
 
 

 

 

 

 

 

CPD for Pharmacists 

Self-study Article and Multiple Choice Questionnaire 
 

Relevance of this article 
The purpose of this activity is to explore the principles of bioethics when considering whether 
vaccine mandates are ethical. Vaccines result in immunization which reduces the transmission 

of disease. Examples for which vaccines have proved effective in reducing harmful diseases, 
include polio, measles, and even influenza (flu) is combatted by yearly vaccination. Vaccine 

mandates are not new. The first U.S. vaccine mandate occurred in 1809 to deter the occurrence 
of the deadly smallpox virus. 

Pharmacists often work in multi-disciplinary groups, with colleagues and the public, and 
knowledge of vaccine mandates is of value in these situations. 
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COVID vaccine mandates don’t 
have to undermine your rights. 

Here’s why1 

 
The South African government says it 

won’t make COVID vaccinations compulsory 
for its employees for now — but that they 
won’t stand in the way of private businesses 
who want to introduce mandatory 
vaccinations. 

According to Health Minister Joe Phaahla, 
the health department wanted to issue 
vaccine certificates or passports to fully 
vaccinated people by the end of September 
2021, which businesses will be able to use to 
restrict access to venues based on people’s 
vaccination status.  

Yet hesitancy may be a significant barrier 
to the success of South Africa’s vaccine 
programme — a survey by the Human 
Sciences Research Council in June and July 
2021 showed that 28% of the 8 000 
respondents were reluctant to be vaccinated. 

With the aim of getting 68% of the adult 
population fully vaccinated to adequately 
contain the pandemic, introducing official 
policies to allow for mandatory COVID-19 

vaccination is one way of getting more 
people vaccinated. Such policies are called 
vaccine mandates. 

The raging question for South Africa is not 
so much about whether the government 
should consider a COVID-19 vaccine 
mandate, but rather whether they can. And 
the short answer is yes. 

Leveraging the law: How to 
mandate vaccines 

The government could call on two laws 
that would allow them to make getting a 
COVID-19 vaccine compulsory, if it ever came 
to that. 

In 2020, COVID-19 became a notifiable 
condition under the Notifiable Medical 
Conditions Regulations, which have long 
been in place and are updated from time to 
time. A notifiable condition is a disease that 
poses a considerable public health risk 
because it can lead to outbreaks that are fatal 
or severely affect many people. Examples of 
notifiable diseases in South Africa are 
cholera, listeriosis and tuberculosis. 

Every doctor or nurse in both the public 
and private health sector who diagnoses a 
patient with a notifiable condition has to 
report it to the National Institute of 
Communicable Diseases (NICD) — failure to 
do so is a criminal offense. 

Under the Notifiable Medical Conditions 
Regulations, a healthcare provider would be 
allowed to administer a vaccine even if a 
person refuses to accept it. But this is not as 
totalitarian as it sounds: a court has to decide 
whether this would be a justified action. The 
process is complicated, because the head of 
the provincial department of health would 
have to apply for a court order and then the 
court must assess – on a case-by-case basis – 
whether compelling the person to take a 
vaccine without their consent is justified.  

Another route that could be used to justify 
mandatory vaccination is the regulations 
issued under the state of disaster declared in 
March 2020, which are used to regulate 
South Africa’s COVID-19 response. Under 

• While South Africa has steered clear 
of compulsory vaccination for now, 
the country’s laws do allow such a 
policy. There are two laws the 
government could draw on if it 
comes to that, writes public health 
lawyer Safura Abdool Karim. 

• When authorities move to mandate 
policies such as vaccination against 
COVID, they generally try to 
incentivise people instead of forcing 
them. 

• The education department is in the 
process of implementing mandatory 
vaccination for childhood diseases. 
Parents will be unable to have their 
children admitted to public schools if 
they have not been immunised 
against childhood illnesses such as 
measles and polio. 
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these regulations, a person 
can be compelled to 
undergo COVID-19 testing, 
isolate if infected — and 
potentially also be 
vaccinated. It would still 
have to be a court order, but 
the process is slightly easier 
as such an application can 
be lodged by people from a 
wider range of sectors — for 
example, healthcare 
workers, government 
officials or certain ranks of 
police officers — and the 
order can be granted by a magistrate’s court. 

Both these avenues have been used in the 
past to institute mandatory isolation and 
quarantine or even to enforce treatment for 
conditions that pose a significant public 
health risk. But in the context of making 
COVID-19 vaccination compulsory, they are 
unlikely to be feasible options. 

Keeping our options open: How 
to incentivise mass vaccination 
When authorities look to introduce 

vaccine mandates, they generally try to 
incentivise people to get vaccinated. This 
means being vaccinated can be a 
requirement to do certain things, while non-
adherence may result in some form of 
penalty. 

To vax or not? Workplaces may 
not give you the option 

Internationally, a number of private 
companies are moving towards making 
COVID-19 vaccines mandatory for their 
employees, and South Africa is already 
following suit. 

On 2 September 2021, Discovery 
announced that COVID-19 vaccination will be 
mandatory for all staff from 1 January 2022. 
Adrian Gore, CEO of Discovery, explained 
that the decision was motivated by both a 
moral and a legal obligation to provide a safe 
working environment for their employees. 
Since Discovery’s announcement, a number 

of other organisations, including universities 
and private companies, have implemented 
similar policies, or are considering them. 

Most private companies introducing these 
policies are relying on the Occupational 
Health and Safety Act, which requires 
employers to provide a working environment 
that is safe and without a health risk. The 
department of labour also issued a directive 
that supports the introduction of workplace 
vaccine mandates for employees who are at 
high risk for developing severe COVID-19 or 
at a high risk to transmit SARS-CoV-2, the 
virus that causes COVID-19. 

The Constitution vs COVID: A 
balancing act of rights 

Some legal commentary argues that 
making the COVID-19 vaccine compulsory 
would be a violation of constitutional rights, 
including the rights to bodily integrity, 
freedom of religion, and dignity. And 
although it is true that mandatory 
vaccination may limit these rights, it is 
important to recognise the flip side: no 
constitutional right is absolute. 

What has also often been overlooked in 
citing individual rights in the argument 
against mandatory vaccination is that the 
courts have found far-reaching limitations to 
be justifiable during the COVID-19 pandemic. 
For example, the High Court in Pretoria 
found that closing mosques as part of 
lockdown measures was a justifiable 
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limitation of the right to freedom of religion. 
The argument was that the measure would 
assist in controlling the pandemic, and the 
court specifically recognised the concept of 
ubuntu — calling on citizens to make 
sacrifices to their individual rights for “the 
greater good” of curbing the pandemic.  

Similarly, the Supreme Court of Appeal 
recognised the “trade-off” between individual 
liberties and curbing the spread of COVID-19 
in a judgment that found the regulations of 
the state of disaster to be largely 
constitutional. The ruling came down to the 
court saying that limiting individual liberties 
such as the right to freedom of movement 
and the right to dignity was justified because 
it protects the right to life of people who may 
otherwise have been vulnerable to dying 
from COVID-19. 

