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Unlike other medicines, vaccines work at both tidiviidual and community level. While no vaccine

is 100% effective, when used broadly in communjtsss/eral vaccine preventable diseases could be
eliminated and some may be eradicated. High vaccipgke rates, specific to each vaccine
preventable disease, are needed for community-levalunity to be achieved and sustained in order
that disease risk can lowered beyond what woulgredicted by vaccine coverage alone. Even in
countries with overall high national vaccine upta&tes, there may be clustered pockets or subgroups
where the rates of uptake are lower than requinegbifotection of the community. In the past decade,
such pockets have been associated with outbreakssargence of measles, mumpiemophilus
influenzaeb, pertussis and polio in countries where theseadiss had previously been controlled.

At the November 2011 meeting of the Strategic AoisGroup of Experts (SAGE) on Immunization,
SAGE noted with concern the impact of reluctancadoept immunization on the uptake of vaccines
reported from both developed and developing coesitriThese reports led SAGE to request the
establishment of a working group on vaccine hesitan

Background

The evidence demonstrating the benefits of immuinaaare overwhelming. It is one of the most
successful and cost-effective interventions to mmprhealth outcomes. Vaccines have saved countless
lives and improved health and well-being around dglabe. However, to prevent the morbidity and
mortality associated with vaccine preventable dissand their complications, and optimize contfol o
vaccine preventable diseases in communities, hgjhke rates must be achieved. In 2011, SAGE
noted the growing recognition of the negative impagf hesitancy on vaccine uptake rates and
program efficienc§ Through a survey of SAGE members in 2011, commtioicawith vaccine
hesitant populations was identified as one of #a priority topics for SAGE If the high uptake rates
needed for herd immunity are to be achieved anthisiesl, individual and community hesitation and
reluctance to be immunized must be better undelistoml addressed. SAGE also observed that the
problem did not appear to be restricted to oneoregr subset of the population. For example during
the pHIN1 influenza pandemic, SAGE highlighted tlndtile many countries in the Americas
successfully deployed influenza pandemic vaccingh® general public, many had difficulty in
convincing pregnant women to accept the vaccinenBvhen faced with strong evidence of increased
morbidity and mortality caused by influenza, mamggmant women hesitated to obtain pandemic
influenza vaccination despite the recommendatiorthgyr health care provider and their country’s
immunization program leaders. Even improved actes®ceive vaccine did not reliably overcome
this. Similarly, reluctance to accept measles wacm parts of Europe, HPV vaccine in Japan and
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India,

polio vaccine in parts of Nigeria and Padkistare just a sample of the episodes that are

appearing around the world. Because the root caokéisese events are complex and not always
straight forward, SAGE also expressed concern tiatpath forward to address hesitancy was not

clear.

Based upon the concerns about hesitancy and itscihgm vaccine uptake rates and the performance of
national immunization programs, SAGE establish@dSAGE Working Group on Vaccine Hesitancy
in March 2012 with the following terms of referefice

Terms of Reference

Prepare for SAGE a review and advice on how to emidrvaccine hesitancy and its
determinants.
Define vaccine hesitancy and its scope
Undertake a review of vaccine hesitancy in différeattings including its context-specific
causes, its expression and its impact.
Suggest one or several indicator(s) of vaccinetéuiesy that could be used to monitor progress
in the context of the Decade of Vaccines Globalcdize Action Plan.
At global, regional and national levels:
o Perform a landscape analysis of who/what orgamimatare working on this issue in
various settings/countries
o ldentify existing activities and strategies thavédad or could have a positive impact
including looking at successful strategies thatehaorked and are not specifically
related to vaccines or even medicines;
o Identify strategies and activities that did not karell;
o ldentify new activities and strategies that coudddna positive impact;
o Prioritize existing and new activities/strategiesd&d on an assessment of their potential
impact;
o Outline the specific role of WHO in addressing vaedesitancy;
Identify the specific role of regional and counéigvisory committees.

o

The Working Group on Vaccine Hesitancy was composeaf:

a)
b)
c)

d)
e)

Juhani Eskola, National Institute for Health andIffe, Finland (Chair of Working Group
since April 2014)

Xiaofeng Liang, Chair of Working Group, Chinese @egrior Disease Control, China (Member
of SAGE until 2014, Chair of Working Group from Mar2012 to April 2014)

Arthur Reingold, University of California at Berlesl, U.S.A. (Member of SAGE until 2012)
Mohuya Chaudhuri, Independent Journalist and Docaiang Filmmaker, India

Eve Dubé, Institut National de Santé Publique délige, Canada
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f) Bruce Gellin, Department of Health and Human Sew;j¢J).S.A.

g) Susan Goldstein, Soul City: Institute for Healthd abevelopment Communication, South
Africa

h) Heidi Larson, London School of Hygiene and Tropidadicine, England

i) Noni MacDonald, Dalhousie University, Canada

j) Mahamane Laouli Manzo, Ministry of Health, Niger

k) Dilian Francisca Toro Torres, Congress of the Répuld Colombia (was only able to join the
working group proceedings for the first teleconfexe and had to withdraw for personal reason)

) Kinzang Tshering, Jigme Dorji Wangchuck Nationafd®Real Hospital, Bhutan

m) Yuqing Zhou, Chinese Center for Disease Controin&h

The Working Group was supported by a SAGE and UNA@e€cretariat, includingarticipation and
support from WHQO’s SAGE Secretariat, the WHO GloWatcine Safety Group, the WHO Expanded
Program on Immunization, the WHO Director Generahttal communication team, the WHO Polio
Department, and WHO regional offices as well as CBRF headquarters, UNICEF polio
communications and the UNICEF AFR regional office.

Report Structure

This Report deals with the deliverables establishettie SAGE Terms of Reference for the Working

Group. Each Section begins with the deliverablebe@addressed followed by the conclusions of the
Working Group and then the detailed discussiorhefwork done to address the deliverables. In the
final Section (Section 7), the Working Group’s megoendations to SAGE are presented. The
Appendices to this report will be posted on the &Aghare point.



The general approach of the SAGE Working Group aaccdihe Hesitancy was guided by the
deliverables set out by SAGE. This was accomplistietbugh discussion of 1) commissioned and
published relevant systematic reviews of evidentevaccine hesitancy, including published studies,
grey literature, and field reports; 2) models chtazing vaccine hesitancy developed by different
organizations; 3) personal observations reporteah fihe field by different organizations and Wortkin
Group members; 4) an immunization managers’ suofesaccine hesitancy; 5) a review of systematic
reviews of vaccine hesitancy intervention strateg® vaccine hesitancy survey questions extracted
from the published and gray literature and develoje part, with Working Group member input; 7)
pilot testing of vaccine hesitancy indicators innddreporting Form (JRF) (2012, 2013) and at Inter-
country Support Team South & East and Central AfriRegional Immunization Managers’ meetings
in 2013; 8) consultations to discuss hesitancyianidnpact with WHO regional offices, UNICEF (HQ
and regional offices), the Global Polio Eradicatiaitiative (GPEI), United States National Vaccine
Advisory Committee (NVAC), communications and maikg experts within industry, and other
working groups and advisory committees, such asSAGE Global Vaccine Action Plan (GVAP)
Working Group, the SAGE Measles and Rubella Workdrgup, the Global Advisory Committee on
Vaccine Safety (GACVS), and the Immunization andcdiiae related Implementation Research
Advisory Committee (IVIR-AC). Other organizationsotninvolved in immunization were also
consulted including programs and research groupg&img on related topics. Attempts were made to
draw from experiences from beyond the immuniza#éind the health fields.

The Working Group consulted on the findings andsdes learned from each of these outlined
initiatives and embedded the conclusions into tteliberations and recommendations.

In developing a workable model of factors impactomgvaccine hesitancy, literature and reports from
other relevant organizations including both pulddtand unpublished findings were reviewed and
discussed to inform the final Working Group Vacchiesitancy Matrix of Determinants (See Section

3). To ensure a comprehensive approach, the deactIbfatrix of determinants was reviewed against
the findings of the systematic review of determisaa 2014 review of hesitancy focused on low and
middle income countries (LMIC), and the Immunizat®rogram Managers’ Survey conducted in 2013.
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SAGE Deliverable: Define vaccine hesitancy and its scope

The Working Group reviewed vaccine hesitancy dgfins and models, discussed the nuances of

demand versus hesitancy and the role of commuaitatihesitancy, and determined that

Definition: Vaccine Hesitancy
Vaccine hesitancy refers to delay in acceptance@fusal of vaccines despite availability of vacc

ne

services. Vaccine hesitancy is complex and congpécific, varying across time, place and vaccifes.

It is influenced by factors such as complacencyngenience and confidence.

. The scope of vaccine hesitancy does not apply tt@t&ins where vaccine uptake is low
because of poor availability e.g. lack of vaccia®¢k outs), lack of offer or access to vaccines,
unacceptable travel/distances to reach immunizatiolmics, poor vaccine program
communication, etc.

In low uptake situations where lack of availablevemes is the major factor, hesitancy can be
present but is not the principle reason for unvaatéd and undervaccinated members of the
community. In these settings, improving servisdbe priority.

. As the Complacency, Convenience and Confidences()3@odel of vaccine hesitancy
determinants succinctly categorized many factowgas embedded in the definition.

. The more complex Working Group Vaccine Hesitanciefenants Matrix (see below), with
determinants in three main categories (contextuahdividual and group and
vaccine/vaccination specific influences) was moseful for guidance on development of
vaccine hesitancy indicators, survey guestiongymbstic tools, and strategies for intervention,
and research.

. Concerns about vaccine safety may be associatédvadcine hesitancy. However, it is
important not to equate vaccine hesitancy and vesafety. Safety is only one driver of
vaccine hesitancy. Nevertheless, in situations @/kiaccine safety is one of the underlying
causes of vaccine hesitancy, using appropriate jyesttices to address concerns over adverse
events following immunization, can minimize theept&l negative impact that may result.

. Communication is a key tool for success of any immation program but is not a specific
determinant in vaccine hesitancy. However, inadégoa poor communication about vaccines
(e.g., why they are recommended and their safetiyediectiveness) can contribute to vaccine
hesitancy.

. To achieve vaccine demand as per GVAP Strategieddbg¢ 2, not only must vaccine hesitancy
be addressed, but communities must be supportedeimg value in vaccines for individuals



and for communities and in conveying their vacameeds and perspectives on how vaccine
programs are delivered to key decision makers. Hewéaving communities demand current
or new vaccines is a step beyond the scope of SAGISire to address vaccine hesitancy and
increase vaccine acceptance.

Working Group Considerations on Definition and Scoe of Vaccine Hesitancy

"#
As there was no established definition of vaccimesitancy, with input and suggestions from the
Working Group, the definition selected as the stgrpoint for discussion in 2012 was:

Vaccine attitudes can be seen on a continuum, ranfiom total acceptance to complete refusal.

Vaccine-hesitant individuals are a heterogeneousugrin the middle of this continuum. Vaccine

hesitant individuals may refuse some vaccinesagtee to others; delay vaccines or accept vaccines
but are unsure in doing SJ.

While highlighting that vaccine hesitant individeancompass a much larger group and are likely very
different to those who outright refuse vaccines, orking Group determined that this definition was
not adequate as it neither defined the scope rmiged any concept of the many factors that infagen
hesitancy.

The Working Group determined that the definitiorvatcine hesitancy and its scope must be practical
(i.e. not too long and applicable to populationshggoups and individuals). It needs to embed the
assumption that vaccine(s) are available and adfded It needs to be highlighted that equivocation
the decision on whether to accept vaccine(s) isctite issue, with many factors impinging on this
complex decision i.e. context, time and specificonae.

The Working Group, based upon experience in diffegeographic settings and the emerging use of
the term in the literature, agreed upon vaccineétdnesy beingpresent when vaccine acceptance in a
specific setting is lower than would be expectaderg the availability of vaccine serviceShus
vaccine hesitancy is a behavioural phenomenon ishaaccine and context specific and measured
against an expectation of reaching a specific vat@n coverage goal, given the immunization
services available. The Working Group also recogphizhat vaccine hesitancy occurs along a
continuum between full acceptance, including higimend for vaccine, and outright refusal of some or
all vaccines (Figure 1), though acceptance of veciis the norm in the majority of populations
globally.
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The Working Group agreed that although vaccinetiiesy may be present in situations where vaccine
uptake is low because of any one of a number desygailures (lack of vaccine, stock-outs, lack of
vaccine offer, infeasible travel/ distances to he@&mmunization clinics, missing vaccine program
communication, or curtailment of vaccine serviagethe presence of conflict, natural disaster oilaim
situations), it is not the principle driver of urmeanated or undervaccinated members of the populati
These situations where individuals or communitaesk lthe opportunity to accept or refuse vaccine(s)
fall outside the scope of the Working Group defamtof vaccine hesitancy; thus vaccine coverage
estimates cannot be used as a reliable indicateacdine hesitancy. In low uptake situations where
lack of available services is the major factor,ita@€y can be present but the priority is to adsltbsy
system failure that limits vaccine access and aladity.

Figure 1: The Continuum of Vaccine Hesitancy betweeFull Acceptance and Outright Refusal of all Vacaies

Vaccine Hesitancy Continuum

\ J

High demand Low demand

Accept but unsure Refuse but unsure

Defining the scope of vaccine hesitancy and diffeating hesitancy from other reasons

children/adults are unvaccinated or under-vacctha®f critical importance in assessment of whethe

interventions to specifically address vaccine la@siy in a population or subgroup are or are not
needed in order to improve vaccine uptake rates.

"+ $ %! &+ !11*# $ !
The Working Group, in its early meetings, discusaedome length whether hesitancy was the most
appropriate word to describe this problem. Concemese raised that hesitancy has a negative
connotation and might send the wrong signal. Thetrmommonly offered alternative in the literature
is confidence, a more positive word. However, therkihg Group noted that vaccine confidence was
too narrow a term, covering only one category cfdes that affect vaccine acceptance decisions (see
discussion of Models and Matrix below).
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In the Global Vaccine Action Plan, approved by Werld Health Assembly in May 2012Strategic
Objective 2 states thairdividuals and communities understand the valueawfcines and demand
immunization as both their right and responsibilifsVAP p38].

Vaccine hesitancy occurs on the continuum betwéginvyaccine demand and complete vaccine
refusal i.e. one who is not demanding available@ffeted vaccines, but rather is equivocal aboet ev
receiving some or all vaccines in accordance wiehrecommended schedule (Figure 1). Similarly, a
vaccine hesitant community is one that does nat@tocaccines at the rate expected, given that
services and vaccines are available i.e. lowerimaatemand than expected. At both the individudl an
community level, if vaccine hesitancy is presetngindermines personal and community responsibility
for immunization. Given these characteristics cfitasmcy, achieving the GVAP Objective 2 will
require better identification, understanding andradsing of both individual and community level
vaccine hesitancy, as well as the encouragemedegraind.

As noted in the GVAP, achievement of Strategic Clibyes 2 will be tontingent upon all stakeholders
having clearly defined and coordinated respondieti’ “ Individuals and communities, as recipients
of immunization, should do the following: Understathe risk and benefits of vaccines and
immunization, viewing this as part of being a raspble citizen. Demand safe and effective
immunization programmes as a right from their laadeand government, and hold leaders and
government accountable for providing them. Partatgpin public-health discussions and be involved
in key decisions about immunization processes.idaate and contribute to the immunization delivery
process and convey the needs and perspectivesiofctimmunities to the policy-maker§GVAP
p95-96].

The working group noted that although it was crutmaaddress these demand-building approaches as
outlined in this GVAP, tackling vaccine hesitanayeds more engagement and tailored approaches,
beyond intention for demand generation (see Sta@gjective 2).

Hence, having communities and individuals demandcimas differs from addressing vaccine
hesitancy and increasing vaccine acceptance. Theekamples in the box illustrate demand aspects
that are beyond addressing hesitancy.

