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OPEN LETTER 

 

RE: COVID-19 Vaccine Caution is Rational and Responsible; Coercive Vaccination and Segregation are Unethical 

and Unjustifiable (An Urgent Open Letter) 

 

To Whom It May Concern. 

With respect and urgency, the members of CTAGTT wish to bring to your attention matters of ethical transgression 

regarding the COVID-19 vaccination initiative. We seek redress for the lack of provision of voluntary informed consent 

during vaccine administration and humbly ask for a refrain in policies or messaging that drive coercion, inducement, 

segregation, and punishment for persons who decline consent.  

We congratulate the medical fraternity for its efforts in dealing with COVID-19. We know that our clinicians are 

attempting to shield our nation from the onslaught of this pandemic. However, as much as vaccination can be expected 

to play a vital role in safeguarding both the individual and the community, this ought not to be achieved at the expense 

of individual rights.  

In contemplating the immediate and long-term impact of vaccination, many citizens have become aware of the 

possibility of a vaccine-driven “Pandemic in Perpetuity” and this, among other concerns, has led many to a stance of 

vaccine caution. In addition, it seems that the vaccine initiative thus far has not had the expected impact. The rationale 

for vaccine underperformance both locally and globally may be revealed through an examination of: 

1) The rapidly mutating nature of the virus 

2) the limitations of the investigational vaccines 

3) instances of vaccine failure in other nations.  

In the circumstances, we request that you consider the attached analysis prepared by the CTAGTT Working Group as we 

work towards a reasonable and effective solution to this unprecedented public health crisis.  

Yours respectfully, 

_______________________ 

Cathal Healy-Singh, President 
COVID-19 Transparency Advocacy Group  
Trinidad & Tobago (CTAGTT) 

mailto:info@c19-transparency-tt.org
https://c19-transparency-tt.org/
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COVID-19 Vaccine Caution is Rational and Responsible; Coercive 

Vaccination and Segregation are Unethical and Unjustifiable     

 

I. Introduction 
 

The World Health Organization’s Policy Brief entitled “COVID-19 and mandatory vaccination: Ethical 

considerations and caveats”, cautions:  

“As mandates represent a policy option that interferes with individual liberty and autonomy, they 

should be considered only if they would increase the prevention of significant risks of morbidity and 

mortality and/or promote significant and unequivocal public health benefits”. 

The Policy Brief indicates that mandates which limit individual choice by making vaccination a condition for 

work, school or participation in other aspects of society, require “sufficient evidence of vaccine safety” and 

“sufficient evidence of vaccine efficacy and effectiveness*” (WHO, 2021). However, the WHO does not define 

“sufficiency”, nor does it provide any explicit benchmarks. 

Summarily, mass vaccination should register as a decrease in cases and deaths, particularly if it is executed 

during stringent lockdown. However, it is becoming abundantly clear that the local mass vaccination 

initiative has not attained this projected result (see Section II, c.). In fact, like us, many countries that had a 

negligible COVID-19 case load have experienced outbreaks of substantial magnitude and duration post-

vaccination (see Section II, d.).   Other countries have endured protracted outbreaks despite phenomenally 

high levels of vaccination (see Section II, i.) whilst some largely unvaccinated places remain unaffected. (see 

Section II, j.). Due to the short duration of efficacy testing and safety monitoring (see Section II. a.), the clinical 

and epidemiological impact of these vaccines are still conjectural. 

The mass vaccination rollouts in several countries have so far failed to provide “sufficient evidence of vaccine 

efficacy and effectiveness*” (WHO, 2021). This should prompt a measure of public health caution when 

deploying these agents.  

The rationale for exercising caution in the widespread administration of the COVID-19 vaccine is as follows:  
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II. Rationale for Vaccine Caution in the COVID-19 Pandemic. 

a) COVID-19 Vaccines are Investigational Medicinal Products, and the Impact of Vaccination in a 

Highly Mutagenic Coronaviral Pandemic is Conjectural. 

