
The recently detected South African variant, Covid-19, 
501Y.V2 is more transmissible, though not virulent as  
the initial strain.1 The morbidity and mortality rates due  
to this variant have risen exponentially, putting huge pres- 
sure on the healthcare system, locally and globally. 

As a consequence the South African government imposed  
hard lockdown measures (level 3) as a means to curb the 
pandemic. Governments around the world are scrambling 
to obtain and roll-out Covid-19 vaccination programs to 
save lives and livelihoods. Most developed countries have 
initiated inoculations, amid widespread misinformation and 
hesitancy.

Literature indicate that healthcare professionals (HCPs) are 
generally complacent and hesitant about vaccination. The 
COVID-19 uptake is likely to be suboptimal among HCPs 
and the general populations. The voluntary immunization 
program will commence in February 2021, and the Health- 
care professionals will be among the first to be vaccinated. 

It remains to be seen if this cohort will achieve the desired 
vaccinations rates. Failure for this influential group to  
vaccinate could derail the program and lead to failure to 
achieve herd immunity. In the face of emerging vaccine 
hesitancy among HCPs, should oral health professionals 
be compelled to vaccinate? Will any refusal by OHPs to  
be immunized be morally  justified?

Oral health professionals in this context of this paper, re- 
present all oral health professionals involved in the man- 
agement dental patients.

No singular ethical framework is held as sufficient to re- 
solve these questions. This paper interrogates aspect of 
clinical ethics, including the Hippocratic Oath, principilism, 
public health ethics (Utilitarianism) and Kantian deontology, 
to tackle the questions raised. We conclude that OHPs 
have a moral duty to be vaccinated against Covid-19.

South Africa’s first batch of one million Covid-19 vaccines 
arrived in the country on Monday (1 February). Despite  
logistical challenges and the complexities of rolling out 
the vaccination efforts, it remains to be seen whether 
uptake will be commensurate to the effort and gravity of  
the pandemic. Frontline healthcare professionals will be 
among the first persons to receive the vaccine in South 
Africa. Unfortunately not all healthcare professionals want 
to be the first in line. Vaccine hesitancy could negatively 
impact the plan to build herd immunity by inoculating 67% 
(40 million) of the South African population.2

 
The acceptability of COVID-19 vaccines by healthcare 
professionals (HCPs) is critical to improve vaccination 
uptake by the public.3 The attitudes of health professio- 
nals about vaccines are an important determinant of  
the likelihood of patient’s behavior regarding vaccination. 
This means that patients are more inclined to accept vac- 
cination if their healthcare providers recommend it.4

 
Regrettably the literature indicates that healthcare profes- 
sional's willingness to vaccinate is not significantly differ- 
ent from that of the general population.5 These statistics  
raise critical questions about the healthcare professional’s 
intention to vaccinate, and the causes of their hesitancy. 
The low vaccination rates by healthcare workers, and  
by extension the population, represents the most serious 
global threat during this pandemic. 

We ask if healthcare professionals should be obligated to 
vaccinate, more so that COVID-19 vaccination is currently 
not mandatory in South Africa. Can refusal of these front- 
line workers to be immunized be justified? More specifi- 
cally, are OHPs, who are at increased risk of contracting 
COVID-19, obligated to vaccinate?

The extraordinary speed at which Covid-19 vaccines are 
developed is unpreceded and remarkable.6 Since April 

ABSTRACT

INTRODUCTION

Overview of current Covid-19 vaccines

Author affiliations:
1.	 Thembelihle M Mtolo: BTech (DT)(TUT), Senior Dental Technologist, 

Dental Laboratory, Sefako Makgatho Health Sciences University, 
South Africa.

