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Introduction

This report presents the results of the work done in the EU Joint Action on Vaccination (EU-JAV) Work
Package 8 (WP8) task 8.1. The aim of task 8.1 in WP8 corresponds to the specific objective 5 in the EU-JAV:
“To develop a systematic overview and analysis of the current situation of activities related to vaccine
hesitancy and uptake, including best practices and lessons learned in the Member States and their
regions.” This report has been written by the EU-JAV team at the Finnish Institute for Health and Welfare
(THL) leading this work in the EU-JAV.

Task 8.1 examines:

* What kind of research-based determinants behind high and low vaccination coverage have been
identified

* What kind of practices are known to maintain good vaccination coverage
* How have these practices been implemented in the public health work

* What lessons have been learned from implementing these practices and what scientific evidence
has been produced about the impact of these practices (or interventions)

And

* Identifies cases that can be presented as constructive examples of both successful and unsuccessful
actions, practices and decisions.

Corresponding work, examining and mapping how the organisations responsible for the national
immunisations programmes (NIPs) and stakeholders active in the field in Europe perceive the situation
related to vaccine hesitancy and uptake and how they work with tackling issues connected to these, has
not been done previously. It is only by examining the different experiences, perceptions, good practices
and lessons learned from our European peers that we can start to capitalise from the work done in the
field in Europe. Results from this report are shared through the European Health Policy Platform.

Data Collection

A specific survey tool (Annex 1) was developed in collaboration with WP8 participants and colleagues from
the ECDC and the European Commission, in order to gather data. At the end, two similar versions of the
survey tool, one for the Member States and another for stakeholder groups, were created. The Member
State version contained 73 questions, while the stakeholder version contained 48 questions. Some
questions were specific for each survey. The questions were a mixture of Likert-scale-type, yes/no,
guestions and free text questions — which produced results often referred to in this report as
“quantitative” or “qualitative data.”

Some other questions asked respondents to provide a reference, such as to a study they conducted or
review of a project they completed. These references were accepted without respect to language, though
the survey itself was written and completed in English.



In order to find the organisation and persons most knowleadgeable about the work related to vaccine
hesitancy and uptake in connection to the NIPs in the respective countries, EU-JAV participants, national
health authorities and Ministries of Health were consulted. The entire survey tool was distributed to 32
Member State representatives of the EU-JAV in November 2019.

Response rate was 88%, with answers from 28 different Member States collected by June 2020, even though
many Member States were in an extremely difficult situation due to the COVID-19 pandemic. The
abbreviated version of the survey tool was subsequently distributed to 32 non-governmental EU-JAV
stakeholders in November 2020. Responses from 8 stakeholder groups (response rate: 25%) were collected
by the end of the collection period (January 2021). Each Member State and stakeholder group typically
designated one individual to complete the entire survey, some surveys were completed through
collaborative efforts. In some cases, completeing questions were asked from the respondents in order to
obtain more information. (More complete data and analysis method description in Annex 2) It must be noted
that many things may have changed in the different countries and among stakeholders when it comes to
what kind of vaccine hesitancy and uptake related activities have been conducted and how the work is
organised internally within different organisations. Also, the Covid-19 pandemic may have changed people’s
attitudes towards and perceptions about vaccines in general.

In order to find out more about the work related explicitly to COVID-19 Vaccine communication in EU
Member States and other countries, the European Commission (EC), together with the European Centre for
Disease Prevention and Control (ECDC) and the EU-JAV WP8 team at THL carried out a survey focusing on
perceived actions, concerns and challenges in December 2020. (Results of this work are found in Annex 4.)

The European Commission has previously conducted and commissioned work in relation to vaccine
hesitancy and uptake. The Eurobarometer?! and the State of Vaccine Confidence in the EU? have both
examined vaccine attitudes in the EU. The Expert Panel on Effective Ways of Investing in Health? has
reviewed information on the effectiveness and efficiency of vaccination programmes. Together with this
report, these will provide a strong base of knowledge to support the work done to strengthen vaccine
confidence and uptake.

