiase in within country pioritization. Standatd expeeted yeors of Wie fost, & measute of
disease burdon often used for crass-national compatative purposes, can help lfustrate the
commitment of the Values Framework to global cquity, as long as global inequities in access 1o
testing and other surveillance technologies do not unfairly skew assessments ol this metric

References

1. Devieesschauwet B, Meflonald $A, Speybirorck N, el al Valuing the yeats of Nile fost due
ta COVID- 19, 1 elifferences, and pitfalls, Int J Public Healtie 20 Tuly 2020, G51E6) 715
20 dow Wtps e dovorg/ 101007521 500038 020 014302

2 Fmannel B Peesadd G, Kern A&, ol al Adeethoe al Trameswork Top plabial viccine allipgatin
Seience 2020 %0 11, 369{6500) 130912
oy Wpsfdan arg/ 1011 26/science abe 2803

3 COVID VS haspiralizitien e doath sy age [wobsine] Atlanta (GAY, Linied Statey
Centiers tar Deean Control and Preventon, T Aopost X000



|

) ' mﬂpéj{iwﬁ'__-'}itdtaﬂnw‘turnmw.usﬂﬁm- neovicovid-datafinvestipations:
! discaver hasaitalization -death-by-age himl, accessed 15 October 2020).
/J N Moore S, Hill EM, Dyson L, et 3l Modelling oplimal vactination strategy for SARS-CoV-2
inthe UK [preprint]. medRxiv, 2020 doihtps://doiarg/10.1 101/2020.09.22.20194183
Hogan AR, Winskill P, Watson I, et 2, Modelling the allgcation and impact of a COVID-
19 vacaine. London: Imperial College Londan; 2020,
doi-htips://dot org/10.25561/82822.
6. National Academies of Scrences, Engineeting, and Medicine. Framework for Equitable
Algcation of COVID-19 Vaccine. Washington (DC): The National Academies Press; 2020

dor-https//dol.org/10.17226/25917

I ff [ 13 November 2020

-




{ t‘? V7 13 November 2020

"ot 1]

pa

Health warke
pealth. This includes health service providers,

health professionals, lab-, health- and medical and nof-me
warkers, communiw_.health workers, healers and practitioners aof traditional medicine. it

also includes health management and support workers, such as cleaners, drivers, hospital
administrators, district health managers and social workers, and other accupational
groups in health-related activities. Health workers include not only those who work in
scute care facilities but also those employed in [ong-term care, public health,

community based care, social care and hormne care snd olher preupations ins thee health and
social work sectors @s defined by the 1mernaticrna!Standard-fn_dusirlal Classification of All
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The following section outlines key actions
to protect persons with disabllities from
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of lockdowns, physical distancing and
jsolation measures, and 1o achieve @
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1o coniraeting coviD-
secessing health see vice
afe exacerbated duning thech
canlead 10 restticted access to _eﬁsenual
goods and m-:d:::me.?.. 35 wellas imit a¢ cess
to SUppoIE The digruplian al wider health
sorvices puls persons with digabiiies 313
disaai-.rﬂnmge.aﬁ (hey may e

guire Mofe frequent
secess due taunderying heaith conditions:™

Ensure accessible public health information.

An appropriate gesponse
tocnsuie that \nformalion is gooessibie, up o

dote, aitd keeps pacawith the rapidly ghanging
knowledae gvidenced dunng the pandemic

fequires medsires

10 PoLICY BRIEF:A DISAEI e anpiusivE RESPOI

-
"

wingl Cigteq g

LA

ror eaamnple, ntls gyt

AT L oL
Thifesyt U

ol I IH[r'JFTip!F:JIi'-']‘J’&';'.':
pediig Gl ik frgtias ot Frraidn

jerirst LIN Faai tiiee
wnith (rsabiliees {igit ey pirgtarane "
ire Nl infprmatitf Gh OVt A

reessil i

meniures agalngt

[mplement protective
Vi

caviD-19 Arcess 1t phprapnatl
faciities that miske L & |
yrontind, Bo i pat el

[renipett Ry
possible by & thie Farputed prra=s

ET I'Hc-l','f,il i gTRS
quppait1a A wiith
fpme grin (nsinutiEans

TER L Gl
skl ang witfie ut

eyt atViar !

THetl
Ppp

i e pmen (o peeliiiia

persondl prott
He 1o bie talored B

gl disatillines nes
impalrment For esmple, g
hibe 1 poad FEn 60
o i tearng F0 A

LT

f thiat thEnes

oo fiesl

ke iLimpass
pypreaniant, deal and hit

gl il LEttes {rom fane shupld

Enaure accessibility 10 ceryices Meuiuies

peed 1o be gutin plice 12 lacilitate the
= 'fes bl LEfanEs {at

fimely Acehs pefaung
with dizabilipies, uch 0% (ranspottatin o

neglihcare fasiklies, yoyagy 1y wgn 1Y gt

(5E 10 UKD




o [T

!

(L)
e R = T e =T
,_.-—-—~-‘I'—=-"=l
T — piSS——]
b it W = = =
r —'——'—-‘:"_f
T4 = S
s fatiile |V f_
Wk W =T
1 I
¥ aniliv il sniAm phie 44 T — i
il - Fy = I il L 1
merpielatien in hozpilats, a5 well as the Make mental health [ntervantlons Inelusive af
thﬂrurﬁnnl'ot:mads. medigines and services petsons with disabilittes. ALy, toekdowns,
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of scarce medical resources I is impariant
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pnnﬁln with dmmm'“ ata high leﬁél of citpeliet atHin durng the Cavinan l*ulh“r..i‘-v
hical principles
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nave also developed in colombia-and other
counities which recruil volunteers that supgiort
t disabiihities and older persons

(pergons Wi
her putch gses. !

with thair groceries-and of

e T
SOCIAL PROT ECTION
AND EMPLOYMENT

Social pratection has alreaty proyena ey
element In the \mmedigte elief 1o be provided
cled by Ihe socigrecanemic
mpact of the crisis @ 1t 1= particularly relevant
for petsons with digatihties oul of vk, whe
have losi their job af theif income resulting
lrﬁm the infpimal @conomy, all of which dte

at rigk of povelty gnd axtieme poverty

{p persons:alfe

Expand mainstream and disability sargeted
gucial protection and adaptdalivery
1o provide adequate reliet and

\h disabilitles and thelf
ane by advancing and/

mechanisme
support to pessons Wi
famifies. Thiscan bed
of INCreasing payments of dinability beasfits,
ektending caverage 10 persons with dizabifities
olraady regiztered tiut wiho were Aol previously
wligile. ondl thrangh lonline) fegistratian of

POLIEY AN A DISADILITY INCLUSIVE BE L1

sabilinies; providing disabiliny

pEFSons wath gl
social

top-ups ti beneficiaties of mansiream
assistance schemes, [neluting to family
mambers who have o siop wotk o support
'pursoﬁs_mrh disat_ilmies:-nnd estahlishing
elpcironic payment and homa delivery fof
cash and essential food and non-fo0d lfems

employment and working conditions need 10
heresponsive 1o accessibility and inclusion.
perzans with disabilities who continue working,
whether gssenlial viotkerz of olhers, may
nead specifio prolechan pradesiments 10
stay safe during the pandemic At all times 1t
i impaortant that employers ond workplaces
piovide accessitle envirgnments and
(easonable workplate adjEsiments tased

an indendug) needs Persons with disabilities
wiio oan busINesses of work in thaanformal’
economy may need particular support 1o

e able to maintain their livelihoods.

Alternate wolking srrangements and conditions
made accessible and inglusive. Platforms and .
riéw ways of meeting must beaccessible o all,
an adequate adjustments put in place 1o ollow
porsans with disablives 1o wiork [tam hame,

uniTacoviDaE 1)



_ ,,,uifiw-ineluslue Deeupational
' .;"”",ﬂd gafety (OSH) measures. Mew OSH.
Hu,‘.g moy 3pPlY particularly to persons

m:‘h dlgghﬂmas, insuch cuses, differan!

:.; Jl,.g\c_nrm:a'ﬂs may be req ulred, such as prignty
o work 1o home of placed in paid leave.

r;"-‘-
=

gppmathl‘.‘ﬁ to coming aut of lockdown need

1o be sensitive 1o the particular situation
of persons with disabilities. Persons with
disabiies and thelt family members of
supporl services have diffetent levels ol
vulnerabllity to COVID-19. Some persans
with disabilities, including older persons
with disabilities, may need taisolate tor
fonger than other groups. Sopal protection
any wioIking arrangements need fo be
adaptive 1o support their ability 19 do this

The International Labour Qrganization (ILO)

has developed o guigince neleon 30610:
L L LA LI lar perscns with disabllities:
infgrmation is also avaitable bn: Dusability
poprt i SO T gtk e weutlib ol wiork

and 5ol jualaaiinn e ahurey lorperaeng

witty dhisalnlities, gnste CovIDY st
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EDUCATION

Students with disabilities are likely to face
greater barriers In accessing distance fearning
ot rejoining classes once they are available,
and face increased risk of dropping tut of '
aducation during distuptions to learning

Ensure distance learning is accessible 1o,
and inclusive of, studants with disabilities.

Educaiion aciors nead 1o take measures 10

snsure continuity of learning far students with

disabllities and return 10 schol programmes,
This may include praviding sp geralized
equipment to suppert their learning, including
assistive technciody and devices. and

support 1o caregiver s/pargnts of children vith
dizatiihlies. UNICEF has prodluced 3 guidonce
note fer stalf and parimers-on supparling he
learning of children 0 areas of schoul closures.
which includes guidance an making learning
apgessible 19 children with disabilities "

Address impacts that go boyond learning. For
many children with disabilities, geer relations;
sacial perception and social compelence are
significant 2spects of their Individual Education
Plans: all of which afe challengad in the comext

of schadl closures. Sehool clesings can slso
will

mean that many children with disabilities
nol CLess cnmnlement:-ry'slem:es,“ such
3 food and medical chenk-ups, of refarial
mechanisms for abuse and neglect,

Ensure that retum to schpol programmes
are inclusive. Education actarz need to

ure that return 1o school programmes are

2ns
prsons with

inclusive of childten and youngp
disabilitins, in recognition of the increase

gneninglachievement gop. This may

in the |
glesnted

include dovelopment of pla ns faf oce

egucatian, remedial, and calch -up pro grommes.




(N TION OF AND

WHEY isE TO VIOLENCE
p‘{i:sp —

';s grie with gisabllities often face incidents of
oe in siiuations of isolation, with women
and gl with disabilities at even Nigher rigk
Reparting and 3GCEss tn dumeslic viplenca
carvices and assistance are particularly
challenging. 03 Ihese are commonly not nclusive
of notaccesslbie to persons with disabilities,

w',ﬂ‘frl

Ensure inclusive and accessible vietim
assistance serviees, Il ig Imporiant ro ensure
i1l repotling meghamsms and decessio
Jicuim assistance services are aocessiblato
petsong with disabllities.* Belng proactive and
ifnovative in outreach 1o those who are [solated,
including through voluntaty netwarks, s
proven (o be 2 key meanure, a3 well ag ensuting
that gnline counseling sndother tec hnolagy-
based soluliong are accessible and respand

in the diversity of people with disabtlities

gihen awareness raising and knowledge

Stren
mymyrlies

Building capacly of services and g0
1o prevent disability-related yiolence is kay, 88

lg pramoting awargness-taiging aboul viglenge

apaifsl parsuns with dgisabllines, partipulatly

irgrnen and girls For gyammple, UN Wamen
‘Fapua New Guiea s wenrking with pannes

io ihlegrate COVInT9 aspecis o I

quality and standards for counselling and case
mansgament Seices that will particutarky target

women with disabilities Women with disatillt]es

al'e heing gupported o fun campaigns on

ending violence BgHINSEE WEm N @ pandemn

ol gl PEFEER 1Y b W) P

Mt a i [ L

i ] 0 et oo Rz g o Ean

W

HMUMANITARIAN CONTEXTS

Pargang with digsatuliies in humanitanan and
disaster contexts fage specific and herghtened
challengas in the COVID-19 outbresl Barmiers 1o
implamenting Basic hygens measures: ‘physical
dstancing hmitations in high-density sites,
beirriers to'accessing haalth gare on the basis
of both dizability and legal status, which may
determine and restrict their access 0 health tate
“and other setvices ¥ The Inter-Agency Standing
Commiltes (IASC) Guidelines an Inslusian
of Perstns with Disabilities m Humanitarian
Aglion provite detailed sectors! Information far
stakeholders working in humanitasian coniexts ¥

Ensure disabilitysinclusive humanitarian
acsistance and disaster response. National
and Il coordinalion meckunisms, 4% well
a< Pregatedness and Rusponse Plans need
10 be disability-inalisive In particular, 115
important 1o ensure that Humanitatian Respa
Plans factor in responses targeted 10 wards
perephs wilh disabilites, (neluding in WASH,
healih, and food and nutrition, with adequate
rezouteing, monforing antd ad|ustmenl, 85
required. Concrete adaptions in humanitarian
assistancecould mclude, for éxample. frmpraving
accessibility of WASH faclliles: distnbution of
additional or disabilty-spenific iyglent tems
antl kupplies, targeled shelter assistance

far atrisk individuals to dllow for physical
distancing; in-kind pravision of goods. cash and
voucher assistance, ond ditect setviqe pravision,
and providing altemative arcangemonts

ot foud and non-fopd tems distribution 1o
househalds of petsons with disabillties.

3]
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5 De!ivering on the SpPGs — 7
puilding Back Better

'_,.__-_-_-l

everything we do during and after the

= . 2. Priotitize persons v ilities i
COVID-19 erisis must have a strong focus on the soci .p - i-djs'abﬂms )
N ———— . C-economic response: Nalional
' ve and sustainable and sub-national r
economies and societies that are more . k PR
i assum i
onl ot b e s 1 S 265168 o T ‘ pf onsneed o be critically reviewad
_ to identify gaps that disproportionately
many other global challenges we fage. i '
| impact persans with disabilities and
S - toke inla-account the cast of ynder
Countries’ immediate efforts towards social SesstimpnlSrdisdbolityiind R
- : B
and economic recovery will be crucial lor =
progress towards the Sustainable Development 3.. Track Inclusion and empowerment of
Goals (SDGs). including addressing inequalities persons with disabilities in national
and ensuring thal nio one Is left behing®?. response and recovery plans: A lang-term
inclusive response peads to be clasely
While building back better®? itis critical that tied 1o inclusive navanal development
persons with disabilities are part and parcel planning and financing processes
of the response which couniries, often with Disability inclusion should be-a requiram=n:
the suppart of the UN, are preparing. These in all COVID-9 actions and syslems
responses, il well designed, can address to allow racking and accountability
ihe sxclusion and discrimination laced by {e.q. DECD DAC cisabibity motker) *

persons with disabilities, thys greating more

ities and systems 4. Improve health outcomes for persons
resilient communities @

with disabilitles; This entails buillding
accessible health systems, nights-based
rajning of health personnel and enai! ing
umversal health coverage 1of persans with

To bulld equal, inclusive and resilient
cammunilies 115 important o

1. Maeaningfully engage persons with ¢ s comersione for 47
disabifities at all stages of the response: . e d BDIG R e
s he determinants of healih
whan supporting loca T,
governments, UN gntities, international (o setsoni vah drabikiesis et
i falions
rg and civil sociely ofgant | |

"““: (o pramote. fund and monifor the 5. Build sustainable and disability:
nee 0 LE | |

. i ' rofection syslems:
inclusion of persens with disabilities in Inclusive soclal pro ¥

ign and implemeniatlon Universal disability allawances acioss

s lagjes of de3 the lile cycle addressmg disabiliy-retated

of the relevant Measures

.- [ i L
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1 should b designed so.that

ra : _
;#s e rompatible with employment
and ,mgr_suciul assistance schemes

auming At basicincame secutity.

Address the specific situation of wotkets
with disabilities in all sectors: Stimulus

packages, including those that will promate
\raining and jobs in the transition 1o a green
ecanomy should explicilly include peisoits

with disabilaies in general, 35 well 35 WomEn

and youth with disabiitres in particular,

Investin community-based solutions

now; Particular atiention needs 1o be:
given ta persons with digabllities lving i
residential institutions and funds should be
used fo injliate, scceleralt and complets
dainstitutionatization siratogies and
{ransition 1o cOMM uni:rhnse_{l_su!ullqns;
Thig/Ingludes investing and developing
support services and implementing
inclusive services al tocal level, such ak
education and prmary health cate, including
rehabiliiation, as cOMers tones for achievng
{hie SDG targets (or persons with disabilities.

