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Open Letter to South African Rugby Union (SARU) 
 
 
We are aware that at an amateur SARU meeting on 8 April 2022 it was decided 
that the U13A, U13B and U18 Craven Weeks as well as the U16 Grant Khomo week 
would be restricted to children who can provide proof of vaccination against 
SARS-CoV-2.  
 
Understandably, this caused enormous anxiety for many parents. PANDA was 
approached by countless parents seeking advice. At no stage was it evident 
what had informed this decision by SARU and it was clearly not based on 
scientific evidence. 
 
Various school rugby bodies and associations wrote to their parent bodies, 
advising them to vaccinate their children well before the starting time of the 
listed tournaments, if they wanted them to be eligible for selection. SARU’s 
decision was widely publicised and made known, ensuring that many parents 
were cajoled and made to feel a lot of pressure to have their children be 
injected. 
 
On 8 May 2022, it was reported in Die Rapport newspaper that SARU is no 
longer forcing learners to get vaccinated if they wish to play in any of the 
national rugby youth weeks. It is difficult to find further information on this and 
it makes one wonder what drove the initial decision and what prompted the 
retraction. 
 
It is happening too often that institutions and employers seem to be making use 
of this ‘scare tactic’ to enforce vaccines. It is time to call those employers and 
institutions out on this policy. 
 
It is further disheartening that the retraction of the decision to only make 
vaccinated school learners eligible for selection was not widely publicised. 
 
When making the controversial decision, it would seem that SARU, and 
associated clubs, either did not consider the scientific evidence, or were not 
given accurate information.  
 
In this document we present a synopsis of the relevant science, with references, 
so that other sporting bodies and associations also seeking to impose a vaccine 
mandate on young sportspeople cannot claim there is no information about 
these issues. 
 



 

 In short, there is no scientific or medical rationale for discriminating against 
"unvaccinated" children. Doing so has the potential to cause serious harm, 
without any benefit to those receiving the vaccines.  
 
To coerce players to submit to an experimental medical procedure against their 
will and without properly informed consent is unethical, immoral and 
discriminatory. It is also ineffective, since these experimental vaccines have not 
been shown to prevent transmission of Covid-19. Furthermore, school-aged 
athletes are essentially at zero risk of developing Covid-19 complications.  
 
Traditional vaccination policies rely on the expected benefits clearly 
outweighing the risk of adverse events. The risk-benefit analysis for the Covid-19 
vaccines points to a high potential risk versus no benefit for children and young 
people.1 
 
Children are not at risk from Covid 
 
Children are at near zero risk of dying from Covid-19.2 Nearly all of the rare 
childhood victims of Covid-19 suffered from a range of other serious illnesses. 
These at-risk children would be unlikely to participate in competitive sporting 
activities such as rugby.3 Most children infected with SARS-CoV-2 are 
asymptomatic or experience mild symptoms.4 There is also no evidence that 
Covid-19 leads to long-term sequelae in healthy children and young people.5 6 7  
 
Vaccine Safety 
 
The Covid-19 ‘vaccines’ are not true vaccines. They employ novel technology, 
namely mRNA and Adenovirus vectors, and they do not provide immunity from 
infection. There is as yet no long-term safety data and the short-term safety data 
raises serious concerns. Numerous adverse events have been reported by 
medical professionals around the world. These include, but are not limited to: 

● Serious blood clotting events 
● Serious cardiac issues 
● Spontaneous bilateral renal infarction, or decreased blood supply to the 

kidneys 
● Acute pulmonary haemorrhage, or bleeding from the lung 
● Sudden recurrence of cancers that had been in remission 
● Pancytopenia, or a reduction in the number of red and white blood cells 

and platelets 
● Facial swelling  
● Shingles. 