Two examples of community vaccine demand illustratehe aspect of demand not encompassed
vaccine hesitancy

In Uttar Pradesh, India, the community demandeauth the courts, public access to Japanese Endepha
vaccine to curb annual disease outbreaks associatéth high morbidity and mortality
(http://www.rishabhdara.com/sc/view.php?case=100927
In Calgary, Canada where access to Human Papillima vaccine in Catholic schools was precluded
2008 by a religious ban on in school delivery,zeitis’ demand in 2013 successfully overturned tligious
ban. [Guichon JR, Mitchell I, Buffler P, Caplan Rreventive Medicine 2013; 57:409-413].
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As hesitancy undermines demand, to achieve the/ihR=defined vaccine demand goal, countries will
need to address hesitancy. High rates of hesitarean low demand. Thus the root causes and
magnitude of vaccine hesitancy must be determinddaddressed at both the individual and
community level as a start to increasing demanaveyer, low rates of hesitancy do not mean that
there will be high demand. To achieve high indiadand community vaccine demand, context,
community and vaccine specific strategies beyonddtaimed at addressing hesitancy need to be
developed.

! I #3 %! & $ % & (!
At its core, vaccine hesitancy is the behaviout tlesults from the decision-making process and
reflects a constellation of factors that may infloe the decision to accept some or all vaccines in
accordance with the recommended schedule. In furéfming the definition of vaccine hesitancy, the
Working Group assessed a number of conceptual mddelunderstanding and grouping of vaccine
hesitancy determinants (See Appendix A3.1). Modedse considered and reviewed for complexity
and global applicability. Their factors were comsEd and assessed for potential usefulness in
informing the development of vaccine hesitancy ¢atbrs,
survey questions and interventions for use at thlead and
country levels.

Figure 2: Confidence, Complacency, Convenience Mobef
Vaccine Hesitancy

Review of these models re-enforced that vaccinédmey

is complex and is not driven by a simple set ofiviidial
factors. Two models were determined to be mostulisef
The Complacency, Convenience and Confidence (“3Cs”)
model was intuitive and thus the easiest to grd&spufe 2). In addition a more comprehensive
Working Group Matrix that better captured the coexgtly of the contextual, individual, and group and
vaccine /vaccination-specific influences (TablevAs developed.

In the “3Cs” modelconfidenceis defined as trust in 1) the effectiveness andtgaif vaccines; 2) the
system that delivers them, including the reliapibind competence of the health services and health
professionals and 3) the motivations of the pofitgkers who decide on the needed vaccines.

Vaccine complacencyexists where perceived risks of vaccine-preventabteases are low and
vaccination is not deemed a necessary preventittenacComplacency about a particular vaccine or
about vaccination in general is influenced by méaotors, including other life/health responsibdgi
that may be seen to be more important at that gairime. Immunization program success may,
paradoxically, result in complacency and ultimatélgsitancy, as individuals weigh risks of vaccines
against risks of diseases that are no longer com®elftefficacy (the self-perceived or real abildly



an individual to take action to vaccinate) alsduefces the degree to which complacency determines
hesitancy.

Vaccine convenienceis measured by the extent to which physical availtgb affordability and
willingness-to-pay, geographical accessibility,ligpto understand (language and health literacy) a
appeal of immunization services affect uptake. gbality of the service (real and/or perceived) and
the degree to which vaccination services are deld/at a time and place and in a cultural contest t

is convenient and comfortable also affects the sil@eito be vaccinated and could lead to vaccine
hesitancy.

The more complex Working Group Determinants of VaecHesitancy Matrix has determinants
arranged in three categoriesontextual individual and groupandvaccine /vaccination-specific
influencegqTable 1). (See Appendix A3.1 for more detailediz

Table 1: Working Group Determinants of Vaccine Hediancy Matrix

a. Communication and media environment
CONTEXTUAL b. Influential leaders, immunization program gatekesad
INFLUENCES anti- or pro-vaccination lobbies.
Influences arising due to c. Historical influences
historic, socio-cultural, d. Religion/culture/ gender/socio-economic
environmental, health e. Politics/policies
syster_n_/mstltutlonal, economic f. Geographic barriers
orpolticaliiactars g. Perception of the pharmaceutical industry

a. Personal, family and/or community members’ exp&gen
INDIVIDUAL AND GROUP with vaccination, including pain
INFLUENCES b. Beliefs, attitudes about health and prevention
Influences arising from personi c. Knowledge/awareness
perception of the vaccine or d. Health system and providers-trust and personalremze.
influences of the social/peer e. Risk/benefit (perceived, heuristic)
environment f. Immunisation as a social norm vs. not needed/hdrmfu

a. Risk/ Benefit (epidemiological and scientific evide)
VACCINE/ VACCINATION— b. Introduction of a new vaccine or new formulationaanew
SPECIFIC ISSUES recommendation for an existing vaccine
Directly related to vaccine or c. Mode of administration
vaccination d. Design of vaccination program/Mode of delivery (g.g

routine program or mass vaccination campaign)
e. Reliability and/or source of supply of vaccine amd/
vaccination equipment

f. Vaccination schedule

g. Costs

h. The strength of the recommendation and/or know!dxge

and/or attitude of healthcare professionals



The Matrix includes determinants derived from ageanf sources: research studies, from experience of
Working Group members in the field, from discussionth experts working in the area, from the
systematic review of determinants, and the findiings the Working Group‘s Immunization

Managers Survey (Section 4).

Vaccine hesitancy is often equated with vaccinetgafoncerns. Whereas the Working Group
acknowledged that vaccine safety concerns candverfaunderlying hesitancy, safety concerns arte jus
one of many determinants of vaccine hesitancy. Negkess, specific serious adverse events following
immunization (AEFI), such as a death following &aiaation, can trigger hesitancy locally and at a
distance if not well managed. Health care workeiG\/) need to be well trained to address serious
AEFIs, including investigation, causality assessinand communication. When AEFIs are well
handled, the risk of increasing hesitancy can bemized. The Vaccine Safety Net facilitates the
access of public health authorities, health pradesds and the public to reliable information on
vaccine safety via the interfiet

"% %! & *
The Working Group discu(s(sed whether poor commuicaias a determinant of vaccine hesitancy.
The Working Group concluded that it was a tool aodeterminant. While communication is not a
specific factor, like confidence, complacency amawenience, when it is poor or inadequate it can
negatively influence vaccine uptake and contridot@accine hesitancy. Poor quality services of any
type, including poor communication, can undermioeeptance.

Poor, inadequate or misguided communication caa fr®blem in any setting. In HIC with well-
resourced vaccine programs, inadequate or poofneacommunications can increase vaccine
hesitancy and outright refusal. For example, in9198e reason underlying the decision to minimize
thimerosal as a preservative in some vaccinessitU®A was poorly communicated. As a
consequence, this impacted on public confidensmadatines and the vaccine system, leading to
increased vaccine hesitancy and refusal. In LMt@r&e communication resources limit the capacity
to counter negative information about vaccinesastdeve community support for vaccination
programs. For instance, the Independent MonitdBiogrd on Polio Eradication noted deep concern
about the Global Programme’s weak grip on the communicetiand social mobilization that could

not just neutralize communities’ negativity, buhgeate more genuine demand. Within the Programme,
communications is the poor cousin of vaccine delivendeservedly receiving far less focus.
Communications expertise is sparse throughout aedls to be strengtherfed The WHO African

Task Force on Immunization is collaborating with ICRF on the development of a tool to improve
vaccine program communications in the region bex#tusse deficiencies, especially during crises with
poor quality communication, may result in signifit&accine hesitancy. Thus, regardless of thenggtti
and causes of vaccine hesitancy, poor communicageds to be addressed generally, in addition to
developing targeted communication to address hesitand improve vaccine uptake.
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Deliverable: Undertake a review of vaccine hesitancy in di#et settings
including its context-specific causes, its expressand its impact.

The Working Groups undertook a systematic review litdrature on vaccine hesitancy, an
immunization managers’ survey, discussed exampidgesitancy in populations where measureable
improvements had occurred following targeted irgation, and reviewed presentations and materials
from other WHO groups, researchers and partnech (@s WHO vaccine safety, UNICEF and others).
After review and discussion, the Working Group afed that:

1. Vaccine Hesitancy is:
a) A global problem that varies between and withinrdaes;
b) Context, time, place, program and vaccine specific;
c) Not a new problem but a problem increasingly besgpgnized;
d) More likely with:
o new or newly introduced vaccines than with oldealty well-accepted vaccines
0 mass campaigns than with routine immunization.

2. The Impact of Vaccine Hesitancy is

a) Reflected in lower than expected country vaccirtakgrates and within country
subgroup uptake rates, though does not necessarfjact on the country’s vaccination
coverage if only in subgroups and pockets of unininedl.

b) Difficult to assess precisely across the globe eeglonally due to country variations in the
definition and a lack of data.

c) A complex and multilayered, social behavioural gimaenon; however, the precise level when
vaccine hesitancy has a harmful impact on individuend communities is dependent on the
background epidemiologic picture;

3. TheWorking Group Matrix of Determinants of Vaccine kescy is (see Section 3).

a) Strongly supported by the systematic review andgistent with other findings.

b) Determinants may have opposite effects in diffesettings and regions e.g. higher education
has been associated with higher and lower rateBesitancy. Hence, one cannot assume the
influence of a determinant.

c) While most research on determinants focused oralkaad cognitive factors, too narrow a
research approach may constrict the spectrum oemal strategies conceived to address
vaccine hesitancy at the individual, community podulation levels.



d) While vaccine hesitancy studies with determinangsewdentified in all regions, the great
majority were from the WHO EUR and AMR, with onlfew& from other regions. Published
studies in LMIC were particularly scarce.

4. Like a differential diagnosis of a chief comptaiin clinical medicine, understanding the
Determinants of Vaccine Hesitancy and diagnosihefroot(s) of the problem in each specific setting
is fundamental to the development of appropriatd &argeted interventions. Moreover, because the
evidence-base that supports the effectivenessioiugainterventions is thin, there is a need toathe
this area through evaluation.

;& ( + . #$ ! & /101 /
The findings of the commissioned systematic reviéuthe published literature can be found in Larson
HJ et al*® (See Appendix 4A.1). The review team used the evartiarrower draft Working Group
definition of vaccine hesitancy and a spatial magith vaccine acceptance/hesitancy in middle and
many spokes for different determinants (see SecBioippendix Figure 3A.2) developed by the
Working Group in 2012- 2013. The search focusedooinely recommended childhood vaccines and
covered the years 2007- 2012. With duplicates redpwf the slightly over 16,000 articles retrieved
from the more than 30,000 articles identified, 1%&¢e included for full review.

Many factors were found to be associated with wecbiesitancy, but this review reinforced that there
was no simple universal or small group of determisahat influenced hesitancy in all circumstances.
The independence and relative strength of eachifgehfactor varied by context, setting and tyge o
vaccine.

Figure 3 below illustrates barriers (B) and prom®{@®) of childhood vaccination uptake, mapped onto
the contextual component of the Vaccine Hesitaneyrid of Determinants by WHO region.

Taking the example of education, the impact of serleinant may differ widely. In contrast to the
social determinants of health, where a factor Bkleication drives in one direction, better education
resulting in better health, with vaccine hesitartigher education may be associated with eitheetow
or higher levels of vaccine acceptance.

+tE $ = 1 & 1 1 $:$% % 1, 14 %;$&
$ -"33/9"3" *  "31-" "635"62



44V

I

BOUDPISAI JO de|q ssa02e 21ydes3099

S2UBN|UI [e2103SIH $S20UBN|YUI |BILOISIH

fasnpu) [eannaoeuleyd Ansnpuy |eaunadsew.eyd

Awu.cmwscc_ pue asn) eipalN SSeIA JUsWuolIAuR

Lo BEWLOJUI 0] SS90y BIPAW PUE UOLEIIUNWIWO)

S|lenpIAIpUI pue SIapea| [equanjju| S|ENIAIPUI PUE SJ3pE]] [eBuanjju|

! (sa3epueyy “83) sandijod / sanijod

(ynpy) 4opusn

(P142) 5pud9 13puan / ainyn) / uoidijey

[eanyn)

uoBel| e snoIgay

521G Ajlwe4

(Ayused) uanid syriiq jo Jaquuny

huswuoIIAUg YUIg

hySiamyuIg

[eAJ3I L3ig

i3pa0 g

S

(P11yd) 28y

snjels yieaH

JeJ Y3 eay 0} $Sa20y

Supjew uoisiaap Ajweq

WuaYyoid adendue

uonednddQ)

dnoJi8 o1wouod3-0120

uonenp3

uonisoduod Ajiwey / TIA) SMEs [esel

535 /awoau|

Boe|dyig

STRITEYEREN

(uenisAyd) 98y

(49n1da1e)/2NpY) 98y

odn3

d 4
SYIINY

SNOIDIY 1TV

E T ®%$%® >4 % )4

Saduanjul |[eN1Xa1uo)



Does education predict vaccine acceptance?: Stirdi@sChina, Lebanon, Israel, Bangladesh and U$A a
identified higher education as a potential baridevaccine acceptance, whereas studies from Grébee,
Netherlands, Nigeria and Pakistan identified iaggomoter of vaccine acceptance. Low education was
cited as a barrier in studies from Nigeria, Indiajna and Kyrgyzstan, and both as a promoter anteb&o
acceptance in the United States. In the DR Congih, liigh and low education were barriers. Furtheano
low education had different reported effects ineottountries. In India, low literacy was relatedaw
vaccine knowledge but not anti-vaccine attituddsi|enin Nigeria and Kyrgyzstan, low literacy wasKed
to hiaherlikelihood of anti-vaccination attitude

These findings regarding education illustrate whgtividual determinants of vaccine hesitancy must
not be viewed in isolation or always assumed tadieng in the same way in different settings. More
importantly, the reviews made it clear that mu#tiféctors shape vaccine acceptance. Therefore, in
addressing vaccine hesitancy, the critical issue determine the principle factors that are coiety
contributing as barriers to vaccine uptake and tens of vaccine hesitancy.

Not all factors in the Working Group Matrix wereeidtified in the systematic review. This may be a
reflection of how determinants were selected fodgt Most often, selection was based upon core
theoretical constructs of classic social cognitivedels (e.g. Health Belief Model, Theory of Planned
Behaviour). These models do not adequately take aetount the influence of broader contextual
factors noted in the Working Group Matrix of Detémants of Vaccine Hesitancy. A gap identified
was the dearth of studies on populations and sulpgtdMost studies focused on addressing individuals
not communities. Again, this gap may narrow congajmation of intervention strategies. The
Working Group recognized that while social cogratideterminants are important, in considering the
future path of the research community, too narrorgseearch approach may constrict the spectrum of
potential strategies conceived to address vac@sgamncy at the individual, community and populatio
levels.

As of July 2014, two other systematic reviews ofep#al vaccine-hesitancy and attitudes towards
vaccines had been publistiéd The review by Williams focused primarily on HIC atite one by
Yaqub on studies from countries in Europe. Of motihe latter study, a paucity of papers from Easte
European countries was observed. Neither revievowerednew determinants for inclusion in the
Matrix.

From these reviews, the Working Group concluded tthea determinants of vaccine hesitancy in any
setting are complex. Vaccine hesitancy is globai,tbe precise level at which it becomes a problem
disrupting immunization programs and/or contribgtito vaccine-preventable disease outbreaks —
cannot be precisely determined with current measent and diagnostic tools. As many of the studies
in the systematic review were cross-sectional, reditey inferences on vaccine hesitancy behaviour
from one setting to another, even in same regiay be problematic and should be done cautiously.
More studies, in particular qualitative studieg aeeded from all regions in order to better urtdacs
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individual and community vaccine uptake behaviduwaccine hesitancy drivers are to be better
understood in specific contexts.

