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Introduction

This report presents the results of the work done in the EU Joint Action ometion (EUJAV) Work
Package 8 (WP8) task 8.1. The aim of task 8.1 in WP8 corresponds to the specific objective 5-IAtWe EU
G¢2 RSOSE2LI F a2adSYFHGAO 20SNBASS | yR lylfteaAra
hesitancy and uptakencluding best practices and lessons learned in the Member States and their

NJE 3 A Phis #egdoét has been written by the EJAV team at the Finnish Institute for Health and Welfare
(THL) leading this work in the BIAV.

Task 8.Fxamines

A WKIFEG 1TAYR 2F NBASIHNOKnolaSR RSUSNYAYlFyla o0SK
identified

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

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

And

A Identifiescases that can be presented as constructive examples of both successfulamdessful
actions, practices and decisions.

Corresponding work, examining and mappihay the organisations rgponsible for thenational
immunisationgprogrammegNIPs) and stakeholders active in the fieldEuropeperceive the situation
related to vacaie hesitancy and uptakendhow they work with tackling issues connected to these, has
not been done previouslyt is only byexamining the differenexperiences, perceptiongpod practices
and lessons learned fromuo European peers thave canstart to capitalisédrom the work done irthe

field in EuropeResults from this report are shared through the European Health Policy Platform.

Data Collection

A specific survey togAnnex 1was developed in collaboratiomith WP8 participant&nd colleagues from
the ECD@nd the European Commissian order to gather dataAt the end two similarversionsof the
surveytool, onefor the Member Statesand another for stakeholder groupwere created. Thilember
State version contained 73 questions, while the stakehol@esion contained8 questionsSome
guestions were specific for easlirvey.The questionsvere a mixture of Likerscaletype, yes/nq
guestions andree text questios ¢ which produced results often referred to in this report as

Glidzhk yOAGEFGAGSE 2N aljdz2r £t AdG1F GABS RIEGIE ©¢

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



In order to find the organisation and persons most knowleadgeable abouiviri related to vaccine

hesitancy and uptake in connection tiee NIFs in the respective countries, ELAV participants, national
health authorities and Ministries of Health were consultddhe entire survey tool was distributed to 32
Member Staterepresentativesof the EUJJAV in November 2019.

Response rate was 88 withanswerdrom 28different Member Stategollectedby June 2020even though
many Member Stats were in an extremely difficult situation due to th€OVIBL9 pandemic.The
abbreviated version of the survey tool was subsequently distributed2mon-governmentalEUJAV
stakeholdes in November 202(Responses from 8 stakeholder gropssponse rate: 25%yere collected

by the end of the collection period (January 202H3ch Member Stateand stakeholder groupypically
designated one individual to complete the entire survey, some surveys wempleted through
collaborative effortsin some cases, completeingiestions were asked from the respondents in order to
obtain more information(More complete @étaand analysisnethoddescription in Anneg&) It must be noted

that many things may have changed in the different countries and among stakeholders where& tmm
what kind of vaccine hesitancy and uptake related activities have been conducted and how the work i
organised internally within different organisations. Also, the Covigh LJF Y RSYA O YI & KI @S
attitudes towards and perceptions abouta@nes in general.

In order tofind out more about the workelated explicitly to COVIBEL9 Vaccine communicatiom EU
Member States and other countrigihe EuropeanCommissio{EC) together with the European Centre for
Disease Prevention and Control (ECDC) andEthéAVWP8 team at THtarried out a survejocusing on
perceived actions, concerns and challengeBécember 202qResultsof this workare found in Annex.4

Country respondentsBelgium Bosnia and HerzegovinBulgaria Croatia Cyprus Czech RepubliDenmark
Estonia Finland France GermanyHungary Iceland Ireland Italy, Latvig Lithuania Malta, Netherlands Norway;
Portuga) RomaniaSerbia SlovakiaSloveniaSpain Sweden UK

Stakeholder respondentsCittadinanzattiva ACNEuropean Institute of Wome® Health Medical University Graz
The International Association of Mutual Benefit Societies (ATMg Standing Committee of European Doctors
(CPME)Université Claude Bernard LyorvVhccines Europ&/accines Today




Executive summary of the results

In order to map thecurrent situation of activities related to vaccine hesitancy and uptake, including best
practices and lessons learnedtire Member States and their regionand among stakeholdera data

gathering was conducted as a part of the-BAY WP8The survey used for gathering data was sent to 32
countries and 32 EUAV stakeholders. In total, 28 countries and 8 stakeholders nelgabto the survey.

The survey sent to the coiuntries includé8 questions, while the stakeholder version contained 48
guestions.The data from the countries was collected between November 2019 and june 2020, and the
stakeholder data between November 2020d January 202T.he survey included both multiple choice

and openended questions. The data was analysed using both quantitative and qualitative methods by the
EUJAV team at the Finnish Institute for Health and Welfare (THL) leading this work in-fi#e/EU

The report shows that:

T

The definition of vaccine hesitancy has many interpretations. Vaccine confidence, or lack thereof, i
perceived to be the dominating feature of vaccine hesitancy. However, it is important not to leave
any of the components ofaccine hesitancy such as, complacency and conveniegdehind.
Determinants of vaccine hesitancy aisounderstood primarily from the perspective of a lack of
O2YTARSYOS® ¢KAa tF0O1 2F O2yFARSYOS XiksoNR 2GS
more broadly a lack of confidence due to ideological or religious reasons.

From a public health and policy perspective, inconsistent terminatagyd focusing only on

vaccine confidence, or the lack of it, and overlooking other factors of v@basitancy, such as
convenience and complacengymeans that programs designed to reduce vaccine hesitandy
strengthen uptakemay be too narrow or improperly focused.

The most emphasized practices among the countries were communication activitiesoakd w

related tohealth care workersHCWs$, followed by cooperation with government bodies.

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

The work to improve vaccine uptake has focused heavily on the HPV and influenza vaccinations.
However, none of the work pmarily targeted the vaccine mentioned with tiheportedly

lowest/most decreasing coveragBiphtheria, tetanus, pertussis, poJidaemophilusnfluenzae

type B (DTaPIPVHIB) vaccine and the pneumococcal vaccines were rarely mentioned as targets at
all. Further on thhuman papillomavirugHP\j vaccine, as it isne ofthe latest additiors to

national immunization programs, it is the top focus of communication, populspecific, ad
educationrelated activities. Theneasles, mumps and rubell®I/R) vaccine was reported

frequently as a target, and alongside childhood vaccines such as MMR, makes it a prominent targe
across communication strategies.

Official websites, HCWSs, and infmaitional literature are all the most highly emphasized for
communicating both information on vaccinaad information on vaccine safetidCWs are trusted
intermediaries in delivering vaccine information to their patients.

The benefits of working across borders can include sharing experiences and data, as well as the
possibility to collaborate on reviews of the international scientific literature. Barriers are identified

8



as sociecultural, institutional and resources. The mpincludes a number of examples of
international initiatives which have facilitated cross border collaborations linked to vaccine
hesitancy and uptake.

T 2KFG Aa €STO dzy yasSNBR FNRBY (GKS&S NBadzZ Ga A
the lack of confidence.

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

Forfurther findings that can be uset supportways to work withvaccine hesitancgnd uptake related
issuedn the future please see the Discussion part of this report (p. 52)



Definition of Vaccine Hesitancy
[. Aim

According to the World Health Organizati@VHO) vaccine hesitancy refers t@ddelay inacceptance or
refusal of vaccines despite availability of vaccination services. Vaccine hesitancy is complex and cont
specific varying across time, place and vaccines. It includes factors such as complacency, convenience
O2yFARSY OS¢

A clear dehition of vaccine hesitancy is important for understanding its determinants, how it is studied, and
how it is tackled through policy solutionBhis part of the study examined how respondents define vaccine
hesitancy, along with how their definition cosponds to theA/VHOdefinition, and ifwhat best explains any
discrepancies between those definitions (and subsequent consequences of the discrepancy).

[I. Questions

Is there a specifierm/are there specific terms describimgccine hesitancy your country? [1 = yes, 2
no, 3 = | do nicknow]

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

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

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

According to theso-called3C modebf vaccine hesitangyaccination confidencd ¥ S NB  ()&heé ( NI
effectiveness and safety of vaccines; (ii) the system that delivers them, including the reliability and
competence of the health services and health professionals and (iii) the motivations ofmpalkeys who
RSOARS 2y (KS &aosdharRyexissiwietpefcgided sks of vacemeventable
RAaASIASa INB 26 YR OFOOAYylIGA2Y Ad y2i iRSBWSR

1 Noni E. MacDonald/accine hesitancy: Definition, scope and determinavitg;cineolume 33, Issue 32015,Pages 4161
4164
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[ll. Analysis

Themajority of respondents reported that there is a term describing vaccine hesitase/appliedin their
country (19/28). Also, the majority believe that tNéHOdefinition of vaccine hesitancy is understood in
their country to a great extent (20/2&)igures 1 and 2)nterestingly enough, all respondents that reported
having no specific terr§®/28) for vaccine hesitancy in their country unanimously reported that the definition
of vaccine hesitancy is understood to a great extent.

Vaccine hesitancy is defined both by determinants and outcomes of vaccinations in accordance with th
WHO definition. fie responses gathered from the survey indicate that an issue with vaccine confidence i
understood asiearly synonymous with vaccine hesitancy itself. This will be seen later on in the survey in th
section on policies and interventions aimed at increasiagcine uptake. If vaccine hesitancy is addressed
through the route of influencing vaccine confidence, certain interventions will be pursued over others. It is
important to note that a lack of confidence in vaccines is acknowledged to span the entiteuspexd a

more neutral uncertainty or doubt to outright fear or opposition. Therefore, even interventions aimed at
improving vaccine confidence tend to be aimed at some targets along this spectrum.

2Noni E. MacDonald/accine hesitancy: Definition, scope and determinavitszcineVolume 33, Issue 32015,Pages 4161
4164
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Figure 1: Map of Vaccine Hesitancy Definitions

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

B Yes
Il No
Do not know
B No response to the survey
N
Vg
Created with Datawrapper
Yes No Do not know Did not respond

Count 19 (68%) 6 (21%) 3 (11%) 4
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Figure 2: Mapof WHO Definition Understanding

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

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

N

+

Created with Datawrapper

No extent Limited Some extent Great extent Do not Did not
extent know respond
Count 0 (0%) 3 (11%) 5 (18%) 20 (71%) 0 (0%) 4
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Confidence (17)

wQuestioning/Doubt
uDiscomfort

uReluctance -
oFear Number in

uDistrust parenthe®sis the
number of responses

Determinants of
Vaccine
Hesitancy

Complacency (4) Convenience (4)

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

Issues with Defining Vaccine Hesitancy

¢ KS GSNY W7 lQueSronditectli tBaasktak igtdxle official or prominent languages of many
countries(n=10) When vaccine hesitancy had no direct translation, the respondents reported examples of
AAYAT I NI FyFf23dzSa 2F GKS RSTFAYAGAZ2Y Ay (K8t O
nuance found in the WHO definition. Specifically, these analogues tend to be narrower in their definition o
vaccine hesitancy and translate into terms closer to skepticism, rejection, or refusal of vaccines. For th:
reason, many countries have dded to adopt outright the terminology found in the WHO definition of
vaccine hesitancy in their official communications among health professionals.

Ly O2dzyiNARSa oKSNBE (GKS GSNY W@l OOAyYS tekndnaldgyigap/ O &
between the terminology used in official or research capacities and those used in the public sphere. Tern
for vaccine hesitancy in the public sphere were found to be universally negadiveh as vaccine rejection,
refusal, avoidance, criticism, amdhers. The antvaccine, or antvaxx, movement was another commonly

14



repeated phrase found in the responses. The movement is used synonymously with vaccine hesitancy in t
public sphere, particularly in popula@and newsmedialeading to an oversimplifi¢en of the concept of
vaccine hesitancyowards an incomplete definition. Aack of consistent terminologpresents difficult
barriers to work on studying vaccine hesitancy as well as policy solutions aimed to limit its negative heal
impact

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

V. Summary

The definition of vaccine hesitancy has many interpretatiamongrespondents As discussed earlier, there

are many challengeso reach a universally understood definition across countries, languages, and
populations. Across respondents, it does appeaif &accine confidence, or lack thereof, is perceived to be
the dominating feature of vaccine hesitancy. While vaccine confidence certainly plays a large, maybe eve
exageratedrole in determining vaccine hesitancy, it is important to not leave any of the components of
vaccine hesitancg such as, complacency and conveniegdehind.

