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Situation
Since early 2021, most countries around the world
have started vaccination campaigns after several
COVID-19 vaccines became available in December
2020. By mid-April 2021, close to 735,000,000
vaccination doses had been administered, with over
405,000,000 individuals having received at least one
vaccination dose, roughly 5 per cent of the global
population.(1) However, there are considerable
differences in the pace of progress in different parts
of the world, with close to 60 per cent of vaccination
doses being administered in just three countries: the
United States of America, China, and India.(2) Issues of
vaccine supply, coupled with capacity gaps to pay for
the vaccine, resulted in growing concerns about
equitable access to COVID-19 vaccines. Data from
May 2021 shows that only 0.31 per cent of doses
have been administered in low-income countries
while 85 per cent have been administered in high and
upper-middlei income countries.(3) Around the world,
the countries grappling with humanitarian crises are
among those with the least access to vaccines.(2)

Objective
This data synthesis brings together 66 data sources
from quantitative surveys, across 107 countries and
six regions. It also includes findings from an
additional 29 qualitative studies and community
feedback data which were collected between March
2020
and
April
2021
(https://www.rccecollective.net/data/behavioural-indicators/).
This
analysis intends to provide an overview of the existing
data
on
vaccine
perceptions
and
offer
i

15.36 per cent have been administered in lower middle-income countries,
42.99 per cent in upper middle-income countries, 41.34 per cent in high
income countries
ii

Public

Questions categorised to approximately measure vaccine acceptance

recommendations to inform risk communication and
community engagement (RCCE) strategies and
policies in relation to COVID-19 vaccination
programmes. It also helps identify knowledge and
evidence gaps as well as highlight areas for further
research investment.

Methodology
Data has been extracted from fieldwork assessments,
phone-based and/or web-based Knowledge, Attitude
and Practice (KAP) surveys and global opinion polls
(phone and/or web-based). Data sources have been
selected according to criteria (see explanation here)
related to representativeness including sampling
methods, sampling size and reported limitations or
biases.
In order to measure vaccine acceptance rates, we
have used a common indicator defined as
‘percentage of individuals who would get vaccinated
once a vaccine is available and recommended’. We
then assessed each of the available data sources to
identify survey questions in relation to vaccine
acceptance. Among the 66 data sources, 1,112
survey questions related to vaccine acceptance: 91.4
perc cent of these questions strictly matched with the
above indicator while 8.6 perc cent of the questions
presented limitations and were classified to only
approximately measure vaccine acceptanceii.
This analysis includes data from those surveys where
the questions strictly matched with the common
indicator on vaccine acceptance. It further focused on
data from individuals who reported to ‘want to get
included for example questions in relation to vaccine efficacy: ‘If the vaccine
was 95 per cent effective, would like to be vaccinated when it is provided freely
by government?” and/or questions in relation to accessibility and affordability
such as ‘If a COVID-19 vaccine was available for free today, would you get it as
soon as possible?”

vaccinated’ and/or who ‘will probably get vaccinated’.
We excluded data from individuals who ‘don’t know’
or ‘want to wait’ or ‘refuse a COVID-19 vaccine’. To
reflect the evolving nature of the COVID-19 response,
we have recently adapted the inclusion criteria and
integrated data about people who already got the
COVID-19 vaccine, when measuring vaccine
acceptance

•

•
Existing data available at country level has been
consistently compiled and analysed. The regional and
global level data has been aggregated and then
weighted based on the population size to ascertain
the rates equally.
While it was possible to identify some key themes
and broad patterns in relation to COVID-19 vaccine
perceptions, the type of data and quality of related
data collection processes limit the use of these
findings to guide more localized responses for which
there is a need for localized research. There are
additional limitations to deriving firm conclusions
from these data:
•

•

By weighting the national rate based on
population size, the method limits the weight of
small countries in the global and regional analysis
and reinforces the weight of the largest countries
such as China, India, or Brazil.
Infrequent data collection and insufficient data
make it difficult to differentiate between the
Eastern and Southern African Region (ESAR) and

Western and Central African region (WCAR) and
the data compiled for this analysis therefore
presents the public acceptance of COVID-19
vaccination for the African continent.
Disaggregation by gender and age is not
systematic and at times the sample size limits the
ability to report all findings by different age and
gender groups.
In some of the assessed humanitarian contexts,
national level vaccine acceptance rates do not
accurately represent the most vulnerable people
due to survey designs and methods.