Initiate multi-stakeholder diatague and

ahoration IntErEet toral linkageis

cofl
the multy dimensional

requited to address
nature of disabily antl the inter-
segtoral respanse that s necessaty
aringing 10gother ull stakeholders=
govemment, e entities, pnvale sectol,
ofganiehimns of persons with dissbihlies
ind broader civil ggrioty=in the gesign.
implementation and monitoring of the
{ongterm rebuilding phan wll b critical

POLICY BRITE A DISARILITY LY

SV RESPONSE TO COVID 1Y 1
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6. conclusion

'f

covin19 hes crealed 2 humar crisis of
unprenedamed scale, which

mpacting one nillion pegpie W

This requires an unprecede nted response—an

axtragrdinary scale-up of su

eommitment—1o ensure that peo

disabilities Haye 8t gesstog

10

inclyding 1
i

A digability inclusive covip-

racavary will b
provid
gyslem s capable o
HHUalons, peaching e
{1 will pave the way feir a bet
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IN THE SUPREME COURT OF INDIA

CIVIL ORIGINAL JURISDICTION

Suo Motu Writ Petition {Civil) No.3 of 2021

IN RE: DISTRIBUTION OF ESSENTIAL SUPPLIES AND SERVICES
DURING PANDEMIC.




W3

ORDER

This order has been divided into (he following seclions (o facilitate analysis:

A Introduclion
B Outline of the Disaster Management Act

C Medical Infrastructure
C.4 Submissions in UOI's Affidavits
C.2 National Policy for Admission in Hospitals

D Oxygen allocation and availablility

E Vaccines
EA1 Vaccine capacity and disbursal

E.2 Vaccine pricing

F Potentiality of Compulsory Licensing for vaccines and essential

drugs

G Supply of Essential Drugs
G.1 Submissions in the Central Government's Affidavits
G.2 Recommendations

G.3 Black Marketing

H Recommendations for augmenting healthcare workforce

| Epilogue
J Conclusion
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f A introduction

PART A

f 1 The genesis of Ihis suo mofu wiit pelition is in an order dated 22 April

2021. This Cour took note of the unprecedented humanitarian. crisis in the

country, following the oulbreak of the COVID-19 pandemic. Notices WEre issued

1o the Union of India’, the Governments of the States and Unian Territories’, and

1o several petilioners who were before the High Courts. The Court observed:

he Stale GovernmentsfUnion
to have appreached
farm orders be not

"the Union Governmenl,
Territories and the parties, who appearid

the High Courts o show cause why um
passed by this Courd in relztion 1o

a) Supply of oxygen,

b) Supply of essential drugs.

c) Mthod and mannes of vaccination; ant
d) Declamalion of lackdown”

The Court directed the Central Government o .

*1. Report on the existence o otharwise and requirement of
<eling up of -a coordinaling body Ihat would consider
allocation of the above r2sources in-a consullative manner
fwilh the involvement. of concemed States and  Union
Temiones),

2. Consider declaralion
equipment  including ke sbove afiicles A

commodities In relation lo CovID.
3. |n respect of coordinalion of fogistical support tar inter-Stale

and intra-Slala transportalion and dislribution of (he above
resgurces,”

of essenfial medicings and medical
= pgsential

2 The Courtalso had appointed an Amicus Curiae lo assist il. However, the

Amicus Curae was, on his request, relieved of his position on 23 April 2021,

Hearings in the maller were then conducted on 27 Apnl 2021, where the Court

appointed twa new Amici; Mr Jaideep Gupta and Ms Meenakshi Arora, leamned

Seniar Cotinsel, They will be assisted by Mr Kunal Chalterjee and Mr Mohit Ram,

] '
= YOl refured inlnrchmngoahly s *Conlral Goveramant”
Collbetively rolirred 3t "Slate Government”




/
/ e

s

PART A

/ mﬂm"d counsel and Advocate-on-Record. The Count began the heanng by

| qating that {he jurisdiction it assumed under Aricle 32

didd not automatically lead

{o the erosian of a High Court's jurisdiction under Afticle 226. Rather, the Courl

siressed on lhe imporlance of the jurisdiction under Arlicle 226, and how High

Courts may be beller equipped lo deal with issues

However. this Courl assumed jurisdiction over issues

which traverse bayond stale En_undar[as and affect the nation in is

4 The Courl noted thal il was in receipl of an
filed by the UOL Howaver, the Courl directed the UOI 1o
and |he respeclive governments of the StatesfUnion

affidavils on four issues. The relevant extracl of the orde

within Iheir own Stales.
in relalion (o coviD-19

etirely.

affidavil dated 23 April 2021

file an additional affidavil
Termitories 1o file fresh

r reads Lhus:

(i) Supply of oxygen - The Couft should be applised by the.

Union of India on

{aj The projected demand for oxygen in the coul
presant painl of tme and in the foresesable future;

{b) The steps taken and praposed lo augment the
of oxygen, meefing both lhe cumenl and

r&ﬁutremenls;
(¢} The maniloring mechanizm Tor ensuring (he

niry at the

availability
projected

supply of.

oxygen, paricularly to critiealy affected States and Union

Torrilaries as well as \he olher areas,

{¢) The hasis an which allocation of oxygen i5 being mate

from the cenlral pool; and

{e} The melthodology atopled for ensuring hal he
requirements of the Stalas are communicated to the Central

Governmenl on a dally basis s0 as ta ensur

g lhat the

availabliity of exygen is commensurale with the nead of each

S(ale ar, a5 Ihe case may be, Union Terrilary.

(i) Enhancemenl ol entical medical infrastucture, including
the avallatility of beds, Covid treatmant cenifes with duly
equipped medical persoonel on the basis af tha projecied

mquirement of heallhcare professianals and

anlicipated

requiremanits. The Unian government will consider framing 8
policy specifying (he standards and norms |o be observed far
admilling patents to hospilals and covid cenlres and e

modalities lor admission;




|l
rL]‘j PART A

(iii) The sleps taken lo ensure due availabiily of essenlial
/N drugs. including Remdasivie and Favipitavir among olher

presoribed drugs and e mindalities which have baen sel up
lor conlolling prices of essential drugs, lor preventing
hoarding and for ensuing proper communicalion of Ihe
requirements al the feval of each District by Ihe Disttic healih
autherilies or Collagtars to the Healih Depattments of the
Slales and therealier by Wie states to the Unian Ministry of
Healih and Famlly Wallare 50 ihat the projected requiremanls
arp duly met and effectively monitored an @ dally basis.

{iv) Vacemalion

{a) Presently Iwo vaccinalions
tha counry, namely, Covishietd and Covaxin;
{b) As of dale, the vaccination programma has exfended to all
cilizens of the age of 45 years and shove;
(c) From | May 2021, |he vaccinabion programmig is 1o be
openad up also lo persons hatween (ha 2g¢ groups ol 1810
45, in addition fo the exishng aje grolp calegaeas, The Unlon
of India <hall clanly (1) \ne projetied requirement of vaceines
as & rasull of the enhancement of coverage, (ify the modalitias
proposed for ensuring 1hal the daficit 10 the availatlity of
vapeities is met. (i} slaps proposed (ot anhancement @l
varcing availabilily by sourging siocks frem within and oulside
Ihe country; (iv) modalibes for administering the vaccines ‘o
meet the requiremants al hase in {he oldsr age group (lorty
fivo and above] wha have already receved the first dase; {v)
modalities fixed o administering the vaccine o meel the
addilipnal demand af the 18:45 population; (vi) haw the
suppies af vaccines wil be allorated batween various stales it
each atats is 1o negoliale willi vacong producars; and {wit)
steps taken and proposed for ansuring the procprament of
sther vaccings apart from Cavighield and Covaxin and (he
tirme frame for Implemnantalion, and

(d) The:basis and rationala witch has baen adopled by the
Unlon government in regard to the pricing of vaccines, The
govemmant shall explam e rationale for dilfetantial pricing in
regard lo vaccines sourced by the Union govermiment on oneé
hand and (he states on the ather hand when bolh sources

lead to the distibution of vacaings loy citizens "

have been made avaitable in

4 This Court then received an additional affidavil dated 29 April 2021 from
(he UQI, and fresh affidavits by the various States/UTs addressing the lour issues
mentianed in its order daled 27 April 2021. In the hearing conducted on 30 April

2021, this Courl heard submissions by Mr Tushar Mehta, learned Solicitor

[X4]
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onerd! of India, who was appearing on behall of lhe Central Govarmnment,
5euarﬂl'°|h5r counsels have made brial inlerjections, including Mr Vikas Singh,
seniof Counsel and President of Ihe Supreme Court Bar Associalion. This Court

gisa heard a presentalion on oxygen supply in India by Ms Sumita Dawra,

Addilional Secretary, Deparimenl of Pramotion of Industry and International

Trade. Ministry of Commerce and Induslry. As such, unless spacified olhenvise,

the direclions and Uhsaw'atfun§ in the present arder are limited to the Lol
3 During the course of the hearing, (his Court directed that Ihe individual

Siates/UTs shall be given an opportunily lo disciss lheir affidavits at a laler

heanng. Further, Ihe Coutl also direeted the leamed Amici 10 prepare 2 labular

compiiation In relation to:all the Interlocutory Applications which have been filed

in this petiion. On the basis of Ihe issues raised, they shall also be eonsidered in

a later hearing, Before delving inlo 3 substantive discussian, we would like 1o

clarify that the jurisdiction exercised in this matter is merely to lacillale 2 dialogue

al refevant stakeholders, (he YOI, fhe States and his Gourl, In light of the

pressing humanilarian crisis, and not with a view to usurp the tole of lhe
execulive and the legistalure. This bounded-deliberative approach’ is exercised
eq thal the UQ) and Stales can justify the rationale behind their policy approach
which must be bound by the human righls framework which presently implicales

the right 1o life under Article 21 and right fo equalily under Article 14 of the

Constitulion,

i
Sanitea Dredman, “Addiadication ag Adcointatilty A fraitpnratve Appeonch” moFhicholas Bainfeth ams Patid
G aryhorel (eets ) Arconpitadelify ot Cotifampedity Coeaninamn (Eabend Loty Pigsy H1100
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yil

outline of the Disaster Management Act

6
5005, The DMA provides for the effeclive

connected or incidental to such disasters. covi

disaster under Section 2(d)® of the DMA

invoked for the first fime to deal wilh (he present pandemic. Und

of the DMA, the National Disaster Manage

24 March 2020 directing the Minislries,

\ake effeclive measures 1o preven! the spread o
Ministry of Home Affairs as the Chairperso

Thereafter, the Home Segrelary,
the National Execulive

order dated 24 March 2020 jssued g

account of COoVID-18.

7 Section 2(e) defines disaslar mana

process of planning,

relation (o the

"disn
(e)"disaster manage
procass o planning,

men|” means d

implemenling measures’ which are

for=

(i) prevention of danger ot lheeat
(il mitigation o reduction of risk of
or chnsequences;

(lily capacity-building,

:' "ﬂ'M“‘
=2, (d} "digaslor” mmang B catmsitopng, s, calamil

ar manJmada ciusn s, or by neckinhl & noghnenen which
danrmtgn b, and destructing al, praguiny, or dimgn o, ere

mmagiyiude o 1o e boysod (W comig rapngiy o |t eamimi

*NDMA®
7

Committae, which assisls the ND

uidelines for the inilial 21 days' lockdown on

organizing, coordinaling and implementing meas

organizing,

y ot
resuiln

The Disaster Management Acl, 2006 came inta sffect on 26 December

managemeni of disaslers and matters

0-19 falls under (he definition of 2

and the provisions of the DMA Were

er Section B(2)(i)

ment Authority” issued an order dated

ual, Slale/UTs and their aulhorilies lo

{ COVID-19 In the couniry.

noof

MA in ils functions, in an

gaemenl a5 a comlinuous and integrated

uras In

disasler. Sectian 2(e) provides:

canlinuous and integrated
coordinating  and
necessary or expedient

of any disastar,

any tisastror lis' seventy

VD DECUFIUNCEE IN Y AFED. anTing trovm vl
I subatantiol inss of fio o burman silfining of

(g raddatin of, ermdranimem; B s of sueh o noture of
il ke alticivd proo”
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Y

(iv) pregaredness ta deal wilh any disaster,

{v) prompl tesponse 1o any threatening g:saster stuation ©F

disaster,

(v) assessing the severity or magnitude of effegls al any

disaster,
{m‘!) avacuation, rescue and relel;
(viii) rehabilitation and reconsbucbien;..”

Seclion 2(n) of DMA defines a *National Plan™ as the

managemenl for th

of the DMA constitutes the NDMA with the Prime: Ministe

officio. Section 6 lisls down the powers and

Seclion 6(2)(b), NOMA has (he power 10 apprave

the DMA provides the

National Plan in the following lerms.

=11, National Flan
(1) There shall be drawn U
ar the whote af the counliry 10 be called
(2) The
Executive Commitiee having re
in cansultation with the State Gov
ar organisations in 1
approved by the Natignal Authonty.
{3) The National Plan shall include-
{a) me
disaslers,
(b) measutes o
millgation measures in
(c) meas
capacity building to
threatening
(d) roles and responsi
Dapariments af Lhe
measutes specified in
(4) Thi Nalion
(5) Appropriale provi
Govermmaent for finan
under the Nalianal Plan,
{6) Coples of the National =
and (4) shall be made
Depariments of the Goverfimen

8

e whole counlry prepared under Section 110f

pmcedure for drawing up

National Plan chall be prepared by
gard ta the National Policy and

amimenls and expen bodies
he Mk of disaster manags

asures to be laken lorf the @
or e miligation ol their eflects;
be laken for
\hie development plans:
ures to be laken lar
effactively tespond 1o any
disasier sikiations of drsaslen

hilities of different Minigtries of
Govemment of India in respact of
clauses {a). (b] and (c),

al Plan shall be reviewed and updated annually,
sions -shall be made
ging Ilie mMEasUres 1o be ca

plan for disaster
OMA. Seclion 3
r-as the Chairperson. ex
funclions of the NDOMA, Under

{he National Pian Section 11 of

and implementation of the

p a plan for disasier manageman!
the Natonal Plan

the Nationa!
ment to be

revention ol
the Inlegration of

pleparedness and

by the Ceniral
rried oul

an referred to in sub-getlions (2)
avallable o Ihe Minlsines of
1 of Indin and such nMinisines
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/ or Depariments shall draw up their own plans in accordance

/ with the Nalional Plan”

8

mitigation, preparedness and roles and responsibilities of di

A National Plan includes, inler alia, measures for disasier prevention,

flerent Ministries in

terms of Section 11(3) of DMA, A Nalional Plan for the entife country Was

prepared in the year 2016 and was revisad and noti

Nalional Plan, 2019 provides a framework 1o (he Gavernm

wilh differenl aspecls of disas

provides

‘dynamic document’. The execul

caplure

* Tha National Digasler
a framewurk and direction t

phases ol disasier managemant
I" in the sense thal it will be perindically

ih {he emering global best praclices

*dynamic documen
improved keeping up wi
and knowledge base

atcordance with the pro
guidance given in the Malion
Management (NPOM) 2008, and

practices...”

9 secllon 12 of the DMA em

the minimum standard of relief 1o be provid
uidelines stipulating minimum standards of relief for providing

NDMA can create g
ex gralia assistance on

livalihood in terms of Seclion 12

that the National Flan is to be revised and updated

fied In November, 2018. The

enl agencies 10 deal

ter management, Seclion 11(4) of the DMA

annually making it 8

ve summary of the Natianal Plan succinelly

5 fts purpose and conlours in the below extrack:

Managemenl Plan (NOMP) provides
o ihe govemmenl agencies for all
eycle. The MNOMP is &

i disaster management. | 15 im
wsians of the DM Agl, 2005, the
al Palicy aon Disaster
ihe established national

powers the NDMA to recommend guidelines for

ed lo persons affected by disaster.

account of loss of life and restoration of means of

(iii) of DMA. In light of the human suffering and

loss of livelihood that has accompanied Ihis pandemic, NDMA may consider

laying down minimum slandards

of relief in this regard. We clarify that (his is nol
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on of this Courl, however a suggestion [hat can be lnoked into by the

g direct
~ NOMA. Under Section 12(iv) of the DMA, the NDMA has beén given wide powiers

1o provide quidelines for any such relief thal may be necessary.

10 In addition lo the above provisians, Section 35 of the DMA empowers the

Central Government to take measures which il deems lo be necessary of

expedient for the purpose of disasler managemenl. Sectien 45(2)(a) provitles lor

coordinalion of actions belween lhe Cenlral Governmenl and Stale Goviernmenls

and their respective authorities in relation 10 disaster managemenl. Section

35(2)(e) obliges lhe Cenlral Government 1o assisl and cooperale with the Slale

Governments as requesled by themor olherwise deemed appropnale by il.