Any study of vaccine hesitancy must arrive at an understood defirgtinoia variable definition of what is
supposed to beAuniversal term presents a challenge that must be overcome first before seeking any actior
to address tCNR Y | NIparspéciNgvadsineXhasitancy may be challenging to gauge due to how
public survey questionseedto beworded to accurately measure trends in vaccine hesitancy. From a policy
perspective, inconsistent terminology means tlbgramsdesigned toreduce vaccine hesitancy may be
too narrow or improperly focusednd hardly comparable

The definition inonsistencyissue also plays out in government communication to the public. Without a
consistent term or terms, guidance to providers, service announcements, and other communication tool:
may change too often and may confuse both health professionals amdtiblic on vaccine hesitancy.
Overall, the breadth of definitions alg withthe § SNY Ay 2f 238 Qa Ay O2YLI GAO.
countries is a challenge that should be addressbén aiming taeduce vaccine hesitancy.
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Determinants of Vaccine Hesitancy

[. Aim

To understand which determinants of vaccine hesitancy are believed to have the greatest extent ot
producing suboptimal vaccine uptakeespondents were asked a series of questions regarding commonly

understooddrivers of vaccine hesitancy and subsequeotr vaccine uptake. They were a&skabout their
knowledge on the extent that these determinants are responsible for suboptimal vacciakeugnd asked

to provide examples of specific vaccines or vacpreyentable diseases that most relate to those

determinants.

[I. Questions

As far as you are awares suboptimalaccine uptake in your country:

= =4 4 4 4 2

= =4 =4 4 4 4 4

T

[These questions all have the following response options: 1 = not at all, 2 = only to a limited exten
some extent, 4 = to a great extent, 5 = | do not know; then the question asks the respondent
examples or a description

Pleaseelaborate and please provide one or more examples, and describe in detail the reasons bel
the groups with suboptimal vaccine uptakeyour country/region[Free text]

Please list théhree vaccines from the National Immunisation Programme with libwest or with
decreasing coverage. Please indicate coveragéof%pnch using most recent data (yedfree text]

The result of poor access\afccination services?

The result of a regional or national vaccine safetiated crisis?

The result of the lack of confidence in vaccine safety?

Related to the lack of confidence in the effectiveness of vaccines?
Related to the perceived risk of VPDs?

Theresult of the lack of confidence in the institution responsible for organising the vacci
services?

The result of inconvenience of vaccination services?

Related to specific groups within the population?

Related to the lack of confidence among lieakre workers?

Related to the public perception of specific vaccines?

Related to vaccine shortages?

Related to religious reasons or groups?

Related to ideological reasons promoted, for example, by a vocalaetine lobby?
Other (pleas@escribe)?
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[ll. Analysis

Country and stakeholder respondents both had the opportunity to share their perceptions on the main
drivers ofsuboptimal vaccine confidence aliod uptake from a list of 13 possible determinantSor both
country and stakeholder respondents, the results were quite similar (Figur€ountry and stakeholder
respondents share the same perceptions on the top 3 dateants of suboptimal vaccine uptake: lack of
confidence in vaccine safety, perceived risk of vaepmwentablediseases (VPDs), and specific groups
within the population. Worth noting is that the stakeholders reported higbgtent scoreghan those for

the countrieson every possible determinant. KS O2 dzy  NB NB A LR YRSyiGaQ NBa
also visualized through the mapsannex(Additional fgures1¢13).

Figure 4: TotalExtent Scores (% of Maximum) of Determinants oBuboptimal Vaccine Uptake

Lack of confidence in vaccine safe_
Specific groups within the populatio‘
PerCeived sk Of VP D, """
Lack of confidence in vaccine eﬁectivene‘
Public perception of specific vaccine‘
Ideological reasons _
Lack of confidence among HCV_
Inconvenience of vaccination service_
Lack of institutional confidenceh
Poor access of vaccination servich
Vaccine shortages_
Vaccine safety-related crisi_
Religious reasons or grouph

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%
% of Maximum Total Extent Score

m Countries m Stakeholders

2 KSY 3dANRdzLIAAYy3a RSOGSNXYAYlIyGa Ayd2 G§KSAN IBPsozds |
results tohow members definedaccine hesitancy emerge.

First, the determinants listed as options for the respondents Hgaepresent issues regarding vaccine
confidence. Out of the 13 listed options, 8 relate directly or indirectly to vaccine confidence, 3 relaée to
convenience of vaccination, and only 1 rekte complacency. As a result, lack of confidence (in vaccine
effectiveness, safety, in public health institutions, etc.), are consistently explained as the main drivers c

17



ddz0 2 LIGAYEFE @ OOAYS dzZLJil 1 S® ¢K2dzZaAK ¢ anddtiperéeiVed 3 NJ
RSGSNYAYLY(H 2F @F0O0OAYyS KSardlyoOesxs Al R2Sa yz2i y

Second, while confidence issues are implicitly acknowledged as the main determinants of poor vaccir
uptake, the respondents confirmhis with their answers. As mentioned, the responses with the greatest
scores skew mostly to vaccine confidence as the main driver of suboptimal vaccine uptake. Three out of tl
top five responses dealt with vaccine confidence.

Figure5: Determinants of MAAET A ( AOEOAT AU OOET ¢ OEA o #6860

Confidence (176)

w/accine Safety

wVaccine Effectiveness

uSafetyrelated Crisis
winstutional Confidence

oHCW Confidence
aPublic Perception The numbers in the
wideological Reasons
uReligious Reasons

parentheses are the total
extent scores.

¢tKS RSGSNN¥AYI
groups within the

L2 Lddzt | GA2Y S é€
appear to have any direct
GASa G2 tye 4
of vaccine hesitancy. It
could be anyf these three

Determinants so itwas not included.

of Vaccine
Hesitancy

Convenience (34)

winconvenience of
Vaccination

Complacency (37)

uPerceived Risk of

VPDs w/accine Shortages

«Poor Access of
Vaccination

The freeresponse section of the surveys asks respondents to specify vaccine®®thAP are associated
with the determinants. This was specified mostly with four determinants: safety, effectiveness, perceivec
risk, and the perception of specific vaccines (Figlr&/hen asked to specify specific population groups who
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were relevant drivers of suboptimal vaccine uptake, immigrants and pregnant mothers had severa

mentions, across both survey groups (Figdxe

Figure 6: Free Text Determinants of Suboptimal Vaccine Uptake (Excluding Population Subgroups)

Vaccine safety

Lack of accurate information or awarene
Anti-vaccine lobby

Perceived risk of VPD
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Religious reason
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3%
206 N=58
I
OI% 2I% 4% 6% 8% 10% 12% 14% 16% 1é% 20%
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Figure 7: Suboptimal Vaccine Uptake Related to Specific Populations

Population or Group
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Every determinant option also asked respondents to specify vaccines and/or vaceuentable diseases

or, for example, the subgroups with suboptimal vaccine uptakeditionnal Figues 14¢18). Not every
determinant had sufficient responses to be visualized. Combining the results with those from the questiol
regarding vaccines with the lowest or decreasing coverage (FiQunee can gather several trends and
observations:

T

MMR and influenza \&ines were consistently cited to be most responsible for suboptimal vaccine
uptake.

MMR and influenza vaccines were also cited second and third most, respectively, as vaccines wi
the lowest or decreasing vaccine coverage

The pentavalent DTalP\fHib vacine, or its components was/were the most cited vaccine(s) to
have the lowest or most decreasing coverage, yet neither the combination nor the individual
components were perceived as a major determinant of suboptimal vaccine uptake.

HPV also consistentippeared to have some influence across all determinants and was sometimes
among the large components of thiee-text response. However, it does not make an appearance
on the list of lowest or most decreasing coverage.

Childhood vaccines, such as the pardlent vaccine and MMR, were listed as among the vaccines
with the lowest or most decreasing coverage, whickolkowing the perception that mothers, or
expecting mothers, are the largest subgroup of the population that is believed to be responsible for
poor vaccine uptake.

Besides parents, immigrants and HCWSs were frequently reported to be responsible for suboptima
vaccine uptake when the respondents wexrdowedto elaborate on population subgroups.
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Several respondents in both survey groups assedithe influenza vaccine as the prominent vacdinat
drivesvaccine hesitancin HCWs However, stakeholders gave more elaborate answers with this prompt,
for example, by mentioning that HCWs do not have the time nor incentive to educate their pabients
vaccines or to help address vaccine hesitancy directly. Childhood and youth vaccines are frequently report
as those with worse uptake, compared to adult or elderly vaccination. As will be seen in future sections c
this report, this should influencée types of strategies and actions undertaken by the countries, since they
have now identified the probable cause of which vaccines and which subgroups of the population ar
responsible for suboptimal vaccine uptake and vaccine confidence.

Some unique fidings in this section were found among both groups of respondents. Country respondents
pointed that the lack of institutional trust in public health agencies or policies (for example, distrust in
mandatory vaccination), can lead to suboptimal vaccine uptadong with other findings, stakeholders
noted that greater visibility of health experts in the media could help counteract vaccine misinformation and
hesitancy.

In the elaboration question, respondents were able to give more examples behind theceslaval
determinants. For example, some mentioned that {m@ome and immigrant populations may have
insufficient resources (e.g., money or time to attend an appointment) to maintain vaccine compliance.

V. Summary

Like the discourse on the definition of vaccine hesitancy, the determinants of vaccine hesitancy ar
understood primarily from the perspective of a lack of confidence. This lack of confidence is rooted withir
g OOAYySaQ al ¥Sae I yheve HBoadlys adk af eodfifehce due tdNBobdichl Sraelighoin)
reasonsWhat is left unanswered from #se resultss adeeperf 221 Ay (02 GKS Llzmt AOQ
the lack of confidencefor example, by further examining the role wofisinformation A lack of vaccine
confidence can include anything along the spectrunmuétrust in authorities reponsible for organising
vaccinations in a countryp the false belief that vaccines can cause autism

The responses from botiiroupsidentify potential targets for action to improve vaccine uptaketerms of
vaccines, VPDs, apdpulation subgroupd.argely consistenthe MMR and influenza vaccines appear to be
the largest drivers of suboptimal vaccine uptake. However, there appears tacbaesistent relationships

with the pentavalent vaccinegéportedlylowest/most decreasing coverage yet not a strong determinant of
vaccine hesitancy) and the HPV vaccine (strong determinant of vaccine hesitancy yet not among the vaccir
with the lowest coerage).The next section regarding the work carried out by countries will illuminate how
countries are utilizing their knowledge on the determinants of vaccine hesitancy for the work to improve
vaccineuptake
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Work Related to Maintaining or Increasing Good Vaccine Uptake and Confidence

[. Aim

Understanding the work already conducted across countries on the topic of vaccine uptake and confidenc
IS necessary to construct a landscape of strategies that have been previously used to address tt
consequences of poor vaccine uptakéountry and stakeholderespondents were asked a series of
guestions regarding the type of work completed within their organization that is related to maintaining or
increasing good vaccine uptake and/or strengtheniagcine confidence.

[I. Questions

What kind of experience does your organisation have from work related to maintaining or increasi
good vaccinaiptakeand/or strengthening confidencd?®as the work been:

Vaccine or antigesspecific?

Related to health care workers?

Carried out through communication activities?

Conducted in cooperation with government bodies?

Conducted in cooperation with other partners and stakeholders in your counrgion?
Related to specific population groups

Related to the access of vaccination services?

Related to education (as a part of the schamiriculum, for example)?

Other (please describe)?

=4 =4 =4 4 4 4 4 2

=

[These questions all have the following response optionsidt at all, 2 = only to a limited extent, 3 =1
some extent, 4 = to a great extent, 5 = | do not know; then the question asks the respondent to giy
examples or a description]

Please elaborate on your answers above about your organisation's experfemcesvork related to
maintaining or increasing good vaccination coveragé/or strengthening confidencfree text]

What is the latest programme/activity you have conducted at your organisation aimed at incre
vaccine confidence and uptake? [Fregtlte

Do you, at youporganisationhave longterm strategiesor plans for strengthening vaccine confidence
and increasing vaccine uptake in your country/region? [Yes, No, | do not kifavg, please state why.
If yes, please describe in detflree text]
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[ll. Analysis

The most emphasized practicasmnong the countriesvere communication activitieand work related to
HCWs, followedy cooperationwith government bodiesThe top two methods are the same among the
stakeholdes, though their thirdmost emphasizedmethod was a tie between work conducted in
cooperation with other stakeholders and work related to specific population grffigsires).

Each type of practice listed had the option to specify the vaccine or VPD tArgesX Il, additionakgures
19¢23). While the country respondents had responses for every type of strategy, the stakeholders largel
did not specify vaccines or VPDs targets for their actions on this quedf®bserved the following:

T

The work to improve vaccine uptake has focused hgawn the HPV and influenza vaccinations. This
may be because the influenza vaccine was reported to have the-lthwest/most decreasing
O2@SNI) 3Ss 6KAES GKS It+ @F00AYyS Aa Ylye O2dzy
program.

