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Introduction

COVID-19 infection caused by severe acute respiratory 
syndrome coronavirus 2 (SARS-CoV-2) has caused enor-
mous disruption to societies and the loss of millions human 
lives.1,2 In addition, COVID-19 has instilled fear in the pop-
ulation due to the dead consequences and negative impacts 
on the health and economic systems.1,2 On the other hand, 
several high- and middle-income countries compete 
unequally with low-income countries for vaccine procure-
ment. Additionally, high-income countries retain their intel-
lectual property for COVID-19 vaccines and other 
technologies, sparking outrage over vaccine inequities as 
global access to the vaccine enables diverse immunization 
strategies. and thus face the imminent epidemic waves 
caused by the new variants of COVID-19.3,4 As of January 
28, 2022, 33 vaccines have regulatory approval in at least 1 
country, based on the results of interim Phase III clinical 
trials, with published data reporting efficacies between 50% 

and 95% and, in some cases, no published results.5 All of 
these vaccines, in addition to providing direct immunity, 
can help reduce infections, even among unvaccinated peo-
ple, through herd immunity.6 It is therefore crucial to con-
vince populations that doubt vaccines of their vital 
importance in the fight against this virus and in the preven-
tion of the appearance of new variants.7

In Latin America, low-income countries such as Peru 
have reported the highest per capita deaths globally and an 
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increasing number of cases8; it is therefore necessary to pro-
mote vaccination against COVID-19 to reduce the number 
of infected and dead people and to reactivate the economy 
to achieve a better quality of life and equal opportunities for 
the population.9 Different studies indicate the influence of 
various factors on confidence acceptance or risk attitudes 
when receiving a vaccine.10,11 These factors differ accord-
ing to ideological, regional, social, and cultural factors.10,11 
Therefore, understanding the factors that influence vacci-
nation in developing countries, with scarce economic 
resources, low levels of education, health systems on the 
verge of collapse, distrust toward manufacturing countries, 
fear of side effects, and serious misinformation problems 
such as Peru, is of vital importance to develop solid public 
health policies.12

Vaccine hesitancy is a globally common phenomenon 
and is characterized by the acceptance or refusal of vaccina-
tion despite its availability and active service.13 Confidence 
in the vaccine provides assurance of its efficacy, but by 
resorting to a wide range of false information about vacci-
nation, it leads to the formation of beliefs contrary to scien-
tific evidence about the importance of vaccination, which, 
in turn, leads to risky and fearful behaviors.14 These aspects 
become potential agents based, generally, on conspiracy 
theories.15 In Peru, scandals related to the misuse of vac-
cines by senior government officials, authorities, and staff 
in the Ministry of Health, including research team members 
and university administrators where clinical trials of 
Sinopharm’s SARS-CoV-2 vaccine were being conducted 
in the midst of a health, political, and economic crisis, influ-
ence risk behavior toward vaccination.16 Indeed, trust in 
government and health professionals plays a key role in 
people’s decision to vaccinate against COVID-19.17

Public health institutions around the world have devel-
oped vaccination strategies to control the pandemic, and 
surveys show that participants are reluctant to vaccinate or 
to receive any particular vaccine.18 The exact proportion of 
the population that must be vaccinated against COVID-19 
to begin to observe effective herd immunity is unknown, 
however, it is estimated to be between 70% and 80%.19 In 
Peru, despite increasing vaccination levels every day, only 
29% of the population has been immunized by September 
18, 2021.20 The main groups immunized so far are older 
adults and people with certain comorbidities. The large 
margin of the population that has not yet been vaccinated 
has a high risk of becoming infected with any variant, espe-
cially the young or those who have not accepted vaccina-
tion for different reasons. In addition, the country presents 
a remarkable socioeconomic inequality due to the quaran-
tine. The scarcity of resources caused poverty to increase 
considerably. The intrinsic limitations of the health system 
due to lack of infrastructure and trained personnel through-
out the country and lack of access to social programs have 
made the poorest regions vulnerable.21 In view of this, 
socio-demographic factors such as sex, age, education, 

