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Abstract

Background

At present Covid-19 is a leading cause of death in India. The only hope to mitigate the
Covid-19 pandemic is through vaccines. When it comes to vaccine decision making, the
continuum between vaccine acceptance and vaccine refusal needs to be addressed.
Policymakers need to create strategic vaccine-acceptance messaging to curb vaccine
hesitancy and in effect increase vaccine uptake.

Methods

Cross sectional online self administered survey was conducted in June 2021 to understand
the key factors responsible for Vaccine hesitancy and assess vaccine attitudes, awareness,
preferences and vaccine confidence in domestically made Covid-19 vaccines.

Results

Of 503 participants surveyed, 14.2 percent were unsure whether they wanted to get
vaccinated. Compared to Healthcare workers, general public was significantly more likely to
be vaccine hesitant. Among the age groups, those belonging to 46-55 and 56 and above were
0.85 and 0.94 times less likely to be vaccine hesitant than their other counterparts. Those
who did not know about their current health status i.e. co-morbidities were 4 times more
likely to vaccine hesitant than those who knew and had pre-existing health conditions. Those
who did not register on CoWIN portal were 8 times more likely to be vaccine hesitant than

those who registered.
Conclusions

The finding that younger age group, those who had no pre-existing health conditions or were
doubtful and not registering are less likely to be vaccinated, suggests that raising awareness
targeting different age groups and levels of concern while addressing doubts regarding
suitability of vaccine is the way to go forward. There is need for targeted evidenced based
behavior change communication and IEC materials endorsed by healthcare professionals to

increase COVID-19 vaccine acceptance.

Keywords: Covid-19, Covid-19 Vaccine, Vaccine Hesitancy, India.
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Covid-19 Vaccine hesitancy: an Indian purview

Chapter 1 - Introduction:

Nearly 2 million Covid-19 deaths and over 89 million COVID-19 cases had been confirmed
worldwide by the first week of January 2021.With its unprecedented pace and scope it
allowed little time to adopt effective and proportional intervention and left us with two
public health measures — Non pharmaceutical interventions (NPI) and Pharmaceutical
Interventions (PI). While playing a critical role in reducing transmission rates, long term
reliance on them can have a negative influence on people's overall well-being, society's
functioning, and the economy. A more balanced and targeted approach is required towards
lockdowns and mobility restrictions such that the pandemic can be contained whilst running
the economy to minimize losses. Vaccines are the only way to mitigate the spread of the
pandemic.

From the advent of smallpox vaccine in 1796 to vaccines against Covid-19 in 2021, no
human intervention has contributed to global health more than large-scale immunization
efforts by means of vaccination. It prevents between 2-3 million deaths per year while being
cost/time and life savvy. It is arguably one of the most successful achievements of science;
however, this success has always been accompanied by opposition to its practice as
evidenced by the current situation worldwide. Immunization and in turn vaccination is a
victim of its own success.

Approved via Emergency Use Authorization (EUA) Covid-19 vaccines are being developed
far more rapidly than traditional vaccines. But timeliness and availability are not the only
factors responsible for vaccine uptake and preventing further spread and development of
herd immunity. A vaccines utility depends on its safety, efficacy, accessibility, mass
penetration and utilization. When it comes to vaccine decision making, the continuum
between vaccine acceptance and vaccine refusal needs to be addressed. This prompts

discussion on vaccination hesitancy.

Identified as the top 10 threats to global health in 2019 by WHO, VH can be defined as “the

reluctance or refusal to vaccinate despite availability of vaccines”. An attitude of



ambivalence towards vaccination where a person can, “delay, be reluctant and still accept, or
refuse some or all vaccines” (MacDonald; 2015). It is not about anti or pro vaxxers or even
simply about acceptance or refusal. Acceptance in itself can be active (informed decision
making based on perceived benefits and need) or passive (compliance due to social pressure
or recommendations). Even for a population with high uptake the acceptance may be low (in
case mandated by government or workplace), or low uptake could mean high acceptance (in
case availability, accessibility and affordability are in question). Vaccine hesitancy is the
subgroup of people who are unsure about vaccination in general or even one specific
vaccine in particular. Its determinants are multi dimensional and context specific — varying

from time, place and vaccines. According to WHO, three main factors contribute to VH —

e Fear towards (misconception of vaccines posing risk of infection) / lack of
confidence in vaccine,
e Low perception of need for vaccines (underrated disease severity),

e Low availability and trouble accessing vaccine.