Country respondents: Belgium, Bosnia and Herzegovina, Bulgaria, Croatia, Cyprus, Czech Republic, Denmark,
Estonia, Finland, France, Germany, Hungary, Iceland, Ireland, Italy, Latvia, Lithuania, Malta, Netherlands, Norway,
Portugal, Romania, Serbia, Slovakia, Slovenia, Spain, Sweden, UK

Stakeholder respondents: Cittadinanzattiva ACN, European Institute of Women’s Health, Medical University Graz,
The International Association of Mutual Benefit Societies (AIM), The Standing Committee of European Doctors
(CPME), Université Claude Bernard Lyon 1, Vaccines Europe, Vaccines Today

1 https://europa.eu/eurobarometer/surveys/detail /2223
2 https://ec.europa.eu/health/vaccination/confidence
3 https://ec.europa.eu/health/sites/default/files/expert_panel/docs/020_vaccinationpgms_en.pdf




Executive summary of the results

In order to map the current situation of activities related to vaccine hesitancy and uptake, including best
practices and lessons learned in the Member States and their regions, and among stakeholders, a data
gathering was conducted as a part of the EU-JAV WP8. The survey used for gathering data was sent to 32
countries and 32 EU-JAV stakeholders. In total, 28 countries and 8 stakeholders responded to the survey.
The survey sent to the coiuntries included 73 questions, while the stakeholder version contained 48
guestions. The data from the countries was collected between November 2019 and june 2020, and the
stakeholder data between November 2020 and January 2021. The survey included both multiple choice
and open-ended questions. The data was analysed using both quantitative and qualitative methods by the
EU-JAV team at the Finnish Institute for Health and Welfare (THL) leading this work in the EU-JAV.

The report shows that:

e The definition of vaccine hesitancy has many interpretations. Vaccine confidence, or lack thereof, is
perceived to be the dominating feature of vaccine hesitancy. However, it is important not to leave
any of the components of vaccine hesitancy — such as, complacency and convenience — behind.

e Determinants of vaccine hesitancy are also understood primarily from the perspective of a lack of
confidence. This lack of confidence is rooted within vaccines’ safety and effectiveness profiles or
more broadly a lack of confidence due to ideological or religious reasons.

e From a public health and policy perspective, inconsistent terminology — and focusing only on
vaccine confidence, or the lack of it, and overlooking other factors of vaccine hesitancy, such as
convenience and complacency — means that programs designed to reduce vaccine hesitancy and
strengthen uptake may be too narrow or improperly focused.

e The most emphasized practices among the countries were communication activities and work
related to health care workers (HCWs), followed by cooperation with government bodies.

e The vaccines or subgroups perceived to be responsible for suboptimal vaccine uptake do not
completely match with the target of work conducted by health departments. In this work, there are
underserved groups, such as HCWs, or underemphasized vaccine, such as pneumococcal, in vaccine
uptake work.

e The work to improve vaccine uptake has focused heavily on the HPV and influenza vaccinations.
However, none of the work primarily targeted the vaccine mentioned with the reportedly
lowest/most decreasing coverage: Diphtheria, tetanus, pertussis, polio, Haemophilus influenzae
type B (DTaP-IPV-HiB) vaccine; and the pneumococcal vaccines were rarely mentioned as targets at
all. Further on the human papillomavirus (HPV) vaccine, as it is one of the latest additions to
national immunization programes, it is the top focus of communication, population-specific, and
education-related activities. The measles, mumps and rubella (MMR) vaccine was reported
frequently as a target, and alongside childhood vaccines such as MMR, makes it a prominent target
across communication strategies.

e Official websites, HCWs, and informational literature are all the most highly emphasized for
communicating both information on vaccines and information on vaccine safety. HCWs are trusted
intermediaries in delivering vaccine information to their patients.

e The benefits of working across borders can include sharing experiences and data, as well as the
possibility to collaborate on reviews of the international scientific literature. Barriers are identified
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as socio-cultural, institutional and resources. The report includes a number of examples of
international initiatives which have facilitated cross border collaborations linked to vaccine
hesitancy and uptake.

e What is left unanswered from these results is a deeper look into the public’s mind of what is driving
the lack of confidence.

e Organizational barriers, personnel shortages, and lack of funding are listed as the most common
barriers to working on vaccine uptake and vaccine hesitancy issues.