. (2 -13 +& $ %! &

In April 2013, following the interim report of th&/orking Group, SAGE recommended that a survey
of immunization managers be conducted on vaccisgdmey in their respective countries to provide a
snapshot of the breadth, perceived drivers and iitapoe of vaccine hesitancy globally. The Working
Group developed a telephone-based survey designgdaiitatively capture unanticipated responses
whilst assessing known determinants of vaccinetdiesy (see Appendix A4.2 for full report).

The survey was carried out in 2013, and consistesemi-structured interview with 14 closed and
open-ended questions. In collaboration with WHO iBeg Office advisors, 13 country immunization
managers (IM) in the six WHO regions were internaew- and specifically included high, middle and
low-income countries to ensure a breadth of costiottthis vaccine hesitancy assessment.

The study results, not unexpectedly, revealed aewidriation in the reported basis for vaccine
hesitancy across these countries. Vaccine hesitaasy identified as a concern in each of the 13
countries surveyed. The impact of vaccine hesitamcymmunization program vaccination uptake was
considered as minor in 11 countries, while two datdo be a major problem. Overall, the qualitativ
analysis identified religious beliefs as the mdser cited determinant of hesitancy. Other commonly
noted factors were lack of trust in the health @ystind/or in the health care provider, vaccinetgafe
concerns, and a lack of perceived benefit of vasinRisk of adverse events leading to hesitancy
occurred patrticularly in the context of mass campsi and was more likely with newly-introduced
than established, more familiar vaccines. In eighthe 13 countries surveyed, interventions were
implemented to address the vaccine hesitancy prgblalthough rigorous evaluation of these
interventions had not been done.

The interviews did not identify any new determirgaheyond those in the Working Group Matrix and

reinforced that hesitancy is a global phenomenoas&hmpact varies across and within countries. The
survey also highlighted that many of these coustideked the capacity to identify and appropriately
address vaccine hesitancy.

A limitation of the study was a lack of consistemayhe definition of hesitancy across countriessqd

as an open-ended question, and difficulties in tiyamy the problem. Further, perceptions of the
immunization managers might not represent thetyeati the community level. The study also noted
that poor service delivery problems can compoursitdéiecy. The survey also spotlighted the need for
tools to diagnose local causes of vaccine hesitaagsyimmunization managers are not equipped or
trained to do these types of studies, and evergtcpwill have its own nuances.

In summary, vaccine hesitancy existed in all 13ntoes surveyed. The causes of vaccine hesitancy
were variable and context-specific, indicating tieed to strengthen the capacity of countries i fir
identify local context-specific factors of vacciiesitancy and then develop tailored strategies to
address them.
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The Working Group also examined hesitancy withirpydations and subgroups. Working Group

members brought forward examples where subgroups population differed in vaccine hesitancy

from the main population and then changed theici&chesitancy behaviour as the context changed.
One example from Israel highlighted this changeemhan Orthodox Jewish community began

accepting polio vaccine after the wild poliovirugsvfound in sewage and their local rabbis, who
previously had shunned vaccination, started tomegend it>. Thus a vaccine hesitant community

became vaccine compliant after a contextual chahige.kinetics of the H1N1 influenza pandemic in

many countries offered numerous examples of vanain vaccine uptake among subgroups in the
population (e.g. uptake of vaccine by pregnant wowersus uptake by children). As child mortality

increased, demand for and acceptance of childhoieenza immunization rose steadily. In contrast,

demand for and acceptance by pregnant women ia spiteported deaths from pandemic influenza
mirrored these trends in some, but not all cousitrie
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The Working Group also reviewed presentations amdhaterials from experts from GVAP, GPEI,
UNICEF, IVIR-AC, NVAC, WHO Regional Offices and adls to see if other determinants not in the
Working Group Matrix of Determinants of Vaccine Hascy had been raised. No new factors were
found, although several determinants not highlightethe systematic review were noted. The reports
did reinforce the findings in the review that a @fie determinant may have an opposing effect in
different settings, times and contexts. The GPBhlighted that even when access to vaccination was
difficult, many parents in Pakistan tried to hakeit children immunized. The locals’ trust was h@gh
in local health organizations (99% indicated trusn in international health organizations (70%
indicated trust), and was seen as a key factopddio vaccine acceptance. The presentations from
UNICEF, GPEI and IVIR-AC all emphasized the diffiiguin accessing vaccine (i.e. convenience as
determinant of vaccine hesitancy), even when vacoirtreach programs were in place. Of note, often
programs may think that outreach programs addtessd¢cess barrier, even when they may not (see
Bulgaria Roma example page 35). Armed conflict elas noted as a contributor to hesitancy, as it did
not only increase access problems, but also addétical factors into the mix of determinants of
vaccine hesitancy.
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Deliverable: Suggest one or several indicator(s) of vaccine kasty that could
be used to monitor progress (in the context of thecade of Vaccines Global
vaccine Action Plan).

The Working Group acknowledged that monitoring, gdissing and segmenting issues that
significantly contribute to vaccine hesitancy, reed be the initial step in order to apply effeetiv
targeted strategies. The Working Group suggestmdgtic tool to measure/diagnose vaccine hesitancy,
yet these tools still need further evaluation aalihation across different settings.

The Working Group reviewed and pilot tested sevardicators and developed a compendium of
vaccine hesitancy survey questions, as many cesntrad expressed need for this. The Guide to
Tailoring Immunization Programmes (TIP), develojppgydWHO EUR, was also reviewed to assess its
potential for diagnosing vaccine hesitancy factorsubpopulations.

Two indicators were developed in part to meet grgpuirment of the GVAP’s goal of measuring and
monitoring vaccine demand. The first set of indicstdeveloped by the Vaccine Hesitancy Working
Group in 2012 was reviewed by the GVAP Working Grothe provided feedback led to a revision of
the indicators in 2013.

Indicators of Vaccine Hesitancy

Immunization programs need to regularly determifheamd where pockets of under-immunized
subgroups occur in the country as part of good paog management practice. Then, the factors
underlying this lower than expected uptake, givenvaccine services, need to be assessed.

a) Coverage (uptake rates) and/or immunization elbap rates, although potentially appealing as
proxy measures for hesitancy, are not valid singleasures of hesitancy as they encompass non-
hesitancy aspects (e.g. access, stockouts, prodedinery obstacles, etc) not related to hesitancy.

b) Measuring demand for vaccination is problematicere is no linear relationship between hesitancy
and demand-low hesitancy does not necessarily ms@nmunities are demanding vaccines.
Addressing demand includes but goes beyond addgekssitancy.

c) The GVAP working group overseeing the revisiothe indicators acknowledged that the JRF could
provide a practical, routine opportunity to collectformation on vaccine hesitancy. WHO/UNICEF
regions can decide whether they want to includearrath of the recent indicators into their regadn
JRF. Adequate translation into languages other tRaglish of the questions and the term “vaccine
hesitancy” needs to be ensured.

d) Given the limited validation of the relevancetloése questions to predict and monitor vaccine
hesitancy in a community, the Working Group conetlidhat only process indicators of vaccine
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hesitancy are feasible at this time and that roelynassessing whether measurements of vaccine
hesitancy have been conducted would emphasizeuthent need to identify vaccine hesitancy in the
community when it exists and reinforced this applot integrate vaccine hesitancy assessments into
program assessments until better tools and moreureges become available.

e) As vaccine hesitancy is not static and variegdmngine, context and time, to obtain a clear pietat
the country population level may require furthefimement of the indicators, building on this JRF
work.

Indicators of Vaccine Hesitancy proposed for inmuasn the JRF are:

Process and Etiologic Indicators (2013)
Etiologic Indicator: Reasons for vaccine hesitancy.

Question 1:

What are the top three reasons for not acceptirggivees according to the national schedule?
Question 2:

Is this response based or supported by some tyasseSsment, or is it an opinion based on your
knowledge and expertise?

Process Indicator: % of countries that have assektee level of hesitancy in vaccination at a
national or subnational level.

Question 1: Has there been some assessment ohedoesitancy or refusal among the public at
national or sub-national level?
Question 2: If yes, please provide assessmer(siiéad reference(s) to any publication/report.

These Indicators need to be accompanied by theénatesitancy definition and a note requesting a
response to Indicator 2 regardless of the respdadedicator 1.

Vaccine Hesitancy Survey Questions

Countries using selected questions from the Wortdrup Compendium of sample Vaccine Hesitancy
Questions to measure vaccine hesitancy must beamd that:

1. More research is needed to develop, validatedatdrmine the utility of questions on determinants
i.e. are these helpful or should diagnosis of causest be done using programs such as TIP. The
majority of the questions in the survey have nenbelidated and for those that have, only in HIC.

2. Selecting questions from the compendium suppuels country comparison of answers.

3. Refusal of vaccination is not the same as vacbiesitancy which lies on a continuum between
acceptance and refusal.



4. The current survey questions predominantly facuglentifying whether hesitancy is present, not o
the determinants of hesitancy.

5. Question selection needs to fit the context.

6. Question sequencing matters. Leading questians dnve answers in a particular direction and
make one factor appear to be more important thanight actually be.

7. Context also alters relevancy of specific questiand/or may influence the answers

8. Sample questions linked to the Working Groupeia@nants of Vaccine Hesitancy Matrix were
developed.

9. Asking specific determinant questions rathenthsking for hesitancy concerns must be approached
with great caution, as they may trigger hesitansgues not previously considered by survey
participants e.g. bringing to their attention issuaround alleged threats by MMR vaccine such as
autism.

Diagnosis of Determinants of Vaccine Hesitancy inggcific Subgroups.

The 2013 Guide to Tailoring Immunization Programr(ie$®) developed by WHO EUR, based upon
evidence from behavioural economics, the medicatdnities, psychology, and neuroscienisean
example of a tool that may be useful in understagndnd addressing vaccine hesitancy by helping to:

a) ldentify and prioritize vaccine hesitant popidas and subgroups

b) Diagnose the demand and supply —side barr@rsatcination in these populations

c) Support design of evidence —based responsextine hesitancy appropriate to the setting, cantex
and population.

Of Note- TIP does not promote one or more sperifarvention strategies. Rather by segmenting the
population it helps to validate the diagnosis & tielevant barriers and enablers of vaccine uptiake
the subgroup(s); and can guide the developmennahtrvention tailored to fit the findings, contex
and available resources for each subgroup.

For TIP to be a useful tool globally, the followidgvelopments are needed:
To apply to vaccine hesitancy:

1. The 2013 TIP needs to be reshaped to bettehditvaried needs and levels of expertise in the
different regions.

2. TIP vaccine hesitancy=related resources/ expeftiraining are needed to support implementation
in WHO regions.

3. Tip needs to be evaluated and assessed in & raingettings in HIC, MIC and LIC.

4. A means to share TIP successes, failures arsrsslearned in addressing vaccine hesitancy is
needed across regions and globally.



5. The TIP approach adapted to address other conwable and non-communicable diseases where
behavioural decisions markedly influence outconeesia to be tested and evaluated.

6. For application of TIP to hesitancy and otheeas where behavioural decisions are key to health
outcomes, to optimize use of resources and miniougts, pulling together core behavioural insight
teams at WHO headquarters and the regional levtt tie required integrated knowledge and skills
of sociologists, behavioural psychologists, antlmopgists, experts in social marketing and
communication as well as specific disease expemeeded.

: I #$ ! &
One of the Terms of Reference for the SAGE Workérgup on Vaccine Hesitancy wé® suggest
one or several indicator(s) that could be used tmitor progress on a global and on a national level
in the context of the Decade of Vaccines GlobakwecAction Plan’"However, as the Working Group
noted in Section 3, vaccine hesitancy and vacoameathd are not synonyms.

The Working Group on Vaccine Hesitancy, therefaeuted on developing indicators for assessing
vaccine hesitancy. Demand indicators might utisilar strategies but were beyond the scope of the
Vaccine Hesitancy Working Group.

Although coverage and/or immunization drop-outsatee potentially appealing as proxy measures for
hesitancy, they encompass non-hesitancy aspects asuimited access due to vaccines stockouts and
other program delivery obstacles not related tatéuesy.

The WHO/UNICEF Joint Reporting Form (JRf)s a questionnaire-based monitoring tool usually
completed by national immunization managers designeexamine national immunization coverage,
reported cases of vaccine-preventable diseases,unmation schedules and indicators of
immunization system performances. This could prevadroutine opportunity to capture hesitancy if
indicators can be developed. In 2003-2006, the B&Fquestions introduced about whether negative
publicity concerning vaccines or immunization haei present. While 20% of member states reported
the presence of negative publicity, these quesiomg captured one potential factor that might istpa
on hesitancy and demand (see Section 3).

''& %GGA4448& G 7 G H 13$3$ G G% G% GG - (32"3!




2012 Trial Indicators

Indicator 1: % of countries that have assessed (aneasured) the level of confidence in
vaccination at subnational level.

Question 1:

Has there been some assessment (or measuremtg)l@fel of confidence in vaccination at
subnational level in the past?

Question 2:
If yes, please specify the type and the year thesssnent has been done.

Indicator 2: % of un- and under-vaccinated in whomlack of confidence was a fact or that
influenced their decision.

Question 1:

What is the % of un- and under-vaccinated in whaaok lof confidence was a factor that influenced
their decision (this applies to all vaccines)?

Question 2:
Was this % measured or estimated?

Question 3:

Any comments or specific issue?

These two indicators were pilot tested in the 20BRFE in the Americas (PAHO) and the European
(EURO) regions. In addition, the two indicators ev¢ested within a self-administered questionnaire
distributed at the Inter-country Support Team SoédthEast and Central African Regional
Immunization Managers’ meetings in 2013 in the &dn region (AFRO). Pilot testing within these
three regions ensured coverage of a broad ranpalof middle and low-income countries needed to
assess response, comparability and feasibilithefindicators in different settings. The resporae r

of 14% (13/94)) was suboptimal (See Appendix 5Ad Report 2012 JRF Indicators). The analysis
revealed that 19% of all participating countriesl ldwne an assessment of the level of confidence in
their country, demonstrating that vaccine confiden@s an issue in their country. Of note, lack of
vaccine confidence ranged from 0% in Cuba, DomjnBswana and Sao Tomé & Principe, 1% in
German and Brazil, 4% in Guatemala and Jamaica,irb®urundi, 8% in DR Congo, 10% in
Romania, 18% In Czech Republic to 19% in Ugandaesé&hresults demonstrate that the lack of
confidence can be significant problem, even in lnoeeme settings, such as Uganda, where rather
availability of services, not vaccine confidencaghtibe presumed to be an issue.



Feedback from regions/countries revealed severalezas: a) misreporting, as current surveys did not
actually measure vaccine hesitancy, b) surveys ondyy have been done in one part of a country not
reflecting the whole, c) about a lack of a gooastation for the term “vaccine hesitancy” in langaa
other than English and d) confusion about the defm because “access” was included. Many
countries called for tools and questions to helrttbetter assess vaccine hesitancy. Based on these
concerns, the SAGE GVAP Working Group requestedWreeking Group to revisit the indicators
during its December 2013 face-to-face meeting.

Modifications to the 2013 JRF included: refining tindicators to widen the scope of vaccine hesytanc
to include not just confidence but also conveniesnog complacency, to link with the revised Working
Group definition, and inclusion of a narrative dgsteon of Working Group definition of vaccine
hesitancy in the JRF.

Revised JRF Vaccine Hesitancy Indicators 2013:

2013 Indicators

Indicator 1: % of countries that have assessed thevel of hesitancy in vaccination at a national
or subnational level.

Question 1: Has there been some assessment ohegdeesitancy or refusal among the public at
national or sub-national level?

Question 2:

If yes, please provide assessment title(s) andenede(s) to any publication/report.

Indicator 2: Reasons for vaccine hesitancy.

Question 1:

What are the top three reasonsrot accepting vaccines according to the national adedd the last
year?

Question 2:

Is this response based or supported by some tyagsessment, or is it an opinion based on your
knowledge and expertise?

The indicator questions were accompanied by a tiagran vaccine hesitancy, including the Working
Group definition of vaccine hesitancy (Section 3).