For this study we focus on vaccine hesitancy with regards to Covid-19 vaccine. This study
attempts to understand the key factors responsible for VVaccine hesitancy and assess vaccine
attitudes, awareness, preferences and vaccine confidence in domestically made Covid-19

vaccines.

1.1 - Objective of Study

Research Question

What are the key factors responsible for Vaccine hesitancy in India?

Research Objectives

Broad Objective: To assess the sociodemographic and attitudinal determinants of vaccine
hesitancy across a representative sample.
Specific Objectives:

e To determine the key factors responsible for VVaccine hesitancy



e To assess vaccine attitudes, awareness, preferences and vaccine confidence in

domestically made Covid-19 vaccines.

1.2 Theoretical Framework

Determinants of VH

e “Contextual Influence

e Individual and Group Influence

Health e Vaccine and vaccination specific issues”
Professionals’ «public Health
Recommendatio and Vaccine
ns (Physicians, policies
Nurses,
Pharmacists) e Vaccination
e Knowledge & Individual Decision Making programs
Awareness about Vaccination e Promotion and
e Training communication
e Maybe Refusal Acceptance o Safety
vaccine < Hesitancy > evaluation and
hesitant Continuum monitoring”
themselves A

Communication and Media

e Traditional Media
e Internet and Social Media
e Anti vaccination activists

Figure 1.2 — Hesitancy Continuum and factors affecting it.

Source — Adapted from Immunotherapeutics 9:8, 1763-1773; August 2013; Landes

Bioscience.




Chapter 2 - Review of Literature

Vaccination reduces both the incidence and prevalence of VPD’s (Vaccine Preventable
Diseases); however this success has always been accompanied by opposition to its practice
as evidenced by the current situation worldwide.

“Globally, as of June 7, 2021 there have been 173,005,553 confirmed cases of Covid-19,
including 3,727,605 deaths reported to WHO. As of June 4, 2021, a total of 1,900,955,505
vaccine doses have been administered.”

“In India, from 3 January 2020 to 4:55pm CEST, 7 June 2021, there have

been 28,909,975 confirmed cases of COVID-19 with 349,186 deaths, reported to WHO. As
of 31 May 2021, a total of 218,358,591 vaccine doses have been administered.”

Despite the huge death toll reticence towards uptake can be observed among the masses.
Vaccine Hesitancy is not unique to Covid-19 vaccine. According to the SAGE Working
Group, there were widespread issues in 2013 with vaccination uptake for HIN1 and HPV
too. There has also been a threefold increase in literature around issues of acceptance and
barriers to vaccination.

The question that needs to be answered here is -Why then with previous experience and
increased literature, has vaccine hesitancy not been addressed before the distribution of the
vaccines?

The answer lies within the trends of previous research; while children’s vaccines have
remained a steady focal point, divergence has been seen for both adult and adolescent
vaccines. Despite evidence of behavioral and attitudinal barriers to vaccination in adults, it
has been an understudied and under-researched area in India.

Another reason to the dearth in research regarding Vaccine Hesitancy is its multiple,
complex and context specific factors. That they vary across time, place and vaccines

themselves is what makes them difficult and unprofitable to study for large populations.



Various models have been made based on experience of various countries, like 3C model by
European Commission Report and SAGE group Matrix of determinants of VH. Extensive

literature review has been done on the same by Larson et al; 2014.

Apart from the factors mentioned in the models above, there are certain other drivers — like
perceived severity of disease and risk and susceptibility towards both, perceived benefits and
barriers like concern about safety and efficacy, towards mode of administration (needle pain,
fear) or distrust of government and pharmaceutical companies and their agenda. (Dube et al;
2013, Larson et al; 2014, Taddio et al; 2015).

There has also been evidence that Healthcare providers knowledge, endorsement and
recommendation of vaccine safety and efficacy is a key stratagem to build confidence in
others. Few studies (Kata A; 2012, Kennedy et al; 2011) have shown that negative

information regarding vaccines on Internet is correlated to an increase in Vaccine Hesitancy.

Multiple studies (Dror et al; 2020, Ding et al; 2021, Ghazy et al; 2021) have been conducted
on Covid-19 vaccine acceptance as well, but these studies assessed acceptance using
hypothetical questions when no vaccines had been developed. Now with various vaccines
under development and a few emergency approved vaccines afloat, we should have had
exceptional uptake not only globally but domestically as well. Since that is not the case, it is
crucial to have a thorough awareness of the present situation and the factors that influence
VH.