For further findings that can be used to support ways to work with vaccine hesitancy and uptake related
issues in the future, please see the Discussion part of this report (p. 52)



Definition of Vaccine Hesitancy
I. Aim

According to the World Health Organization (WHO), vaccine hesitancy refers to a “delay in acceptance or
refusal of vaccines despite availability of vaccination services. Vaccine hesitancy is complex and context
specific varying across time, place and vaccines. It includes factors such as complacency, convenience and
confidence.”

A clear definition of vaccine hesitancy is important for understanding its determinants, how it is studied, and
how it is tackled through policy solutions. This part of the study examined how respondents define vaccine
hesitancy, along with how their definition corresponds to the WHO definition, and if what best explains any
discrepancies between those definitions (and subsequent consequences of the discrepancy).

II. Questions

Is there a specific term/are there specific terms describing vaccine hesitancy in your country? [1 = yes, 2 =
no, 3 =1do not know]

How do you understand the meaning of the term 'vaccine hesitancy'? [Free response]

Please elaborate on your answers to the two previous questions: Are different terms and definitions used?
Is there, for example, a difference between the official and the public or popular discourse related to the
topic? If you have more than one official language in your country, is there a difference between how
vaccine hesitancy is described in these languages? If you answered yes, does it affect your work in
connection to vaccine confidence and uptake in your country/region? In the case the terminology related
to vaccine hesitancy is not established or if it is multifaceted or incoherent, how does it affect your work in
connection to vaccine uptake and confidence? [Free response]

According to the WHO, "Vaccine hesitancy refers to delay in acceptance or refusal of vaccines despite
availability of vaccination services. Vaccine hesitancy is complex and context specific varying across time,
place and vaccines. It includes factors such as complacency, convenience and confidence" (WHO SAGE
Vaccine Hesitancy Working Group report.) How well do you think this definition corresponds to how you
understand the meaning of the term 'vaccine hesitancy' in your country/region? [1 = not at all, 2 = only to
a limited extent, 3 = to some extent, 4 = to a great extent, 5 = | do not know]

According to the so-called 3C model of vaccine hesitancy, vaccination confidence refers to “trust in (i) the
effectiveness and safety of vaccines; (ii) the system that delivers them, including the reliability and
competence of the health services and health professionals and (iii) the motivations of policy-makers who

decide on the needed vaccines”; “complacency exists where perceived risks of vaccine-preventable
diseases are low and vaccination is not deemed a necessary preventive action”; and convenience is a factor

4 Noni E. MacDonald, Vaccine hesitancy: Definition, scope and determinants, Vaccine, Volume 33, Issue 34, 2015, Pages 4161-
4164.
10



referring to the ”physical availability, affordability and willingness-to-pay, geographical accessibility, ability
to understand (language and health literacy) and appeal of immunization services affect uptake.”>

II1. Analysis

The majority of respondents reported that there is a term describing vaccine hesitancy used/applied in their
country (19/28). Also, the majority believe that the WHO definition of vaccine hesitancy is understood in
their country to a great extent (20/28) (Figures 1 and 2). Interestingly enough, all respondents that reported
having no specific term (9/28) for vaccine hesitancy in their country unanimously reported that the definition
of vaccine hesitancy is understood to a great extent.

Vaccine hesitancy is defined both by determinants and outcomes of vaccinations in accordance with the
WHO definition. The responses gathered from the survey indicate that an issue with vaccine confidence is
understood as nearly synonymous with vaccine hesitancy itself. This will be seen later on in the survey in the
section on policies and interventions aimed at increasing vaccine uptake. If vaccine hesitancy is addressed
through the route of influencing vaccine confidence, certain interventions will be pursued over others. It is
important to note that a lack of confidence in vaccines is acknowledged to span the entire spectrum of a
more neutral uncertainty or doubt to outright fear or opposition. Therefore, even interventions aimed at
improving vaccine confidence tend to be aimed at some targets along this spectrum.