11  Seclion 36 of DMA provides for lhe responsibilities that have lo be

undertaken by lhe Ministries of Depariments of the Central Government. While

Section 36(h) empowers the Central Government to lake any actions thal it may

consider necessary for disasler managemenl, Section 36(d) specifically enables

it lo review ils policies with a2 view to incorporate provisions necessary for

prevention of disaster, miligalion or preparedness. Under Seclion 36(0), it is the

responsibility of every Ministry or Depariment of Central Governmenl to provide

aasistance lo the Stale Governments for (i) drawing up miligation, preparedness

‘and response plans, capacily-building, data collection and identificalion and

training of personnel in relation o disaster management; (iii) carrying oul rescug

and reliel operations in the affected area; (ili) assessing the damage from any
disasler; and (i) carrying oul rehabilitation and reconstruclion, Seclion 35(g)
provides thal Ihe Central Government is responsible for making available. its

resnurces to the National Executive Commillee or a Stale Execulive Commiltes

10
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prihe purposes of, inter-alfa, transporting personnel and relief goods ta and from

he sffected area.

12 The provisions of Seclions 35 and 36 of the DMA thal have been

giscussed above have been enacled in the spiri of cooperalive federaism in

order to ensure thal Cenlral Governmenl can assist -and enable the State

Governments to effeclively lackie (he disaster in quaslion.

13 The learned Solicitor General has submilled that [he Cenlral Government

is operating under the broad framework of the National Pian and lhe plan is

rce. The plan specifically deals with “Biological and Public Health

already in [0
atas have their own Disaster Managemeant

Emergencies’. Furlher, differant S

| has been submilted that the Mational Pla

s or epecific directions for the day to day

Plans in place. | n does nol and cannol

contain step by step instruction

management of the pandemic by the Governmenl agencies. Such aspecls are

kept open for execulive decision, in view of the dynamic nature of the disaster in
is a novel virus, Ihe knowledge in relation lo

question. Further. since COVID-18

such a virus is contemporaneous in nalure and is subject lo conslant

A three Judge bengh of this Cour in its judgement in Centre for

had noted that Ihere was no need

developmenl.
Public Interest Litigation vs Union of India’

1o develop a fresh National Plan under Section 11 for COVID-19 since a National

Plan was already in place, which was being supplemented by various orders and

measlres taken by competent authorities under DMA. Justice Ashok Bhushan,

speaking for this Court, ohserved that:

f 2040 SCG OnLine ST 657
11
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"
.40, The Disaster Managemen! Acl, 2005 conlain ple
powers and measures, which could be taken by the Natiopal
Disaster Management  Authorily, Nalional ~ Execulive
Commillee and Cenlral Governmenl lo prepare further plans,
guidglines and Standard Operaling Procedure (SOPs), which
in respect lo COVID-19 had been done from lime Io lime.
Gontainmen! Plan for Novel Coranavirus, 7019 had been
issued by Ministry of Health and Family Wellare, Governmenl
of India. Thete were no lack of guidelines, S0OPs and Plan 10
contain COVID-19, by Nodal Ministry had been brought on
record Issued by Ministry of Health and Family Wellare.,

Governmenl of India, i€, Updaled Contaiment Plan I'n_r
Large Qutbreaks Navel Coronavirus Disease, 2019 {COVID-

19)" .

14  Therefore, the National Plan, 2019 can be suppiemented-by he Issuance

sidelines to lackle any aspect of disaster management including

of additional g
access to essential drugs and vaccines in

he issue of admission to hospitals and

respecl of coviD-149.

C  Medical Infrastructure
C.4 Submissions in UOI's Affidavits

55 In relation to the broad issue of medical infrastructure, the Central

Government begins its affidavil daled 23 April 2021 and addiliona! affidavil daled

29 April 2021 by destribing its ‘three-tier setup’ of Covid Care Centers”,

Dadicated COVID Health Centers® and Dedicated COVID Hospitals' which was

recommended lo Ihe States for lackling the COVID-19 pandemic, for which the

Uol also provided funds under an emergency response package frem \he

National Health Mission and State Disaster Response Fund.

12
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The pn!SP--!‘ll status of these (0 (1) 2,084 DCH (of which 1O siee uncdor tho

e
| Government and the rest 1,995 with State Governments), (1) 4,040

HG; and (i) 12.673 CCC. Cunilatively, they have 18,52,265 beds I total, oul

which 4.68,974 bads are In DCH. It was also nolod thin Contral Govornment

hospitals have also been converted into DCH,

17 Further, terhary care hospitals  under ESIC,
paramilitary forces, Steel Ministry, o al, are also be
management. Even as many as 3816 rallways conghes spronsl ave
zones have been converled into CCC.

field hospilals with capacities ranging from 1,00

18 It was noted thal through coordination botwoen C
State Govemments, isolation beds (withAvithou

around 15.7 lakhs, as compa

ICU beds were increased lo mare thar 85,000, os compare

first lockdown, Similar upgrades were

Defonesy,  Rollwiys,
ing lovoraged lor case
p 16 rolbway

Finally, the DROO hos also sot up larga

0 to 10,000 wolation hewds.

antrad Govarnmaoint T

| oxygen) warne ineransod 10

red to 10,180 bLoforo the firsl lackdown; similarly,

d 1o 2,168 boloro the

provided o nocossarty equipmoent such ns

Venlitators, NB5 masks and PPES.

19 The affidavil provides the following dotails of the oflorts taken by UOI 1o

create projections for each State, and how it was communicated to thom.

U]

It has developed an IT modula for projoctions of expaclod casos basad on
ongoing caseload, so as o alerl States and districts 10 be propared in
advance. The projections by the Cenlral Gaverimoent woro rogulanly

shared in wriling with the States, along wilh reporls contnining omargoncy
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plans THiS tool was also made avadable 1o States. o map ther own
projections al the State level,

pelails of lhe meatings conducted by the Pnme Mnsster, the Meruster ©f
Heallh and Family Welfare, the Cabinat Secretary, the Secrefary (H) @<
the DGHS were prowded, and

Delails of latters (which seem o have been senlon @ menthly basis) sent
by the Central Governmen! lo tho Stale Governments ind<ate that they
informed the State Governments of the projected caszes for the comng

month, along with the numbor ol Oxygen Supported Beds. o) Bads and

of Ventilators thal will be required lo mM3nage the projecied SS€5

Thereby, the Stale Governments which wore found lacking in thew

numbers were directed 1o ramp up their facilibes,

In relation to the preparedness for the second wave of the coviD-19

pandemic, he affidavils state that:

(M

(i)

After the first wave, ihe Central Government has been consistently wnting

o the Siale Governments from 4 December 2020 with numbers af

projectad cases, along with lhe directions requiring them lo amange the

necessary infrastruclure which will be needed;

Stale Govemmenls were requested by the UQI lo formulaie 2

comprehensive plan in relation 1ot

(a) Bed capacilies, ICU beds, further identification of additional hospitals,
praparaﬁnn- of field hospital facilites, ensunng sufficient oxygen

supported beds and oxygen supplies:

4
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td

o) peployment of requisite HR training and mentoring of docters and
nurses for management of patients, strengthen ambulance services and
centralized call center-based services for allocalion of beds,

(c) Suitable initiatives for (among other things) achieving and maintaining
adequale level of testing, surveillance and risk communication for
promoting wearing of masks. physical distancing. hand hygiene:

(@) Sufficient referal linkages for districts with deficit infrastruclure through
deployment of addiiional ambulances. Wherever necessary; and

(i) On 20 April 2021, the Ministry of Health and Family welfare'" wrole to the

State Governments with their projections and reminded them also of the

funding avenues being made qvailable to all States under NHM funding,

stale Disaster Response Fund, and other initialives.

21 The affidavils also note that the Central Government had developed a live

portal with all the Slates and districts wheare they were asked to feed in their data

of cases and delails such as people under home isolation, on isolation beds (with

of without oxyaen) and on ICU beds, Eurther, the Slale Governments were also

directed 1O feed in details of the coviD dedicated health care infrastructure

erealed by them, besides the details of coptainment zones SO specified by them.

However, the Central Government has aiteged {hal States and districts did not

upload their dala regularly enough. Additionally, there was alsa a ‘Facility App’

which could be used by Covid Heallh facifilies ta monitor their patients as well as

the availability of logistics with their health facility. However, 1he Central

e PW
15
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ﬂmmenl alleges lhat Stales, districts and facilities did riol use this Facility

c? National Policy for Admission in Hospitals

7z  Ithas been submilled by Ihe Cenlral Government that heallh being 2 state

cubject, the medical infrastructure is largely created and maintained by Ihe

respeclive Siale Governmenls. Since we are yel lo hear from lhe Slate

Governments, we shall not be issuing any directions of making camprehensiwz

observations in relation to this issue,

| Gnvcrnmcnt

93  However, based on the affidavils submilted by the Cenltra

and the hearings which followed, we have come (o understand that {here is NO

national policy on how admissions must take place in the various tiers of

cC, DCHC and DCH). Gaining ad
s being faced by mos! individuals during this second

hospitals (C mission into @ hospital wilh a bedis

one of the biggest challenge

wave of the covID-19 pandemic. Lefl lo their own devices, citizens have had lo

suffer immeasurable hardship. Different states and local authorities follow their

own protocols. Differing tandards for admission in differant hospitals across the

nation leads lo chaos and uncertainty. The situation cannot brook any delay.

Accordingly, we direcl \he Central Government to frame a policy in this regard, In

axarcise of ils slatulory powers under the DMA, which will be followed nationally.

The presence of such a policy shall ensure thal no one in need is wmed away

fram a hospital, due to no faull of their own. Such a policy should, inter alia.

address the lallowing issues in relalion lo admission.

16
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ﬁeqUifﬂmﬂ“l of a posilive les! for COVID-19 virug, which miay Beoormns

1
Ll
L]
> difficult for many mdividuais since lesting facilitios aro ayerwhulimed. (oo

rasulls are taking inordinately long time and the new sirain al the COAn-

19 vitus is somelimes nol even picked up by a reqular RT-PCR lust

() ~Some patients are being refused service basad on arbitrary fACG For

example, the hospilals in Ahmedabad were initially refising o take il

patients who did not arrive in the government-run *108° ambulances. Vitik

this rule has now been removed, afller objections were noted by the

Gujaral High Court during hearings in 8 suo molt public interas! Imgahnn"‘

we note that such rules cannot be allowed to'crop Up in olher places,

(i) Some reparts have also heen brought (o our attention 1hat haspitals are

refusing to admil individuals who cannol produce 2 valid 1D card which

shows Ihat they belong (o ihe city where the hospital is joeated. Given how
coVID-1%2

gversirelched our hospitals are during the second wave of the

pandemic, i1 15 enlirely plausible that individuals may travel lo other cilies in

s may nol be avajlable in their city. The rural kealth

desperation, since bed

infrastructure s seriously deficient, Hence, no hospital should be allowed

1o dany them entry solely based on this reason of any olher issues with
identity proofs;

(iv) A related issue is when indwiduals often gel their famity member admilled

in a hospilal in one city, bul have lo travel lo anolher city to look for oxygen

or essential drugs and are denied thelr uge bocause they are o be toughtl

“ g un Moifu v State of Gujpeal HANGE Folitinn [P0 e 53 QT 207
13
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for 8N individual admitted in a different cily. As was frue for the above such

wle, this is also unacceptable and should not De allowed:

Admissions to hospital musl be based on need. The Central Government,

in consultation with Ihe respeclive Stale Governments, must formulate
guidelines on the slage al which hospitalization is required so as 10 ensure
s who do nol need

that scarce hospital beds are nol occupied by person

e based on the advice of medical

hospitalization, This aspect should b
ds of each Siate (of

n be suitably altered given he nee

experts and ca
the course of the axperiences

regions within the State) and in gained

during the pandemic; and
Unton Terilories, and all public

issued to all States,
forthwith. The

Diractions are hereby
agencies, lo ensure {hal the ahove orders are implementeﬂ
and Union Territory govarnments chall jssue necessary

GCentral, Slale
ting the above directions, within three days.

orders and circulars, Incorpora

which shall be in force Hll replaced by an appropriate uniform  pelicy,

devised by the cenlral government, statulorlly.

18
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(i)

-Slales;

(iv)

PARTD

ru"jD

oxyaen allocation and availability

The Central Government has argued the following:

daled 11 Septembar 2020, the Minisiry of Home Affairs", in

By ils order
(h) of the DMA had constiluted

axercise of its powers under Section 10(2)

an Empowered Group-ll as.an intnr-ministerial body 1@ ansure availability of

essential medical equipment and oxygen managemenlk,

critical to treatment of COVID alfected patienis. The

Medical oxygen is
s used for supply for industnal and

enlire available capacity ol oxygen i

ch is in the form of Liguid Medical Oxygen ', The major

medical use. whi
plants 1N the

suppliers for both industrial and medical axygen arc steel

public and private seclors, and private enlities]
y In India. While some States May he oxygen

Oxygen is no! produced avenl
jasthan and Jharkhand; other

ates such as Maharashtra, Ra
Goa and Madhya Pradesh,

oxygen fram oxygen producing

producing St
da not have

States/UTs such as pelhi,

produclion capacily and rely on supply of

For an estimation af the required oxygen supply, an Empowered Group I
gorized patients into three calegories.

was conslituted which cale
5 which are mild and do not

« Class | comprising of 80% of the case

require oxygen,

iy 1‘“#‘
L] .Lmﬂ'

1a
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class Il comprising of 17% cases which are moderate and can be

managed on non-ICU beds and 50% of these may require Oxygen

@10L/min; and

p severe [CU tases

. Class lll comprising of 3% of cases which ar

requiring approximately 24L/min oxygen.

On the basis of the calegarization provided by Empowered Group |, oxygen

requirement of different States on the basis of aclive Cases is being

und 8462 MT. Based on the wrend of aclive cases.

calculated which is are
gach Stale, which implies,

the

the “doubling rate of cases” is calculated for

ch COVID cases are likely to double. The number of
sis of the doubling rate and

anged daily on the basis

number of days in whi
oxygen

active cases are projected on the ba

requirement is calculated. These projections gel ch

of real lime change:
ure supply of oxygen to all States, 2 mapping exercise of the

In order o ens
e demand of medical oxygen 10

sources of supplies with th the crtically
es was undertaken joinlly by th

MoHFW, Ministry of Steel, Pel

e Department of Promation of

afiected Stal
roleumn and

Indusiry and Internal Trade,

Explosives Safely Organisation, oxygen manufacturers elc. During the
course of the mapping exercise, Stales were requested o indicate their

for requirement of medical oxygen based on expected aclive

projeclions
case load. These projections were 10 be given as on 20 April, 25 April, and

30 April 2021. The following was the forecast provided by the major States:

20
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5. | Gute Forecast for requirement for medical
No. _oxygen (MT) a8 23
1 Maharashtra Apr-20 | Apr25 Apr30
= . 1500 | 1750 2000 |
2 [Utar | 0| 60 55|
1Pmd:sh Jl
3 | Chhattisgarh 215 295 ——"382 |
4 |Komataka | 300 ——t—ms | 111 |
S5 |[Kemnla a9 ) r_T?r
e ipem | 300 a5 | 445 |
i_ Tamil Nudu 200 - 320 | 465
8 |Mndhya 445 65 | 100
Prodesh '
—5 TRajsthan | e[ i2s | =
o [Gujprnt | ——o00 | 1059 | 1200
77 |Hanana ~ 180 tso | 189
TW&F_thﬁ g2 | 52
— TaTAl | 4880 se19 | 6593

dicative mapping framework was drawn

these pmjec!ions;. an in
which provided (he

n order dated 15 April 2021,
was allocated and the

Based on

up and approved by 3

name of the supply point, the Slate 10 which supply

y lo be supplied. Subsequen

ped for medical oxygen, @ revis

lly, due to continuous changes in the

quantit
ed projection

number of cases and the n

was issued by Slales for 20 April 2021, which provided:

B —Farcoast for requiremeat for medical
B. State B for 20" April
Ko | Inftial Revised Remarks |
1 |Maharashtra | 1500 1500 =
—t
2 |Utar 4D0 BOO 100%
Pradesh increass
3 | Chhattisgarh 215 215 -
4 | Kamn taka r
= B a [ . — 300 | BE | LI

21



(viii) Following this, 3

(ix)

'é?}? o« PERT D

L ‘:7/;.
e SR pey )
n. HBlate Farecast for requirement for medicsl
TR . ln;’zf-"“ (MT) tor 20 April .
v, e Pevised | Remarks |
L l Krrnln B 1 &7 -——'—:—"'"_'
6 Lielhid 160 o — % |
A= . increase |
7 ;Tnmll Hudu l T ana a6 "]
B | Madlyn 445 435 | -
IPrandenh |
9 |Bojesthan | 25| "'T;-';-""“‘TEE-*"" |
RCTaES
10 | Gupsrm __f__ i uml}_______"_'_'lﬁ_oﬁ_—___-_-____‘
11 | Flnryaris ] 1B === 180 —
12 | Munjah 1 ﬁ?;_—m_-_-—_-‘rfg-_ﬂ———_—-_ﬂ
E] _‘ﬁelilmymn | <l '_3'1”5_5_‘_?#—-_; 1
—Taamm | T 400 -
Proufesh |
15 idttnrakbinnd - 75 =
TOTAL «a86 | —ssiv | '

revised supply plan for medical oxygen o 15 Siales for
¢ dated 18 April 2021. Certain

mand was issued by an orde
h, Uttarakhand and

meeting their de
<than, Punjab, Uttar Prades

Stales, such 3s Delhi, Raj2
|ssiies such 25

pite this allocation.