Responsibility and rights: A 
legal roadmap for vaccine 

mandates 
Although the law allows for potential 

mandatory COVID-19 vaccination in South 
Africa, what this looks like in practice will 
depend not only on the government but also 
on the private sector. Arguably, vaccines are 
more invasive than closing mosques or 
preventing the sale of alcohol. And as there 
are no specific cases testing the 
constitutionality of vaccine mandates, prior 
court rulings can provide only a guide to the 
approach. 

But it might not apply in all contexts. 
Some individuals may have valid, medical 
reasons for not being able to take a COVID-
19 vaccine; others may be objecting on 
religious grounds or work in low-risk 
environments where their decision not to be 
vaccinated poses little risk to others. Outside 
of work environments, vaccine mandates 
could be used to incentivise rather than 
enforce vaccination, without significant 
incursions on individual rights.  

In the end, decisions about mandatory 
COVID-19 vaccination may ultimately be 
informed by our individual actions. Because 
with every right also comes a responsibility. 

Good reasons to vaccinate: 
mandatory or payment for risk?2 

We are in the midst of a global pandemic 
with COVID-19 and there was a race to 
develop a vaccine. 

There were a number of different 
approaches: (1) genetic—using mRNA to 
cause the body to produce viral proteins; (2) 
viral vector—using genetically modified 
viruses such as adenovirus to carry sections 
of coronavirus genetic material; (3) protein—
delivering viral proteins (but not genetic 
material) to provoke an immune response; 
(4) inactivated or attenuated coronavirus; (5) 
repurposing existing vaccines, eg, BCG 
(bacillus Calmette–Guérin). 

Ethics of mandatory COVID-19 
vaccination 

There is a large body of literature on the 
justification for the use of coercion in public 
health and infectious disease in particular. 
Mandatory vaccination is typically justified on 
Millian grounds: harm to others. According to 
John Stuart Mill, the sole ground for the use 
of state coercion (and restriction of liberty) is 
when one individual risks harming others. 
The most prominent arguments from 
bioethicists appeal to preventing harm to 
others. 

The Nuffield Council of Bioethics 
produced an influential report on public 
health which considers when coercion and 
mandatory vaccination might be justified: 

When assessing whether more directive 
policies are acceptable, the following factors 
should be taken into account: the risks 
associated with the vaccination and with the 
disease itself, and the seriousness of the 
threat of the disease to the population. In the 
case of incentivised policies, the size of the 
incentive involved should be appropriate so 
that it would not unduly compromise the 
voluntariness of consent. We identified two 
circumstances in which quasi-mandatory 
vaccination measures are more likely to be 
justified. First, for highly contagious and 
serious diseases, for example with 

(Karim, 2021) 
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characteristics similar to smallpox. Second, 
for disease eradication if the disease is 
serious and if eradication is within reach. 

COVID-19 is almost unique because of the 
gravity of the problem at the global level: not 
only is there cost in terms of lives from 
COVID-19, there is also the extraordinary 
economic, health and well-being 
consequences of various virus-control 
measures, including lockdown, which can 
extend into the future. Probably never before 
has a vaccine been developed so rapidly and 
the pressure to use it so great, at least at the 
global level. 

There is a strong case for making any 
vaccination mandatory (or compulsory) if 
four conditions are met: 

1. There is a grave threat to public 
health 

2. The vaccine is safe and effective 
3. Mandatory vaccination has a 

superior cost/benefit profile 
compared with other alternatives 

4. The level of coercion is 
proportionate. 

Grave threat to public health 
So far, there have been over 5,5 million 

deaths attributed to COVID-19 globally (as of 
11 January 2022). 

The case fatality rate was originally 
estimated to be as high as 11%, but (as is 
typical with new diseases) this was quickly 
scaled down to 1.5% or even lower. The 
infection fatality rate (IFR, which accounts for 
asymptomatic and undiagnosed cases) is 
lower still as it has become clear that there 
are a large number of asymptomatic and 
mild cases. For example, the Centre for 
Evidence Based Medicine reports that “In 
Iceland, where the most testing per capita 
has occurred, the IFR lies somewhere 
between 0.03% and 0.28%”. 

Of course, how you define “grave” is a 
value judgement. 

Long COVID-19 health implications may 
present a grave future public health problem. 
Nevertheless, some might still argue that this 
disease has not entered the “grave” range 

that would warrant mandatory vaccination. 
The Spanish influenza killed many more (50–
100 million), and it afflicted younger rather 
than older people, meaning even more “life 
years” were lost. 

Deciding whether COVID-19 is sufficiently 
grave requires both more data than we have 
and also a value judgement over the gravity 
that would warrant this kind of intervention. 

Vaccine is safe and effective 
There are concerns that testing has been 

rushed and the vaccine may not be safe or 
effective. 

First, although the technology used in 
many of these vaccine candidates has been 
successfully used in other vaccines, no 
country has ever produced a safe and 
effective vaccine against a coronavirus. So in 
one way, we are all in uncharted waters. 

Second, any vaccine development will be 
accelerated in the context of a grave public 
health emergency. The inherent probabilistic 
nature of the development of any biologic 
means that no vaccine could be said to be 
100% safe. There will be risks and those risks 
are likely to be greater than with well-
established vaccines. 

Thirdly, some side effects may take time 
to manifest. This is not to support the anti-
vaccination movement. Vaccines are one of 
the greatest medical accomplishments and a 
cornerstone of public health. There are 
robust testing procedures in place in most 
jurisdictions to ensure that licensed COVID-
19 vaccines are both effective and safe. It is 
only to acknowledge that everything, 
including vaccination, has risks. Perhaps the 
biggest challenge in the development of a 
vaccine for COVID-19 will be to be honest 
about the extent of those risks and convey 
the limitations of confidence in safety and 
efficacy relative to the evidence accrued. 

There is an ethical balance to be struck: 
introducing a vaccine early and saving more 
lives from COVID-19, but risking side effects 
or ineffectiveness, versus engaging in longer 
and more rigorous testing, and having more 
confidence in safety and efficacy, but more 
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people dying of COVID-19 while 
such testing occurs. 

To be maximally effective, 
particularly in protecting the 
most vulnerable in the 
population, vaccination would 
need to achieve herd immunity 
(the exact percentage of the 
population that would need to be 
immune for herd immunity to be 
reached depends on various 
factors, but current estimates 
range up to 82% of the 
population). 

The large impact on society 
means the vaccine will be put to 
market much more quickly than 
usual, perhaps employing 
challenge studies or other 
innovative designs, or by 
condensing or running certain 
non-safety critical parts of the 
process in parallel (for example, 
creating candidate vaccines 
before its approval). 

A COVID-19 vaccine may be 
effective in reducing community 
spread and/or preventing disease 
in individuals. Mandatory 
vaccination is most justifiable 
when there are benefits to both 
the individual and in terms of 
preventing transmission. If the 
benefits are only to individual 
adults, it is more difficult to support 
mandatory vaccination. One justification 
would be to prevent exhaustion of 
healthcare services in an emergency (eg, 
running out of ventilators), which has been 
used as a basis of restriction of liberty (it was 
the main justification for lockdown). It could 
also be justified in the case of protection of 
children and others who cannot decide for 
themselves, and of other adults who either 
cannot be vaccinated for medical reasons. 