employment status, among others, are important determi-
nants when in regard to vaccination.22,23 Other reasons 
against the intention to be vaccinated that cause a decrease 
in acceptance are certain religious beliefs. Catholics oppose 
the use of vaccines derived from aborted human fetuses, 
they suggest that these vaccines should be avoided and pro-
poses a search for alternatives. In the case where no alterna-
tive vaccine is available, the use of the existing vaccine is 
morally acceptable in order to avoid serious risks for the 
population. By the other hand, Protestants highlight indi-
vidual freedom, the Orthodox reject the vaccine because it 
is an act of interfering with divine providence, while the 
pro-vaccine Protestants believe vaccination to be a gift of 
God.24 These circumstances threaten pandemic control 
strategies and aggravate the health crisis in which the coun-
try finds itself, so there is concern about the imminent 
arrival of the third wave, similar to the cases documented in 
European countries.25

Thus far, there is little evidence on the intention to vac-
cinate against COVID-19 in Latin American regions such as 
Peru, a country that presents major socioeconomic, logis-
tical systems, and infrastructure barriers to vaccination 
coverage.26 Consequently, it is critical to understand the 
predictors of vaccine hesitancy in the country. The objective 
of this work is to identify predictors of intention to be vac-
cinated against COVID-19 in a Peruvian sample from 3 geo-
graphical regions of the country to help improve vaccination 
strategies and coverage.

Materials and Methods

The present study has a quantitative approach and was con-
ducted with a cross-sectional analytical design.

Participants

The non-probabilistic convenience sampling method was 
used for the selection of participants. The sample size was 
estimated using a statistical calculator proposed by Soper.27 
A minimum recommended sample size of 293 participants 
was estimated, considering 15 possible predictor variables, 
an anticipated effect of 0.1, a significance level of .05, and 
a statistical power of 0.95. However, 529 Peruvian nationals 
completed the questionnaires.

Instruments

Registration form for sociodemographic data and other 
variables of interest

Sociodemographic data were collected, such as age 
(<45 and >45 years), sex (women and men), region of ori-
gin (coast, highlands, and jungle), level of education (basic, 
technical, and university), religion (Catholic, Protestant, 
other, and non-professional), and type of work (not work-
ing, teleworking, and on-site). Moreover, the following data 
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were collected: personal history of COVID-19, family his-
tory of COVID-19, presence of disease, and perception of a 
global conspiracy. Responses to these items were dichoto-
mized (yes or no). On the other hand, the following infor-
mation related to fear of COVID-19 was collected: “Is 
COVID-19 dangerous?,” considering the following 
response categories (1) moderately dangerous, (2) very dan-
gerous, and (3) not dangerous; “I am very afraid of COVID-
19”; “I trust in the efficacy of the vaccine”; “I am afraid of 
losing my life due to COVID-19”; “the Peruvian govern-
ment is interested in the welfare of citizens”; “health profes-
sionals will do whatever it takes to give me the medical care 
I need”; “when they treat my medical problems”; and 
“health institutions prioritize my medical needs.” The 
response options were (1) strongly disagree, (2) strongly 
disagree, (3) somewhat disagree, (4) neither agree nor dis-
agree, and (5) somewhat agree.

Brief scale of intention to vaccinate against COVID-19: 
This questionnaire consists of 6 ordinal items that measure 
people’s intention to be vaccinated against COVID-19 
through 7 items (1 = total disagreement and 7 = total agree-
ment) allowing participants to choose the alternative with 
which they most identify. It is divided into 2 subscales: 
acceptance and attitude toward risk. The internal consis-
tency was α = .91, as well as for its dimensions: acceptance 
α = .88 and risk attitude α = .83. The instrument has been 
validated in a Peruvian sample and has adequate psycho-
metric properties.