 
Some adverse events are more common in the young. In the case of the mRNA 
vaccines, myocarditis, or inflammation of the heart muscle, is a particular 

 
1 https://www.hartgroup.org/wp-content/uploads/2021/05/OpenLetterChildVaccination.pdf 
2 https://www.cebm.net/covid-19/global-covid-19-case-fatality-rates/ 
3 https://www.medrxiv.org/content/10.1101/2021.07.08.21260210v2 
4 https://www.eurosurveillance.org/content/10.2807/1560-

7917.ES.2021.26.14.2001248#abstract_content 
5 https://www.medrxiv.org/content/10.1101/2021.05.16.21257255v1 
6 https://www.medrxiv.org/content/10.1101/2021.05.11.21257037v1 
7 https://www.journalofinfection.com/article/S0163-4453(21)00555-7/fulltext 



 

concern in young males.8 The risk seems to be additive with each subsequent 
dose administered. ‘First do no harm’ is a fundamental ethical principle. Where 
the potential for harm exists from an experimental medical procedure about 
which little is known, the precautionary principle applies. It’s better to be safe 
than sorry. 
 
Medium- and long-term safety data about the Covid-19 vaccines are still 
lacking.9 Any sporting body imposing mandates could be exposed to significant 
claims for damages from children who might be injured by the vaccines, 
especially talented young athletes whose future careers may be impacted. 
    
The Public is Not at Risk 
 
Transmission of SARS-CoV-2 from children to adults is minimal10 and adults in 
contact with children do not have higher Covid-19 mortality.11 It is unethical to 
expose children and young people to risk to protect adults.12  
 
The Vaccines Do Not Make Tournaments Safer 
 
The ‘Covid-19 Vaccines’ do not make tournaments safer because they do not 
prevent or materially reduce the likelihood of a vaccinated person acquiring or 
transmitting the virus. 
 
The original scientific trials did not demonstrate the prevention of infection and 
transmission. Observational studies conducted since the vaccines were released 
show that the viral loads of vaccinated and unvaccinated people are the same. 
Furthermore, vaccinated people do transmit the virus, and there has been no 
reduction in transmission in countries that have high vaccination rates.13  

 
Several studies document large numbers of break-through cases14 (infections in 
vaccinated individuals), reflecting the waning of whatever efficacy the Covid-19 
vaccines might have had over a few months15. (See Annexure A for references to 
the scientific literature regarding vaccine efficacy.) 
 
It is now generally accepted that the current vaccines have little or no effect 
against the variants currently in circulation. What a vaccine mandate would 
effectively require is that children take up to three vaccinations against viral 

 
8 https://www.cdc.gov/coronavirus/2019-ncov/vaccines/safety/adverse-events.html;   
doi:10.1001/jamacardio.2022.0583     
9 https://www.aier.org/article/why-are-we-vaccinating-children-against-covid-19/ 
10 https://academic.oup.com/cid/article/72/12/e1146/6024998 
11 https://adc.bmj.com/content/early/2021/03/17/archdischild-2021-321604 
12 http://portal.unesco.org/en/ev.php-URL_ID=31058&URL_DO=DO_TOPIC&URL_SECTION=201.html 
13 https://link.springer.com/article/10.1007/s10654-021-00808-7 
14 https://www.medrxiv.org/content/10.1101/2021.12.22.21268021v1, 
https://www.cdc.gov/mmwr/volumes/70/wr/pdfs/mm7031e2-H.pdf, 
https://papers.ssrn.com/sol3/papers.cfm?abstract_id=3897733, 
https://www.eurosurveillance.org/content/10.2807/1560-7917.ES.2021.26.39.2100822#html_fulltext, 
https://www.eurosurveillance.org/content/10.2807/1560-7917.ES.2021.26.30.2100636 
15 https://www.medrxiv.org/content/10.1101/2021.08.18.21262237v1, 
https://www.science.org/doi/10.1126/science.abm0620, https://pubmed.ncbi.nlm.nih.gov/34737312/, 
https://papers.ssrn.com/sol3/papers.cfm?abstract_id=3949410, 
https://www.medrxiv.org/content/10.1101/2021.12.10.21267590v1.full.pdf 

https://www.medrxiv.org/content/10.1101/2021.12.22.21268021v1
https://www.cdc.gov/mmwr/volumes/70/wr/pdfs/mm7031e2-H.pdf
https://papers.ssrn.com/sol3/papers.cfm?abstract_id=3897733
https://www.eurosurveillance.org/content/10.2807/1560-7917.ES.2021.26.39.2100822#html_fulltext
https://www.medrxiv.org/content/10.1101/2021.08.18.21262237v1
https://www.science.org/doi/10.1126/science.abm0620
https://pubmed.ncbi.nlm.nih.gov/34737312/
https://papers.ssrn.com/sol3/papers.cfm?abstract_id=3949410


 

strains that no longer exist and which pose no future threat. This seems 
irrational. 
  