5 Noni E. MacDonald, Vaccine hesitancy: Definition, scope and determinants, Vaccine, Volume 33, Issue 34, 2015, Pages 4161-
4164.
11



Figure 1: Map of Vaccine Hesitancy Definitions

Is there a specific term/are there specific terms describing vaccine
hesitancy in your country?

B Yes
Il No
Do not know
B No response to the survey
N
2
it
Created with Datawrapper
Yes No Do not know Did not respond
Count 19 (68%) 6 (21%) 3(11%) 4
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Figure 2: Map of WHO Definition Understanding

How well do you think the WHO definition of vaccine hesitancy corresponds
to how you understand the meaning of the term in your country/region?

Limited extent
Some extent
[ Great extent
B No response to the survey

N

+

Created with Datawrapper

No extent Limited Some extent Great extent Do not Did not
extent know respond
Count 0 (0%) 3(11%) 5 (18%) 20 (71%) 0 (0%) 4
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Figure 3: Relationship of the 3 C’s of Vaccine Hesitancy

Confidence (17)

eQuestioning/Doubt
eDiscomfort
eReluctance
eFear
eDistrust parentheses is the

Number in

number of responses

Determinants of
Vaccine
Hesitancy

Complacency (4) Convenience (4)

Finally, the survey asks about discrepancies in the use and understanding of terms related to vaccine
hesitancy. Repeatedly, the responses produced several concerns.

Issues with Defining Vaccine Hesitancy

The term ‘vaccine hesitancy’ was not directly translatable into the official or prominent languages of many
countries (n=10). When vaccine hesitancy had no direct translation, the respondents reported examples of
similar analogues of the definition in their country’s language(s). However, these terms often missed the
nuance found in the WHO definition. Specifically, these analogues tend to be narrower in their definition of
vaccine hesitancy and translate into terms closer to skepticism, rejection, or refusal of vaccines. For that
reason, many countries have decided to adopt outright the terminology found in the WHO definition of
vaccine hesitancy in their official communications among health professionals.

In countries where the term ‘vaccine hesitancy’ is not easily translatable, there exists a terminology gap
between the terminology used in official or research capacities and those used in the public sphere. Terms
for vaccine hesitancy in the public sphere were found to be universally negative — such as vaccine rejection,
refusal, avoidance, criticism, and others. The anti-vaccine, or anti-vaxx, movement was another commonly
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repeated phrase found in the responses. The movement is used synonymously with vaccine hesitancy in the
public sphere, particularly in popular and news media leading to an oversimplification of the concept of
vaccine hesitancy towards an incomplete definition. A lack of consistent terminology presents difficult
barriers to work on studying vaccine hesitancy as well as policy solutions aimed to limit its negative health
impact.

Interestingly, when comparing the responses to this question compared to the quantitative responses, there
appears to be a discrepancy. Roughly 70% of the respondents claimed that there was a specific term or
specific terms for vaccine hesitancy in their respective country and a similar number of respondents reported
that the WHO definition of vaccine hesitancy corresponds with the understanding of vaccine hesitancy in
their country to a great extent. Respondents that report that the WHO definition of vaccine hesitancy is
understood to a great extent are also noting how the term vaccine hesitancy is difficult to define in their
countries. This can be explained by the above analysis: while countries may not have a specific term for
vaccine hesitancy, the countries or regions may have similar or analogous terms to vaccine hesitancy. The
respondents, in other words, can use other terms or phrases that approximate (to varying degrees of
completeness) the definition of vaccine hesitancy provided by the WHO.

IV. Summary

The definition of vaccine hesitancy has many interpretations among respondents. As discussed earlier, there
are many challenges to reach a universally understood definition across countries, languages, and
populations. Across respondents, it does appear as if vaccine 