Madhya Pradesh, faced challenges des
incidents of local authorities n

(ransportation,
re reported. Due to this. allocation

4,22 April 2021,

ipgistical botllenecks in
supplies (o other slales we
nded by orders dated 21 April 202
| 2021. The MHA also issued

disrupling
orders were further ame
21, 25 April 2021 and 26 Apri
and 25 April 2021 under the

medical oxygen,

24 April 20

orders dated 22 April 2021
nsure uninterrupted movement of

DMA to direcl

Slales/UTslo €

The major principles on the basis
al projected requirement of LMOis

thin the State of closest 1o the

of which the amendments were made

allocated as far as

ware lo: (a) ensure

ble; (b) allocale sources located wi

possi
ments from States which have noll

Slate while balancing require ow internal

22
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(47)

-
457 PLET O

manufaﬂllmﬂg capacily, (¢) ensure foasible transpostion, fr)) enose:
minimum disruptions in rrisling supply chaing;

As an instance, ihe allocation summary for 28 April 2074 has been pEss

on record:
_—————'_-
) Qrree i et by
gl Ho,  Btate Production Cap aclty ’;:: of | iRl | Cppejesgectirs
on ﬂfﬂfﬂm’m te Allocetion patas s
- (7] (MT) b A S22 DT
T M e B . |
2 Goa Ko Bulk 1 " 122419
—-—__——‘-au_l-‘!.ﬁ.'el.i%fmﬂmﬂ_ IS A B .
3 Gujarat PAT.00 100H) 475 |
" Dadra & Ny Bulk = 20 A 2
Magar Havell Marufsesuring Par? .
5 | Kamateka 2500 0 | YR «51.0%
Madkya tin Bulk £33
6 | Padah Manulscsuring PRt “w L - T
? Dtk Na Bulk 470 A0 16190
- ManufarTuring Pant ) e ————
8 Hamyaza | 246 85 o 232 7R A
a ”“",' 22400 57 257 PR
H—IP_ __E:—"i‘L e Bull __.!_32_- — _I_.TE'._... 12530
i1 hardi | Janufsctuning Fant 20 40
12 | Tamilhadu | 254,00 w0 | 20 | A9, AE

Central Govemment procures and allocales the gquanlly of

After the
medical oxygen {0 each State, 1! is the State Government’s responsibility to

on to pick Up their allotted quantity from the supply

arrange yansportali

point]
g exercise has to be continuously updated

e fact that the mappin
s States. the Central

Given th
according o the need of the situation ac(0S

{ in an interactive M a “Virtual

Govemmenl! 2lso pu echanism called h

seniof officers ol AdditionallJoint

Central Control Room” consisting of
nd solutions (2 any problems \hal may arnse

Secretary rank to monitor and i

on 2 real ime hasis. We have been apprised thal the daily allpcation of the

23
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supPly of ozygen is sanclioned and uploaded on this vidual room, in which

(e Chiel Secrelaries of all States/UTs are members;

in addition to the management of supply and demand of medical oxygen,

the Cenlral Governmenl has also taken the folloving sleps 10 ensure

augmentation of supply in the counlry:

(a) Licenses to industrial gas manufacturers: By an order dated 7 April

India"® allowed licenses to be

2020, the Drug Conlroller General of

issued lo industrial gas manufaclurers for manufacturing medical

oxygen within 24 hours of reczipl of the application by DCGL:
(b) Enhanced production of LMO in steel plants and by private

reduce production of other

manufacturers: Steps have been taken 10

vired for manufacturing steel (such as

liquid producls which are req
and nitrogen) and enhance the capacity of liquid oxygen. This has
te enhancement of 293 MT. Addition

in its slorage tanks (2pprox.

argon
ally, the steel

resulted in immedia

sector has made available the liquid oxygen

T as on 21 April 2021). Supplies have incre
2021 to 2600 MT on 21 April 2021. Moreover,

16,000 ased from 1000 MT

in the first week of April
privale manufaclurers have also enhanced production of medical
oxygen,

(c) Restrictions on use of industrial oxygen: By an order dated 18 April

e MoHFW restricted industrial use of oxygen. Supply of oxygen

prohibited on 21 April 2021, excepl

2021, th

for all industrial use was completely

for certain industries such as ampoules and vials: pharmaceuticals;

"“peGr
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05

refineries; "
es; nuclear energy facililies; and oxygen cylinder

manufacturers. These have added 1000 MT of additional oxygen:

(d)Augmentation in availability of tankers: India has 1224 oxygen

\ankers (16732 MT capacily) and efforts are being made o increase this

capacity lo 2000 tankers through conversion of npilrogen and argon

ryogenic tankers;
e Swing Absorption®

nts estab'lished

tankers and import of 138 ¢

is a

ning of PSA plants: Pressur

al a local level. PSA pla

(e) Commissio

technology lo generate oxygen
ion of oxygen. MoHFW is

sufficiency in general
54 MT capacity}*

in hospitals enable self-
g 162 psA Planis (1

in the process of commissionin

stics have been furnished :

The following stati

Number of planls installed:
Number of plants lo be in
Number of plants to be insta

Number of plant
Number of PSA Plan

(under pianning]

ts for

(f) Import of medical oxygen:

50,000 MT of medical oxygen

have been recev
were called within 24 hours a

etc. Orders have heen plac

Cryogenic Equipment Ltd. for

P

1 psA’
As per the alfidan! dated 23
a1 N5 2021 and thereale increas

Aptil 2021, he U

ed. As an interim measu

s to the quantities they cou

_ Ol has siated Inat "a lurther
ing to 156 plonts- by 30.06.2021."

38

stalled by 30 April 2021 21

led by 31 May 2021 105

s lo be installed by 30 June 2021 L 51
500

districl headquarters

A global tender was floated 1O import

10 be supplied in g0 days and quotations

re, quotations from bidders

|d offer, prices

ed with 2 foreign suppliers, i€ SSB

200 MT and Gulf Industrial Gases Abu

105 plants will be installed by
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phabi for 1800 MT, Another ordor Is atso bolng placad wilh M/s Ullri-

pure Gases India for import of 500-1500 MT;

' (a) Augmentation of availability of cylindors: 1,02,400 oxygen cylindars

020 and distributed 1o Sinloes. Ordors

21 April 2021. The

were procured in April and May 2

for additional 1,27,000 cylinders were placed on
address (he additional demand

Central Governmenl proposes o

through regulated portable oxygen syslem technology,

pased COVID hospitals using

_(h)Setting up of jumbo container

n: Aparl from LMO. the gaseous oxygen production

gaseous oxyge
which 26,000

4,000 MT per day agains!

capacity in the steel seclor is 4
entilies, AMNS and JSW are

being produced. Two private

MT per day is
D centres with 1000 bed OXY!

selling up »Jumbo” COVI gen facilities in

yanagar and Dolvi using gaseous oxygen; and

Air & Rail: Railways are

Hazira, Vija
being used for long

(i) Transportation by
distance transport of tankers (hrough voll on roll off gervice and an
“Qxygen Express” - 2 double engine {rain which gets 3 green corridor -
to destination. As an instance, the first

is being run from supply point
nkers reached Mumbai from

In addition to this, defence aircrafl for

rake with 7 empty la Vizag lo transport 105

MT from RINL Vizag to Kalamboli.

carrying empty tankers to supply poinl are being deployed. However, il

is technically not possible {o bring in oxygen filed tankers in an aircrafl.

25  During the course of the hearing, the Solicitor General has also sought 10

lay down the facts and figures pertaining o production and supply of oxygen,

ges faced in supply chain logistics before the

daily supply to States and challen
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eans of a powe i :
¥ Ao by power point presentation. We nole the submission of the
ol General that : :
20T the figures given in the power poinl prosontation are

: n a daily i ; :
mﬁed o v basis and that the presentation is nol (o be treated as a

supmission made on oath by the Solicitor General, which may give fIs to o

cause of action for litigation in fulure either bafore this Courl or the High Gourts,

Ms Sumita Dawra, Addilional Secretary, Depariment of Promotion of Induslry and

intenal Trade, Ministry of Commerce and Industry, who is one of lhe sonior

supply coordinalion,

5. Wo

administrative officers in charge of oxygen procurement and

has given an overview of these issues and made a presentation before u

would like lo record our appreciation for lhe contribution made by Ms Dawra and

her team, who despite being infected by lhe COoVID-19 virus, has cpnlirmﬁd lo
dical oxygen that the counlry SO desperatoly

work and manage the supply of me

needs today. Il is lhrough the earnesl contribution of officers such as Ms Dawra,
who are working round the clock, that the country is able to deal with the storm
worsl humanitarian crises we have seen.

created by one of the

gures, the Solicitor General has stated thal

sed on the above facls and fi

en supply in the counlry as on dal

26 Ba

there is N0 dearth of oxyg

e and sleps are being

taken continuously 10 augment the supply of oxygen. Having said that, the
Solicitor General has also admitted thal {heré has been a shortage of supply lo

has attributed this shortage o various factors including the

certain States and

e allocated quanlity of oxygen from the

failure of State Governments lo lift th
supply point, transportalion bolllenecks caused by inter-Stale movement of
eading lo reassessment ol

lankers; and technical failure of certain plants |

sllocationon a real lime basis.

27
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gubmissions have also been made on he issue of supply of oxygen by Mr

i
shra, learned Senior Counsel appearing for the Gove

'ﬂnhul M
capitd! Territory of Delhi™
e supply of oxygen as il had been allogaled a su
d. Mr Mehra pointed oul

rnment of National

" Mr Rahu! Mehra submils thal the GNCTD Is facing an
goule shortage of th bstantially
uanlity of oxygen as against its projected deman

lower q
thal initially as on 15 April 2021, the projected Jemand of GNCTD for
y. an_d for 30 April 2021

y, for 25 April 2021 it was 349 MT/da
e in cases, the projecled de

d this was immediately

20 April

2021 was 300 Mchia
mand was

it was 445 MT/day. However, due o a surg
n 18 April 2021 1o 700MT/day an

revised by GNCTD o
ament. Despile |he ingcrease in

ommunicated fo the Central Gover projected
of oxygen o GNCTD has conli ion

nich 490 MT/day were allocate
le to supply 445 MT/day. Mr

demand was 700MT/day,
6 MT/day

G
nued in lerms of the allocat

demand, the supply
d. As agains! this

order dated 25 April 2021, inw
Mehra

nufacturers have only been ab

as well, the ma
¢ date of the hearing their

has clarified thal as or th

heir projected demand for the coming days is stated to be 97

however {

as the GNGTD has pl

anned an increase in medical infrastruclure, including beds

palients in intensive care unit.

wilh oxygen cylinders and beds for
g his submission, the Solicitor General and Ms Dawra stated thal

28  Opposin
te. The Solicitor

ve been received from GNCTD till da

no revised projections ha
overnment of GNCTD has failed o

ral has also sought 1o highlight that the g
ty of oxygen from the supply point.

Gene
offtake the allocated quanti

29  Having heard the submissions of balh counsels on the iSSUES pertaining o
supply of oxygen lo GNCTD, we note that the Central Governmenl (on page 63)

" GHCTD"
28
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,da\'il dated 23 Apl‘ii 2021 has admitted that the ﬂ'-’ﬂjﬂﬂiéd damand for

15 alf

I’

- s of 20
GNeTP ? Ap 1o 700

fil 2021 had increased by 133% from 300 MT/day

wTiday- According to the figures of allocation given in the affidavi dated 23 April
nd the presentation given by Ms Dawra, the exisling allocation of GNCTD
n mus! be remedied forthwith. Th

betwecn the Central

2021 3
emains 3l 490 MT/day. This silualio

o situalion

r
on he ground in Delhi is heart rending. Recriminations

s not lited ils. allocated quantity)

Government (which contends thal GNCTD ha

emand the quanlily

and GNCTD (which contands that despile ils projected d
allocated has nol been enhanced) can {urnish no salace 1o cilizens WhoSe lives
depend on 2 \hin thread of oxygen heing available. On the irllenfenlicn of the
al stales that he has instructions to

Court during (he hearing, the Solicitor Gener

the effect thal GNCTD's dema

nd of medical oxygen will be met and that the
national capital will not suffer due lo lack of oxygen. We issue 3 peremplory
ansibility of supplying.’off-

those terms. In the battle of shifting resp

direction in
lives of citizens cannot be pul in jeopardy. The proteclion of the

taking of oxygen,
sis and the responsibility

lives of cilizens js paramount in times of & nalional cri

and the GNCTD 10 cooperale with each

falls on both the Central Government
other to @nsureé thal all possible measures are taken 10 resolve lhe situalion.
Leamed Seniof Counsel for GNCTD has assured the courl after 1aking

evel thal the issue will be resolved completely in 2

instructions 21 the ‘highest’ |
spirit of co-gperalion. During the course of the hearing, the golicilor General has
assured that henceforth hie will ensure that the deficit of oxygen is rectified and
e GNCTD according to their projected demand (which may

supply is made 10 th
sis. We accepl his submission and

be revised in the future) on 3 day by day ba

29
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3 compliance wilhin 2 days fr
e ¥s irom the dale of the hearing, that is. on or before
i gnight of 3 May 2021.

- Wwith regard to the i
30 g the issue of the supply and availability of medical oxygen for

nlire €O
(he € untry, we have noled that efforts are being made lo augment the

o _ |
availability of oxygen. While the Cenlral and Stale Governments are in the

rocess 0 i
P f managing the supply of oxygen, al the same lime, it is critical that @

buffer emergency stock of oxygen is created so thal in the event thal the supply

chain is disrupted to any one or more hospilals in an area for any reason, the

buffer or emergency stocks can be used 10 avoid loss of human lives: These

so dislributed so as 1o be easily accessible withoul

emergency stocks mus! be
situation thal has developed in

delay in every local area. We have also seen the
lhe last 24 hours in Delhi where patients, including among them medical

s, died because of the disruption of supplies and the time lag in the
it shall be rectified immediately b

borating wilh the States through

professional
y the Central

arrival of tankers. This defic

Government by crealing buffer stocks and colla
24 by 7 basis. In view of the deaths which are being

the virtual control room on a

{he disruption of supplies, this dire
in collaboration with lhe Stales o

ction is more crucial than ever.

caused daily by

We therefore, direct the Cenlral Government

ck of oxygen to be used for emergency purposes lo ensure

prepare a buffer sto
supply lines continue to funclion even in unforeseen circumstances. The location
ediately available

of the emergency stocks shall be decentralised SO as lo be imm
y hospital for any reason:. The

if the normal supply chain is disrupted o an
ated within the next four days. The replenishment

emergency slocks shall be cre

of the emergency stocks will also be manitored on @ real ime basis through the

30
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clilion (o

room in aclive consullation with each slale/UT. This is in ad

! contro!

5 day |0 day allocalions.

J
g1 1IN addition 1o the above, we direct the Cenlral Government 10 consider the

(ollowing suggestions, which may assist i increasing the availability of oxygen
snd ensure fransparency of demand-supply management, and provide @

clarification lo this Court:

antrol Room of the Central

that the Virtual Central C
y the Central

iy We understand
n of supply of oxygen b

Government displays the allocalio
State/UT. By extension of this, @ mechanism far

y of oxygen

Governmenl 0 each
10

from each State

displaying real time updates of suppl
Hospilals in each district, along with the remaining stock of oxygen wilh the
hospilals may pe maintained and shared with the citizens 10 ensure
so ensure thal citizens can easily identify the

{ransparency. This will al

here medical aid can be availed;

hospitals W
lanning on the use

(i) The government shall clarify the steps being laken on p
of oxygen concentralors to reduce the demand of LMO, such that LMO is
needed only for critical patients. A comprehensive plan on augmenting the

port of these oxyden concentrat

genfcontainers to be received frol

prcductionfim ors may be considered;
(jiiy The expected supply of oxy m oulside
lo anticipated increases in the

India should be suitably augmented to cater

demand and shortfall of domestic availability. Pending the early finalization

of the global tender a decision may be taken on the need lo conlinue

imports to bridge the gap in availability; and

31
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A review shall be made of any restrictions on inter-Stale fravel of tnucks of
\ankers carrying oxygeniother medical aid equipment (such as GST relaled
issues, documentalion) which might cause 2 hindrance in their movement.