However, mne of the work primarily targeted the vaccine mentioned with the lowest/most
decreasing coveragedDTaPIPV(HiB; and the pneumococcal vaccines were rarely mentioned as
targets at all.

Further onthe HPV vaccine, as it is the latest addition to nationahumization programs, it is the

top focus of communication, populatiespecific, and educaticrelated activities.

Most work was targespecific, meaning that different strategies had a different target, or target(s).

2 KAETS GKS INRPJAZISRAWNBAERFHB AIODRKADBRKE2 2 Bl OF OOAY
responses, most work related to impriog vaccine uptake was directed at a definitive vaccine

The MMR vaccine was reported frequently as a target, and alongside childhood vaccines such |
MMR, males it a prominent target across communication strategies
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Figure 8: Total Extent Scores (% of Maximum) dfaccine Uptakeand/ or ConfidenceWork
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When responderdgreported collaboration with other structures, it was mostly conducted on a national level.
These partnerships also tend to be less focused on a certain vaccine, like the other work to improve vaccil
uptake, indicated by how the grouped vaccine categariesd | t £ @I OOAY S&¢ | YR @G OF
half of the total responses to the question of collaborative work. This findingceosssborder partnerships

will be discussed in later sections.

Most of the top groups perceiveds havingsuboptimal vaccine uptake were acknowledged as targets of
vaccine uptakevork, such as immigrants and parents. However, sgmeps were diminished or completely
missing as targets entirelizor exampleHCWswere thesecond most mentionedroup behind suboptimal
vaccineuptake butwere rarely listed as the target of vaccine uptaied or confidencework. Also, bw-
incomeindividualswere mentionedby a few respondents as a growgth suboptimal vaccine uptakehut
they areneverlistedas targetsof vaccine uptakend or confidencework.

Next, both country and stakeholder responderdentified specific examples of practices that they have
conducted aimed at improving vaccinptakeand/or confidence Broadly, there are four groups of practices
that were conducted by both stakeholder and country respondents:

direct vaccination programs,

communication and training strategies,

policy-related changes, and

conducting studies on vaccine hesity

= =4 4
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The specific examples of practices within these groups are listed in Fiyane0. The graphics should be
understood with the context that there are fewer respondents for the stakeholder survey than for the
country survey (8 vs. 28). Thereforegetbxact number of responses or examples should not be indicative of
the amount nor emphasis of work conducted by the different respondents.

Figure 9: Examples of VaccindRelated Workz Countries

Communication and Training Strategies

Direct Vaccination . .
- e-learning on vaccines for HCWs

=LA S Rl e - website and tolfree numbers with vaccine information

- HCW influenza vaccine drive . . L . : .
) ) : - information and communication campaigns (social media posts,
- national vaccine campaigns advertisements on TV/radio, posters on buses and health centerg

- influenza and pneumococcal vaccine campaign in the elderly - patient reminder system for vaccines
- door-to-door vaccination campaigns - workshops at international meetings
-vaccine drives at school (MenACWY, MMR, BIP&RHPV) - press release and letters sent to doctors after MMR outbreak

Activities to Increase Vaccine
Uptake and/or Confidence

Policyrelated Changes

Studies Conducted

. ) : - mandatory vaccine policy
- vaccine focus groups/interviews

. . - changes in vaccine recommendation to expand eligibility (influe
-monitoring vaccine coverage - children, MMR- adults, Tdap expecting mothers)

- studies on attitudes toward vaccination - introducing varicella vaccine onto the national immunization
- risk assessment studies schedule

- study on vaccine discourse in media (and social media)

Figure 10: Examples of Vaccindrelated Workz Stakeholders

Communication and Training Strategies
- contacting atrisk populations for vaccination

Direct Vaccination

- vaccination drives (HCWs and general public)
- information campaigns

- training seminars for HCWs
- social media page and websites for vaccine information
- podcast on vaccineelated topics

(Activities to Increase Vaccine Upta:]
L and/or Confidence J

Policyrelated Changes

~UEEEINE oSl G i = - campaign to expand vaccine schedule eligibility
- population surveys on vaccine attitudes

Studies Conducted

- writing policy briefs

=il VB (e - changes to school curricula




Besides the shared broad groups of practices, some specific activities were often alludydthe
respondents in both survey®espondentoften highlighted their work, for example, on increasing and
improving vaccingelated communicatin to bothHCWsand the general public through websites and social
media platforms. Also, respondeniminted out the extensive use of studies, such as focus groups or
interviews, that were usedto gain a better understanding of the determinants of vacdmsitancy and
suboptimal vaccine uptake.

Thereare some notable differences between the two respondent groups. The country respondents reportec
proportionally more examples of direct vaccination programs, such as national vaccination campaigns
schoost or in local communities. They also drew attention to their work on changing vaccine policy, such &
by widening the eligibility of vaccines or through the introduction ohea vaccine into the national
immunization program. Stakeholder groups, however, would have a challenging time directly conductin
these types of activities, and they instead reported more work on communicatised activities.

Next, respondents were as#leif they, at their organization, have any letegm strategies or plans for
strengthening vaccine uptake and increasing vaccine uptake. About 68% of the respondents in the count
survey (Figurdl) and 75% in the stakeholder survey affirmed that theyTas number may appear lower
than expected, especially since participating in theJAY survey should be considered as one step inlong
term planning on vaccine uptake and confidence.

Respondents were aldarther askedo describe the targets of thelongterm plans and strategies plans

in detail (Figurel2). Suchplans and strategies featurddCWdo a great extentFor example, HCWgere

often listed as targets of efforts aimed at directly increasing vaccine uptak@pving vaccine education,

and improving health communication. The goal of improving health literacy was also notable in both survey
usually through communication activitiirveyrespondentoften pointed our lack of ressourses (i.e., time

or staff)as a reason why they were not able to to hawegterm strategies and plan® improve uptaken

place. Vaccine hesitancy is an evolving concept for many of the respondents, and not every respondent m
have experienced or directly observed the effectsliminishing vaccine confidence firsthand.
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Figure 11: Map of LongTerm Strategies and Plans for Vaccine Confidence/Uptake
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strategies or plans for strengthening vaccine
confidence and increasing vaccine uptake in your
country/region?
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Created with Datawrapper
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Figure 12: Examples of Longlerm Strategies and Plans fovaccine Confidence/Uptake

/‘

wSurveillance of VPDs and adverse effects of vaccin
_ wImprove health communication/literacy
(Oe] Vg ({[SE (. Educating and empowering HCWs

wincrease vaccine uptake to special groups, such a
HCWs and pregnant women

wCollaboration with other
stakeholders/governments/experts

UG o] (s [ZI5n Gl 2 Improve vaccine uptake and education among HC
wPolicy and advocacy work to improve vaccine upta
wlImprove health literacy and vaccine awareness

V. Summary

The work related to improving vaccine uptake and vaccine confidence has so far been mostly in line with tf
determinants of vaccine hesitancy found earlier in this report. But by this point, theresewveral
inconsistenes within and between sectionésthe vaccines or subgroups perceived to be responsible for
suboptimal vaccine uptake do not completely match with the target of work conducted by health
departments, there ultimatehare underserved goups, such as HCWs, underemphasized vaccinsuch as
pneumococcal in vaccine uptake work. Acknowledging the gaps in vaccine coverage and among th
subgroups of the population would be the most efficient to increase vaccine uptake and strengthen vaccin
confidence.

It is also important to note that the development of lotgym plans is necessary to address vaccine hesitancy
in the future upon the eventual introduction of novel vaccimeand several respondents who reported not
having a longerm strategy also repodd that their organizations were currently in the process of
developing such strategies.
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Definition of Program Success
[. Aim

With the knowledgeof what type ofvaccine hesitancgnd uptakework the respondents have engaged in,
these next series of questions aimed to understéme perception of their success. Respondents were asked
how they definef a program is successful using examplesh&red comprehensivealefinition of program
success aoss respondents can be utilizéal a standardize@valuation of future programgthough variety

in this definition is also valuabl&ny discrepancies in the definitiaf program success givasightinto the
different resources and limitations ofaccine hesitancynd uptakework from the perspective of public
health agencies and stakeholder groups.

[I. Questions

In the case you have conducted work (interventions, projects, campaigns, policies, practiekation to
increasing vaccination coverage or strengthening trust, has this work been successful or unsucce
no, please state why. If yes, please describe these cases separately ifFiemtext]

Concerning your previous answer, howydo determine the success or failure? Have you, for examg
conducted studies evaluating the possible impact of the work (interventions, praactpaigns,
policies, practices)? If no, please state why. If yes, please describe infEetaitext]

[ll. Analysis

Besides sharing examples, respondents elaborated on their definitions of the success of piogvanking
with vaccinehesitancyand uptake. As the examples of practices themselves, there were many similarities
between how the respondents defined the parameters of success of their practices.

The county respondentsiefined success in three broad, identifiable aréaigurel3):
9 favorable public health data changes (such as an increase in vaccine uptake or decrease in tl
incidence of vaccingreventable diseases),
1 engagement with a target audience of work (usually with communicatiased work), and
9 favorable changes in attited towards vaccines/vaccination (evaluated through focus group
interviews).

In addition, there were a few other indicators of success that did not fall into one of these categories, suc
as improving access to vaccine informatmrthrough favorablehird-party evaluations in scientific papers.

The stakeholder respondents, without as much access to public health data, did not include metrics such
vaccination rates or incidence of vaccipeeventable diseases in their definition of program success. They
did, however, share the same definitioh@engagement while adding a unique area of visibility of their work
(Figureld). Essentially, if their vaccifrelated programs were acknowledgedy media, medical journals,

or HCWg some stakeholders defined their programs as successful. Though hatlries and stakeholders

conducted population surveys and focus groups, only the stakeholder group defined success by learning ne
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information. In other words, when vaccine work revealed some new information from the target population
(for example, regardig the difficulties or concerns in obtaining a vaccine), the stakeholder group viewed the
program as successful.

Lastly, some respondents in both surveys reported having difficulty in creating a definition of success. Mo
respondents poirgd to the chalenge in establishing a direct causative relationship between their programs
and a measurable outcome related to vacchesitancyand uptake. As a result, deciding on which metrics
to measure supposed success is not possible.

Figure 13: Definition of Program Succesg Country Survey
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Definition of
Program Succesg

Figure 14: Definition of Program Succesg Stakeholder Survey
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V. Summary

The respondents to the country and stakeholder surveys found common ground in establishing a definitio
of program success. For bagjnoups, engagemenvasprominently featured as a metric of program success.
Perhapsas an indicator of théevel of resourcesthe respondents of the country surveys tend to measure
success with other numerical metrics in public health datarasdlts fran surveys on the attitudes towards
vaccines. Overall, both respondent groggas/e insight into sekvaluation of their work on vaccireesitancy

and uptake. As further action is taken in this area, future programs might consider one or more of these
metricsof success as appropriate.
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Main Barriers to Working on Vaccindesitancyand Uptake

[. Aim

This sectionidentifies the most commonly reported barriers that prevent the respondents and their
institutions from working on vaccine hesitancy amgtake related issue§ hese questions allow for gaining

a better understanding of what type of challenges that the respondent countaies whenthey seekto
implement a program aimed teork with vaccine hesitangnduptake.

[I. Questions

What are tie main barriers that prevent you from working with vaccine hesitancy and uptake relate
issues?

Lack of funding.

Lack of competence/competent staff.

Lack of mandate.

Organisationalimits/restrictions (such as workload and/or other responsibilities and/or
prioritisations).

1 Other, what? (Free text)

= =4 =4 A

[These questions, except the last one, all have the following response options: 1 =notatall, 2 =0
limited extent, 3 = t@ome extent, 4 = to a great extent, 5 = | do not know]

Does your institution have one or more persons or advisors dedicated to working primarily
on maintaining or increasing good vaccine uptake and/or strengthening vaccine confidatessNo, |
do not krow]

Are you, at your institution or organisatioable to work with vaccine hesitancy and uptake related
issues in a way that meets your need¥@s, No, | do not know]

Please elaborate on your answer above on main barriers that prevent you from workingaecine
hesitancyand uptake related issues in your country/regififree text]

[Il. Analysis

Like previous sections, both the stakeholder and country respondents reported similar results. From the

quantitative results,i K Bck Bf fundin@and Wrganizational limit€options were cited as the two main

barriers for both groupgFigurel5). WhenrespoR Sy 1a f AAGSR a2 KSNE€é¢ Y2ai

asthe main barrier to working on vaccine hesitancy and uptake.ZlieK S NJ r@éspanseSalldwved for a

more expanded view of barriers to work

1 Issues with vaccineegistration¢ working on incrasing vaccine uptake can be impeded if vaccines are
not recorded accurately in a nationwide vaccine register. A fully functioning vaccine register will allow
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institutions to gather the most accurate vaccine situation, and also allow them to identify ageitta
vaccines with suboptimal uptake

1 Lack of demand one respondent mentioned that due to vaccine hesitancy not being considered a large
issue in their country, there is no directive or demand for serviiggicatedto improving vaccine uptake

1 Lack of cbaboration ¢ one respondent reported that a lack of collaboration within and among
institutions produces a barrier to vaccihesitancy andiptakerelatedwork

The maps (Figure20¢33) do not reveal any strong or consistent geographical trends regards to
barriers to working on vaccine hesitancy and uptake issues.