2.	 Pagollang D Motloba: BDS (Medunsa), MPH (Epidemiology) (Tulane), 
Head, Department of Community Dentistry, School of Oral Health 
Sciences, Sefako Makgatho Health Sciences University.
ORCID Number: 0000-0003-1379-7576

3.	 Neil H Wood: Department of Periodontology and Oral Medicine, 
School of Oral Health Sciences, Sefako Makgatho Health Sciences 
University.
ORCID Number: 0000-0001-8950-7999

Corresponding author: Pagollang D Motloba 
Department of Community Dentistry, School of Oral Health Sciences, 
Sefako Makgatho Health Sciences University.
Email: pagollang.motloba@smu.ac.za
Author contributions:
1.	 Thembelihle M Mtolo: Primary author - 30%
2.	 Pagollang D Motloba: Second author - 50%
3.	 Neil H Wood: Third author - 20%

http://dx.doi.org/10.17159/2519-0105/2021/v76no1a7 
The SADJ is licensed under Creative Commons Licence CC-BY-NC-4.0.

Mandatory COVID-19 vaccination  
for oral health professionals (OHPs) 
- Ethical appraisal

ETHICS42 >

LM Mtolo1, PD Motloba2, NH Wood3

SADJ February 2021, Vol. 76 No. 1 p42 - p45



2020, over 115 vaccines were candidates of rapid devel-
opment and clinical trials around the world.7 Very few of 
these vaccines have achieved clinically significant efficacy 
levels for mass inoculation. 

Currently immunization is ongoing using Pfizer®-BioNTech 
COVID-19, Moderna® COVID-19 and AstraZeneca® Covid 
-19 vaccines.8 Pfizer® and Moderna® vaccines use mRNA 
technology and require subzero refrigeration. A two-dose 
regimen of Pfizer® BNT162b2 vaccine confers 95% pro-
tection against Covid-19 in persons 16 years and older.9  

The efficacy of the Moderna® vaccine (mRNA-1273) in 
preventing symptomatic COVID-19 disease is recorded  
to be 94.1%.10 The AstraZeneca® vaccine uses adeno- 
virus vectored technology, and is storable at higher tem- 
peratures (2.2 - 7.8)°C. This makes this vaccine easier  
and cheaper to distribute globally despite is lower effi- 
cacy (70%). 

Russian vaccines, the Sputnik V® (the first vaccine to  
be developed in the world) and EpiVacCorona® have  
attracted criticism from regulatory agencies leading to  
limited uptake globally.11 Despite the controversies sur-
rounding the clinical trials, these vaccines showed 91.45% 
and 95% efficacy.12 These four vaccines seem to prevent 
the Covid-19 infections, however like all other vaccines, 
the risk of anaphylaxis remain a serious concern. 

Currently many candidate vaccines are subject of clinical 
trials and could soon be rolled out, including: the Ad5- 
nCOV13 and the Corona Vac14 (China); the NVX-CoV- 
2373 vaccine15 (by Novavax®, USA); the Ad26.COV2.S16 
(Johnson and Johnson®, USA and Netherlands).
 
As the vaccine race continues, a “new” normal is im-
minent, but some countries are set to get there faster  
than others.

Covid-19 virus has unstable genome, resulting in numer-
ous and rapid mutations.14,17 This could mean that the  
efficacy of the vaccines may differ depending on the  
strain and country of production.18 

Therefore the reported efficacies might not be conferred 
and sustained everywhere in the world. Conceivably, there 
might be a need for yearly vaccination to sustain the pro-
tection or booster immunity against the virus.19

Similarly, the side effects will be variable, depending on  
the vaccines used. The reported side-effects of Covid-19 
vaccines are based on data from phase III clinical trials.  
Patients who participated in these trials presented com-
monly with pain from the injection site, fatigue, headache, 
muscle and join pains, chills and fever.20 

These symptoms are not unique to Covid-19 vaccines  
and resolve rapidly.21 Few adverse events have been re-
ported, such as lymphadenopathy, paralysis and anaphy-
laxis.22 The phase IV trial period provides an opportunity 
for the medical community to understand the long term 
effects and adverse events of the Covid-19 vaccines and 
how to manage them.

Very few OHPs are reported to have contracted SARS-
CoV-2 in the dental practices. This is largely due to ad-
herence to strict prevention protocols, including wearing of 
mask, sanitization, social distancing and ventilation.23 Addi- 
tionally, most OHPs restricted their practices to manage- 
ment of emergency cases. However, oral health profes- 
sionals work in close proximity with the patients, making  
the risk of contracting Covid-19, a real possibility - and  
possibly a matter of ‘when’, not ‘if’.24 SARS-CoV-2 is pre- 
sent in saliva, droplets and aerosols which contaminate 
surfaces and objects in the dental practice and the virus 
can remain viable for up to 9 days. 