Discrimination 
 
Ultimately this type of vaccination policy is discriminatory and amounts to no 
more than virtue signalling. About 70% of the South African population is 
unvaccinated against SARS-CoV-2 and this figure is even higher in the younger 
population. Such a policy is discriminatory as it results in no benefit to the 
players or to anyone else attending the tournament.  
 
Given the history of discrimination in sport in South Africa, we urge all sporting 
bodies to ensure that their events are open to the vast majority of South Africans 
who have chosen to protect their right to bodily autonomy - a right guaranteed 
in the South African Constitution. 
 
 

Yours sincerely, 
PANDA 
 
 
 
ANNEXURE A - VACCINE INEFFICACY 
 
 

1 Acharya et al. found “no significant difference in cycle threshold values 
between vaccinated and unvaccinated, asymptomatic and symptomatic 
groups infected with SARS-CoV-2 Delta.” 16 

 

2 Dr Herman Edeling’s study found that, “One has read, and previously made 
publicly available, copies of numerous scientific articles that have found 
that the Covid-19 “vaccines” are not effective at prevention of infection or 
transmission of the SARS- CoV-2 virus. Examples of such scientific articles 
can be found at the Edeling Medico-Legal Consultancy Trust , where each 
document bearing the prefix “NE” provides scientific evidence that the 
Covid-19 “vaccines” are not effective.” “An abundance of scientific evidence 
finds that the Covid-19 “vaccines” are not effective at preventing infection 
by or transmission of the SARS-CoV-2 virus.”17  

 

3 Riemersma et al. found, “no difference in viral loads when comparing 
unvaccinated individuals to those who have vaccine “breakthrough” 
infections. Furthermore, individuals with vaccine breakthrough infections 
frequently test positive with viral loads consistent with the ability to shed 
infectious viruses.” Results indicate that “if vaccinated individuals become 
infected with the delta variant, they may be sources of SARS-CoV-2 
transmission to others.” They reported “low Ct values (<25) in 212 of 310 fully 

 
16 https://www.medrxiv.org/content/10.1101/2021.09.28.21264262v2 
17 https://emlct.com/index.php/covid-19-documents/ 

https://emlct.com/index.php/covid-19-documents/
https://emlct.com/index.php/covid-19-documents/
https://www.medrxiv.org/content/10.1101/2021.07.31.21261387v1


 

vaccinated (68%) and 246 of 389 (63%) unvaccinated individuals. Testing a 
subset of these low-Ct samples revealed infectious SARS-CoV-2 in 15 of 17 
specimens (88%) from unvaccinated individuals and 37 of 39 (95%) from 
vaccinated people.”18 

 

4 Riemersma et al. reported that vaccinated individuals who get infected 
with the Delta variant can transmit SARS-CoV-2 to others. They found an 
elevated viral load in the unvaccinated and vaccinated symptomatic 
persons (68% and 69% respectively, 158/232 and 156/225). Moreover, in the 
asymptomatic persons, they uncovered elevated viral loads (29% and 82% 
respectively) in the unvaccinated and the vaccinated respectively. This 
suggests that the vaccinated can be infected, harbor, cultivate, and 
transmit the virus readily and unknowingly.19 

 

5 Chau et al. looked at transmission of SARS-CoV-2 Delta variant among 
vaccinated healthcare workers in Vietnams. Of 69 healthcare workers that 
tested positive for SARS-CoV-2, 62 participated in the clinical study, all of 
whom recovered. For 23 of them, complete-genome sequences were 
obtained, and all belonged to the Delta variant. “Viral loads of 
breakthrough Delta variant infection cases were 251 times higher than 
those of cases infected with old strains detected between March-April 
2020”. In other words, the viral load in vaccinated individuals was found to 
be significantly higher than in unvaccinated individuals.20 

 

6 In Barnstable, Massachusetts, Brown et al found that among 469 cases of 
COVID-19, 74% were fully vaccinated, and that “the vaccinated had on 
average more virus in their nose than the unvaccinated who were 
infected.”21 

 

7 Subramanian reported that, “at the country-level, there appears to be no 
discernable relationship between percentage of population fully 
vaccinated and new COVID-19 cases.” When comparing 2,947 counties in 
the United States, there was no clear discernible relationship between 
vaccination and a reduction in cases.22 