Figure 15: Extent Score of Barriers to Working on Vaccindesitancy andUptake

Organisational limits/restrictions

Lack of funding

Lack of competence/competent sta

Lack of mandate

0% 10% 20% 30% 40% 50% 60% 70% 80%
% of Maximum Total Extent Score

H Countries ® Stakeholders

When asked to elaborate on barriers to vacchesitancy andiptake work,the two main responses were
repeated: the shortage of (dedicated) personnel and lack of resourgesticularly funding(Figure16).
Though it was reported as the highest barrier to vaccine uptake work, organizational limits or restriction:
were not elaborated on in the free text options for this section, except tangentially related in the response
on collaboration. Instead, human affihancial resources were repeatedly emphasized as the main barrier
to working on vaccinéesitancy andiptakerelated work.
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Figure 16: Barriers to VaccineHesitancy andUptake-Related Work
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Both respondent groups were then asked specifically if theye staff dedicated to vaccirteesitancy and
uptake issues and if they were able to tackle these areas in a way that met their (fegdsesl7 and 18).

The results were once again very similar between both groups. Nearly half (13 out of 28) respondents frol
the country survey and exactly half (4 out of 8) of the respondents to the stakeholder survey reported they
did not have the dedicated staff at thiedrganization to work on vaccirteesitancy andiptake. The same
proportion of respondents also reported that their organization could not work on vad¢eséancy and
uptakerelated issues in a way that meets their needs.

V. Summary

The barriers to wrking on vaccine uptake and vaccine hesitancy issues are rather shared across the
respondents. In the quantitative and qualitative answers, organizational barriers, personnel shortages, anc
lack of funding are listed as the most common barriers. Thesessare very specific to the institution and

the country;however,these barriers open the possibility of the benefits of collaboration with-non
government stakeholders in vaccine uptaked hesitancyrelatedwork.

34



V. Figures
Figure 17: Map of Dedicated Stafto Vaccine Confidence/Uptake Work

Does your institution have one or more persons or
advisors dedicated to working primarily on maintaining
or increasing good vaccine uptake and/or
strengthening vaccine confidence?

B Yes
I No

I No response to the survey
N

Created with Datawrapper



Figure 18: Map ofAbility to Work on VaccineRelated Issues

Are you, at your institution or organisation, able to work with vaccine
hesitancy and uptake related issues in a way that meets your needs?

B Yes
[l No

[l No response to the survey

N

+

Created with Datawrapper
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Vaccine Information Communication Strategies

. Aim

Communication methods are a critical component of the overall strategyoring withvaccinehesitancy

and uptake. A reliable and accessible source of information is necessary to inform the public and HCWs
the importance of vaccine uptake, #p-date immunization schedules, and to address concerns of vaccine
safety. As it relates to HCWs directly, a vilelbrmed healthcare workforce is necessary for frontline efforts

to combat vaccine hesitancy.

Identifying the most pursued communication efforts lwéveal the channels of communication most used
among the Member States currently. With a strong line of communication, a trusted, clear, and understoo
message can be delivered to the public and HCWs, ultimately improving vaccine confidence and uptake

[l. Questions

T

= =4 -4 A

T

T
T

How is vaccine information for vaccines included in the National Immunisation Programme
communicated to theublic in your country?

[Each example has the following response options: 1 = not at all, 2 = only to a limited extent, 3 =t
extent, 4 = to a great extent, 5 = | do not know]

Please elaborate on your answers above on how vaccine information is communicgiegtdblic in
your country. [free text]

How is vaccine safety information for vaccines included in the National Immunisation Programme
communicatedo the public in your country?

Informational brochures/pamphlets/leafletéf relevant, please specify which vaccines and/or VR
this concern

School education (as a part of the schaafriculum, for example, vaccine related education in
primary and/or secondary schools).

Official website(s) (please describe which).

News media,ncluding print media (newspapers, news magazines), broadcast media (televisiotl
radio), and online newspapers.

Social media.

Health care worker when meeting patient.
Advertisements or campaigns.

Ehealth (electronic health services).
Other.(pleaseelaborate)

Informational brochures/pamphlets/leaflets.

School education (as a part dfet schooturriculum, for example, vaccine related education in
primary and/or secondary schools).

Official website(s) (please describe which).
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1 News media, including print media (newspapers, news magazines), broadcast media (televisi
radio), and amline newspapers.

Social media.

Health care worker when meeting patient.

Advertisements or campaigns.

Ehealth (electronic health services).

1 Other.(please elaborate)

E e I

[Each example has the following response options: 1 = not at all, 2 = only ited kxtent, 3 = to some
extent, 4 = to a great extent, 5 = | do not know]

Please elaborate on your answers above on how vaccine safety information is communicated to tk
public in your country. [free text]

How is vaccine and vaccine safety information for vaccines included in the National Immunisation
Programme communicated to health care workers responsible for vaccination in your country?

Informational brochures/pamphlets/leaflets.
Meetings/lectures/trainng events.

Official website(s).

News media, including print media, broadcast media, and online newspapers.
Social media.

Telephone service/hotline to public health institute or other.
Email service.

Official written communication.

E-health (electronic health services).

Post diploma education and/or continuous/updating training.
Other. (please elaborate)

=4 =4 4 4 4 4 4 4 4 2

=

[Each example has the following response options: 1 = not at all, 2 = only to a limited extéms@ne
extent, 4 = to a great extent, 5 = | do not know]

Please elaborate on your answers above on how vaccine and vaccinardai@tation is communicate
to health care workers responsible for vaccination in your country. [free text]

[ll. Analysis

For both general and safety information directed at the public, there are some shared trends: official
websites, HCWSs, and informational literature are all the most highly emphasized for communicating bott
types of information on vaccines (Figur#8 and 20). Regardless of the communication method, safety
information is always less emphasized than general vaccine information
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Figure 19: Public Communication Strategies on Vaccine Information
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Communication Strategy

The free text responses give a greater insight intowhecines and VPDs that are the focus of the different
communication strategies. Of note, respondents gave far fewer responses in the section regardin
communicating safety information.

¢KS GSNY alff @FO00OAySaé | LIIS | eN®wedeyskdd tofclari®y The targe |
vaccines or VPDs of a certain communication strategy. It appears as either the response that received t
mostor second¥2 A NBALRYaSa F2NJ SOSNE jdSadGA2yd | y2ir
Bl OOAYRAK ¢ YIRS aSOSNIf | LIISENIyOSas (K2dAK y2i
indicate that many communication strategies are neither vaccine nor3febific.

However, this observation is different when considering the communication stratdgaésre targeting a
certain segment of the population. For example, scHmded communication strategies are targeting
schootaged persons, and social media is generally an environment most frequented by youth and youn
adults. With these two strategies particular, HPV is the vaccine/VPD target as frequently, or more
FNEljdsSyates GKIFy alftft @ OOAySaodé . SOFdzaS GKS |t
the targeting matches well with the communication strategy and its audience.
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Figure 20: Public Communication Strategies on Vaccine Safety Information
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With regards to the communication strategy of advertisements and campaigns, it is the influenza vaccin
that is the most cited target. Though not explained as such, one reasaenzél may be named as a target
for this strategy is due to the recommended annual vaccination schedule. In other words, influenza vaccir
campaigns may be perceived as a reasonable strategy because the vaccine is routinely administered.

Moving onto commuitation strategies aimed at reaching HCWSs, the options of the strategies are different
from the strategies aimed at the public, though there are some overlapping stratégidgibnalFigure27
and28). The most emphasized strategies used to communicateine information were official websites,
followed by meeting/lectures/trainings and then informational brochures/pamphlets/leaflets. These results
are mirrored to the results seen earlier with the public communication strategies. Indeed, when excluding
GKS aKSIfGK OFNB 92N]J SN gKSY YSSUAy3a gAGK LI GAS
that official websites are the most emphasized communication strategy.

The utilization of tiered communication was a popular method of disseminataggine information.
Regional and local health officials were often the intermediaries between national public health agencie
and HCWs. This strategy is advantageous since local health professionals are more numerous than natic
officials and have a cder connection to frontline HCWs.

Meetings/seminars, websites, and trainings were also frequently reported in the free text responses (Figur
21). Regular meetings (for example, yearly trainings and conferences) for HCWs are a common respon
even meetngs that are explicitly vacciffecused. Concerning websites, the qualitative data gives no insight
into the use of websites designed specifically for HCWs that is separate from other websites for the gener
public.
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Any strategies using news or socialdie when mentioned, were similar to communication with the general
public. In other words, government agencies did not use news media or social media platforms tc
communicate with HCWs directly and specifically beyond the news and social media plat&ethsou
communicate vaccine information with the general public. This may help explain why these methods o©
communication were among the least emphasized strategies from the list.

Lastly, with regards to communication with HCWSs, specific vaccines or VRDsovemphasized as targets.
Rather, the many different modes of communication were utilized for all vaccinations.

Figure 21: Vaccinelnformation Communication Strategies for HCWs

Official website(s) |IEEGEGEG_—_—_———
Meetings/lectures/training events || N BB
official written communication [ NRNRREEEEEEEEEE
E-mail service I
Post diploma education and/or continuous/updating trainingi N R
Telephone service/hotline to public health institute or othii RN
Informational brochures/pamphlets/leaflets || NEGTcTcTcGG
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Social media [ INENGTNGE
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The separate question asking to elaborate on communication with HCWs yielded similar results. Seminal
conferences, meetings and websites are the most common methods cited as the utilized modes c
communication. Interestingly enough, here, the use of laafficials is seldom reported. Unfortunately,
there are no quantitative prompts that suggest local health officials. Therefore, the respondents may simpl:
be rereporting communication method that was already outlined by the quantitative questions.

V. Summary

The communication strategies between the public and HCWs are largely shared. The most emphasiz
communication strategies do not differ between the audience groups. This observation is particularly
notable with respect to websites, news media,c&d media, and campaigns. The respondents did not

identify unique channels for these strategies for the public or HCWs. The result is that the communicatio

strategy for these communication modes largely represents a ealtcdtrategy.
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Thiscatchalldi NI 6 S3& Aa lfaz2z asSSy gAGK @FOOAYyS IyR =t 5
GOKAf RK22R @I OO0OAySaé¢ IINB FyYz2y3a GKS YIAYy F20dza a
exceptions, it appears that vaccine communication stgiés aimed at both the public and HCWs take on a
generalized approach, instead of focusing on individual vaccines or VPDs.

The results also reveal that HCWs are trusted intermediaries in delivering vaccine information to thei
patients. Returning to theliscourse on determinants of suboptimal vaccine uptake, the respondents
reported that hesitancy among HCWs is not perceived to have a large extent on rates of vaccination. Tt
dependence on HCWs poovidethe publicinformation on vaccinenakes sense ithis context, yet hesitancy
among this group cannot be ignored. Given this reliance, national health agencies must put effort intc
keeping HCWs informed on the latest vaccine informatioand provice them with tools to encounter
people and issues relatdd vaccine hesitancyg should they continue to be relied upon to address vaccine
hesitancy and suboptimal vaccine uptake.
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CrossBorder Collaborative Practices
[. Aim

In collaboration withthe EUJAV team athe Swedish Public Health Agendfolkhdlsomyndigheten
FOHM)workingon a feasibility study for a future coordinated cressrder vaccination campaign in the EU
and associated countries in WP 5wk developed a series of specific questions aimed at docuntgntoss
border collaborations linked to vaccine hesitancy and uptake

To understand the extendf collaboration onvaccinehesitancy anduptake work,the respondents were
asked a series of questions regarding their effamsl feedbaclkon crossborder collaborative wdt. The
guestions encapsulate fields such as collaboration on study methodologies, sharing of data, an
implementation of a vaccine prograi@rossborder collaboration is useful for many reasons. As the data will
show below, such claborative practices provide an opportunity taddress vaccine hesitancy more
effectively through, for example, information sharing and conducting a vaccine scheme. Overall, the
intention of cross border collaboration is for mutual assistancevamking wth vaccinehesitancyand/or
uptakeg either of a specific vaccine or group of vaccines.