“Understanding how different vaccine attributes affect individual preferences about
vaccination may help inform public health authorities about what types of endorsements,

incentives, or messages are necessary to achieve broader community uptake.”

For this study we have adapted the 3C model of complacency, convenience and confidence

as per our needs.



Chapter 3 — Methods and Materials

3.1 — Study Design

The primary objective of this study is to evaluate the key factors responsible for vaccine
hesitancy in India. In order to complete this objective, a mixed methodology was used. A

literature review followed by evaluation of primary data sources.

First a literature review was conducted from the internet using Google Scholar, Mendeley,
and PubMed databases. The search criterion was limited to literature from 2011-2021
focusing on studies looking at Vaccine Hesitancy and associated factors. Key search terms
included were Covid-19, Covid-19 vaccine, Vaccine hesitancy. Both peer-reviewed journals
and official government reports were included in this search.

Based on the findings a cross sectional online self administered survey was conducted from
June 10 — June 17, 2021. The link to the survey was advertised across social media
platforms and was available in both Hindi and English languages. Before participants could

proceed to the questionnaire, they had to give their informed consent on the survey site.

Inclusion criteria —
e The respondents are Indian citizens

e At least 18 years old

3.2 — Participants

A total of 516 adults completed the survey (non probability convenience sampling). Out of
these 13 sets had missing data and were excluded from further analysis.

3.3 — Study Material

A Predesigned and structured questionnaire was designed to understand the key factors

responsible for vaccine hesitancy and assess vaccine acceptance, attitude and awareness. In



addition, the questionnaire was created in such a way that concerns, expectations,
preferences and vaccine confidence in domestically made Covid-19 vaccines could be
assessed. In order to gather unbiased responses, few questions were inserted to hide the true
objective of the survey. Details of the research instrument are given in the appendix.

3.4 — Outcome Measures

The questionnaire design was guided by the SAGE group matrix of hesitancy

determinants. These included:

Contextual factors like Age, Gender, Religion, Caste, Educational level, influence of leaders

and media.

Individual and Group Influence like Self perceived risk, Vaccination experience, perception
of Safety, efficacy and accessibility of vaccines and vaccine importance, Mode of

information and motivators.

Vaccine specific issues like Risk to children and elderly, Confidence in the COVID-19

vaccines available.

3.5 — Analysis

We used Excel and SPSS 22.0 to analyse the data using descriptive statistics, Chi square,

and binary logistic regression.

Chapter 4 — Results

4.1 — Socio-Demographic Profile

We received 516 responses to the survey; of these 13 had missing values and were excluded
from the analysis, leaving 503 responses. The demographic distribution of respondents
showed that 19.5 percent were healthcare workers; the remainders were from general public.
53.1 percent of them were male. Majority of the respondents (87.9 percent) resided in urban
areas, followed Hinduism (91.1 percent) and 83.7 percent belonged to General Category

with OBC and others making up 9.5 and 6.8 percent respectively.



Age group 18-25 and 26-35 constituted the majority with 29.4 and 30 percent respectively.
Age group 36-45, 46-55 and 55 and above saw a decreasing order with 16.5, 14.1 and 10
percent respectively. The educational status of the same was led by more than half i.e. 65.4 percent
being graduates or holding higher degrees, 22.5 percent having secondary education and 12.1 percent

having less than Grade 8 education. Of these 65.2 percent were employed and 34.8 percent were
unemployed.

72.8 percent of them did not have any existing co morbidities while 18.3 of them did. The
remaining 8.9 percent did not know whether they had any existing co morbidities or health
conditions. (See Table 4.1)

Table 4.1: Demographic Attributes of the Respondents (N = 503)

Characteristics Percent
Respondent Type
Healthcare workers 195
General Public 80.5
Age
18-25 29.4
26-35 30.0
36-45 16.5
46-55 14.1
56 and above 10
Gender
Male 53.1
Female 46.9
Religion
Hindu 91.1
Others 9.0
Caste
General 83.7
Other backward class 9.5
Others 6.8




Table 4.1 continued

Residence

Urban 87.9

Rural 12.1
Education

Less than Grade 8 121

Secondary Schooling (9-12) 22.5

Graduate and above 65.4
Occupation

Employed 65.2

Umemployed 34.8

Co morbidities

Yes 18.3

No 72.8

Don’t Know 8.9

4.2 — Vaccination Status

Analysis pertaining to COWIN Registration and vaccination status and the results of the
same suggested that about three fifth of the respondents (67.6 and 60.6 percent respectively)
had both registered on the portal and gotten vaccinated. 18.1 percent respondents had not
registered on CoWIN portal while 14.3 percent were going to register later.