 
8 Reporting on a nosocomial hospital outbreak in Finland, Hetemäli et al. 

observed that “both symptomatic and asymptomatic infections were 
found among vaccinated health care workers, and secondary transmission 
occurred from those with symptomatic infections despite use of personal 
protective equipment.”23  

 

 
18 https://www.medrxiv.org/content/10.1101/2021.07.31.21261387v1 
19 https://www.medrxiv.org/content/10.1101/2021.07.31.21261387v2 
20 https://papers.ssrn.com/sol3/papers.cfm?abstract_id=3897733 
21 https://pubmed.ncbi.nlm.nih.gov/34351882/ 
22 https://link.springer.com/article/10.1007/s10654-021-00808-7 
23 https://www.eurosurveillance.org/content/10.2807/1560-7917.ES.2021.26.30.2100636 

https://www.medrxiv.org/content/10.1101/2021.07.31.21261387v2
https://papers.ssrn.com/sol3/papers.cfm?abstract_id=3897733
https://pubmed.ncbi.nlm.nih.gov/34351882/
https://link.springer.com/article/10.1007/s10654-021-00808-7
https://www.eurosurveillance.org/content/10.2807/1560-7917.ES.2021.26.30.2100636


 

9 In a hospital outbreak investigation in Israel, Shitrit et al. observed “high 
transmissibility of the SARS-CoV-2 Delta variant among twice vaccinated 
and masked individuals.”24  

 

10 Singanayagam et. al found that, "[F]ully vaccinated individuals with 
breakthrough infections have peak viral load similar to unvaccinated cases 
and can efficiently transmit infection in household settings, including to 
fully vaccinated contacts. Host–virus interactions early in infection may 
shape the entire viral trajectory." They found that (in 602 community 
contacts (identified via the UK contract-tracing system) of 471 UK COVID-19 
index cases were recruited to the Assessment of Transmission and 
Contagiousness of COVID-19 in Contacts cohort study and contributed 8145 
upper respiratory tract samples from daily sampling for up to 20 days) 
“vaccination reduces the risk of delta variant infection and accelerates viral 
clearance. Nonetheless, fully vaccinated individuals with breakthrough 
infections have peak viral load similar to unvaccinated cases and can 
efficiently transmit infection in household settings, including to fully 
vaccinated contacts.”25 

 

11 A very recent study published by the CDC reported that a majority (53%) of 
patients who were hospitalized with Covid-19-like illnesses were already 
fully vaccinated with two-dose RNA shots. Table 1 reveals that among the 
20,101 immunocompromised adults hospitalized with Covid-19, 10,564 
(53%) were fully-vaccinated with the Pfizer or Moderna vaccine 
(Vaccination was defined as having received exactly 2 doses of an mRNA-
based COVID-19 vaccine ≥14 days before the hospitalization index date, 
which was the date of respiratory specimen collection associated with the 
most recent positive or negative SARS-CoV-2 test result before the 
hospitalization or the hospitalization date if testing only occurred after the 
admission). This highlights the ongoing challenges faced with Delta 
breakthrough when vaccinated.26  

 
12 Salvatore et al. examined the transmission potential of vaccinated and 

unvaccinated persons infected with the SARS-CoV-2 Delta variant in a 
federal prison, July-August 2021. They found a total of 978 specimens were 
provided by 95 participants, “of whom 78 (82%) were fully vaccinated and 
17 (18%) were not fully vaccinated…clinicians and public health practitioners 
should consider vaccinated persons who become infected with SARS-CoV-
2 to be no less infectious than unvaccinated persons.”27 

 

13 Di Fusco et al. conducted an evaluation of COVID-19 vaccine breakthrough 
infections among immunocompromised patients fully vaccinated with 
BNT162b2. “COVID-19 vaccine breakthrough infections were examined in 
fully vaccinated (≥14 days after 2nd dose) IC individuals (IC cohort), 12 
mutually exclusive IC condition groups, and a non-IC cohort.” They found 