The WHO EUR region volunteered again to pilot tingt revised vaccine hesitancy indicators in its
2013 JRF. This was sent in January 2014 to thed@ber countries in EUR, who were asked to return
the completed forms by 15 April 2014. (See Appertohx for Report on 2013 Indicators)

In brief, more countries (31/45) reported on inthcd, which is a higher response rate to the sigdic
than in the JRF 2012 (25/48). Within the 2013 JRE,countries indicated having undertaken an
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assessment. This may be due to an increased nahassessments amongst the countries in the EUR
region, better understanding of the question dubdanclusion of a revised narrative and/or assault

of the inclusion of both a national and a sub-matioassessment in the indicator question in
comparison to only a sub-national assessment i2.28dr those countries not responding to indic&gor

it remains unclear if non-response was a proxyntrassessment, lack of understanding, or lack of
willingness to answer the question.

With regard to Indicator 2, 36% (16/45) of the cwigs responded to the question and provided
reasons for vaccine hesitancy. The response rahestoewly revised indicator was higher compared t

the previous indicator: only 6% (3 out of 48) oktEuropean countries in 2012 had provided a
measured or estimated percentage of un- or undeinated in whom a lack of confidence in

vaccination was a factor.

The top three reasons for vaccine hesitancy, casgbby the determinants within the Working Grqup
Matrix were 1) beliefs, attitudes, motivation abdwalth and prevention, 2) risk/benefit of vaccines
(perceived risks, experiences (heuristics)), ancc@jpmunication and media environment. Major
issues were fear of side effects of vaccination disttust in the vaccine, lack of perceived risk| of
vaccine-preventable diseases and the influencevaatination reports in the media.

Interestingly, 3 countries mentioned unjustifieddnsal contraindications, medical contraindications,
or the child being ill the day of the vaccinatios @asons for vaccine hesitancy. The issue of false
contra-indications is noted in the Working Grouptédminants of Vaccine Hesitancy Matrix under on
the role of the health care professional (See &2&iTable 1 (i.e. in Appendix)).

A plausible reason for the lower response ratendiicator 2 compared to Indicator 1 may be linked to
the current structural format of the indicatorspod analysing the data, it was found that 67% (4 o

of 21) countries that answered “No” to Indicatorfdiled to continue and answer indicator 2.

Meanwhile, only one of the ten countries that amedtéYes” to Indicator 1 did not complete Indicator

2. This suggests that countries may have belidvadit they answered “No” to Indicator 1, they were
not required to continue and complete the remaimjogstions of the vaccine hesitancy indicator.
Further tweaking of the JRF questionnaire is suggeby the Working Group to clarify that both

Indicator 1 and Indicator 2 should be completedardless of the response in Indicator 1.

Based upon past experiences with the JRF, a timedpef approximately 3 years are required to
obtain an adequate response rate with newly int@dlundicators. With further familiarity and
adjustment, the vaccine hesitancy indicators onJ&Ié may prove to be beneficial in identifying key
reasons for vaccine hesitancy. The Working Grolmewledged that the quality of the JRF responses
could be enhanced if these are based on natiorgllBnational survey evidence using questions from
the same question bank (see below). Data on vabeisiéancy collected on an annual basis, pose only
a limited burden on countries, could provide infatimn on the global prevalence and monitor
potential shifts in the drivers and importance ataine hesitancy. Further, the indicators may be a
valuable advocacy tool to raise awareness of vado@sitancy.



Immunizations programs need to regularly deternfimed where pockets of un- or underimmunized
subgroups occur in the country as part of good armgmanagement practice. This is part of good
immunization program practice. To facilitate thise Working Group, at the request of many countries
has assembled a series potential survey quesgersSection 5B).

The revised indicators and the feedback from thHe d&RL3 pilot test were presented to the GVAP
Working Group in September 2014. Their recommendatias that WHO/UNICEF regional offices
should decide whether they wanted to include oroth of the proposed indicators into their reglona
JRF. The annual JRF indicator 1 at this stage ohettess if regular assessment of vaccine hesitancy is
taking place and serves as a reminder of good anogrractices. The data deriving from indicator 2
will allow the monitoring of major concerns of immization managers with regard to vaccine
hesitancy and their potential shift over time. @§eountry vaccine hesitancy survey findings will i

the future lead to improvement of the quality ofteime Hesitancy indicators reported on in the ahnua
JRF.

During the meeting of WHO and UNICEF HQ and reglmféices to consult on the 2014 JRF, several
suggestions were made on how to improve the callectf data using the two proposed indicators.
Prerequisite of including the indicators in the JR&S an adequate translation by a knowledgeable
interpreter in order to ensure the comprehengyhilitquestions in languages other than English.
Furthermore, the accompanying narrative needs teeheclear to immunization managers to not
report on issues beyond vaccine hesitancy e.gedin& lack of vaccine services or lack of vaccines.
Changing the order of the indicators was suggeastdtiis would likely increase response rate to
Indicator 2. Within the most 2013 pilot test, caieg might have assumed that if they hadn’t
conducted a measurement of vaccine hesitancybey not required to move on to the question on
the top 3 reasons for vaccine hesitancy.
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In the feedback from the regions and countries eonicg the 2012 JRF Indicators and the
Immunization Managers’ Survey (Section 4), manyntoas called for a menu of survey questions to
help them assess vaccine hesitancy. A compendiumieérsally validated survey questions is needed
to identify vaccine hesitant populations at thearat! or subnational level across the globe. Quasti
are also needed to determine the most promineribréaanderlying hesitancy so these can be
monitored globally (See Section 3 and 4). A statidad compendium of both survey and determinant
guestions would further enable intra- and interatoucomparison of the prevalence of and the major
determinants leading to vaccine hesitancy and stighzbal assessment.

Foridentifying vaccine hesitancy the Working Group developed a compendium of tlliflerent
types of survey questions (see below: Table 2 (Cdosed Questions), 3 (Likert Scale Questions) and
4 (Open Ended Questions)). Some were derived fr@vigusly validated questionnaires (HIC onfy)
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some came from experts in the field and others wevdy proposed. The majority of the proposed
general vaccine hesitancy survey questions aredaathiglentifying vaccine-hesitant individuals not a
identifying determinants of hesitancy.

Potential questions to consider in assessing vaceihesitancy at a community level
Core Vaccine Hesitancy Survey
To be asked to parents/caregivers about childhoodaecinations

1. Do you believe that vaccines can protect childremfserious diseases? Yes/ No

2. Do you think that most parents like you have tlegitdren vaccinated with all the
recommended vaccines? Y/N
3. Have you ever been reluctant or hesitated to gateination for your child? Y/N

4. Have you ever refused a vaccination for your child?/ N

a. Please indicate which one(s):

Hesitated Refused

Chicken pox vaccine

Haemophilus influenzh (HiB) Vaccine

Hepatitis B vaccine

Human papilloma virus (HPV) vaccine

Influenza vaccine

Polio vaccine

Measles vaccine

Meningococcal vaccine

Mumps vaccine

Rubella vaccine




“Pentavalent” or other combination infant vacc

Pneumococcal vaccine

Rotavirus vaccine

Tetanus, diphtheria pertussis vaccine

Chicken pox vaccine

What was/were the reason(¢)%se list below to code response)

Did not think it was needed

Heard or read negative media

Did not know where to get vaccination

Had a bad experience or reaction with previous
vaccination

Did not know where to get good/reliable
information

Had a bad experience with previous
vaccinator/health clinic

Not possible to leave other work (at hot
or other)

Someone else told me they/their child had a bad
reaction

Did not think the vaccine was effective

Someone else told me that the vaccine was not §

Did not think the vaccine was safe/
concerned about side effects

Fear of needles

Religious reasons

Other beliefs/traditional medicine

Other (explain)

5. Has distance, timing of clinic, time needed totgetlinic or wait at clinic and/or costs in
getting to clinic prevented you from getting yohild immunized? Y /N

If yes, please explain

6. Are there other pressures in your life that preyent from getting your child immunized on

time? Y/ N
If yes, specify
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7. Are there any reasons you think children shouldogotaccinated? Y /N
If yes, specify

8. Do you think that it is difficult for some etltnor religious groups in your community / region
to get vaccination for their children? Y /N
If yes, is it because

a. they choose not to vaccinate?
b.  they do not feel welcome at the health service?
C. health services don’t reach them?

9. Have you ever received or heard negative infiomabout vaccination? Y / N
If yes, please give an example

10. If yes, did you still take your child to getceanated after you heard the negative informatio
Y /N

11. Do leaders (religious, political, teachers,lteeare workers) in your community support
vaccines for infants and children? Please indibatew

Religious Y /N Political Y/N
Teachers Y /N Health care workeis/ N
Other specify

n?




Table 3: Vaccine Hesitancy 5 point Likert scale qu&tions

Vaccine Hesitancy 5 point Likert scale questions:

scale 1 = strongly disagree to-scatesfrongly agree

1 2 3 4 5

L1. Childhood vaccines important for my child's hiea

L2. Childhood vaccines are effective

L3. Having my child vaccinated is important for thealth
of others in my community

L4. All childhood vaccines offered by the governmen
program in my community are beneficial.

L5. New vaccines carry more risks than older vaegin

L6. The information | receive about vaccines frdra t
vaccine program is reliable and trustworthy.

L7. Getting vaccines is a good way to protect my
child/children from disease.

L8. Generally | do what my doctor or health carevuter
recommends about vaccines for my child/children.

L9. | am concerned about serious adverse effects of
vaccines.

L10. My child/children does or do not need vaccifogs
diseases that are not common anymore.




Table 4: Vaccine Hesitancy Open Ended Survey Questis

Vaccine Hesitancy Open Ended Survey Questions
Name of respondent: Reviewer:

Respondent’s Age: &remt’'s Gender:

Number of children under care of the respondent:

Age of the youngest child under care of the respotd

Immunization status of the youngest child in the aa of the respondent:Fully vaccinated for age/
Partially vaccinated for age/ Unvaccinated

Question 1: Dear Parent/ Guardian, what are the 3 major reasbys/ou should immunize your child?
Reviewer, please list them below in the order ajriy.

1. Do you consider this as a priority?
2. Do you consider this as a priority?
3. Do you consider this as a priority?

Question 2: Dear Parent/ Guardian, Do you have any worrie®ocerns when you take your child for
immunization? YES/NO If yes, what are they?

Reviewer, please list them below in the order ajriy.

1. Do you consider this as a priority?
2. Do you consider this as a priority?
3. Do you consider this as a priority?

Question 3: (ask this question only for Parent/ Gualians who are known to have accepted
immunization in the last 1 year)

Dear Parent/ Guardian, in your family the decigmmaccinate your child (Name XYZ) last week/ mant
year was based on... Reviewer, please list them bielokae order of priority.

1. Do you consider this as a priority?
2. Do you consider this as a priority?
3. Do you consider this as a priority?

Question 4: (ask this question only for Parent/ Gualians who are known to have refused
immunization in the last 1 year)

Dear Parent/ Guardian, in your family the decis\®dT to vaccinate your child (Name XYZ) last week/

>



month/ year was based on... Reviewer, please ligt tiedow in the order of priority.

1. Do you consider this as a priority?
2. Do you consider this as a priority?
3. Do you consider this as a priority?
Question 5:

Dear Parent/ Guardian, in your personal opiniory ddsome persons refuse to vaccinate their cimire
Reviewer, please list them below in the order ajriy.

1. Do you consider this as a priority?
2. Do you consider this as a priority?
3. Do you consider this as a priority?

How to use (and how not to use) survey questions &ssess vaccine hesitancy
When countries select questions from these tallegédneral surveys to monitor hesitancy, several

points must be considered 1) refusal is not theesamhesitancy i.e. counting only refusers will not
capture hesitancy, 2) causes of hesitancy may Isseahj as not all determinants in the Matrix of
Determinants of Vaccine Hesitancy are covered lgseahquestions (see below) 3) the overall
importance of any one determinant will not necabshe obvious from the answers, as it may simply
be the current one that comes to respondent’s Aimgliestion sequencing matters. Leading questions
may drive answers in a particular direction and enake factor seem more important. The context can
also alter the relevance of specific questions @niafay influence the answers. In conclusion, when
conducting vaccine hesitancy surveys, care musalken in question selection and in interpretatibn o
the answers.

Selecting survey questions to assess the underlyidgterminants of vaccine hesitancy
The Working Group developed examples of questibas rielate to the factors in the Working Group

Determinants of Vaccine Hesitancy Matrix (see Amperb.3). As with the above questions, these
need to be used with great caution, as they magrgenconcerns that had not been prevalent prior to
asking the question. The general open-ended qusssieeking determinants noted above (Table 4)
maybe a more positive approach, albeit requiringenstills as well as time to interpret the results.

Of importance, all of the survey questions, whetih@m the general survey or from the determinant
examples, need to be pilot tested and validatedl settings and then refined.
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As reviewed in Section 4, a multitude of factora patentially influence parents’/guardians” deci&d
to seek out/accept immunization for themselvesherir tchild. These factors vary with the population
subgroup, context, setting, time, and specific veecTo address vaccine hesitancy effectively,
interventions must target the specific factors he subgroup of the population that are leading to
vaccine hesitancy at that time and in that cont€Rerefore, beyond assessing if vaccine hesitascy i
present in a country, the population immunizatiptalse data need to be analyzed to detect subgroups
with lower than expected coverage rates, givenlablai vaccine services. These subgroups may be
linked by geography, culture, socioeconomic andtber factors. Determination of the factors legdin
to this hesitancy must be done with care, so thatrhost appropriate intervention options can be
selected. Simply applying a questionnaire usinghsteselected from the Matrix of Determinants of
Vaccine Hesitancy Questions (Appendix A5.3) is @aodequate and will likley not yield correct
diagnosis. Outright refusers of vaccines must btereéntiated from the vaccine hesitant. Effective
interventions must then be tailored to addresssgeeific factors affecting the subgroup populations
behavioural decisions. Interventions will differ kspbgroup, context, setting, vaccine, time, and
resources.

In 2011, because of growing concerns about vaccine hesitahey European Technical Advisory
Group of Experts on Immunization (ETAGE) suggestedt WHO EUR develop tools to help
countries better address this complex problem. rAéetensive consultation, EUR developed an
evidence- and theory- based behavioural insighnhdrsork, the Guide to Tailoring Immunization
ProgrammesTIP) in 2013°% Much of the underpinning of TIP flows from the If3elta Marketing
Process 7 Steps (see Appendix A5.4 Table A5.4.hictwhas proven successful in achieving
behavioural change in many low income countrieg. (. Kenya-in HIV, maternal child health and
other programs).

TIP was developedtd provide proven methods and tools that can hedfional immunization
programs design targeted strategies that lead weased uptake of infant and child vaccination,
thereby increasing the immunization coverage ragd curbing the risks of vaccine preventable
diseases in the region”.

TIP provides tools to help:

1) identify andprioritize vaccine hesitant populations and subgroups,

2) diagnosethe demand and supply —side barriers to vaccinatitimese populations

3) design evidence—informed responsds vaccine hesitancy appropriate to the settiogtext and
hesitant population.
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TIP is not a communication tool but rather a diagimoguide to define and diagnose behaviourally
related concerns such as vaccine hesitancy andtiténe appropriate interventions, implement them,
and then test and evaluate the outcomes.

In WHO EUR, TIP has now been successfully applre®ulgaria, Sweden, and the United Kingdom
to diagnose and develop targeted interventionsdbgroups with lower than expected vaccine uptake.
In Bulgaria, TIP diagnostics revealed that for R@ma population, continuing the default interventio
to increase vaccine program information and awa®ngessages was not likely to improve uptake in
this subgroup. Neither lack of knowledge and awassrabout vaccines nor lack of confidence in the
vaccines was the cause of the hesitancy. The rbajoler was access to an immunization program that
was welcoming to Roma, as the quality of the heatbinker—caregiver encounter was found to be the
most significant determinant of vaccine uptake.seheiagnostic findings were used to tailor andetrg
programs designed to address the main cause of Raccae hesitancy.