Vaccine acceptance
Globally, more than two thirds (74.8 per cent - April
2021) of respondents would agree to take a COVID19 vaccine if it was available and recommended. Data
triangulated across 66 surveys found slightly
increasing (but not significant) acceptance rates since
several COVID-19 vaccines were authorised in
December 2020 (68.1 per cent).

Vaccine acceptance is generally high, but with
significant differences between countries
Vaccine acceptance rates are however highly variable
across different regions and countries (Figure 1).

Figure 1. Vaccine acceptance rate in April 2021
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For example, global vaccine acceptance rate ranges
from as low as 34 per cent in DRC to as high as 93 per
cent in Israel and 91 per cent in Mexico.
Low levels of vaccine acceptance can be found in
Africa (59.7 per cent) compared to high vaccine
acceptance rates in the Americas (79.3 per cent) and
Asia (78.7 per cent) (Figure 2). According to the data,
vaccine acceptance was initially lowest in Europe
(49.7 per cent in November 2020) and has since
significantly increased (73.2 per cent in April 2021). A
substantial drop in vaccine acceptance rates was
observed in Africa, particularly across Ethiopia (87 per
cent in December 2020 compared to 69 per cent in
April 2021) and Kenya (77 per cent compared to 65
per cent). Similar trends were also found in Thailand
(Table 1). In Western Europe, however, levels of
vaccine acceptance have significantly increased since
December 2020, for example, in France (41 per cent
compared to. 68 per cent). Moreover, high-income
countries report relatively high public acceptance
(75.9 per cent) compared to low-income countries
(58.2 per cent).
Figure 2. Vaccine acceptance rates by region from
November 2020 to April 2021
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Socio-behavioural drivers for
vaccine acceptance
Demographic factors
There are limited data allowing for the analysis of
vaccine acceptance disaggregated by sociodemographic characteristics especially in relation to
gender, age, race, education and whether the
population is urban or rural.
Gender: between February and April 2021, only 11 of
the 66 data sources provided gender-disaggregated
data. This data suggested slightly higher (but not
significant) acceptance levels from men when
compared to women (73 per cent compared to 69
per cent). This is consistent with available regional
level data (Africa, Middle East and Northern Africa
(MENA), Asia, and Europe) although gender-related
differences appeared to be more substantial in Africa
where 48 per cent of women compared 58 per cent
men said they would be willing to take a COVID-19
vaccine.
Age: The lack of universally standardised age group
definitions makes it difficult to report on how
different age groups perceive COVID-19 vaccines. A
rapid review of existing studies revealed some
conflicting results. For example, research in Kuwait
found higher acceptance rates among younger age
groups (21-24 years) compared to older age groups
(55 to 64 years) while study findings from Greece
suggested that older people (aged more than 65
years old) were more inclined to take a COVID-19
vaccine.(4)(5)
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Table 1. Decrease of vaccine acceptance rates per
country.
Dec. 20

