TWO YEARS AFTER THE ROLLOUT OF COVID-19 VACCINES, HAS HESITANCY CHANGED?

Abstract

Two years have passed since the world was hit by the COVID-19 pandemic, and with the roll-out of
vaccines, the hope for a return to normalcy has been rekindled. However, vaccine hesitancy remains a
challenge in many parts of the world, as some individuals remain skeptical about the safety of the
vaccines. A far-flung of literature reviewed indicates that, vaccines are essential in disease prevention,
yet, elements within populations are still hesitant for some, due to the lack of confidence in the

effectiveness of the vaccines, and some, [for religious beliefs lamong others to accept COVID-19 vaccines.

accept the vaccines could once again jeopardize our health system if another pandemic hit us. h’his paper
examines whether vaccine hesitancy has changed two years after the roll-out of COVID-19 vaccines. |

Introduction

According to the World Health Organization (WHO), vaccine hesitancy is defined as the delay in
acceptance or refusal of vaccines despite the availability of vaccine services[1]. Vaccine hesitancy is not a
new phenomenon, and it has been observed in previous vaccination campaigns. However, the COVID-19
pandemic has brought vaccine hesitancy to the forefront of public health discourse. Since the roll-out of
COVID-19 vaccines, there have been concerted efforts by governments, healthcare providers, and other
stakeholders to address vaccine hesitancy. These efforts have included public education campaigns,
targeted outreach to underserved communities, and the use of trusted messengers to convey accurate
information about the vaccines. Despite these efforts, vaccine hesitancy remains a significant challenge in
many parts of the world[2, 3].

In the United States, The FDA approved the first COVID-19 vaccine in 2021. COVID-19 vaccines
worldwide have been met with a significant level of resistance [4]. Acceptance of the COVID-19 vaccine
has been slow and there have been cases of outright refusal to accept vaccines despite their availability[5].

Reviews have attributed vaccine hesitancy to issues of complacency, confidence and convenience[6].

Comment [P1]: It is better to remove
religious opinions from scientific articles
related to health and medicine

Comment [P2]: On 5 May 2023, the WHO
Emergency Committee on COVID-19
recommended to the Director-General, who
accepted the recommendation, that given the
disease was by now well-established and
ongoing, it no longer fit the definition of a
PHEIC. This does not mean the pandemic itself
is over, but the global emergency it has
caused is, for now.

Covid-19 is still a pandemic, but it is no longer
a PHEIC.

Comment [P3]: This article has not given a
clear and specific answer to this question
based on the sample data of the statistical
population




Other schools of thought are of the view that, instead of saying vaccine hesitancy, it should rather be
vaccination hesitancy. Interestingly, higher hesitancy contributes to low vaccine demand, but low
hesitancy does not mean high demand for vaccines [7]. However, a contrary view opines that no matter
the level of hesitancy at the early stages of vaccine roll-out, vaccines eventually get accepted when

disease burdens become increasingly alarming [8].

In 2019, a new coronavirus (COVID-19) has been identified and many efforts have been directed toward
the development of effective vaccines. However, the willingness for vaccination is deeply influenced by

several factors.
What are the causes of COVID-19 Vaccine Hesitancy?

The reasons for vaccine hesitancy are complex and multifactorial. They include lack of trust in the
healthcare system, misinformation, fear of side effects, and cultural or religious beliefs. In 2019, the
World Health Organization maintained that vaccine hesitancy was among the top threats to global
health[1]. Fourteen papers reviewed posited that the causes of vaccine hesitancy include concerns over
safety, lack of trust, lack of need for vaccination and cultural reasons [9]. Concerns over the safety of
COVID-19 vaccines were harbored by almost all countries[10]. Broadly, the efforts to accept, reject or
delay vaccine acceptance have been categorized under contextual, individual and group factors.
Strangely, religious reasons have also been identified as one of the reasons why people were hesitant to
accept COVID-19 vaccines [2]. A school of thought opined that an epidemiological triad is responsible
for vaccine hesitancy; this triad represents interactions between the external environment, agent (vaccine)
and the host[11]. If these interactions are not properly addressed, hesitancy will continue to be a vaccine
problem [11]. It was documented that pharmaceutical companies were not a source of trusted sources of
information considering the history of unethical conduct by some of the leading manufacturers of
COVID-19 vaccines hence the hesitancy [5, 12, 13](Dhama et al., 2021). A significant contribution to
vaccine hesitancy also hinged around the activities of anti-vaccine movements [14]. Interestingly, the
proliferation of vaccine misinformation for use by political entrepreneurs and operatives in countries