In Sweden, application of the TIP diagnostic tool &) Somali immigrants, b) anthroposophic
believers and c) unregistered migrant communitelpdd Sweden better prioritise the immunization
program needs of each community by providing bétsight into their preferences and requirem®&nts
The United Kingdom had launched a TIP project tdrags vaccine hesitancy in the Orthodox Jewish
communities in Greater London.

Subgroup segmentation of those who are vaccindgamésian be seen in the Bulgarian example (e.g.
the late child, the mobile child, the invisible Ichithe wary caregiver, the poor child) and the Gale
example (e.g. group conformers, attentive delayem)venience seekers, promoters of natural
immunity). Of note, these subgroups cut across ntamymon profiles used to describe populations,
such as socioeconomic status, ethnicity, and cgligin both countries, application of TIP led to
customized solutions that specifically addressea ltbsitancy problem with available resources. In
some instances (a combination of) policy, legatli @eammunications changes may be needed, once the
specific hesitancy problems are identified.

The United Kingdom, Sweden and The Netherlandstaitering the TIP framework to address
intransigence among care providers in dealing \aitimicrobial resistance (TAP) i.e. more prudent
use of antibiotics. This highlights how the pridegin TIP can be applied to other communicable and
non-communicable disease areas, where behavicwaabe is needed to improve outcomes.

More countries in Europe have expressed intereasing TIP in 2014. The influenza team at WHO
EUR has begun to adapt the same diagnostic frankefwotargeting health workers to drive demand
for influenza vaccine (TIP-FLU). A case study islarway in Montenegro.

Beyond EUR, use of TIP is being explored in MargplCanada as a means of tailoring their
immunization program to increase vaccine uptake mgmis aboriginal population. Efforts are
underway to adapt TIP for LIC settings in collalimma with partners in South Africa.
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A major issue constraining wider rollout of TIP tisat it requires knowledgeable facilitators with
sophisticated expertise. To address this gap, acdtBultant training program was held in June 2014
and more are planned. In parallel, with financimgnf the US Centers for Disease Control and
Prevention (CDC), a practical TIP field guide fational immunization managers is being developed
as a companion to the current 2013 TIP Guide. frtoge user-friendly document will support the use
of TIP in settings where personnel and financiabtgces are scarce. The 2013 TIP Guide is alsgbein
updated, with new examples included, and a morer-fusadly step-by-step approach to
implementation incorporated.

The Vaccine Hesitancy Working Group has closelyofeéd the development, implementation, use
and evolution of the TIP Guide and Program. The kivgr Group noted that TIP does not support the
use of one or more specific intervention stratedies segmentation of the population to determinee t
subgroup(s) at risk, the diagnosis of the relevaatriers and enablers of vaccine uptake in the
subgroup(s) and development of an interventionotadl to the findings, context and available
resources for each subgrodphe Working Group agreed that the principles updmctv TIP is based

are applicable to all WHO regions. IVIR-AC presesat®om Africa, India and Pakistan highlighted the
growing importance of and need for community-dieeatesearch to better understand hesitancy factors.
TIP might be a valuable tool for diagnosing theed@inants of vaccine hesitancy in subgroups inghes
settings, though this will require adaptation.

Given the demand for and demonstrated usefulne3dRoin the WHO EUR region, following the
December 2013 meeting, the Working Group was taskéd developing recommendations on how
TIP could be adapted for use in a more global canéhe Working Group proposed that four major
areas be addressed in order to move TIP to a glewsit

1. Rework and simplify the document - by region orlbyel of income (high, middle, lower
income countries) to better fit end users’ needbisTis being addressed in part by the
development of the more practical immunization nggndield guide.

2. Develop resources /expertise/training to suppoglementation of TIP in WHO Regions and
countries. A cadre of TIP facilitators is needetie Tiraining program held in June 2014 by
WHO EUR is a beginning step to addressing this gap.

3. Ensure each WHO region has local expertise andkitsohdapted to its region to support TIPS-
facilitator training which may need to be tailortedfit high, middle and low income settings in
different regions. Experience is needed to detezrhiow training can best be adapted to local
needs.

4. Develop a means of sharing the lessons learned T#t8 interventions and outcomes, both
successes and failures, across regions and globally

WHO HQ has received funding from the US CDC to expthe use of TIP globally. In collaboration
with experts on TIP from WHO EUR and UNICEF, onelu first steps was to look at application of
TIP in South Africa. In order to magnify the potahfor success of field-testing of TIP there, Bnk



were made to social-behavioural change programseitist at several universities in South AfricaeTh
pilot test of the TIP framework in South Africa2014 was proposed to cover two aspects:

1) application of the TIP framework assessing drortsomings of the methods in this setting and

2) application of the tool to see if a meaningfubfic health impact e.g. higher vaccine acceptance,
less vaccine preventable diseases.

The Working Group noted that the success of TIPedms how application ofesearch evidence
from behavioural economics, the medical humanipsychology, and neuroscience can help decision-
makers understand vaccine acceptance decisionseTihgights can better equip decision-makers and
program managers in tackling vaccine hesitaridyese same principles also appear applicable in
addressing communicable and non-communicable diseas which patient behavioural choices
markedly influence outcomes. Behavioural insightthods also have application in outbreak and
emergency settings where a rapid and accurate stadeing of the populations affected is essertial t
appropriate planning and response strategy.

Given this breadth of potential for benefit, thaegrated knowledge and skills of sociologists,
behavioural psychologists, anthropologists, expartsocial marketing and communication as well as
specific disease experts need to come togethee iatbgrated into core behaviour insights groups at
WHO headquarters and at the regional level. Insiglan be initially applied to tackling vaccine
hesitancy and driving equitable demand for vacenafd then applied to other communicable and
non- communicable disease areas where behaviceredions markedly influence outcomes.

The Working Group also noted that EUR experienceaddressing vaccine hesitancy with this tool
need to be evaluated through accumulation andrehaf lessons learned and development of best
practices for application of TIP to different subgps, contexts, vaccines and settings. TIP appitat

to other areas also needs to be evaluatég. Working Group was informed that UNICEF is workin
with AFRO on a communication document at the refjuésthe WHO African Task Force on
Immunization (Regional TAG). Growing immunizatiororamunication strengths in AFRO, as
recommended by the Independent Monitoring BoardHerGPEI, will likely work synergistically with
potential TIP- determined interventions.
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Deliverables

Identify existing activities and strategies that hae had or could have a
positive impact including looking at successful sttegies that have
worked and are not specifically related to vaccinesr even medicines;
Identify strategies and activities that did not wok well;

Identify new activities and strategies that could hve a positive impact;
Prioritize existing and new activities/strategies &sed on an assessment
of their potential impact;

Perform a landscape analysis of who/what organizains are working
on this issue in various settings/countries

Outline the specific role of WHO in addressing vadae hesitancy;
Identify the specific role of regional and countryadvisory committees.

To address these deliverables, the Working Grogiedook a) a systematic review of strategies to
address vaccine hesitancy, b) a review of publisbegws on strategies for addressing vaccine
hesitancy, c) a review of industry and organizatl@pproaches to shaping behaviours using social
marketing principles and further discussion of camination in relationship to social marketing, d)
definition of research gaps in vaccine hesitamzy @ a landscape analysis of major actors in nacci
hesitancy:

Strategies to address Vaccine Hesitancy

The Working Group determined that while vaccinathesy is an important problem that needs to be
addressed to help increase vaccine acceptancemnatipopulation, overall immunization uptake rates
need to be improved using known evidence-basetbgies, which may or may not also address
hesitancy. The benefits of immunization can bééurdbptimized if, concurrent with evidence-based
uptake strategies, vaccine hesitancy factors aterdened and specifically addressed.

With respect to strategies, the Working Group codetl that:

1. The extensive systematic review of peer revianddyray literature, and the review of existing
reviews did not identify strategies that specificalvercame hesitancy in any populations.

2. The systematic review of both peer reviewedgaagl literature, and the review of existing reviews
did identify intervention strategies that improwetcine uptake. Most studies were observational in
design, yielding a low quality of evidence. Neweldss, increases in vaccine uptake were observed.

0



3. With respect to interventions to increase vaecaiptake, no single strategy or combination of
strategies has been applied in all countries (HWEC, LIC) or all contexts with a positive impachi$
finding reflected the diversity of drivers relatedvaccine hesitancy and reinforced the importaoice
understanding and addressing local context-spestaes.

4. For maintaining and improving vaccine uptake Jtimzomponent strategies appeared to be more
effective than single component strategies.

5. Interventions with the largest positive effamtsvaccine uptake are those that (not in order of
importance): a) directly target unvaccinated or end/accinated populations; b) aim to increase
knowledge and awareness about vaccines and vaamathich have proven to be particularly useful
in practice; ¢) improve convenience and accesateination; d) target specific populations such as
the local community and HCW; e) mandate vaccinatienimpose some type of sanction for non-
vaccination; f) employ reminder and follow-up; agdengage religious or other influential leaders to
promote vaccination in the community.

6. Based upon the evidence, integrated, multi-corapbstrategies effective for improving vaccine
uptake should be adapted to the context and spa&ferminants, promoted and evaluated in all
immunization programd.essons learned about impact on uptake in diffesetitngs should be shared.

7. With respect to increasing uptake, the paudityublished negative studies identified by the
systematic review precluded identification of tirategies that do not work or might work only in a
specific setting.

8. Using GRADE to assess the quality of the uptatieeventions, the few effective vaccine uptake
strategies included social mobilisation, mass medwnmunication tool-based training for health care
worker, non-financial incentives, and reminder-riéeativities. However, evidence is not availale f
all settings.

9. As neither hesitancy, nor the major factors ulyileg the hesitancy were assessed prior to orrafte
the uptake intervention, the actual impact of thgstake interventions on hesitancy is unknown.
However, some of these uptake interventions mie bddressed hesitancy related to specific factors
such as a lack of knowledge, cultural norms or dacgncy if these were present.

10.None of the effective vaccine uptake interventwe® seen as innovative or promising for global
application to address hesitancy in different catge

11. The early success of the Tailoring Immuniza®oogrammes (TIP)( Section 5 ) recently developed
by WHO EUR, built on social marketing principlegdadrehavioural theories suggests that this is a
potentially useful strategy to adapt and evaluateMIC.

12. Utilizing TIP, hesitancy can be addressed lpiidying the target population, determining the
major factors underlying their hesitancy; tailorinige intervention strategy to address these factors



and evaluating the outcome. Doing this concurrenilyn implementation of uptake intervention
strategies might further increase overall vaccipeake rates.

13. Based upon experience from UNICEF, integratibrmmunization with other health and non-
health services may help address complacency ameeotence vaccine hesitancy issues in some
settings.

14.The impact of pain mitigation with immunizatamvaccine hesitancy was not included in the
systematic review but evidence-based guidelineaddressing pain are available.

15. Review of industry and other organizations’ @aghes to changing behaviour suggests that social
marketing techniques may be useful in changingimadewesitancy. The WHO —EUR Tailoring
Immunization Programmes to address hesitancy isdapon social marketing principles.

16. Communication can not only improve knowledgeatso influence policy,the environment and
realize behavioural changes. Communications isyadcenponent of strategies to address vaccine
hesitancy, but communication alone will not resavery vaccine hesitancy issue. Similarly,
correcting poor communication that is contributittggvaccine hesitancy will not necessarily correct
vaccine hesitancy.

17. Ensuring education and knowledge about vacdmgsunger individuals (children, adolescents,
young adults) may provide a good opportunity topghfuture vaccine acceptance behaviour of parents
and adults and minimize the development of hesitalthough evidence of the success of such an
approach is needed.

18. Based on evidence from the GPEI, discussiamafefforts to address vaccine hesitancy in
themselves do not lead to increased vaccine h&sitan

19. Further collaboration between UNICEF and WHOamllressing vaccine hesitancy would be
beneficial. As was the case when vaccine safefyetns gained prominence starting in the 1980s until
today, countries need to include a capacity thaasnees and addresses with vaccine hesitancy. WHO
HQ and regional expertise to address hesitancy dibel a helpful resource for countries.

Vaccine Hesitancy Gaps and Needs: Research Opportities

The Working Group determined that

1. The field is young, and as such, there are ngampg in knowledge, diagnosis of the determinants of
vaccine hesitancy and effective strategies to agidreesitancy in different settings. To accelerbee t
maturation of the field, a research community stidad fostered to share ideas and best practices

2. Research on vaccine hesitancy and the mosttiefestrategies for correction is needed at the
national, sub-national and subgroup level in HICIQvas well as LIC.



3. Research questions are likely to evolve as neglhts into the complex behavioural phenomenon of
vaccine hesitancy become available

4. With the evolution of validated, standardizedl$cand methodsuggested research foci include:

Prevalence of vaccine hesitancy in different caesirsettings and contexts

Assessments of determinants of vaccine hesitaseg Appendix 5.3- in different contexts
Understanding vaccine decision-making

Designing and piloting of new strategies to addregascine hesitancy in different contexts,
settings, and vaccines including adaptation andlwatsion (such as the TIP tool) and the
application of individual approaches to diagnosiagd responding to vaccine hesitancy to
communities.

e. Determinants of recrudescence of vaccine hesitandyappropriate early interventions

apop

Vaccine Hesitancy Evidence, Policy and Programs

The Working Group determined that

1. Asvaccine hesitancy is a complex behavioural phenomeand no single best practice intervention
to address hesitancy in all its contexts has beemd, more nuanced, locally tailored and multi-
component approaches are required.

2. Evidence- informed policy and programs to adgtessitancy need to focus on capacity building for
detection of hesitancy, diagnosis of the causa(f)e subpopulation, then development of tailored
strategy to fit, implementation and evaluationrapact on vaccine uptake and then sharing of lessons
learned.

3. Immunization programs need to regularly detemmfrand where pockets of vaccine hesitancy exist
in their country as part of good program management

4. WHO EUR TIP offers a model for population segmat#on, diagnosis of underlying causes of
vaccine hesitancy in hesitant subgroups, and teatpof interventions to address the underlying
factors.

5. Given that immunization programs should haveldisthed close links with civil society
organizations, these can be helpful in mobilizingort for immunization, reinforcing that
immunizations are a social norm, raising demanadviaeccines, and assisting in addressing vaccine
hesitancy, depending on the underlying hesitanctpfa

Need for Tools and Opportunities to Share Vaccine ekitancy Lessons Learned

The Working Group identified the need:



1. To apply the 2013 revised JRF Indicators (Sechpto facilitate monitoring of vaccine hesitaraty
country, regional and global levels; determinatiohsimilar and divergent vaccine hesitancy issues
and successful interventions across regions anbaiip.

2. For validated, standardized and improved tools t

a. document vaccine hesitancy within a country- segatem of the population
(application of TIP modified to fit different setfjs (Section 5))

b. diagnosis factors influencing vaccine hesitancyspecific subgroups (application of
TIP adapted to fit different settings (Section 5))

c. intervene effectively to address vaccine hesitamgy evaluate the impact of programs
such as TIP in different settings, in particularliiC

3. To document best evidence-based practices to dsggand address vaccine hesitancy in different
contexts.

4. To establish an interdisciplinary community/netkvof researchers, health care workers, and public
health professionals to, share experience and eceleabout best practices for addressing vaccine
hesitancy in different settings and contexts.

Landscape Analysis of organizations working on vaaee hesitancy

The Working Group determined that

1. A number of advisory committees, researchersaagdnizations have started to study and address
the issue of vaccine hesitancy, including definithg problem, gathering information on its
determinants and expressions, and suggesting paltentervention strategies to address vaccine
hesitancy and mitigate its negative impacts on wacacptake. Multiple revisions of the landscape
indicate a growth in the field, even over the la#b years.