Covid-19 vaccines are Investigational Medicinal Products (IMPs), subject to ongoing clinical trials which 

began in 2020. The European Commission defines an Investigational Medicinal Product as: 

“a pharmaceutical form of an active substance or placebo being tested or used as a reference in a 

clinical trial, including products already with a marketing authorization but used or assembled 

(formulated or packaged) in a way different from the authorized form, or when used for an 

unauthorized indication, or when used to gain further information about the authorized form.” (EC, 

2005) 

At present, the interim published Phase III data packages for the Pfizer, AstraZeneca and Sinopharm 

vaccines span less than 4 months, and these trials are due for completion in 14/02/2023 (AstraZeneca), 

02/05/2023 (Pfizer), and 01/12/2021 (Sinopharm). The typical vaccine development cycle spans 8-17 

years, with at least 4 years being dedicated for trial in humans (Han, 2015). This is because rigorous Phase 

III clinical trials of reasonable duration (>24-36 months) are necessary to establish medium to long-

term safety for novel biotechnologies; Especially those which have limited clinical legacy (e.g., mRNA or 

Vector DNA vaccines). Given the exceptionally short duration of human testing, durable efficacy against 

emerging Variants of Concern (VOCs) is also conjectural.  

 

Figure 1: Typical Vaccine Cycle to establish Safety and Efficacy (Han, 2015) 
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Furthermore, mass vaccination against multiple competing variants in an unfolding coronaviral 

pandemic is unprecedented. The impact of vaccination on the evolution and spread of VOCs is potentially 

adverse (see Section II, j.). This unique public health context adds a deeper layer of uncertainty to the 

vaccination drive which underscores the need for even more rigorous clinical investigation before 

universal deployment. 

b) Safety Monitoring and Adverse Event Reporting Lack the Stringency Necessary for Investigational 

Medicinal Products.  

Vaccination is being conducted without the safety monitoring and reporting requisite to a pharmaceutical 

agent in clinical trial. Even though the pandemic declaration has sanctioned the widespread use of these 

agents, administration of an Investigational Medicinal Product (IMP) requires rigorous adverse events 

surveillance and reporting (USFDA, 2012). In the context of an evolving pandemic with multiple VOCs, 

safety monitoring should also take into account the net impact of mass vaccination on overall 

transmission and mortality. This necessitates a publicly accessible electronic adverse event database, 

curated by an independent Data and Safety Monitoring Board (DSMB) (Yao et al., 2013) with a mandate 

to inform the medical community of severe, disabling, or life-threatening post vaccine events or sound 

an alarm in the event of a vaccine failure. In Trinidad and Tobago these essential safety procedures have 

been overlooked.  
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c) Diligent COVID-19 vaccination coupled with a stringent lockdown has not prevented the second 

wave in Trinidad and Tobago.  

Since the public vaccination drive began in April, we have experienced a twenty-three fold increase in 

daily COVID-19 deaths and our country has been engulfed by a second outbreak that far eclipsed the 

first in magnitude and duration  (Dong et al., 2020); also see Figure 2 below. 

 

Figure 2: Cumulative COVID-19 Deaths in Trinidad & Tobago March 2020 to July 2021.  
:John Hopkins University COVID dataset (Dong et al., 2020) 

 
A stringent lockdown coupled with mass vaccination was expected to stem transmission, however the 

100 days following the vaccination rollout was marked by an outbreak that resulted in an additional 

27,676 cases and 893 deaths. It is unlikely that the Easter activities in Tobago had any impact on the 

break in herd immunity that followed the vaccine drive, as the similar post-vaccination surges occurred 

in many other countries regardless of the stringency of their lockdown or other public health 

interventions.  Variant testing in Trinidad and Tobago is suboptimal, but it is likely that this wave 

coincided with the emergence of the Brazilian (gamma) variant (MOH TT, 2021). The cause of this 

immense surge in deaths requires urgent investigation. 
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d) Similar post-vaccination surges occurred in several countries that had negligible COVID-19 

deaths, 2-6 weeks after inoculation began. 