25.2 percent of respondents were going to get vaccinated later and 14.2 percent were unsure
whether they wanted to get vaccinated. Those who answered they would need more
information, did not know, or would refuse the vaccine were categorised as vaccine

hesitancy/unsure. (See Table 4.2)




Table 4.2: Vaccination and Registration status of the Respondents (N = 503)

Vaccination Status

Yes 60.6
No, I will get it later 25.2
I’m unsure whether I want to 14.2

CoWIN Registration

Yes 67.6
No 18.1
I will later 14.3

4.2.1 — Reasons for getting vaccinated

The top three reasons for getting vaccinated were ‘To protect me from the disease’, ‘on
recommendation of family member’ and ‘on recommendation of health personnel’
respectively. As necessitated by employer or by indicators in work was another favored
response. Mass influence like with everything else seemed to play a significant role in
getting vaccinated. Surprisingly the positive influence of media was not seen as it was the
lowest ranking option apart from others and is one of the top three trusted sources of
information. (See figure 4.5.6)
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Figure 4.2.1 — Reasons for getting vaccinated

4.2.2

— Barriers to vaccination

While the barriers to vaccination has varied options

Unavailability of vaccines (9.8 percent) and slots (12.5 percent) show intent to
registration and getting vaccinated.

Scared of side effects (19.3 percent), Scared of needle/pain (5.2 percent), Risks
outweighing benefits (7.4 percent), wanting to wait until tested by others (19.9

percent) make up a whopping 51.8 percent that represents concerns regarding Safety

and efficacy of Covid-19 vaccine.
While the section that chose Covid 19 symptoms are mostly mild (4.9 percent),
Natural immunity is better (8.2 percent), not at risk of catching the virus (7.4

percent) possesses a greater challenge to BCC and IEC programmes given the lack of

acceptance for the disease severity and in turn the vaccine.
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Figure 4.2.2 — Reasons for not getting vaccinated

4.3 — Factors associated with Vaccine Hesitancy

To understand the factors associated between “Vaccine Hesitancy” and different socio-

demographic variables, chi-square test was accomplished separately. From the

investigations, the p<0.05 indicates that there was a significant association between

vaccine hesitancy and Respondent type, Age, Religion, Caste, Education, Co

morbidities and CoWIN Registration. Gender, residence and occupation did not show

significant relation with Vaccine hesitancy (See Table 4.3).
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Table 4.3 — Factors associated with Vaccine Hesitancy

Factors associated with VVaccine Hesitancy

Demographic No, I will I'm unsure .
- Yes " whether | Total Chi square | P value
characteristics get it later
want to
Respondent Type*
HeaItEcare 73 21 4 98
Gonoral 13237 | 0.001
. 232 106 67 405
Public
Age*
18-25 85 48 15 148
26-35 90 46 15 151
36-45 36 24 23 83 46.361 <0.001
46-55 52 7 12 71
56 and above 42 2 6 50
Gender
Male 163 61 43 267
2.912 0.233
Female 142 66 28 236
Religion*
Hindu 282 117 59 458
6.435 0.040
Caste*
General 260 110 51 421
Other
class
Others 13 8 13 34
Residence
Urban 274 106 62 442
3.439 0.179
Rural 31 21 9 61

13




Table 4.3 continued

Education*
oo than 32 18 11 61
Secondary
Schooling (9- 56 34 23 113 12.464 0.014
12)
Graduate and 217 75 37 399
above
Occupation
Employed o % 1 528 1.699 0.428
Unemployed 108 47 20 175
Co morbidities*
Yes 65 10 17 92
No 228 102 36 366 47.295 <0.001
Don’t Know 12 15 18 45
CoWIN Registration*
Yes 274 48 18 340
No 31 31 29 91 202.880 <0.001
I will later 0 48 24 72

* Denotes significant association i.e. < 0.05

4.4 —Determinants of Vaccine Hesitancy

An attempt was made to find out the determinants of vaccine hesitancy. A binary logit
regression analysis was carried out with vaccination status Yes=0 and No =1. The analysis
suggests that predictors namely, Age group, Respondent Type, Caste, Co morbidities and
CoWIN Registration had emerged as statistically significant determinants for vaccine
hesitancy (See Table 4.4).
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Table 4.4 — Determinants of Vaccine Hesitancy