II. Questions

Have any of these interventions to address barriers and drivers to vaccination been done as a
collaboration with cross border partnerpfes, No, | doot know]

Have any of these studies to understand barriers and drivers to vaccinatiuding literature reviews
or sharing of data, been done as a collaboration with cross border partfyes?No, | do not know]

Are there any examples of where yowlaollaborated with cross border partners on the developme
of vaccine information materials, including vaccine safety information and information to healthcar
workers?Yes, No, | do not know]

Please describe any other collaboration (excluding thediil Action on Vaccination) where you g
working across borders on the development of plans or strategies relating to work on addressing
and drivers of vaccination.

1 Inyour experience, what could be the benefits of teaming up with cross bondieers&®
1 Inyour experience, what could be the difficulties of teaming up with cross border partners?
1 Inyour experience, what could be done to encourage more cross border collabojatemext]

Has the knowledge from these studies been implementedlicigs or actions and operations in y¢
country/region?flyou answered no to the previous question, please state Migu answered yes, plea:
elaborate [Free text]

What kind of experience does your organisatiave from work related to maintaining or increasing
good vaccine uptakand/or strengthening confidencd?®as the work been: Conducted in cooperation
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with other partners and stakeholders in your country or regi{@? not at all, 2 = only to a limited
extent, 3 = to some extent, 4 = to a great extent, 5 =1 do not know]

[ll. Analysis

The results of these questions reveal three trenBsst, the majority of respondents responded to the
guestions either claiming that there have been no collaborative efforts or that they were unaware of such
efforts (Figure24¢26). Secondly, respondents were likely to respond to these three questiaihe isame
manner. That is, if a respondent reported no collaborative actwitls one question, theyvere also likely

to report no collaborative actions on the other questionsThirdly, on a regional level, countries in
Southeastern Europe were more likébyreport having conducted collaborative practices, whereas countries
in Westernand NorthernEurope were more likely to report a lack of collaboration effa@igerall,it is clear
enough that collaboratiomactivitieswith crossborder partnersare not dways consistent or the norm across

the Member States.

The free-text questions explore in greater detail the rationale, outcomes, and examples of collaborative
practices. The first question asks about the benefits and difficulties of collaborative efforts. The mos
commonlyreported benefit was that collaborative efforts lalv for the sharing of experience of vaccine
hesitancy work, from studigpractices for implementationand relevant dat@§Figure22and27). It appears,
therefore, that collaborative studies and practices essentitdlyilitate sharing of information andest
practices

Figure 22: Examples of Difficulties in Cross Border Collaborative Efforts

Difficulties in Collaboration

Sociecultural Institutional Resource
Differences Differences Burdens

Language an Historical ‘I;]r::ltﬂi]n Different Budget Lack of data
Culture (5) context (2) authorities system (2) departments IT systems (1 vaccine/VPD Travel (2) limitations (1), 1)
o) @ targets (1)

There were far more difficulties listed compared to the benefits of collaboration. Though there were many
examples, they can be subdivided into several categories: -sotfioral differences, institutional
differences, and resource differences. A semidiural difference was the single most commonly cited
difficulty of crossborder partnershipsThe sharing of informatioms complicated on several fronts a
language barrier, lack of applicability of data considering other factors (such as differenceitrepramong
countries), and the financial and human resources required to dedicate towards collaborative practices.
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In addition tothe benefits and difficulties of collaboration, the respondents were also asked how to
encourage collaboration. This ggtéon received far fewer responses, but the ones received point reducing
the difficulties. Workshop or similar activities was one recommendation given that can allow for
collaboration to take place under a common language in a dedicated setting that dogsatifically require
dedicated staff or resources to attend. The use of teleconferences was also suggested to reduce the cost
travel, and thereby reducing the financial burden that smaller health departments may Tdee.
respondents also listed exaies of collaborative partners. Of these, the WHO Tailoring Immunization
Programme (TIP) was the most commonly cited across respénses

The next question asks theountry respondentsvhat actionsthey havetaken following the results of
collaborative studies. The examples are-fi@aching, and address several areas of vaccine hesi@mdy
uptake from implementing overall strategies within public health and hosting seminars/trainings
departments down to specific programs such asraproved vaccine register or the implementation of a
vaccine reminder system. If a respondent responded that their country had not implemented any result o
collaborative studies, they either cited that vaccine hesitancy is not a major issue within theirygoor

they had either inadequate (or insufficient) data from the collaborative studibe results of this question

are summarized in Figus.

Figure 23: How Knowledge isimplemented from Cross Border Studies

Examples of Implementation Count Rea®ns for Count

Operational strategies 2 Vaccine hesitancy is not a major issue in 2
country

Improve communication between HCWs 2 Studies have not been representative of r 1

and their patients country

Measurements for vaccine acceptance Awaiting results from these studies 1

Conferences, seminars Study results were too limited 1

Vaccine reminder system

Highlevel advocacy for political and
financial commitments

Vaccine decision tool

Vaccine registration system 1

2
2
Trainings of vaccine administration 1
1
1

[ —

Lastly, returningo aquestion ina previous sectiorg respondens were askedo specify the vaccines/VPDs

that are the subject of collaborative efforédto list out the partners they have worked with. It is important
to note, that these responses may not always refecitossborder partners since the question was worded
in a way to gather any type of collaboration (both within acrdssborder efforts). Regardless, the responses
are listed here to gather a fuller pictucé# collaborative efforts happening acrodge Member States.

Half of the responses did not specifyspecific vaccine but instead reported that the collaborative works
involve multiple (or all) vaccines in the national immunization progfigure31). Collaboration focused on
a broad array of vaccines (such as childhood vaccines) may be both easieosndiifficult to receive

3 Robb Butler, Noni E. MacDonaiagnosing the determinants of vaccine hesitancy in specific subgroups: The Guide to
Tailoring Immunization Programmes (TNP3¢ccineVolume 33, Issue 32015,Pages 4174179
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collaborative support. It may be easier because, in generalssborder partners may have a greater
motivation to conductcrossborder collaboration if there is a twavay benefit. Rather than focus on one
vaccine that may not bé their national immunization program or on vaccines that do not have uptake
issues, the broader categoriedlow for collaborating partners to find some benefit within the portfolio of
vaccines that would be targeted.

The only specific vaccine/VPD &xeive more than one response was HPV, 8allevery country may have
the HPV vaccine as part of their immunization program, or HPV administration may occur in different setting
(school or health clinic), or even HPV vaccine recommendations (suck assagctions) may differ.

Figure 2 lists the partners cited among the respondents as the major collaborative partners on improving
or maintaining good vaccine uptake and vaccine confidence. The results here are more diverse, and
garnered a greatenumber of examplesompared to vaccine/VPD targe#s well. Overall, medical and
science professionals were the most popular collaborative partners, followed by academia and a nation:
immunization group. At the same time, it appears tHaternational goups or agenk Svéefe among the

least popular responses.

V. Summary

From these questionsgrossborder collaboration efforts appear to be perceived and carried with
ambivalententhusiasmor focus. While the respondents give many examplesro$sborder collaborative
efforts, they are quicker to list out the challenges afossborder collaboration than the benefits.
Partnerships with governments or groups within a country are also more pophén with international
partners when describing collaborative efforts to improve vaccine uptake and confidence.

Undoubtedly, there are technical hurdles for effective collaborative efforts, but as one respondent notes,
collaborative efforts producehe positive outcome of helping integrate health systems within Europe. While
health systems, health care delivery, and health care needs may differ vastly across the Member States, ey
on the specific issues of vaccinptakeand hesitancy, collaborativefforts can yield outcomes that should
applyto any country, such as an improved vaccine register that is aligned with best practices carried out b
other vaccine registers across Europe.

The respondents also report that when collaboratigffiorts doocaur, those efforts donot often target a
specific vaccine or VPBs themost commonly listedarget of collaborative effortg & SA G KSNJ a |
2N altt @1 O00AYySa Ay GKSEthg braad Argelniay skevh Yndhysivend ad Ain2 y
starting collaborative efforts on the same grounds. On the other hémelreality is thatd | viadcines ¥ 2 N.
one countryor stakeholdersy @ y 24 YSIy vd&8nesatrosStheb@dedwithbut & clear
objective, collaborative efforts could break down should it appear that the collaboration is not mutually
beneficialor has no relevance for one of the partrser

Thecountry respondentsnay not have had unilateral decisiomaking abiliy to collaborate, either within a
country or across borders, and the several responses that express this limitation are found in the data. If tr
respondent responds that they are unaware of any collaborative efforts on vaccines, that might indicate tha
collaborative efforts may be occurring at a greater incidence than reported. Still, if orossborder
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collaboration is desired, it would be wise to emphasize the benefits, while mitigating the diffidisitézsin
this survey toglto encourage wideefforts to improve vaccine uptake and tackle vaccine hesitancy.
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V. Figures

Figure 24: Map of Collaboratve Interventions with Cross Border Partners

Have any of these interventions to address barriers and drivers to
vaccination been done as a collaboration with cross border partners?

B Yes
Il No

Do not know
B No response to the survey

N

+

Created with Datawrapper
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Figure 25: Map of CollaborativeStudieswith Cross Border Partners

Have any of these studies to understand barriers and drivers to
vaccination, including literature reviews or sharing of data, been done as a
collaboration with cross border partners?

B Yes
B No

Do not know
[l No response to the survey

N

*

Created with Datawrapper
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Figure 26: Map of CollaborativeDevelopmentof Vaccine Information Materials with Cross Border
Partners

Are there any examples of where you have collaborated with cross border
partners on the development of vaccine information materials, including
vaccine safety information and information to healthcare workers?

B Yes
[l No

Do not know
[l No response to the survey

N

+

Created with Datawrapper
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Figure 27: Benefits, Difficulties Encouragementsand Examplesof Cross BorderCollaboration Efforts

Benefits Count Difficulties Count Encouragenents Count Examples
Sharing Difference in 5 Workshops or Nordic Group on
experiencesvith language and/or Vaccine Hesitancy
studying vaccine culture
hesitancy and best WHO Tailoring
practices Immunization
Sharing of data Differencesin 2 Teleconferences 2 Programme
the health
system ECDC (NITAG and
Collaboration on Differencesin 2 technical advisory
reviewing historical group on vaccine
literature contexts hesitancy)
Integrating Travelcosts 2
strategies across WHO technical
countries advisory group
Different in 1
objectives VENICEII
Financial burden 1
Lack of data with 1 European
countries with Immunization
fewer resources Week

Different IT
systems
Difference in
trust in health
authorities
Difference in
vaccine targets

1

1

1
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Discussion

In this report we have presented the results from Work Package 8 (WP8) task 8.1, of the European Joint
Action on Vaccination (EIAV). The aimoftask®m AY 2ty A&aY a¢2 RSOSt 2L
analysis of the current situation of activities related to vaccine hesitancy and uptake, including best

LIN OGAOSa yR fSaazya fSFENYSR Ay GKS aSYoSNI {il

Many learnings can be extr@d from this work. Selected examples of good practices and lessons learned
will be shared through the European Health Policy Platform (Stakeholder network: Vaccine hesitancy and
uptake).Taking into consideration the magnitude of the data gathering pregcearticipatingn this work

has presumablylsoprovidedrespondents, thgossibilityto auditand reflect ortheir own work

connected to vaccine hesitancy and uptake.

Thisworl provides the first steps of creating a joint European network and spadetbanotes sharing of
experiences from the work done in relation to vaccine hesitancy and uptake in Europe. It is, of course, tru
that the European countries and regions differ from each other, and national immunisation programmes
are organised in many ffierent ways. Hence, many of the experiences are not directly transferable to
another country or region. It is, therefore, difficgtand possibly even debatabteto identify universally
applicable recommendations based on this work. But as long asevaveare of the contextual

differences, thisvork should providemany opportunities for increasing our capacities to tackle challenges
related to vaccine hesitancy and uptake. That said, we still want to present the following findings that can
be used as general roadmap when developing waysl policieso work with vaccine hesitanand

uptake issue the future:

1 There needs to be a better understanding of the differences between how public health
professionals and how the general public defiraecinehesitancy

1 Vaccine uptake is affected and secured by a complex system of proc&agesork on vaccine
hesitancyand uptakeshould first reflect on an alhclusive understanding of thiesuerather than
focusing solely on vaccine confiderggecifictopics

1 Vaccine uptake work, including collaborative work, currently takes a broad approach, and uptake
could be improved through better targeting of population groups or focus on specific vaccines

1 The work of stakeholders and public health authorities on vadegsitancy andiptake largely
overlap, and more intentional collaboration partnerships can make more efficient use of limited
resources among both parties

T Short and longterm planning shoul@onsider greater prioritization of vaccimesitancyand
uptake work, which is currently most restricted bsganizational limits and funding

1 A conducive space for collaborating on vacdiaesitancy and uptake relateslork is needed that
canmitigate the challenges in soetultural, institutional, and resource differences

Authors of this report: David Carranza, Timothée Dub, Jonas Eivélj

Correspondence: Jonas Sivétias.sivela@thl.fi
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Annex 1: Surveys

Member states survey

t*d*' *x *
~—0

=2 ]AV

ON VAGCINATION

EU Joint Action on Vaccination — Vaccine hesitancy and uptake.