Like Trinidad and Tobago, many of these countries utilized a combination of vector DNA and attenuated 

vaccines, and some countries (e.g. Seychelles, Bahrain) employed mRNA vaccines in an attempt to curb 

the post-vaccination surge (Pillay, 2021). As stated before, these surges may be reflecting the emergence 

of more lethal variants after mass inoculation with vaccines that provide insubstantial protection against 

the transmission and propagation of these strains. This phenomenon seems to occur in populations 

where COVID-19 is already in circulation, in some instances up to one year prior to vaccination (e.g. India 

& Malaysia). However, the surge in mortality was only observed after vaccination. This trend must be 

investigated urgently.  

 

Figure 3: Examples of Post-Vaccination Surges in Deaths in Countries which had negligible a 

Mortality Rates Prior to Vaccination (John Hopkins University COVID dataset) (Dong et al., 2020) 
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The post-vaccination surge in India should be carefully studied, because the relatively benign Wuhan 

strain was in high circulation before the rollout, but vaccination seems to have ushered in an outbreak of 

the more virulent Delta variant (Saxena, 2021). It is possible that vaccines which preferentially suppress 

the ancestral strain provide a competitive advantage for the emergence of a Variant of Concern (VOC). 

Post-vaccination surges in other countries (see Figure 3) also coincided with the breakthrough of Variants 

of Concern (VOCs) after vaccination rollout.  
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e) An outbreak that occurs several weeks after mass vaccination begins may be linked to an 

increased viral load in the community in the immediate post-vaccination period. 

Public Health England data indicates that the odds that an individual contracts COVID-19 increases up to 

9-14 days post-vaccination (Odds Ratio 1.44 (CI 1.28-1.63)) (Bernal et al., 2021). This may be as a result 

of a transient suppression in the immune system during the vaccine reactogenicity phase*, coupled with 

a high-risk exposure that occurs during the mass vaccination exercise. During the vaccine rollout in 

England, 74% of symptomatic persons who tested positive for COVID-19 were recent vaccine recipients 

(Bernal et al., 2021).  

Vaccine recipients may have a higher risk of becoming infected(COVID-19, 2021) and transmitting the 

virus to their contacts (family, community, workplace) in the immediate post-vaccination period when 

their serum antibody titers are still low, and their immunity is not yet established..  Persons who 

become infected may unknowingly transmit the virus because they remain subclinical, minimally 

symptomatic, or they assume that flu like symptoms are simply associated with the vaccine. 

Internationally these breakthrough cases are not being identified due to a lax policy of COVID-19 

surveillance after vaccination. (Crist, 2021)  

Further study to determine the impact of vaccination on variant contagion and propagation is urgently 

needed because vaccines may generate antibodies which strongly neutralize the ancestral strain but are 

comparatively ineffective against VOCs. The post-vaccination surge that occurred in England coincided 

with the spread and dominance of the UK/alpha variant (Iacobucci, 2021) (See figure 4). The majority of 

elderly persons in the country were vaccinated during the course of this wave. Surprisingly the number 

of elderly persons who died in the 15 weeks following vaccination (39,189) eclipsed the total elderly 

deaths in the first wave (30,329). This may reflect the enhanced community viral load that might have 

occurred in nursing homes and elderly residences after vaccination began.  

Persons who choose to vaccinate should be adequately counselled to practice enhanced infection 

control and social distancing up to two weeks after vaccination to prevent exposure and transmission 

to vulnerable persons in their home. 