Apr. 21

+/-

Ethiopia

87%

69%

-14

Kenya

77%

65%

-13

Thailand

83%

71%

-12

Côte d’Ivoire

43%

38%

-5

Taiwan, China

53%

48%

-5

Iraq

55%

51%

-4

Afghanistan

72%

69%

-3

Nicaragua

80%

77%

-3

Disease susceptibility and severity
The RCCE CS data compilation revealed few
differences in vaccine acceptance rates in relation to
disease susceptibility. This contrasts with other
studies which have highlighted risk perception as a
critical factor influencing vaccine acceptance. For
example, recent data from 19 African Member States
showed that 22 per cent of respondents who did not
intend to get vaccinated indicated that they did not
feel they were at risk.(6) Study findings from Kuwait
found increasing levels of vaccine acceptance
corresponded to increased levels of disease
susceptibility.(4) This is similar to findings from
Portugal which suggested that low or non-existent
perceived risk of getting infected with COVID-19 (or
developing severe disease following the infection)
resulted in lower rates of vaccine acceptance.(7)
Findings from a global survey on vaccine acceptance
also observed that people who had contracted
3
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Vaccine acceptance among
pregnant women and mothers
of young children
Data from 16 countriesiii collected from pregnant women
and mothers of young children in October and
November 2020, found that vaccine acceptance rates
were usually related to concerns about the safety of
COVID-19 vaccines.
Other important variables
associated with higher levels of vaccine acceptance
among pregnant women and mothers of young children
were: the perceived importance of childhood
vaccinations; trust in health science in general;
satisfaction with public health authorities handling of the
pandemic at national level; and risk perceptions related
to COVID-19. The main reasons for pregnant women not
accepting COVID-19 vaccination during pregnancy (even
if vaccines were declared safe and free) ranged from
concerns about harmful side effects for their babies (66
per cent) to concerns that the approval had been rushed
for political reasons (45 per cent). Nearly half of the
respondents (49 per cent) also indicated the need to
have more evidence on the safety and effectiveness of
COVID-19 vaccinations for pregnant women. Factors
which influenced mothers of young children in declining
the COVID-19 vaccination for their child / children were:
concerns about the rushed approval of the vaccine due
to political reasons (40 per cent); the need for more
evidence in relation to vaccine safety and effectiveness
among children (33 per cent); and the belief that the
vaccines are not safe and could have harmful side effects
(28 per cent). (9)

FINDINGS

Concerns about vaccine safety
and efficacy
Several studies revealed that low levels of vaccine
acceptance were grounded in concerns relating to
vaccine safety and efficacy. For example, survey
respondents across five European countriesiv voiced
concerns that the COVID-19 vaccine might be
experimental, without sufficient research on potential
side effects.(10) Data from Jordan also indicated that
higher levels of vaccine acceptance were closely
associated with the general perception of vaccine
safety: those study participants who stated that
vaccines are generally safe were nine times more willing
to receive a COVID-19 vaccine compared to those who
expressed concerns about vaccine safety.(11) Community
feedback data collected across five African countries
revealed some additional worries in relation to the side
effects of the vaccines with concerns about the vaccines
causing infertility, reducing life expectancy or even
causing death.(12)
iii

United States (US), India, Brazil, Russia, Spain, Argentina, Colombia, UK,
Mexico, Peru, South Africa, Italy, Chile and the Philippines. Australia and New
Zealand were included as reference given lower incidence of COVID-19.

COVID-19, or who had family members who had
contracted COVID-19, were more inclined to accept a
vaccine.(8) iiiiv

Vaccine uptake
According to the RCCE CS data compilation, higher
morbidity and mortality rates did not appear to
influence vaccine acceptance rates. However, the
data suggests that an increased number of people
being vaccinated against COVID-19 could be
associated with increased levels of vaccine
acceptance. This reflects some of the existing
research which suggests that those with initial lower
levels of vaccine acceptance might be more inclined
to receive a COVID-19 vaccine once more people in
the population have been vaccinated. (9) ((10) (11) (12)

Trust in institutions
At the global level, the RCCE CS data compilation
observed a significant association between levels of
trust in public authorities and partners leading the
COVID-19 response upon an individual’s acceptance
of COVID-19 vaccination. A similar trend can be found
in Europe where there is a significant positive
correlation between trust in institutions and vaccine
acceptance. The data equally shows positive,
although moderate, association between trust and
vaccine intent in Asia and Africa. This is consistent
with a recent global level survey across 15 countries
revealing a strong association between trust in
government and vaccine acceptance – particularly in
Asian countries.(8)
Data from Africa also highlighted that respondents’
trust and positive attitudes towards health care
bodies and authorities resulted in higher vaccine
acceptance rates.(13) South African data equally found
that low levels of satisfaction with - and trust in political leadership has an adverse effect upon
vaccine acceptance rates.(14) In MENA and the
Americas, the available data did not indicate a strong
association between vaccine acceptance and
people’s trust in the government or partners leading
the pandemic response.