 
 
 
 

 

Better than the alternatives  
It is a standard principle of decision theory 

that the expected utility of a proposed option 
must be compared with the expected utility 
of relevant alternatives. There are many 
alternatives to mandatory vaccination. See 
figure 1 for a summary of the range of 
strategies for preventing infectious disease.  

A popular position, especially among 
medical professionals, is that we don’t need 
mandatory vaccination because people are 

Figure 1 Strategies for prevention of infectious disease. 
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self-interested or altruistic enough to come 
forward for vaccination. We can reach herd 
immunity without mandatory vaccination. 

Even when national herd immunity is 
achieved, local areas can fall below that level 
over time, causing outbreaks, as happened 
with measles recently. This is especially likely 
to happen where people opposed to vaccines 
tend to cluster together—for example, in the 
case of certain religious communities. So 
ideally we need better than herd immunity to 
ensure that people are protected both over 
time and in every place. 

It is important to recognise that coercive 
vaccination can be justified. This is easy to 
see by comparing it to other coercive 
interventions in the public interest. 

Conscription in war 

In the gravest emergencies, where the 
existence and freedom of the whole 
population is at stake, people are conscripted 
to serve their country, often with high risk of 
death or permanent injury. We often 
analogise the pandemic to a war: we are 
fighting the virus. If people can be sent to war 
against their will, in certain circumstances 
some levels of coercion are justified in the 
war on the virus. Notably, in conditions of 
extreme emergency in past wars (graver than 
currently exist for COVID-19), imprisonment 
or compulsion have even been employed 

Taxes 

Taxes benefit individuals because tax 
revenue allows the preservation of public 
goods. But if sufficient numbers of others are 
paying their taxes, it is in a person’s self-
interest to free ride and avoid taxes. Indeed, 
paying taxes may result in harm in some 
circumstances. 

Seat belts 

Seat belts are mandatory in the UK and 
many other countries, whereas they were 
previously voluntary. 

Seat belts reduce the chance of death if 
you are involved in a car accident by 50%. 
They are very safe and effective. Notably, 
they do cause injuries (seat belt syndrome) 
and even, very occasionally, death. But the 
chances of being benefitted by wearing them 
vastly outweigh these risks, so they are 
mandatory, with enforcement through fines. 

Pre-existing mandatory vaccination 

Mandatory vaccination policies are 
already in place in different parts of the 
world. Mandatory vaccination policies are 
those that include a non-voluntary element 
to vaccine consent and impose a penalty or 
cost for unjustified refusal (justified refusal 
includes those who have a contraindicating 
medical condition, or those who already have 
natural immunity). 

Figure 2 Algorithm for mandatory vaccination. 



 
 
 

9 
 
 
 

Coercion is proportionate 

In public health ethics, there is a familiar 
concept of the “least restrictive alternative”. 
The least restrictive alternative is the option 
which achieves a given outcome with the 
least coercion (and least restriction of 
liberty). 

According to a principle of proportionality, 
the additional coercion or infringement in 
liberty is justified if it is proportionate to the 
gain in expected utility of the more coercive 
intervention compared with next best option. 
That is, additional coercion is justified when 
the restriction of liberty is both minimised 
and proportionate to the expected 
advantages offered by the more coercive 
policy. 

Notably, the fine or punishment for 
avoiding taxes varies according to the gravity 
of the offence. The fine for not wearing a seat 
belt is typically small. A modest penalty for 
not being vaccinated in a grave public health 
emergency could be justifiable. For example, 
a fine or restriction of movement might be 
justified. 

Figure 2 combines these four factors into 
an algorithm for justified mandatory 
vaccination. 

These four factors can be justified in 
several ways. They represent a distillation 
and development of existing principles in 
public health ethics, for example, the least 
restrictive alternative. They can also be 
justified by the four principles of biomedical 
ethics. 

For example, justice is about the 
distribution of benefits and burdens across a 
population in a fair manner. Justice and 
beneficence, in the context of vaccination 
policies, both require that the problem 
addressed is significant and vaccination is an 
effective means of addressing it. Non-
maleficence requires that the risk imposed 
on individuals be small. Respect for 
autonomy and justice both require that 
coercion be applied only if necessary and 
that it be proportionate to additional utility of 
mandatory vaccination (and that such 

coercion be minimised, which is a feature of 
proportionality). 

It is important to recognise that vaccines 
may have benefits both to the individual and 
to others (the community). If the vaccine has 
an overall net expected utility for the 
individual, beneficence supports its 
administration. 

Better than coercion? Payment 
for risk 

The arguments in favour of vaccination, 
particularly for those at lower risk (children, 
young people and those previously infected) 
can be based on a principle of solidarity. After 
all, “We are in this together” has been a 
recurrent slogan supporting pandemic 
measures in different countries. Those at low 
risk are asked to do their duty to their fellow 
citizens, which is a kind of community 
service. Yet they have little to personally gain 
from vaccination. The risk/benefit profile 
looms large for those at lowest risk. 

However, another way of looking at this is 
that those at low  risk are being asked to do 
a job which entails some risk, so they should 
be paid for the risk they are taking for the 
sake of providing a public good. 

The advantage of payment for risk is that 
people are choosing voluntarily to take it on. 
As long as we are accurate in conveying the 
limitations in our confidence about the risks 
and benefits of a vaccine, then it is up to 
individuals to judge whether they are worth 
payment. 

There is also a danger that payment might 
signal lack of confidence in safety. But the 
basic ethical point (public acceptability aside) 
is that, if a vaccine is judged to be safe 
enough to be used without payment, then it 
is safe enough to be used with payment. 
Payment itself does not make a vaccine 
riskier. If a vaccine is considered too risky to 
be administered to the population, then it 
should not be administered, no matter 
whether coercively, through incentives, or 
through some other policy. 
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Coercion? 

A standard objection to payment for risk 
(whether it is risky research or live organ 
donation) is that it is coercive: it forces people 
to take risks against their better judgement. 

Coercion exists when an option which is 
either desired or good is removed or made 
very unappealing. The standard example is a 
robber who demands “Your money or your 
life”. This removes the most desired and best 
option: your money and your life. 

However, paying people is not coercive. 
Adding an option, like payment, without 
affecting the status quo is not coercive. If a 
person chooses that option, it is because 
they believe that overall their life will go 
better with it, in this case, with the 
vaccination and the payment. The gamble 
may not pay off: some risk might eventuate 
and then it wasn’t worth it. But that is life—
and probability. 

It is true that the value of the option might 
exercise force over our rational capacities, 
but that is no different from offering a lot of 
money to attract a favoured job applicant.  

What can be problematic about offers is 
exploitation. Exploitation exists where one 
offers less than a fair deal and a person only 
accepts it because of vulnerability from 
background injustice. 

There are two ways to prevent 
exploitation. First, we can correct any 
background injustice that might cause it. In 
this case, the person would have little reason 
to accept the offer. Second, we can pay a fair 
minimum price for risk, as when we pay 
construction workers danger money. 

