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Abstract
Background  Management of the COVID-19 pandemic has been plagued by an online ‘infodemic’, not least on the topic of 
vaccine safety. Failure to vaccinate is often addressed with corrective, factually based information. However, this may be 
overly simplistic. European vaccine hesitancy levels correlate closely with popularity of populist parties while scientific 
populism refers specifically to populist distrust in scientific expertise.
Aims and method  Combining an evaluation of risk through the health belief model and the cognitive constructs from the 
theory of planned behaviour, with the influence of populist statements, anticipated regret, trust, and past healthcare behav-
iour, an online survey explored the components of vaccine decisions amongst a demographically representative Irish adult 
sample (N = 1995).
Results  The regression model accounted for a large proportion of variance amongst the total sample. A primary set of influ-
ences suggests a considered risk evaluative decision-making approach while a second tier of weaker influences incorporates 
a broader set of values beyond cost–benefit analysis. Six ideological subsets were identified through K-means analysis. 
Segments were differentiated by subjective norms attitudes (particularly around social media), populist political attitudes, 
self-efficacy, perceptions of COVID-19 severity, and susceptibility to the condition.
Conclusions  While the ‘right thing to do’ is clear when viewed through a lens of scientific expert advice, this is precisely 
the paradigm which populist movement rejects. Segmentations, such as the outputs from this study, validate the importance 
of proactively engaging with diverse communities both on and offline and afford a framework for developing and evaluating 
more refined, targeted, policies and interventions.
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Introduction

Effects of the coronavirus disease first identified in Wuhan, 
China, known as COVID-19, continue to impact socially and 
economically across the globe. There is no specific treat-
ment. Vaccinations are considered a key weapon in slowing 
the spread of COVID 19 and weakening its impact on those 
affected by it. Management of the COVID-19 pandemic has 
been plagued by a concurrent online ‘infodemic’ of misin-
formation, not least on the topic of vaccine safety [1].

Despite vaccination programme successes, vaccination 
participation has declined sharply in recent years across 
the wealthy developed world [2, 3]. Known as ‘vaccination 
hesitance’, the initial trigger to public mistrust for vaccines 
is often traced back to a discredited source, for example, 
a 1998 article claiming a link between the MMR jab and 
conditions including late-onset autism [4]. Childhood immu-
nisation programmes like MMR might also be said to be 
victims of their own success in that the near eradication of 
disease has eroded social memory of the importance of vac-
cination for proactive preventative care [5]. Other negative 
press, for example, mandatory vaccination for USA health-
care workers during the 2009 Swine Flu pandemic [6] and, 
closer to home, adverse reaction cases from the same pan-
demic being settled in the Irish high court currently [7], has 
further bolstered vaccine mistrust.

 *	 Claire Rountree 
	 claire@interactions.ie

1	 Interactions Research Ltd, Greystones, Wicklow, Ireland
2	 Psychology Department, Dublin Business School, Dublin, 

Ireland

/ Published online: 26 November 2021

Irish Journal of Medical Science (1971 -) (2022) 191:2369–2383

http://orcid.org/0000-0003-3421-1474
http://crossmark.crossref.org/dialog/?doi=10.1007/s11845-021-02852-4&domain=pdf


1 3

Similar to patterns tracked in USA data [8], vaccine 
uptake rate intentions in the Republic of Ireland (ROI) 
dropped from an initial 65% in March [9] to 54–56% in 
September [10, 11] to 53% in October [12], with an upward 
trend towards 75% claiming they intended to accept a vac-
cine in January 2021 [13]. The current study aimed to iden-
tify subsets within a sample of adults living in Ireland based 
on their responses to a survey linking to populist political 
beliefs, established health models that explain behavioural 
intentions (health belief model [HBM], theory of planned 
behaviour [TPB] and other facilitators or barriers to vaccine 
uptake intentions.

HBM

In examination of key drivers behind vaccine attitudes, HBM 
is a helpful risk evaluation model for health behaviour deci-
sions [14]. This model outlines a cost/benefit analysis of 
decision-making, weighing up such factors as perceived 
susceptibility to a condition, its perceived severity, and per-
ception of how effective the health behaviour (in this case 
vaccination) is likely to be, as well as behaviour prompts 
to action (cues) and perceived barriers. Consistent with the 
HBM risk evaluative model, higher levels of perceived sus-
ceptibility to the condition [15] and worry and engagement 
with media content about COVID-19 [16, 17] have been 
found to correlate positively with health-protective behav-
ioural intentions.

Within such a rational decision-making framework, fail-
ure to vaccinate is often assumed to represent either a cyni-
cal radical fringe or a misunderstanding of risk profile [2, 
18] and thus is often addressed with corrective, factually 
based information [19]. However, this may be an overly sim-
plistic assumption. For example, in the context of increas-
ingly individualistic versus communal social values [20], 
a person’s choice to eschew public health advice and ben-
efit from social herd immunity to a disease, while avoiding 
potential vaccine side effects, considered from an individual-
ist perspective, in fact, represents an entirely logical choice 
[19]. Thus, the current study builds on the rational compo-
nents within the HBM, by adding Ajzen’s [21] TPB frame-
work to tease out decision-making processes in relation to 
vaccination acceptance, via a comprehensive three-factor 
model where three cognitive constructs (1. ‘attitudes’ to the 
behaviour in question, 2. perceptions of ‘subjective (social) 
norms (SN)’ and 3. an ability ‘perceived behavioural con-
trol’ (PBC) factor) are conceptualised as direct determinants 
of behavioural intention, the predecessor to action.

TPB

Within the TPB framework, ‘attitudes’ refer to a gen-
eral assessment of the favourability of the ‘perceived 

consequences of a behaviour’ [22] and may arise out of 
both instrumental and affective outcome evaluations [22] 
with ‘good–bad’ an example of instrumental evaluation of 
the behaviour’s utility while ‘enjoyable–unenjoyable’ elicits 
respondents’ anticipated affective experience. SN is a meas-
ure of perceived social pressure to perform the behaviour 
and is derived from beliefs held about specific individuals 
and groups [23]. In the context of a vaccine for COVID-19 
significant referents might include friends, family, healthcare 
professionals, social media, and mainstream media influ-
ences. PBC covers both a direct agentic competence, some-
what akin to self-efficacy [24] and indirect external factors 
beyond personal control [23]. While higher self-efficacy is 
usually associated with proactive behaviour, inverse rela-
tionships with vaccine intentions have also been found [25].

TPB has been successfully used to explore and explain 
vaccine intentions across diverse populations and contexts: 
H1N1 amongst students [25], HPV amongst students [26], 
future HIV vaccination [27], and parental decision-making 
for children’s vaccination [28].

Expanding beyond health explanatory models

While countries worldwide have instituted stay-at-home 
orders, today’s global citizen travels widely on internet 
‘space’ directed by algorithms [29] to sites often largely or 
entirely divorced from local physical or community ‘place’ 
[20, 30]. Individuals who question vaccine choices are pro-
active and energetic researchers [17, 29, 31] with an exten-
sive range of potential social influences.