Procedure

The study was evaluated and approved for execution by the 
ethics committee of the Universidad Peruana Unión. An 
online questionnaire was developed using a Microsoft Forms 
form, which was disseminated through social networks, such 
as Facebook and WhatsApp Messenger. The participants 
agreed to the questionnaire where they were presented with 
information on the aims and objectives of the study. The pri-
vacy of the participants was respected and it was explained to 
them that the data would be used only for research purposes. 
In addition, they were informed of their voluntary withdrawal 
at any time during the data collection process. Through this 
questionnaire, electronic informed consent was obtained 
from the participants. Only those who agreed to participate 
voluntarily and signed the informed consent form were 
included. The administration time of the questionnaire was 
approximately 10 min. Data submitted for analysis were col-
lected during the months of May and June 2021 and were 
processed in a Microsoft Excel template.

Data Analysis

First, a descriptive analysis was made of the sociodemo-
graphic characteristics according to the sex of the participants 

and which were considered as possible predictors of the 
intention to be vaccinated against COVID-19. Second, a 
bivariate statistical analysis was performed, using Student’s t 
test to compare 2 groups and Fisher’s F test (ANOVA) to 
compare more than 2 groups and identify variables related to 
the intention to vaccinate, with a level of significance of .05 
for these analyses. To identify predictors of intention to be 
vaccinated against COVID-19, a multivariate analysis was 
performed, where the factors that were significantly associ-
ated (P < .05) were included in a multiple regression model 
and the backward stepwise elimination method was applied, 
considering a significance level of .10. Statistical analyses 
were performed with R program version 4.0.2 (R Foundation 
for Statistical Computing, Vienna, Austria; http://www.R-
project.org) and IBM SPSS statistical program, version 24 
(SPSS Inc., Chicago, IL, USA).

Results

Results were obtained from 529 participants who completed 
online questionnaires and reported their sociodemographic 
characteristics and intention to vaccinate against COVID-
19 (Table 1). The mean age was 38.48 years (±11.35) and 
there was greater participation of the female sex (69.8%). 
Information was also obtained from participants from the 
coast (51.8%) and sierra (40.8%). The participation of citi-
zens with university (49.7%) and postgraduate (25.3%) lev-
els of education was observed. Regarding the religion, they 
profess, there is a greater presence of Catholics (55.6%) and 
Protestants (30.4%). Most of the participants worked in per-
son (55.6%). There was a lower proportion of people who 
had COVID-19 (31.4%), and a greater presence of those 
who had a family member who had contracted the disease 
(58.8%). Only one-third of the participants reported having 
a chronic disease (24.4%).

Comparative analyses (Table 2) showed that the inten-
tion to vaccinate against COVID-19 was significantly 
higher in those coming from the coast of the country com-
pared to those coming from the highlands or jungle 
(P < .01). Similarly, higher scores were observed in those 
with graduate level education compared to those with uni-
versity, technical or basic education (P < .001). Regarding 
religion, those who reported being Catholic or not profess-
ing any religion reported a higher intention to be vaccinated 
compared to those who were Protestant (P < .001). 
Moreover, those who worked face-to-face had higher inten-
tion to vaccinate compared to those who worked remotely 
or virtually and those who did not work (P < .001). No sig-
nificant differences were found in those who had a history 
of having been ill with COVID-19 and those who did not 
acquire the disease, nor in those who did or did not have a 
family member with this history (P > .05). Similarly, there 
were no significant differences between those who did or 
did not have any chronic pathology (P > .05). However, the 
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intention to be vaccinated was lower in those with a percep-
tion of a global conspiracy (P < .001).

Because the intention to vaccinate against COVID-19 
scale is made up of 2 factors: acceptance and risk attitude 
and together they yield an overall score, a correlation analy-
sis was performed (Table 3) and it was found that the vari-
ables fear of COVID-19, confidence in the vaccine, 
confidence in the government, confidence in health profes-
sionals, and confidence in health institutions correlated sig-
nificantly (P < .01) positively with intention to be 
vaccinated against COVID-19 and with the acceptance fac-
tor and correlated negatively with the risk attitude factor.

