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As of late April 2021, about 55% of Israeli citizens and residents,
including 82% of those over 60 years, were immunized with two
doses of the Pfizer-BioNTech COVID-19 vaccine (BNT162b2). The
Israeli vaccination drive started soon after the Emergency Use
Authorization of BNT162b2 by the FDA in the United States, and
so far proved highly efficient against SARS-CoV-2 infections,
including for the B1.1.7 variant, for reducing infection and new
hospitalization rates by over 50-fold within 3 months [1]. The
timely COVID-19 vaccine supply in Israel, unparalleled by other
countries, was possible thanks to an agreement between its gov-
ernment and Pfizer, according to which Israel agreed to serve as
a real-world testing ground (sort of a ‘‘Phase 4” study) for the vac-
cine, in return for sharing with Pfizer aggregated information on
COVID-19 vaccination and infection rates. However, at time of
writing, details of this agreement remain undisclosed. This lack
of transparency, along with the fact that Israeli citizens eligible
and willing to receive COVID-19 vaccination were not offered alter-
native (non-mRNA based) COVID-19 vaccines, and were not asked
to sign an informed consent to be vaccinated, contributed to public
mistrust in the Israeli vaccination drive.

Of note, no other COVID-19 vaccines are presently available to
Israeli citizens, even that the Moderna COVID-19 vaccine is stocked
in Israel, and is offered to Palestinian Authority citizens with per-
mits to work in Israel. Thanks to efficient coordination by Israel’s
four national healthcare providers, in which its entire population
are covered by health insurance, the high COVID-19 vaccine
demand was rapidly met [1,2]. Israelis over 60 years or with
comorbidities putting them at higher COVID-19 risk, as well as
healthcare personnel, were prioritized for vaccination, followed
by teachers and later on made available (in a stepwise manner)
to all citizens and residents over 16 years [1]. Unlike most devel-
oped countries, Israel is unique in having a relatively young popu-
lation, with only ~ 12% of its citizens aged over 65 years, and with
very few of them living in nursing homes [3]. These factors in-part
explain Israel’s low population-adjusted COVID-19 mortality com-
pared with other developed countries [1,2].

However, once the BNT162b2 vaccine became available for all
Israelis over 16 years, vaccine hesitancy as well as vaccine rejection
became evident, with many younger people declining vaccination
in spite of massive general media campaigns and evidence for its
real-world efficacy. COVID-19 vaccine hesitancy was also observed
in other developed countries, mostly among younger people [4].
Vaccine hesitancy often reflects concerns about its unknown
long-term effects [5], was reported to be more common among
ethnic minorities [6], and was already evident prior to the first
FDA approval of a COVID-19 vaccine [7].

Here, I describe some ethical and legal aspects of COVID-19
hesitancy and rejection which became apparent in Israel from
February 2021, when the BNT162b2 vaccine became available to
people aged under 60 years. At some point, the general Israeli
media reported on low acceptance rates among Israeli teachers
(who are mostly under 60 years). This led some parent groups to
circulate calls for forbidding non-vaccinated teachers from teach-
ing children and adolescents under 16 years (who, at time of writ-
ing, are not eligible for the BNT162b2 vaccine). In a step that was
interpreted by the general media as an attempt to reduce vaccine
hesitancy among teachers, in early March 2021 the Israeli Ministry
of Education gave school principals access to online password-pro-
tected data with names of their school teachers who either recov-
ered from COVID-19 or were already vaccinated (by at least the
first dose). The official standpoint was that this step was taken
for exempting such teachers from the obligatory 14-day self-isola-
tion in case of being in touch with an individual found positive for
SARS-CoV-2 in a PCR test. Israeli human-rights groups soon raised
concerns that this action allows school principals to identify their
non-vaccinated teachers, and coerce them to get vaccinated. One
of these human-rights organizations appealed to Israel’s High
Court that this action is a violation of human rights. Consequently,
the school principals‘ access to such lists was blocked (in advance
of any High Court ruling on this matter).

In another controversial case, in mid-March 2021 a large Israeli
food stores chain informed its employees (with a four-week
advance notice) that for entering their workplace they must either
present a COVID-19 recovery/vaccination certificate, or a negative
COVID-19 test done during the preceding 72 h. One employee
(supported by an Israeli human rights organization) appealed to
the relevant Labor Court (in the town of Haifa), claiming that this
action violates the Israeli Freedom of Occupation law; in late
March 2021 this court ruled against the plaintiff. At time of writ-
ing, it is unknown if an appeal to a higher court (optional by Israel’s
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law) will be made. Meanwhile, social media posts urged customers
to prefer other food store chains.

Actions that discriminate against vaccine hesitant or resistant
individuals constitute a risky ‘slippery slope’ toward further
human rights violations, while their effectiveness is questionable.
Coercion to get vaccinated may reduce public trust in vaccination
drives, a crucial aspect for combatting the pandemic [8–9]. More-
over, while the Israeli vaccination drive demonstrated high real-
world efficacy against COVID-19 [1,2], the efficacy of the
BNT162b2 and other approved COVID-19 vaccines against future
SARS-CoV-2 variants remain uncertain.

The lesson from these Israeli examples is that governments and
public health authorities must be careful when taking steps or
issuing regulations that may be perceived as coercing COVID-19
vaccination. Rather than taking steps that put pressure on vaccine
hesitant or resistant individuals to agree to be vaccinated, health
authorities should take steps for building public trust in approved
vaccines by increased transparency on national COVID-19 infec-
tion, mortality, and vaccination rates, while minimizing actions
that may infringe human privacy, autonomy, and employment.
Assuring that vaccines are administered with informed consent
would also be helpful for increasing public trust. Lastly, developed
countries in a similar COVID-19 situation to that of Israel, where its
spread has been contained following vaccination of over half their
population, are urged to donate their surplus vaccines to the World
Health Organization COVAX initiative, so that they may benefit the
populations in developing countries [10,11]. These lessons from
the rapid Israeli vaccination drive will remain timely as long as
the COVID-19 pandemic is ongoing, and will definitely remain rel-
evant also for future pandemics.
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