Analysis of online space has found vaccine-hesitant 
clusters to be closely entangled with diverse and interlinked 
anti-vaccine and conspiracy clusters, where a proliferation of 
narratives offers something to suit every palate [29]. Mean-
while, pro-vaccine clusters are isolated in social media space 
[18], rendered less ‘sticky’ by their dry facts and figures 
message [32]. With vaccine perceptions influenced by such 
diverse factors as past health behaviours, individual knowl-
edge, attitudes and beliefs, social networks, messages about 
vaccine safety, communication environment, cultural and 
religious influences, organization of health services, and 
expectations created by political leaders [33], it seems pro-
vaccine messaging would do well to adapt a more nuanced 
approach to be more relevant to those researching vaccina-
tion online. Rather than generic, one-size-fits-all vaccine 
communications, segmentation may offer a means to identify 
meaningful sub-sets within the vaccine-hesitant population, 
allowing more nuanced pro-vaccine messaging to be devel-
oped with specific targets in mind [17, 34].

Segmentation teases out attitudes and motivations so 
that subsets, who share common features which differen-
tiate them from the rest of the population, may be identi-
fied and targeted with messaging that directly addresses 
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that segment’s combination of vaccination triggers and 
barriers.

For example, the anger activism model categorises atti-
tudes to an issue in terms of their levels of both anger and 
efficacy, yielding empowered (low anger/high efficacy), 
activist (high anger/high efficacy), disinterested (low 
anger/low efficacy), and angry (high anger/low efficacy) 
groups [35, 36]. Ramanadhan et al. [17] segmented vac-
cine-hesitant American adults into hesitant sub-cohorts, 
distinguished by knowledge, attitudes, and behaviours. At 
the furthest extreme, ‘disengaged skeptics’ were the least 
open to accepting a vaccine, while both the ‘informed but 
the unconvinced’ cohorts and the ‘open to persuasion’ 
group showed potential to re-appraise their vaccine posi-
tions. Analysis [37] of 44 variables within the March 2019 
Eurobarometer survey identified 14 influential components 
that explained 66% of variance, yielding a 7-cluster solu-
tion, with a large pro-vaccination segment comprising of 
over half the sample, and 6 smaller clusters defined by level 
of hesitance, and motivations. The authors [37] note that 
the more nuanced understanding of hesitance motivations 
facilitated by such an approach has potential to overcome 
the polarising effects of simplistic pro versus anti-vaccine 
categorisations.

Spanning the traditional political left versus right spec-
trum, populism refers to a contemporary political ideol-
ogy characterised by a dualistic narrative that prioritises 
the wisdom and wishes of a general ‘people’ in opposition 
to a supposedly corrupt elite [38]. This Manichean reifi-
cation of ‘people’ and ‘elite’ is at odds with traditional 
democratic emphasis on the rights and agency of diverse 
cohorts and individual voters. The relative shallowness of 
populism’s ‘imagined community’ thesis allows it to thrive 
in the unbounded online space, aligning easily with such 
diverse ideologies as unsubstantiated alternative healthcare, 
nationalist and ethnic discourses, libertarianism, conserva-
tism, ecologism, socialism, and other ideological narratives 
[38]. Scientific populism refers to a distrust by laypeople in 
scientific expertise, with climate change denial being one 
example, as would vaccine hesitancy be another. Populism’s 
elite versus people dichotomy has been operationalised [39] 
across three pillars: people-centrism and anti-elitism, the 
antagonistic relationship between the people and the elite, 
and a focus on the general will, together with a measure 
of political trust. Levels of national vaccine hesitancy have 
been found to correlate closely with popularity of populist 
parties (more than 70% of variance explained across meas-
ures) across 14 countries in Western Europe, including Ire-
land [2]. Thus, the role of populist attitudes in vaccine deci-
sion processes also deserves closer attention.

In addition, the HBM has been usefully supplemented 
with trust measures such as trust in doctor and trust in insti-
tutions (for example [40, 41]; see also Table 1) which is 

also the aim of the current study with the inclusion of HBM 
alongside populism and associated levels of layperson dis-
trust of those in authority.

Anticipatory emotions, especially anticipatory regret, 
have been found to be a relevant component of vaccine deci-
sions alongside the health belief model [41, 42] and across 
extensive health contexts with the theory of planned behav-
iour [43, 44]. More specifically, the current study examines 
the influence of future-focused anticipated regret (AR) that 
‘enriches expectations with affect’ [44] which allows for a 
deeper and personal meaning than a purely rational calcula-
tion might give, especially as vaccination acceptance can be 
an emotive issue.

Combining an evaluation of risk through HBM and the 
cognitive constructs from the TPB model, together with 
agreement with populist statements, and both trust and asso-
ciated past behaviour, and anticipated regret, a survey was 
developed to explore the components of vaccine decisions 
in an Irish context (see Fig. 1). The full survey is attached 
as Appendix.

The primary aim of the study was to build on existing 
knowledge of vaccine decision-making to understand the 
drivers of vaccine decision making specifically around  
COVID-19. Additionally, the research sought to differ-
entiate between vaccine decision typologies, teasing out  
decision-making criteria across different segments. Ultimately,  
it was hoped that the research would enable distinct attitu-
dinal cohorts to be identified and effectively targeted with 
persuasive, relevant messaging around accepting a vaccine 
for COVID-19.

Hypothesis

The research tested the hypothesis that a combination of the 
variables tested would explain a substantial proportion of the 
variance in Irish vaccine intentions (hypothesis 1), with the 
null hypothesis that the components tested would not explain 
substantial variance in Irish vaccine intentions. A second 
hypothesis posited that distinct communities or ideologi-
cal subsets would be identifiable within the Irish population 
(hypothesis 2). The null hypothesis for hypothesis 2 was 
that segments based on the survey components would fail to 
deliver distinct intentional segments. The combined objec-
tive for the research was to identify those hesitant segments 
most amenable to change, and any topics more relevant to 
them.

The segments are also examined in relation to any possi-
ble gender differences. A meta-analysis of decision-making 
determinants in pandemic health behaviours [15] identified 
mixed outcomes based on demographic comparisons while 
correlations have emerged for more recent COVID-19-specific 
studies; for example, women may be more likely to accept a 
vaccine as they see the pandemic as a serious threat to health 
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[45] and age; for example, older age groups may be more 
likely to accept a vaccine [46].

Method

Participants

Participants were recruited and took part anonymously via 
an online panel provider. Participants were individuals who 
had proactively signed up to an online panel provider. Typi-
cally panel members are invited by the panel to earn small 
incentive amounts for completing surveys for third party 
commissioning clients such as market research organisa-
tions, and other parties.

Responses were pseudo-anonymised such that each 
respondent was identified in the dataset by only a panel id 
with only the research organisation having access to survey 
responses. The panel provider had access to respondent name 
and identifying details, but no access to the survey responses.

