COVID-19 vaccines, hesitancy and
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‘None of us will be safe until everyone is
safe. Global access to coronavirus vaccines,
tests and treatments for everyone who
needs them, anywhere, is the only way
out’. This statement by Dr Tedros
Adhanom Ghebreyesus, Director-General
of the WHO and Ursula von der Leyen,
President of the European Commission1
has become the rallying call for COVID-19
vaccination. The success of a safe and efficacious COVID-19 vaccine depends just
not only on production and availability
but also crucially on uptake.
In countries such as the UK where
COVID-19 vaccine prioritisation and
rollout are proceeding quickly, attitudes
to vaccination have rapidly become a
priority.2 Vaccine hesitancy (‘behavioural
delay in acceptance or refusal of vaccines
despite availability of vaccine services’)3 is
not a single entity. Reasons vary and there
is a continuum from complete acceptance
to refusal of all vaccines, with vaccine hesitancy lying between the two poles. Factors
involved include confidence (trusting or
not the vaccine or provider), complacency
(seeing the need or value of a vaccine) and
convenience (easy, convenient access to
the vaccine).3 4 Importantly, attitudes to
vaccination can change and people who
are initially hesitant can still come to see
a vaccine’s safety, efficacy and necessity.5
Developing strategies to address hesitancy is key.6 The expedited development
and relative novelty of the COVID-19
vaccines have led to public uncertainty.4
In addition, efforts to explain the mode of
action of these vaccines involve a degree
of complexity (eg, immune response and
genetic mechanisms), which is difficult to
communicate quickly and simply. There
are genuine knowledge voids (eg, long-
term safety data), which in some cases have
been filled with misinformation.7 Recent
studies have assessed potential acceptance rates specifically for the COVID-19
vaccine. A UK study of more than 5000
adults using a validated scale found 71.7%
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were willing to be vaccinated, 16.6% were
very unsure and 11.7% were strongly
hesitant, with hesitancy relatively evenly
spread across the population.8 Willingness
to take a vaccine was closely bound to
recognition of the collective importance
of this decision as well as beliefs about
the likelihood of COVID-19 infection,
the efficacy, speed of development and
side effects of the vaccine. This implies
that public information emphasising social
benefits may be especially effective, at
least in a majority of a population, and
information that encourages mistrust or
undermines social cohesion will lower
vaccine uptake.
We also need to consider more focused
strategies about vaccine hesitancy for
particular groups, including those groups
who are most at risk of hesitancy and
severe course of illness. As mental health
clinicians, we assessed the impact of
mental health conditions on COVID-19
vaccine hesitancy and searched for
current guidance in this area using a
validated approach.9 We found that
there is currently no specific guidance
in addressing vaccine hesitancy in those
with mental health difficulties,10 although
it is recognised that this is a high-
risk
group who should be monitored. People
with mental health issues, particularly
with severe mental illness (SMI), are at
particular risk both for infection with
COVID-19 and for more severe complications and higher mortality.11 Historically,
the uptake of similar vaccines such as the
influenza vaccine in those with SMI can be
as low as 25%,12 and so, similar to other
low uptake groups, focused efforts are
needed to increase this. Suggestions for
change include offering specific discussions from mental health professionals
and peer workers, vaccine education and
awareness focused for those with SMI,
vaccination programmes within mental
health services (with coexistent organisational change to facilitate this), alignment
with other preventative health strategies
(such as influenza vaccination, smoking
cessation, metabolic monitoring), focused
outreach and monitoring uptake.13
Monitoring of vulnerable groups
vaccine uptake itself presents problems.
In the example of the UK, monitoring of
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vaccine coverage of most routine immunisation programmes relies on data extracted
from primary care systems. To monitor
vulnerable groups, the data need to be
specifically recorded. For example, Public
Health England’s national immunisation
equity audit in 2019 identified inequalities
in uptake by a number of important variables (such as age, geography, ethnicity)
but could not assess others including
mental illness due to a lack of systematically collected data.14 Inequalities that
were assessed by the audit were not only
in overall coverage but also in timing of
vaccines and completion of vaccine schedules. In addition, the extent of a particular inequality varies when it intersects
with one or more other factors. In the
case of mental illness, multiple long-term
conditions across mental and physical
health domains as well as socio-economic
factors means that both vulnerability
and inequality are likely to be additive.11
However, vaccine impact may be greater
among the most vulnerable despite
lower vaccine uptake because the baseline absolute risk is so high.15 Therefore,
in the context of a COVID-19 vaccine
programme, even if vaccine uptake falls
short in some high-risk groups, even small
increases in vaccine uptake will still have
significant health benefits.14
Uptake of vaccination is crucial both for
the individual and protection of others.
It is in everyone’s interests to ensure that
groups where a low uptake is predicted
have extra care and input. At the moment
there is little formal guidance on how to
support those with mental health issues
to access clear and reliable information,
and practical and easy access to vaccination for those who are willing. If we are
to ensure that ‘everyone is safe’, we need
a concerted and global effort16 to guide
and focus strategies to support and inform
those who are both potentially most
hesitant and most vulnerable, including
and prioritising those with mental health
difficulties.
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