
 

 

Superior Health Council  
www.shc - belgium.be  

 
ī 1 ī 

 
 

 
STATE OF KNOWLEDGE AND POSITION PAPER 
OF THE SUPERIOR HEALTH COUNCIL no. 9689 

 
Covid Safe Ticket (3G vs 2G or 1G) and mandatory vaccination in the context 

of COVID-19 pandemic and Omicron 
 

In this STATE OF KNOWLEDGE AND POSITION PAPER, which offers guidance to public 

health policy-makers, the Superior Health Council of Belgium provides some partial 

answers about the efficacy of the Covid Safe Ticket (3G [vaccinated, tested or cured], as 

currently applied in Belgium, vs 2G or 1G) and mandatory vaccination on the 

immunization coverage in the context of the COVID-19 pandemic and Omicron. 
 

This version was validated by the Board and the Committee on 2/02/20221 

 
 
 

I INTRODUCTION 

The Superior Health Council (SHC) received a request for advice from the Prime Minister and 
the Minister for Social Affairs and Public Health on November 26, 2021 on the efficacy of a 
Covid Safe Ticket (CST) or mandatory vaccination on the immunization coverage in the 
context of the COVID-19 pandemic and Omicron (see Annex 1 ï official questions in Dutch). 
 
Four specific questions have been posed to the National Immunization Technical Advisory 
Group (NITAG) in the context of Omicron: 
 

1) Taking into account the current knowledge about the virus and the epidemic: what level 
of vaccination is required to ensure effective protection of citizens and population? 

2) To what extent and under which conditions do the possible instruments to increase the 
vaccination coverage (CST, mandatory vaccination, others) contribute to better control 
of the epidemic, on the one hand in terms of virus circulation and on the other hand in 
terms of limiting the burden of disease, hospitalization and death? 

3) Which potential do these instruments have in terms of potential easing of non-
pharmaceutical interventions? 

4) For the above questions, the state-of-the-art evidence in the field of vaccine 
effectiveness, the need for repeating doses, the extent to which cure leads to 
protection, the possible further epidemiological course from pandemic to endemism, 
possible new variants, etc. should also be taken into account. 

 
All these questions are not directly related to the expertise of the NITAG-SHC or very 
difficult (impossible?) to answer now in the context of uncertainties and the evolution 
of Variants of Concern (VOC) such as Omicron. 

 
1 The Council reserves the right to make minor typographical amendments to this document at any time. On the other hand, 
amendments that alter its content are automatically included in an erratum. In this case, a new version of the advisory report is 
issued. 
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But, as also currently done in other countries, it seems advantageous to provide Belgian 
scientists the opportunity to express their opinion concerning the status and evolution of the 
Covid Safe Ticket (CST), based on the following options: 
 
Å CST - 3G (vaccinated, tested or cured - as applied now in Belgium),  
Å CST - 2G (vaccinated or cured), 
Å CST - 1G (vaccinated), 
 
and/or 
 
Å mandatory COVID-19 vaccination. 
 

In order to better support the answers that will be provided to the authorities by the SHC and 

the Belgian Advisory Committee on Bioethics (BACB) to these questions, the Board and the 

Committee decided to directly ask the SHC-expertsô opinion in the form of an online survey 

regarding the extent of the CST system or the possibility of a mandatory COVID-19 vaccination 

in Belgium. 300 Belgian scientists (expertise in a very broad range of topics, not necessarily 

infectious diseases/vaccines) out of 1,769 who are part of the SHC's network of experts 

responded to the online survey. 

For information, countries already making COVID-19 vaccines ñmandatoryò for all adults, 

government employees, public and private sector workers, health workers, other workers, 

children, elderly or entry to public venues, etc. are compiled by Reuters (31/12/2021): 

https://www.reuters.com/business/healthcare-pharmaceuticals/countries-making-covid-19-

vaccines-mandatory-2021-08-16/ 

 

II METHODOLOGY 

The request was treated by the Board and the Committee in close relation with the President 
and some experts of the permanent group Vaccination (NITAG). The experts of the Board and 
the Committee provided a general and an ad hoc declaration of interests and the Committee 
on Deontology assessed the potential risk of conflicts of interest. 
 
This advisory report is based on a review of the scientific literature published in both scientific 
peer-reviewed journals, preprint articles and reports from national and international 
organisations competent in this field, as well as on the opinion of the experts. 
 
This STATE OF KNOWLEDGE AND POSITION PAPER was validated by the members of the 
Board and the Committee of the SHC. 
 
 
  

https://www.reuters.com/business/healthcare-pharmaceuticals/countries-making-covid-19-vaccines-mandatory-2021-08-16/
https://www.reuters.com/business/healthcare-pharmaceuticals/countries-making-covid-19-vaccines-mandatory-2021-08-16/
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III KEY MESSAGES 

1) In view of the very high contagiousness of VOC Omicron and the Belgian vaccination 
coverage for the third dose, a lower severity of this variant does not mean that the hospital 
system and the first line will not be severely put under pressure in the weeks and coming 
months. 
 
By combining estimates on the predicted penetration of Omicron based on S-gene-target 
failure (SGTF) data for Belgium with current estimated transmission dynamics in Belgium, the 
model projects increasing numbers of infections and hospitalizations by the Omicron 
VOC in the coming weeks, with hospital admissions likely exceeding those observed 
in the fourth wave. Although the relative risk of hospital admission per infection is estimated 
from international observations to be lower for Omicron than for Delta, the expected high 
incidence of infections penetrating all age groups, could still cause a large burden on 
the healthcare system, both in primary care and in hospitals; probably less marked in 
ICU (SIMID, 05/01/2022). 
 