Table 1   Recent vaccine intention studies × predictor variables

Author(s) Date Target region Vaccine context Predictor variables Reference

Faasse and Newby  2020 Australia COVID-19 Risk, worry, trust in healthcare providers, media consumption, 
knowledge about COVID-19, health behaviours, health profile

[16]

Reiter et al.  2020 USA COVID-19 Knowledge, attitudes, beliefs, demographics, health profile, 
perceived risk

[45]

Dror et al. 2020 Israel COVID-19 Demographics, family status, occupation (healthcare 
provider versus other), exposure to COVID-19, health 
behaviours

[46]

Neumann-Bohme et al. 2020 Europe COVID-19 Gender, age [52]
Daly and Robinson 2021 USA COVID-19 Changes in intentions over time, demographics (age, gender, 

race/ethnicity, education, income)
[8]

Galasso et al. 2020 COVID-19 Gender [48]
Ramanadhan et al. 2015 USA H1N1 Media consumption, trust, information seeking/processing/

utilisation, knowledge, risk perception, previous health 
behaviours, segmentation

[17]

Agarwal 2014 USA H1N1 Theory of planned behaviour [25]
Bish and Michie 2010 UK H1N1 Perceived risk/susceptibility/severity, perceived vaccine 

effectiveness, anxiety, trust in authorities, knowledge, age, 
gender

[15]

Quinn et al. 2009 USA H1N1 Worry, health communications, political trust, health behaviours, 
perceived severity/risk/susceptibility, demographics (age, 
gender, race/ethnicity, income, education)

[53]

Gagnon and Godin 2000 Canada HIV Theory of planned behaviour [27]
MacArthur 2017 USA HPV Health belief model, trust in healthcare providers, institutional 

trust
[40]

Priest Catalano et al. 2017 USA HPV Theory of planned behaviour, demographics [26]
Christy et al. 2016 USA HPV Anticipated regret, health belief model [42]
Chen 2015 USA Hypothetical avian flu Health belief model, affect, social trust, trust in healthcare 

providers, media consumption, general vaccine attitudes, 
demographics (age, gender, ethnicity/race, education, 
income)

[54]

Toure et al. 2014 France Measles Changes in severity perceptions pre and post-infection [5]
Hamilton et al. 2020 Meta-analysis Parent for child: general Theory of planned behaviour [28]
Cacciatore et al. 2016 USA Parent for child: measles Vaccine confidence, perceived disease risk, perceived vaccine 

efficacy
[55]

Kennedy 2019 Western Europe Vaccines (general) Populism [2]

Fig. 1   Survey constructs
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The panel provider and research organisation were bound 
by a code of conduct [47] and reviewed the questionnaire to 
ensure that it met with industry standards in protecting the 
rights of the data subject.

Broad quotas were applied during the initial stages of 
fieldwork to ensure a sample demographically like the ROI 
population at Census 2016 in terms of age and gender. Some 
regional quotas were set; however, the final sample was 
skewed towards the Leinster region. Sample demographic 
characteristics are outlined in Table 2. Data collection took 
place between 15th October and 18th November 2020. 
After incomplete entries were removed from the originally 
received 2007 questionnaires, the final sample size for analy-
sis was 1,995.

Design

The study was correlational in design. The criterion vari-
able was the overall intentions to accept a vaccination 
for COVID-19. HBM predictor variables were perceived 
susceptibility, perceived severity, vaccine barriers, vac-
cine cues, and expected efficacy. TPB predictor variables 
were instrumental attitudes, affective attitudes, subjective 
norms, and self-efficacy. Populism predictor variables 
were will of the people, anti-elite, antagonism between 
people and elite, and political trust. Past healthcare behav-
iour, trust, and anticipated regret are also included as pre-
dictors of overall intentions to accept a vaccination for 
COVID-19.

Materials

Overall intentions

Three intention question items, which had good internal 
consistency reliability (α = 0.86), contributed to an overall 
intention criterion score as follows:

1.	 Would you accept a COVID-19 vaccine for yourself? 
(3-point scale—yes, maybe, no). Intention #1 was 
included as a replication of intention measure used in 
March 2020 [9].

2.	 How likely, or unlikely would you be to take the first 
publicly available EU-approved COVID-19 vaccine? 
(5-point scale—very likely, fairly likely, not particularly 
likely, not at all likely, unsure/don’t know). Intention #2 
was a repeat of a September 2020 wording [11].

3.	 I will take a vaccine for COVID-19 when one is offered 
to me (5-point scale—agree strongly to disagree 
strongly). Intention #3 was developed as a generic alter-
native intentions wording.

In considering the TACT (time, action, context, tar-
get) model [22], time was left unspecified in the repeated 
measure intention question [9] while the other repeated 
measure refers to ‘the first publicly available EU-approved 
COVID-19 vaccine’. Lastly, a new measure was included 
which refers to ‘when one [vaccine] is offered to me’. The 
action was specified as accepting a vaccine for COVID-
19 (context), and the target was identified in the survey 
introduction as the respondent themselves. A fifteen-point 
weighting system was designed to account for the different 
Intention scales (3-point scale: no = 5, maybe = 10, yes = 15, 
and 5-point = not at all likely/strongly disagree = 3, not par-
ticularly likely = 6, etc.). The combined overall intention 
scores fall between 11 and 45.

HBM

HBM likelihood variables included perceived susceptibility 
(I believe I am at risk of contracting COVID-19) (α = 0.62), 
barriers to the behaviour in question (I have negative feelings 
about accepting a vaccine for COVID-19) (α = 0.80), cues to 
the behaviour (I will have no difficulty accessing a vaccine 
when one is approved) (α = 0.47; cues to action items are 
examined separately due to this poor internal consistency 
reliability rating), perceptions around efficacy (I expect vac-
cination will prevent the spread of COVID-19) (α = 0.88), 
and severity (I would be at risk of complications if I were 
to contract COVID-19) (α = 0.71). All were answered using 
a 5-point Likert scale from disagree strongly (1), disagree 
somewhat (2), neither agree nor disagree (3), agree some-
what (4), and agree strongly (5). Principal components factor 

Table 2   Survey participant demographic features and nationally rep-
resentative incidence

Demographic 
features

Sample 
frequency

Sample 
percentage

Nat rep incidence

Age
18–24 years 244 12.23% 11%
25–34 years 401 20.10% 18%
35–44 years 413 20.70% 21%
45–54 years 345 17.29% 18%
55 + years 592 29.67% 32%
Total 1995 100% 100%
Gender
Female 1070 53.63% 51%
Male 922 46.22% 49%
Other/prefer not 

to say
3 0.15% Not asked

Total 1995 100% 100%
Region
Dublin 704 35.29% 29%
Leinster 689 34.54% 26%
Munster 340 17.04% 27%
Connaught/Ulster 262 13.13% 18%
Total 1995 100% 100%
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analysis was run on constructs with 3 or more items (the 
minimum for identification of a factor) with severity (the 
only HBM construct to comprise of three measures) loading 
on a single factor.