iv

Denmark, France, Germany, Italy, Portugal, the Netherlands, UK
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Information and knowledge gaps
The currently available data does not yet allow for a
more in-depth analysis of vaccine acceptance in
relation to information and knowledge. However,
several studies have found that many concerns in
relation to vaccine safety and efficacy are grounded
in a lack of information and knowledge about the
vaccine. For example, study findings from Portugal
reported higher levels of vaccine hesitancy among
survey participants who perceived the information
provided by health authorities as ‘inconsistent and
contradictory’ compared to those who found the
information ‘clear and understandable’.(7) Recent
research conducted across several African
countries observed that 31 per cent of those who
were vaccine hesitant felt they did not have
sufficient information to make a decision.(6)
This is consistent with findings from a perception
survey with Red Cross volunteers from 18 national
societies in the Americas revealed that lacking
information in relation to vaccine safety and efficacy
was the main reason for low levels of vaccine
acceptance.(15) Community feedback data from
Africa reported that respondents questioned:
whether the vaccine would be mandatory; when it
would be accessible; why it was only available in
some countries but not in others; and whether it
was possible to combine different COVID-19
vaccines into one vaccine.(12) Evidence from South
Africa identified additional information and
knowledge gaps in relation to the vaccines, the trials
and the vaccine rollout programme.(16) (17) (18) (19) (20)
(21)

While transparent communication of COVID-19
vaccine risks and benefits is critical, recent
experimental studies in the UK showed that written
or purely visual messages had limited effects on
vaccine hesitancy and uptake. They also showed
that vaccine hesitancy is not only a result of a lack of
evidence to make an informed decision but also that
clear and transparent communication positively
affected people’s feeling of being informed when
making the decision of whether to take the vaccine
and that accurate information sharing may increase
trust in the longer term.(22)

FINDINGS

Vaccine acceptance among
health care workers
Global COVID-19 acceptance rates have steadily
increased among health care workers (HCW) (40 per
cent in March 2020 vs. 79 per cent in February 2021).
There are, however, substantial variations across
different countries. For example, the data compiled by
the RCCE CS revealed that HCW in Egypt (44 per cent),
France (56 per cent) and Nigeria (58 per cent) seemed
to be less inclined to accept a COVID-19 vaccine. Higher
levels of vaccine acceptance were found among HCW in
Vietnam (83 per cent), Brazil (85 per cent) and Italy (91
per cent) (Figure 3).
Additional research among HCW indicated that vaccine
hesitancy or reluctance could be associated with
concerns about vaccine safety and efficacy and the fear
of related side effects. For example, findings from a
HCW study in Canada revealed that major factors for
vaccine refusal were concerns about the novelty of the
vaccine; the preference to let other people receive the
vaccine first, lack of available information about the
vaccine; and insufficient time for decision-making.
Among vaccine ‘firm refusers’ the lack of trust in
pharmaceutical companies and experts was mentioned
as a major reason to reject a COVID-19 vaccine.(17)
Recent research among HCW in Colombia identified
that the confidence in vaccine efficacy as well as in
science and research in general could become an
important factor for vaccine acceptance.(18) Data from a
HCW study in France and Saudi Arabia also show that
HCW who have previously received an influenza vaccine
were more willing to take a COVID-19 vaccine.(19)(20) Fear
of becoming infected with COVID-19, being a frontline
healthcare worker, being involved in the care of COVID19 patients or working in a hospital ward were also
found to positively influence COVID-19 vaccine
acceptance rates.(21) Socio-demographic factors should
also be considered in relation to vaccine acceptance
among HCW: study findings from France showed
increased level of vaccine acceptance among male HCW
compared to female HCW and physicians compared to
those who were working as a nurse and/or a nurse
assistant.(19)

Figure 3. Vaccine acceptance among HCW in
February 2021 (WHO/MIT)
77%
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67%
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46%
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limited internet accessibility and/or digital
illiteracy, and the importance of qualitative
research.

Key considerations
These considerations are intended for those who are
designing
and
delivering
COVID-19
risk
communication and community engagement (RCCE)
and those who are engaged in collecting, analysing
and using data for designing and delivering COVID-19
vaccine programmes. They also highlight and reflect
on similar issues identified by the recent SSHAP data
synthesis of COVID-19 vaccine perception data in
Africa.(23)
•

This analysis draws upon a range of data sources
including a substantial number of country-level
studies. Considering that data is most useful at
the local level, more effort and investment
should be made to support countries in
collecting, analysing, and using local level data.