2) Two doses of vaccine are not enough against the Omicron variant. A first booster seems to 
restore the VE (death ï ICU ï hospitalization) against Omicron. There are more uncertainties 
regarding the VE against infections and transmission in the context of Omicron VOC. It has 
been shown that (current) vaccines can partially prevent transmission but the duration and 
amplitude of this effect is unknown and seems shorter. For adults and people with 
comorbidities in priority, risk communication activities emphasizing the continued 
importance of being fully vaccinated and seeking an additional or booster vaccine 
dose, remain of great importance. 
 
3) To help control the COVID-19 pandemic, a combination of actions and tools is required. 
The current COVID-19 vaccines are highly effective against mortality, ICU and hospitalizations 
in the context of Omicron. However, no single vaccine protects 100%. Therefore, besides 
vaccination, the SHC strongly insists on the importance of non-pharmaceuticals interventions 
(NPIs) such as maintaining hand hygiene, physical distancing, barrier measures and 
ventilation, including public spaces with only vaccinated people. Reintroduction and 
strengthening of NPIs is necessary to reduce the ongoing Delta transmission, slow down the 
spread of the Omicron VOC and keep the COVID-19-related burden manageable. 
 
4) Planning for an increasing health care capacity-flexibility to treat the expected higher 
number of cases in hospital (not necessarily ICU units) and for the first line should be 
strongly considered. 
 
5) Belgian model simulations on childhood and adult vaccination (by the SIMID consortium) 
should be adjusted as soon as more sufficient data are available. 
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6) Regarding CST or mandatory COVID-19 vaccination  
 
The SHC finds relevant to use the most optimal means to induce (or nudge) people to be 
vaccinated (as confirmed by the scale established by the Nuffield Council on Bioethics). The 
strategies aimed, for example, to use other risk reduction tools (such as the CST) to effectively 
improve vaccine uptake and the epidemiological situation should also be communicated in a 
transparent manner. The effectiveness of such risk minimization measures should be 
assessed using the most optimal indicators. 
 

 
The use of a CST in Belgium, especially during the peak of the epidemic, does not 
automatically exclude the implementation of the obligation to vaccinate against COVID-
19. 
 

AND 
 
The implementation of COVID-19 mandatory vaccination in Belgium does not 
automatically exclude the utilization of a CST, especially during the peak of the 
epidemic. 
 

 
COVIS SAFE TICKET (CST) 
 
CST could increase vaccine uptake, but interpretation and transferability of findings need to 
be considered in the context of pre-existing levels of vaccine uptake and hesitancy, eligibility 
changes, and the pandemic trajectory. CST led to increased vaccinations 20 days before 
implementation in anticipation, with a lasting effect up to 40 days after. Countries with pre-
intervention uptake that was below average had a more pronounced increase in daily 
vaccinations compared with those where uptake was already average or higher (which is 
actually the case in Belgium). 
 

BUT 
 
CST may be viewed less positively among socio-demographic groups that cluster in large 
urban areas. 
 
CST could have a potential fallout for routine immunization programmes, especially those with 
low overall trust in vaccinations. 
 
CST may also result in a false sense of security, leading to the ill-advised abandonment or 
loosening of nonpharmacological measures for stemming the pandemic, such as social 
distancing, hand hygiene and mask wearing. 
 
Finally, while it is acceptable to use means to induce (or nudge) people to be vaccinated, it is 
much questionable and less supported by the SHC experts to configure these nudging 
devices in such a way that they result in a hidden obligation. 
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MANDATORY COVID-19 VACCINATION FOR ADULTS 
 

 
In the context of COVID-19, the position of mandatory vaccination for HCWs is supported by 
the BACB and the SHC (CSS 9671, 2021; BACB 75, 2020). 
 
The mandatory COVID-19 vaccination for minors is outside the scope of this POSITION 
PAPER at this stage of our scientific, ethical and legal knowledge on the subject. 
 

 
Like the BACB and other experts groups, the SHC estimates that mandatory vaccination, if 
itôs retained by the authorities, should be a decision expressed in a transparent manner by the 
authorities. Transparent communication, societal debate and political arbitrages are 
necessary to implement a fair and manageable level of coercion for COVID-19 vaccination of 
adults in Belgium. 
 
The effects of mandatory COVID-19 vaccination on vaccination coverage and the effect of 
vaccination coverage on infections, hospitalizations or deaths in Belgium are unknown. It is 
almost impossible to extrapolate the probable positive (weak ?) impact and the conclusions of 
publications (concerning other diseases, specific groups, in other countries, and in other 
contexts) to the Belgian situation facing a global COVID-19 pandemic. Countries that 
mandate vaccination without providing no-fault compensation schemes could be seen 
as abrogating the social contract. 
 

BUT 
 
If, by means of mandatory COVID-19 vaccination, the authorities decide to limit mortality, the 
vaccination obligation could be imposed, for example: 

- for all people aged 65 and over 
 
If, by means of mandatory COVID-19 vaccination, the authorities decide to limit the 
overloading of hospitals and the postponement of care, the vaccination obligation could be 
imposed, for example: 

- for all people over 40 and over 
 
If by means of mandatory COVID-19 vaccination, the authorities decide to try to limit as much 
as possible the overload of consultations for respiratory infections at the level of the first line, 
the vaccination obligation could be imposed for example: 

- for all people from 16 to 18 years old* 
 

 
For reasons of simplification, clarity and uniformity of political decisions at European 
and global level, the age limits could be adapted and are given for information only. 
 

Mandatory COVID-19 vaccination schedule should follow NITAG recommendations and 
should be reviewed regularly by the Authorities. 
 

The control of the mandatory vaccination, the possible sanctions and the no-fault 
compensation are political decisions and are outside the scope of this document. 
 