TPB

A short-form TPB was designed addressing the direct deter-
minants for attitudinal and PBC constructs while the subjec-
tive norm variable has both direct and indirect items. TPB 
predictors included both an internal PBC construct (If I want 
to accept a vaccine for COVID-19 I will be able to do so), 
and external PBC (the vaccine will be easily accessible if I 
wish to accept it) (these items are examined separately due 
to this poor internal consistency reliability rating for overall 
self-efficacy; α = 0.50). Instrumental (α = 0.93) and affec-
tive (α = 0.79) attitudes were asked along a bi-polar 7-point 
Likert scale—e.g. pleasant/unpleasant, good/bad, and dan-
gerous/safe. A mix of left–right and right-left positivity was 
used, and weightings were adjusted to account for this so 
that positive pole, regardless of side, was weighted as 7, and 
negative pole (whether right or left) was rated as 1. A set of 
injunctive subjective norm items (α = 0.88) covered close 
friends, family, healthcare professionals (HCP), mainstream 
media, and social media e.g. my doctor would recommend 
that I accept a vaccine for COVID-19, along with a gen-
eral ‘people I respect’ item, and respondents also rated the 
importance of each specific influence out of 5 (not at all 
important (1)—very important (5)).

Principal component factor analysis identified 2 factors 
within the subjective norms measures. A first factor, denoted 
as subjective norms (SN), comprised of people I respect, 
close friends, family, HCP, and doctor while social media 
and traditional media items were loaded to a second factor, 
titled social norms (SocN).

Populism and political trust

Populist and trust questions [39] were comprised of 6 pop-
ulism questions, two for each of the three dimensions (will 
of the people, α = 0.63; People versus the elite, α = 0.62; 
antagonism to elite, α = 0.68) e.g. ‘politicians in the Irish 
government need to follow the will of the people’. Responses 
ranged along a 5-point Likert scale from totally disagree 
(1), to totally agree (5), with interim values not named. The 
political trust question set (α = 0.95) was adapted slightly for 
an Irish content (e.g. indicate how much trust you have in the 
lower/upper house was reworded to refer to ‘the dail’/ ‘the 
seanad’, respectively). Responses ranged from 0 (no trust 
at all) to 10 (complete trust). Principal component analysis 
found political trust loaded as a single factor, as did the 6 
popoulism questions combined, however populism subscales 
could not be tested as there are fewer than 3 items for each.

Past healthcare behaviour, HCP trust, 
and anticipated regret

Six questions, two for each predictor variable, were used 
to operationalise past healthcare behaviour (α = 0.90) (e.g. 
I tend to follow the advice of my doctor), trust (α = 0.90) 
(I trust the advice of HCP in relation to COVID-19), and 
anticipated regret (α = 0.83) (e.g. I would regret it if a vac-
cine was offered to me, and I did not take it [48].

Demographic questions

In addition to age, gender, and overall region, questions were 
included to capture county of residence, employment status, 
level of education attained, social class and presence, and 
age of children.

Results

This section will present firstly a descriptive summary of the 
data at a total level (see Table 3), including reliability statis-
tics, and then present the findings from a regression analysis 
that measured relative contribution for predictor variables 
to the criterion overall intentions (hypothesis 1). Lastly, the 
results from the segmentation analysis (hypothesis 2) will 
be presented.

The descriptive statistics indicate moderately high 
levels of overall intentions, past behaviour (following 
HP instructions), trust (trusting HPs), anticipated regret, 
susceptibility, barriers, cues, efficacy expectations, per-
ceived severity, affective attitudes, instrumental attitudes, 
self-efficacy, subjective norms populism, and political 
trust (see Table 3). In terms of subjective norm-specific 
sources, on average, the respondents indicated that their 
doctor and healthcare experts were the most important 
sources when making decisions to accept a vaccine for 
COVID-19 (see Table 4).

Inferential statistics—hypothesis 1

A hierarchical linear regression was used to test whether the 
health belief model (HBM) variables (model 1), the HBM 
plus theory of planned behaviour variables (TPB) (model 
2), and the HBM and TPB plus the rest of the predictors 
(model 3), significantly predicted vaccination intentions. 
The results of the regression indicated that each model 
significantly explained variance (model 1: 60.6%; model 
2: 71.8%; model 3: 74.5%) in overall vaccination inten-
tions (model 1: R2 = 0.78, F(6, 1988) = 512.39, p < 0.001; 
model 2: R2 = 0.85, F(12, 1982) = 423.47, p < 0.001; model 
3: R2 = 0.87, F(19, 1975) = 307.81, p < 0.001), with signifi-
cant increases in variance explained between model 1 and 
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model 2 (R2 change = 0.11/11%), and model 2 and model 3 
(R2 change = 0.03/3%) (see Table 5).

It was found that anticipated regret significantly predicted 
vaccination intentions (model 3: β = 0.29, p < 0.001, 95% 
CI = 0.38–0.50), as did instrumental attitudes (model 2: 
β = 0.32, p < 0.01, 95% CI = 0.34–0.47; model 3: β = 0.25, 
p < 0.01, 95% CI = 0.25–0.38), barriers (model 1: β =  − 0.54, 
p < 0.01, 95% CI =  − 2.47 – − 2.20; model 2: β =  − 0.28, 
p < 0.01, 95% CI =  − 1.36 −  − 1.08; model 3: β =  − 0.23, 
p < 0.01, 95% CI =  − 1.15 −  − 0.87), subjective norms 
(model 2: β = 0.22, p < 0.01, 95% CI = 0.14–0.20). Some of 
other predictors did have significant relationships with vac-
cination intentions but their beta values were below 0.2 (see 
Table 5). Positive relationships occurred between anticipated 
regret/ instrumental attitudes/subjective norms and overall 
vaccination intentions, greater levels in the predictors link-
ing to greater intentions to accept the vaccine if offered 

while greater levels of perceived barriers linked to lower 
intentions (negative relationship).

Inferential statistics—hypothesis 2

K-Means clustering (squared Euclidean distance iterative 
partitioning) set to analyse up to ten clusters, was conducted 
amongst the total sample (n = 1995). K-Means analysis was 
conducted using the Sphinx IQ analysis programme. Indi-
viduals were classified based on mean scores for suscepti-
bility to COVID-19, trust in HCP, illness severity, vaccine 
effectiveness, past health behaviour, barriers, anticipated 
regret, subjective norms, affective attitudes, and instrumen-
tal attitudes. Given that their relationship with the rest of the 
variables was hypothesised only, political trust and populism 

Table 3   Descriptive statistics for the overall sample

Mean Standard 
deviation

Possible range 
(mid-point)

Overall intentions 31.52 10.25 11–45 (28)
Past behaviour 24.69 5.25 6–30 (18)
Trust 24.23 5.76 6–30 (18)
Anticipated regret 21.72 6.71 6–30 (18)
Susceptibility 7.99 1.77 2–10 (6)
Barriers 6.23 2.37 2–10 (6)
Cue—heard good things 3.55 1.07 1–5 (3)
Cue—easily accessible 3.14 1.09 1–5 (3)
Efficacy expectations 7.51 1.97 2–10 (6)
Perceived severity 15.73 3.18 4–20 (12)
Affective attitudes 12.97 4.56 3–21 (12)
Instrumental attitudes 24.74 8.05 5–35 (20)
Self-efficacy 12.95 2.77 3–15 (9)
Self-efficacy (perceived control) 12.44 2.72 3–15 (9)
Subjective norms 77.13 17.35 21–105 (63)
Populism—will of the people 7.52 1.77 2–10 (6)
Populism—people versus elite 7.13 1.92 2–10 (6)
Populism—antagonism to elite 7.44 1.77 2–10 (6)
Political trust 21.45 11.04 0–40 (20)

