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Public acceptance of vaccination has
never been a given. Today there is a

set of societal circumstances that may
contribute to a growing parental hesi-
tancy about vaccination. These include:
increasingly ‘crowded’ vaccination sched-
ules; lower prevalence of vaccine-prevent-
able diseases; greater access to, and more
rapid dissemination of, vaccine-critical
messages via digital networks; hyper-vigi-
lance of parents in relation to children
and risk; and an increasingly consumerist
orientation to healthcare.

Williams summarizes the known influ-
ences of parental vaccine hesitancy and
then reviews 15 interventional studies that
sought to increase child vaccine accep-
tance. This is timely and adds to an
expanding body of knowledge in this
area.1-4 Our commentary proposes five
major tasks ahead for tackling vaccine
hesitancy.5

Shoring up Government
commitment

Vaccine programs are underpinned by
a rigorous science determining their effi-
cacy and safety in populations. There
needs to be a similar level of commitment
to identifying and testing the interven-
tions designed to increase uptake of vac-
cines among vaccine-hesitant parents.
Reviews by Williams and others have
noted the limited evidence base available
to date. Accordingly, governments and
research agencies need a greater invest-
ment in the strategic direction, capacity
building, research and evaluation to mean-
ingfully address vaccine hesitancy. Recent
efforts to chart the strategic direction of
research are encouraging.6,7

Addressing vaccine hesitancy involves
developing a deep understanding of the
psychological and social dimensions of
vaccine acceptance, building good meas-
ures that can identify and monitor pat-
terns of vaccine hesitancy in populations
and over time, and systematically testing
interventions using valid and reliable
outcome measures. Interventions should
consider communication interventions
operating at the individual, family, and
community level.8 They should be eco-
nomically viable and shown to not cause
harm prior to their implementation.

Monitoring Vaccine Acceptance

Only good monitoring of vaccine
acceptance attitudes will determine true
trends in the prevalence of vaccine hesi-
tancy. This is a critically important task
given the societal influences driving vaccine
hesitancy. Many commentators consider
increasing rates of disease, vaccine exemp-
tions, and alternative vaccine schedules or
reductions in coverage as an indication of
declining vaccine acceptance. While these
epidemiological and behavioral outcomes
may be indicative, they are influenced by a
range of possible factors. With respect to
changes in coverage, parsing acceptance
from access is essential. This most basic
differentiation is hampered by the lack of
national monitoring of both acceptance
attitudes and perceptions of financial,
physical, and social cultural barriers to
access.

Few countries undertake active moni-
toring of actual vaccine acceptance over
time using valid and reliable measures
deployed in populations large enough to
enable confident conclusions. Investment
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is required but the returns to monitoring
are manifold. These returns were most
clearly demonstrated with the UK gov-
ernment’s yearly monitoring of mothers’
attitudes toward vaccination between
1991 and 2012 enabling program manag-
ers to anticipate shifts in public confidence
following the MMR-autism scare. This in
turn enabled rapid campaign responses.9

Countries can complement monitoring of
vaccine acceptance with monitoring for
vaccine concern ‘signals’ enabled through
online and social media analysis.10

Community Level Solutions

Two major influences on vaccine
acceptance and rejection emerge from the
literature to date: social norms and pro-
vider interactions. With regard to the for-
mer, rejection of vaccination tends to
cluster in communities typically character-
ized by alternative or religious belief sys-
tems. To the extent that rejection and
hesitancy toward vaccination is a commu-
nity phenomenon, solutions need to be
considered at the community level. Com-
munity-based interventions are already
utilized in low- and middle-income coun-
tries, where they may be used to build
trust and increase community participa-
tion in populations that are difficult to
reach with mass media or standard health
services.8 Adversarial and/or top-down
approaches can polarize communities
and alienate parents less favorable toward
vaccination. In contrast, communication
that engages communities in dialog
through local opinion leaders or peer
groups has the potential to build commu-
nity support and advocacy for the benefits
of vaccination.11,12,13

Provider Level Solutions

A second major influence on whether
a hesitant parent accepts or rejects a vac-
cine is the provider interaction.14 A num-
ber of approaches have been advocated yet,
as noted by Williams, the evidence base
for effectiveness is wanting. Confident rec-
ommendation combined with respectful
engagement, narrative and personalized
approaches that address the needs of

vaccine hesitant parents appears to be the
most constructive way. However, further
studies are needed.