The Ceniral Governmenl may consider implementing 8 system to track and

map the supply tankers which would allow belter managemen! SRR

‘ ; : of
and allow diversion ol resources from one SIE[E lo the other 10 case

- @mergencies.

32
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yaccines
/4
12 The previous order of this Courl daled 27 April 2021 directed the Cenlral
covernment to clarify, inter alia: (i) 1he projected availabilily of vaccines and

proposed steps fo boos! supply and distribution; and (ii) the vaccine pricing and

distribution among states. Upon perusing the affidavits filed by the Central

Government and after having the benefit of oral arguments of the Solicitor
ssues

General, we have arrived at the following understanding on the wo broad i

oullined above. We would once again re-iterate that we do nol attemp! o delve

into the role of the executive in designing policy choices. We are merely seeking

evanl stakeholders in order lo ensure probity

to enler into a dialogue with the rel

and lransparency ol |he measures underway. We are cognizan! that it is
ultimately up to lhe execulive 10 frame and implemen! policies that it deems

appropriate, with the topmosl regard o public interesl.

E.1 Vaccine capacity and disbursal

33 The Central Governmenl has apprised Us of its constilution of a National

Expert Group on Vaccine Administration for coVID-19" on 7 Augus! 2020 and

operationalizalion of the immunization programme from December 2020. Il was

further stated that as of 26 April 2021, over 13.5 crore vaccine doses (approx. 9%

of the Indian population) have been adminislered 10 Erontline Workers,

Heallhcare Workers and persons who are 45 years of age and higher in the 3

Phases of immunization. It was submitted that these vaccines have been

"NEGVACT

an



())\})/ PARTE

pmuurﬂd and administored free of cost lo the abovementioned groups

.,.li"im“}i

(o Were identified basod on specilic vulnerabllities and a higher mortalily rate

on account of the COVID-19 infaction,
On 20 April 2021, the Cenlral Governmenl rolled out a revised stralegy of

34
ge, wilh affect fram 1

cOVID-19 vaccination for all persons over 18 years of a

May 2021. This new age group consists of approximately 59 6rore people, which

e current {wo-dose vaccine

would require 122 crore vaccine doses under !
g been authorized for

menl by Stale

regime of Covishield and Covaxin which hav emergency

ables vaccine procure

use in India. This rovised slrategy en
ling the immunization

purporledly for accelera

Governments and private hospilals,
esponse |0 the query ©

f this

al to curb the pandemic. In f

programme which is critic
he Central Governmaeni furnished

Court on the necessily of the revised strategy, {

the following justification:

consultalipn with  the slatos,
(alsed by 1he various Slale

Governmanls 10 expand the scope of vaccination drive 1o
include the peneficianes hoyond the priotily groups identified
by NEGVAC as approved by Central Government. /s a maltar
of co-operabive foderalism, it was foll necessary to aflow play
in tha joints and 10 da-ceniralize vaccine procurement and lo
enable e States lo expand vaccinalion drives lo othar
groups pelween he age of 16-44 years, However. since the

priority group as identified by Union of India {which had
mora vulnera ully vaccinated, It was

bility) was not fully
considered imperative to carry ©

ut two drives scparalely
lo, Ina docentralized mannef 1o achieve higher efficlency
and reach, Thus the

States ware glven a participatory rola
ta undertake the procuroment

of vaccino and for
vacclnation of any othor 'groups jdontifiod drive® for the
10-44 age group. This would also keep the axlsting drive
af critical groups unobstructed as tho 50 percent of the
vaccines. procured throug

h tha Gol channol would
continug to support an

d provide freo of cost vaccine to
tho most vulnerable age grou

ps of 45 yoars plus In the
country hoealth caro workers and frontlino worker

‘During  the angoing
demandsiconcerms waore

ad




ghlo e

identified by the Unlon of India who were enlitled lo get

vaccinated under Phase [1."
(emphasis supplied)

In response to the queries of the Court on how the supplies of vacsings vl

35
o negotizle with

he allocated between varicus slates if each State Government 15 1

vaccine producers, lhe Central Governmenl has furnished the foliowing

jusliﬁcalion in order lo fron oul the inequities between Stales:

ment of India channel,

“For the remaining 50% non-govern
to procure

the states and the private hospitals are free
vaccine for 18-44 years population, however, to have 21
equitable distribution of vaccine across the country.
stales have been allocated the available vaccine guantity
in proportion to the population between 1g.44 years of

age of the respective state so as o ensure equitable
cine as there is 3 possibility of some

distribution of vac
states having better bargaining PoWer due 10
geographh:al advantage etc.”

[ernphasis supplied)

36  During the course of the hearing. this Court has expressed its reservalions
ihe revised policy under which the states and private

a facie on the validity of

prim
e 50% of the vaccines in ord

er to immunize persons in the

hospitals are to procur
this age group would consist of

18.44 years age group. For one lhing, even

ties. Once lhe vaccinalion programme has

who suffer from vulnerabili
other than the 45 plus age grou
he 18-44 age group of

persans
p. it would not be

been opened up for persons

logical to impose the obligalion to source vaccinations for |

the Stale Governmenls. This will, inter alia, leave each Slale Government (0

nd other logistical arrangements

negoliate supply schedules, delivery points a

e are only Iwo manufacturers for the

with the manufacturers. Al present, lher

authorized vaccines (with one other vaccine - Sputnik V, in lhe process of

a5
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sU pplle{j to

the n

Leaving the State Governments (0
produce chaos and un

cannot b

37

- If“'l

et
pgns:bshty of providing guidance to- every State on the guantilios 0
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re The availa ; A
cture) ble stack of vaccines is nol adequale 1o deal with the

nts of b
jireme S oth the calegories. The Central Government musl take the

be

ea
ch State, the vaccine(s) being allocated, the period of defivery. and

umber
of persons who can be covered for vaccination, among other details.

negotiate directly with manufaclurers will

cerlainty, The object of ua'ccinalingi (he 18-44 age group

e achieved in the absence of slocks being available.

ntis directed 1o clarify the

gs, the Cenlral Governme
mental rights 10

Besides the above issu
rotection of the funda

following issues in order to ensure the p
equality and 10 life and personal liberty for all persons who will be cligible 1o 12ke
the vaccine from 1 May 2021

uced any

)

(i)

(iif)

ral and State Governments have introd

Whether the Cent
5 who do nol have

immunization of person

s for ensuring the |
ise the mandatory requirement of

resources as olherwis

initiative

access 10 digital
N digital portal for persons in the age group of

18-44 years will deprive 2 large class of cilizens of vaccination;

the Central Gavernment persons over 49

since commils 10 vaccinaling
{_in view of their vulnerability, whether walk-in facilities fof

years, Iree of cost,
persons aflter 1 May 2021,

vaccination will continue for these
Whether the Cenlral or Stale Governments propose (0 undertake targeted
vaccination drives for persons who are providing on-ground assistance
during the second wave of the pandsmic . such as crematorium workers,

a6
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who wero nol considered as Frontline or Heallhcare warkers for Phase 1 of

he vaccinalion drive,

g, the nation-

whother, and if 5o whal, steps being undertaken by INYA

der i i
wide mass awarenoss campaign for COVID-18 vaccinalion, for ensuring

-economically underprivileged S
ehicles and railways

oulreach in rural areas and socio actions of

ssibilily of using mobile vans, v
in remole areas,
ction with covibD-

sociely including the po
10 vaccinale such people as well as those living near theif

doorsleps so as lominimize their travel and potential infe
does nol

o019, Efforts must also he made that a lack of an idenlity prool
of all individuais,

ess of immunization

create @ hindrance In the proc

specifically, the: underprivileged;
will revisil its policy by procuring 100% of

(v) wWhether 1he Central gauernment
{he doses which can then be equitably dishursed [0 the State
Govarnments; and
be a shared res;mnsibilhty of the

administratican is now lo

Since the vaccing.
tate Govemments

(vi)
ntral Government and the S

n and the Siales, the Ce
a breakup of the curre
and (b) a timeline

Unio
shall provide- {(a) nl and pmjéc’led Svailability of
s for the next

newly eligible 59 crore pe

jor achieving

vaccine slock g manths;
rsons who are aged between

immunization of the

18-44 years.
These issues are af vital importance, since vaccination appears o be ane of the
her spread of the pandemic, and would

rtant stralegies 10 combal furl
a ahoul their health and

most impo
pcurity and assure he paop!

also provide & measure of s

wall-being.
37
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yaccine pricing
=

gince the advenl of the revised rollout sirategy with effoct from 1 May
2021, only persons aged 45 years and above are guaraniond a free vacaino, Thae
eason of higher efficiency and speed has been fumished as a justification for
enabling State Governmenls and private hospitals 1o diractly procure vaeenoes.,
we have come lo undersland thal a fow State Governmants have cammitted 10
free immunization under Ihe revised slralegy. On specilic enquiry on 1o cationalo

in regard to the differential pricing for procuremant by the Central Gavamman

and lhe State Governmenls, the Cenlral Governmenl has furnished the following

justification:

‘it is submitted that liberty o declde prices on arm’s
length basis by and between the State Governmant and

hospitals Is based “on the concept of croaling  an
incentivized demand for the privale yacecing
manufacturers In order 1o instill a campetitive market
resulting in [ncreased production of vaccines and markel
driven affordable prices for the sama, simultancously, the
{ree vaccination by the Genltral Govarnmeil for above roferred
pricrily age groups would continue and it I8 always open for
each State Govarnment either to offer free vaccinatian o
subsidise 1t for the additional identified earmarked prionty.
group identified by the State Governments [age 1844 years|

§3. The new siralegy Was devised afler muliipte inlor-
Ministerial leams were deputed by Gavl. of India to various
manufacluning sites 10 understand their requirement and 10
provide pro-active and customized support lo significantly
augment vaccine production capacilies [which is Ihe prima
priofity of the Central Gavernment al this junclure}, in the form
of advance paymenis, facililaling more sites for production
elc. This approach, on the one hand, incentivizes vaccine
manufacturers to rapidly seale up their production and on
the other hand, it would also attract new vaccino
manufacturers. [t would make pricing, procurement and
administration of vaccines more flexible and compotitive
and would further ensure augmented vaccine production
ac well as wider avallability of vaccines in the country.”
(emphasis supplied)
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prima facie, there are several aspects of the vaccine pricing policy adopted

39

.m‘ the central government which require that policy be revisited. All vaccines,

whether in the quantity of 50% purchased by the Central Governmenl OF the
(emaining 50%, are to be used for vaccinaling cilizens. The end Use is the same.
chase half of the tatal quantily falling

The Central Government proposes lo pur
ers would declare in

within its fifty per cent quota while for the rest. the manufactur

advance the price lo be fixed, allowing the State Governments 10 negoliale their
terms. As of date, the manufacturers have suggested two different prices, @ lower
price which is applicable to the Central Government and a higher price which is
applicable to the guantities purchased by the Stale Governments. It is likely that
manufaclurer’s on the ground

compelling the State Governments 10 negotiate With

of promeling compelition and making it attractive for new yaccing manufaclures
will result in 2 seriols detriment to those in the age group of 18 lo 44 years, who
vernments. The social strata of this age group

will be vaccinated by the State Go

also comprises parsons who are Bahujans O belong to other under privileged
and marginalized groups, like many in the other population age groups. They
essential vaccines will be made

may nol have the ability o pay. Whether or not

d upon the decision of each Stale Government,

svailable to them will depen

pased on its own finances, on whether or nol the vaccing should be made

available free or should be subsidized and if s0, lo what extent, This will creale

disparity across he nation. The vaccinations being provided lo cilizens constitute

a valuable public good. Discrimination cannol be made between different classes

of cilizens who are similarly circumstanced on the ground that while the Central

government will carry the burden of providing free vaccines for the 45 years and

39
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jon, th !
opulation e Stale Governments will discharge the responsibility of the

'Jﬂ"’
e gro
1o 447298 90 up on such commercial terms as lhey may negaliale. Prima

(aC1: {hie;raitionalimiathod:of proceeding in @ manner consistent with the right 10

ch includes the right to heallh) under Atticle 21 would be for the Cenlral

[ife (whi
iale the price wilh vaccine

Government ta procure all vaccines and to negoli

manufacturers. Once quanlilies are

allocated by it to each State Government, the

|atter would [ift the allocated quanlities and carry oul the distribulion. In other

words, while procurement would be centralized, distribution of the vaccines
d. While we are not

Siales/UTs would be decentralized.

passing a conalusive determination on the constitutionality of the curre

across [ndia within the
nt policy.

ihe manner in which the current palicy has been framed would prima facie resull
which is an integral element of Article

triment to the right lo public: health
we believe thal the Centra

to ensure that it withsia

inade
| Government should

21 af the Conslitution, Therefore,
nds the

consider revisiting its current vaccine poficy

scrutiny of Articles 14 and Article 21 of {the Conslitution.

40  Inlight of the justification offered for non-interference in the prices (hal are
irespective of their variance from the prices for

sel by the manufaclurers, |
uld like to seek the following

procurement of the Cenlral Governmenl, we WO

clarifications:
considered by the Central

(i) Whelher any other alternalives were

Government for ramping up:the immunization drive in India, particularly in

light of ils initial strategy of a centralized free immunization drive;

40
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The methodology which the Central Government was envisaging 1o

i
pmcure adequate vaccine doses for the population prior o the revised

strategy which was announced amidst the second wave of COVID-19; and

Whether any sludies and figures were relied upon in order to arrive at the
olitive markels

(i)
conclusion that decenlralized pracurement would spur comp

to incentivize production and eventually drive down the prices of he
vacaines. Whether lhese studies are of refevance in a pandqmic, when

vaccines are a scarce and essential commodity which is being p_ruducad
by a limiled number of manufaclurers for a limited number of vaccines.

a1 The Central Governmen! has submitted that the Finance Ministey has
sanclioned a credit of Rs 3000 crores for Covishield manufacturer - Seruim

stitute of India®® and Rs 1500 crore

r Rs 65 crares is stated o ha

5 to Covaxin manufaclurer - gharat Bioteeh.