2. Inclusion of organizations addressing supplyestdteria as well as hesitancy/demand side créteri
would be useful to provide a broad oversight ofwloek being done. Most of the vaccine-related work
indicated in the landscape analysis is on supptle Siriteria, rather than hesitancy /demand-side
criteria.

3. WHO should encourage collaboration among thattified in the landscape of organisations
doing work on vaccine hesitancy. Opportunities meeded for sharing of findings and lesson learned
on vaccine hesitancy across and amongst these @aj@gons and to others.

4. The landscape analysis of organisations worlongvaccine hesitancy found few global vaccine
reporting or surveillance systems currently measgrrhesitancy/ demand-side indicators, such as
vaccine hesitancy. This is not surprising given doknowledgement of the newness of the issue— and
its serious impacts on vaccine uptake and publialtheoutcomes. There are a number of current



efforts to pilot survey approaches, as well as meid social media monitoring to detect emerging
vaccine hesitancy.

5. The landscape of organizations could be use@ assource to facilitate collaboration among
researchers and key stakeholders working on vaduasgancy.
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6A.1 Reviews of Intervention Strategies to addresgaccine Hesitancy
Requested Systematic Review

The Working Group commissioned a systematic reaéimtervention strategies to address vaccine
hesitancy. Appetiix A6A.1 provides the Executive Summary of the coissioned review. A very
brief overview of thdindings follows:

The review of strategies he published and graxdlitee form January 2007 to October 2013 had the
following specific objectives:

1) Identify and describe the findings of publiststihtegies related to vaccine hesitancy and hesitan
in the use of other health technologies (i.e. répctive health technologies chosen).

2) Map all evaluated strategies to the SAGE Workangup Matrix of Determinants of Vaccine
Hesitancy and identify key characteristics.

3) Assess relevant evaluated strategies using @yadiRecommendations Assessment, Development
and Evaluation (GRADE); relevance was informedh®s/Population, Intervention, Comparison,
outcome (PICO) questions defined a priori by therkém Group and grouped by one of four themes,
including: i) Multi-component, ii) Dialogue-basadcluding dialogue with religious leaders, iii)
Reminder/recall-based or iv) Incentive-based.

4) Synthesize findings in a manner that informsdesign of future interventions and further reskearc

A major issue that emerged from this analysis wasfew studies defined the degree of hesitancy in
the population or determined the major factors dyaey hesitancy in the study population. Only five
studies used the terms ‘vaccine hesitant/hesitaMyst studies examined the intervention(s) impact
on vaccine uptake or acceptance, not on hesitdi®se studies were retained because issues noted fo
study matched one or more of the determinantsaiWWbrking Group Determinants of Vaccine
Hesitancy Matrix. However, the degree of hesitandye study population attributable to the specifi
determinant(s) studied is unknown. Another probierthe review was that interventions that failed in
the field have received little attention in the jisttred or grey literature; hence failure of an
intervention in one population was likely to notreported, though success would have been. Hence,
the effectiveness of specific interventions in &sging different determinants of vaccine hesitancy
different contexts is unclear.

Thus, despite extensive literature searches froraalg 2007 to October 2013, only 14% (166/1149) of
the peer-reviewed studies and 25% (15/59) of tky bferature evaluated interventions relating to



impact on vaccine uptake. The bulk of the retrieMedature originated from AMR and EUR. Across
all regions and literature, the majority of intemtiens were multi-component in nature, followed by
dialogue-based approaches (except EMR, where oul-aomponent interventions were found).
Reminder-recall interventions featured only in legincome regions (AMR, EUR, WPR), and
incentives appeared only in AMR, AFR and SEAR.

Bearing in mind the critical caveats noted aboveltimcomponent interventions were found to be
more effective than single component interventiongscreasing vaccine uptake in the populations
studied. Targeting of populations was also showetbelpful; underlining the importance of matching
the intervention to the cause of poor vaccine aeree in the population.

Utilizing the GRADE approach to assess qualitydeel evidence of moderate confidence in the impact
on uptake of social mobilisation, mass media, comuoaition tool-based training for health care

worker, non-financial incentives, and reminder-fegetivities. However, all studies had weaknesses
Furthermore, as noted above the populations were/alb-defined with respect to the presence of
either hesitancy or the major determinants undeglyiesitancy, making adoption of these to address
hesitancy problematic. It is likely however, thatee of these uptake strategies might be effective i
addressing complacency and convenience hesitasiogss

A review of successful interventions in reproduethealth showed some important parallels.
Specifically, dialogue-based interventions, pattidy those incorporating a focus on community
engagement/social mobilisation and the improvero€health care worker communication, were most
effective in improving uptake. Similarly, singleroponent interventions did not work as well as those
that were multi-component. Also, passive interigard (e.g., posters, radio announcements, websites
and media releases) that did not have an additemgdgement component(s) were less effective.
However, as was found in the vaccine hesitancyegyesystematic review, the specific factors
underlying poor reproductive health interventiortiake were not well defined in the study populatjons
making interpretation of effectiveness with differeleterminants difficult. The Working Group also
noted that given that reproductive health decisemesa behavioural phenomenon like vaccine
decisions, adaptation of the WHO EUR TIP to addhesstancy surrounding the acceptance of
reproductive health interventions ( segmentatiothefpopulation to find the reproductive health
hesitant subgroups, diagnosis of the major canfskssitancy in these subgroups and then tailoring
the intervention to address the causes) mighttie&drther improvements in uptake, as has been se
with vaccine hesitancy (See Section 5).

The review found evidence that mandatory immuniratequirements can increase vaccine
acceptance in some circumstances; however, theidgp@roup noted that these strategies may be
seen as coercive and intrusive and can limit tiEssidence from the United States indicates that
mandating influenza vaccine for health care workars substantially increase uptake compared to
voluntary programs where education, incentiveslinkion were used. However, in Europe,
mandatory healthcare worker immunization requiresigary widely from country to country



suggesting limited acceptance of this type of puaditthis time. Mandatory immunization for school
admittance might be helpful in some HIC and MIC Wwould add yet another barrier to access to
primary education in LIC; further, mandatory immzetion might trigger unintended negative
consequences. Thus, mandating immunization asit@gyrto address vaccine hesitancy must be
approached with great care and caution. The impfgmbtential negative consequences (e.g. distrust i
the immunization program) may outweigh potentialdfés such as the increase in vaccination
coverage in some settings.

Despite the large body of literature on the martgmheinants of vaccine hesitancy, most interventions
to improve uptake were directed at individual isssiech as vaccine/vaccination specific concerns,
knowledge gaps, mode of delivery, and role of lnealte professionals; rather than community and
subgroup wide concerns. In addition, little attenthas been paid to intermediate outcomes such as
changes in knowledge, social norms, attitudes aradeness in communities in response to these
strategies. Such outcomes might indicate impoghifts along the vaccine hesitancy continuum, eithe
away from or towards acceptance, even if they donaoessarily lead to a change in vaccine
acceptance. Appreciating where individuals androamities lie on the continuum and what defines
this could offer insights to inform interventionsiign.

Review of Published Systematic Reviews

The Working Group summarized the published reviensstrategies to increase vaccine uptake or
vaccine acceptance published between January 2@D®ay 2014. Eleven literature reviews or meta-
analysis on strategies to increase vaccine uptakmarine acceptance in the public or among health
care providers were included (see Appendix A6.2alyQwo of these reviews directly targeted

strategies addressing vaccine hesitancy (definedrohentary refusal or delay of recommended

childhood vaccines while vaccination services arailable). In addition, in the United States, the

Community Guide recommendations were reviewed, reset regularly include evidence-based
recommendations on interventions intended to im@nmwutine delivery of universally recommended

vaccinations. The findings of the review of revieave summarized in Tables in Appendix A6.2.

In brief, this review also found no strong evidenceecommend any specific intervention to address
vaccine hesitancy or refusal. The reviewed studietuded interventions of diverse content and
approaches implemented in different settings anmdetang various populations. The number of
interventions assessed that were similar enouglide them to be grouped together for meta-analysis
was insufficient to demonstrate effectiveness usiampgnized validation critefia In addition, many

of the reviewed studies were conducted in the dng¢ates with few from LMIC, further limiting
global generalization. The reviewed studies that quality criteria were mostly single-component
interventions that are less challenging to evaltiz@@ multi-component interventions, or intervenso
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aiming to change determinants that are difficulimieasure (e.g. social norms). Finally, few studies
included in the reviews used vaccine uptake orime-tvaccination as an outcome, and even fewer
studies directly targeted vaccine hesitant patients

While acknowledging these caveats, the findingsagltbthat reminders and recall for patients and
health care providers help improve vaccine uptakersy various groups and in different settings, but
there is limited evidence in support of their usatldress vaccine hesitancy. There is mixed evalenc
on the effectiveness of face-to-face communicatimerventions, health care providers’ training
interventions, community-based interventions anteruentions using mass media. While many
communication tools aimed at improving health qaevider discussions with vaccine-hesitant parents
have been publishetew have been evaluated. Whereas communicationefremks often suggest
discussing vaccines in a participatory and openmeara 2013 study by Opel, et?found that more
directive, presumptive discussion styles by healthicproviders were more effective in improving
vaccine acceptance in hesitant middle to uppersciegents/caregivers studied in Seattle, USA.
Interventions using mass media, including the h@erare appealing but challenging to evaluate and
not well-suited to the usual experimental desighsecent study by Nyhan et al, 26t4howed that
pro- immunization messaging has differing impadspending on the level of vaccine hesitancy
among those targeted. Among those who are moragiyramegative, and set in their views against
vaccines, these messages may have a backfire.dffeatever, Nyhan's study also showed that pro-
vaccine messages reinforce pro-vaccine attitudeenGhat the majority of parents accept vaccines,
pro-vaccine messages may be needed to reinforcesgpbrt positive sentiment and help prevent
emerging hesitancy from expanding.

The value of population segmentation and diagnofstee determinants of hesitancy noted in the TIP
(Section 5) approach, as well as in the Workingupriatrix of vaccine determinants, became even
more evident to the Working Group following thisssymatic review and review of reviews. The
Working Group also noted that both the systematiterv and the review of reviews emphasized that
vaccine hesitancy is a complex and dynamic behasiq@henomenon. Thus it is not surprising that
multicomponent rather than single component stresegere found to be more successful, and that no
one best strategy was found for any setting.

Future strategies need to address the complexitigaccine hesitancy in their design and evaluation
taking into account the following: 1) target subhgue who are hesitant and understand their underlyin
hesitancy drivers; 2) focus on meaningful engagéniien dialogue-based, social mobilisation) that
supports realistic action; 3) ensure the intena{s) address(es) the identified major hesitancy
determinants, fits the context, setting and resssjrand 4) evaluate the intervention outcomes on
hesitancy and on vaccine acceptance and shakesguns learned.
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6A.2 Other Strategies
Pain Mitigation

No evidence on mitigation of immunization pain wasieved and not addressed in the systematic
reviews, yet injection pain has been shown to cdigteess for recipients, parents, adults and those
giving the injection. Fear of injection can leachisitancy. Evidence based guidelines on pain
mitigation with immunization have been publisffedVhile pharmacological prevention with topical
anaesthetics is helpful, it adds expense to imnatioiz. However, other effective strategies for
amelioration of pain such as physical interventiotih proper holding, needle injection techniques et
and psychological interventions such as distraattanrequire only training and could be readily
applied more widely. Early research in HIC has shd¢at parents are more comfortable with infant
immunization when pain is control@dbut this intervention has not been specificastéd on those
in whom vaccine hesitancy is related to fear ohpai

Intervention Strategies with TIP

The WHO EUR TIP is an approach to identify underdyvaccine hesitancy factors and tailor
strategies to address hesitancy based on the t@mexthe resources available (Section 5). Preényin
results suggest that this can be very effectivadisressing hesitancy but more evaluation is netded
determine what strategies are most effective imesding different determinant(s) of hesitancy in
different settings. The approach should be adagmeldevaluated in a wider range of settings inclgdin
those in LIC (see Section 5)

Strategies used in Mass Vaccination Campaigns

As noted in Section 3, mass vaccination campaigngcovoke hesitancy. While neither the
systematic review of strategies nor the reviewesfaws identified research which explicitly lookad
hesitancy in the context of mass campaigns, thekifgiGroup did note thatuccessfuinass
campaigns, such as for polio elimination in Indiiough the reaction to the mass polio campaign
approach has also provoked distrust in some casjpolio virus containment in Israel in 2013,
Meningococcal A campaigns in several meningiti$ belintries in Africa and Meningococcal C
outbreak control campaigns in HIC, had a numbeaooimon features. In each case, the vaccine
preventable disease was well known and feared.sGasee well publicized. Leaders from all levels
were actively involved. Communities were directlyalved in helping with the campaigns and access
to vaccine was made as easy as possible. Socrabmaracceptance were publicized. All of these
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appeared to increase vaccine acceptance as althesghncy was not measured, their impact on it is
unknown. Of note, these strategies fit with somakketing concepts discussed below. More evaluation
of successful mass campaigns is needed to deterhtiveze are particular hesitancy factors that are
more common in mass campaigns in particular settamgl what strategies are most effective in
addressing these.

6A.3 Strategies to Address Vaccine Hesitancy: Indtry and Organizational
Approaches to Shaping Behaviour: Social Marketing ad Communication

Beyond the systematic review and review of reviefstrategies, the Working Group explored
private-sector approaches to shaping behaviowglsas strategies used by other organizations to
change behaviour. The Working Group heard fromiternational Food and Beverage Alliance
(IFBA) about marketing strategies used by that stidu The IFBA was established in 2008 when the
major food and non-alcoholic beverage manufactuwensmitted to supporting WHO’s 2004 Global
Strategy on Diet, Physical Activity and Health. TTRBA representatives noted the sophistication,
from a marketing perspective, of the anti-vaccmatnovement (e.g. branding, focusing on emotions -
fear of vaccines - rather than facts). Key industessages to the Working Group included the
following (points particularly relevant to vaccihesitancy are in italics):

All that really matters is the power of the story.

Consumers care about benefits, not supporting facts

Brand = product + compelling story.

Reason leads to conclusions, while emotion leadstion (i.e. change comes from feelings, not
facts).

It is important to win the hearts, minds, and newice. Due to social media, consumers have a
mouth piece and a large portion of media consumpsanedia generated by other consumers.
The rise of social media has benefits and risks. &m share information on a massive scale at
zero cost, but there is less control.

Consumers believe more in messages from other g@rsuihan from big institutions.

It is important to find the intersection of braraptcs (what the brand wants to talk about) and
audience interests (what existing and desired angdis care about).

Consumer’s rationale for decisions may not reftbet true motivation (e.g. give fact-based
reasons, but emotional reasons may have in fagedrthe behavior).

It is impossible to please all consumers, and saifignot like you.

One big idea needs to drive the entire communioat&irategyOnly one or two messages can
be communicated — the rest must be sacrificed.

Communication is increasingly about dialogue baocH forth in the context of social media.

A communication brief includes: competitive contiartdscape, target consumer, brand
opportunity, communication task, core insight, ceseence, functional benefit, emotional
benefit, meaningful product truth, brand persogabbtainable brand proposition, key
performance indicator&ffective communication strategies are not simple.