Study quality is important. In order for
effective interventions to be repeatable,
future trials should clearly report key fea-
tures such as the content of communica-
tion. Reviews should also appropriately
assess the quality of included studies to
ensure that the evidence base is not
founded on low-quality studies.15 The
outcomes measured need attention. As
Williams notes, outcome measurement
across studies is inconsistent, making it
difficult to build the evidence base
through systematic reviews of effects.16

Communication is often one part of a
multifaceted strategy. We need a compre-
hensive understanding of both process
outcomes (e.g., knowledge or intent to
vaccinate) as well as endpoints (e.g.,
timely and complete vaccination) in order
to determine how and at what stages spe-
cific communication interventions affect
vaccination attitudes and behavior. Mea-
suring process outcomes allows the identi-
fication of components of the package
that are effective17 and indicates whether
the end effect is related to implementation
issues or to the intervention itself.18

Along with vaccination timeliness and
completion, it is prudent to measure out-
comes of communication such as
informed decision-making, satisfaction,
and decisional conflict. These reflect good
and ethical process and are essential if we
are to ensure sustainable trust at an indi-
vidual and population level.

Provider Education

A committed, confident and compe-
tent vaccination workforce is integral to
ensuring high vaccine coverage. Health
professionals’ attitudes and actions will
reflect their training and development.
There should be sufficient time devoted to
vaccination in university curriculum and
continuing education. If health professio-
nals have a nuanced understanding of vac-
cines and vaccine hesitancy, they will be
better prepared for a guiding partnership
in vaccine decisions with parents. Another
emerging priority is better engagement of
maternity care nurses and complementary

and alternative medicine practitioners
who have a voice at crucial times of vac-
cine decision making in key groups.

For over two hundred years, industrial-
ized countries have sustained the political
will, financial support, purchasing struc-
tures, cold chain, program management,
workforce capacity, and communications
to ensure that most children get most or
all the vaccines recommended to them.
Vaccine hesitancy presents particular chal-
lenges because the attitudes and beliefs
underlying it may be self-sustaining and
not be amenable to centralized and admin-
istrative efforts. Undoubtedly though, the
global vaccination community has the
capacity to address vaccine hesitancy. It
will be able to do this if there is sufficient
political will, professional commitment,
and research investment to develop and
evaluate new and innovative solutions that
make a meaningful difference.

Disclosure of Potential Conflicts of Interest

No conflicts of interest were disclosed.

References

1. Sadaf A, Richards JL, Glanz J, Salmon DA, Omer SB.
A systematic review of interventions for reducing paren-
tal vaccine refusal and vaccine hesitancy. Vaccine 2013;
31:4293-304; PMID:23859839; http://dx.doi.org/
10.1016/j.vaccine.2013.07.013

2. Kaufman J, Synnot A, Ryan R, Hill S, Horey D, Willis
N, et al. Face to face interventions for informing or
educating parents about early childhood vaccination.
Cochrane Database of Systematic Reviews. 2013; (5).
Available from: http://onlinelibrary.wiley.com/doi/
10.1002/14651858.CD010038.pub2/abstract.

3. Saeterdal I, Glenton C, Austvoll-Dahlgren A, Munabi-
Babigumira S, Lewin S. Community-directed interven-
tions for informing and/or educating about early child-
hood vaccination (Protocol). Cochrane Database Syst
Rev. 2012;11

4. Cairns G, MacDonald L, Angus K, Walker L, Cairns-
Haylor T. T B. Systematic literature review of the evi-
dence for effective national immunisation schedule pro-
motional communications. Stockholm: ECDC, 2012.