In
1o Bharal

ve been provided

Additionally, anothe
galore. in bolstering its argument  for

Biotech's produclian center al Ban

the Central Governmenl has provided the

augmentation of vaccine produclion,
Court with further informatior on advance funding (of unspecified amounts) thal is
heing provided 10 R&D and manufacturing facilities. In light of this investment, Ihe
central Government should consider revisiting its policy bearing in mind what has

been staled above, the following issues and other relevant information:
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whether: and if so, the Finance Ministry or any ether funding organization

e Government of India have made any grants!sanctians 1o Bharal

of Rs 1500 crores

of 1P

giotech and the Sll in the past, like the curren! infusion
ion wilh the

and Rs 3000 crores, respectively, If so, breakup and corelal

on of the lwo vaccines;

| Gavernment

1otal cost of development and producti

{ii) Whether the current procurement prices for the Cenlra
accoun! for infusion of _Iuncis for pruduciihn. infrastruclure and other aid

the same benelit IS denied 10

provided by it. If so, lhe basis on which
ervice the needs of

procurement by Stale Governments which equally S

citizens; and
ovided for research,

{ and indirect grant/aid pr

(i) The full extent of direc
g vaccines and fulure

vaccines

development and manufacture of all existin
hat it proposes 1o authorize. For inslance, the Central Governmenl has
partment of Biolechnology has

submitted in its affidavit that the De

facilitated the trials for Sputnik V.

vaccines and essential

F Poientiality of Compulsory Licensing for

drugs

42  Several drugs thal are at lhe core of the COVID lreatment prolocol are
ynder patents in India including Remdesivir, Toclluzumab and Favipiravir. On. 2

Oclober 2020, a communication was issued by the UQI, along with South Africa,

to the Council for Trade-Related Aspects of inteliectual Property which slaled thal

there were several reports aboul intellectual property rights hindering timely

42
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affordable med ot
g bl maedcal prodotss lo patients’ Tho communation ale

ted N1 miembers of e World Trade Orpanization R earmed ol

myﬂ"’ amendments (0 thes natonal palent 13ws 10 mpedin he prOCnSS o

sory/govetnment use lconses.

jssuing compul

43 Inindia, [hes patent regimi s governod by the Patents ALl 16707, Sostion

92 of which enwishges tha gt o o compuisody  bernse, intor k. N
a dodlarption

emamoncy atd exireme yrgency. Onee
notified, 37Y porson
ofier

circumsioncas of national

{ tha rolovant patents

mency (6 mado, and
an Aappl=

ol nalional ema
son 10 tho Conlr

rug can mako

interested in manufacturing tho d
Tha patented

i o

s who gan then Issuc
erils

Goeneral of Patent
sreting Gent ral of Pal

foxed by the Con
rrmen! o

acli the Contral Gove
the “purpose o! tho
drugs whie

would be paid a reasonabic roya'lty 8%

Further, undar Sedd

fain companies ot
panies can begin

ion 100 of the Patonts
S0 any patents for
manufactunng the

the Central Gavernment Of its

suthorize ©2

g’uvamment'. Indian com
e royollies with the paleniees. It

aulhorized company i nol ablo 10 rench an

s to fix the reasonable oy
o Central Government 1o
ral Government and the pal
is up 1o the Hsgh

negolialing 1h
agmummt with the palentee. the

alty that is 18 be paid lo the patenles

High Court ha
¢ allernalive is for th acquire the palenis under
patentees. If the Cent

price of the patents. it

Anothe
anles 1S

geclion 102 from the
o reach a consensus on the

not able 1

Court lo fix the rayalty. Additionally, under Section 66 of the patents Act. the

Central Govemnment is 31s0 entitled to revoke 2 patent in the public interest
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rhe U

pects of Intelleclual Properly Rights Agreamenr”. Even as TRIPS

l ?aTﬂled 8
countries to ensure a minimum level of paten! proleclion, it creales 2

pbliges
alions that further

sive regime for the carving oul of exceptions and limit

p'ermis
ending of Articles 7. 8.

public health objectives®, This is evident fram 2 conjoint 1

40 and 31 of TRIPS. Adicle 7 oullines the objectives of the TRIPS as being ©

ual property in a way, thal, in
ember gountries the

(2)

ensure the effective enforcement of intallec! ter alia, is
mic welfare". Article & gives m

‘conducive o social and econo
and nutrition. Article B

freedom lo take measures. (hal pratect public health

g measures aimed al preventing the

allows Tor the taking of TRIPS-compatibl

Ms. Articles 30 and 31 deal with exceplions 10 the

abuse of intellectual property rig!
by allowing grant of ¢

es with significant hreathing space @ determine how ihe

t.use levers can be triggered. Whi
5 (he aloresaid caveal does

ompulsory licenses. It jpaves

rights of patenl oWners,
compulsory

countri
le such determinalions

licensing or governmen
an the individual merils of each
cense grani is for national emergenc

case

must be made
y, extreme

not apply when the compulsory [i
urgency of public nan-commercial use™,

45 According to the 2001 Doha Declaration, TRIPS should be interpreled in @

portive of the right of members to protect public heallh and to promole

manner Sup

access 10 medicines®. Il recognize

ibilities to secure Lhis objective. Para 5(b) of the Doha

exlent of lhe TRIPS MNex

TRIPS
™ manont of (he United
Ign-wnliun amid Aceess (o Hesllih Teehaologies.
- TIPS Agreemnnt, Aricle 31(n)
s \'I;:'MF;IS Tﬁ.qrm;mnl. ainein 11(k)

lel Travetes Qrgrmrdssticu, Tater ihr i W
W'“MINW‘IHI)FFJI} A n.'lm?ll pectiratonof 14 Movomibmr 2001 {Feovenitr 2001)

Nations Sacrotary-Generala High-Lovel Panal on Accoss o Medicines Promoling
{Unilod Mations Secratary-Goneril, 2016], p. 16

haa

ilization of Ihese flexibililies has also been detailed in the Trade

s the right of WTO members to use the full
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ation provides the freedom lo e2ch member (o grant compulsory licenses

fu®

o determine the grounds on which the licenses are granted. Para 5(c) leaves

ipup 1@ each nation to delermine what constilutes a national emargency or.

axtreme urgency. In the context of the COVID-18 pandemic, we nale that several

countries such as Canada and Germany have refaxed Ihe legal regimes
goveming the grant of compulsary licenses®.

46  Whether and if so. the extent 10 which these provisions should be utilized i

ve flagged the issue 1o

the Central

decision for the Central Govemnment. We ha ris
gal framework within wihich

a policy
consideration. We have only outlined the le

ly consider compulsory licensing and gmrernmenl

Governmeant can possib
palents. The Central Govermnm
ackle the issug af vaccine req

gotiations with domeslic

ent is free 10 choose any olthar

acquisition of
uyirements in an

course of action that il deems fittol

equitable and expedienl manner, which may involve né
e clarfy thal it is up to the Cenlral

and foreign producers of vaccines. W

=F
- .": w % H
AVIDAG IR Polsy Teacker oWIPO. 16 July 2020) avaitable. af mlpsJW.*mu.mumv*ﬂIH--wﬂlcr

prack eifRlon vt 19 poley Irach pracoRss

45
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,—nmul‘l'-' to choasa tho bes
bost possiblo monsurod 11 cin urulmlnhu thutlog o

nlcns#s Keoping |
cur? ping (n mind that public intarost i of paramoiunt [mponnGo

G supply of Essential Drugs

4 S
G.1 ubmissions in the Central Government's Aftidavits

n relation wes
an to the broad issuo of “Supply of Es sontlialst, b s nificlavit !

47
g April 2021, willy tupoe

23 April 2021 and additional affidavil 2

(4] fromdasvir,

the UO1 urged thal:
ol In Iyl pinchor

(1) Remdesivir is 8 patenlod drug whicl

1ds being manufnetur

¥ ) frasend

oiweon the patonl halder, MIS Gilload, 0L

anlns, Undor
Hmml:mivir fear ¢l
iyl of tht Control

ihnso

licensing agreements b
T L LAALLLALLE

auch 4

and seven [ndian comp
[airibution,

company
Indian companies arc allowed o manufacture

(i) Inils affidavil dated 23 April 2021, 1t

Wils suumiuud ont

pout 74 fkhs vinls por month

Govarnmanl that (ho current production is 0
varn manuinciures

a additional manufaciuring sitos of the 50

May 2021, (ho produ
affidavil dated

ity will incrons lo

and once th
clion GApas

come upcralianal by
20 Aprll 2021, the

be
ditional

qctlon

per month. In its ad
23 April 2021, the produ

5 submitted that as on

re vials pef month;
Remdosivir to ninat

g0 lakhs vials:

Central Governmant ha
creased 101 03 cra
ated 11 Iakhs vials of
21 1o 30 Aprll through @

o expandod 1@ nll Statos

capacity has in
aon

Central Governmeant al
gh casc Inad between

lac
jallar jmsuadd

(i) The

s(ates with @ hi
ril 2021, This alloca
leller issuod on 24 Aprl

tion wis ravised an

on 21 Ap
| 2021,

and UTs through &

a6
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rhe Central Governn
et has directed the Stitos 1o appoint nodal officors
to ensure unreslric i
led and timely movement of Remdesivir, A conltol roorm
has been sel up in
p in this regard by the Natlonal Pharmacoutical Prieing

Authority® whi : _
y* which is moniloring supplies ns allocalod. A holpling has beon

sel up by B
p by NPPA and manufaclurers have been direclad o addrosy thi

hindrances in the movament of the drug. A WhalsApp aroip wilh nadal

officers has also been crealed to enable coordinalion and ollicials ol MHA,

NPPA and CDSCO are also parl of tho groupx

10 ~nd farmulations have been

Remdaesivir, ils Aclive Pharma Ingrediants

placed under export ban since 11 April 2021,

od a nofification on 20 April 2021

The Ministry of Finance has issu

exempling cusloms duty on the Remdasivir injection, and APl of
n, which are used in he manufacture of

Remdesivir and Betacyclodexteri

the injection. All the SEZ/EQU manufacturing units of Mfs Mylan and M/s

Monous Lab, who are manufacluring Remdesivir on hehall of some of the

seven manufaclurers have also been directed o starl manufacturing

Remdesivir for domeslic supply:

CDSCO has direcled all State Drug Controflers on 10 April 2021 lo conduct

prevent hoarding and htack-marketing of

a special investigation drive 10

remdesivir in the couniry. DCG| and Slale Drug Controllers have been

taking stringent aclion against such aclivities and enforcement action has

been taken in thirty-faur cases across the country;

M euppaT

¥epp

a7
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HA has issued an advisary on 22 April 2021 lo States and Union

Teritories ta facilitate smooth movemenl of supplies. A “Covid Drug

nanagement Cell" consisting of the Department’s Senior Officers and

others has been constiluled on 26 April 2021 fo oversge and identify

n relation o Remdesivir

NPPA has revised the maximum relail price of @ 100 mg/vial of Remdesivif

common concerns raised by Slates i

lo Rs 3500; and
pility of importing

The Cenlral Governmenl is also looking 3t the possi

Remdesivir.
The UOI made the following submissions on the availability of Tociluzumab

48

injections:

(i) Tociluzumab is manufactured by 2 Swiss Company. Mis Roche, which
sements with

(i)

(iii)

ing facility in India or any agr

does nol have any manufactur
the drug. Itis imported in

pharma companies 10 manufacture the
a is completely dependent on impaorts;

y drug (off-tabel) under the National

domestic

country by Cipla. Indi
It is listed as an invesligational therap

gement Protocol for COVID-19 for severe cases. There are

Clinical Mana
petter than

domestically produced alternatives which are equivalent lo of

55 itulizumab, dexamethasone and melhyl

Toclluzumab. such
crealed

prednisolone, HOWBVEr, an incorect public perceplion has been

that only Tociluzumab can iraal the inflammatory burst condition in COVID-

since il is an imported drug. This has led to the acule shortage

19 patients
lity of the drug and has crealed public panic; and
d CDSCO.

in the availabi
The supply of Tociluzumab is being monitored by NPPA an

48
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1
I GO hos mndo e Tellowing submisstons on e avallabllity of othor

o Natlonal Clinteil Manngomant Protocol far COVID-18 does nol includo
Fabifla) o 1o insuflicient peat roviewed

fFavipltanvit (poputinly Ko o
s of coviD-19.

o substantinta its use in mikt o inodorato G

avidoneo |
The glinical

Howovor, iU I8 boing  proscribod by corloin toclors.
managoment prolocol I 0 dynamic dacumont which s raviewed
porioadically ond is subjoct 1o lurlher ovalintion based on pmedical rosoarch

and

sl pviioneo thot coimes Up in futorer;
| had

ot

(i) On 24 April 2021, Do
production aned suppl

M NpPA and DCG

partmant of phormacouticals
as Favipiravit,

y of othoer drugs such

yracotamol and Hydroxy-

y NPPA and

roviowed the
1, Mnlhylwﬂdnisnlﬂne. P

cled on 25 April 2021 b
availability and

Eroxaparin, fvormocln

no. A meoling Was gondu

chloraqui
rars 1o raview slochk

pCGl with manufacii position,

production plans.

G.2 Rm_:ammnndnllans
that the

s, this Court has been informed

aaol of lho ossential drug
lion of Remdesivir. It

50  In TOSP
Conlral Government {5 taking sleps o augment the produc
- our notice that seven Indi

has been prought o
th a US based company. M/s

an companies are manufacturing

g under a licensing agreement wi Gilead. The
a8 on 23 April 2021 is noled lo b
ovide us with the details of the

this dru
e al 1.03 crores vials

current preduction capacily
g Cantral Government should pr

por month. Th
kup of demand for (he drug from

actual rate of production and a brea different

Wepor
49
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s, Further, while it has been submitted on behalf of the Cntral Govemmen

-

1 is allocating th .

/ ceeping in mind the existing constraints on the availabifty of the drug, 1hs Coust

|
i
.

<hould be provided with details of the methodalogy used for such sfocstion

51 We have been informed by the Central Government in its 2fidavt that

NPPA has revised the maximum retail price of Remdasivir to Rs 3500 However,

it has come lo our nofice that several other drugs which 2r€ being prescrived BY

doctors for treating COVID-18 patients like Favipiravr, Tociluzumal, Enoxapann,

ydmw—chlemqmne are being

\vermectin. Methylprednisolane, Paracetamol and H
ry. While this is

priced al exorbitant rates creating issues of access and affordabili
not a direction of this Court, the Central Govemment can considger invoking its
phs 19 and 20 of the Drugs Pri
gs Price Control Order,

s necessary in public

ce Control Order,

slatutory powers under paragra
2013 the

2013. Under paragraph 15* of the Dru

Government in extraordinary CircUmsLances. if it conside
pet, can fix a cellng price or relall price of the drug for a certain pericd.

g crisis of an unprecedented

inter
sure and qualifies 35 an

coVvID-19 15
it will be in public interest to ensure that the price of

extraordinary dircumstance.
| drugs Is fixed in such & manner thal
of the society. The Governmenl ¢an
of the Drugs Price Cantrol Order, 2013

it is avallable even 1o the most

essenlia
even monitor the

marginalized sections

prices of the drugs under paragraph 207

= =1g memmmumww mmmumﬂgmmm-mﬁmm
m.mﬁomrﬂﬂmw,ﬂ:usuufﬂmdmrrmmmm ﬂnmﬂmmlryumm.nnm
inteirest mecuﬂqmnnnmirpmud nnrdw.unrrurﬁuummmmm fhe c=Srn price o relal oS
gmaﬂyﬂredﬂrﬂﬂﬂﬁfﬂ_ﬂltwrnﬂj amanmﬂc:“umnmﬂq;ﬁ&r
f1se retail proe. as T cate may be_arospectye ol annos! wrnkenle preoe ingoy of 1rat yead 3

20 ponionng iha Brces of ton-Schedutsa Formulatass (1) the Corvertrraet shall monitor We- MaxImUm
it poces (MAP) of 7% e EhRps il e non-schedulid Ly ang ensyre:ihat Mo rrarsd actune:
IR sed e mmrnmdmdqdw mate than ben pofc=nt of maEmeET petal prcs dunng presEang
trvaling Tontivs andd whetn The increase i beyond 1o percor of rra sl ietal pocey. @ £hafl redoce 1hé Sames 10
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Il %Y
Y pare
gte thal no manufaciurer incr .
fd gt urer ircreases the prices of the drugs by more than

f g% of the maximum; fatal prca during the: proceding, 12 monihs: and ¥H1of the

perease 15 beyond 10% of the maximum retail pnce, it can phlige the

manufacturer 10 reduce it io the level of 10% {or the next 12 monihs

52 The Central Gavernment has submitted that it plans 10 impaort Remdasivf
it can also consider importing ather pssontial drugs to meet e immediote
demand ol the drug while the production 15 ramped up, We hasien 1o clarify thal
\his does not constitite a direction of this Court and ylumately this decision falls

under the domain of the oxoculive

53  We nole that there are certain mediones which are being prescribed by
doclors which are nol mentioned in the National Climical Managemenl Protocol for
COVID-19 like Favipiravir, However, since these medicinas are heing presc.nbud
by doclors, people are facing significant inconvenience N obtaining them due \o
{heir shortage in ceriain pans of he country. The Central Governmenl should
consider whelher the praduclion af such medicines should be augmented 10 meel
\he demand of instructions should be given 1o the doclors io nol recommend such

medicines unless they have been included in the national prolocol.

54 Ithas been submitted on behall of the Central Government 1hal on 24 April
2021, DoP. NPPA and DGCI reviewed the production and supply of drugs such
as Favipiravir, Enoxapann, Ivermectin, Methylprednisolone, Paracetamol and
Hydroxy-chloroquine. The supply of Remdesiir and Tociluzumab is already

under the consideration of the Central Government. A meeting was also held on

mle@d!mmm:ﬂmwwuﬂmlumnmmm (2 The manutacturer shafl b kable o
dﬂ:pmﬂmuwﬂwmdnmu nwmﬂmmmimmdmonﬂhemaamhpmnammm
paaaly” S

al
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' 42021 b DoP,
/s Apfi y NPPA and DGCI with the manufaclurers 1o review slock

_aition, zvailabill i
fpﬂgﬂlﬂn ility and production plans. The Cenlral Governmeant should

vide detail :
pro s of estimaled demand of essential drugs mentioned i

duction "
pro capacily, exisling stocks, details of allocation and supply of such

drugs.

nment can also consider

55 As discussed In Section F. the Central Govel

using ils powers under Sections 92, 100 or 102 of the patents Acl \o-increase
production of essential drugs lo EnSUre fhat it is commensurate 10 {he demand.
The Cenlral Govemnment’s affidavit testifies to exislence ol capacily ol public
seclor cr_gaﬂizaliuns and Institules, which &an assist in augmﬂnling-pmductiﬂn of
various drugs and farmulations. The ulilization of these capabinﬁa-s 1o augrnenl
production, once licensing 18 rasofted 10, will be in ihe interests. Of the geneml
public. This Courl I8 further of the ppinion \hat prima facie the present
circumstance warrant the gﬂvernmEﬂl'E examinalion af its the gxtraordinary
the current pandemic.

sijualions. such &S

o used in gxlreme
formulations, having reqard 10

POWETS, meant O b
crines, of patenled
s Act, 1940 and oth

if any, 18 yltimately 2

prices, be Il va

Drugs and Cosmelic

for fixing drug
er pfﬂuisi_ﬂ:;s”, We

the provisions of the
are cognizant that invocation of the above provisions. policy
dacision of the Central Government and may encompass negolialions with the
concerned stakeholders. we hope that the Gentral Gaovernment will adopt 2 route

that best Serves {he public interest.