In the linear regression analysis (Table 4), all variables 
that were significantly related were considered as predic-
tors. Thus, variables such as: region of origin (0 = No 
coast, 1 = Coast), level of education (0 = no postgraduate 

degree, 1 = postgraduate degree), religion (0 = Catholic/
non-professing, 1 = Protestant), work mode (0 = telework/
not working, 1 = face-to-face), perception of a global con-
spiracy (0 = No, 1 = Yes), fear of COVID 19, confidence in 
the vaccine, confidence in the government, and confidence 
in health institutions were included in the model. The 
results show that there are variables that negatively  
predict vaccine intention against COVID-19 (R2 = .594; 
F-test = 127.539; P = .000). Being a Protestant (β = −2.274, 
P < .001) and perception of a global conspiracy 
(β = −1.900, P < .001) are related to lower vaccine inten-
tion. Likewise, face-to-face work mode (β = 2.037, 
P < .001), fear of COVID-19 (β = .461, P < .001), confi-
dence in the vaccine (β = 2.881, P < .001) and confidence 
in health institutions (β = .432, P < .01) are related to 
higher intention to vaccinate against COVID-19.

Table 1. Sociodemographic Characteristics of the Study Sample.

Variable

Women Men Total

n % n % n %

Age (years)
 <45 306 82.9 138 86.3 444 83.9
 >45 63 17.1 22 13.8 85 16.1
Region of origin
 Coast 207 56.1 67 41.9 274 51.8
 Sierra 133 36.0 83 51.9 216 40.8
 Jungle 29 7.9 10 6.3 39 7.4
Level of education
 Basic 25 6.8 17 10.6 42 7.9
 Technician 67 18.2 23 14.4 90 17.0
 University 177 48.0 86 53.8 263 49.7
 Postgraduate 100 27.1 34 21.3 134 25.3
Religion
 Catholic 220 59.6 74 46.3 294 55.6
 Protestant 108 29.3 53 33.1 161 30.4
 Other religion 34 9.2 17 10.6 51 9.6
 Does not 

profess
7 1.9 16 10.0 23 4.3

Employment mode
 Does not work 76 20.6 34 21.3 110 20.8
 Telework 77 20.9 48 30.0 125 23.6
 Face to face 216 58.5 78 48.8 294 55.6
Personal history of COVID-19
 No 253 68.6 110 68.8 363 68.6
 Yes 116 31.4 50 31.3 166 31.4
Family history with COVID-19
 No 156 42.3 62 38.8 218 41.2
 Yes 213 57.7 98 61.3 311 58.8
Presence of chronic disease
 No 271 73.4 129 80.6 400 75.6
 Yes 98 26.6 31 19.4 129 24.4

Abbreviations: n, absolute frequency; %, relative frequency.
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Discussion

There is evidence that vaccines against COVID-19 are 
effective in preventing death, as well as having an inverse 
relationship with disease severity.28 Therefore, ensuring the 
acceptance of the COVID-19 vaccine is a relevant issue. To 
this end, it is necessary to know the factors that predict the 
intention to receive COVID-19 vaccines. In this study con-
ducted in the Peruvian population, it was found that the 
modality of face-to-face work, fear of COVID-19, 

confidence in the vaccine and trust in health institutions 
predict a greater intention to receive the vaccine; while the 
perception of a world conspiracy and being a Protestant are 
shown as variables that negatively predict its acceptance.

Confidence in vaccine efficacy has a positive correlation 
and a significant effect on the intention to be vaccinated 
against COVID-19. This can be explained by comparing to 
other countries such as France and Italy, which indicate that 
beliefs in vaccine efficacy have emphasized the importance 
of severity, susceptibility, benefits, perceived barriers, and 

Table 2. Differences in Vaccine Intention Means According to Sociodemographic Factors.