*”Reactogenicity represents the physical manifestation of the inflammatory response to vaccination, and can include injection-site pain, redness, 

swelling or induration at the injection site, as well as systemic symptoms, such as fever, myalgia, or headache.”(Hervé et al., 2019) 
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Figure 4: Post-Vaccination Outbreak in the United Kingdom (3rd wave), :JHU COVID dataset (Dong et al., 2020) 
 (SEE APPENDIX I for a cumulative histogram of mortality in the U K during rollout)



CTAGTT 

13 
 

 
 

 

Figure 5: Deaths in the Elderly (>80 years) during the 15 weeks of the first wave and the vaccination drive in the United Kingdom (Office of 
National Statistics UK, 2021) 
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f) Vaccinated Individuals are Transmitting Variants of Concern; Herd Immunity is Not Achievable 

with the current Vaccines.   

Vaccination is proving ineffectual in neutralizing transmission of the Delta variant in Indonesia where an 

immense wave is causing an unexpectedly high death toll among medical staff. Over a 17-day period in 

July, 114 doctors succumbed to COVID-19, ninety five percent (95%) of which were fully vaccinated 

(Mazrieva, 2021). In another outbreak among gold miners in French Guiana an mRNA vaccine (Pfizer) also 

failed to stem contagion and transmission of the gamma variant. In this instance 55% of the employees 

were infected, with an attack rate of 60% (15/25) among the fully vaccinated and 75% (3/4) among the 

unvaccinated(Vignier N, 2021). Similarly, a recent outbreak in Massachusetts involving 6,373 fully 

vaccinated adults resulted in 91 breakthrough deaths (O’Laughlin, 2021). In the US Delta wave, 

breakthrough infections in vaccinated patients were shown to have the same viral load and PCR cycle 

threshold as unvaccinated patients (Riemersma et al., 2021). 

Increasing vaccine breakthroughs have triggered proponents of mass vaccination to downplay the 

objective of COVID-19 prevention. Instead the public health establishment and drug companies have 

shifted focus to reducing morbidity and mortality (Hart, 2021). This is disingenuous because it 

undermines the rationale that vaccination builds herd immunity which protects vulnerable persons in the 

community. Vaccines that fail to prevent spread cannot contribute to herd immunity because they do 

not break the chain of transmission that leads to infection of the vulnerable. Vaccinated individuals are 

significantly contributing to the transmission and propagation of Variants of Concern.  Any assertion 

that unvaccinated persons pose a greater risk to the community is speculative, unsubstantiated, and 

divisive. 

g) Past Covid Infection Conveys Robust and Durable Immunity that equals or surpasses Vaccine 
induced Immunity 

Analysis of a population wide database in Israel revealed that individuals with prior COVID infection had 

equal or better protection against infection (94.8% vs 92.8%) and severe illness  (96.4% vs 94.4%) than 

vaccinated individuals  (Goldberg et al., 2021).  Furthermore, it was found that in 43 recovered patients 

the spike specific memory B cells were more abundant at 6 months than at one month after symptom 

onset. Durable immunity was seen to persist up to 8 months after infection(Dan et al., 2021)The same 

immunological evidence is not available for vaccinated individuals.  

Inoculating recovered persons appears to expose them to the unnecessary risk of vaccination, with no 

proven benefit of protection. This seems clinically irrational and unjustifiable. Patients who contracted 

COVID-19 and recovered should not be candidates for vaccination unless a benefit is conclusively 

demonstrated in a clinical trial. 
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h) Vaccine breakthrough cases that result in subclinical disease, hospitalization or death are not 

being transparently reported both locally and abroad 

In the vaccine trials a breakthrough was defined as a case of COVID-19 that occurred 2 weeks after the 

second inoculation, and cases that occurred during the interval between the first and second shots were 

not treated as a failure in vaccination. This practice was disingenuous because it yielded efficacy results 

that appeared more favorable to the vaccine (Al Kaabi et al., 2021; Voysey et al., 2021).  Using an 

intention to treat principle, all cases of COVID-19 which occur immediately after the first inoculation 

must be defined as a vaccine breakthrough case. Unfortunately, most public health agencies have 

adopted the trial definition of breakthrough reporting. This practice conceals the true impact of 

transmission in the weeks that follow vaccination, where up to 74% of symptomatic COVID-19 infections 

may actually occur in the vaccinated (Bernal et al., 2021). 