From research and practices to implementation

1. Contact information *

First name

Organisation

| |
| |
Position | \
| |
| |
Country | ‘

2. s there a specific term/are there specific terms describing vaccine hesitancy in your country? *

() Yes
() Neo

O | do not know

3. How do you understand the meaning of the term ‘vaccine hesitancy'? *
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4. Please elaborate on your answers to the two previous questions (2 and 3):
- Are different terms and definitions used?
- |s there, for example, a difference between the official and the public or popular discourse related
to the topic?
- If you have more than one official language in your country, is there a difference between how
vaccine hesitancy is described in these languages? If you answered yes, does it affect your work
in connection to vaccine confidence and uptake in your country/region?
- In the case the terminology related to vaccine hesitancy is not established or if it is multifaceted
or incoherent, how does it affect your work in connection to vaccine uptake and confidence?

5. According to the WHO, "Vaccine hesitancy refers to delay in acceptance or refusal of vaccines despite
availability of vaccination services. Vaccine hesitancy is complex and context specific varying across
time, place and vaccines. It includes factors such as complacency, convenience and confidence” (WHO
SAGE Vaccine Hesitancy Working Group report). *
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Not at Only to a Tosome Toagreat | donot
all limited extent extent extent know

How well do you think this definition

corresponds to how you understand the

meaning of the term 'vaccine hesitancy’ O O O o O
in your country/region?

6. Please list the three vaccines from the National Immunisation Programme with the lowest or
with decreasing coverage. Please indicate coverage (%) for each using most recent data (year). *

7. Concerning your answer to the previous question, please provide references and/or copy of the
report(s) (all
languages are welcome).

8. As far as you are aware, is suboptimal vaccine uptake in your country *

Yes, butonly to a Yes, to Yes, toa | do not
No limited extent  some extent greatextent know

The result of poor access of vaccination
services? (if relevant, please specify

which vaccines and/or VPDs this O O O O O

concerns)
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Yes, butonly to a Yes, to Yes, to a | do not
No limited extent  some extent greatextent  know

The result of a regional or national
vaccine safety-related crisis? (if

relevant, please specify which vaccines O O O O O

and/or \/PDs this concerns)

The result of the lack of confidence in

vaccine safety? (if relevant, please

specify the concerns expressed and

which vaccines and/or VPDs this O O O O O
concerns)

Related to the lack of confidence in the

effectiveness of vaccines? (if relevant,

please specify the concerns expressed

and which vaccines and/or VPDs this O O O O O
concerns)

Related to the perceived risk of VPDs?

(if relevant, please specify which O O O O O

vaccines and/or VPDs this concerns)

The result of inconvenience of
vaccination services? (if relevant,

please specify which vaccines and/or O O O O O

VPDs this concerns)
| |

The result of the lack of confidence in

the institution responsible for organising

the vaccination services? (if relevant,

please specify the concerns expressed O O O O O
and which vaccines and/or VPDs this

concerns)

Related to specific groups within the
population? (if relevant, please specify

which groups and which vaccines O O O O O
and/or \VPDs this concerns)




Yes, butonly to a Yes, to
No limited extent  some extent great extent

Related to the lack of confidence among
health care workers? (if relevant, please

specify the concerns expressed and
which vaccines and/or VPDs this O O O

concerns)

Related to the public perception of

specific vaccines? (if relevant, please

specify which vaccines and/or VPDs O o O
this concerns)

Related to vaccine shortages? (if

relevant, please specify which vaccines
and/or VPDs this concerns) O O O

Related to religious reasons or groups?

(if relevant, please specify which

reasons/groups and which vaccines O O O
and/or VPDs this concerns)

Related to ideological reasons

promoted, for example, by a vocal

anti-vaccine lobby? (if relevant, please O O O
specify which groups and which

vaccines and/or VPDs this concerns)

I |
Other (please describe)?
| O O O

Yes, toa

O

| do not
know

O

9. Please elaborate and please provide one or more examples, and describe in detail the reasons

behind
and the groups with suboptimal vaccine uptake in your country/region.
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10. Concerning your answer to the previous question, please provide references and/or copy of the
report(s) (all
languages are welcome).

11. Have you at your institution or organisation conducted studies (or surveys, reviews or other
examinations) to
understand barriers and drivers to vaccination and vaccine hesitancy in your country/region? *

O Yes
() No

12. If you answered yes, please describe briefly (in case more than one study has been conducted,
please describe them all):

- Methods (study design, selection of participants (sampling methods), sample size, representativeness,
timeframe/period)

- Results
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- Relevance

- Information on whether study/studies addressed barriers and drivers of vaccination of a specific
vaccine and/or VPD

- How often are these studies conducted

- Comment (your observations in general of the study)

13. Concerning your answer to the previous gquestion, please provide references and/or copy of the
report(s) (all
languages are welcome).

14._ If you have conducted studies, has the knowledge from these studies been implemented in policies
or actions and operations in your country/region? *

() Yes
O No

O | do not know

15.

- If yes, please elaborate how.

- In case you have conducted a baseline evaluation as well, did the policies or the actions and
operations help achieve the intended objective for which they were implemented or not?

- If no, please explain why.
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16. Concerning your answer to the previous question, please provide references and/or copy of the
report(s) (all
languages are welcome).

17. Have any of these studies to understand barriers and drivers to vaccination, including literature
reviews or sharing of data, been done as a collaboration with cross border partners? *

o Yes
O No

O | do not know

18. If yes, please explain your motivation for working across borders.
Please provide a list of any cross border partners and studies.
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19. Concerning your answer to the previous question, please provide references and/or copy of the
report(s) (all
languages are welcome).

20. As far as you are aware, have other parties conducted studies (or surveys, reviews or other
examinations) to understand barriers and drivers to vaccination and/or vaccine confidence in your
country/region? *

O Yes
() No

() 1do not know

21. If you answered yes, please describe briefly:

- Which type of organisation(s) (please provide contact information)

- Methods (study design, selection of participants (sampling methods), sample size, representativeness,
timeframe/period)

- Results

- Relevance

- Information on whether study/studies addressed barriers and drivers of vaccination of a specific
vaccine

- How often are these studies conducted

- Comment (your observations in general of the study)
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22. Concerning your answer to the previous question, please provide references and/or copy of the
report(s) (all
languages are welcome).

23. Has the knowledge from these studies been implemented in policies or actions and operations in
your
country/region? *

O Yes
O No

O | do not know

24.
- If you answered no to the previous question, please state why.
- If you answered yes, please elaborate.

25. Concerning your answer to the previous question, please provide references and/or copy of the
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report(s) (all
languages are welcome).

26. What kind of experience does your organisation have from work related to maintaining or
increasing good
vaccine uptake andfor strengthening confidence? Has the work been: *

Yes, butonly to a Yes, to Yes, to a | do not
No limited extent  some extent greatextent know

Vaccine or antigen-specific? (if relevant,

please specify which vaccines and/or O O O O O

VPDs this concerns)
| |

Related to health care workers? (if

relevant, please specify which vaccines O O O O O

and/or \/PDs this concerns)

Carried out through communication
activities? (if relevant, please specify

which vaccines and/or VPDs this O O O O O

concerns)
I |

Conducted in cooperation with
government bodies? (if relevant, please

specify which vaccines and/or VPDs O O O O O

this concerns)
| |

Conducted in cooperation with other

partners and stakeholders in your

country or region? (if relevant, please

specify which partners and/or O O O O O
stakeholders and which vaccines and/or

VPDs this concerns)

Related to specific population groups (if
relevant, please specify which groups

and which vaccines and/or VPDs this O O O O O

concerns)
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Yes, butonly to a Yes, to Yes, toa | do not
No limited extent  some extent greatextent  know

Related to the access of vaccination
services? (if relevant, please specify

which vaccines and/or VPDs this O O O O O

concerns)
I |

Related to education (as a part of the

school curriculum, for example, vaccine

related education in primary and/or

secondary schools)? (if relevant, please O O O O O
specify which vaccines and/or VPDs

this concerns)

Other? (please elaborate)
| | O O O O O

27. Please elaborate on your answers above about your organisation's experiences from work related
to
maintaining or increasing good vaccination coverage and/or strengthening confidence.
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28. Concerning your answer to the previous question, please provide references and/or copy of the
report(s) (all
languages are welcome).

29. Has this work (interventions, projects, campaigns, policies, practices, etc.) been based on
research-based
knowledge? *

O Yes
O No

O Both yes and no

O | do not know

30.
- If you answered yes, please describe how.
- If you answered no, please state why.
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31. Concerning your answer to the previous gquestion, please provide references and/or copy of the
report(s) (all
languages are welcome).

32. Have any of these interventions to address barriers and drivers to vaccination been done as a
collaboration with cross border parthers? *

O Yes
O No

O | do not know

33. If yes, please explain your motivation for working across borders.
Please provide a list of any cross border partners and interventions.
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34. Concerning your answer to the previous gquestion, please provide references and/or copy of the
report(s) (all
languages are welcome).

35. Have you at your institution or organisation experience from work related specifically to maintaining
or increasing the uptake of the second dose of measles mumps, and rubella vaccine (MMR2)? *

O Yes
O No

36. Please elaborate on your answer above and please give examples on your work related specifically
to to maintaining or increasing uptake for the second dose of measles mumps, and
rubella vaccine (MMR2).

37. Concerning your answer to the previous guestion, please provide references and/or copy of the
report(s) (all
languages are welcome).

38. Have you at your institution or organisation experience from work that could also
have maintained or increased the uptake of the second dose of measles mumps, and
rubella vaccine (MMR2), but was not specifically designed for only that purpose? *
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() Yes
O No

39. Please elaborate on your answer above and please give examples on your work that could also
have maintained or increased the uptake of the second dose of measles mumps, and
rubella vaccine (MMRZ2), but was not specifically designed for only that purpose.

40. Concerning your answer to the previous question, please provide references and/or copy of the
report(s) (all
languages are welcome).

41. How is vaccine information for vaccines included in the National Immunisation Programme
communicated to the public in your country? *

Yes, butonly to a Yes, to Yes, toa | do not
No limited extent some extent greatextent know

Informational brochures/pamphlets
lleaflets. (if relevant, please specify

which vaccines and/or VPDs this O O O O O

concerns)
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Yes, butonly to a Yes, to Yes, to a | do not
No limited extent  some extent greatextent  know

School education (as a part of the

school curriculum, for example, vaccine

related education in primary and/or

secondary schools). (if relevant, please o O O O O
specify which vaccines and/or VPDs

this concerns)

Official website(s) (please describe

which). (if relevant, please specify which O O O O O

vaccines and/or VPDs this concerns)

News media, including print media
(newspapers, newsmagazines),
broadcast media (television and radio),

and online newspapers. (if relevant, O O O O o

please specify which vaccines and/or
VPDs this concerns)

Social media. (if relevant, please specify
which social media platform(s) and

which vaccines and/or VPDs this O O O O O

concerns)
I |

Health care worker when meeting
patient. (if relevant, please specify

which vaccines and/or VPDs this O O O O O

concerns)
I |

Advertisements or campaigns. (if

relevant, please specify which vaccines O O O O O

and/or \VPDs this concerns)

E-health (electronic health services). (if

relevant, please specify which vaccines O O O O O

and/or \/PDs this concerns)

Other. (please elaborate) O O O O O
| |

42. Please elahorate on your answers above on how vaccine information is communicated to the
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public in your
country.

43. Concerning your answer to the previous question, please provide references and/or copy of the
report(s) (all
languages are welcome).

44_How is vaccine safety information for vaccines included in the National Immunisation Programme
communicated to the public in your country? *

Yes, butonly to a Yes, to Yes, to a | do not
No limited extent  some extent greatextent know

Informational brochures/pamphlets
/leaflets. (if relevant, please specify

which vaccines and/or VPDs this O O O O O

concerns)
I |

School education (as a part of the

school curriculum, for example, vaccine

related education in primary and/or

secondary schools). (if relevant, please O O O O O
specify which vaccines and/or VPDs

this concerns)
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No
Official website(s). (if relevant, please
specify which website(s) and
which vaccines and/or VPDs this O
concerns)

News media, including print media
(newspapers, newsmagazines),

broadcast media (television and radio),

and online newspapers. (if relevant, O
please specify which vaccines and/or

VPDs this concerns)

Social media. (if relevant, please specify
which social media platform(s) and

which vaccines and/or VPDs this O
concerns)

Health care worker when meeting

patient. (if relevant, please specify

which vaccines and/or VPDs this O
concerns)

E-health (electronic health services). (if
relevant, please specify which vaccines O
and/or VPDs this concerns)

Other. (please elaborate) O

Yes, but only to a
limited extent

O

Yes, to

some extent great extent

O

Yes, to a

O

| do not
know

O

45, Please elaborate on your answers above on how vaccine safety information is communicated to

the publicin
your country.
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46. Concerning your answer to the previous question, please provide references and/or copy of the
report(s) (all
languages are welcome).