•

People’s feedback, questions and concerns
should be continuously assessed, analysed, and
used to adapt risk communication strategies.
Timely sharing of accurate and fact-based
information about the vaccine (e.g. efficacy,
safety, side effects, duration of immunity etc) and
the vaccination process (e.g. location of
vaccination centres, registration, certification
etc.) is critical to instil confidence and encourage
people to get (recurrently) vaccinated. This
information should be accessible to different
population groups and tailored to their
information needs and knowledge gaps.

•

•

Access issues interconnected with vaccine
nationalism and broader geopolitics shape local
narratives and perceptions around the vaccine.
Recent feedback from RCCE partners also
highlights that structural factors (e.g. availability
of vaccine doses or having the money to travel to
vaccination centres) are becoming growing
concerns for people in low- and middle-income
countries. COVID-19 response decision-makers
should be informed about these local
narratives, perceptions, and concerns; this
would facilitate to take this information into
account and address potential barriers to
vaccine uptake.
Most of the globally accessible data used
quantitative methods and remote-based data
collection and there is little data and qualitative
research on the underlying factors of vaccine
acceptance. More triangulation with offline and
qualitative data would provide contextual
nuances and an in-depth understanding of the
socio-behavioural factors influencing vaccine
acceptance and uptake across a diverse range of
population groups. This is important given

•

Working and engaging with community-level
organisations, as well as health care workers
and community volunteers, could effectively
increase confidence in the vaccine and plan and
deliver the COVID-19 vaccination rollout.

•

Low levels of vaccine acceptance and rates
among health care workers needs to be
assessed and addressed. It is also important to
understand the socio-behavioural influences
upon vaccine acceptance and uptake among
different HCW categories (doctors, nurses,
community health care workers) and how HCW
perceptions of COVID-19 vaccines differ
throughout low- and middle-income countries.

•

Vaccine decisions are multifactorial, and
perceptions change over time, especially given
the dynamic nature of the pandemic, the
information relating to it and the response to it.
Data collection and research is therefore most
useful when conducted repeatedly and regularly.

•

The COVID-19 response has been politicised in
many countries. Understanding the interplay
between COVID-19 vaccine acceptance and
uptake with political attitudes, historical
inequalities and longstanding mistrust in
institutions is critical for country level
responses.

•

To address vaccine hesitancy, RCCE approaches
need to go beyond broad messaging and foster
dialogue, strengthening the role of community
engagement, for example, by working with
trusted community leaders and influencers.
Reducing structural barriers such as: the overall
access to vaccines; the registration for a COVID19 vaccination; and/or the location of vaccination
sites will be equally important.

•

Most of the assessed data and surveys used
hypothetical questions in relation to vaccine
acceptance (for example, ‘Would you get
vaccinated once a vaccine is available and
recommended’).(24) Depending on the vaccine
rollout and reach, especially in low and middleincome contexts, it is important to consider
adapting such questions will need to be
adapted to measure the actual take-up of the
COVID-19 vaccines.

•

There are significant gaps in relation to data from
some population groups including the most
6
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vulnerable
and
marginalised
people.
Standardised data collection processes factoring in issues in relation to digital literacy,
language, and socio-cultural diversity - could
provide a range of country or population specific
examples that would inform the design and
delivery of vaccine programmes. The WHO
guidebook on the collection, analysis and use of
socio-behavioural data to understand people’s

intention to receive a COVID-19 vaccine and the
question bank developed by the RCCE CS
provide some useful guidance for those who
gather and use data on the behavioural and
social drivers of vaccination. (25)(26)(27)
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Disclaimer:
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sentiment), the accuracy of the reported data may
significantly vary across the different studies.
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quickly become out-of-date. If you find any errors or
omissions, please contact the Collective Service.

CONTACT
If you need more information on the RCCE Collective
Service, please contact:
Ombretta Baggio
Coordinator, RCCE Collective Service
ombretta.baggio@ifrc.org
If you need more information about the Collective
Service data work, please contact:
Eva Niederberger
Social Science Research Specialist, Collective Service
evaniederberger@anthrologica.com
Vincent Turmine
Information Management Specialist, Collective Service
vincent.turmine@ifrc.org

7

Public

References
WHO (n.d.). World Health Organization Coronavirus
(COVID-19) Dashboard. Who.int. Retrieved April, 15, 2021.
https://covid19.who.int/
1

IFRC (2021). One light, one tunnel: How commitments to
COVID-19 vaccine equity can become reality for last mile
communities, May 2021
2