But there is an important additional 
feature of vaccination. If a vaccine was 
deemed to be safe enough to offer on a 
voluntary basis without payment, it must be 
safe enough to incentivise with payment 
because the risks are reasonable. It may be 
that those who are poorer may be more 
inclined to take the money and the risk, but 
this applies to all risky or unpleasant jobs in 
a market economy. It is not necessarily 
exploitation if there are protections in place 

such as a minimum wage or a fair price is 
paid to take on risk. 

So payment for vaccination which passes 
independent safety standards (and could 
reasonably be offered without payment) is 
not exploitation, if the payment is adequate. 

Undue influence? 

Undue influence means that because of 
the attractiveness of the offer, I can’t 
autonomously and rationally weigh up the 
risks and benefits. It is sometimes 
understood as “were it not for the money, he 
would not do it”. 

But that formulation is too broad—were it 
not for the money, many people would not 
go to work. Rather what the concept of 
‘undue influence’ intends to capture is that 
the offer, usually money, bedazzles a person 
so that he or she makes a mistake in 
weighing up the risks and benefits. Because 
we cannot get into people’s minds, it is 
difficult in practice to unravel whether undue 
influence is occurring—how can you 
differentiate it from a rational decision? In 
practice, if it would be acceptable to be 
vaccinated for nothing, it is acceptable to do 
it for money. Concerns about undue 
influence are best met by implementing 
procedures to minimise bias and irrational 
decision making, such as cooling off periods, 
information reframing, and so on. 

Practical advantages 

A payment model could also be superior 
to a mandatory model from a practical point 
of view. There may be considerable 
resistance to a mandatory model which may 
make it difficult, expensive and time-
consuming to implement, with considerable 
invasion of liberty. In a payment model, 
people are doing what they want to do. 

A payment model could also be very 
cheap, compared with the alternatives. It 
would make economic sense to pay people 
quite a lot to incentivise them to vaccinate 
sooner rather than later—which, for 
example, would speed up their full return to 
work. 
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It may be that payment is only required to 
incentivise certain groups. For example, it 
may be that young people require 
incentivising because they are at lower risk 
from the disease itself. On the other hand, 
justice might require payment for all taking 
the risk. Although the elderly and those at 
higher risk have more to gain personally, 
they are also providing a service by being 
vaccinated and not using limited health 
resources. 

One particularly difficult case is paying 
parents to vaccinate their children. It is one 
thing to pay people to take on risk for 
themselves; it is quite another to pay them to 
enable their children to take on risks, 
particularly when the children have little to 
gain as they are at lowest risk. In part, the 
answer to this issue is determined by how 
safe the vaccine is and how confident we can 
be in that assessment. If it were safe, to a 
level that even a mandatory programme 
would be justified, it may be appropriate to 
instead incentivise parents to volunteer their 
children for vaccination. If safety is less 
certain, payment for risk in this group is the 
most problematic. 

It is true that some mandatory vaccination 
programmes already fine parents for failure 
to vaccinate their children. However, in those 
cases vaccination is clearly in the child’s best 
interest, as the child receives the benefit of 
immunity to diseases such as measles, that 
pose a greater risk to that child than we 
currently believe COVID-19 does. Moreover, 
they are for vaccines that have been in place 
for many years and have a well-established 
safety profile. 

Payment in kind 

Of course, benefits can come in cash or 
kind. An alternative “payment” model is to 
pay those who vaccinate in kind. This could 
take the form of greater freedom to travel, 
opportunity to work or socialise. 

One attractive benefit would be the 
freedom to not wear a mask in public places 
if you carried a vaccination certificate, and 
not to socially distance. Currently, everyone 

has to wear a mask and practise social 
distancing. Relaxing this requirement for 
those who have been vaccinated (or 
otherwise have immunity) would be an 
attractive benefit. Moreover, it would help 
ameliorate the risks the unvaccinated would 
pose to others. 

Payment in kind has one advantage over 
cash in that it might not send the signal that 
vaccination is perceived to be unsafe. A cash 
payment may paradoxically undermine 
vaccination uptake by introducing 
unwarranted suspicion (though this is an 
intuition that may need to be tested). 
Benefits in kind are less susceptible to this 
concern because they are directly linked to 
the benefit provided by the vaccine itself: the 
vaccinated person is no longer a threat to 
others. 

Some might object that this represents a 
form of shaming the non-vaccinators (some 
of whom might be excluded from vaccination 
for health reasons), just as presenting those 
who evaded conscription with a white 
feather was a method of shaming perceived 
free-riders. But this could be managed 
through an education campaign about the 
justification for face covering requirements. 
There is a good reason to require the non-
vaccinated to continue to wear masks and 
practice social distancing, regardless of 
whether their refusal is justified—they do 
represent a greater direct threat to others. 

It is quite possible that some mixture of 
altruism, financial and non-financial benefits 
will obviate the need to introduce mandatory 
vaccination. It is better that people 
voluntarily choose on the basis of reasons to 
act well, rather than being forced to do so. 
Structuring the rewards and punishments in 
a just and fair way is one way of giving people 
reasons for action. 

(Savulescu, 2020) 
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Balancing 
incentives and 

disincentives for 
vaccination in a 

pandemic3 

The COVID-19 
pandemic has given rise 
to the fastest 
development and rollout 
of novel vaccines in 
human history. 

However, the 
vaccines have been 
associated with rare 
serious adverse events. 
Many countries 
suspended the use of 
the AstraZeneca vaccine 
due to rare cases of fatal 
blood clots and 
thrombocytopenia. 
There have also been 
concerns about an 
association between the 
mRNA vaccines and 
myocarditis and/or pericarditis. 

Vaccine hesitancy is a considerable 
obstacle and varies widely between 
countries. 

A number of strategies have been 
deployed to increase uptake, including 
community-engagement work, tailored 
communication to hesitant populations from 
trusted sources, and improving flexible 
access to vaccination. However, as viral 
variants emerge, some countries are 
considering other strategies: disincentives or 
incentives (Table 1). 

Disincentives and mandatory 
vaccination 

It is a basic tenet of liberal societies that 
state restriction of liberty (coercion) is 
justified only to prevent harm to others. 
Harm to self is never a sufficient justification. 

Vaccination generally offers a benefit and 
protection to those vaccinated. But it also 

affects others. Two key ethical features of 
pandemics are that people carrying an 
infection, even if asymptomatic, may pose a 
lethal threat to others, and second, that if 
large numbers of people fall ill 
simultaneously, this may overburden health 
systems and prevent others from accessing 
healthcare. 

It is on the basis that an individual person 
may harm others that coercive measures can 
be ethically justified in a pandemic. These can 
include various mandatory measures such as 
lockdown, quarantine, isolation, mask 
wearing, testing, and vaccination. 

For vaccination, a variety of coercive 
measures could be deployed, ranging from 
requirements to attend education sessions, 
to withholding of benefits, fines, 
imprisonment and, in the extreme, 
compulsion (involuntary vaccination). 

In choosing between different 
approaches, one commonly cited principle of 
public-health ethics is that the least 
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restrictive alternative should be used. 
However, there are two problems with this 
principle as stated: first, the public-health 
goal may be vague (e.g., herd immunity, but 
achieved over what period?); second, greater 
restriction of liberty may provide greater 
public-health benefits. 