Determinants of VVaccine Hesitancy

Determinants Exp (B) CI (lower) ClI (upper)
Respondent Type
Healthcare
workers@
General Public* 4.316 1.840 10.125
Age
18-25@*
26-35 1.088 0.549 2.156
36-45 0.984 0.435 2.225
46-55* 0.149 0.049 0.449
56 and above* 0.059 0.016 0.216
Gender
Male@
Female 1.140 0.663 1.960
Religion
Hindu@
Others 1.008 0.369 2.750
Caste
General@*
Other backward 0.461 0.175 1.215
class
Others 2.595 0.835 8.060
Residence
Urban@
Rural 1.504 0.682 3.317
Education
Less than Grade 8@
sm%%ﬁ?:;?gm) 1.619 0.571 4.592
Graduate and above 1.160 0.451 2.985

15




Table 4.4 continued

Occupation
Employed@
Unemployed 1.326 0.732 2.401
Co morbidities
Yes@*
No 1.610 0.698 3.712
Don’t Know* 4.076 1.355 12.254
CoWIN Registration*
Yes@*
No* 8.035 4.825 13.382

@ is Reference Category,
*Denotes significant association i.e. < 0.05

4.5 — Attributes for Vaccine Acceptance, Vaccine Confidence and Vaccine Preference

“Vaccine hesitant individuals are a heterogeneous group who hold varying degrees of
indecision about specific vaccines or vaccination in general. Vaccine hesitant individuals
may accept all vaccines but remain concerned about vaccines, some may refuse or delay
some vaccines, but accept others; some individuals may refuse all vaccines.” (WHO SAGE

Meeting, 2013)

It is a behavior, influenced by a host of factors out of which we selected three broad
categories to answer our objectives- Vaccine Acceptance, Vaccine Confidence & Vaccine
Preference. Basic understanding of the need for vaccines, belief in their safety and efficacy,
and access to vaccines and immunization services are all important factors associated with

vaccine uptake rates.
4.5.1 -Vaccine Acceptance

When there is no/low perceived risks and need for vaccine, and alternate ways (natural
immunity, alternative medicines) are perceived to be better than vaccination it can be said
that VVaccine Acceptance is low. Figure 4.5.1 shows the Concern about contracting diseases
among the respondents. Though majority of them answered with Very concerned (36.5%)

and moderately concerned (35.3%), a substantial number of people reported feeling a little
16




(16.7%) or not at all concerned (11.5%). As a follow up respondents were asked about how
important they think Covid-19 vaccine is to prevent the disease. While a little more than half
the respondents perceived the vaccine to be very important (50.7%), 2.2 percent thought the
vaccine was of no import and 16.1 percent remain undecided on the importance of the
vaccine to fight against the disease (See figure 4.5.1 (b)). Despite not being at all
comparable to the actual population of India, as a representative sample the figures are a bit
worrying as they show that figures for self perceived risk/severity of the disease and

vaccination as a way to fight the disease are not where they ought to be.

| @ Not at all concerned
@ A little concerned

Moderately concerned

@ Very concerned

Figure 4.5.1(a) — Concern about contracting disease

Importance of Vaccine

Very important | 255 (50.7%)
Q .
g Somewhat important 156 (31%)
£ |
2
£ Undecided 81 (16.1%)

Not important F 11 (2.2%)

0 50 100 150 200 250 300
Respondent No.

Figure 4.5.1(b) — Importance of vaccine
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45.2 -Vaccine confidence

Vaccine confidence pertains to trust in safety and efficacy of vaccine, healthcare workers

and public figures that endorse them and trust in the agenda of the companies that

manufacture them. As can be seen from Figure 4.5.2 (a) for all three parameters of Safety

(does not cause health problems), Effectiveness (protects against disease) and Accessibility
(available in need) the highest score comes from between the scales i.e. a moderate amount.
There are a good number of skeptics (19.3%, 11.9%, and 13.5%) and naysayers (3%, 2.6%,

and 5.2%) for Accessibility, Efficacy and Safety respectively. When asked whether the

vaccine is something they would recommend to children (hypothetically) and elderly, 82.5

percent respondents gave positive responses for elderly (63% chose definitely while 19.5%

chose probably) and 66.4% gave positive responses for children (43.9% chose definitely

while 22.5% chose probably). It is the respondents who were unsure or would definitely not
recommend vaccination that need to be targeted while disseminating information (See figure
4.5.2 (b)). Vaccine hesitancy doesn’t arise solely from a lack of knowledge or awareness, it

also stems from misinformation (that is not clarified) and legitimate doubts that are not

answered. What this tells us is that when targeting BCC or developing IEC material the most

pertinent questions need to be addressed.