Our World in Data (n.d.). Coronavirus (COVID-19)
Vaccination – Statistics and Research. Ourworldindata.org.
Retrieved 21 May 2021.
https://ourworldindata.org/covid-vaccinations
3

Alqudeimat, Y., Alenezi, D., AlHajri, B., Alfouzan, H.,
Almokhaizeem, Z., Altamimi, S., Almansouri, W., Alzalzalah,
S., & Ziyab, A., H. (2021). Acceptance of a COVID-19 Vaccine
and Its Related Determinants among the General Adult
Population in Kuwait. Med Princ Pract 2021.
https://doi.org/10.1159/000514636
4

Kourlaba, G., Kourkouni, E., Maistreli, S. et al. (2021).
Willingness of Greek general population to get a COVID-19
vaccine. glob health res policy 6, 3 (2021).
https://doi.org/10.1186/s41256-021-00188-1
5

Partnership for Evidence-Based Response to COVID-19
(PERC). (n.d.). Responding to COVID-19 in Africa. Finding the
Balance. Part III. Calls to Action. 24p. Retrieved May, 20,
2021.
https://preventepidemics.org/wpcontent/uploads/2021/05/PERC-Finding-the-Balance-PartIII-12-May-2021.pdf
6

Soares, P., Rocha, J.V., Moniz, M., Gama, A., Laires, P.A.,
Pedro, A.R., Dias, S., Leite, A., & Nunes, C. (2021). Factors
Associated with COVID-19 Vaccine Hesitancy. Vaccines
2021, 9, 300. https://doi.org/10.3390/vaccines9030300
7

Lazarus, J.V., Ratzan, S.C., Palayew, A. et al. (2021). A global
survey of potential acceptance of a COVID-19 vaccine. Nat
Med 27, 225–228 (2021).
https://doi.org/10.1038/s41591-020-1124-9
8

Skjefte, M., Ngirbabul, M., Akeju, O. et al. (2021). COVID-19
vaccine acceptance among pregnant women and mothers
of young children: results of a survey in 16 countries. Eur J
Epidemiol 36, 197–211 (2021).
https://doi.org/10.1007/s10654-021-00728-6
9

Neumann-Böhme, S., Varghese, N.E., Sabat, I. et al. (2020).
Once we have it, will we use it? A European survey on
willingness to be vaccinated against COVID-19. Eur J Health
Econ 21, 977–982 (2020).
https://doi.org/10.1007/s10198-020-01208-6
10

El-Elimat, T., AbuAlSamen, M.M., Almomani, B.A., AlSawalha N.A., & Alali, F.Q. (2021). Acceptance and attitudes
toward COVID-19 vaccines: A cross-sectional study from
Jordan. PLoS ONE 16(4): e0250555.
https://doi.org/10.1371/journal.pone.0250555
11

IFRC (2021). COVID-19 Community feedback Report (No.
29). Community Feedback SWG. 6 p. Retrieved May, 17,
2021. https://communityengagementhub.org/wpcontent/uploads/sites/2/2020/07/IFRC-COVID19Community-feedback-report-15-Mar-2021.pdf
12

Africa CDC (2021). COVID 19 Vaccine Perceptions: A 15
country study. Feb. 2021. 70 p. Retrieved April, 15, 2021.
13

https://africacdc.org/download/covid-19-vaccineperceptions-a-15-country-study/
Runciman, C., Roberts, B., Alexander, K., Bohler-Muller, N.,
& Bekker, M. (2021). UJ-HSRC COVID-19 DEMOCRACY
SURVEY: Willingness to take a Covid-19 vaccine: A research
briefing. University of Johannesburg; HSRC.
14

IFRC (n.d.). COVID-19 Vaccine Perception Survey with
volunteers from the Americas Region. Retrieved May, 17,
2021.
https://communityengagementhub.org/resource/covid-19vaccine-perception-survey-with-volunteers-from-theamericas-region/
15

Roldan de Jong, T. (2021). Rapid Review: Perceptions of
COVID-19 vaccines in South Africa. SSHAP.
Socialscienceinaction.org
https://www.socialscienceinaction.org/resources/rapidreview-perceptions-of-covid-19-vaccines-in-south-africa/
16