¥ praragroph 3 and 10 of ithr EHUEE
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glack Marketing

This Court would |i :
56 d like lo lake judicial notice of lhe facl that several crilical

s, used to treat :
dng COVID-18, such as Remdesivir and Tocilizumab, are being

at signi i price
sold at significantly inflaled prices or in fake form. This is a condemnable attempt

to exploit people’s misery and profit from their helplessness.

57 | - . .
n order fo clamp down on lhis praclice, the Central Government can

consider constituting a special team lo identify and prosecute lhose who: (a) sell

medical grade oxygen/COVID-19 medicines al exorbitant prices; and (D) sell fake

subslances and recover the concerned substances. A protocol for ambulances

must also be evolved (o avoid citizens being exploited by extracting

crealing 4

unconscionable charges. The Central Government can consider

platform for easy reporting and redressal of such cases.

H Recommendations for augmenting heaithcare workforce

58 It is common knowledge that a large number of medical, nursing and

pharmacy students, who graduated’ in 2020 and would be in the process of

aling in 2021, would be available to augment the workforce in the health

gradu
avernment should, we feel, look into this aspect, and ensure

sector, The Central G

the optimal manner of ulilization of their services, regard being had, of course, to

their safety and well-being.

59  The Central Government should also consider using heallh care waorklorce

available with the armed forces and para military forces for the purpose of

vaccination.
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/ Egpilogue
/

60 The Waorld Heath Ormansation™
Cansalon™, whie dscussmg the
coVID-‘IQ has nol T e
5 nol only labelled i an epidernic bit also an “infod
o ¢ bi! also an “mfpdamis”, due o the
overabundance of informali
. Jon '
on the internel. which was nddled with
misinformation i | '
and disinformation™. This highfights the key role infermat and
\echnology currenlly has in all our lives, as the COVID-19 pandemic rages an
Indeed, the WHO recently also conducted a study 1o understand how individuals
between the ages of 1840 years deall with the ongomng pandemic using ke

media®’.

61 Il is only appropnate then thal when many aties in India are sulfering

through the cecond wave of the CcOVID-19 pandemic, many have tumed lo the

internet, using-applicaiionsh'.'ebsiles 1o find critical support. On these platforms,

online communities led by members. of the civil society and other individuals, have

assisled lhe needy in mulliple ways — ofien by helping hem procure oxygen.

pssential drugs of find a hospital bed through their own networks or by amplifying

original requests, and even by olfering moral and emotional supporl. However, il

e (hat individuals seeking help on such platforms

is with deep distréss that we nol

have been targeted. by alleging thal the information posled by them is false and

has only been pcsted in social media to creale panic, defame the administralion

or damage the ~aational image”, We do nol hesilate in saying hat such targeling

J——

s ..,w-HDr .

* «Managing the coVID-19 infodeme: Promaoting heakhy behawouts and migating the hamn lrom
misinformabion pnd disinlomaiion = Jeeni sintement by WHO, LI, UMNICEF, UnNDP. UNESCO, UWS. fTU, UN
Global Pulse, opd IFRCT (WHO. 3 Saplomoer 2020 avaleble al cm;mw.m.mwm+mu.

managirque-wvid-lﬂwnl‘odcni: promo?i

and-dismiommaten® ) .
e os modia & COVID-12 A global study of digital crsts MIera=hon among Gen Z and pttennials” (WHO, 23
Sep ¢ 2020} available a8l <hitps {inww m.mmws-rmknue;s:m'm &Mﬂ&a{meﬂin-&m.‘tgq-

g!-uba&a;m_y-o{-digitalmssmtmmbm-gnmng-gon-z.anumﬁnnwsa
54
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all not be: condoned, and the Cenlral Government angd Stale Governmenls
chould ensUre that they immediately cease any direct or indirec! threats of
prosecution and arrest 1o cilizens who air grievances or rose that are atlempling
tc help fellow citizens receive medical aid. If this does keep happening even after
the current order, this Court shall be consirained lo use the powers available fo it
under it contempl jurisdiclion. We also direct that all Direclors General of Police
shall ensure compliance down the ranks of the police forces wilhin Ihe

Jurisdictions.,

62  In these Irying limes, those desperately seeking help for their loved ones
jons

on these platiorms should nat have their misery compounded through the action

gs. Further, there are two more crucial reasons

of the State and its instrumentalili
absolutely stopped

why such a clampdown on informalion sharing musl be

immediately.

63 The first reason is because sharing information widely is in itself an
important tool in combaling public ragedies, like the current COVID-19 pandemic.
i K.S. Puttaswamy (Privacy-3J.) vs Union of India®™, one of us (DY
Chandrachud, J) speaking for four Judges of a nine-Judge bench of this Court

noted academic literature documenling the widespread avallability of information

and the resultant acknowledgement of the problem is whal prevented the drought
in Maharashira in 1973 from becoming as bad as lhe Bengal Famine of 1943,

where the Brilish tried to deny lhe problem even existed. It was noted (hus:

257 Civil and pofitical dghls and socio-economic righls do
nol exist in a slafe of anlagonism, The condifions necessary
lor realising or fullilling socio-economic ights do not postulate

¥ {2017) 10.5CC 1
85
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the subversion of polilica

simple. Socio-economic erlﬂi::'eedm_ The reason for-this is
to those for whom they are im:‘:;"'s mus! yield Ine benefils
eh.mmating rent-seeking behav I cin e vty
caplure of sotial welfare b OUF80d; by piteVarding. [he
enlilled to them. Caplure ;"'*“*_5 by persons who. are not
obviated only when ﬁaﬁlical social _h'-fEIfam benefils can be
when there is a free fow of mmi“ﬁl?mg are. lransparent and
benefit of those who monapoli efon, Qpacky enupss o 19
On the other hand, cun:fﬁfe - bl
freedoms ﬂaun‘sh.ens i il snel poiie
subjected to crifi PH that governmental policies are
S crilique ‘and assessmenl. It is this scruliny
b serves the purpose of ensuring that socio-
u"_d""m;c. benefits  actually permeate  lo the
I'rzz:::::l V::geg f:r whom ihay_arﬁ meant, Conditions of
) ibrant assertion of civil and political
r_lgh_ts promote a constant review of lhe justness of
_:.soclo-ecanumis programmes and af their effoctiveness
in addressing deprivation and want, Scrutiny of public
affairs Is founded upon the existence of freedom. Hence
civil and political rights and socio-economic rights are
complementary and not mutually exciusive,
been addressed in the
Amarlya Sen. Sen compares

pmocralic. fegimes in crifical
onses of demogralic
n, pevelopment a5
-79.).-.

268, Some of these Ihemes have

writings of the Nobel laureale,
{he response of many non-4
situations such as. (amine with the resg
societies in similar situations. | Amartya Se

Freedom (Ox0 2000) al pp. 178
¢ Indian context, Sen points out \hat the Bengal
s made viable nol only by the lack of
janial India but also by severg resirictions on
imposed on {he Indian press, and fhe
famine that ihe British-
gen, The Idea of

rd University Press:

269 In th
{amine of 1943
democracy in €2
reporting and crificism ;
voluntary praclice of “silence” on the
owned media chose fo fallow” | Amartya
Juslice (Pengu‘m Books, 2009) at p. 339] . Political iberlies
and democralit righls are frence regarded s “constituent
~ of development. [1d, at p. 347] In contrast during
which took place in Maharashtea in 1973, food
ailed drastically and the pef capita food outpul
hal in suly-Saharan Africa. Yet there was no
million people Wwere

where five
anised public projects while there

in ‘sub-Saharan Africa. This
“Ine proteative role of
suceinclly:

compunanls
the drought
roduction f
was hall of |
faming 1N fpdaharashird
employed in rapldly o9
weie substantial famines
establishes what he lerms as

demacracy”. Sen has analysed the |ssue
and the non-

“The causal connection between deniocracy
gecurcence of famines is nol hard 1o seek. Famines kil
< jn e world, bul thiey

milions of people in different countrie

56
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gives them the polilical i _
cal incentive o

th; s " n "l} | m

Ffevﬂma!::}r;g I’Emamm._ and sitice amines a?é it E;*:f;::

this sta lelha nupmmmaa:f,’“" 2! clicks into the poiitical one at

Amanyageslen BZP\VEI hitig famines are firmily prevented.” |

' opment as Freedom —
Press, 2000) atp; 160.).. " o e mymrany

(emphasis supplied)

As such, prevenling clampdowns on sharing of informalion an onling platforms is

not just in the inlerest of individuals sharing the information, bul the larger

democralic siruciures of our nation. Withoul the ready availabilily of such

information, it is entirely possible thal the COVID-19 pandemic may turn into a

tragedy worse than whal il already is.

64  The second reason is hecause sharing information widely will help In the
an of a “collective public memary” of ihis pande

which refers *fo an extani and laken-for-granted group

P mic. The presence of

coliective public memory,
memory”™”, is important for the creation of knowledge of the prablems plaguing us
loday, S0 they may be passed on across time*™. This Is impartant since we do nal
1o realise thal the pandemic caused by

have to travel back 100 much in out pasl

the *Spanish” flu of 1818, which is said ta have infecled every third person in the
world and killed between §0-100 million individuals (compared to the 17 million

" Trasodarm [ Prosiss, "The collsctive mamany ol The atomec bomtings mstacogeind is tlijegtiie oy Tho

enen pl s gk oppattion 10 ha itonnl At AR SHK Mirein's alam Bamb sttt (1998) 67 Wealem

Jisismalnl Gaoenaestatomn B 3f0-3al, e 1A

* ey Hutied sred Kdavend A Dinviani, “Neamwe Bamopes af the Upiita Gay  Tlilmpes of Hopsnimmus al
gyt md Pyl Aty X HELOA%, pag Ol

Bir Halesil faand Sqace Mudaam {10949) 4
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Jivin

Courls in crealing and preserving this collective public memary
understated. Professors Austin Saral and Thomas R.

History, Memory, and the Law, describe the funcli

the {ollowing terms

‘Law n the modern era is, we beieve,
importan) of our socialy’s

mefnory. Jus! as Ihe use ©
in @ particul

decisions fixes law

may be altached, or attach |
itz is The case,

{he future. As Br

and through law. Where
&l orienling ourselves 1o
it: “Leaal interpretation
future.” In that phrase,

in fact, two audiences for every

the present and the

moterializes memory.
epinions; it reenac
unconscious

Bacause Lhe itiga
pecome archives

materialization of memaory.

opporiunity o ke heard
to, the futurd. it is the
can be turned inte
undeserved pain an
lawyers an

history by
to insist on fmemory in

quchy history: and con
litigants call on an Ima

g through the COVID-19 pandemic becomes crucial, Furthe

comell remi

In documents, tran
{s the past, both inten

ly, and it Is
speaks to the futura throug

ted case ¢
in which that rocard sery

gua
seums of unnecessary. unjust,

mu
d death. The legal hearing provides

d litigants an opport
creating narratives of

strucling such narmal
gined fulure lo choose Justice over the

‘T)/bo} PARTI

J died i
/who died in World War 1), has been almos! enlirely erased from our colleclive

) , 41 . _
)' public memory Therefare, the widespread sharing of information by individuals

rmore, the role of
cannol be

Keamns, in their book

on that is played by Courts in

ane of the mias!

{echnologles  fof praserving
| precedent 10 logitimale legal
ar telation lo the past, memary
tsall, 1o law and be preserved in
il serves as one wWay
ucilla Comell puts
demands lhal we remember the
nds us thal there ares,
tegal act, the audience of
f the luture. Law
scripts, writlen
tionally and

ane place where the presenl
h acts of commemoration.

audienceé ©

reates 3 record, courls can
es as the
Dus process guarantees an
and an opportunity lo speak

by,
rantee that legal jnstitutions

unity te write and record
present injustices, and
face of denial. By recording

the
ves lawyers and

“jurispathic” lendencies of tha moment.”

4l junathan Fresdiand, ‘Histoly Suggosts wo
Jampry 2021) avallsbla of ahfipsfiewe (i

E.Pnriimﬂu-mulq;r
Avstin Saem and Thrmins R Kearns, PRS0

1233

may forgol tho pandemic
nunu!l.-ln.mn-uunmmnmrmmm_‘murﬁgmi-ﬂr:w-Tn:g&bpammrrtI:r

(emphasis supplied)

spanad Uian wo (hink | The Guartfan, &8
Momary, and the Linw (Unlversity ol Mictigon Press, 2009) pgs
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in the (= ‘
pence: 1 present proceedings, we hope to nol only initiate 2 dialogue 5o as

" (o better tackle the current COVID-19 pandemic bul also to preserve ils memory
i ubli
/ jn our p lic records, so that fulure generalions may evaluate our fforts and

learn from Ihem.

6 .
5  We speak nof only as members of this Court, bul alsa as grateful cilizens

of the counlry, and commend the outstanding work of our ! healthcare

Itheare workers, laboratory \echnicians, ward

professionals (doctors, nurses, hed
crisis. They have

slaff. ambulance drivers, crematorium workers elc.) during this

truly. gone beyond (heir call of duty and toiled day i and day oul, relentessly

es, Il 1S absolutely necessary 1o take urgenl

without res! amids! grea challeng

steps for Iheir well-being to ensure Lhal our appreciation for their lremendous
efforts is not reduced 1o rheloric. This is especially important since another faclor
eated is by Ihe

which affects how colleclive public memory of any event is €f

). As such, our public mema
alnst the virus of COoVID-19 itself, bul ralher

thelaric surrounding it* ry of Ihis public even! has lo

transcend ils conceptionas a “war” ag

s “the complex epidemiological circumstances that promole

10 remember {hat it i
ith systems (hal are tasked with

these glilbreaks and the under-resourced hea

cantainment™*. While the
his crisis, we have 1o recognize their canlrib

“fo pralect public health using

healthcare prolessionals have been al the

disease

forefront of tackling !
prnfessinnals wha have undertaken

ulion as medical

heallhcare:

“The Pobliecs of Momory” 1 Kate Kenakl and Kniliann VAl Jamicson [echil The Cufond

ar
Moot R,
iz.mw ol Poiteal Coammieation (Cxod Lttty Piens 2004)
Luke Shars, Viagng Aonhal Public. Hentih WA= (TimA Grofawt ioain 2 1 otiary 2000 .
g Meera Mvnkgiotiltaalih /AP ARG P BRI g T a0 Valy } mvrikatibo

1
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5
rarge”™", and not Just ag "

issties we wish lo highlight:
(f) Recenlly, there WEre ‘reports that the Pradhan Mantrl Garib Kalyan
Package Insurance Scheme, an insurance scheme of Rs 50 lakhs which
had been extended to aboul 22 1akh healthcare professionals, was set to

EXpire on 24 March 2021 and Wwould nol be renewed, While we are happy

to nole thal UOI's affidavii of 23 April 2021 slales lha! this Scheme has
been exlended for one year slarling April 2021, we have also been
informed thal il date only 287 claims have been sellied under it, which
includes clalms from the families of 168 doclors who died alter conlracling
COVID-19 while treating patients, We direct lhe Central Government lo

inform this Court as lo how many claims are pending under the Scheme,
and the timeline within which the Cenlral Government expodls (o sollle
them;

(i)  Heallhcare personnel are al an ocbvious heighlened risk of conlracting the
COVID-19 virus. Howevar, we are aware of reports thal indicate (hal
infected healthcare parsonnel are left lo fend for themselves withoul
adequate avallability of beds, oxygen or essential drugs. Further, some of
Ihem have also often boen asked lo report back fo duty wilhin 10 days of

firs! tesling positive lor COVID-19 (provided they are asymplomatic), evan

Y Ewena M Fintetrurvit, “Thin taps ol callingg Hin puatifies Hisatm mepansn GOV 10 *an g war aginal
et mstde poemy” (2020} Joureal of Pt bie | tnalin Frolicy (20200 41 233227, pg 200

()
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though @ longer recuporalion period s often recommundad, While wo art
io, thero mus

dealing with a terrible second wave of the COVID-19 pandam
0 Iruly acknowlodges thelr

be an eflective policy 1o ensure that the nalio
soan by

offort and creates Incentives for them, We hope it will he remediod
nof nppmprmtu

the Ceniral and State Govetnments (hrough the introduclio

guidelines and measures;
aken lo ensure fhal

It is unclear wha! measures are currantly being !
thers while not risking 1he

healthcare personnel can conlinue fo SevVe 0
clive Slale

health of (heir family members. We hope (hat the respe
he Contral Govornmenl,

Governmenls, will noeessary assistance from 1

can ensure this takes place; and
ine and ensure {hat In

ability of

The Ceniral Governmen! should, we feal oxam
frameod, other facililies such as avall

addition to the schemes it has
ork, (ransportation

faod, resting facililies during Intervals belween W
(acilities, non-deduction of salary of leave account, If afflicted by COVID

infection, overlime allawance, in both public and privale

2019 or related

hospilals, and a sgparale  helpline for
OVID 2019 relaled emergencies, is providod.

doclors, and healthcare

profasslonals, in cases of G
id show thesa professionals (hal we do nol show our

All these, we feel, wou
appraclation in mere warils, but also care lor them.