Vaccine Confidence

u

17.9%
Completely 20.7%
27.6%

22.7%
Quite a bit 29.6%
22.7%

Scale

19.3%
A little

Not at all

Percentage Response

E| Accessibilitv M| Efficacv M| safetv

37.2%
A moderate amount 35.2%
31%

0% 5% 10% 15% 20% 25% 30% 35% 40%

Figure 4.5.2 (a) — Safety, Efficacy, Acceptability
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Recommendation to Children and Elderly

Definitely not
Probably not

Not sure

Scale

Probably

Definitely

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Percentage Response

M Elderly M@ Children

45.2 (b) — Recommendation to Children and Elderly

45.3 -Vaccine Preference

Vaccine Preference is the choice made based on ease of access, place of origin and other

factors affecting views on vaccine.

In the course of decision making about vaccine uptake/utilization, having doubts and
concerns regarding it is legitimate. With the world becoming a global village and all sort of
information at our fingertips, misinformation regarding Covid-19 disease and its vaccine are
bound to spread. It is thus imperative for public health officials and politicians championing
the vaccine to find a viable medium to address the doubts and concerns of the masses as well
as prepare a proper channel for effective messaging. To that end Arogya Setu App and
CoWIN portal of India have won many accolades. Its fast track implementation and usage
for Covid 19 vaccine registration has shown a significant relation with vaccine uptake, but

how well does it work as a government approved outlet for information dissemination. How
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does it fare compared to traditional media and what have the masses chosen as their
information medium. To answer these questions the 3 most trusted sources of information
were asked; Health personnel’s (21.6%) and Family and Friends (15.8%), Television as a
media outlet (14.7%) stood out. Internet (10.9%), Arogya Setu App (9.2%) and Newspaper
(9.1%) followed (See Figure 4.5.3 (b)).

As can be seen from figure 4.5.3(a) half the respondents prefer domestically produced
vaccines while 16 percent preferred foreign made vaccines. For 26 percent of the
respondents the choice does not matter and almost 8 percent remain skeptic and would not

choose any vaccine.

Vaccine Preference

254 (50.5%)

130 (25.8%)

81 (16.1%)

Respondent No.
[EEY
3

38 (7.6%)

Domestically produced Foreign made vaccines | wouldn’t choose any Doesn’t matter
(Indian) vaccine

Origin of Vaccine

Figure 4.5.3 (a) — Preferred vaccine
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Trusted Source of Information

Others 41 (2.7%)

Family & Friends 238 (15.8%)

Religious leader(s) 12 (0.8%)

Political leader(s) 39 (2.6%)

Social Media (Twitter, Facebook etc.) 121 (8%)

Internet 165 (10.9%)

Newspaper 137 (9.1%)

Radio 70(4.6%)

TV 221 (14.7%)

Arogya Setu App 139 (9.2%)

325 (21.6%)
Health personnel

0 50 100 150 200 250 300 350

Figure 4.5.3 (b) — Trusted Source of Information

Chapter 5 — Discussion

With new cases and fatalities on a rise and non pharmaceutical interventions having limited
effect in curbing them, containment and eventual eradication will require vaccines and its
substantial uptake. While at the onset of disease, developing the vaccine was seen as the
most imperative task, we have since learned that unless vaccine hesitancy is considerably
decreased, authorized vaccinations would fail to achieve their intended aim. Thus, in order
to strategize and achieve large scale vaccine acceptance, it is critical to examine VH and its
causes locally.

Similar studies (A.A Malik et al; 2020, Alabdulla et al; 2021) show that “COVID-19
vaccine acceptance can be predicted with relatively high accuracy by readily available
demographic characteristics.”
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Here, the results revealed that in comparison to Healthcare workers, general public are
significantly more likely to be vaccine hesitant. Among the age groups, those belonging to
46-55 and 56 and above were 0.85 and 0.94 times less likely to be vaccine hesitant than their
other counterparts. Those who did not know about their current health status i.e. co-
morbidities were 4 times more likely to be vaccine skepticsthan those who knew and had
pre-existing health conditions. Those who did not register on CoWIN portal were 8 times
more likely to be vaccine skeptics than those who registered. The finding that younger age
group, those who had no pre-existing health conditions or were doubtful and not registering
are less likely to be vaccinated, suggests that raising awareness targeting different age
groups and levels of concern while addressing doubts regarding suitability of vaccine is the

way to go forward.