 
24 https://www.eurosurveillance.org/content/10.2807/1560-7917.ES.2021.26.39.2100822#html_fulltext 
25 https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(21)00648-4/fulltext 
26 https://www.cdc.gov/mmwr/volumes/70/wr/mm7044e3.htm#T1_down 
27 https://www.medrxiv.org/content/10.1101/2021.11.12.21265796v1 

https://www.eurosurveillance.org/content/10.2807/1560-7917.ES.2021.26.39.2100822#html_fulltext
https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(21)00648-4/fulltext
https://www.cdc.gov/mmwr/volumes/70/wr/mm7044e3.htm#T1_down
https://www.medrxiv.org/content/10.1101/2021.11.12.21265796v1
https://www.tandfonline.com/doi/full/10.1080/13696998.2021.2002063


 

that“of 1,277,747 individuals ≥16 years of age who received 2 BNT162b2 
doses, 225,796 (17.7%) were identified as IC (median age: 58 years; 56.3% 
female). The most prevalent IC conditions were solid malignancy (32.0%), 
kidney disease (19.5%), and rheumatologic/inflammatory conditions (16.7%). 
Among the fully vaccinated IC and non-IC cohorts, a total of 978 
breakthrough infections were observed during the study period; 124 (12.7%) 
resulted in hospitalization and 2 (0.2%) were inpatient deaths. IC 
individuals accounted for 38.2% (N = 374) of all breakthrough infections, 
59.7% (N = 74) of all hospitalizations, and 100% (N = 2) of inpatient deaths. 
The proportion with breakthrough infections was 3 times higher in the IC 
cohort compared to the non-IC cohort (N = 374 [0.18%] vs. N = 604 [0.06%]; 
unadjusted incidence rates were 0.89 and 0.34 per 100 person-years, 
respectively.”28  

 

14 Mallapaty (NATURE) reported that the protective effect of being vaccinated 
if you already had infection is “relatively small, and dwindles alarmingly at 
three months after the receipt of the second shot.” Mallapaty further adds 
what we have been warning the public health community which is that 
persons infected with Delta have about the same levels of viral genetic 
materials in their noses “regardless of whether they’d previously been 
vaccinated, suggesting that vaccinated and unvaccinated people might be 
equally infectious.” Mallapaty reported on testing data from 139,164 close 
contacts of 95,716 people infected with SARS-CoV-2 between January and 
August 2021 in the United Kingdom, and at a time when the Alpha and 
Delta variants were competing for dominance. The finding was that 
“although the vaccines did offer some protection against infection and 
onward transmission, Delta dampened that effect. A person who was fully 
vaccinated and then had a ‘breakthrough’ Delta infection was almost twice 
as likely to pass on the virus as someone who was infected with Alpha. And 
that was on top of the higher risk of having a breakthrough infection 
caused by Delta than one caused by Alpha.”29 

 
15 Wilhelm et al. reported on reduced neutralization of SARS-CoV-2 omicron 

variant by vaccine sera and monoclonal antibodies. “in vitro findings using 
authentic SARS-CoV-2 variants indicate that in contrast to the currently 
circulating Delta variant, the neutralization efficacy of vaccine-elicited sera 
against Omicron was severely reduced highlighting T-cell mediated 
immunity as essential barrier to prevent severe COVID-19.”30  

 
16 CDC reported on the details for 43 cases of COVID-19 attributed to the 

Omicron variant. They found that “34 (79%) occurred in persons who 
completed the primary series of an FDA-authorized or approved COVID-19 
vaccine ≥14 days before symptom onset or receipt of a positive SARS-CoV-2 
test result.”31  

 

 
28 https://www.tandfonline.com/doi/full/10.1080/13696998.2021.2002063 
29 https://www.nature.com/articles/d41586-021-02689-y 
30 https://www.medrxiv.org/content/10.1101/2021.12.07.21267432v1 
31 https://www.cdc.gov/mmwr/volumes/70/wr/mm7050e1.htm?s_cid=mm7050e1_w#contribAff 

https://www.nature.com/articles/d41586-021-02689-y
https://www.medrxiv.org/content/10.1101/2021.12.07.21267432v1
https://www.cdc.gov/mmwr/volumes/70/wr/mm7050e1.htm?s_cid=mm7050e1_w#contribAff


 