47. How is vaccine and vaccine safety information for vaccines included in the National Immunisation
Programme communicated to health care workers responsible for vaccination in your country? *

Yes, butonly to a Yes, to Yes, to a | do not
No limited extent  some extent greatextent know

Informational brochures/pamphlets
lleaflets. (if relevant, please specify

which vaccines and/or VPDs this O O O O O

concerns)
I |

Meetings/lectures/training events. (if

relevant, please specify which vaccines O O O O O

and/or VPDs this concerns)

Official website (s) (please describe

which). (if relevant, please specify which O O O O O

vaccines and/or VPDs this concerns)

News media, including print media

(newspapers, newsmagazines),

broadcast media (television and radio),

and online newspapers. (if relevant, O O O O O
please specify which vaccines and/or

VPDs this concerns)
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Yes, butonly to a Yes, to Yes, to a | do not
No limited extent  some extent greatextent  know

Social media. (if relevant, please specify
which social media platform(s) and

which vaccines and/or VPDs this O O O O O

concerns)
I |

Telephone service/hotline to public
health institute or other. (if relevant,

please specify which vaccines and/or O O O O O

VPDs this concerns)

E-mail service. (if relevant, please

specify which vaccines and/or VPDs O O O O O

this concerns)
I |

Official written communication. (if

relevant, please specify which vaccines O O O O O

and/or VPDs this concerns)

E-health (electronic health services). (if

relevant, please specify which vaccines O O O O’ O

and/or VPDs this concerns)

Post diploma education and/or
continuous/updating training. (if
relevant, please specify which vaccines O O O O O

and/or VPDs this concerns)

Other. (please elaborate) O O O O O
| |

48. Please elaborate on your answers above on how vaccine and vaccine safety information
communicated to health care workers
responsible for vaccination in your country.




49. Concerning your answer to the previous question, please provide references and/or copy of the
report(s) (all
languages are welcome).

50. Are there any examples of where you have collaborated with cross border partners on the
development of vaccine information materials, including vaccine safety information and information to
healthcare workers? *

O Yes
() No

O | do not know

51. If yes, please explain your motivation for working across borders.
Please provide a list of any cross border partners and links to vaccine information materials.
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52. Please describe any other collaboration (excluding the EU Joint Action on Vaccination) where you
are working across borders on the development of plans or strategies relating to work on addressing
barriers and drivers of vaccination.

- In your experience, what could be the benefits of teaming up with cross border partners?

- In your experience, what could be the difficulties of teaming up with cross border partners?

- In your experience, what could be done to encourage more cross border collaboration?

53. Concerning your answers to the previous questions on collaboration with cross border partners,
please provide references and/or copy of the report(s) (all languages are welcome).

54. Are there any examples of where you have collaborated with cross border partners on the
development of vaccine information materials, including vaccine safety information and information to
healthcare workers? *

() Yes
O No

O | do not know

55. If yes, please explain your motivation for working across borders.
Please provide a list of any cross border partners and links to vaccine information materials.
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56. Please describe any other collaboration (excluding the EU Joint Action on Vaccination) where you
are working across borders on the development of plans or strategies relating to work on addressing
barriers and drivers of vaccination.

- In your experience, what could be the benefits of teaming up with cross border partners?

- In your experience, what could be the difficulties of teaming up with cross border partners?

- In your experience, what could be done to encourage more cross border collaboration?

57. Concerning your answers to the previous questions on collaboration with cross border partners,
please provide references and/or copy of the report(s) (all languages are welcome).
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58. Does your institution have one or more persons or advisors dedicated to working primarily
on maintaining or increasing good vaccine uptake and/or strengthening vaccine confidence? *

O Yes
() No

59.

- If no, please state why and describe what team or which person is in charge of this matter.

- If yes, please describe in detail the roles and responsibilities of this/these person(s), their educational
and

professional background, resources available etc.

- Please estimate the time efforts you use at your institution on vaccine hesitancy related work (100%=1
person working full time).

- Please also give the contact information for the person in charge of this work.

60. Are you, at your institution or organisation, able to work with vaccine hesitancy and uptake
related issues in a way that meets your needs? *

() Yes
o No

61. What are the main barriers that prevent you from working with vaccine hesitancy and uptake
related issues? *
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Yes, butonly to a Yes, to Yes, to a | do not
No limited extent some extent greatextent  know

Lack of funding. O
Lack of competence/competent staff. O
Lack of mandate. O

Organisational limits/restrictions (such
as workload and/or other responsibilities O
and/or prioritisations).

O O 00O
O O 00O
O O 00O
O O 00O

Other, what? O

62. Please elaborate on your answer above on main barriers that prevent you from working with
vaccine
hesitancy and uptake related issues in your country/region.

63. Do you, at your organisation, have long-term strategies or plans for strengthening vaccine
confidence and increasing vaccine uptake in your country/region? *

O Yes
O No

() 1do not know
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64.
- If no, please state why.
- If yes, please describe in detail.

65. Concerning your answer to the previous questions, please provide reference and/or copy of the
strategy/plan (all
languages are welcome).

66. In the case you have conducted work (interventions, projects, campaigns, policies, practices) in
relation to

increasing vaccination coverage or strengthening trust, has this work been successful or
unsuccessful?

- If no, please state why.

- If yes, please describe these cases separately in detail.
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67. Concerning your previous answer, how do you determine the success or failure?

Have you, for example, conducted studies evaluating the possible impact of the work (interventions,
projects, campaigns, policies, practices)?

- If no, please state why.

- If yes, please describe in detail.

68. Concerning your answers to the two previous questions, please provide reference or copy of
reports, if possible(all
languages are welcome).

69. What is the latest programme/activity you have conducted at your institution aimed at increasing
vaccine confidence and uptake?
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70. Concerning your answer to the previous questions, please provide reference and/or copy of the
strategy (all
languages are welcome).

71. Please describe any other policies, practices and projects that have affected (increased or
decreased) vaccine uptake in your country/region, but that have not directly been related to or affected
by the work at your institution, for example, social media activities or influencers, legislation related to
mandatory vaccinations or school curriculums/vaccine related education in primary or secondary
schools.

72. Concerning your answer to the previous question, please provide reference or copy of reports, if
possible(all
languages are welcome).
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73. Are there examples of vaccine hesitancy and/or uptake related work at your organisation or in
your country/region that could be presented as constructive examples of either successful or
unsuccessful actions, practices and decisions? *

O Yes. If yes, please explain what and
why.

ONo

74. Would you be willing to present this work, for example, in the form of an article, podcast or video
lecture/webinar that could be published on an online platform specifically designed for providing
guidance for developing practices and policies for maintaining good vaccine uptake and confidence? (Or,
if the work has been conducted by another actor, would you be willing to organise a presentation of their
work?) *

() Yes. Please explain how. | |

() No. Please explain why. | |

75. Are there stakeholders that have been active in vaccine hesitancy and uptake related work in your
country/region that should be asked to take part in the mapping of best practices and lessons learned? *

O Yes

O No. If no, please state why not.

76. If you answered yes to the previous question, please describe who should be included and why
(Please also provide contact information).
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77. Is there anything else you would like to tell us?
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Stakehold er survey
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= ]JAV

EU Joint Action on Vacéiﬁafion — Vaccine hesitancy and uptake.
From research and practices to implementation

1. Contact information *

First name

Last name

Position

Organisation

Country

| |
| |
| |
Email | |
| |
| |

2. As far as you are aware, is suboptimal vaccine uptake: *

Yes, but only to a Yes, to Yes, toa | do not
No limited extent some extent greatextent know

The result of poor access of vaccination
services? (if relevant, please specify

which vaccines and/or VPDs this Q O O O O

concerns)

The result of a regional or national
vaccine safety-related crisis? (if

relevant, please specify which vaccines Q O O O Q

and/or VPDs this concerns)



No
The result of the lack of confidence in
vaccine safety? (if relevant, please
specify the concerns expressed and O
which vaccines and/or VPDs this
concerns)

Related to the lack of confidence in the
effectiveness of vaccines? (if relevant,
please specify the concerns expressed O
and which vaccines and/or VPDs this
concerns)

Related to the perceived risk of VPDs?
(if relevant, please specify which O
vaccines and/or VPDs this concerns)

The result of inconvenience of

vaccination services? (if relevant,

please specify which vaccines and/or O
VPDs this concerns)

The result of the lack of confidence in

the institution responsible for organising

the vaccination services? (if relevant,

please specify the concerns expressed O
and which vaccines and/or VPDs this
concerns)

Related to specific groups within the
population? (if relevant, please specify
which groups and which vaccines
and/or \/PDs this concerns)

Related to the lack of confidence among
health care workers? (if relevant, please
specify the concerns expressed and O
which vaccines and/or VPDs this

concerns)

Yes, butonly to a
limited extent

O

Yes, to

some extent great extent

O

Yes, to a

O

| do not
know

O
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Related to the public perception of
specific vaccines? (if relevant, please
specify which vaccines and/or VPDs
this concerns)

Related to vaccine shortages? (if
relevant, please specify which vaccines
and/or VPDs this concerns)

Related to religious reasons or groups?
(if relevant, please specify which
reasons/groups and which vaccines
and/or VPDs this concerns)

Related to ideoclogical reasons
promoted, for example, by a vocal
anti-vaccine lobby? (if relevant, please
specify which groups and which
vaccines and/or VPDs this concerns)

Other (please describe)?

No

O

O

O

O

O

3. Please elaborate on your answer above.

Yes, butonly to a
limited extent

O

Yes, to Yes, toa
some extent great extent

O O

| do not
know

O
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4. Concerning your answer to the previous question, please provide references and/or copy of the
report(s) (all
languages are welcome).

5. Have you at your organisation conducted studies (or surveys, reviews or other examinations) to
understand barriers and drivers to vaccination and vaccine hesitancy? *

O Yes
O No

6. If you answered yes, please describe briefly (in case more than one study has been conducted,
please describe them all):

- Methods (study design, selection of participants (sampling methods), sample size, representativeness,
timeframe/period)

- Results

- Relevance

- Information on whether study/studies addressed barriers and drivers of vaccination of a specific
vaccine and/or VPD

- How often are these studies conducted

- Comment (your observations in general of the study)
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7. Concerning your answer to the previous question, please provide references and/or copy of the
report(s) (all
languages are welcome).

8. If you have conducted studies, has the knowledge from these studies been implemented in policies
or actions and operations by you or someone else? *

O Yes
O No

O | do not know

9.

- If yes,please elaborate how.

- In case you have conducted a baseline evaluation as well, did the policies or the actions and
operations help achieve the intended objective for which they were implemented or not?

- If no, please explain why.
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10. Concerning your answer to the previous question, please provide references and/or copy of the
report(s) (all
languages are welcome).

11. Have any of these studies to understand barriers and drivers to vaccination, including literature
reviews or sharing of data, been done as support to cross border partners? *

O Yes
O No

O | do not know

12. If yes, please provide a list of any cross border partners and studies.

13. Concerning your answer to the previous gquestion, please provide references and/or copy of the
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report(s) (all
languages are welcome).

14. What kind of experience does your organisation have from work related to maintaining or
increasing good
vaccine uptake and/or strengthening confidence? Has the work been: *

Yes, butonly to a Yes, to Yes, to a | do not
No limited extent some extent greatextent know

Vaccine or antigen-specific? (if relevant,

please specify which vaccines and/or O O O O O

VPDs this concerns)

Related to health care workers? (if

relevant, please specify which vaccines O O O O O

and/or VPDs this concerns)

Carried out through communication
activities? (if relevant, please specify

which vaccines and/or VPDs this O O O O O

concerns)
I |

Conducted in cooperation with
government bodies? (if relevant, please

specify which vaccines and/or VPDs O O O O O

this concerns)
I |

Conducted in cooperation with other

partners and stakeholders in your

country or region? (if relevant, please

specify which partners and/or O O O O O
stakeholders and which vaccines and/or

VPDs this concerns)

Related to specific population groups (if
relevant, please specify which groups

and which vaccines and/or VPDs this O O O O O

concerns)
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Yes, butonly to a Yes, to Yes, to a | do not
No limited extent  some extent greatextent  know

Related to the access of vaccination
services? (if relevant, please specify

which vaccines and/or VPDs this O O O O O

concerns)
I |

Related to education (as a part of the

school curriculum, for example, vaccine

related education in primary and/or

secondary schools)? (if relevant, please O O O O O
specify which vaccines and/or VPDs

this concerns)

Other? (please elaborate)
| | O O O O O

15. Please elaborate on your answers above about your organisation's experiences from work related
fo
maintaining or increasing good vaccination coverage and/or strengthening confidence.
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16. Concerning your answer to the previous question, please provide references and/or copy of the
report(s) (all
languages are welcome).