* It is important to consider the age of onset, severity, and frequency of the very rare side 
effects with current vaccines in the discussion. If severe side effects of vaccination are 
encountered in unfortunate individuals, more DALYs/QALYs would be lost if this concerns a 
young adult. 
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7) SHC-experts network opinion to support these positions 
 
Responses to this online survey were collected during the transition phase between the Delta 

variant and the appearance of the Omicron variant. Many uncertainties were linked to this new 

variant and the positions could vary as these uncertainties concerning Omicron decrease. 

300 Belgian scientists (expertise in a very broad range of topics, not necessarily infectious 
diseases/vaccines) out of 1,769 who are part of the SHC's network of experts responded to 
the online survey. 
 
93.4% of Belgian experts who responded to the online survey are, at least, in favor of 
maintaining the CST (45,7% for CST - 3G / 15% for CST - 2G / 32,7% for CST - 1G). 
6.3% are against CST and 1 expert does not wish to answer. 
 
The NITAG and the Committee have already recommended the application of CST for 
persons above 18 years and not below (CSS 9655 and 9680, 2021). According to some 
consulted experts, the application of CST would be acceptable from the age of 12. 
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72.3% of Belgian experts who responded to the online survey are (actually and not 
necessary for an indefinite period) in favor of mandatory COVID-19 vaccination. 23.3% 
are against and 4.3% do not wish to answer. 
 
According to the consulted experts, mandatory COVID-19 vaccination should apply from the 
age of 16 (average and median supported by 54% of the experts) or 18 (supported by 93% 
of the experts). 
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1 Taking into account the current knowledge about the virus and the epidemic: 
what level of vaccination is required to ensure effective protection of citizens 
and population? 

1.1 General concept of herd immunity 

Herd immunity (also called herd effect, community immunity, population immunity, or mass 
immunity) is a form of indirect protection from infectious disease that can occur with some 
diseases when a sufficient percentage of a population has become immune to an infection, 
whether through previous infections or vaccination (Lee, 2016) thereby reducing the likelihood 
of infection for individuals who lack immunity. Herd immunity was recognized as a naturally 
occurring phenomenon in the 1930s when it was observed that after a significant number of 
children had become immune to measles, the number of new infections temporarily decreased 
(Sencer et al., 1967; JID, 2004). 
 
In the context of the Delta variant, based on current evidence, when considering reopening 
strategies, policy-makers in countries with low seroprevalence or a high proportion of children 
should not assume that even vaccination of all (100%) adults will be sufficient to reach the 
herd immunity threshold. However, vaccination could still dramatically reduce the impact of 
Severe Acute Respiratory Syndrome Coronavirus 2 (SARS-CoV-2) infection on resulting 
disease within a population, particularly among groups at higher risk. This emphasizes the 
importance, particularly in regions with limited vaccine-rollout capabilities and low 
seroprevalence, of public health measures and vaccination campaigns focused on reducing 
future COVID-19 disease burden, instead of relying on an assumption that transmission will 
necessarily be eliminated through vaccination (Hodgson et al., 2021). In the context of the 
Delta variant, more than 82 to 85% of the population, including children, would have to be 
immunized to achieve herd protection. Even without herd protection, vaccines are highly 
effective in reducing the number of deaths (Mancuso et al., 2021; McBryde et al., 2021; Burki, 
2021). These conclusions based on models at the time of the Delta variant no longer 
appear to hold with partial data of vaccine efficacy against transmission with Omicron. 
 
However, in a recent communication published in Nature, Aschwanden C. explains that even 
with vaccination efforts in full force, the theoretical threshold for vanquishing COVID-19 seems 
to be out of reach. That threshold is generally achievable with high vaccination rates and many 
scientists had thought that once people started being immunized ñen masseò, herd immunity 
would permit society to return to normal. As the pandemic enters its second year, this thinking 
has begun to shift. Long-term prospects for the pandemic probably include COVID-19 
becoming an epidemic (endemic ?) disease, much like influenza. But in the near-term, 
scientists are contemplating a new normal that does not include herd immunity. Some of the 
reasons behind this near-term mindset, and what they mean for the next year of the pandemic, 
are (Aschwanden, 2021) the following: 
 

¶ It has been shown that (current) vaccines can partially prevent transmission but the 
duration and the amplitude of this effect is unknown2; 

¶ vaccine roll-out is (worldwide) uneven; 

¶ new variants (more transmissible and resistant to vaccines - such as Omicron) change 
the herd immunity equation; 

¶ immunity might not last forever; 

¶ vaccines might change human behavior (e.g., if more people are vaccinated, they will 
increase their interactions). 

 
 
 

 
2 https://erictopol.substack.com/p/where-do-we-stand-with-omicron 

https://erictopol.substack.com/p/where-do-we-stand-with-omicron
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If herd immunity against COVID-19 is not achievable: what level of vaccination is then 
required to ensure effective protection of the citizens by reducing the impact of SARS-
CoV-2 infection (Delta variant) on disease, death and the overload of the health care 
system? 
 
1.2. Belgian model simulations: Technical note: SARS-CoV-2 variants and vaccination in 
Belgium (v2022-01-05 - by the SIMID consortium) 

The SIMID consortium prepared a new technical note (v2022-01-05) containing the model 
estimates of hospital admissions and load by stochastic dynamic transmission model using 
observational data up to January 3rd, 2022. 
 
All projections are based on currently available information, which may need to be adapted as 
more information on Omicron becomes available in the coming days and weeks. The 
uncertainties associated with this model are further developed in the reference text. 
 