Table 4   Rating of subjective norm specific sources

Mean Standard 
deviation

Possible range

Friends 3.19 1.12 1–5
Family 3.65 1.12 1–5
Your doctor 4.12 1.10 1–5
Social media 2.22 1.19 1–5
Healthcare experts 4.04 1.07 1–5
Mainstream media 2.66 1.20 1–5

Table 5   Hierarchical linear regression analysis predicting vaccination 
intentions

Model 1: HBM, model 2: HBM + TPB, model 3: HBM + TPB + the 
rest of the predictors. VIF and tolerance collinearity statistics fall 
within the acceptable ranges
*p < 0.05 level
**p < 0.01 level

Model 1 Model 2 Model 3
β β β

Predictors
HBM
 Susceptibility to COVID-19 0.03  − 0.02  − 0.02
 Barriers  − 0.54**  − 0.28**  − 0.23**
 Cue—heard good things 0.08** 0.01  − 0.01
 Cue—easily accessible 0.05** 0.01 0.00
 Efficacy expectations 0.23** 0.08** 0.07**
 Perceived severity 0.10** 0.02  − 0.01
TPB
Affective attitudes 0.09** 0.08**
Instrumental attitudes 0.32** 0.25**
Self-efficacy  − 0.05**  − 0.04**
Self-efficacy (perceived control) 0.02 0.03
Subjective norms 0.22** 0.11**
Social norms  − 0.02  − 0.02
The rest of the predictors
Past behaviour 0.02
Trust in HCP  − 0.04
Anticipated regret 0.29**
Populism—will of the people  − 0.01
Populism—people versus elite 0.00
Populism—antagonism to elite  − 0.02
Political trust 0.02
Model summary statistics
R 0.78** 0.85** 0.87**
Adj. R2 0.61** 0.72** 0.75**
R2 change 0.11** 0.03**
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variables were omitted from the cluster analysis. The indi-
vidual cues and efficacy variables were also excluded, on the 
basis that ordinal variables are not appropriate for K-means 
analysis.

A six-cluster solution was chosen as providing a satis-
factory level of discrimination within both pro-vaccine and 
anti-vaccine segments, with minimal ratio of gains and dis-
criminating power to be achieved from adding additional 
clusters (see Table 6). The segmentation was run repeatedly, 
with the same variables, and the segmentation was deemed 
robust when consistent classes were observed to emerge 
each time the analysis was run.

As outlined in Table 7, t-tests identified clear differences 
between the groups. Two of the six cluster groupings (A and 
B) expressed above-average vaccine uptake intentions, while 
the remaining four (C, D, E, and F) expressed below-average 
vaccine uptake intentions (see Fig. 2).

Segment A (‘wholehearted’: 25%) expressed the highest 
vaccine intentions, and this cohort over-indexed on almost 
all measures, except two, namely, vaccine barriers (reverse 
score), which they under-indexed significantly on, and 
the political constructs. Segment A under-indexed on the 
populist anti-elitism dimension and did not differ from the 

mean on the other two populism constructs, although they 
expressed above-average political trust (See Table 7).

Segment B (‘discerning proponents’: 21%) also expressed 
above-average vaccine intentions. Like segment A, they 
over-indexed for most attitudinal scores, except the reverse-
scored barriers, on which they under-indexed significantly. 
Their agreement with SocN statements did not differ sig-
nificantly from the mean. They also did not differ from the 
mean on the internal ability statement ‘it is up to me whether 
I accept a vaccine for COVID-19’. Like segment A, segment 
B expressed high political trust. However, this group regis-
tered lower than average agreement with the populism ‘will 
of the people’ construct with average levels of agreement for 
the other populist constructs (See Table 7).

Segment C (‘on the fence’: 16%) registered slightly 
below-average intentions. They expressed above-average 
agreement with vaccine barriers and did not deviate from 
the mean in their perceptions of either expected disease 
severity or vaccine efficacy, nor the cues statement ‘I have 
heard good things about the development of a vaccine. This 
segment scored below the mean for anticipated regret, both 
instrumental and affective attitudes, the external ability 
statement ‘if I want to accept a vaccine for COVID-19 I will 
be able to do so’ and for SN, and SocN. Political variables 
did not emerge as differentiators for this cohort as they did 
not differ from the mean for political trust, nor any of the 
populism constructs (See Table 7).

Segment E (‘worried sceptics’: 15%) registered a similar, 
marginally lower, level of vaccine intentions as segment C. 
In common with segment C, they over-indexed for barrier 
statements, and under-indexed on anticipated regret, and 
both affective and instrumental attitudes. However, in con-
trast with segment C, segment E over-weighted illness sever-
ity perceptions and did not differ from the mean for suscep-
tibility to COVID-19, nor for any cues or ability statement. 
They expressed lower than average past health behaviour, 
trust in HCP, and above-average SN and SocN sentiments. 
While not diverging from the mean for political trust, this 
cluster expressed above-average agreement with the populist 
anti-elite and antagonism towards the elite dimensions (see 
Table 7).

Segment D (‘disengaged cynics’: 18%) expressed the 
second-lowest intentions. Apart from the reverse weighted 
barriers construct, which they over-indexed on, and popu-
list constructs, this cohort registered below-average agree-
ment levels almost across the board. They expressed below-
average political trust but did not differ from the mean for 
populist constructs (see Table 7).

Segment F (‘emphatic rejectors’: 5%), the smallest cohort 
of the total, expressed the lowest vaccine intentions by a sig-
nificant margin. In common with segment D, this group also 
registered below-average agreement levels for attitude state-
ments except the reverse weighted barriers construct for which 

Table 6   K-Mean cluster options × discriminating power and stopping 
criteria

Number of classes Discriminating 
power

Stopping criteria (ratio of 
gains from n − 1 classes)

2 0.46 3.84
3 0.57 1.75
4 0.64 2.52
5 0.67 1.16
6 0.69 1.60
7 0.71 1.03
8 0.72 0.98
9 0.74 1.13
10 0.75 0.00

Fig. 2   Mean overall intentions by class
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they over-indexed. Like segment D, they also registered lower 
than average political trust. However, in contrast to segment 
D, segment F registered an above-average agreement with 
all three populism dimensions. In common with segment 
A (‘wholehearted’), this cluster expressed above-average 
agreement with the internal efficacy statement ‘It is up to me 
whether I accept a vaccine for COVID-19’ (see Table 7).

To examine demographic factor influences gender and 
age influences were examined. A chi-square cross-tabulation 
test showed that the association between gender and segment 
membership was not statistically significant (χ2(10) = 14.21, 
p = 0.16), suggesting that segment membership did not 
noticeably vary across the gender groupings (see Table 8).