 

Compounding this, the CDC promoted a policy of asymmetric COVID-19 tracking, where vaccinated 

persons were no longer being tested as vigilantly as the unvaccinated (Korin, 2021). This resulted in a 

systematic bias against breakthrough detection and magnified the COVID-19 prevalence in the 

unvaccinated. This data must be expeditiously gathered and regularly reported because infected 

vaccinated persons may be contributing significantly to the transmission of COVID-19 in the community 

(Riemersma et al., 2021). It is imperative that all COVID-19 positive persons, regardless of vaccination 

status, be identified through surveillance.  

Recently, the Ministry of Health began reporting breakthrough deaths in our hospitals. They stated that 

of 866 ICU deaths, 833 were unvaccinated and none were doubly vaccinated. However, if the timeline 

for these deaths commence at the beginning of the pandemic, then these 866 became ill during a time 

when vaccination uptake was still low (12%), and very few persons were doubly vaccinated (<2%). It is 

essential that any reporting of cumulative deaths be qualified by a dating, and rationally interpreted.  In 

the future, as relative vaccination uptake increases and more VOCs emerge, it is possible that many if not 

most cases and deaths will occur among the vaccinated (Davis, 2021).  

Governments and public health agencies have not been transparent in reporting breakthrough cases, 

hospitalizations, recoveries, and deaths among the vaccinated.  
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i) Several of the most highly vaccinated countries have failed to Curb Mortality 

Diligent public health efforts which yielded exemplary vaccination uptake has not reasonably impacted 

contagion or mortality in several countries.  These are examples of nations which have failed to rethink 

their vaccination strategy, despite the disastrous epidemiological trend. All public health agencies should 

be wary of this potential adverse outcome lest they tread the same futile path. The choice of vaccine 

must be sufficiently efficacious against the strains prevailing in a country for the vaccine initiative to be 

effective  

 

Figure 6: Examples of Highly Vaccinated Countries which Experienced Protracted Outbreaks despite 

continued Vaccaintion 
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j) Most Countries with the Lowest Reported Case Load and Deaths are Vaccine Hesitant 

Figure  six (6) contrasts the death rates of the highest vaccinated countries with the lowest. It can be 

observed that many African countries which are vaccine hesitant, have demonstrated the lowest COVID-

19 deaths per million. Even if deaths are underreported by a factor of 10, countries like Nigeria, Angola, 

Kenya and Ethiopia, would still have a much lower death rate than the UK, United States, Chile and 

Uruguay, which have very high vaccine uptakes.  

 
        Figure 6. Sample of Countries Illustrating Percentage of Persons Vaccinated and related deaths per million*  

 

African nations like Nigeria should be consulted urgently to determine what strategies may be 

contributing to their success in dealing with COVID-19. Prior to the start of vaccination Trinidad and 

Tobago and India had a negligible death rate like many African nations. Urgent study is needed to 

determine if this trend is statistically significant. 

* Note South Africa is the only nation on the African Continent that has a distinctively high death rate. This country 

was a trial site for the AstraZeneca vaccine early in 2020. After this vaccine failed to neutralize the South African 

Variant, vaccination was halted.  
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k) Vaccine propelled mutagenesis which result in variants with enhanced transmissibility and 

lethality is a grave possibility that should be thoroughly investigated and ruled out before 

continuing with mass vaccination. 