The emergence of the new and highly transmissible vari- 
ant presents a grave threat to the sustainability of many 
dental practices, unless herd immunity is achieved and  
the “new” normality is restored.25

When a dentist accepts, without coercion, the responsi-
bility to care for any patient, their individual rights assume 
a subservient position to the dentist-patient relationship. 
Based on their duty of care towards patients, they are ob- 
ligated to act professionally and responsibly and protect 
the best interests of their patients. According to the  
Hippocratic Oath and Georgetown Mantra (Principilism): 
i) the primary obligation of OHPs is not to harm their pa- 
tient “primum non nocere”, or non-maleficence; (ii) pro- 
motion of patient’s wellbeing or beneficence; (iii) respect 
patient’s expectations and preferences or autonomy; and 
(iv) not to prejudice patients in any way (justice).

The argument for mandatory vaccination of OHPs is groun- 
ded on the following premises:

1.	 That an unvaccinated OHPs should not treat patients, 
as doing so poses huge risk to patient’s health, in-
cluding the risk of death. OHPs will be failing to pro-
tect their patients from harm; and will be engaging in 
unethical practice of non-maleficence. Patients are 
vulnerable and have to be protected from any form 
of harm including from their OHPs. OHPs should at 
all times, engage in activities that promote the well- 
being of their patients.

2.	 By participating in vaccination programs and ongoing 
phase IV surveillance trial, OHPs will be making an 
immense and informed contribution to common good. 
First, OHPs are best placed to understand their me- 
dical status and vaccines-related complications. This  
will enrich the quality in reporting and of data gene- 
rated from the post-marketing trials. 

Second, medical interventions have side effects, and 
OHPs’ refusal to vaccinate themselves would be a 
failure to acknowledge this fundamental clinical reality 
and medical phenomenon. It would be hypocritical of 
OHPs not to be vaccinated, when the medicines or 
procedures they prescribe to unsuspecting patients 

Side-effects of COVID-19 vaccines

Dental practice in the time of Covid-19

Is there an ethical duty for OHPs to vaccinate,  
or not?

a).	Hippocratic Oath and Georgetown Mantra 
(Principilism)
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may have unknown long term side-effects. OHPs are 
obligated to implement medical interventions that are 
supported by “some” evidence, including the Covid-19 
vaccine. 

Third, a paucity of data on the long-term effects of  
Covid-19 is likely to contribute to “omission bias”.26  
This is the tendency to favour inaction (no vaccination) 
than commission (inoculation) when either can cause 
harm. The benefit (utility, reciprocity, group beneficence) 
to harm ratio is greater for oral health professionals 
to persuade OHPs to vaccinate. It is hence unjustifi- 
able for a OHPs to refuse to vaccinate, even when it 
feels safer. 

Fourth, by choosing to immunize, OHPs will contribute 
to improved patients’ attitudes and intention towards 
immunization. Patients are likely to emulate and take 
advice from their OHPs. This could lead to increased 
uptake and eventually realization of the program goal 
(herd immunity). 

Fifth, the generalised refusal by OHPs to vaccinate 
could have a catastrophic effect on the management  
of the pandemic. Notwithstanding the widespread 
misinformation and falsehoods on the vaccines, the  
premises above offer cogent arguments for mandatory 
vaccination of OHPs. It would be prudent for den-
tal associations to advocate for greater involvement of 
OHPs in the vaccination program. Dental practices 
should be readied as immunizations sites, and OHPs 
trained to immunize patients.