‘Emphatic rejectors’ (F) are in the minority across all 
age groups, with an even smaller proportion within the 
55 + age group, who are also under-represented within 
‘worried sceptics’ (E), and ‘disengaged cynics’ (D) (see 

Table 9). There is a noticeable rise in the level of ‘wor-
ried sceptics’ (E) within the 25–34 and 35–44 age groups, 
and the largest proportions of ‘disengaged cynics’ (D) are 
within the 18–24 and 25–34 age groups. The 55 + age group 
is most represented amongst ‘wholehearted’ (A), ‘discern-
ing proponents’ (B), and ‘on the fence’ (C). Markedly few 
who are < 44 years fell into ‘wholehearted’ (A). Chi-square 
cross-tabulation test showed that the association between 
age and segment membership was statistically significant 
(χ2(20) = 164.29, p < 0.001).

Discussion

The regression model accounted for a large proportion of 
variance in intentions indicating support for hypothesis 1. 
The HBM primary tier of influences suggests a considered 

Table 7   Mean scores variation from mean across segments

H positive contribution p < 0.01 level, L negative p < 0.01 level, Hx/Lx significant contribution at p < 0.05 level only, M not significantly different 
from mean

Intentions mean: 40.76 37.10 29.32 21.54 28.44 14.59

Class: A
(n = 494)

B
(n = 420)

C
(n = 319)

D
(n = 353)

E
(n = 306)

F
(n = 103)

Past health behaviour H H H L L L
Trust in HCP H H H L L L
Anticipated regret H H L L L L
Susceptibility to COVID-19 H H H L M L
Barriers L L H H H H
Vaccine effectiveness H H M L M L
Illness severity H H M L HX L
Affective attitudes H H L L L L
Instrumental attitudes H H LX L L L
Subjective norms H H L L H L
Social norms H M L L H L
Political trust HX H M L M L
Populism (anti-elite) LX M M M H H
Populism (will of the people) M LX M M MX H
Populism (antagonism to elite) M M M M HX H
Internal ability: “It is up to me whether I accept a vaccine for COVID-

19”
HX M M L M HX

External ability: “If I want to accept a vaccine for COVID-19, I will be 
able to do so”

H H LX L M L

Cues 1: “I have heard good things about the development of a vac-
cine.”

H H M L M L

Cues 2: “When produced the vaccine will be easily accessible to every-
one.”

H HX LX L M L

Sources ratings:
Friends H H L L H L
Family H H L L H L
Your doctor H H L L H L
Social media H M L L H L
Healthcare experts H H L L H L
Mainstream media H M L L H L
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risk evaluative decision-making approach of weighing pros 
and cons (barriers, cues, efficacy, and severity).

The addition to the model of TPB variables incorporates 
a broader set of values beyond the cost–benefit analysis; how 
it might feel to accept a vaccine, what respected others (SN), 
and media (SocN) would advise one to do and expected abil-
ity to accept a vaccine.

Lastly, the addition of the third set of factors into the 
model identified anticipated regret, if not accepting the vac-
cine when it should have been taken, as being the strongest 
driving force, providing partial support for the TPB [21] and 
HBM [14] theoretical frameworks, and the role of regret [44] 
in decision making.

Internal ability emerged as a weak, but statistically sig-
nificant, negative influence, whereby those who believed that 
vaccine acceptance was up to them were slightly less likely 
to plan on accepting the vaccine. This aligns somewhat with 
the individualist social trends described by Giddens [20] and 
applied to vaccine hesitance by Hobson-West [19]. Neither 
populism nor political trust was registered as significant 
contributors to vaccine intentions amongst the total sample.

In relation to hypothesis 2, identification of distinct com-
munities or ideological subsets, six distinct subsets were 
identified through sample clustering derived from different 
patterns of agreement with TPB, HBM, and other value-
related constructs. ‘wholehearted’ (A) and ‘discerning pro-
ponents’ (B) registered above average, more proactive, and 
vaccine intentions, while ‘on the fence’ (C), ‘disengaged 

cynics’ (D), ‘worried sceptics’ (E), and ‘emphatic rejectors’ 
(F), indicated somewhat more hesitant vaccine intentions.

Wholehearted and discerning proponent segments 
expressed largely similar positive vaccine attitudes. More 
specifically, the wholehearted cohort, the largest cluster 
representing 1 in 4 amongst the sample, registered above-
average endorsement for internal ability (vaccine acceptance 
is up to me), suggesting the ‘wholehearted’ label for the 
segment. The higher rating of social media as an influence 
on vaccine decisions further distinguishes this segment from 
the discerning proponents.

More research is required to understand the rationales 
behind ratings; however, due to their reduced reliance on 
social media segment B has been tentatively titled ‘discern-
ing proponents’.

The third segment, segment C, represents just over a 
sixth of the sample, and this group did not deviate from the 
mean for a significant swathe of measures suggesting a less 
involved attitude to the debate, thus the suggested name ‘on 
the fence’.

Consistent with Kennedy’s 2015 finding [2] that populist 
attitudes are correlated positively with vaccine hesitancy, 
‘emphatic rejectors’ expressed above-average agreement 
with all three populist statements while the ‘worried scep-
tics’ sub-group expressed above-average agreement with 
populist measures ‘anti-elitism and ‘antagonism towards 
elite’.

However, the correlation did not run as strongly in the 
other direction in that those in favour of vaccination did 
not tend to reject populist statements as strongly. On the 
other side of the vaccines fence, the pro-vaccine ‘whole-
hearted’ subgroup under-indexed on ‘anti-elitism’, and 
‘discerning proponents’ under-indexed for ‘will of the 
people’ sentiment. Neither ‘on the fence’ or ‘disengaged 
cynics’ registered significant deviation from the mean 
for populist statements. The fact that ‘disengaged cyn-
ics’, with their low levels of trust suggested by the cluster 
name, did not differ from the average on any of the three 
populism measures, further suggests that populist political 
themes are by no means dominant across the Irish vaccine 
discourse.

Table 8   Segment membership across gender groups

Segment Gender

Female Male Other/not 
stated

A (‘wholehearted’) 246 (23.0%) 248 (26.9%) -
B (‘discerning proponents’) 219 (20.5%) 200 (21.7%) 1 (0.2%)
C (‘on the fence’) 183 (17.1%) 136 (14.8%) -
D (‘disengaged cynics’) 198 (18.5%) 155 (16.8%) -
E (‘worried sceptics’) 164 (15.3%) 141 (15.3%) 1 (0.3%)
F (‘emphatic rejectors’) 60 (4.5%) 42 (5.2%) 1 (1.0%)

Table 9   Segment membership 
across age groups

Segment Age groups

18–24 25–34 35–44 45–54 55 + 

A (‘wholehearted’) 46 (18.9%) 76 (19.0%) 81 (19.6%) 91 (26.4%) 200 (33.8%)
B (‘discerning proponents’) 44 (18.0%) 66 (16.5%) 78 (18.9%) 68 (19.7%) 164 (27.7%)
C (‘on the fence’) 43 (17.6%) 56 (14.0%) 55 (13.3%) 53 (15.4%) 78 (18.9%)
D (‘disengaged cynics’) 67 (27.5%) 98 (24.4%) 80 (19.4%) 58 (16.8%) 38 (8.4%)
E (‘worried sceptics’) 33 (13.5%) 79 (19.7%) 93 (22.5%) 48 (13.9%) 45 (9.0%)
F (‘emphatic rejectors’) 11(4.5%) 26 (6.5%) 26 (6.3%) 27 (7.8%) 8 (2.2%)
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‘Worried sceptics’ were given that label due to their high 
perceived risk, and engagement with normative influences, 
coupled with average levels of trust. Dissimilar to the other 
vaccine-negative segments, ‘worried sceptics’ registered 
high perceived severity for COVID-19 and did not register 
below-average perceptions of their susceptibility to the con-
dition. This group expressed higher than average subjective 
norms and social norms at play, suggesting that they are 
exposed to endorsement of vaccination within their social 
network. Only the ‘worried sceptics’ and the ‘wholehearted’ 
clusters described themselves as paying above-average lev-
els of attention to advise on social media, suggesting that 
vaccine recruitment of ‘worried sceptics’ may be usefully 
targeted through this channel.