The full document from January 2022 (v2022-01-05) is available here. 
https://covid-en-wetenschap.github.io/assets/20220105_technical_note_SIMID.pdf 
 
Conclusions 
 
They explored the impact of the Omicron VOC for Belgium with a country-specific stochastic 
transmission model that incorporates infection- and vaccine-induced immunity levels in the 
population given the ongoing COVID-19 pandemic. By combining estimates on the predicted 
penetration of Omicron based on S-gene-target failure data for Belgium with current estimated 
transmission dynamics in Belgium, the model projects increasing numbers of infections and 
hospitalizations by the Omicron VOC in the coming weeks, with hospital admissions likely 
exceeding those observed in the fourth wave. 
 
Although the relative risk of hospital admission per infection is estimated from international 
observations to be lower for Omicron than for Delta, the expected high incidence of infections 
penetrating all age groups, could still cause a large burden on the healthcare system, 
both in primary care and in hospitals. 
 
They estimated the increase in transmissibility of Omicron relative to Delta based on S-gene-
target failure (SGTF) data from Belgium between 30% and 80%, depending on the 
assumptions for vaccine-related protection against Omicron. In addition, the latest model 
calibration resulted in a much faster transition to the pre-symptomatic infectious stage after 
infection with Omicron, relative to Delta. This aligns with a shorter serial interval for Omicron, 
as reported by Kim et al. (2021, preprint), hence the transmission advantage of Omicron in 
our projections is not only based on immune escape and increased infectiousness. 
 
In this technical note it is particularly difficult to properly calibrate the model and define 
scenarios for the following reasons: (1) The Omicron VOC has only become completely 
dominant near the end of the Christmas holiday period and the observed hospital admissions 
(to which the model is calibrated) during that period were a result of (mostly) Delta infections 
and (to a much lesser extent) Omicron infections acquired before and at the start of the holiday 
period; (2) social contact behaviour is known to be very different during holiday versus non-
holiday periods, not only in terms of numbers, but also in terms of age-specificity, and we are 
currently only starting to observe the impact of infections that occurred during the Christmas 
holidays on hospital admissions (to which the model is calibrated, note also that recent data 
on serology in unvaccinated persons are not available as an additional source for calibration); 
(3) We currently have no observations on hospital admissions caused by infections acquired 
in a non-holiday period (with associated non-holiday contact behavior) while Omicron is the 
dominant VOC in Belgium, which would allow us to establish the relationship between age-

https://covid-en-wetenschap.github.io/assets/20220105_technical_note_SIMID.pdf
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specific contacts, infections and hospital admissions that is representative of the period for 
which projections are made in this technical note; (4) policy makers made important changes 
to the rules of quarantine and isolation from 10th January onwards, which is likely to alter the 
transmission dynamics in comparison to the previous months, over and above the expected 
changes instigated by the full dominance of Omicron in Belgium. 
 
Model results 
 
The following figures depict the results of our scenario analyses with respect to social mixing 
and vaccine uptake. All projections show a large 95% credible interval and should therefore 
be interpreted with great caution. 
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1.3. French model simulations in the context of Omicron 

https://modelisation-
covid19.pasteur.fr/variant/InstitutPasteur_Complement_Analyse_Impact_Omicron_2022010
7.pdf 
 
« Le 07/01/2022, lôInstitut Pasteur présente des projections pour trois scénarios différents 
concernant lôavantage de transmission et la s®v®rit® dôOmicron par rapport ¨ Delta. Dans le 
Scénario 1 qui paraît actuellement le plus probable, le variant Omicron est caractérisé par une 
sévérité basse (r®duction de 77% de la probabilit® dôhospitalisation lorsquôon est infect® 
par rapport à Delta) mais une transmissibilité haute. 
 
ƺ Dans le Sc®nario 1, sous des hypoth¯ses optimistes concernant lôefficacit® vaccinale, le pic 
dôhospitalisations pourrait atteindre 5.200 hospitalisations quotidiennes sans réduction des 
taux de transmission le 3 janvier. Dans les scénarios plus probables où les Français réduisent 
leurs contacts de 10 % et 20 %, ce pic passerait à 3.600 (-29 %) et 2.500 (-52 %) 
hospitalisations journalières, respectivement. Dans les scénarios où les taux de transmission 
sont réduits de 0 %, 10 % et 20 % début janvier, il faudrait respectivement 32.000, 23.000 
(-27 %) et 17.000 (-46 %) lits dôhospitalisations conventionnelles et 6.000, 4.700 (-23 %) et 
3.900 (-36 %) lits de soins critiques au pic de lô®pid®mie. Avec une réduction de 10 % des 
taux de transmission à compter du 3 janvier, les besoins de lits dôhospitalisation 
conventionnelle pourraient passer de 23.000 lits pour une durée moyenne de séjour de 6 jours 
pour les patients Omicron à 18.000 (-22 %) et 15.000 (-34 %) lits si lôon r®ussissait ¨ r®duire 
cette durée à 4 et 3 jours, respectivement. 
 
ƺ Dans le Sc®nario 1, sous des hypoth¯ses plus pessimistes concernant lôefficacit® vaccinale, 
le pic des admissions ¨ lôh¹pital serait de 7.200, 5.200 (-28 %) et 3.500 (-52 %), 
respectivement, si les taux de transmission sont réduits de 0 %, 10 % et 20 % début janvier. 
Au pic, il faudrait 43.000, 32.000 (-26 %) et 22.000 (-49 %) lits dôhospitalisations 
conventionnelles et 7.800, 6.000 (-23 %) et 4.400 (-44 %) lits de soins critiques. 
 