The Utilitarian ethical frameworks replace the individual 
ends with public concerns. Contrary to the Hippocratic 
Oath and Principilism, Bentham asserts that the objec- 
tive of any action is to achieve maximum utility. This  
means consequences of an action is the ultimate basis 
for any judgment about the rightness or wrongness of  
that conduct. Therefore the optimization of public pre-
vention effort (e.g. intensification of vaccination program) 
is utilitarian for as long it prevents public transmission of  
the disease. Partif refers to this principle of utility maxi- 
mization as the Group Beneficence Principle.27 

Like communitarian approach, individuals have moral ob- 
ligation to benefit the collective. It is hence expected that 
an individual’s contribution and effort, will lead to pos-
itive outcomes for the collective.28 The same principle  
has been applied to healthcare facilities, by targeting all 
HCPs for the benefit of the collective. For example, the 
introduction of mandatory vaccination in dental practices 
as a condition of employment would result in Group  
Beneficence. 

This effort should result in many HCPs immunised, lead- 
ing to “greatest happiness or benefit for the greatest  
number”. We argue that mandatory immunization policies 
support the professional duty to protect others including 
patients. This policy infringes the dentist’s agency or au- 
tonomy, and violates the law. To implement such policies, 
one has to appeal to supererogation a plea to clinician  
to go beyond their call of duty.

Despite any associated ethical and moral contradictions, 
the implementation of mandatory vaccination has signifi- 
cantly reduced risks of diseases in healthcare institutions.29 

It is therefore incumbent on policy makers to design pro-
grams that incentivise and encourage HCPs to vaccinate.30 

According to Bentham’s utilitarian morality, OHPs may  
not refuse to immunize. The consequences of such actions 
are far worse than the inoculation itself.

Kantian deontology, establishes that acting according to 
“duty” and for “duty’s sake” is a categorical imperative.31 
This means an individual must act in accordance to max-
im so that it becomes universal law (generalization test).32 

To evaluate the morality of an act according to Kant’s  
universal law, we ask - what if everybody acted in this 
way? What if OHPs everywhere refused vaccination, in-
cluding for their close relations? Generalised refusal to 
vaccinate would certainly hinder the realization of herd  
immunity, which is not moral according to Kant. 

Herd immunity might still be achieved if few OHPs don’t 
vaccinate. However, the refusal of one dentist is one 
too many, and could lead to a “slippery slope” from the  
vaccination program might not recover. It is irrational for  
OHPs to refuse as a collective to contribute to build- 
ing of herd immunity and protection other human being. 
It cannot be willed that such an action be universal law. 

With regards to autonomy, Kant argues that in our pur- 
suit for “greatest good” or positive outcomes, we should 
“never treat humanity as a means to an end, but as an  
end in itself”.33 Whatever the ultimate positive conse- 
quences are pursued, individuals should not be harmed, 
i.e. virtuous ends should not justify unethical means. This 
means that the burden on individuals to vaccinate and 
contribute to herd immunity, should not come at an unrea-
sonable and unfair cost.34 

We ask, what cost could supersede the obligation to vac-
cinate? In other words what circumstances would make 
Covid-19 vaccination by OHPs, beyond the “call of duty” 
or supererogatory? Immunizations without proper medical 
support and consideration for cultural, religious and psy-
chological factors could constitute high costs and condi-
tions for exemptions. Beyond these reasons, the moral 
burden and grounds to reject vaccination are unjustifiable. 

A dentist who receives medical support, and whose cul- 
ture and religion are respected, may not have valid grounds 
not to vaccinate. Kant offers therefore, a strong persua- 
sion why refusal of OHPs to vaccinate is not moral.

Voluntary vaccination programs or policies generally fail  
to achieve desired goals. Mandatory policies, although 
effective, may violate the principles of autonomy and indi-
vidual rights. Amidst tensions between moral viewpoints, 
the evidence for mandatory vaccination remains strong.  

This policy is clearly justified by the Hippocratic Oath, 
deontological approach, and the utilitarian standpoint.  

b).	Bentham’s Utilitarianism

c).	Kantian Deontology

CONCLUSION
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Ethical principles offer partial justification and the appeal 
to individual right to choose, as grounds for OHPs to 
refuse vaccination is inadequate. Therefore, OHPs as 
frontline workers, have been prioritized to receive doses 
of vaccines. Without any medical contraindications, these 
candidates have moral duty vaccinate and contribute to 
attainment of herd immunity. In so doing they will con- 
tinue to provide essential services to their patients.
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