Incentives for vaccination 
A second approach to increasing 

vaccination rates is to incentivize vaccination 
(Table 1). 

What would be a fair level of payment for 
being vaccinated? Because the risk of death 
is very low, a minimum wage for vaccination 
is also likely to be quite low, as shown in the 
algorithm for incentives for vaccination (Fig 
2). One challenge is that the appropriate 
minimum price may vary, since the 
risk/benefit ratio will also vary across the 
population. Paying people different amounts 
for being vaccinated is unlikely to be 
politically acceptable, and so the price may 
be fixed according to the level of the highest 
risk (to lowest benefit) segment of the 
population. Crucially, the kind and extent of 

payment justified depends on what would 
work. 

Do incentives work? 
If an incentive scheme involves 

substantial costs or harms without being 
effective in increasing vaccine uptake, then it 
cannot be justified. Would incentive schemes 
increase COVID-19 vaccination rates or 
undermine solidarity? Outside the pandemic 
context, financial incentives have been found 
to be among the interventions that were 
most likely to positively affect vaccine uptake. 
Evidence of the effectiveness of incentives 
schemes in the context of hepatitis B and 
influenza suggest that financial incentives 
could be helpful in promoting adherence to 
vaccines against COVID-19. 

However, a systematic review identified 
incentive-based interventions as among the 
least successful measures for increasing 
vaccine uptake. Moreover, it is not clear that 
effectiveness in other contexts will transfer in 
a straightforward way to the use of incentives 
to increase uptake of a novel vaccine in a 
global pandemic. 

Figure 3 Incentives versus disincentives for vaccination. 
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One concern is the affordability of such a 
scheme, but the costs of COVID- 19 are 
astronomical, and many countries are 
already providing economic stimulus 
packages. 

Vaccine passports 
We have described the ‘carrot’ (vaccine 

incentives) and ‘stick’ (vaccine mandates) 
alternatives to reducing vaccine hesitancy. 
Another alternative is vaccine passports 
(VPs). 

VPs allow those who have been 
vaccinated to enjoy greater freedom of 
movement—for example, travel or 
association, such as going to pubs or 
restaurants. Israel and Denmark have 
introduced VP schemes. 

VPs are sometimes described as an 
incentive to vaccination or as a disincentive 
to vaccine refusal. In part, this is simply a 
question of framing. However, which 
description is accurate depends on how the 
ethics of liberty restriction are understood. 
The only justification for overriding a 
person’s right to freedom of movement in 
the name of public health is that they pose a 
risk to other people—i.e., of transmitting the 
virus. If vaccines reduce transmission to a 
low level, then VPs may be morally required 
(provided they pass tests analogous to those 
outlined in Fig. 2), since it will no longer be 
justifiable to restrict a vaccinated person’s 
liberty. That is independent of any question 
about the impact of VP on vaccine uptake. 

If vaccination is only partly effective in 
reducing transmission, some justification for 
restricting the liberty of vaccinated people 
will remain—but VPs could still function as an 
incentive. And if lockdown is not justified 
independently (perhaps because rates of 
infection and/or mortality are low in a 
particular country), restrictions of liberty 
could function as a disincentive to vaccine 
refusal. 

VPs would be unethical if the vaccine 
posed unreasonable risks or restrictions of 
liberty were unnecessary to deal with the 
public-health threat. VPs would also be 

unethical if they allowed freedom of 
movement only to people who were 
vaccinated but not to others who posed a low 
risk of transmission—for example, if natural 
immunity reduced transmission to a similar 
degree. 

The ‘free-riding’ problem 
The general ethical problem for 

vaccination is that it can be in each person’s 
self-interest for everyone else to be 
vaccinated, but for them personally to forgo 
the risks of vaccination. This is a classic 
‘tragedy of the commons’ (or ‘free-riding’) 
problem. It is part of what causes climate 
change and antimicrobial resistance. It is a 
social coordination problem. For vaccination, 
this problem is particularly apparent where 
there are relatively high levels of vaccination, 
or a low incidence of infection. This free-
riding problem may thus make it difficult for 
herd immunity to be achieved. 

The main way humans have effectively 
dealt with such free-riding and coordination 
problems is through regulation and laws that 
align self-interest with the socially desired 
outcome (e.g., speed restrictions for drivers). 
It may be that achieving herd immunity 
requires incentives or disincentives. 
Mandatory vaccination may be ethical in 
some subgroups or in some circumstances 
(e.g., healthcare workers), but it is more 
problematic when applied to a whole 
population. For achieving high population 
levels of vaccine uptake, a payment-for-risk 
model, with a minimum fair level of incentive 
set in proportion to the risks and burdens 
incurred (along with compensation for injury) 
may be the fairest approach if education, 
encouragement and facilitation fail. 

(Savulescu, et al., 2021) 
 

Mandating COVID-19 Vaccines4 

Data for the vaccines granted an EUA 
reportedly demonstrate 95% efficacy, but 
even highly effective vaccines cannot curb 
the pandemic without high population 
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coverage and maintenance of other 
mitigation strategies. 

Should SARS-CoV-2 Vaccines Be 
Mandatory? 

Vaccine mandates could be imposed in 
multiple sectors, each with their own legal 
and ethical considerations. 

State Mandates - Given the rarity of adult 
mandates, states are unlikely to enact 
mandatory COVID-19 vaccinations for the 
adult population, especially in the absence of 
long-term safety data. 

Health Care Facilities - Health care 
workers are at increased risk of contracting 
infectious diseases and transmitting to 
vulnerable populations. Consequently, 
health care institutions must institute 
infection control protocols, and many require 
health care workers to receive the influenza 
vaccination. These institutions owe both legal 
and ethical duties to staff and patients to 
ensure a safe environment. Additionally, 
because vaccines prevent hospitalizations, 
their wide use in health care settings may 
reduce worker shortages. Even among health 
workers, however, SARS-CoV-2 vaccine 
mandates could be counterproductive, given 
the stress of working during a pandemic. 
Offering nonmedical exemptions could 
reduce health worker concerns over 
mandates. 

Businesses - Businesses will rely on high 
vaccine coverage to facilitate a return to 
normal operating practices. Sectors ranging 
from food service and transportation to the 
arts and sports have been economically 
harmed by public health restrictions, as well 
as by consumer reluctance to risk SARS-CoV-
2 exposure. In many settings, like 
meatpacking plants, there is high 
occupational risk of virus transmission. 
Businesses have an ethical and legal duty to 
keep their workers and customers safe. Thus, 
businesses that require in person 
attendance, cater to vulnerable customers, 
or both may consider mandates with 
accommodations for medical, religious, or 
disability reasons. 

Postsecondary Education - Colleges and 
universities will also need high vaccine 
coverage to safely reopen in person learning. 
Sitting in a crowded classroom for long 
durations poses a high risk of transmission. 
Postsecondary institutions have often been 
loci for vaccination campaigns, and many 
have required influenza vaccines during the 
COVID-19 pandemic. It is foreseeable that 
institutions of higher education may require 
SARS-CoV-2 vaccines for students, faculty, 
and staff as part of fall 2021 reopening plans. 