A strong preference for domestically produced vaccines to those produced abroad had been
observed during literature review. “Available evidence suggests that this preference for
domestic vaccines over foreign ones may stem from prejudice against foreign countries, but
identifying prejudice-based vaccine preferences is difficult because people also draw

inferences about the quality of vaccines based on country of origin.” (Kobayashi Y et al;
2021). To this end a question for origin preference was included in this study. Our results

show a skew towards domestically produced vaccines.

A fundamental to health education is that it must reach to all communities, especially the
high risk and most vulnerable sections of society. Media plays a strong role in educating the
masses about the disease, its vaccines, their safety and availability and in preventing future
infections and deaths. The 3 most trusted sources of information were Health personnel’s
(21.6%), Family and Friends (15.8%), and Television as a media outlet (14.7%) stood out.
Despite best efforts negative media and fake news can’t be curbed, so developing trust in the

official mode of communication is a must for effective messaging.

At its peak and when danger seems eminent, it is easy to disseminate messages, as the
audience is eager to uptake. But having lived with a pandemic for about two years concerns
regarding the same begin to drop. It was seen that quite a few respondents (11.5%) were not
at all concerned about contracting the disease and few of the options chosen for not getting
vaccinated like, Covid-19 is a disease with mild symptoms and natural immunity is better

suggest that they do not accurately perceive threat or severity of Covid-19, and this directly
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translates to the lack of uptake of vaccination by those respondents. Their behavioral intent
is influenced by their perceived lack of threat and their variable evaluation of the benefits of

vaccination.

While most of the respondents for this survey recognized the importance of vaccination, we
need to acknowledge that there is a need for more targeted approach while disseminating

information and awareness on Covid-19 and its preventive measures.
Limitations -

The sample may not be generalizable to the broader Indian population, which is a study
limitation. A substantial majority of users live in urban areas, following Hinduism, and
belonging to 18-35 age groups which skews the response base. The possible economic and
environmental influences that are less explored could also account for differences in

promoting vaccination.

Chapter 6 — Conclusion

Success of planned immunization initiatives and mass immunization depends on vaccine
uptake and a significant proportion of the respondents for this study showed vaccine
hesitancy to Covid-19 vaccine. The hesitancy attitudes were mostly driven by lack of
knowledge and concern around the vaccine safety. The reliance on health personnel and
family and friends opinions rather than personal research or the government mandated app
underlines the role of positive media that targets family centricity (on recommendation of
family members or for the protection of loved ones being popular choices) and addresses the

concerns regarding Vaccine safety and efficacy.

We need more research to understand KAPA (Knowledge, Attitude, Practice, and
Awareness) influences with regards to Covid-19 disease and its vaccine. A complex array of
interrelated factors was seen at play since expected sociodemographic factors though
significantly associated did not seem to be the determinants for vaccine hesitancy. VH was
associated with both high and low educational and occupational status, place of residence
and varied across age. This showcases the need for targeted evidenced based behavior change

communication and IEC materials endorsed by healthcare professionals to increase COVID-19

vaccine acceptance.
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These findings highlight the urgent need to address vaccination hesitancy in combination

with vaccine distribution as COVID-19 vaccines become more widely available.
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Data collection tool - Questionnaire

The questionnaire is composed of four sections. The first section collects data on

sociodemographics: age, gender, education, occupation etc (Q 1-9). The second, third and

fourth sections include questions on Vaccine acceptance (Q 10-17), Vaccine Confidence (Q
18-24) and, Vaccine Preference (Q 25-28) respectively.

S No.

