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Vaccine prioritisation – a case for procedural justice in public health 

The Global Alliance for Vaccines and Immunisation (GAVI) lists eleven vaccines for COVID-19 that are 

currently licensed. Still, globally, vaccines protecting from COVID-19 are a scarce and highly precious 

resource. Availability and access to different vaccines differ widely between countries and regions.1 All 

countries are currently forced to implement prioritisation schemes to allocate available vaccine doses to 

groups of people. Vaccine prioritisation implies unequal access to a potentially life-saving resource – and, 

prospectively, to some services (e.g., international travel) – so, it inevitably raises issues of distributive 

justice. 

Uncertainties (such as vaccine safety and effectiveness, or changes in viral populations) complicate the 

ethical issue of fair and efficient allocation of vaccine, and risk fostering disagreement about the principles 

and values that should govern priority settings. To overcome these situations, and to guide decision makers 

towards fair and legitimate public health measures, Daniels and Sabin have developed the theoretical 

framework “accountability for reasonableness”.2 Their framework outlines that a fair prioritisation process 

requires: publicity (transparency) of the grounds on which decisions are made, wide acceptance of the 

relevance of decisions to meet health needs fairly; and procedures for revising decisions in response to 

emerging challenges. Although the framework was conceived as a rational tool for priority management – 

and as such it has been adopted during the actual pandemic e.g. in the United Kingdom,3 its potential for 

promoting the acceptance of priority-setting decisions and trust in health care systems has also been 

highlighted.2 Especially the first two criteria, publicity and relevance, challenge the scientific community to 

communicate reasons and justifications underlying the political decision-making process in an accessible 

way.4  

The problem of vaccine selection and prioritisation 

The aim of currently available vaccines is to protect people from disease at the lowest possible risk of 

adverse effects. Their ability to prevent infection and transmission of SARS-CoV-2 is still less certain.  If all 

vaccines were equally available globally, it is likely that everyone would choose the vaccine with the highest 

likelihood of individual protection and the best safety profile.  

Because of ongoing high transmission numbers for COVID-19 in many countries and persistent risk of 

reintroduction of the virus in places with low numbers of cases, however, waiting for the best vaccine and 

forgoing the advantages of earlier vaccination with the available vaccines is not generally desirable either for 

the individual nor for public health policy. High numbers of new infections create a situation whereby 

receiving a safe but only partially effective vaccine earlier may be preferable to a better vaccine later. 

Concurrently, infection control on a public health level strongly benefits from vaccines that prevent 

transmission.5 

To maximise the gains from vaccination programmes it is necessary to allocate available vaccines 

strategically, at the same time as allowing for individual autonomy through transparent communication of 

true risks and benefits of offered vaccines. The uncertainty about the precise usefulness of available vaccines 

contributes to vaccine hesitancy and even rejection of highly effective vaccines in many European countries 

on the grounds that other vaccines (i.e. mRNA-vaccines, at the time of writing) are perceived as superior, 

while the advantages of unused vaccines remain insufficiently explained. In fact, it is unused vaccines at a 

time of global shortage that has prompted decision-makers to question the very usefulness of prioritisation 

in general. 

Three constituent perspectives for forming a prioritisation plan 

Individual considerations: advantages and disadvantages of being prioritised 
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Currently, motivation to receive a vaccine and demand for early vaccination are both high.1 Many 

advantages seem to come with belonging to a high priority group. Licensed vaccines decrease the probability 

of developing COVID-19 disease, of being hospitalised and of death from COVID-19.6 They may also decrease 

the possibility of spreading infection to friends and family.6 Being placed in a high-priority group shortens the 

time to vaccination, thereby maximising health and social benefits for those vaccinated.  

The most important disadvantage is that prioritised people may receive an inferior vaccine. This already 

happens when a vaccine with lower efficacy is offered to prioritised groups because it is the only one 

available at the time, despite licensed vaccines with higher efficacy being available elsewhere. As the 

pandemic progresses, it is also highly likely that adaptations to mutations of SARS-CoV-2 will result in later 

generation vaccines conveying better protection from changed viral populations.7 Third, despite proven 

safety in licensing studies, phase IV studies in larger populations and adverse effect surveillance may uncover 

longer-term safety concerns for some of the already licensed vaccines. 

Epidemiological considerations for prioritisation: maximising vaccine impact on morbidity and mortality 

The aim of prioritisation is to allocate available vaccine doses where their impact on morbidity and mortality 

is expected to be highest.8 Allocating vaccines randomly would prevent disease in a proportion of vaccinated 

people close to the vaccine efficacy determined by phase III trials and indirect effects would only manifest 

after high vaccine coverage in the population. Indirect effects can be the prevention of secondary 

(“onwards”) cases of infection, if a vaccine can prevent transmission, or of secondary adverse health events 

due to disruption of order, infrastructure and medical services.8 Figure 1 provides a schematic overview of 

prioritised groups accompanied by the main reasoning that justifies prioritisation and related rationales. The 

expected population efficiency of vaccinating these groups with a suitable vaccine decreases from top to 

bottom of the table. Table 1 summarises reasons for prioritisation and requirements for vaccines for these 

groups. 