Undoubtedly all vaccines trigger an antibody response which protects against the ancestral Wuhan strain 

(Folegatti et al., 2020; Mulligan et al., 2020; Xia et al., 2021), and they certainly provide some transient 

cross neutralization for novel variants (Lopez Bernal et al., 2021). However, it is increasingly obvious that 

vaccine induced antibodies are significantly less effective against mutations in the variant spike protein 

(Planas et al., 2021). Characteristically, the South Africa variant which came to dominate after mass 

vaccination in that country possessed a spike protein which almost entirely evaded the antibodies 

generated by the AstraZeneca vaccine (Madhi et al., 2021). The same variant escape phenomenon is 

evolving in many highly vaccinated countries and variants which emerge under the selection pressure of 

a mass vaccination drive may possess spike proteins that escape the neutralizing antibodies of locally 

used vaccines (Wang et al., 2021) . 

The assertion that virulent mutagenesis favors a highly unvaccinated population is purely speculative. In 

fact, replication of a virus in the presence of sub-optimally neutralizing vaccine generated antibodies, 

appears to be the most fertile terrain for the emergence of Variants of Concern. A recent stochastic 

model of variant evolution indicates that high vaccination rates which fail to stem transmission may 

lead to escape variants which outpace the development of vaccines (Rella et al., 2021). 

If the vaccine generates a narrow spectrum of antibodies that is easily escaped by evolution of the highly 

mutable spike on the virus, then the vaccine itself will function as an iatrogenic evolutionary pressure 

which drives the development of variants that may be more resistant, contagious, and deadly. If this plays 

out then our vaccination efforts will have contributed to a Pandemic in Perpetuity, where the public 

must regularly scramble for vaccines to keep abreast of new variants of concern which come as a 

response to the vaccination challenge itself. This frightful scenario of indefinite vaccine dependency, 

and ever-increasing deadly variants is a boon to the vaccine industry, but a curse upon our future 

society. Once again, this possibility must be carefully evaluated before we continue with mass 

vaccination by coercion. 
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III. Coercive Vaccination, Discrimination and Segregation is Unethical and 

Unjustifiable. 

The WHO Emergency Use Listing (EUL) sanctions its member states to administer COVID-19 vaccines before 

they are fully approved. However, neither the EUL, the pandemic declaration nor the local state of emergency 

circumvents the requirement for voluntary informed consent.  

In medical ethics, the process of voluntary informed consent is foundational because it is the key protection 

against medical interventions that may cause bodily injury, psychological distress, or any harm unto a 

potential subject. Informed consent is universally enshrined by the Council for International Organizations of 

Medical Sciences, the Nuremberg Code and the Helsinki Declaration (CIOMS/WHO, 2016; Shuster, 1997; 

WMA, 2018) and is codified in our Regional Health Authority Patient Charter(Alleyne-Rawlins, 2007) 

(Appendix II). If the process of informed consent is compromised in any dimension, then it fails in execution 

and genuine consent has not been obtained. In our appeal to the Medical Board on July 15th, 2021, CTAGTT 

reminded the medical establishment that the following clinician duties are indispensable to achieving 

consent (CIOMS/WHO, 2016): 

1. “Seek and obtain consent, but only after providing relevant information about the research and 

ascertaining that the potential participant has adequate understanding of the material facts.” 

2. “Refrain from unjustified deception or withholding of relevant information, undue influence, or 

coercion.” 

3. “Ensure that the potential participant has been given sufficient opportunity and time to consider 

whether to participate.” 

4. “Obtain from each potential participant a signed form as evidence of informed consent.” 

During the process of consent, the investigational status of all vaccines should be highlighted, and the risks 

and benefits associated with their use listed. Patients and providers should be informed that all interim 

published data is short term (Polack et al., 2020; Voysey et al., 2021; Xia et al., 2021) and that vaccination 

carries an indeterminate risk of adverse events and injuries in the medium to long term. Liability or indemnity 

by the administrating body should be explicitly declared. An expedited vaccine rollout does not permit the 

medical establishment to treat investigational agents as fully approved nor does it justify the circumvention 

of informed consent. 

As mentioned before, these vaccines are exceptionally novel because their impact on variant spread, and 

genesis is largely unknown. (Rella et al., 2021). These dimensions of uncertainty are deeply regarded by 
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cautious individuals who, in observing adverse post-vaccination outcomes in other countries, contemplate 

the overarching public health impact of mass vaccination before they consent (II.d). The ambiguities 

associated with vaccination in a rapidly changing pandemic does not diminish the need for informed consent, 

it reinforces it.  