Questions

Options

Code

Demographics

Respondent Type

Healthcare workers
General Public

Age

18-25
26-35
36-45
46-55
56-65
66 and above

Gender

Male
Female
Others

Religion

Hindu
Muslim
Sikh
Christian
Others

Caste

General

Scheduled caste
Scheduled tribe
Other backward class
Other

Residence

Urban
Rural

Education (In terms of highest
standard completed)

Iliterate

Never attended school but can read and
write

Primary (upto class 5th)

Secondary (upto class 8th)

High School

ODUOIT R WNREPEINPFPIOPRPOWONRPFPOPRPOWONRPONREFOOGPRERWODNEINPE
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Graduate and above

Occupation

Government employee
Private employee

Self employed

Daily Wage earner
Unemployed

Student,

Retired,

Homemaker

Other

oo

Do you have any pre-existing
iliness or health conditions (like
Pregnancy, Heart conditions,
Diabetes, Hypertension etc)

Yes
No
Don’t know

ONNPFRPOOOONO OIS, WN -

Vaccine Acceptance

10.

How concerned are you about
getting Covid-19

Not at all concerned
A little concerned
Moderately concerned
Very concerned.

11.

Have you been tested for Covid

Yes, a positive test

Yes, a negative test

Had symptoms but not been tested
No symptoms, not been tested

No symptom, but got tested

Other

12.

Have you registered on the Co-
WIN Portal for vaccination?

Yes

No

I will later

I never will
Not applicable

~

13.

If No/l will later/never will, Why

Finding it difficult to register online

| doubt the efficiency of the vaccine

| have heard negative things about the
vaccine

| am Pregnant/lactating mother

I have other medical conditions/disease/s
My religious beliefs don’t allow it
Others

OCOUTPA,OWNRFRPOUOPRRWONRPFPOOOPRWNRERWDNE

14.

Have you been vaccinated against
Covid 19

Yes

No, I will get it later

I’m unsure whether I want to
| do not plan to ever

15.

If Yes, what was the main reason
you decided to get vaccinated?

To protect me from the disease

On recommendation of health personnel
Recommendation from TV, Radio, health
campaign etc

On recommendation of family member

WNRFRIR~RWN PR

o
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Necessitated by employer/by indicators
in my work

Everyone was getting vaccinated, so | did
it too.

Others

16.

If No/Unsure/Never, Why
(Multiple choice)

Vaccine not available at center
Slots not available

Scared of side effects

Scared of needle/pain

Risks outweigh benefit

Want to wait until tested by others
Covid 19 symptoms are mostly mild
Natural immunity is better

Not at risk of catching the virus
Cost is high

Other

oo O

17.

In your opinion, how important is
the Covid-19 vaccine to prevent
the disease.

Not important
Undecided
Somewhat important
Very important

AP OWONPOPRPOONOOITE,WNPRE

Vaccine Confidence

18.

How much do you think the
following characteristics apply to
Covid vaccines available in India

19.

Safe (does not cause health
problems)

Not at all

A little

A moderate amount
Quite a bit
Completely

20.

Effective (protects against
disease)

Not at all

A little

A moderate amount
Quite a bit
Completely

21.

Accessible

Not at all

A little

A moderate amount
Quite a bit
Completely

22.

Will you recommend vaccine to
elderly family member?

Definitely
Probably

Not sure
Probably not
Definitely not

OO WDNRFRPOPRRWONRPFRPORWONRERORWNDPE
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23. | Will you get your children (below | Definitely 1
18) vaccinated for Covid-19? Probably 2
Not sure 3
Probably not 4
Definitely not )

24. | On whose recommendation Health personnel (Doctor, Nurse etc) 1
would you get vaccinated Public figure 2
(multiple choice) Ministry of Health/WHO 3

friends/family 4

Recommendation from TV, Radio, health | 5

campaign etc

Other 98
Vaccine Preference

25. | The vaccine you would choose to | Domestically produced (Indian) vaccine |1
get vaccinated with or Foreign made vaccines 2
recommend to others would be I wouldn’t choose any 3

Doesn’t matter 4

26. | Do you feel you get enough Not enough information 1
information about Covid-19 Sufficient information 2
vaccines and their safety? Too much information 3

27. | Have you seen/heard any Yes 1
information about Covid-19 No 2
vaccines that you could not Don’t Know 98
determine were true or false?

28. | What is your most trusted source | Health personnel 1
of information about Covid19 Arogya Setu App 2
vaccines? TV 3

Radio 4
Newspaper 5
Internet 6
Social Media (Twitter, Facebook etc.) 7
Political leader(s) 8
Religious leader(s) 9
Family and Friends 10
Others 98

Informed Consent Statement —

Participation in this study was voluntary. Informed consent was ensured by the presence of
an introductory section in the survey, with the submission of responses implying an

agreement to participate.
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