Variable n

Acceptance Risk attitude Intention

M SD t/F P M SD t/F P M SD t/F P

Age (years)
 <45 373 13.23 5.04 −2.08 .038 9.43 4.63 1.15 .252 27.79 8.94 −1.78 .075
 >45 156 14.24 5.28 8.92 4.97 29.32 9.13  
Gender
 Female 369 13.61 5.10 0.60 .546 9.26 4.72 −0.14 .890 28.35 8.96 0.42 .677
 Male 160 13.32 5.21 9.33 4.79 27.99 9.16  
Region of origin
 Coast 274 14.24 4.90 5.63 .004 8.79 4.62 3.19 .042 29.45 8.63 5.15 .006
 Sierra 216 12.79 5.13 9.87 4.78 26.92 9.14  
 Jungle 39 12.56 5.99 9.46 4.98 27.10 9.97  
Level of education
 Basic 42 11.38 5.47 7.29 .000 10.21 4.51 5.48 .001 25.17 8.17 6.86 .000
 Technician 90 13.64 5.21 10.30 4.85 27.34 9.38  
 University 263 13.06 5.09 9.44 4.62 27.62 8.98  
 Postgraduate 134 15.03 4.68 7.99 4.71 31.04 8.49  
Religion
 Catholic 294 14.82 4.52 17.44 .000 8.22 4.29 15.58 .000 30.61 7.92 20.02 .000
 Protestant 161 11.53 5.26 11.03 4.92 24.50 9.30  
 Other religion 51 12.02 5.86 10.59 4.88 25.43 9.92  
 Does not profess 23 14.17 4.76 7.74 4.38 30.43 7.88  
Employment mode
 Does not work 110 12.78 5.37 8.46 .000 10.00 5.24 12.10 .000 26.78 9.61 12.19 .000
 Telework 125 12.30 4.95 10.68 4.56 25.62 8.70  
 Face to face 294 14.32 4.98 8.42 4.42 29.90 8.58  
Personal history of COVID-19
 No 363 13.33 5.00 −1.26 .207 9.52 4.72 1.72 .086 27.81 8.90 −1.62 .105
 Yes 166 13.94 5.38 8.76 4.74 29.18 9.21  
Family history with COVID-19
 No 400 13.45 5.22 −0.56 .575 9.24 4.73 −0.38 .706 28.22 9.08 −0.12 .904
 Yes 129 13.74 4.86 9.42 4.75 28.33 8.84  
Presence of chronic disease
 No 218 13.39 4.89 −0.50 .616 9.34 4.78 0.23 .814 28.05 8.90 −0.41 .683
 Yes 311 13.62 5.30 9.24 4.71 28.38 9.11  
Perception of global conspiracy
 No 255 15.22 4.14 46.78 .000 7.66 4.01 42.35 .000 31.56 7.38 54.96 .000
 Insecure 175 13.13 4.84 9.95 4.49 27.18 8.43  
 Yes 99 9.85 5.85 12.28 5.16 21.57 9.73  

Abbreviations: F, statistic for more than 2 independent samples; M, mean; n, frequency; SD, standard deviation; t, statistic for 2 independent samples.
Significance level is .05 (bilateral).
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trust or distrust in biomedical research associated with the 
vaccine.7,29 In sum, potential vaccine efficacy conveyed 
through professional information sources that address vac-
cine concerns, clarify misinformation, and disseminate 
evidence-based information increase confidence and safety 
in the population,30 raising the likelihood of vaccinating and 
protecting others as a collective responsibility, and includ-
ing children.31 In view of this, the authorities must effec-
tively convey public health messages so that the population 
voluntarily accepts a vaccine against severe COVID-19 dis-
ease.32 While the government plays an important role in 
addressing the COVID-19 pandemic, the Peruvian govern-
ment’s communication was initially poor as it promoted 
anti-scientific approaches in the media and published 
COVID-19 guidelines that included incomplete descrip-
tions of its methodology and drugs without scientific sup-
port for their efficacy.33

In addition, structural weaknesses in the Peruvian health 
system were the fragmentation and inequality of the popu-
lation that undermined the government’s delayed response 
and led to a decline in vaccination coverage. The collapse of 
the health systems in the poorest and weakest cities was 
evident, as they lacked infrastructure and human resources, 
in addition to the increased risk of other diseases, the short-
age of medicines, and poor follow-up of patients hospital-
ized for COVID-19 indicated a minimal mitigation 
response,34,35 and the reluctance of the population and com-
panies to comply with prevention measures.36 This parallels 
our results showing a significant negative correlation 
between trust in government and risk-taking behavior. On 
the contrary, the vaccination plan in Peru has received 
adjustments according to the situation and progress of the 
pandemic, showing a substantial decrease in mortality in 
medical and elderly populations by generating protective 

Table 3. Correlation Analysis Between Predictors and Vaccine Intention.