The findings in this study suggest merit in focusing espe-
cially on ‘worried sceptics’ for any pro-vaccine interventions 
as they are the most worried and most social media engaged 
vaccine-hesitant group, as found in Faase and Newby 2020 
research [16]; this group acknowledges COVID-19 risks and 
show a level of vaccine consideration, suggesting potential 
for increased positive correlation with health-protective 
behavioural intentions.

In terms of pro-vaccine interventions, Kozyreva et al. [30] 
describe three possible strands of intervention to address 
online misinformation; techno-cognition refers to techni-
cal interventions to the design architecture e.g. filtering out 
misinformation while nudges [49] also effect change to the 
choice environment to prompt desired actions and, finally, 
boosts are aimed directly at the individual, requiring active 
engagement in interventions that develop online cognitive 
competencies. Kozyreva et al. [30] also identify the need to 
counteract social calibration issues where small and spatially 
disparate groups [20] form large communities online, creat-
ing an illusion of consensus.

‘Emphatic rejectors’, the smallest cluster at 1 in 20 
amongst the sample, registered the lowest vaccine intentions 
by a considerable margin. They display distinctively indi-
vidualistic attitudes incorporating also high internal ability 
levels, which are not replicated amongst the other hesitant 
cohorts. This group expressed below-average likelihood to 
rely on every source of information listed.

Future research might examine whether vaccine-hesitant 
segments may share some kinship with those identified in 
the 2015 segmentation study by Ramanadhan et al. [17] in 
that a specific cohort who are heavily influenced by social 
media has been identified. That research found 2 small anti-
vaccine segments along with 1 very large hostile cohort 
which might bear some kinship with the smallest Irish seg-
ment, ‘emphatic rejectors’.

Both the ‘wholehearted’ and ‘emphatic rejector’ clusters 
(who registered the highest, and the lowest, vaccine inten-
tions respectively) expressed significantly elevated agree-
ment with the internal ability statement. This boomerang 

effect [50] suggests the ‘up to me’ wording is received 
as positively influencing vaccine intentions by some but 
construed as a negative influence by others. This could be 
explained as psychological reactance [50] whereby vaccina-
tion represents a threat to freedom for some, resulting in neg-
ative cognitions accompanied by an affective anger response 
[35, 50]. This relationship between anger and threats to free-
dom is suggestive of the model presented by Turner [35] 
and Jang et al. [36] and as such warrants further study [50].

Vaccine hesitancy (segments C, D, E, and F) occurred 
significantly more frequently within the 18–24, 25–34, 
35–44, and 45–54 age groups, consistent with Karlsson et 
al. [51]. In contrast to Galasso et al. (2020) findings [48], 
but consistent with the mixed-gender outcomes highlighted 
by Bish and Michie [15], no significant differences between 
females and males were found in relation to segment mem-
bership. This suggests, irrespective of gender, the need to 
focus on the younger age groups when devising pro-vaccine 
interventions.

Conclusions

The current research explored factors driving vaccine  
decision-making amongst a robust and broadly representative  
sample of Irish adults. Findings suggest that vaccine deci-
sions are multi-faceted with both rational (cognitive) and 
emotive (affective) considerations at play. Segmentation 
identified 6 differentiated segments whose overall intentions 
to accept a vaccine ranged from highly favourable to highly 
unfavourable. The segment responses spread out largely 
along a spectrum of pro-vaccine to anti-vaccine, attitudes. 
However, differing decision-making emphases and differ-
ing levels of engagement with the topic could be seen, with 
weaker levels of engagement not necessarily aligning with 
an intention score closer to the mean. Noteworthy differ-
ences outside the pro/anti dichotomy emerged for norms 
(particularly around media), the self-efficacy measure, 
perceptions of COVID-19 severity, and susceptibility to 
COVID-19. Political themes were also found to feature but 
not dominate the debate: four segments, ‘emphatic rejectors’, 
‘worried sceptics’, ‘discerning proponents’, and ‘whole-
hearted’, registered significantly higher or lower responses 
to populist measures while the lower involvements ‘on the 
fence’ and ‘disengaged cynic’ clusters were not differenti-
ated in this regard. Presence or lack of political trust did not 
necessarily align with populist attitudes.

Recommendations

Influencers might usefully seek to address the algorithmic 
echo-chamber effect online by proactively engaging with 
diverse online communities. While the ‘right thing to do’ is 
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clear when viewed through a lens of scientific expert advice, 
this is precisely the paradigm which populist movement 
rejects. To avoid further alienating already-marginalised 
cohorts, generic facts-based online messaging (while use-
ful and important) should be supplemented with messages 
addressing more emotive concerns through prototypical lan-
guage. Segmentations, such as the outputs from this study, 
afford a framework for developing and evaluating more 
refined, targeted, policies and interventions.

Weaknesses

The short-form survey would have benefited from a more 
extensive development and the inclusion of a preliminary 
qualitative stage to assist in question development. A quan-
titative survey pilot stage would have identified the poor 
link between the TPB ability and cues statements, allowing 
a refined set of questions to feed these dimensions into the 
K-means analysis.

Several potentially helpful measures were omitted from 
the study. A noteworthy omission from severity and sus-
ceptibility measures was whether respondents or their fam-
ily members have pre-existing health conditions. Along 
the same lines, more concrete behaviour measures should 
build on the generic past health behaviour wordings used 
here to probe, for example, frequency of consulting HCP 
and acceptance of vaccines for other conditions for self or 
children. Given the relevance of age to COVID-19 suscepti-
bility, respondent age-breaks might have been better broken 
out to distinguish the 65 + or 70 + cohort. Lastly, a set of 
political efficacy questions provided alongside the political 
trust and populism measures were omitted from the final 
survey. While the research was predicated on an assumption 
of online activity, the survey did not ask for details of online 
and social media activity.

Future directions

Future discriminant analysis would enable concepts to 
be tested alongside a shortened questionnaire assigning 
respondents’ segment membership. This would allow for 
replication of the segments, so that future research might 
investigate the base variables and widen the lens signifi-
cantly beyond the current variable set.

Segment-specific engagement with diverse communi-
ties online and with specific conspiracy narratives warrants 
closer attention.