ƺ Des changements dans les hypoth¯ses concernant lôavantage de transmission et la sévérité 
dôOmicron peuvent impacter de façon importante les projections, avec des projections 
substantiellement d®grad®es lorsque le risque dôhospitalisation est plus ®lev®. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://modelisation-covid19.pasteur.fr/variant/InstitutPasteur_Complement_Analyse_Impact_Omicron_20220107.pdf
https://modelisation-covid19.pasteur.fr/variant/InstitutPasteur_Complement_Analyse_Impact_Omicron_20220107.pdf
https://modelisation-covid19.pasteur.fr/variant/InstitutPasteur_Complement_Analyse_Impact_Omicron_20220107.pdf
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CONCLUSIONS 

 
Based on current evidences and considering the characteristics of the Delta variant (and the 
uncertainties of the Omicron VOC, especially on transmission, waning immunity of 
previously infected persons and waning of vaccine effectiveness) as well as the efficacy 
of the different types of vaccines on the market against transmission, obtaining a COVID-19 
vaccination threshold resulting in herd immunity is not feasible and should not guide 
political decisions in this area. 
 
Nevertheless, reduction of mortality, protection of vulnerable people (aged and/or with 
comorbidities) and avoiding health care system overload are still achievable goals in Belgium. 
 
1) In the context of the Delta variant and according to the Belgian models 
(SHC 9680, 2021) - which is no longer the case now. The conclusions were : 
 
- a vaccination coverage of 95% in the entire Belgian population over the age of 18 years 
would prevent at least 30% of hospitalizations; 
- a vaccination coverage of at least 90% in each 18+ age cohort has similar potential compared 
to introducing widespread (80%) vaccination of children aged 5 to 11 years; 
- a combined strategy, through which both universal vaccination of children is introduced and 
vaccine uptake in adults is increased to 90-95% could have (according to the models) an 
added benefit relative to either strategy on its own. 
 
2) In the context of the Omicron VOC, 
  
All projections are based on currently available information, which may need to be adapted 
as more information on Omicron becomes available in the coming weeks, pending age-
specific data on hospitalizations. 
 
By combining estimates on the predicted penetration of Omicron based on S-gene-target 
failure data for Belgium with current estimated transmission dynamics in Belgium, the model 
projects increasing numbers of infections and hospitalizations by the Omicron VOC in 
the coming weeks, with hospital admissions likely exceeding those observed in the 
fourth wave. 
 
Although the relative risk of hospital admission per infection is estimated from international 
observations to be lower for Omicron than for Delta, the expected high incidence of infections 
penetrating all age groups, could still cause a large burden on the healthcare system, 
both in primary care and in hospitals. 
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2 To what extent and under what conditions do the possible instruments (CST, 
mandatory vaccination, others) to increase the vaccination coverage contribute 
to better control of the epidemic, on the one hand in terms of virus circulation, 
on the other hand in terms of limiting the burden of disease, hospitalization and 
death? 

The ethical aspects for the establishment of a CST or mandatory COVID-19 vaccination in 
Belgium fall under the competence of the BACB. In view of the close collaboration between 
the SHC and the BACB on this subject, this advisory report of the SHC will not enter into these 
considerations and the Council supports the positions currently defended by the BACB in this 
matter. 
 
Avis n° 75 du 11 décembre 2020 du Comité consultatif de Bioéthique de Belgique relatif aux 
repères éthiques en vue du déploiement de la vaccination anti-COVID-19 au bénéfice de la 
population belge. 
https://www.health.belgium.be/fr/avis-ndeg-75-reperes-ethiques-en-vue-du-deploiement-de-
la-vaccination-anti-covid-19-au-benefice-de 
 
Avis n° 77 du  Comité consultatif de Bioéthique de Belgique relatif aux considérations éthiques 
et soci®tales li®es ¨ la mise en place dôun ç pass corona è et dôautres mesures transitoires 
dôassouplissement des contraintes sanitaires. 
https://www.health.belgium.be/fr/avis-ndeg-77-du-10-mai-2021-conclusions-et-
recommandations-mise-en-place-dun-pass-corona 
 
Avis par lettre n° 11 du 13  décembre 2021 du Comité consultatif de Bioéthique de Belgique 
relatif  aux enjeux éthiques liés à une vaccination COVID-19 dans la population pédiatrique 
des 5-11 ans. 
https://www.health.belgium.be/fr/avis-par-lettre-ndeg-11-vaccination-covid-19-de-la-
population-pediatrique-5-11-ans 
 
Avis n° 80 du Comité consultatif de Bioéthique relatif aux enjeux ethiques liés à la vaccination 
obligatoire de la population adulte (18 ans et plus) en période de pandémie. 
https://www.health.belgium.be/fr/avis-ndeg-80-vaccination-obligatoire-en-periode-de-
pandemie 
 
 
 
  

https://www.health.belgium.be/fr/avis-ndeg-75-reperes-ethiques-en-vue-du-deploiement-de-la-vaccination-anti-covid-19-au-benefice-de
https://www.health.belgium.be/fr/avis-ndeg-75-reperes-ethiques-en-vue-du-deploiement-de-la-vaccination-anti-covid-19-au-benefice-de
https://www.health.belgium.be/fr/avis-ndeg-77-du-10-mai-2021-conclusions-et-recommandations-mise-en-place-dun-pass-corona
https://www.health.belgium.be/fr/avis-ndeg-77-du-10-mai-2021-conclusions-et-recommandations-mise-en-place-dun-pass-corona
https://www.health.belgium.be/fr/avis-par-lettre-ndeg-11-vaccination-covid-19-de-la-population-pediatrique-5-11-ans
https://www.health.belgium.be/fr/avis-par-lettre-ndeg-11-vaccination-covid-19-de-la-population-pediatrique-5-11-ans
https://www.health.belgium.be/fr/avis-ndeg-80-vaccination-obligatoire-en-periode-de-pandemie
https://www.health.belgium.be/fr/avis-ndeg-80-vaccination-obligatoire-en-periode-de-pandemie


 

 

Superior Health Council  
www.shc - belgium.be  

 
ī 16 ī 

2.1. Some publications on CST 

The World Health Organization (WHO) has produced guidance (operational and ethical 
aspects) about the implementation of a CST (WHO, 27/08/2021). In opinion n° 77, the BACB 
presents ethical and societal considerations linked to the implementation of a "corona pass" 
and other transitional measures to relax health constraints in Belgium (BACB 77, 2021). 
 