Citizens must exercise their judgment, free will and conscience in choosing to vaccinate. All potential 

recipients must be explicitly informed of their right to refuse and assured that no punitive measures will 

be incurred if they choose to decline. This includes the right to refuse without pain of persecution, exclusion 

from public life, humiliation, segregation, ostracization, deprivation of employment opportunities or 

participation in public activities. The right to refuse vaccination for reasoned self-preservation, short and 

long-term safety concerns, or for the protection of an individual’s family, community, and wider society, must 

be respected.  

We emphasize that because the present vaccines are not proven to prevent the spread of COVID-19 and its 

variants, the decision to vaccinate principally entails consideration of the risk and benefits to “self” and to a 

lesser extent the “wider community”.  Thus  any attempt to force an investigational pharmaceutical by using 

pandemic emergency powers or the public health ordinances still constitutes a breach of the Nuremberg 

Code 1 (Shuster, 1997): 

“The voluntary consent of the human subject is absolutely essential. This means that the person 

involved should have legal capacity to give consent; should be so situated as to be able to exercise 

free power of choice, without the intervention of any element of force, fraud, deceit, duress, 

overreaching, or other ulterior form of constraint or coercion; and should have sufficient knowledge 

and comprehension of the elements of the subject matter involved as to enable him to make an 

understanding and enlightened decision” 

This code has been breached because our citizens are being inoculated without deference to informed 

consent and the process of vaccine administration is not truly voluntary. Private and public institutions have 

been deputized to use coerciona and inducementb to drive vaccination.  This not only constitutes a 

contravention of medical ethics, but it inspires hubris by the public health establishment.  Coercion 

compromises the volition of knowledgeable, intuitive, or experienced citizens whose decisions serve as a 

protective counterbalance to the judgment of state officials who are dealing with an unprecedented public 

health challenge.    
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a. Coercion: “…occurs when an overt threat of harm is intentionally presented by one person to another in order to obtain 

compliance.” Overt threats include threats to job security and earnings, restriction of access in public spaces, moral suasion, 

bullying, harassment, humiliation, segregation, and condemnation. 

b. “Undue Influence (Inducement) Occurs through an offer of an excessive, unwarranted, inappropriate or improper reward or 

other overture in order to obtain compliance” (The National Commission for the Protection of Human Subjects of Biomedical 

and Behavioral Research, 1978) 

Discrimination of unvaccinated persons in the workplace, schools, public spaces, place of entertainment, 

commercial establishments, or religious houses, is not justified.  Existing data does not demonstrate that such 

persons are more likely to transmit COVID-19 in these settings. This assertion by public figures, health 

officials, corporate leaders and media personalities is not only unsubstantiated, it also threatens the liberty 

and security of many of our citizens. Discrimination or vaccine coercion based on this false premise is 

patently indefensible and harmful. Any group or individual that seeks to segregate persons based on 

vaccination status must conclusively prove that unvaccinated individuals are a threat to society.  

Emerging data not only show that fully vaccinated persons contract and potentially transmit COVID-19 similar 

to unvaccinated persons (Vignier N, 2021), but that high levels of vaccination may be associated with the 

emergence of VOCs (Rella et al., 2021). Furthermore, individuals who are partially vaccinated may have a 

higher risk of contracting and propagating COVID-19 up to two weeks after their first inoculation (Bernal et 

al., 2021) and the present suite of vaccines seem to fail at neutralizing transmission of VOCs (O’Laughlin, 

2021). These phenomena may be contributing to a protracted and deadly surge in our setting, and the 

emergent waves of VOCs occurring globally.  