17. Has this work (interventions, projects, campaigns, policies, practices, etc.) been based on
research-based
knowledge? *

() Yes
O No
O Both yes and no

() Ido not know

18.
- If you answered yes, please describe how.
- If you answered no, please state why.
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19. Concerning your answer to the previous question, please provide references and/or copy of the
report(s) (all
languages are welcome).

20. Have any of these interventions to address barriers and drivers to vaccination been done as support
to cross border partners? *

O Yes
O No

O | do not know

21. If yes, please provide a list of any cross border partners and interventions.

22. Concerning your answer to the previous question, please provide references and/or copy of the
report(s) (all
languages are welcome).
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23. Have you at your organisation experience from work related specifically to maintaining
or increasing the uptake of the second dose of measles mumps, and rubella vaccine (MMR2)? *

O Yes
O No

24. Please elaborate on your answer above and please give examples on your work related specifically
to to maintaining or increasing uptake for the second dose of measles mumps, and
rubella vaccine (MMR2).

25. Concerning your answer to the previous guestion, please provide references and/or copy of the
report(s) (all
languages are welcome).

26. Have you at your organisation experience from work that could also
have maintained or increased the uptake of the second dose of measles mumps, and
rubella vaccine (MMR2), but was not specifically designed for only that purpose? *

O Yes
() No
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27. Please elabhorate on your answer above and please give examples on your work that could also
have maintained or increased the uptake of the second dose of measles mumps, and
rubella vaccine (MMR2), but was not specifically designed for only that purpose.

28. Concerning your answer to the previous question, pleaseprovide references and/or copy of the
report(s) (all
languages are welcome).

29. Does your organisation have one or more persons or advisors dedicated to working primarily
on maintaining or increasing good vaccine uptake and/or strengthening vaccine confidence? *

O Yes
O No

30.

- If no, please state why and describe what team or which person is in charge of this matter.

- If yes, please describe in detail the roles and responsibilities of this/these person(s), their educational
and

professional background, resources available etc.

- Please estimate the time efforts you use at your institution on vaccine hesitancy related work (100%=1
person working full time).

- Please also give the contact information for the person in charge of this work.
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31. Are you, at your organisation, able to work with vaccine hesitancy and uptake related issues in a
way that meets your needs? *

O Yes
O No

32. What are the main barriers that prevent you from working with vaccine hesitancy and uptake
related issues? *

Yes, butonly to a Yes, to Yes, toa | do not
No limited extent  some extent greatextent know

Lack of funding. O O
Lack of competence/competent staff. O
Lack of mandate. O

Organisational limits/restrictions (such
as workload and/or other responsibilities O
and/or prioritisations).

O O 000
O O 000

O
O
O
O

O O 000

Other, what? O

33. Please elaborate on your answer above on main barriers that prevent you from working with
vaccine



hesitancy and uptake related issues.

34. Do you, at your organisation, have long-term strategies or plans for strengthening vaccine
confidence and increasing vaccine uptake within the scope of your activities? *

O Yes
O No

O | do not know

35.
- If no, please state why.
- If yes, please describe in detail.
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36. Concerning your answer to the previous questions, please provide reference and/or copy of the
strategy/plan (all
languages are welcome).

37. In the case you have conducted work (interventions, projects, campaigns, policies, practices) in
relation to

increasing vaccination coverage or strengthening trust, has this work been successful or
unsuccessful?

- If no, please state why.

- If yes, please describe these cases separately in detail.

38. Concerning your previous answer, how do you determine the success or failure?

Have you, for example, conducted studies evaluating the possible impact of the work (interventions,
projects, campaigns, policies, practices)?

- If no, please state why.

- If yes, please describe in detail.
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39. Concerning your answers to the two previous questions, please provide reference or copy of
reports, if possible(all
languages are welcome).

40. What is the latest programme/activity you have conducted at your organisation aimed at increasing
vaccine confidence and uptake?

41. Concerning your answer to the previous questions, please provide reference and/or copy of the
strategy (all
languages are welcome).
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42 Are there any examples of where you have supported cross border initiatives on the development of
vaccine information materials, including vaccine safety information and information to healthcare
workers? *

O Yes
O No

O | do not know

43. If yes, please explain your motivation for supporting cross border initiatives.
Please provide a list of any cross border partners and links to vaccine information materials.

44, Please describe any other collaboration (excluding the EU Joint Action on Vaccination) where you
are supporting cross border initiatives relating to work on addressing barriers and drivers of vaccination.
- In your experience, what could be done to encourage more cross horder collaboration?

45. Concerning your answers to the previous questions on supporting cross border initiatives, please
provide references and/or copy of the report(s) (all languages are welcome).
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46. Are there examples of vaccine hesitancy and/or uptake related work at your organisation

that could be presented as constructive examples of either successful or unsuccessful actions, practices
and decisions? *

O Yes. If yes, please explain what and
why.

ONO

47. Would you be willing to present this work, for example, in the form of an article, podcast or video
lecture/wehinar that could be published on an online platform specifically designed for providing
guidance for developing practices and policies for maintaining good vaccine uptake and confidence? (Or,

if the work has been conducted by another actor, would you he willing to organise a presentation of their
work?) *

O Yes. Please explain how. |

O No. Please explain why. |

48. |s there anything else you would like to tell us?
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Annex 2: Data Description

Quantitative Data Description

Quantitative data is defined here by the information gathered from questions that required a response with
the multiplechoice, Likert scaleype questions, or yes/no questions. The sdglee questions can be
interpreted as statements that ask the respamds to what extent they agreed with the claim made by the
guestion.

The responses to the scale type questions were the following:
not at all

only to a limited extent

to some extent

to a great extent

| do not know

. The yes/no questions had 3 optiorsyes, nand| do not know.

= =4 =4 4 A

Quantitative Data Analysis

We analyzed the quantitative data through several methods:
1 Summation calculations,
1 Frequencies, and
1 Comparing medians

In Likert scalgéype questions, answers were coded as follows: 0 = not at all; 1 = only to a limited extent; 2 -
G2 &a2yvy$8 SEGSYyGT o G2 | 3ANBIG SEGSyidsT o6KAES ¢
Lastly, the total sum of eachitemokS [ A1 SNl aOFtS 6SOFYS (y26y I A&

Total extent scores were calculated in the same manner for both country and stakeholder respondents. DL
to the difference in the number of respondents, a raw sum is not reportekddranalysis. Rather, each total
extent score is converted into a percentage of a maximum possible score given the number of responses
the respective survey item. For example, in instances where every respondent answered the survey iter
the maximumexdy i a02NB FT2N) 6KS O2dzy iNE NBaLRyRSyida O:
I INBIG SEGSYyG=Z¢ Ydzf GALX ASR 6& Hy NBaLRYRSyGaovs
was 24 (3 multiplied by 8 respondents).

We reported the rsults from yes/no questions in a frequency count, also in percentages. In these questions
NBalLkRyasSa 2F aL R2 y2i0 (y26¢ 6SNB y20 RNRLILISR A

In addition to percentages, we visualized the median response in the vaccinatnomunication section.

This was done mostly to provide an eagieiread visualization of the comparison of the different questions

(general vs. safety information communication strategies) that had the same response options. Whel

analyzing medians, the &kt scale values were coded from 1 (Not at all) to 4 (To a great extent). Once again

Fye AyadlyoSa 2F NBalLRyRSyila FyagSNAYy3I daL R2 y2
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Due to the small sample sizes from both survey groups, the quantitative datatlichdergo any rigorous
statistical testing to observe any differences between questions or between respondents. However, trend
in the quantitative data were discussed in detail in this report.

We visualized the quantitatve data in several ways:
1 Bar clarts¢ for visualizing and comparing total extent scores in Likert scale questions
1 Mapsc for both Likert scale and yes/no questions, with every possible response (or lack of response
given a different shade of a color to geographically see the distabutf resposnes
1 Radar chartg for the comparison of median scores in the vaccine communication section

Qualitative Data Description

Qualitative data is defined here by any questions that involve-feseresponses. The free text was entered
either asa specification for a quantitative question or in response to a standalone question, usually after ar
initial question.Not every guestion was mandatory leading to some missing data, especially in the question:
that required a free text responsd&kesponssg to questions asking for citations or references to studies,
forms, and websites, for example, were not analyzed in this report. Instead, the focus is on the standalon
free-text responses and when specifying vaccines, VPDs, or providing an exampleesfastiin order to
obtain exhaustive answers and to avoid misunderstandings, some countries were asked to complete the
answers based on this review work. This revision work was conducted by experts from JoenEResearch
Center JR(Q; FOHM and THL.

Qualitative Data Analysis

When asking for these specification questions, a primary content analysis was used. If enough respons
were gathered for a specific survey item, the responses were first counted. Repeat responses or ones th
overlapped sufficiently were counted for eachstance the response appeared in that survey item.
Overlapping responses were grouped into higher categories when necessary. This was most evident
vaccine examples. Due to the many formulations and types of vaccines, responses were categorized by th
most inclusive product. For example, when at least one respondent mentioned the hexavalent vaccin
(diphtheria, tetanus, pertussis, poliovirus, Haemophilus B, and Hepatitis B), any response that used tt
individual components or a combination of sevelalt not all of the components, of the vaccine was coded
as the hexavalent vaccine. However, when the most inclusive response in a survey item was the trivale
vaccine, DTaP or TDaP, any other response that mentioned an individual component would basctheed
trivalent vaccine.

The categonjevel data was then visualized in bar charts, with percentages and the total observation count
listed on the chart. If there were insufficient responses, or an insufficient variety of responses, across all th
respordents, the data was not analyzed or visualized. There was no threshold on the number of response
or diversity of responses that made the data sufficient to analyze, rather the decision was made on
guestionby-question basis.
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On other scalgype questiors, the survey did not ask the respondent to specify vaccines or, but instead
asked to clarify or specify, for example, the types of collaborating institutions or methods of
communicating information. The same method was carried out as already describadaine free text
guestions were analyzed in a similar method.

104



Annex 3: Additional Figures

Additional Figure 1: Map of Suboptimal Vaccine Uptake due to Poor Access of Vaccination Services

Extent that suboptimal vaccine uptake is a result of poor access of
vaccination services
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Created with Datawrapper
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Additional Figure 2: Map of Suboptimal Vaccine Uptake due toRegional or National Vaccine Safety
Related Crisis

Extent that suboptimal vaccine uptake is a result of a regional or national
vaccine safety-related crisis
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Additional Figure 3: Map of Suboptimal Vaccine Uptake due to a Lack of Confidence in Vaccine Safety

Extent that suboptimal vaccine uptake is the result of the lack of confidence in
vaccine safety
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Additional Figure 4: Map of Suboptimal Vaccine Uptake due to a Lack of Confidence in Vaccine
Effectiveness

Extent that suboptimal vaccine uptake is the result of the lack of confidence
in the effectiveness of vaccines
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Additional Figure 5: Map of Suboptimal Vaccine Uptake due to the Perceived Risk of VPDs

Extent that suboptimal vaccine uptake is a related to the perceived risk of

vaccine-preventable diseases
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Additional Figure 6: Map of Suboptimal Vaccine Uptake due to Lack of Institutional Confidence

Extent that suboptimal vaccine uptake is the result of the lack of confidence
in the institution responsible for organising the vaccination services
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Additional Figure 7: Map of SuboptimalNaccine Uptake due to the Inconvenience of Vaccination
Services

Extent that suboptimal vaccine uptake is the result of inconvenience of
vaccination services
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Additional Figure 8: Map of Suboptimal Vaccine Uptake due to Specific Groups within the Population

Extent that suboptimal vaccine uptake is related to specific groups within
the population
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Additional Figure 9: Map of Suboptimal Vaccine Uptake due to the Lack @bnfidence among HCWs

Extent that suboptimal vaccine uptake is related to the lack of confidence among
health care workers
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Additional Figure 10: Map of Suboptimal Vaccine Uptake due to the Perception of Specific Vaccines

Extent that suboptimal vaccine uptake is related to the perception of
specific vaccines
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Additional Figure 11: Map of Suboptimal Vaccine Uptake due to Vaccine Shortages

Extent that suboptimal vaccine uptake is related to vaccine shortages
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Additional Figure 12: Map of Suboptimal Vaccine htake due to Religious Reasons or Groups
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