Dzieciolowska, S., Hamel, D., Gadio, S., Dionne, M.,
Gagnon, D., Robitaille, L., Cook, E., Caron, I., Talib, A., Parkes,
L., Dubé, E., & Longtin, Y. (2021). Covid-19 Vaccine
Acceptance, Hesitancy and Refusal among Canadian
Healthcare Workers: a Multicenter Survey, American Journal
of Infection Control, 2021, ISSN 0196-6553,
https://doi.org/10.1016/j.ajic.2021.04.079
17

Alvarado-Socarras, J.L., Vesga-Varela, A.L., QuinteroLesmes, D.C., Fama-Pereira, M.M., Serrano-Diaz, N.C., Vasco,
M., Carballo-Zarate, V., Zambrano, L.I., Paniz-Mondolfi, A., &
Rodriguez-Morales, A.J. (2021). Perception of COVID-19
Vaccination Amongst Physicians in
Colombia. Vaccines 2021, 9, 287.
https://doi.org/10.3390/vaccines9030287
18

Gagneux-Brunon, A., Detoc, M., Bruel, S., Tardy, B.,
Rozaire, O., Frappe, P., & Botelho-Nevers, E. (2021).
Intention to get vaccinations against COVID-19 in French
healthcare workers during the first pandemic wave: a crosssectional survey, Journal of Hospital Infection, Volume 108,
2021, Pages 168-173, ISSN 0195-6701,
https://doi.org/10.1016/j.jhin.2020.11.020.
19

Al-Mohaithef, M, & Padhi, BK. (2020). Determinants of
COVID-19 Vaccine Acceptance in Saudi Arabia: A WebBased National Survey. J Multidiscip Healthc. 2020;13:16571663. https://doi.org/10.2147/jmdh.s276771
20

Qattan, A. M. N., Alshareef, N., Alsharqi O., Al Rahahleh,
N., Chirwa, G. C., & Al-Hanawi, M. K. (2021). Acceptability of
a COVID-19 Vaccine Among Healthcare Workers in the
Kingdom of Saudi Arabia, Frontiers in Medicine, Volume 8,
2021, Pages 83, ISSN 2296-858,
https://www.frontiersin.org/articles/10.3389/fmed.2021.644
300/full
21

Kerr, J.R., Freeman, A.L.J., Marteau, T.M., & van der Linden,
S. (2021). Effect of Information about COVID-19 Vaccine
Effectiveness and Side Effects on Behavioural Intentions:
Two Online Experiments. Vaccines 2021, 9, 379.
https://doi.org/10.3390/vaccines9040379
22

Tulloch, O., Bardosh, K., & Roldan de Jong, T. (2021). Data
synthesis. COVID-19 vaccine perceptions in Africa. Social and
Behavioural Science data, March 2020 – March 2021. SSHAP.
23

8

Public

2019-nCoV-vaccination-demand-planning-2021.1
Socialscienceinaction.org. Retrieved May, 21, 2021.
https://www.socialscienceinaction.org/resources/datasynthesis-covid-19-vaccine-perceptions-in-africa-socialand-behavioural-science-data-march-2020-march-2021/
RCCE Collective Service (2020). Question Bank. December
2020. Geneva. Retrieved May, 21, 2021.
https://docs.google.com/spreadsheets/d/1S8rlzukZYzzn7uV
gWdXhOUzcXRWmyS0BYpAk5DhSQ0/edit#gid=392175790
24

WHO & UNICEF (2021). Data for action: achieving high
uptake of COVID-19 vaccines. Gathering and using the data
on behavioural and social drivers of vaccination. A guidebook
for immunization programmes and implementing partners.
Interim Guidance. 3 February 2021. Geneva. Retrieved May,
21, 2021. https://www.who.int/publications/i/item/WHO25

RCCE Collective Service (2020). Question Bank. Core
Indicators. December 2020. Geneva. Retrieved May, 21,
2021.
https://drive.google.com/drive/folders/1XmmA9vGTAKy1Fjn
shtTHVEg3RMM5BvmR
26

RCCE Collective Service (2021). Key questions – Public
perception on new COVID-19 variants. March 2021. Geneva.
Retrieved May, 21, 2021.
https://drive.google.com/drive/folders/1rfjFqVQvq5P7BM1v
EzPCfc65T2kD49X5
27

9

Public