Further research should tease out the meaning of the 
dichotomous internal ability scores, to understand whether 

the phrase evokes the same meaning across segments and its 
relevance to psychological reactance [54] and/or ancillary 
concepts.

This research findings presented here omitted an open-
ended qualitative survey section. A thematic analysis of the 
verbatim comments across segment groups may shed light 
on themes that emerged as significant in this analysis. The 
qualitative question on feelings evoked might be consid-
ered in the context of the efficacy/anger segmentation model  
presented by Turner [35], and Jang et al. [36].

Future research might also usefully include the political 
efficacy measure which was featured alongside political trust 
and populism in the source paper [39] but was omitted from 
this research. In addition, further research within segments 
C, D, E, and F might usefully explore the segment-specific 
reactions to a range of messaging and policy initiatives, with 
the aim to identify those initiatives with the most potential to 
encourage intentional shift, and ultimately vaccine accept-
ance, across attitudinal cohorts.

Appendix. Questionnaire

Q. i  To what extent do you agree or disagree with the following statements? 
POPULISM Totally 

disagree 
 Totally 

agree 
Poli�cians in the Irish government need to  follow the will of the people. 1 2 3 4 5 
The people, and not the poli�cians, should make the most important 
poli�cal decisions. 1 2 3 4 5 

I would rather be represented by an ordinary ci�zen than by a 
professional poli�cian. 1 2 3 4 5 

The real poli�cal differences are between the elite and the people. 1 2 3 4 5 

Elected officials talk too much and take too li�le ac�on. 1 2 3 4 5 
What people call "compromise" in poli�cs is really just selling out on 
principles. 1 2 3 4 5 

Q. ii  For each of these ins�tu�ons, could you indicate how much trust you have in them? 
POLITICAL TRUST tsurTetelpmoCllatatsurToN

The Dail 0 1 2 3 4 5 6 7 8 9 10 

The Seanad 0 1 2 3 4 5 6 7 8 9 10 

Poli�cal par�es 0 1 2 3 4 5 6 7 8 9 10 

Poli�cians 0 1 2 3 4 5 6 7 8 9 10 

The final piece of the survey is about your attitudes to a potential vaccine for 
COVID-19.  
There are 6 blocks of questions in this section, followed by an optional space 
where you can add in comments on anything you feel was missed.  

Please take your time on this last section; read each question carefully before 
selecting your answer.  

Q.1 For each statement below, please select your level of agreement :    
Disa
gree 
Stro
ngly 

Disa
gree 
Som
ewh
at 

Neit
her 
Agr
ee/
Disa
gre
e 

Agre
e 
Some
what  

Agre
e 
Stron
gly 

OVERALL 
VARIABLE (not 
visible in 
survey): 

5432191-DIVOCgnitcartnocfoksirtamaIeveilebI
- Likelihood of 

contrac�ng 

54321esaesidsuoigatnocylhgihasi91-DIVOC
- Likelihood of 

contrac�ng 

Complica�ons from COVID-19 can be very dangerous 1 2 3 4 5 - Severity  

I expect vaccina�on will prevent the spread of COVID-19 1 2 3 4 5 - Efficacy 

I expect the COVID-19 vaccine used in Ireland will work 1 2 3 4 5 - Efficacy 

I have nega�ve feelings about taking a vaccine for COVID-19 1 2 3 4 5 - Barriers 
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Nega�ve side effects would discourage me from taking the vaccine 1 2 3 4 5 - Barriers 

I have heard good things about the development of a vaccine.  1 2 3 4 5 - Cues 

When produced the vaccine will be easily accessible to everyone.   1 2 3 4 5 - Cues 

I would be at risk of complica�ons if I were to contract COVID-19 1 2 3 4 5 - Severity  
I have family, friends and loved ones who would be at risk of 
complica�ons if they were to contract COVID-19 1 2 3 4 5 - Severity  

5432191-DIVOCtuobadeirrowmaI - Severity 

  Q.2     Would you accept 
a COVID-19 
vaccine for 
yourself?

SNOITNETNI3seY
Maybe 2 
No 1 

  Q.3      How likely, or 
unlikely would 
you be to take 
the first publicly 
available EU 
approved Covid-
19 vaccine? 

SNOITNETNI5ylekilyreV
4ylekilylriaF
2ylekilylralucitraptoN
1ylekilllatatoN

Unsure/don’t know 
3 

Q.4  For each statement below, please select your level of agreement in rela�on to a vaccine for COVID-19:   
Disa
gree 
Stro
ngly

Disa
gree 
Som
ewh
at

Neith
er 
Agree
/Disag
ree

Agr
ee 
So
me
wha
t 

Agr
ee 
Stro
ngly

OVERALL 
VARIABLE: 

ruoivahebtsaP54321rotcodymfoecivdaehtwollofotdnetI

I tend to follow the advice of healthcare professionals 1 2 3 4 5 Past behaviour 

I trust the advice of healthcare professionals in rela�on to COVID-19 1 2 3 4 5 Trust  

I trust the advice of my doctor in rela�on to COVID-19 1 2 3 4 5 Trust 

It is up to me whether I accept a vaccine for COVID-19 1 2 3 4 5 Self-efficacy #1 

If I want to accept a vaccine for COVID-19 I will be able to do so 1 2 3 4 5 Self-efficacy #2 

I would regret it if the vaccine was offered to me and I did not take it 1 2 3 4 5 An�cipated 
regret 

The consequences of failing to take a vaccine if offered are poten�ally 
very serious 1 2 3 4 5 An�cipated 

regret 
My close friends would want me to accept a vaccine for COVID-19 1 2 3 4 5 Subjec�ve norms  

My family would advise me to accept a vaccine for COVID-19 1 2 3 4 5 Subjec�ve norms  
My doctor would recommend that I should accept a vaccine for COVID-
19 1 2 3 4 5 Subjec�ve norms  

People I respect would advise me to accept a vaccine for COVID-19 1 2 3 4 5 Subjec�ve norms  

Social media indicates that I should accept a vaccine for COVID-19 1 2 3 4 5 Subjec�ve norms  

Healthcare experts would advise that I accept a vaccine for COVID-19 1 2 3 4 5 Subjec�ve norms  

55+ 5 

Q.C In which of the following areas do 
you live? Full county list

1nilbuD
2retsnieLfotseR
3retsnuM
4thcannoC
5retslU

SURVEY DEMOGRAPHICS  

E Do you have children? 
1seY
2oN

F In which of the following age groups 
do your children fall? 

1raey1nahtsseL

2sraey2-1

3sraey5-3

4sraey01-6

5sraey21-11

6sraey71-31

7sraey+71

G What is your current employment   
status?  
Single code.  

1tnedutSemiTlluF
2emiT-traPgnikroW
3emiT-lluFgnikroW
4rekaMemoH
5deriteR
6deyolpmenU
7tnedutsemit-traP

)yficeps(rehtO

H What is the highest level of formal 
educa�on that you have completed? 

1enoN
2etaudarg-tsoP
3levelyramirP
4leveldnoceS
5leveLdrihT
7ecitnerppAedarT
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