Primary and Secondary Education - 
Returning to in-person child education is a 
vital social goal, given rising achievement 
gaps between high- and low-income 
students as well as parental needs to return 
to the work force. At-home schooling is 
suboptimal for student learning and can 
cause increased mental distress in 
households. There are also public health 
justifications for safely reopening schools. 
While COVID-19 is generally less severe 
among children, older children are a source 
of disease transmission. Teachers, moreover, 
are vulnerable to SARS-CoV-2, including 
serious disease. Requiring SARSCoV-2 
vaccines of schoolchildren and teachers and 
staff could enable students to safely return to 
in-person education. 

Vaccination as a Condition of 
Service 

Businesses have a duty to safeguard their 
customers and often impose safety 
precautions as a condition of providing 
services to customers. During the pandemic, 
many businesses have required masks and 
distancing for consumers. Even before the 
pandemic, customers could not enter certain 
premises in possession of a firearm or other 
hazardous substance. It is foreseeable that 
businesses in certain high risk settings could 
require proof of vaccination as a condition of 
service, such as in long-distance travel (plane, 
rail, bus), restaurants, and entertainment 
(sports, movies, theater). While states might 
be constitutionally barred from requiring 
vaccines to participate in religious worship, it 
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is conceivable that some churches, 
synagogues, or mosques might consider 
such conditions for congregants. 

Acceptance and 
Implementation 

Mandates may be useful in the future, but 
their implementation among any population 
that does not widely support vaccination 
could be counterproductive. The purpose of 
risk communication is to inform decision-
making, respecting individual choice. 
Mandates fundamentally alter this dynamic 
by overriding personal autonomy. 
Furthermore, although employers, health 
care, and educational institutions can 
monitor conformance with mandates, there 
are no clear mechanisms to enforce 
population-wide vaccination requirements. 

Immunization coverage sufficient to 
achieve community immunity will reap 
enormous health, social, and economic 
benefits. Limited vaccine mandates with 
public support, in special high-risk or high-
value settings, and with longer-term safety 
data can be part of a comprehensive package 
of interventions to return society to 
prepandemic life. 

(Gostin, et al., 2021) 
 

When Are Vaccine Mandates 
Appropriate?5 

Ethical Justification of Legal 
Approaches 

Because no society protects individual 
freedom to an absolute degree, when is it 
ethical and reasonable to limit individual 
freedom? The following criteria are used by 
the courts to assess the reasonableness of 
limits on individual freedom: (1) 
proportionality, (2) precedent, (3) context, 
and (4) sufficiency of access to the good or 
service being mandated. Here, we apply 
these criteria to limits on individual freedom 
with regard to vaccination. 

1. Proportionality. Higher levels of risk 
justify more restrictive limitations on 

individual freedom, where risk is construed 
as a combination of risks posed by a disease 
and the ease of transmission of that disease 
in relevant local circumstances. 

2. Precedent. Precedent set by prior 
limitations on individual freedom matters: 
more coercive or restrictive approaches 
should generally only follow failures of less 
coercive or restrictive approaches. That is, 
unless there is an immediate, severe risk, 
adults should be free to exercise their 
autonomy to the extent that vaccination 
rates afford sufficient public protection. 

3. Context. Social and cultural context of 
liberty restrictions must also be considered. 
In areas where government is unstable or in 
societies in which trust is fragile, coercive 
measures could undermine what’s left of a 
state’s stability or a society’s trust. Liberty 
restriction and coercion can exacerbate 
distrust, suggesting the appeal of less 
restrictive and less coercive education-based 
approaches. Two drawbacks of education-
based approaches, however, are that they 
might not be trusted by some or might not be 
sufficiently protective of public safety. 

4. Sufficiency of access. Restrictive, coercive 
legal approaches require sufficient access to 
the good or service being mandated. That is, 
it is patently unfair and nonsensical to 
demand compliance with vaccination policies 
without making vaccines sufficiently 
available to those subject to a mandate. This 
reasoning suggests the importance of the 
state’s capacity to provide adequate supply 
for the vaccine for which a mandate creates 
demand.  

Implementing Mandates 
Assuming a vaccine mandate is justifiable 

according to the 4 criteria just described, 
when and how should a vaccine mandate be 
enforced? It’s worth noting that vaccine 
mandates tend to fail when they do not or 
cannot account for plurality among 
perceptions, values, and beliefs that drive 
individuals’ vaccination choices. 

Opponents of vaccination can be 
categorized in a variety of ways—for 
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example, as religious objectors, political 
libertarians, and self-interest maximizers—
that help explain how mandates affect 
vaccination choices. A religious objector 
might require a mandate with a harsh 
penalty in order to comply with a mandate, 
while that same penalty could strengthen a 
political libertarian’s reluctance to vaccinate. 

Paradoxically, in some contexts, a vaccine 
mandate could undermine public confidence 
in the vaccine, resulting in fewer people 
being vaccinated. For example, in 1853, 
England passed the National Vaccination Act, 
which imposed heavy fines for 
noncompliance. Riots erupted across the 
country, leading to the act’s repeal and 
replacement with a much less restrictive, less 
coercive mandate. 

Although mandates work well in some 
countries, they can also cause backlash, 
resistance, and resentment. When 
enforcement capacity is limited or 
nonexistent, mandates cannot be properly 
implemented and are thus unlikely to 
promote public health and safety. Moreover, 
mandates can backfire if a population 
resents being coerced and has not received 
sufficient education about the safety, 
efficacy, and public health importance of 
vaccinations. 

(Shachar & Reiss, 2020) 
 

Considerations in mandating a 
new COVID-19 vaccine in the USA 

for children and adults6 

The article will address this in three parts: 
the ethical considerations that affect 
whether a COVID-19 vaccine mandate is 
appropriate, potential legal constraints, and 
practical and political considerations. 

There is a large literature about school 
mandates, and a somewhat more limited 
literature on adult mandates, but there is less 
principled discussion of when is it 
appropriate to mandate a specific vaccine. 

Autonomy focuses on the right of 
individuals to govern their own behavior and 

requires both ability to comprehend the 
choice, the alternatives, the consequences, 
and freedom from outside limitations. 
Children generally have less autonomy than 
adults, because their capacity to make 
decisions is less. The autonomy in question 
here is that of parents to make medical 
decisions for their children and that 
autonomy is more limited, since the primary 
focus is on the child’s benefit, with the parent 
or guardian acting as their agent. 

For adults, of course, the autonomy 
argument is stronger but not overwhelming 
depending on context. Healthcare workers 
sacrifice some of their autonomy by entering, 
voluntarily, a highly regulated service 
profession, where they accept certain 
requirements (and certain risks) in favor of 
their patients. 

The argument for autonomy that an adult 
might invoke weakens as the risk to others by 
their non-participatory conduct increases: it 
is more justified to limit autonomy when its 
invocation harms others. COVID-19 (unlike 
influenza, which has more of a bi-modal 
distribution, where both the old and the very 
young are at greater risk), is both more 
contagious and far more lethal than 
influenza, though the risk of death and 
hospitalization increases with age. 