To our knowledge, there are very few publications which demonstrate the real effectiveness 
of the implementation of the CST on vaccination coverage. 
 
In Israel, Waitzberg et al. (2021) highlight the fact that in practice, there will be gaps between 
the CST regulations and implementation. While some places might require a CST without legal 
need, others will not implement it despite a legal obligation. The CST regulations should 
have standardized epidemiological criteria, be implemented gradually, remain flexible, 
and change according to the epidemiological risks. Waitzberg et al. do not study the 
efficacy of CST on vaccination coverage. 
 

  
 
 
In Israel, the most prominent dates were the 17th of January 2021 when exemption from 
quarantine was officially declared for vaccinated persons who were in contact with an infected 
person or returned from travel abroad; and the 21st of February 2021 when the óGreen passô 
was officially implemented. After the 17th of January there was a peak in second dose 
vaccinations, rising to over 200 000 per day. High vaccination rates continued following 
the highest daily number of new confirmed cases since the pandemic began (10 117 
cases or 1088 cases per million on the 18th of January) and highest fatality rate was 
reported on the 24th of January. Saban et al. conclude that incentive schemes which impose 
limitations on those who choose not to get vaccinated may motivate some people to take 
action. Policy-makers should use a measured approach to protect public health, with minimum 
infringement on citizensô rights. Providing transparent and culturally appropriate information 
on immunization and ensuring maximal and equitable access to COVID-19 vaccines may help 
build trust (Saban et al., 2021). 
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In the UK, de Figueiredo et al. (2021) have conducted a large-scale national survey of 17 611 
adults between 9 and 27 April 2021 to study the impact of the introduction of vaccine passports 
on inclination to accept COVID-19 vaccines and identify the differential impact of passports 
on uptake inclination across socio-demographic groups. They found that a large minority of 
respondents report that vaccination passports for domestic use (46.5%) or international travel 
(42.0%) would make them no more or less inclined to accept a COVID-19 vaccine and a 
sizeable minority of respondents also state that they would ódefinitelyô accept a COVID-19 
vaccine and that vaccine passports would make them more inclined to get vaccinated (48.8% 
for domestic use and 42.9% for international travel). However, they found that the 
introduction of vaccine passports will likely lower inclination to accept a COVID-19 
vaccine once baseline vaccination intent has been adjusted for. This decrease is larger 
if passports were required for domestic use rather than for facilitating international travel. 
Being male (Odds Ratio - OR 0.87; 0.76 to 0.99) and having degree qualifications (OR 0.84; 
0.72 to 0.94) is associated with a decreased inclination to get vaccinated if passports were 
required for domestic use (while accounting for baseline vaccination intent), while Christians 
(OR 1.23; 1.08 to 1.41) have an increased inclination over atheists or agnostics. Change in 
inclination is strongly connected to stated vaccination intent and will therefore unlikely shift 
attitudes among black or black British respondents, younger age groups, and non-English 
speakers. These findings should be interpreted in light of sub-national trends in uptake rates 
across the UK, as these results suggest that passports may be viewed less positively 
among socio-demographic groups that cluster in large urban areas. The authors call for 
further evidence on the impact of vaccine certification and the potential fallout for routine 
immunization programmes in both the UK and in wider global settings, especially those with 
low overall trust in vaccinations. 
 
CST may also result in a false sense of security, leading to the ill-advised abandonment or 
loosening of non-pharmacological measures for stemming the pandemic, such as social 
distancing, hand hygiene and mask wearing (Montanari et al., 2021). 
 
Mills and Rüttenauer (2021) investigate the effect of mandatory COVID-19 certificates on 
vaccine uptake. They designed a synthetic control model comparing six countries (Denmark, 
Israel, Italy, France, Germany, and Switzerland) that introduced certification (AprilïAugust, 
2021), with 19 control countries with synthetic-control modelling of six countries. Using daily 
data on cases, deaths, vaccinations, and country-specific information, they produced a 
counterfactual trend estimating what might have happened in similar circumstances if 
certificates were not introduced. The main outcome was the amount of daily COVID-19 
vaccine doses that were administered. They found that COVID-19 certification led to 
increased vaccinations 20 days before implementation in anticipation, with a lasting 
effect up to 40 days after. Countries with pre-intervention uptake that was below average 
had a more pronounced increase in daily vaccinations compared with those whose uptake 
was already average or higher. In France, doses exceeded 55.672 (95% Confidence Interval 
(CI) 49.668ï73.707) vaccines per million or, in absolute terms, 3.761.440 (3.355.761ï
4.979.952) doses before mandatory certification and 72.151 (37.940ï114.140) per million 
after certification. They found no effect in countries that already had average uptake 
(Germany), or an unclear effect when certificates were introduced during a period of 
limited vaccine supply (Denmark). Increase in uptake was highest for people younger 
than 30 years after the introduction of certification. Access restrictions linked to certain 
settings (nightclubs and events with >1000 people) were associated with increased uptake in 
those younger than 20 years. When certification was extended to broader settings, uptake 
remained high in the youngest group, but increases were also observed in those aged 30ï49 
years. In conclusion, mandatory COVID-19 certification could increase vaccine uptake, but 
interpretation and transferability of findings need to be considered in the context of pre-
existing levels of vaccine uptake and hesitancy, eligibility changes, and the pandemic 
trajectory. 
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Figure 4: Daily new vaccinations in France, Israel, and Italy before and after the introduction of 
a mandatory COVID-19 certificate for various settings compared with a reweighted synthetic 
control group. Data are from Our World in Data and Oxford COVID-19 Government Response Tracker. 
Shaded areas represent 95% CIs based on a non-parametric bootstrap procedure (1000 runs). The 
solid vertical line indicates the introduction of COVID-19 certification and the dashed vertical line 
indicates the 20-daysô backdated intervention (Mills and Rüttenauer, 2021). 
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In Belgium (Motivation Barometer - November 12 and 16, 2021): 
 