Variable M SD g1 g2 1 2 3 4 5 6 7

1.  Fear of 
COVID-19

10.74 2.99 −0.49 −0.59 1  

2.  Confidence in 
vaccine efficacy

4.50 1.69 −0.71 −0.31 .339** 1  

3.  Confidence in 
government

3.23 1.78 0.08 −1.31 .147** .392** 1  

4.  Confidence 
in healthcare 
professionals

4.54 1.83 −0.50 −0.76 .293** .374** .288** 1  

5.  Confidence in 
health institutions

3.85 1.69 −0.23 −0.94 .186** .353** .326** .609** 1  

6. Acceptance 13.52 5.13 −0.53 −0.54 .462** .682** .303** .393** .361** 1  
7. Risk attitude 14.72 4.73 −0.43 −0.62 −.283** −.605** −.236** −.316** −.281** −.671** 1
8.  Intention to 

vaccinate
28.24 9.02 −0.48 −0.48 .411** .706** .297** .390** .353** .921** −.907**

Abbreviations: DE, Standard deviation; g1, Skewness; g2, kurtosis; M, Mean.
**Correlation is significant at the .01 level (bilateral).

Table 4. Predictors of Intention to Vaccinate Against COVID-19.

Factors

Non-standardized 
coefficients

Standardized 
coefficients

t Sig.B SE β

(Constant) 9.684 1.328 — 7.290 .000
Religion (0 = Catholic/non-professing, 1 = Protestant) −2.274 .553 −.121 −4.109 .000
work mode (0 = telework/not working, 1 = face-to-face) 2.037 .520 .112 3.919 .000
Perception of a global conspiracy (0 = No, 1 = Yes) −1.900 .357 −.161 −5.322 .000
Fear of COVID-19 .461 .091 .153 5.036 .000
Confidence in the vaccine 2.881 .175 .539 16.485 .000
Confidence in health institutions .432 .161 .081 2.688 .007

Abbreviations: B, unstandardized beta; R2, coefficient of determination (R2 = .594; F-test = 127.539; P = .000); SE, standard error; β, standardized 
regression weight.
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immunity.37 This can be reflected in the results because con-
fidence in the government showed a significant relationship 
with acceptance. Therefore, more effective communication 
by government authorities about the individual and collec-
tive benefits of immunization would be an appropriate strat-
egy to make the majority of the population intend to 
vaccinate against COVID-19.

On the other hand, confidence in health institutions also 
has a positive correlation and behaves as a significant posi-
tive predictor of the intention to vaccinate. Similar studies 
show that trust in institutions is a strong predictor of vac-
cine acceptance, while lack of scientific knowledge 
increases distrust in medical institutions.38,39 The discrepan-
cies and inconsistencies in different official sources from 
national and international health institutions, as well as the 
lack of clarity in health advice on preventive measures such 
as social distancing, and above all vaccination, only serve to 
sow the seeds of confusion. Therefore, vaccination cam-
paigns provided by health institutions should highlight the 
benefits of vaccination, maintaining a high level of trans-
parency regarding the safety and efficacy of vaccines.18