While the risk to healthy children is less, 
healthy unvaccinated children who do not 
receive the vaccine can get—and transmit—
the virus both to vulnerable classmates, for 
example, children with medical conditions 
that put them at high risk if they get COVID-
19, and to high-risk teachers (such as the 
teacher, administrator, or janitor who is over 
60 years old, those who are 
immunocompromised or have conditions 
like diabetes or heart disease). 

Adults can certainly infect others too. In 
the hospital, there is a substantial risk for 
both healthcare workers, not just the 
healthcare workers themselves, discussed 
below, but also their colleagues including 
cleaners, technicians, food preparation, first 
responders, transporters, security, parking, 
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chaplains, social workers, and potentially 
vulnerable patients. 

Given the risk to others and the need to 
keep the health system functioning, the 
argument for autonomy in any healthcare 
setting broadly understood seriously 
weakens. Mandates will surely be imposed 
with almost no if any exceptions.  

Beneficence involves acting for the benefit 
of others, including by preventing harm to 
them. A vaccine against COVID-19 would 
have some benefit for children, since some 
children get seriously ill from the disease, 
and rarely, children may die from it. 
Healthcare workers, in contrast, suffer 
disproportionally severe disease from 
COVID-19, and for adults generally, the risks 
and the corresponding benefits from a 
vaccine mandate increase with age. 

On the other hand, utilitarianism—acting 
for the benefit of the greatest number for 
society as a whole—supports a COVID-19 
mandate, as it supports other vaccine 
mandates. School mandates are very 
effective at increasing vaccines rates and 
reducing the risk of outbreaks. The current 
pandemic is causing harms in lives and 
suffering, and also economic harms as 
preventing loss of more life requires 
measures like sheltering at home, closing 
businesses, and the closing of public spaces. 
Preventing these staggering costs is a huge 
social benefit. 

Once a vaccine is available, the 
justification for measures like shelter at 
home will decrease, but preventing harms 
will depend on vaccine use. A mandate will 
increase use, boost herd immunity and 
reduce costs. The only caveat is that the 
balance of costs and benefits depends on the 
safety of the vaccine. One concern is that the 
pressure to license and recommend a 
vaccine quickly, with perhaps less evidence 
then normally would be required by 
regulators, in the face of a disease causing 
extensive social upheaval, harms, and social 
fear, will lead to licensing of a vaccine that will 
be discovered to have unexpected risks, 
potentially even greater than the risks 

prevented. Usually testing a vaccine for 
licensing takes years, but at least one vaccine 
candidate has already skipped animal 
studies, moving straight to stage I trials. Ways 
to shorten the process for the others are 
being sought out by companies and 
regulators. It is possible that shortening the 
process will not lead to safety problems, but 
it increases the chances of issues being 
missed. If that happens, a mandate would 
have failed the utilitarianism and non-
maleficence tests. The USA has multiple 
mechanisms to oversee vaccines safety, 
before licensing and after licensing. These 
include an extensive prelicensure testing 
process, licensing through a long FDA 
process, and after-market, the passive 
Vaccines Adverse Events Reporting System 
and active monitoring systems like the 
Vaccine Safety Datalink and Sentinel. 
Experience suggests that safety issues with 
vaccines are, today, rapidly discovered. For 
example, a rotavirus vaccine licensed in the 
late 1990s was found, within a short time 
period, to cause a severe intestinal problem 
in 1:10,000 cases and was removed from the 
market, and a flu vaccine for the 2009 
pandemic associated with narcolepsy. In 
both cases, the harm was discovered after 
the vaccine came to market, but within a 
short time. The legislative process in states—
the process needed to mandate a vaccine—
is not short. Further, besides licensing, 
vaccines are generally not mandated for 
children (or for healthcare workers) unless 
the Advisory Committee for Immunization 
Practices (ACIP) recommends them for the 
relevant age group, and that also requires a 
determination that benefits outweigh the 
risks, which also requires ongoing 
surveillance. Multiple oversight systems 
would have to fail to allow a mandate to 
apply to a vaccine whose risks outweigh its 
benefits. So although the discovery of a 
problem may be a possibility, it would 
require a combination of unlikely events, and 
for which the chances are very low.  

Justice requires allocating scarce 
resources based on a principled, reasoned 
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system. In the context of mandates, a 
precondition to a mandate is a system for 
providing access to the vaccine. 

A mandate for adults would require 
proactive efforts by the state to assure that 
all children and all adults have access to the 
vaccine. Furthermore, international justice 
may also support a US mandate, since 
infected people in the USA will seek to travel 
abroad. 

Non-maleficence requires not harming 
others. Most currently mandated vaccines 
have very low risks. Current technology led to 
the development of vaccines that may have 
relatively high levels of mild side effects, like 
sore arms or low fevers, but only rarely cause 
severe or long-term harm. For example, 
severe allergic reactions from vaccines, 
which can be fatal, occur at a rate of about 
one per million. A higher risk vaccine is less 
likely to justify a mandate, because a 
mandate could mean more children or adults 
will be hurt. For children, especially in the 
context of a disease whose harms increase 
with age, even though children are still 
harmed, mandating a vaccine that has more 
than minimal risks would be an issue. 

In short, depending on the features of the 
vaccine, there may be good ethical grounds 
to mandate a COVID-19 vaccine, as long as 
the risk is low, and access is readily available. 

(Reiss & Caplan, 2020) 
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QUESTIONNAIRE 
P3(22) Part 1 

Vaccine mandates from an ethical viewpoint: To vax, or not to vax? 
INSTRUCTIONS 

• Read through the article and answer the multiple-choice questions provided below. 
• Some questions may have more than one correct answer; in which case you must mark all the correct answers. 

COVID vaccine mandates don’t have to undermine your 
rights. Here’s why1 

Question 1: Which of the following are notifiable diseases in 
South Africa? 

A: Cholera  
B: HIV/Aids 
C: Listeriosis  
D: Tuberculosis  

 
Question 2: Which of the following are TRUE? 

A: Every doctor or nurse who diagnoses a patient with 
a notifiable condition must report it to the National 
Institute for Communicable Diseases (NICD) 

B: Failure to report a notifiable condition to the NICD 
is a criminal offense  

C: Under the Notifiable Medical Conditions 
Regulations, a healthcare provider could be allowed 
to administer a vaccine even if a person refuses to 
accept it  

D: The regulations issued under the state of disaster 
declared in March 2020, and used to regulate South 
Africa’s COVID-19 response, do not require a court 
order when enacting mandatory vaccinations 

 
Question 3: Is it TRUE that private companies cannot impose 
a vaccine mandate according to the Occupational Health and 
Safety Act? 

A: YES  
B: NO  

 
Question 4: COVID-19 compulsory vaccination would be a 
violation of which of the following constitutional rights? 

A: Bodily integrity  
B: Freedom of expression 
C: Freedom of movement 
D: Freedom of religion  
E: Human dignity  

 
Question 5: Which of the following did the Supreme Court 
of Appeal justify the ruling of because it protected right to 
life of people who might otherwise have been vulnerable to 
dying from COVID-19? 

A: Bodily integrity 
B: Freedom of movement  
C: Right to dignity  
D: None of the above 

 
 
 

Good reasons to vaccinate: mandatory or payment for 
risk?2 

Question 6: Which of the following are CORRECT? 