Some of the messages that particularly resonatidtiaé Working Group included focusing on the
benefits of immunization and drawing on the emaloralues around child health. Trying to focus on
one or two key messages is challenging for a teahnrganization like WHO and/or country
immunization programs, but it is important thatpexcine initiatives start driving the conversatias
conversation and dialogue are the new frontieoofimunication. The Working Group concluded that
positive messaging (proactive) was the preferrguiageh, as opposed to combative messaging
(reactive), a currently common strategy. World Inmization Week, in the scope of WHO, is an
opportunity to build positive public dialogue aralin

Areas of product marketing that are more challegqgmnapply to vaccination include a) the cost of
large marketing campaigns, b) a high proportiopedple may have to accept the message for
population benefit (herd immunity), ¢) using theisbmedia approach in areas where not everyone has
access, d) the influence of health care workengaagine decision making is large, and e) the benefi
from vaccines lies in the prevention of a bad easnbpposed to a good event happening. In addition,
because vaccination programs are about healthr e profit, there are ethical issues such as
beneficence and justice. Rather than product catopgtvaccination programs are struggling with the
anti-vaccine movement, political groups like thdidan, and social/cultural norms within certain
communities. Furthermore, if lack of trust undexh@ccine hesitancy, it may be vaccine-related or
broader distrust in health providers, health systemovernment and/or politics. Given that trustas
important, immunization communication campaignsedby or in collaboration with a compary,
distrusted government, or with substantial finarfoces industry may cause more mistrust.
Community engagement and social mobilization angoirtant components for garnering trust.
Where/who the messages come from is important wiashis a driver of hesitancy. As the role of
social media in vaccine decision-making is poorigerstood, the content of social media needs to be
better monitored with respect to vaccine attituales the influence of social networks, both for &slul
and children. Social media interventions need terbbarked on with some caution because of these
complexities. Mass communication campaigns may beeraseful building or maintaining the pro-
vaccination social norms (see Nyhan et al discuabesle), while targeted communication
interventions might be more effective in addressiaghe aspects of vaccine hesitancy (segmentation).

Discussion also focused on the role of childhodefseabout vaccination. Historically, children leav
not been systematically educated in schools abaedines, resulting in some in the adult population
(i.e. parents and adults) who do not appreciate le@efits to health and societal value for their
children and for themselves. While opportunitietern about vaccines outside of schools exist (e.g
from media, pamphlets, from health care profes¢®)bhese routes may miss many in the population.
In contrast, older generations understood the vallwaccines because they personally experienced
and/or saw the disease impact as children andftineras adults did not need to be taught abouirthis
school. Now most vaccine preventable diseases tigappeared as a result of high vaccine uptake
negating the personal experience route for edutattmsuring education and knowledge about
vaccines in younger individuals (children, adolegseyoung adults) possibly through school based
programs may be a good opportunity to shape futaceine acceptance behaviour of parents and
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adults and minimize the potential for developméirtiasitancy although more evidence of this is
needed possibly from areas ligevironmental activism, tobacco, exercise behawbange initiatives.
Many children today are highly engaged in sociatlim@nd peer-group provision of information is
very influential, so ensuring education and knowkedbout vaccines in younger individuals may be a
good opportunity to further shape future vaccinkebeand behaviours.

The Working Group also reviewed social marketingtsgies of several organizations that have
successfully translated profit-driven marketing @aghes into positive public health impact e.qg.
marketing of reproductive health services, bed,metd rehydration solution, and circumcision. Many
of the principles used by these organizations yidehe WHO EUR 2013 TIP discussed in Section 5
wich has shown success in addressing hesitanaffemesht settings in that regioithe UNICEF
strategies used in the GPEI, such as program&th the hard to reach to change behaviours wese als
examined and need to be considered more closelgtetsmine how they might be applied to other
immunization issues beyond polio. UNICEF and otlerge found that integration of health prevention
and intervention services with other needed antatebealth and non-health related initiatives both
for individuals and for communities has met wittodsuccess in some LIC settings. At the ground
level, front line health workers, even with limitgdining, can be taught opportunistically to irdgu
immunization in a variety of health and non-heakhvices. This approach may help address some
hesitancy factors. Adaption into HMIC settings ne&albe explored.

The Working Group further discussed broader compaiinn and social mobilization strategies in
terms of their potential application in addressmagcine hesitancy. The point was strongly made, and
reinforced by regional WHO offices, that many coigs lack robust immunization communications
strategies, and even fewer have specific strateégiplsace to address vaccine hesitancy. The plagor
for messages need to be considered in terms oisubeing targeted by media campaigns, insertion in
soap operas, worksites etc. But both the messagidghe tools must be based on best current peactis
and the impact measured in terms of reach and ingmacaccine knowledge and vaccine uptake
behaviours. The study of Nyhan et al., referredadier, suggests messages tailoring to fit thgetar
audiences is key and reinforced the need to evahiath strategies to ensure that they have the
intended effect and impact. More resources neéa tavested in vaccine communication. The
Working Group concluded that immunization progrararg country should have the capacity and
financial resources to deal with vaccine risk comioation especially in light of the growing number
of new vaccines and combinations of vaccines beegm@vailable. Given that many countries have
limited resources and capacity to expand existifagts to monitor emerging hesitancy and develop
appropriate strategies, support from regional dkagenternational partners is needed. For program
efficiency, integrating these communication aci@gtwith other health promotion areas (e.g.
immunization and childcare) may be desirable.

The Working Group reviewed the current communigafarus of a) WHO and UNICEF on vaccine
hesitancy; b) WHO on safety activities, such asviiecine safety e-learning module and vaccine pafet
communications and ¢) UNICEF on CommunicationLfevelopment (C4D). The Working Group
noted that further collaboration between UNICEF ®WidO on vaccine hesitancy interventions and on
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communications is needed. The Working Group empkddhat dealing with vaccine hesitancy
requires more than communications, and may redggislative, policy, programmatic and educational
interventions. As was the case when vaccine sgtated prominence in the 1980s, countries need to
build their capacity to monitor and address vactiegitancy in a timely manner. The Working Group
concluded that every WHO regional office shouldéawstaff member with the relevant expertise and
experience needed to diagnose and address va@sitarity to support countries in the region.

One concern raised by some members of the immumizedmmunity is the worry that public

discussion of hesitancy "legitimizes” it and wilbke the situation worse i.e. a self-fulfilling phaey.

In addressing this concern, the Working Group ntéitedmportance of reinforcing that immunization

is the social norm and also reviewed data from URH@nd the GPEI on community and individual
concerns raised about polio immunization in Nigaa India. Noteworthy findings were that only 1.2%
of children in the polio endemic countries were vatcinated due to refusal, and the refusal ratee w
highest where insecurity and social strife werdnbgj. Many of the unvaccinated were children who
had been missed i.e. not at home when called rdtaarhaving refused the vaccine (although in some
settings this was interpreted as a “silent refushen organized resistance to polio immunizati@as w
present, it was typically based on political opposito the government or an outside group sedieto
supporting immunization and the resistance usumlya dynamic leader at the centre of the movement.
Grievances were often linked to lack of other sm¥giand amenities (i.e. immunization provided a
bargaining chip to leverage access to other sesvacelemanding political actions of government or
international players such as “stopping the dropnesidressing vaccine hesitancy, especially through
building the trust of the local leaders can leathtweases in vaccine acceptance in communities and
prevent vaccine hesitancy. Thus, the evidence f&dtk| does not support the hypothesis that
discussing/addressing hesitancy makes the situatiose. Instead, determining the specific factors
underlying hesitancy in a subgroup and addressieget factors specifically is key and can help

mitigate hesitancy.

< $ %! & ! rol !
The Working Group noted the complexity of vaccinesitancy and the many gaps in current
knowledge and best practices. Given that hesitacgntext, time, place and vaccine specific, there
need for research in HIC, MIC and LIC in all regioto understand the scope, scale and reasons
underlying vaccine hesitancy to inform approprigsponses.

One of the major problems identified in the systemieview of intervention strategies (See Section
6A.1) was the lack of data on vaccine hesitancglgein the populations where the interventions were
tested. A second challenge was the lack of valibated standardized tools to assess and measure
vaccine hesitancy rates and underlying hesitantgrisnants across settings and between groups, and
monitoring trends over time. The survey instrumetggeloped and validated in the United States (See
Section 5) but may not be applicable in other HIAVIC or LIC. A list of general hesitancy survey
guestions has been developed by the Working GrSap Gection 5) these need to be validated across
HMLIC as well as tested in different health carsteyns, socio-cultural contexts, and vaccine program
and at the national, sub-national and in some mest the local subgroup level. Special attentigo al
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needs to be paid to differences and similaritigg/ben routine delivery of immunization programs and
mass campaigns in different settings and contexts.

A third challenge concerns interventions. As natedhe systematic review and review of reviews,
most studies did not define hesitancy in the stpdyulation and only measured change in vaccine
uptake, without determining if the intervention ngad hesitancy. Given the paucity of informatidn, i
strategies to address vaccine hesitancy are impleahe not only must the population be fully
described, but there also must be rigorous evalnati the impact of the intervention(s) and ite{th
components on vaccine hesitancy as well as on vaegiceptance.

Based upon these three gaps, the following resgmictities areas are suggested:

1. Prevalence of vaccine hesitancy: some examplégpoposed research questions
To what extent does vaccine hesitancy exist amaweginated individuals? What are the most
effective ways to identify these vaccine-hesitadtividuals? What are their needs?
In settings where vaccine and vaccination sendcesotherwise available, at what threshold is
“vaccine demand” low enough to suggest that vackastancy is a problem in a population or
sub-group?
How does vaccine hesitancy among health care wiofeas impact vaccine acceptance in their
patients? What is the level of vaccine hesitamograg health care professionals? What are the
most effective ways to assess vaccine hesitancyngnealth care professionals who are
involved in vaccine delivery?
What is the impact of vaccine hesitancy on vaccipiake? What is the level of hesitancy that
could lead to significant vaccine delays or ref@sal
What is the best proxy marker of vaccine hesitandiie population? In a subgroup?
Given that vaccine hesitancy varies across timaceplprogram (routine vs. mass campaign)
and vaccine and is not uniform across a populairasubgroup, how best can vaccine hesitancy
be quantified and described in a country?

These questions should be answered in a consenddsyy approach between researchers, public
health and medical/health communities using a comonuderstanding of vaccine hesitancy and its
scope (See Section 3).

2. Determinants of vaccine hesitancy: some examplesproposed research questions
What are the causes of vaccine hesitancy at theidlo@l level (convenience? complacency?
confidence?) in different contexts and settingsli@, MIC and LIC?
o When and how are parental beliefs and attitudesitdwaccines formed?
o What is the impact of interactions with health gareviders on vaccine hesitancy? Does
it differ by the type of health care professiomalg( physicians, nurses, complementary



or alternative medicine practitioners, traditior@alth providers with limited to no
professional training) and/or by their work confext

o What are the main drivers of vaccine hesitancy apf@alth care workers and do these
drivers differ from those in the communities theyve?

To what extent does vaccine hesitancy result fromader socio-cultural and structural
influences?

o To what extent does vaccine hesitancy result flioenvtay that vaccination services are
delivered (e.g. mass vaccination campaigns vsimeyirograms)?

o To what extent does vaccine hesitancy result fromgative influences of
communication and the media environment (e.g. \@ttination messaging and the
Internet)?

o To what extent does vaccine hesitancy result fioenrnfluence of social networks?

To what extent does vaccine hesitancy result freligious beliefs?
o Does early (school age) education about vaccinasggh hesitancy perceptions with
age? Does this change hesitancy among parenpeiteaps learn from their children?

o

In addition to measuring the prevalence of vactiesitancy at the national / sub-national level, anor
in-depth research should be undertaken to gain teerbenderstanding of the context-specific
underlying causes of hesitancy. As shown by thekiMgrGroup Determinants of Vaccine Hesitancy
Matrix (See Section 3), there are many potentilu@mces on vaccine hesitancy that need to be
assessed. In addition to identifying determinafht&gccine hesitancy among sub-groups or populations
it is important to understarttbw andwhythese factors link to vaccine hesitancy.

3. Strategies to address vaccine hesitancy: someamles of proposed research questions
What is the impact of strategies on vaccine hesytarsing social networks (e.g. peer-to-peer
communication stressing fully vaccinated communitse of social media by HCW or vaccine
“champion” parents to talk with vaccine-hesitantgrds)?
The emergence of Web 2.0 means that concerns afaguination information online must
expand beyond simply the possibility that peoplghhiaccess information of varying quality.
How do people use the current Web? How does suegeusnfluence decision-making
processes? What are the implications for commupitatrategies about vaccination?
The use of religious and local leaders and prontira#izens in interventions to increase
vaccine uptake or reduce vaccine refusal is oft@ommended, especially in LMIC. What are
the best practices? Might there be unintended cpesees of such approaches?
How can communities best be mobilized in suppontaxcination i.e. set social norms as pro-
vaccination?
Many communication tools are available for heal#lnecproviders to discuss with vaccine-
hesitant patients. How effective are these and atwsettings? What are the best ways to
improve communications with patients in HIC, MI@gdaLIC?



How best can a population be segmented into thémeare vaccine hesitant and those who are
not? How can the determinants be most efficienipgosed in order to apply the most
appropriate interventions to the designated suljgta.e. optimization of TIP

What communication and social change strategies lthae been shown to be effective in
changing behaviour in other settings work for vaedaesitancy?

As vaccine hesitancy is context-, time-, place- aadcine-specific, research needs to be expanded to
capture factors not only at the individual level llso at the community level, the contextual level
(politics and policies, communication and mediaciaonorms, influential leaders, etc.) and the
organizational level (vaccine and vaccination sfpecissues, mode of delivery, etc.) Furthermoee, a
immunization program managers play a key role imirly vaccine-related policies and activities, thei
and their staffs’ capacities to assess and adsieessne hesitancy in the populations they servel nee

be improved. WHO and UNICEF regional offices neatksignated vaccine hesitancy person/program
with the appropriate skills, expertise and knowkedg address hesitancy. Cross-linkages between
programs should be strengthened as vaccine hegitaran over arching concept which spans across
various immunization-related fields. An integratadproach is needed to ensure consideration of
vaccine hesitancy within different work streams. Widhould support development and validation of
tools to support immunization program managersdemiifying the causes of vaccine hesitancy, in
measuring and monitoring vaccine hesitancy, angsponding effectively to the diagnosed drivers of
hesitancy in the populations and subpopulationg seeve.

In summary, vaccine hesitancy research is needad WHO regions in three areas- 1) prevalence of
vaccine hesitancy, 2) determinants of hesitancy @nohterventions to address vaccine hesitancy in
HIC, MIC and LIC, as well as within sub groups. Baxh questions are likely to evolve as new
insights into the complex phenomenon of vaccinédiesy become available.

<* $ %! &+ 'S5 & 5 - (!
While the need for evidence-informed guidance dicigs that have an impact on health system
performance is widely accepfédmoving evidence into policy and program changeste
challenging. Several articles in 2612°*°provide models for moving knowledge into policypgrams
and practice change in LMIC. The process workgixeky well for knowledge translation when
evidence is straight forward, the conclusions ¢laad the problem well-defined and linear, such as
with a drug treatment for a specific disease. H@vethe more complex the problem the less easy it i
to conduct a quality systematic review and use GREA@assess the quality of the retrieved evidence
as was shown in the systematic review of internoensitrategies, where comparable studies were few.
Furthermore, moving research into practice, eveh systematic review of the evidence can be fraught
with difficulty. For example, despite overwhelmiagidence from systematic reviews, evidence-based
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guidelines, education programs and public engagerttere are still many patients with undiagnosed
and/or mistreated or undertreated hypertension@ H

Vaccine hesitancy is a complex behavioural phen@memot a “simple” problem, and the evidence
does not lead to a single best practice intervantbaddress hesitancy in all contexts. At thisipdhe

TIP model appears to have promise in guiding theriag of interventions to address underlying
hesitancy determinants. In general, there is neéalcus on capacity building for detection of
hesitancy, diagnosis of the cause(s) in the sudpbpn, development of tailored strategies, and
implementation and evaluation of the impact on wrexzaptake, followed by sharing of lessons learned.

Regional Technical Immunization Advisory Groups &) as well as National Immunization
Technical Advisory Committees (NITAG) need to assebether issues of vaccine hesitancy are
present in their region and country and how theag impact on policy recommendations. The
Working Group did not consider a prescriptive agtoon the role of either regional or country
advisory committees as beneficial given the vasratiacross regions and countries.
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The Working Group has suggested roles for WHO ,gpast and member states in addressing vaccine
hesitancy in Section 8 — Recommendations.