(such as Ghana) for electoral purposes has also contributed to vaccine hesitancy in many communities [6].
What is the Current Situation for COVID-19 Vaccine Hesitancy?

Generally, studies of the subject matter have been scanty, particularly in the Middle East, North Africa,
Sub-Saharan Africa, Eastern Europe, Central Asia, and Middle and South America. However, digging
into available and relevant literature revealed that some surveys on the topic have been conducted in some
thirty-three (33) different countries across the globe [2]. Globally, the acceptance rate of the COVID-19
vaccine was highest in Ecuador with a rate of 97.0%, Malaysia came second with a rate of 94.3%, and



Indonesia scored 93.3% whilst China’s COVID-19 Vaccine acceptance rate stood at 91.3%. It is
imperative to note that, the lowest rates of COVID-19 vaccine acceptance were found in Kuwait with a
rate of 23.6%, whilst Jordan had a rate of 28.4%. Again, Italy, Russia and Poland scored 53.7%, 54.9%,
and 56.3% respectively. Intriguingly, the United States COVID-19 acceptance rate was 56.9% and that of
France was 58.9%. As indicated supra, studies on the topic are scanty and hence only eight surveys
among healthcare workers thus doctors and nurses could be unearthed at the time of this work[15]. The
vaccine acceptance rates between nurses and doctors ranged from 27.7% to 78.1% in the Democratic
Republic of the Congo and Israel respectively[16]. In the majority of survey studies among the general
public stratified per country (29/47, 62%), the acceptance of COVID-19 vaccination showed a level of
>70%. Studies have glaringly pointed to the fact that the Middle East, Russia and Africa among others
have reported significantly low rates of COVID-19 Vaccine acceptance. If this trend were to hold for a
longer period, the resultant effect could be catastrophic to the global efforts to control the COVID-19
pandemic [17].

Strategies in fighting against COVID-19 vaccine hesitancy

Studies in this area are scanty, especially in North and sub-Saharan Africa. Understanding why there is
vaccine hesitancy is part or could be a part of the solutions to the problem of hesitancy. A study analyzed
the phenomenon by categorizing participants into different age groups and sought to understand the
following: their relation to the problem and their characteristics, secondly the most important information
about immunization that could be used to counteract hesitancy and finally the best approaches that could
be used to transmit the messages to the target groups[10]. The study concluded that the best approaches
should be used in promoting vaccine-related messages and these include long-term education in general
and the need for the inclusion of children and adolescents in vaccine and immunization education so they

could grow up accepting the concept.

Varied proposals have also been made towards the fight against hesitancy. It is being advocated that
policy decisions should be made in a very transparent manner before rolling out vaccinations or
immunizations. Others are of the view that, more information be made available to populations before
vaccines are rolled out, and the procedures involved in the vaccine administration should be made known
whilst diffusing controversies and conspiracy theories [9].

Conclusion:



Although overwhelming evidence supports the fact that vaccines are essential in disease prevention, yet,

elements within populations are still hesitant for some, due to the lack of confidence in the effectiveness

of the vaccines, and some, for religious beliefs among others to accept COVID-19 vaccines. Scientific

knowledge of vaccines and the size of clinical trials during vaccine development reduce vaccine hesitancy

among populations.

Vaccine acceptance among potential users and healthcare providers play a pivotal role in vaccine usage or

rejection. Therefore, the focus of this article was not on whether the COVID-19 vaccines are efficacious

or not, but as to whether there has been a change towards the COVID-19 vaccine hesitancy during and

after the pandemic. Indeed, studies in this area are scanty and it is therefore recommended that more

studies be done to address the scope of COVID-19 vaccine hesitancy.
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