A: When assessing whether more directive policies are 
acceptable, the risks associated with vaccination 
and with the disease itself, and the seriousness of 
the threat of the disease to the population, should 
be considered  

B: With incentivised policies, the size of the incentive 
involved should influence the voluntariness of 
consent 

C: Quasi-mandatory vaccination measures can be 
justified for highly contagious and serious diseases  

D: Quasi-mandatory vaccination measures can be 
justified even when eradication of the disease is not 
within reach 

 
Question 7: Which of the following are TRUE? 

A: The COVID-19 case fatality rate was originally 
estimated to be 11%  

B: As time went on, the COVID-19 case fatality rate 
was scaled down to 5.5% 

C: The infection fatality rate (IFR) is higher due to a 
small number of asymptomatic and mild cases 

D: Where the most testing per capita occurs, the IFR 
lies between 0.03% and 0.28%  

 
Question 8: Which of the following are TRUE? 

A: America was the first country to produce a safe and 
effective vaccine against the coronavirus 

B: No vaccine can be said to be completely safe  
C: Side effects tend to manifest early on during testing 
D: None of the above 

 
Question 9: Which one of the following falls under the herd 
immunity strategy for the prevention of an infectious 
disease? 

A: Contact tracing 
B: Wearing of masks 
C: Quarantine 
D: Social distancing 
E: Vaccination  

 
 
 
 
 
 
 
 



Question 10: Which of the following are not considered 
coercive interventions? 

A: Conscription in war 
B: Tax legislation 
C: Transport regulations enforcing the wearing of seat 

belts 
D: Pre-existing mandatory vaccination 
E: Incorrect, all the above are examples of coercive 

interventions  
 
Question 11: Additional coercion is justified when the 
restriction of liberty is both minimised and proportionate to 
the expected advantages offered by the more coercive 
policy. Is this TRUE? 

A: YES  
B: NO 

 
Question 12: Which one of the following supports enforcing 
a vaccine mandate when vaccines benefit both the individual 
and the community? 

A: Autonomy 
B: Beneficence  
C: Justice 
D: Non-maleficence 

 

Question 13: Which of the following are TRUE? 

A: Payment for live organ donation is not considered 
coercive 

B: Adding an option of payment without affecting the 
status quo is not coercive  

C: Exploitation is when a person only accepts a less 
than fair deal because of vulnerability  

D: One can prevent exploitation by paying a fair 
minimum price for risk  

 
Question 14: Payment for vaccination which passes 
independent safety standards, and could reasonably be 
offered without payment, is not exploitation, if the payment 
is adequate. Is this TRUE? 

A: YES  
B: NO 

 
Question 15: The following is an example of? 

“Were it not for the money, he would not do it.” 

A: Undue influence  
B: Coercion 
C: Payment in kind 
D: Practical advantages 

 
 
 

END 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



QUESTIONNAIRE 
P3(22) Part 2 

Vaccine mandates from an ethical viewpoint: To vax, or not to vax? 
INSTRUCTIONS 

• Read through the article and answer the multiple-choice questions provided below. 
• Some questions may have more than one correct answer; in which case you must mark all the correct answers. 

Balancing incentives and disincentives for vaccination in a 
pandemic3 

Question 1: Immunization as a condition for enrollment in 
public school is an example of which of the following? 

A: Fines 
B: Withholding state benefits 
C: Vaccination as a condition of access to publicly 

accessible social goods  
D: Vaccination as a condition of employment 

 
Question 2: In which of the following scenarios would 
vaccine passports (VPs) be considered unethical? 

A: If vaccination is only partly effective in reducing 
transmission 

B: If lockdown is not justified independently because 
rates of infection and/or mortality are low 

C: If the vaccine posed unreasonable risks or 
restrictions of liberty were unnecessary to deal with 
the public-health threat  

D: If they allowed freedom of movement to people 
who were vaccinated, but not to others who posed 
a low risk of transmission  

 
Question 3: Which of the following are TRUE regarding free-
riding? 

A: It is when it is in a person’s self-interest for 
everyone else to be vaccinated, but for them to 
personally forgo the risks of vaccination  

B: It is a social coordination problem that is part of 
what causes climate change and antimicrobial 
resistance  

C: It occurs where there are relatively low levels of 
vaccination, or a high incidence of infection 

D: This problem makes it difficult to achieve herd 
immunity  

 

Mandating COVID-19 Vaccines4 

Question 4: Which of the following are arguments that 
support a vaccine mandate? 

A: An ethical and legal duty to keep workers and 
customers safe  

B: Preventing hospitalizations and reducing water 
shortages in health care settings may reduce 
worker shortages  

C: To reduce the risk of transmission in crowded 
settings  

D: None of the above 
 
 
 

Question 5: What is the purpose of risk communication? 

A: Informing decision-making  
B: Respecting individual choice  
C: Influencing personal autonomy 
D: Implementing population-wide vaccination 

requirements 
 

When Are Vaccine Mandates Appropriate?5 

Question 6: In terms of criteria used by the courts to assess 
the reasonableness of limits on individual freedom which of 
the following refer to sufficiency of access? 

A: Higher levels of risk justify more restrictive 
limitations on individual freedom, where risk is 
construed as a combination of risks posed by a 
disease and the ease of transmission of that disease 
in relevant local circumstances 

B: Unless there is an immediate, severe risk, adults 
should be free to exercise their autonomy to the 
extent that vaccination rates afford sufficient public 
protection 

C: In areas where government is unstable or in 
societies in which trust is fragile, coercive measures 
could undermine what’s left of a state’s stability or 
a society’s trust 

D: Restrictive, coercive legal approaches require 
sufficient access to the goods or services being 
mandated; it is unfair and nonsensical to demand 
compliance with vaccination policies without 
making vaccines sufficiently available to those 
subject to a mandate  

 
Considerations in mandating a new Covid-19 vaccine in 

the USA for children and adults6 

Question 7: Which of the following are CORRECT regarding 
autonomy in the context of a healthcare setting? 

A: Healthcare workers sacrifice some of their 
autonomy by entering, voluntarily, a highly 
regulated service profession, where they accept 
certain requirements and risks in favor of their 
patients  

B: It is more justified to limit autonomy when it harms 
others  

C: The argument for autonomy in any healthcare 
setting, broadly understood, weakens given the risk 
to others and the need to keep a health system 
functioning  

D: None of the above 
 
 
 
 



Question 8: Shortening the process of developing a vaccine 
may not lead to safety problems, but it can increase the 
chances of issues being missed, meaning that a mandate 
would have failed which of the following tests? 

A: Autonomy 
B: Beneficence 
C: Justice 
D: Non-maleficence  
E: Utilitarianism  

 

Question 9: Is it TRUE or FALSE that non-maleficence 
requires not harming others, therefore, a higher risk vaccine 
is less likely to justify a mandate? 

A: TRUE  
B: FALSE 

 
Question 10: Depending on the features of the vaccine, 
there may be good ethical grounds to mandate a COVID-19 
vaccine, as long as the risk is low, and access is readily 
available. Is this TRUE? 

A: YES  
B: NO 

 
 
 

END 
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