5. Williams SE. What are the factors that contribute to
parental vaccine-hesitancy and what can we do about it?
Human Vaccines and Immunotherapies. 2014.

6. American Academy of Arts and Sciences. Public Trust
in Vaccines: Defining a Research Agenda. Cambridge,
Mass: 2014.

7. Larson HL, Leask J, Aggett J, Sevdalis SN. Thomson. A
multidisciplinary research agenda for understanding
vaccine-related decisions. Vaccines. 2013; 1:293-304;
http://dx.doi.org/10.3390/vaccines1030293

8. Willis N, Hill S, Kaufman J, Lewin S, Kis-Rigo J, De Cas-
tro Freire SB, Bosch-Capblanch X, Glenton C, Lin V,
Robinson P, et al. “Communicate to vaccinate”: the
development of a taxonomy of communication interven-
tions to improve routine childhood vaccination. BMC Int
Health Hum Rights 2013; 13:23; PMID:23663327;
http://dx.doi.org/10.1186/1472-698X-13-23

www.landesbioscience.com 2601Human Vaccines & Immunotherapeutics

http://onlinelibrary.wiley.com/doi/
http://onlinelibrary.wiley.com/doi/


9. Ramsay ME, Yarwood J, Lewis D, Campbell H, White
JM. Parental confidence in measles, mumps and rubella
vaccine: evidence from vaccine coverage and attitudinal
surveys. Br J Gen Pract 2002; 52:912-6; PMID:12434960

10. Larson HJ, Smith DM, Paterson P, Cumming M, Eck-
ersberger E, Freifeld CC, Ghinai I, Jarrett C, Paushter
L, Brownstein JS, et al. Measuring vaccine confidence:
analysis of data obtained by a media surveillance system
used to analyse public concerns about vaccines. Lancet
Infect Dis 2013; 13:606-13; PMID:23676442; http://
dx.doi.org/10.1016/S1473-3099(13)70108-7

11. Independent Monitoring Board. Independent Moni-
toring Board of the Global Polio Eradication Initia-
tive - Seventh Report May 2013. London: 2013.

12. Melton M, Hsu C, Schoeppe J, Heller G, Faubion T.
Does your community have immunity? mobilizing
parents who immunize to influence their vaccine-hesi-
tant peers through community engagement approaches.

141st American Public Health Association Annual
Meeting and Expo; 6 November 2013; Boston MA.

13. Jackson C, Cheater FM, Harrison W, Peacock R, Bekker
H, West R, Leese B. Randomised cluster trial to support
informed parental decision-making for the MMR vaccine.
BMCPublic Health 2011; 11:475.

14. Gust DA, Darling N, Kennedy A, Schwartz B. Parents
with doubts about vaccines: which vaccines and reasons
why. Pediatrics 2008; 122:718-25; PMID:18829793;
http://dx.doi.org/10.1542/peds.2007-0538

15. Glasziou P, Chalmers I, Altman DG, Bastian H,
Boutron I, Brice A, Jamtvedt G, Farmer A, Ghersi D,
Groves T, et al. Taking healthcare interventions
from trial to practice. BMJ 2010; 341:c3852;
PMID:20709714; http://dx.doi.org/10.1136/bmj.
c3852

16. Tugwell P, Boers M, Brooks P, Simon L, Strand V,
Idzerda L. OMERACT: an international initiative to

improve outcome measurement in rheumatology. Trials
2007; 8:38; PMID:18039364; http://dx.doi.org/
10.1186/1745-6215-8-38

17. Hill S, Lowe D, McKenzie J. Identifying outcomes of
importance to communication and participation. In:
Hill S, editor. The Knowledgeable Patient: Communi-
cation And Participation in Health. UK: Wiley Black-
well; 2011.

18. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I,
PetticrewM;Medical ResearchCouncil Guidance. Devel-
oping and evaluating complex interventions: the new
Medical Research Council guidance. BMJ 2008; 337:
a1655; PMID:18824488; http://dx.doi.org/10.1136/
bmj.a1655

2602 Volume 10 Issue 9Human Vaccines & Immunotherapeutics