 

Figure 1: Epidemiological considerations for COVID-19 vaccine prioritisation 

          prevention of disease         prevention of transmission        higher or        equal compared to the general population 
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Group and examples Reason for being prioritised Acceptable vaccine limitations 

1: vulnerable individuals 
(e.g. old age, comorbidity) 

Severe and lethal disease is far more 
common in some groups compared to 
the general population.9 This is the 
group where vaccination is most 
effective in preventing morbidity and 
mortality. 

Limited side effects, like a high 
proportion of adverse reactions 
without lasting damage are 
acceptable, if current transmission 
activity in the population is high. 

2: persons in close contact with 
the vulnerable 
(e.g. household contacts or 
employees in care homes) 

If infected, close contacts have a higher-
than-average risk of transmitting the 
virus to vulnerable people. 

 

3: key workers with direct work-
related contact with the public 
(e.g. health care workers with 
direct patient contact as well as 
police and emergency services. 
workers in grocery retail or public 
transport) 

To prevent staff outages and subsequent 
disruption of services, which may in turn 
lead to morbidity and mortality.10 

Short-term adverse reactions from 
vaccination are a special concern 
in key workers as they may lead to 
simultaneous absence of staff 
after simultaneous vaccination.  

4: key workers without direct 
work-related contact to the public 
(e.g. people employed in logistics, 
especially of medical products and 
groceries, and information and 
communication technologies in key 
facilities like hospitals) 

Increased absence from work due to 
disease has similar consequences as in 
group 3 workers. 

As above (group 3). 

5: dependents of key workers 
(e.g. family members) 

High numbers of ill people dependent 
on care from key workers may indirectly 
lead to disruption by unsustainable 
proportions of key workers staying 
absent from work. The aim of 
vaccinating dependents is prevention of 
indirect absence of key workers opting 
to stay away from work to care for 
dependents. 

As above (group 3). 

6: groups with high interpersonal 
contact rates 
(e.g. children and young people, 
students, or restaurant staff) 

High vaccine coverage, using a vaccine 
that prevents transmission, within 
groups with high contact rates can 
effectively limit the potential for the 
occurrence of superspreading. 

Because prevention of 
transmission follows a population 
level effect, even a low efficacy 
vaccine can still be useful in 
containing the pandemic.8 
 

Table 1 summarises reasons for prioritisation and requirements for vaccines 

Science can provide guidance on who should be placed in which group, e.g. by quantifying the relative risk of 

severe disease or death for at-risk groups or by providing cost-benefit analyses informed by modelling 

studies. The urgency of prioritising key workers and their dependents depends on several factors, most 

importantly (a) the level of transmission in the population, as this drives the risk of infection and (b) the 

capacity of services to compensate short- to medium-term loss of staff. A high proportion of informal 

employment can impede identification of key workers in other fields than health care and public services. 

 

Non-epidemiological considerations on prioritisation: integrating plans with the interests of society and 

factual limitations 

From a philosophical perspective, egalitarian and utilitarian approaches to a just prioritisation can be 
distinguished. Egalitarian approaches follow the ideal that resources should be shared equally according to 
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need, regardless of further criteria, such as social utility. Utilitarian approaches pursue the greatest benefit for 
the greatest number. This means that higher social utility of a person might result in a higher priority. If medical 
personnel are considered necessary to help a great number of the rest of a population, this would justify a 
prioritisation of this group. Current triage plans try to balance egalitarian and utilitarian approaches.11  
 
Societies may choose to incorporate criteria that do not strictly focus on preventing morbidity and mortality 
in the current pandemic. An example may be that frontline health workers and other group 3 workers were 
relied upon to keep services running at a time of high uncertainty. At the beginning of the pandemic, neither 
the individual risk from SARS-CoV-2 infection was known nor which infection control measures would be 
appropriate and additionally, infection control measures were only partially available.12 Society may perceive 
it as damaging to these workers’ long-term motivation and willingness to be in a position at risk, if they now 
feel that they have to wait overly long for the vaccine when it is already available to others. Following such 
social criteria is not wrong, but they must be made transparent in the same way as the epidemiological criteria, 
in order to achieve procedural justice. Some social criteria may also overlap with epidemiological 
considerations. If, for instance, men are at a higher risk of suffering from severe courses, there might be an 
epidemiological argument for placing them in a higher priority group than women. Gender is at the same time 
a social category and, consequently, a transparent discourse about prioritisation according to sex and gender 
may need to include issues of gender inequality as well. Questions of inter-generational justice fall under the 
same category. 
 
Prioritisation can act as a tool to lower inequality by allocating vaccines based on expected benefits rather 

than status or monetary wealth.2 National prioritisation plans integrate this aspect, but the international 

community has so far failed to guarantee equitable access to vaccines across settings with different levels of 

wealth.1 Prioritisation plans between countries, but also within countries with limited infrastructure for 

vaccine distribution, need to take additional aspects of feasibility of vaccine deployment into account. 

Deployment of all vaccines can be hindered by logistical and administrative challenges posed by the absence 

of adult vaccine programmes in about one third of WHO member countries.1 This means that neither 

resources for deploying vaccines (e.g. staff, transport) nor data and infrastructure for planning (e.g. 

demographic data, population access points and traceable documentation) may be available. Deployment of 

vaccines requiring ultra-cold chains (currently the mRNA vaccines) poses an additional challenge. In this 

context, prioritisation plans may need to adapt to feasibility to prevent delays or waste of vaccine. 
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