While vaccine hesitancy has existed ever sinceinascand vaccination programs began, recent
acknowlegement that it can influence the impactaafcination programs has highlighted the need to
understand and address it more systematically. iWactesitancy is a complex behavioural
phenomenon.

The Working Group identified the need to use th#2fevised JRF Indicators (Section 5) to facilitate
monitoring of vaccine hesitancy at the countryjorgl and global levels; determination of similada
divergent vaccine hesitancy issues and interversiimecesses across regions and globally. Thereas al
a need for validated tools to document vaccinet&esy within a country- segmentation of the
population (e.g application of TIP modified to different settings suggested (Section 5)); to disgn
factors influencing vaccine hesitancy in specifibgroups and then to intervene effectively to asklre
vaccine hesitancy and evaluate the impact of appesin different settings. Best evidence-based
practices to diagnosis and address vaccine hegiiandifferent contexts need to be documented and
lessons learned shared. Currently, beyond pulbicaitn academic journals, there are no regular
opportunities and systems for sharing lessons égbabout vaccine hesitancy in different settings.

< $ %! & ! &' I #8& & !. 8 -
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Within the Terms of Reference for the SAGE WorkiBmpup on Vaccine Hesitancyne deliverable
was to perform a landscape analysis of who/ whgartzations are working on vaccine hesitancy in
various settings/countries.
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The working group developed the following objectier conducting the landscape of analysis:

a) ldentify organizations working on the issue of vaechesitancy in various settings/countries.

b) Identify those working on the issue of vaccine tegly to identify potential partners, donors
and collaborators in the field.

c) Identify the regions where work is being done oncuae hesitancy and what kind of work is
being done in each area. Have those identifiee stéiat work their organization is doing to
address vaccine hesitancy.

The landscape analysis of organisations workingamtine hesitancy (Appendix A6C.1) attempted to
take a relatively broad view of vaccine hesitangyifcluding some of the most active specialized
vaccine-hesitancy actors in the field, with exampleem many different types of organizations at
many different levels with the aim of developinghare comprehensive list over time as stakeholders,
organizations, institutes and communities respottid suggested additions.

Five categories and four sub-categories of actaewetermined to represent the groups working on
vaccine hesitancy, including Governments (natiarad regional), Non-for-profit, Donors, Research-
and Multinational Organizations. One further catggeas included to represent any actor that did not
fit in the above categories but was still produdmgortant work related to vaccine hesitancy. Indus
was initially not included as its own category hstframework. While the vaccine industry has aanaj
stake in vaccine hesitancy, is keen to combatdresjtand therefore conducts work on the issueast w
seen as not beneficial to analyze each membeeofabcine industry individually. Instead, the vaeci
industry was included as one entity in the ‘otleategory, so their work and interests as a grougdco
be presented in the landscape analysis.

Seven areas of work and/or interest being carrigidby actors working on the issue of vaccine
hesitancy were identified, including research, @olrecommendation, intervention, education and
promotion, collaboration, goal setting and sociabbihzation. Inclusion/exclusion criteria were
outlined by the Working Group. Inclusion criteriaciuded working in at least two of seven areas of
interest, specific examples of activities relatedsaccine hesitancy. Exclusion criteria includetbex
promoting vaccine hesitancy or who are part ofah®-vaccination lobby, actors that have not worked
on vaccine hesitancy in the last five years.

Two search strategies were used: 1) systematiewewf the literature conducted in English and
Mandarin over a range of databases and searchesngind 2) snowballing technique to obtain
unpublished information through personal commumecatvith Working Group members and players
identified through the initial literature searcts, well as WHO partners familiar with regional/local
circumstances to identify organizations relevarth®landscape analysis.(See Report Appendix 6C.1)
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The following framework was developed for listingyanizations/key players.

1) Including research, policy recommendations,vgation, education/promotion, collaboration, gaaftting and social mobilisation.
2) Examples current activities related to the isefigaccine hesitancy the actor is engaged in

In brief, the landscape analysis found that a nunolbeadvisory committees and organizations have
started to address vaccine hesitancy, definingptiodblem, gathering information on hesitancy and

suggesting potential intervention strategies. Hamxealthough organisations are starting to view

vaccine hesitancy as an important topic, many sirdgcuss and highlight the issue, without making

meaningful contributions (e.g. research, intenargj recommendation). Furthermore, the landscape
analysis did not find many global vaccine reportimg surveillance systems currently measuring

vaccine hesitancy, although there are a numberaips who are trialling different approaches to

measurement.

A wide variety of groups were found, focusing oe firomotion of vaccines and therefore addressing
vaccine hesitancy in the population. In the futuae, organization will need to be responsible for

updating the data in the Landscape Analysis.

In summary, there is a growing list of researchard organizations documenting and/ or studying
vaccine hesitancy that are an important resourceadldressing the growing needs to measure and
address vaccine hesitancy.

< o+ -,
While vaccine hesitancy is complex and context ifjgecarying across time, place and vaccines, with
a myriad of potential underlying determinants, ¥ierking Group emphasized that there are a number
of clear paths forward. While more research is edethere are current best practices for addressing
hesitancy to follow now.

As part of best practice, immunization programsdnie monitor their populations to detect pockets
where vaccine up take rates are lower than wouldxpected with the services available. Often there
are clusters of the vaccine hesitant within seg(sgf the population even when overall coverage is
high. The WHO EUR TIP model provides an effectitrategy to address hesitancy by segmentation of
the population into subgroups with higher hesitalesgels, diagnosis of the major underlying factors,
then tailoring the intervention to address thesgofa followed by evaluation of outcomes. Steps are
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already underway to adapt TIP for use in LICs amdmiake the program more user friendly for
immunization program managers to use with help fexmerts with appropriate back grounds.

The systematic review and the review of review rdeiivention strategies highlighted a number of
effective strategies for improving vaccine uptaksed not all necessarily related to hesitancy. Whi
more work is needed, immunization programs neethdorporate the ones that fit their setting and
resources into their program in order to suppodciee uptake. Given that immunization programs
should have established close links with civil sbciorganization, these can be helpful in mobilizin
support for immunization, raising demand for vaesirand assisting in addressing vaccine hesitancy
depending on the underlying hesitancy factors. &awoobilization, possibly through civil organizatio
support, and a quality vaccine communication plad program are important components for all
immunization programs in dealing with hesitancy.

Effectively addressing vaccine hesitancy in additio these general actions to support vaccine
acceptance is part of good housekeeping for a tgumhimunization program. All immunization
programs need to incorporate a plan to measur@dahess vaccine hesitancy into their country’s
immunization program. The compendium of vaccingthesy survey questions may help inform these
surveys and facilitate inter- country comparisddisaring of immunization program country findings
on hesitancy can lead to improved understandinyaaitine hesitancy and development of best
intervention practices according to different majaderlying factors in different contexts.

The working group acknowledged the importance obgaizing that addressing the needed behaviour
change to overcome vaccine hesitancy is similahéoneeded behaviour change required to address
other complex communicable and non- communicabddlpms such as poor population compliance
with the diagnosis and management of a chronicadesesuch as hypertension, diabetes, sexually
transmitted infections etc.

As integration of health prevention and interventservices with other needed and wanted health and
non-health related initiatives both for individualed for communities has met with good success in
some LIC settings, this strategy can be appligdeaground level. Front line health workers, evetiw
limited training, can be taught opportunisticalhclude immunization into variety of health and non-
health services. This may help address some coemigicand convenience hesitancy factors and
minimize missed opportunities.

The Working Group concluded that the field of vaechesitancy is still evolving with a multitude of
research activities being conducted by various ggoand stakeholders. This will need ongoing
evaluation, validation of the tools developed bg ¥#Working Group and assessment of future and
current research and strategies beyond the reatheedorking Group.

Despite the lack of standardized, validated tomisnunization programs should move forward by
implementing strategies to increase vaccinatioakgt
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Vaccines have saved countless lives. However, tonge control of vaccine preventable diseases,
high immunization coverage rates must be achieVélile hesitancy to accept immunization has
occurred since vaccines were first introduced, he past decade hesitancy has been increasingly
recognized as a problem that needs attention If bgjake rates are to be achieved and maintained.

The Working Group defined vaccine hesitancy:

Vaccine hesitancy refers to delay in acceptancer@fusal of vaccines despite availability of vaccine
services. Vaccine hesitancy is complex and conspécific varying across time, place and vaccines.
It includes factors such as complacency, convenierand confidence

Following a 2.5 year review of vaccine hesitancg ®AGE Working Group on Vaccine Hesitancy
makes the following recommendations:

1. General recommendations
Following conclusions should be acknowledged andssieminated widely:

a) Vaccine hesitancy is a complex and rapidly changitabal problem that requires ongoing
monitoring.

b) There are many determinants of vaccine hesitaratyate laid out in the Matrix developed by
the Working Group.

c) Concerns about vaccine safety can be linked toinadtesitancy, but safety concerns are only
one factor that may drive hesitancy.

d) Addressing vaccine hesitancy within a country andlgdogroup requires an understanding of
the magnitude and setting of the problem, diagnoftbe root causes, tailored evidence-based
strategies to address the causes, monitoring aatlisgion to determine the impact of the
intervention and whether vaccine acceptance hagowed, and ongoing monitoring for
possible recurrence of the problem.

e) There is no single intervention strategy that astke all instances of vaccine hesitancy.
f) In low vaccine uptake situations where lack of aec® available services is the major factor,
vaccine hesitancy can be present but it shouldadhe priority of immunization programs to

address; improving services and access is theitgrior
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2. Specific recommendations
To WHO:

a) Develop core capabilities at headquarters and megievel for gaining behavioural insights
that can be applied in an integrated fashion toyr@mmunicable and non-communicable
diseases, including to hesitancy. This will requine integrated skills and knowledge of
sociologists, behavioural psychologists, anthrogists, experts in social marketing and
communication as well as specific disease expEffiiency and effectiveness of programs
could be optimized, as this recognizes that adorgsthe needed behaviour change to
overcome vaccine hesitancy is similar to the nedumthviour change required to address
other complex communicable and non- communicabtdlpms such as poor population
compliance with the diagnosis and management afnitirdiseases such as hypertension,
diabetes, sexually transmitted infections etc.

b) Engage partners, including civil society organias, at the global, regional and country
levels, to mobilize in support of immunization, itsenefits to individuals and for
communities.

c) Cross-linkages between programs should be stremgtheas vaccine hesitancy is an
overarching concept which spans across various mmation-related fields. An integrated
approach is needed to ensure consideration of nvadeesitancy within different work
streams. The landscape of organisations activiearfiéld of vaccine hesitancy needs to be
maintained and updated as a resource to facilitaikaboration and facilitate the
establishment of global networks of researchers stadteholders working on vaccine
hesitancy.

d) If beyond their scope, WHO should identify the ahle partners to take on the planning and
implementation for vaccine hesitancy related work.

To UNICEF:

a) Given their vast experience in the field of poli@ghvexpertise in civil society organization, in
communications and in behavioural change, UNICEsukhcontinue their work with member
states and ensure competencies in the field ofimadeesitancy. Although much attention is
given to the experiences from LIC, the lessonsnkecithat apply to vaccine hesitancy need to
be shared with HIC and MIC. This applies in patacuo the findings obtained from addressing
issues around polio vaccination.

3



To WHO and UNICEF:

a) Create an organizational structure to address caordinate vaccine hesitancy and demand
issues at HQ level:

1. Vaccine hesitancy work is not done in isolation muintertwined, hence should be
taken into consideration by all departments workimghe field of immunization and
beyond.

2. Regular synthesis, digestion and sharing of vachastancy monitoring, intervention,
prevention, training and research findings globaty regionally should be ensured.

3. Regular updating and dissemination of best prazticeananagement of and training for
addressing vaccine hesitancy in HIC, MIC and LIGwH be facilitated.

4. One of potentially other useful tools is the WHO EEOIP model which should be
adapted for global use. Necessary support foritrgithe trainers should be provided.
Countries should be supported in using TIP andisfpaheir lessons learned as its
effectiveness needs to be monitored, in partidul@rand MIC.

5. The pilot testing and validation of the sample syrquestions linked to the Matrix of
determinants in various contexts needs to be uakksntand coordinated jointly.

b) Consider the implementation of one or both of tr@ppsed indicators into the regional JRFs

1. The proposed etiological indicator will allow theonitoring of the three major concerns
of immunization managers in regard to vaccine haesif by year and their potential
shift over time.

2. The proposed process JRF indicator determines glilae assessment for vaccine
hesitancy is taking place. Use of country vacciasitancy survey findings will in the
future lead to improvement of the data reportedimnthe annual JRF. Beyond
assessment of process, the indicator serves asiader of good program practices and
an advocacy tool.

3. The data deriving from the indicators will be assesby the GVAP Working Group.
These analyses may lead to further refinementeoirttiicators.

To WHO, UNICEF, other international organisations and partners:

a) Build regional capacity to support country progressn vaccine hesitancy.

b) Ensure opportunities for community input into vaecihesitancy strategies for prevention,
diagnosis, intervention and monitoring to ensued they resonate with communities.



c) As steps are taken to improve vaccine program camgations in LMIC, ensure that these also
facilitate an understanding of vaccine hesitancy #re role communication may or may not
play in driving and addressing hesitancy.

d) Create and /or facilitate opportunities for shari@gsons learned about vaccine hesitancy on a
regular basis.

e) Work together to develop, validate and/or prombteuse of tools to address vaccine hesitancy
in different setting in HIC, MIC and LIC, includingols on monitoring, diagnosis, intervention,
evaluation of impact, cost and community accepitgbil

f) As integration of health prevention and intervemtgervices with other needed and wanted
health and non-health related initiatives bothifwlividuals and for communities has met with
good success and needs to be applied more widetgunization needs to be included. This
can help address some complacency and conveniesitarity factors.

g) Encourage and support research on vaccine hesitancy

i. Research on prevalence, determinants, effectiveervantion strategies,
prevention, recrudescence and early interventipeaally in LMIC but also in
HIC.

ii. Expand research to capture factors not only aintigidual level, but also at the
community, contextual (politics and policies, commuation and media, social
norms, influential leaders, civil society organieat etc.), and organizational
levels (vaccine and vaccination specifics issuesjemof delivery, etc) in HIC,
MIC and LIC settings.

To regional and country immunization advisory commitees:

a) Give consideration to vaccine hesitancy issuekeir tegion or country.

b) Assist with dissemination of the deliverables depeld by the Working Group.

To member states:

a) Incorporate a plan to measure and address vacesigahcy into their country’s immunization
program as part of good program practices; the emmipm of vaccine hesitancy survey
guestions may help; use of questions from the conlipen facilitates inter-country
comparisons, though the survey questions still nenba be validated throughout different
settings.



b)

f)

9)

h)

Within the immunization program and beyond, undertaducation and training of health care
workers to empower these to address vaccine hegitasue in patients and parents.

Given their impact on the patient, vaccine hesithahaviours within HCWs should be
addressed.

Ensure education on vaccination and immunizatiogeneral, and addressing vaccine hesitant
patients in particular, by inclusion relevant traginto academic curricula of nursing, medical
and other health care professional students.

Ensuring education and knowledge about vaccinegoimger individuals provides a good
opportunity to further shape future vaccine belsaig behaviour.

As part of good immunization program practice, Icdaciety organizations need to be involved
in supporting vaccine programs, in enhancing denfandraccine and in helping to address
vaccine hesitancy depending upon the underlyingpfac

Regularly share country information, research &sddns-learned on vaccine hesitancy among
member states. Practices and interventions, idea&llyence-informed, need to be documented,
evaluated and shared.

The systematic review and the review of reviewndélivention strategies highlighted a number
of effective strategies for improving vaccine umaklbeit not all necessarily related to
hesitancy. While more work is needed, immunizapoograms need to incorporate the ones
that fit their setting and resources into theirgsean in order to maintain or increase vaccination
uptake.