Å Motivation and behavior: A significant proportion of a large sample3 remains voluntarily 
motivated to follow the measures, even though fewer measures apply today (e.g., no 
restrictions in private contacts) or are more non-committal (e.g., recommendation of 
telecommuting). The gap in motivation between vaccinated and unvaccinated individuals is 
reflected in differences in adherence to the measures. At the same time, it appears that 
unvaccinated persons are more faithful to basic measures (mouth mask requirement, keeping 
their distance, decontamination) today than in the summer months. Moreover, there is also 
considerable motivational support among them for telework, ventilation, and following 
quarantine measures. 
 
Å Risk awareness: There are several reasons to be concerned about the fate of the 
unvaccinated. They rate the risks of infection - despite their unvaccinated status - as lower. 
Moreover, they are less susceptible to the motivating power of such a perception of risk. Even 
though unvaccinated people are not blind to the risks of serious infection, the awareness 
contributes less to the motivation to take action. At the same time, risk awareness is also rising 
among them in recent weeks. 
 
Å Events with óCovid Safe Ticketô: Vaccinated individuals adapt their behavior according to 
the circumstances. They rate events with a óCovid Safe Ticketô as less risky than events 
without a óCovid Safe Ticketô, so they are somewhat looser in following through. They will then 
shake hands, hug or kiss more, but remain more cautious than unvaccinated people. The 
latter are less cautious because they rate the risks of serious infection as lower, regardless of 
the use of a óCovid Safe Ticketô. 
 
Å Support for óCovid Safe Ticketô and mandatory vaccination: Opinions about the óCovid 
Safe Ticketô remain divided between vaccinated and unvaccinated individuals. While 
unvaccinated individuals strongly reject the óCovid Safe Ticketô, they are more accepting of its 
use if it serves to increase safety. Vaccinated individuals increasingly fear that the óCovid Safe 
Ticketô can lead to tensions, but also increasingly recognize that it is not a foolproof safety 
tool. Support for mandatory vaccination among +18 year old increases slightly among 
vaccinated individuals. 
 
Å Uncertainty: The growing uncertainty requires a clear plan for the winter. Thanks to a good 
interpretation of the current evolution of the situation, people will better understand what is 
happening which will make them accept the situation more easily. 
 
Å Attitude towards stricter measures: In general, public opinion is still (fairly) supportive of 
all sorts of stricter measures, but this support is waning as more intrusion is made into people's 
private lives and into the lives of children from the age of 9. 
 
Å Vaccine pass and covid pass: It is already known that the initially high level of support for 
the use of the covid pass has declined in recent months (see report 35, Motivation Barometer), 
but support for the covid pass remains reasonably strong and certainly broader than for the 
introduction of a stricter vaccine pass. An analysis of the significance attributed to the two 
passes sheds light on this point. The vaccine pass is perceived even more strongly as a 
polarizing instrument than the covid pass, and more as a means of forcing non-vaccinated 
people to be vaccinated. Another reason for the reduced support for the vaccine pass is 

 
3 Description of samples (collected at three measurement points between October 5 and November 8, 
2021: measurement point 1 (October 5-11) = 4171; measurement point 2 (October 25 - 30) = 5330; 
measurement point 3 (November 1 - 8) = 3287 (page 3 report 35 for more description). 
Description of samples (collected on November 15 and 16) = 2594 (page 3 report 36 for more 
description). 
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probably that its introduction implicitly weakens the value of the PCR test. Until now, the PCR 
test has been presented as an essential, safety-enhancing tool. 
 

 
CONCLUSIONS 

 
Based on our current knowledge, there are very few publications which demonstrate the real 
effectiveness of the implementation of the CST on vaccination coverage. 
 
CST could increase vaccine uptake, but interpretation and transferability of findings need to 
be considered in the context of pre-existing levels of vaccine uptake and hesitancy, eligibility 
changes, and the pandemic trajectory. 
 
CST led to increased vaccinations 20 days before implementation in anticipation, with a lasting 
effect up to 40 days after. Countries with pre-intervention uptake that was below average had 
a more pronounced increase in daily vaccinations compared with those where uptake was 
already average or higher (which is actually the case in Belgium). 
 

BUT 
 
CST may be viewed less positively among socio-demographic groups that cluster in large 
urban areas. 
 
CST could have a potential fallout for routine immunization programmes, especially those with 
low overall trust in vaccinations. 
 
CST may also result in a false sense of security, leading to the ill-advised abandonment or 
loosening of nonpharmacological measures for stemming the pandemic, such as social 
distancing, hand hygiene and mask wearing. 
 

***** 
 
The SHC finds relevant to use the most optimal means to induce (or nudge) people to be 
vaccinated (as confirmed by the scale established by the Nuffield Council on Bioethics). 
 
The strategies aimed, for example, at use other risk reduction tools (such as the CST) to 
effectively improve vaccine uptake and the epidemiological situation should also be 
communicated in a transparent manner. The effectiveness of such risk minimization measures 
should be assessed using the most optimal indicators. 
 