Fear of COVID-19 has a significant effect and a positive 
correlation was also found with the intention to vaccinate. 
Other studies in the same population also suggest that per-
ceived risk of becoming infected, fear of the severity of the 
disease, or knowing an infected friend or relative were pre-
dictors of intention to receive the vaccine.40 Fear of becom-
ing seriously ill and its adverse effects is an important 
predictor of vaccine acceptance,41,42 this is probably because 
awareness of a threat activates proximal defenses and 
reduces the sense of vulnerability or eliminates the danger-
ous stimulus causing people to make decisions and adopt 
healthy behaviors.43 On the contrary, an excessively pro-
nounced fear generates panic, an attitude charged with neg-
ative emotions toward the pandemic that chronically leads 
to an inability to adopt preventive measures in an adequate 
and adaptive manner.44 Consequently, sound scientific 
advice on COVID-19 is essential for managing fear and 
avoiding panic, especially in the most vulnerable groups in 
society: the elderly, the sick, and those with mental health 
problems prone to anxiety and panic.

With respect to the mode of face-to-face work, this has a 
positive correlation with the intention to vaccinate, which is 
why it behaves as a positive predictor. These findings are 
consistent with studies of intention to vaccinate among 
young adults and older adults at increased risk for COVID-
19 due to their employment status.45 It is likely that the 
gradual return to work in person after the confinement 
ordered by the government is generating in workers the 
intention to receive the vaccine to feel more protected 
against possible exposure. On the other hand, differences in 
vaccine acceptance have been found among different occu-
pational occupations, which may be attributed to differ-
ences in knowledge about COVID-19 and vaccines.46 For 

this reason, it is necessary for companies and workplaces to 
follow the guidelines for the surveillance, prevention, and 
control of their workers’ health.

Interestingly, Protestant religious affiliation was associ-
ated with a lower intention to accept the vaccine, studies in 
the South American context such as Venezuela presented 
similar results.47 This may be attributed to a lower perceived 
risk by members of these churches, due to religious values 
or media influence and social ties that form personalized 
attitudes toward science, the risks associated with vaccines, 
and trust in the health care system.48,49 In comparison with 
Catholics, Peru presents a model of Church-State relations 
that coordinates and promotes the relations between the 
executive branch and the church, supporting the measures 
taken by the government, providing a better response 
despite the freedom of worship.50 It is estimated that there 
are around 4 million Protestants in Peru,51 the design of vac-
cination strategies and promotion of vaccination should 
involve religious leaders and their communities.

The use of words such as “plague” and “apocalypse” has 
intensified during the current pandemic, in which a great deal 
of false or inaccurate information about the origin, forms of 
infection, treatment, and vaccination has been disseminated 
by the press and social networks,52 and even considered the 
pandemic as a global conspiracy.53 In the current study, the 
perception of a global conspiracy was found to be a negative 
predictor of vaccine acceptance. There is evidence indicating 
an inverse relationship between conspiracy belief and adher-
ence to basic health guidelines.54 In addition, COVID-19 
conspiracy believers showed less likelihood of adopting 
health behaviors that cannot be performed independently, 
such as being screened and vaccinated against COVID-19. 
This negative link between conspiracy beliefs and health-
protective behaviors appears to be driven by the perception 
that they are less beneficial and more risky.53 It is urgent to 
promote objectivity and belief based on scientific evidence to 
avoid misinformation and the proliferation of conspiracy 
theories in the population and thus reduce the risk of non-
acceptance of the vaccine.

This is a cross-sectional study conducted in a non- 
probabilistic convenience sample over a restricted period of 
time, which implies certain specific limitations. The lack of 
representativeness and the different number of samples for 
each region of the country is the main limitation, there is very 
little participation of inhabitants of the jungle region (about 
7%), so it is not possible to generalize the results to the popula-
tion of the country. Additionally, there is an over-representa-
tion of female individuals and all data collected are self-reported 
and this could make them not completely reliable.

Conclusion

The findings of the current study have shown that there are 
different positive predictors of intention to vaccinate against 
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COVID-19, among them are trust in the vaccine and health 
institutions, face-to-face work mode, and fear of COVID-
19. On the other hand, having a Protestant religious affilia-
tion and the perception of a global conspiracy are shown to 
be risk variables for vaccine acceptance. Therefore, there is 
a need to develop strategies to achieve high uptake and 
ensure the success of COVID-19 vaccination campaigns.
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