17 Dejnirattisai et al. presented live neutralisation titres against SARS-CoV-2 
Omicron variant, and examined it relative to neutralisation against the 
Victoria, Beta and Delta variants. They reported a significant drop in 
“neutralisation titres in recipients of both AZD1222 and BNT16b2 primary 
courses, with evidence of some recipients failing to neutralise at all.”32  

 
18 Cele et al. assessed whether Omicron variant escapes antibody 

neutralization “elicited by the Pfizer BNT162b2 mRNA vaccine in people 
who were vaccinated only or vaccinated and previously infected.” They 
reported that Omicron variant “still required the ACE2 receptor to infect 
but had extensive escape of Pfizer elicited neutralization.”33  

 

19 UK reporting showed that boosters protect against symptomatic COVID-19 
caused by Omicron for about 10 weeks; the UK Health Security Agency 
reported protection against symptomatic COVID-19 caused by the variant 
dropped from 70% to 45% following a Pfizer booster for those initially 
vaccinated with the shot developed by Pfizer with BioNTech. Specifically 
reporting by the UK Health Security Agency showed “Among those who 
received an AstraZeneca primary course, vaccine effectiveness was around 
60% 2 to 4 weeks after either a Pfizer or Moderna booster, then dropped to 
35% with a Pfizer booster and 45% with a Moderna booster by 10 weeks 
after the booster. Among those who received a Pfizer primary course, 
vaccine effectiveness was around 70% after a Pfizer booster, dropping to 
45% after 10-plus weeks and stayed around 70 to 75% after a Moderna 
booster up to 9 weeks after booster.”34 

 

20 Buchan et al. used a test-negative design to assess vaccine effectiveness 
against OMICRON or DELTA variants (regardless of symptoms or severity) 
during November 22 and December 19, 2021. They found that receipt of 2 
doses of COVID-19 vaccines was not protective against Omicron. Vaccine 
effectiveness against Omicron was 37% (95%CI, 19-50%) ≥7 days after 
receiving an mRNA vaccine for the third dose.”35 

 

21 Public Health Scotland COVID-19 & Winter Statistical Report ( Publication 
date: 19 January 2022) provided startling data on page 38 (case rates), page 
44 (hospitalization), and page 50 (deaths), showing that the vaccination has 
failed Delta but critically, is failing omicron. It shows across the multiple 
weeks of study that across each dose (1 vs 2 vs 3 booster inoculations) that 
the vaccinated are greatly more infected than the unvaccinated, with the 
2nd dose being alarmingly elevated. Age-standardized rates of acute 
hospital admissions are stunningly elevated after 2nd inoculation (over the 
unvaccinated) during January 2022.36  

 
32 https://www.medrxiv.org/content/10.1101/2021.12.10.21267534v1 
33 https://www.medrxiv.org/content/10.1101/2021.12.08.21267417v2 
34 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1
043680/technical-briefing-33.pdf 
35 https://www.medrxiv.org/content/10.1101/2021.12.30.21268565v1 
36 https://publichealthscotland.scot/media/11223/22-01-19-covid19-winter_publication_report.pdf 

https://www.medrxiv.org/content/10.1101/2021.12.10.21267534v1
https://www.medrxiv.org/content/10.1101/2021.12.08.21267417v2
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1043680/technical-briefing-33.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1043807/technical-briefing-33.pdf
https://www.medrxiv.org/content/10.1101/2021.12.30.21268565v1
https://publichealthscotland.scot/media/11223/22-01-19-covid19-winter_publication_report.pdf


 

 
22 Regev-Yochay et al. in Israel looked at (publication date March 16th 2022) 

the immunogenicity and safety of a fourth dose (4th) of either BNT162b2 
(Pfizer–BioNTech) or mRNA-1273 (Moderna) administered 4 months after 
the third dose in a series of three BNT162b2 doses). This was an open-label, 
nonrandomized clinical study. Researchers reported that most of the 
infected participants were potentially infectious, with relatively high viral 
loads (nucleocapsid gene cycle threshold, ≤25)’. Researchers ‘observed low 
vaccine efficacy against infections in health care workers, as well as 
relatively high viral loads suggesting that those who were infected were 
infectious. Thus, a fourth vaccination of healthy young health care workers 
may have only marginal benefits’.37 

 
37 https://www.nejm.org/doi/full/10.1056/NEJMc2202542 

https://www.nejm.org/doi/full/10.1056/NEJMc2202542