The issues mentioned above are only symptomalic of the other broader

issuas (hat are being faced by heallhcare profossionals, who are Instrumental In

combali '
mbaling lhe pandemic. Hence, we hope thelr wellare is consitdored sorigusly by

it
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/ face on record our sincerest apprecialion for ail the pubilic  Heallficad

i 4 i v
y pmfﬁﬁlﬁﬁﬂls - not just limiled 1o the doclors, bul also nurses, hospilal stall

ambulance drivers, sanitation workers and cremaloram Woikers Woas i

their dedicaled efforts thal the effect of COVID-19 pandemic 15 beitig gurrontly

tackled in India.

68 In light of the continuing surge of infections in fhie secund Wave of e

pandemic, we direct the Central Government and Stale Governments 10 il O

record the efforts taken to curb the spread of the virus and the measures that hey

plan on laking in the near future. At the same time, we would serioutly urge the
Cenlral and State Governments to consider imposing @ ban on Mass gathenngs

and super spreader events. They may also consider imposing a lockdown 1o curb

the virus in the second wave in the interest of public welfare. Having said thal, we

are cognizan! of the socio-economic impact of 2 lockdown, specifically, on the

alized communities. Thus, in case the measure of a lockdown IS imposed,

hand lo cater lo the needs of lhese

margin

arrangamenis mus! be made belore
‘communities.

J Conclusion
68 The present order has primarily considered the submissions (written and
‘gral) of the UQI. These submissions have been reproduced here as a maller ol
public record and to contextualize lhe clarifications that are being sought by our
Court in order to serve ils dialogic role. We reilerale, for abundant caution, that
the dala and submissions reproduced above are nol ils endorsemonl or

acceptance. In terms of the above discussion, we herebty pass the following

direclions:

G2



(if)

(iii)

(iv)

(V)

all e
th ns J'E, In tﬂrﬂ'ls ( PARTJ
at the defie Ssur
itin the ance gf the
sy Solicitg
days from the dat o OXygen 1o e GNCT e
ae of the IS reclified wi,
€aring, (hay ; n2
* s

i on wi
N Collaboration with the States. prepare a

within the ne i
xt four days and s 0 be replenished on a day to day basis, in

addilj ofs X
lion to lhe existing allocation of oxygen supply ta lhe Slales;

The . . _

Central Government and Slate Governments shall notify all Chief
Secretaries/Direclors General of Police/Commissioners of Palice that any
clampdown on information on social media or harassmenl caused lo

individuals seeking/delivering help on any platform will attract a coercive
exercise of jurisdiction by this Court. The Registrar (Judicial) is also

directed to place a copy of this arder before all District Magistrates in lhe

country,
The Central Govemment shall, within lwo weeks, formulale a national

policy on admissions (o hospitals which shall be followed by all State

Governments. Till the formulation of such a policy by Ihe Cenlral

Government, no patient shall be denied hospilalization or essential drugs

in any State/UT for lack of local residential proof of that State/UT or even in

the absence of identity proof;

The Central Government shall revisil its initiatives and protocols, induding

yaean, availabilily and pricing of vaccines, availability

on the availabilily of ox

63
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gaonli ;
of essoential dugs al alfordablo pricas and tospond on all Ihe ol 56005

nighlighted in this ordor bofora the next dato of ho hoaring, thit s, 10 Moy

2021, Copios ol all affidavits to ba sorved upon the Amicl In advanco; aid

S6 i o
yeral other suggestions have boon mado bofore this Courl As and

wril pe . , )
il pelitions filed by diverse partios. In order (o streamline (he furthar
course of hearing, we have requasted lhe Amici to collalo and compile

these suggostions which would be laken up lator. The prosent ordar has

focused on certain crilical issues in viow of the urgency ol tha situation.

J.
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New Delhi;
Aprll 30, 2021
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)‘l
- INT
HE HIGH COURT OF JUDICATURE AT MADRAS
DATED: 19,04,2021

CORAM :

The Hon'ble Mr.SANJIB BANERJEE, THE CHIEF JUSTICE

(
The Hon'ble Mr.JUSTICE SENTHILKUMAR RAMAMOORTHY

W,P.No.2951 of 20 22

Meenalkshi Balasubramanian .. Petitioner

1.The Union of India,
Rep. by its Secretary,
Ministry of Health and Family Welfare
Room No. 348, A Wwing, Nirman Bhawvan,
new Delhi 110 D11.

2.The State of Tamilnadu,

Rep. by Its Secretary,
Health and Family Wellare r3epartment,
. Respondents

Fort St. George, Chennal 600 004,

er Article 226 of the constitution of India

daus to direct the 1* respondent Lo
crs as a priory group

Petition filed und
writ of Man

praying for |sSUé of
Disability and their caregiv

include Persons with
ering CcOVID-19 vaccine.

for administ

For Petitioner - Mr.A.Yogeshwaran
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For Respondents : MrD.Si
: Mr.D.Simon

Central Govt, Std :
for R-1 g. Counsel

WP No.29s] af 202}

i Mr.V.Jayaprakash Narayanan
State Government Pleader
for R -2

ORDER

(Made by The Hon'ble Chiel Justice)

The matter pertains to disabled persons being given priority in

accination. Unfortunately, the complete lack of action

the process of v
& matter and only today certain

part of the Union has delayed th

on the
d on hehalf of the Unlen.

documents have ween file

2. Pursuant to an observation made by this Court when the

and the Union was not represented, the State

matter was 1ast taken Up

ide a separaté counter at all vaccination centres.

is agreeable to prov
the State to vaccinate only persons

run by the Government all over

with disabilities.
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rnse then others. 17 -
) ORIk £ mEtitinnsr s mesess : "
€rs. The petitionsr suggeste that the 25% restncoeT O°F°
1S otherw _
ervise In vogus, snould or Se apptied 1o pEEOTS WD

disatilives,

4. Zs of row, tne guicebnes msues Iy Tne LOEO grovics 1oC
: wihe hove Crossed e 53807 iS5, vESpECovE

c - -
725 ang thosa W

workers ev=n SZiow LN 252 L

or are being somimsieres he vacone, Howevan,

gt ELIE.

informed, vaccinatics is avaiadis anl

5. The Court must b2 czraful in issuing 2n order so that the gocd

that is sought to b2 achieved thereby is not undone By 2n uninformed

decision which may have an adverse effect. Accordingly, the siatemant

of the State is recorded that all Government vacanzation centres will
have a separate counter througnout the day when vaccinition &

undertaken at cuch centres exclusively for persons with disabilities. A
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W.P:No.2951 of 2021

an\-" rate: B il . Ti8ia
persons with disabilities should be: given priority in being

vaccinated even i
if the numbers do not warrant an exclusive counter

centre. The Union has.

bein
g set up at every Government vaccination
led on

d at page 21 of the typed set fi

relied on a document appende
is in the form Of

g, 2021, The [ast entry
orbidities that enhanc
persons with

hehalf of the Union on March 1
e the

a certificate to identify individuals with co-m

e list of criteria deals with

risk of mortality. Item 20 in th
dy’gtrophﬂaciﬂ

0 intellectual dfsahiiitiesfmus‘:‘:ular

disabilities due t
k with involvement of respiratory system/person vith disabilities

attac
having high support needs/ multiple r.l;*sabilitiés_ including deaf-

blindness.
6. Though the document apparentiy otherwise restricts the
eligibility 29¢€ of vaccinalion to 45 years and above, in the current
ars and above being eligibie for

context of all persons 45 vye
rovide for an additional

d be no meaning o p
reted o apply only to th
te is directed 10 give

there woul
ase who

vaccinatfon,
certificate if the form is also interp

e attained the age ©
persons suffering fr
pective of whether such pe

f 45. Accordingly, the Sta

om disabllity as indicated in the

hav

priority to such
rson has attained’

relevant Annexure, irres

pagedof 7
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W.PNG.295) of 2021

the age of 45 b
ut subj
ubject to 2 previous reasoned basis bei
as to what would be the mi e peng arved o
vootinahed INimum appropriate age for a persen to be
. Such isi | |
t decision should be taken by the State within the
next three da -

Vs and in consultation with the Union, if
I n, if necessary. The
2L el sideration i

n in determining the minimum age would be

whether the vari
LY -
arious vaccines have an adverse impact on infants,

adulthood. The

children - :

or persons who have not attained
m _ . .

anufacturcis may also be consulted in such regar d as to the adverse
effect of the relevant vaccination on persons upto or below a particuldr

age.
7. 1t needs Lo be emphasized that every caré should be taken to
gbtain information and arrive at @ voasoned declsion  8s to the
o gpened Up to persons

fore the vaccination
kind of disabilities indicate

n. The State may also

propriate 3ge be
d in the

ap
h disabilities OF the

suffering wit

ant document relied upon DY the Unio
8§ but

relev
reons above the age of 1

tering vaccine to pe
ability as indicated In th
5016 instead of confining It ta

consider adminis
o Schedule to the

g from any form of dis

with Disabilities Act,
e Union’s annexure. Ever

syfferin
Rights of Parsons
y endeavour

the disabilities indicated in th
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i
1I,I f‘. lth :?' ] i !E"j‘: 1

ausly 2%

7'1 should be ma
de by the State to enable vaccination 85 €7oedil
possible to . -
protect the lives of persons with disabilities, TmmeaE

that varcinaticn centres

steps should be taken by the State to ensure

diszbilities by constructing ramps 97

are accessible to persons with

other measures in accordance Wif he said Act of 2016

8. W.P.N0.2951 of 2021 is disposed of. There will DE no orger as

to costs.
(5.8 C):) (S.K.P 1.3
19.04.2321
[ndex 1 Yes/No
5ra
To

i.The cecretary 10 Govt. of India,

Ministry of Health and Family Welfare
Room No.348; A’ Wing, Nirman Bhavan,
new Delhi 110 011

2 The Secretary to State of Tamilnadu..
Health and Family Welfare Department,
Fort 5t. George, chennaf 600 009.
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ng W.P.N0.295] of 2021

/ The Hon'ble Chief Justice
and

Hf
Senthilkumar ramamoorthy, 1-

/
(sra)

W.p.No.2951 of 2021

19.04.2021
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Judge(s)
Name

CHIEF
JUSTICE AND
SURAJ
GOVINDARAJ

CHIEF
JUSTICEAND
SURAJ
GOVINDARAJ

Date of
Order

27/04/2021

29/04/2021 Issue notice Lo the resp

%) /> -

grnment Advocale
uires

andents.  The jearned Additional Gav
d second respondents. As this petitiof fed
fore this Court on 261h April, 2021, 88 special giting
ed counsel fof {he pelilioner

takes notice for the firstan
urgent consideration, is! it be
Is supposed to be held on the said date
Is al Hbery lo serve the Central Government Spanding Coun
\hird respondent about the date fied in the mal(er.
1. Heand the learned counsel appearing [0f tha peliqinne'r and the feamed
Advosate General and he leatned Add 1i0ns| Government duocate appeannd
{he tespondents. 2 The issué raised in this petltion concerns the vaceination ©
3¢ dofined in Clause
e Disability

Covid79 1o persons with benichmark gisability 22 |f ¥
it 16 (for sharl,
with Disabilities AL 2 (for shor, % aisabiltes

2 of the Rights of Persons |
the way of parsans ¥

Act) 3 Several difficulties i writien
i 3 e ’
ation have been 5¢10 Ta Pm;{.nglellﬂﬂﬂn

gefting vaciin
fadf by tha fearned counsel fof the petitioned
4 Wﬂi i Caurt of Judicature al
gction

eubmissions fi

on i order dated 14th Apiil 2021 passed by e

Madrasin W.ENB,EEEMDH £ In this petitien. weare

25 of the Disabifity ALt [t deals with heaithcate. Clouse {c)o
1 and local autl

Gection 25 enjoins the sppropriate governme i =)
necessary measures forthe pevsans with thsatilities 1 g:uwde prior
arendance Gt jreatment. The approprine govemment 12 defined in Clause {b]
o Sectian 2 of the Disabilly A¢t £ S view of Clause (<) & Sub-Section
(1) of Section 26, the e with benchmark disabilities must 9€! priority It
he pmstnlﬁw
with Disabilities Aules & caid Rules’). In &3
28 of the said Rules. District Level GO an Disability is requlf
pe constituted bY the State Govern ch Districs Disabled wellare Officet
is o Member cpcretany. THE functions of the District Level l:nmmiuee.have been
setoutin Rule29 of the zaid Rules, syb-Rule 6 of Rule 29 of the said Rules
authotizes the State rmmienl 10 255150 any other | unctions 1o the pistrict
 &vel Committes. 7. The jearned < the Court that
pecessary sieps will b 1aken by the tim the lght of the rights of
the persons with benchmark disabillty as contemplated by section 25 of the said
Actof 2016, B. The crate Government will ave 10 ensiite that necessary
ssislance is qendered to the pursons who aie suffering from kenchmark
disabllities for the purposes of registering themselves for vaceination. The State
Govemment may coneider af issuing directions ta the pistrict Level Commitiee
and Distrlct pisabled Welfare Officer to receive the applications elther in the form
of SM5, Whatsapp messages &f amail from the persons with disabllities and
engure that priority is given 19 the persans with benehmark disabifity in
vaccination. 9. Neediess 1o add that the object o providing the Covid-19
vaceinalion 10 pEFsons with benchmark disabilties will be effective only if
careglvers of the persans with benchmark disabilities are aiso provided
;grcclriqalla_n on prionify basis. 10, ‘Wetherefore issue the folloewing interim’
iections; ) TheState Government shall immediately evolve a sch
R 4 EmE,‘
mechaniam {or giving pefotity 10 vaccination of Covid-19
e hmark disabilties; b) The State Gove 19 o he persons wilh
Distict Disabled Vel o ifckiniita :.'::'l hrnmem may consider authorising the
vacclrnalion by SMS, NatsanD b Em:?l' ehhi: ?ffmm \o receive requests fof
benchmark disahifity and/or from respaciive carrnm the persons suffering from
Gevernment shall make effective arrangements ﬁwﬂff}. The State
persans with benchmark disnhilitfes and thelr camr P e e
not fequired to wall in the queye al vaccinals glvers by eacuting that ey 8e8
those persons wiho suller from benchmark :II?: Een!m: d) Neediess to add that
move out of thelt respective residences, n e Hpnoie: K
made for vaceination at the doarst ecassary anangements will have to b
to evolve sch 1 step; @) Weleave to h ! y iy
g ism Tar complying with h miment how
‘tzt:fi:nken by Ihe State Gavemment shall h% 1l 1 the aloresaid directions; )
) May 2021 whten This petition will be ﬂsted%ﬁﬁ%%! ':;::D"J by a memo on



Date of
Dally Order

Order

12/05/2021 This pelition be iisted
13th May 2021,

Jndgﬂ{s}
Name

CHIEF
JUSTICE AND

pcled matiers on

alang with WP Np,&435/2020 and conn

SURAJ
GQUINMRM
A CHIEF
JUSTICE AND
ARAVIND
KUMAR

13/05/2021 adjourned
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An application under Article 226 of

the Constitution of India.
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