While it is acceptable to use means to induce (or nudge) people to be vaccinated, it is much 
questionable and less supported by the SHC experts (see point 2.7.) to configure these 
nudging devices in such a way that they result in a hidden obligation. 
 
Like the BACB and other Belgian experts groups, the SHC estimates that compulsory 
vaccination, if it proves necessary and is retained by the authorities, should be a decision 
expressed in a transparent manner by the authorities. 
 

***** 
 
The use of a CST in Belgium, especially during the peak of the epidemic, does not 
automatically exclude the implementation of the obligation to vaccinate against COVID-
19. 
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2.2. Acceptance of mandatory vaccination in general 

Despite the growing resonance of anti-vaccination movements and according to the assessed 
studies in a systematic review (2018; especially European - 12 studies and North American - 
10 studies), the majority of the population seems to be in favor of mandatory vaccination 
policies. Although attitudes differed among studies (countries, context), diseases and groups 
involved (Health Care Workers (HCWs), children, etc.). 
 
In Italy, according to two studies, the majority of healthcare personnel and doctors thought 
that mandatory vaccination should be maintained. Among those opposed, the most common 
opinions were that refusing childhood vaccination is a parental right and that the public is 
sufficiently aware of the importance of vaccination to allow an abrogation of the obligation, 
suggesting that mandatory vaccination may be perceived as an outdated policy which has 
served its purpose and is no longer necessary. A French study showed only 42% of General 
Practitioners (GPs) and pediatricians were in favor of mandatory immunization, 
although in the same study, 56.5% of the general population was in favor of mandatory 
vaccination. The authors of this study suggested mandatory immunization may not 
encourage the information of patients and dialogue with healthcare professionals. The 
opinion of HCWs on mandatory vaccination is crucial, especially considering studies have 
shown parents and patients rely on them as their main source of information regarding 
vaccination and doctorsô attitudes seem to be a determining factor in convincing patients: one 
of the main reasons stated by parents for refusing vaccines for their children is that their GP 
did not offer it to them (Gualano et al., 2019). 
 
2.3. Efficacy of mandatory vaccination for HCWs in general 

In the United States, the first institution to make influenza vaccination a ófitness-for-dutyô 
condition for all HCWs seems to have been Virginia Mason Medical Center, Seattle, 
Washington, United States, effective from 2005, achieving rates of 98%. Subsequent 
mandatory programes in the United States have increased influenza coverage rates 
from 71% in 2007 to 98% in 2008 and from 69% in 2009 to 96% in 2010. These policies 
have occasionally met intense resistance by individual HCWs and their associations in the 
United States and the promising results may not be easy to replicate in all settings or in all 
European countries. 
 
Firing or resignation of the HCW have been reported in the United States, with rates of 
0.02% to 0.15% (Kitt et al., 2021) but not in Europe. Even in European countries with 
mandatory policies, these policies may not be fully implemented in practice and it is uncertain 
whether HCWs have ever paid fines for non-compliance. 
 
Galanakis et al. (2013) conclude that there is a moral imperative for HCWs to be immune and 
for healthcare institutions to ensure HCW vaccination, in particular for those working in settings 
with high-risk groups of patients. If voluntary uptake of vaccination by HCWs is not optimal, 
patientsô welfare, public health and also the HCWôs own health interests should outweigh 
concerns about individual autonomy: fair mandatory vaccination policies for HCWs might be 
acceptable. Differences in diseases, patient and HCW groups at risk and available vaccines 
should be taken into consideration when adopting the optimal policy. Practical arguments and 
stepwise implementation are summarized in the following table: 
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In Europe, answers were received for hepatitis B virus (HBV) from 21 countries (among them 
19 EU Member States), representing 78% of the population and 60% of HCWs in the EU-28. 
HBV vaccination was mandatory for medical and nursing staff in 10 countries; for other 
paramedical staff, medical and nursing students in 9 countries; for paramedical students in 8 
countries; for cleaning staff in 7 countries; and for technical staff in 5 countries; it was 
recommended in all but one other countries. A non-responder policy was present in 18 
countries. HBV vaccination coverage (5 countries) was 70ï95%. Sharps injuries were 
reported in 13 countries, nationwide in 7 of them; European-wide reporting was not mentioned 
by respondents. These results show the variation in the implementation of EU legislation 
in the participating countries. More consultation between actors at EU level, including 
enhancing medical surveillance in occupational medicine could help to optimize 
policies in European countries in order to further reduce HBV transmission to HCWs 
(De Schryver et al., 2020). 

 
Dubov and Phung (2015) suggest that a successful strategy for policy-makers and others 
hoping to increase vaccination rates is to design a ñchoice architectureò that influences 
behavior of healthcare professionals without foreclosing other options. Nudges 
incentivize vaccinations and help better align vaccination intentions with near-term actions. As 
shown historically, there needs to be a push for high vaccination rates to reach herd immunity. 
Mandatory vaccination has proven to work and accomplish more vaccination, but causes 
disturbance in medical ethics for healthcare workers. Mandatory vaccination can be 
positively enforced by nudge strategies adopted from behavioral economics research. 
 

  
 

With regards to HCW, there is a broad consensus among European experts that mandatory 
targeted vaccination would minimize risk of infection and transmission of vaccine-preventable 
diseases within the healthcare setting. In general, it seems that support towards 
mandatory policies increases after their implementation, although other strategies 
must be implemented to improve attitudes and uptake among HCW, such as increasing 
staff education and providing proof of the efficacy, benefits, and safety of vaccines 
(Gualano et al., 2019). 
 
 
 
 