We recommend that the Medical Board advise the government to cease and condemn all messaging that 

drives persecution of vaccine cautious citizens. Discrimination, exclusion or segregation based on vaccination 

status unjustifiably violates the “Rights Enshrined” in our Constitution:  

Section 4 (a) “the right of the individual to life, liberty, security of the person and enjoyment of 

property and the right not to be deprived thereof except by due process of law” 

Section 4 (d) “the right of the individual to equality of treatment from any public authority in the 

exercise of any functions” 

Section 4 (g) “freedom of movement” 

The government should adopt policies that strengthen clinical ethics, societal integration, tolerance, and 

respect for the rights of all citizens. To this end we recommend that the following policies and programs be 

implemented: 
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__________________________________________________________________ 

Cathal Healy-Singh, President 
COVID-19 Transparency Advocacy Group  
Trinidad & Tobago (CTAGTT) 

 

1) Adoption of the Informed Consent Forms to be issued in advance to all persons seeking vaccination. 

This document should be available online, and distributed universally, so that interested parties 

have adequate time to process and research details relevant to the vaccine being offered. (see 

Attached) 

2) Implementation of an informed consent protocol, executed by qualified medical staff, who can 

facilitate a question-and-answer session prior to vaccination and dutifully fulfill the process of 

consent.   

3) Support the legal right to refuse an investigational COVID-19 vaccine and condemn any group or 

individuals which use coercion, undue influence, incentives, rewards, discrimination, and 

segregation to infringe upon this right.  

4) Establish a publicly accessible Adverse Events Database, which facilitates on demand reporting and 

processing of vaccine associated adverse events.  

5) Appoint a Data and Safety Monitoring Board (DSMB) which provides up to date monitoring of 

adverse events and conducts dynamic risk to benefit assessment. 

6) Adopt a policy of transparency when reporting COVID-19 breakthrough cases, hospitalizations, 

recoveries, and deaths among the vaccinated on a daily basis.  

7) Adopt a “Don’t Ask, Don’t Tell” Policy for COVID-19 vaccine status, which protects citizens from 

discrimination, segregation, harassment, and prejudice in the workplace and other public spheres. 

8) Cease and condemn the use of all punitive measures (e.g., Onerous PCR testing) deployed against 

vaccine cautious citizens for continuance of employment and access to public spaces and 

amenities.  

 

CTAGTT seeks careful deliberation on matters raised by this analysis as it relates to the administration of 

Covid-19 vaccines. It is hoped that the government reviews its program of public coercion and recognize the 

legitimate, evidenced based response of vaccine cautious citizens. We look forward to the adoption and 

implementation of the policies and recommendations arising out of this report.  

 

COVID-19 Transparency Advocacy Group  

Trinidad & Tobago (CTAGTT) 
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APPENDIX I: Highly Vaccinated Countries with significant Mortality 

surges after Vaccine Rollout Commenced. 
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APPENDIX II 
 

SWRHA Charter of Patient’s Rights & Obligations 

South West Regional Health Authority 

“CHARTER OF PATIENT’S RIGHTS AND OBLIGATIONS  

PATIENT’S RIGHTS 

9. Consent 

9.1 You have the right to be informed about and to participate in the decisions related to your health 

and treatment.  Whenever possible, this should be based on a clear and concise explanation of your 

condition and of all the implicit technical procedures, including the possibilities of any risk of death 

or serious reactions and of problems related to your recovery and a satisfactory outcome. 

9.2 You should not be subjected to any procedure without your voluntary, informed consent, or that 

of your legally authorized representative.  When there are medical alternatives for your treatment you 

should be informed at all times. 

9.3 You have the right to know who is responsible for authorizing and carrying out the procedures or 

the treatment. 

9.4 Your participation in clinical training programs for the purpose of obtaining information, or for 

the purpose of research should be by informed consent. 

9.5 You should be informed of the aims, methods anticipated, benefits and potential risks of any 

research study that would affect your health or treatment and any discomfort it may entail.  In 

addition, you have the right to refuse to participate in such activities.” 

 


