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Executive Summary

The meeting on strategies to increase vaccine tanoegand uptake focused on the sharing of
best practices on the development and evaluatieffettive strategies to improve
vaccination coverage by closing the gap betweemiitin and action. During two days, 72
experts from 19 countries participated in this nmegt

The tone of the meeting was set by the excelleyndte address delivered by Tara Haelle
who talked about the power of narratives or stanes! aspects of life, including countering
vaccine hesitancy. With her captivating presentasivze showed how stories allow humans to
relate to and understand each other which candteate trust and how relating personal
experiences compassionately can help others uaddrbetter why vaccines are important
and why vaccines are safe. This theme of storyrtpivas emphasised in several
presentations during the workshop.

During the workshop there was agreement that vadeasitancy is context-specific and
vaccine-specific. The importance of being awarthefdifferent reasons for vaccine hesitancy
and how these reasons can differ geographicalliyrally and even between individuals was
discussed. The role of story-telling in the stregedgo improve vaccination uptake was
highlighted. It was agreed that all stakeholdemugthbe included in the development of
strategies and that active listening should be tse@termine their concerns, rather than just
asking questions. To improve vaccination uptakatefjies must enhance trust, trust in
vaccines, in the healthcare system and in vacceraufacturers, with the aim of changing
behaviour not beliefs. A diverse array of studies\presented during the meeting and the
need to evaluate the impact of these studies vggwidiinted, so that they can become the
building blocks that may be assembled into futwmidence-based multifaceted interventions.
The lively discussions concluded that there isone-size fits-all’ solution and that
multicomponent strategies will have to be custorhiweaddress the specific concerns of

different vaccine hesitant populations for differeaccines.
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Top-line summary

» Variation and synergy are important for communmastrategies to increase vaccine
acceptance and vaccine uptake.

* There is no one-size-fits-all solution and commatian strategies need to be
customised to the individuals targeted and themexa and adequate for the type of
communication.

» Story telling plays an important role in communicatstrategies and we need to tailor
them to the audience

* Narratives are more effective than providing numsber

* Need to listen and to understand the target’s neekisow what story should be told,
therefore need a repertoire of stories.

* Locally-derived stories have more leverage, butinedell the right story to the right
person by the right person at the right time, if c&n do more harm than good.

» Stories need appropriate visuals, not stock phafutg.

* The words used matter and it was emphasised tbatdéfinitions needs to be agreed,
so that we know we are all talking about the samegt

* The synergy from different expertise was demonstrand by continuing to work
with different disciplines we can achieve much mibian by trying to work alone.

* Interventions should be evidence-based but we teekdow how to ensure that
evaluations of interventions provide good evideticat we know where to find the
evidence and understand it so that it can be efftty implemented.

» Although some interventions are very target andexdrspecific and not transferable
to other settings, the development process could be

» Public advocacy, for example Vaccines Today and EGBe important and they have
shown that they can evolve to meet needs

» Attitudes and values can be measured in differeysvand their various dimensions
taken into consideration for informing and refinimgerventions

* People are amenable to nudges

» Trustis a major issue and involves trust in maiffeint areas; interventions should
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aim at increasing trust

» Attitudes to vaccination are not global, they aaecine-specific

» Measurement of impact difficult at the populatiendl since the methodology is
onerous

* The presentations suggest that discussion neepslieyond belief and attitudes, to
values; this should be built upon for future direics

* There are a robust array of methods availabledduajprovide science-based insights
which can be used to inform and develop new pditwe multifactorial interventions

* The audience is evolving, so we need to remain epeéireactive to the evolution

* Some methods have been evaluated enough to alltevgasto implementation, i.e.
motivation interviewing, so that we can asseskaf/tcan be extrapolated in a real-
world setting

» Customisation of communication is essential togangdividuals - no approach will
be globally applicable

* We need to develop and share best practice in coneation; the tools used need to
be validated so that their use will provide goodldy evidence which can be used to
improve the implementation of tools, i.e. tranglatinto the real world

* Itis important to involve all stakeholders in thevelopment of tools, even active
deferrers should be invited to participate

* The sample populations tested vary, being oppatigniather than representative, but
the aim is to reach out to everyone, althoughrietognised that this aim will be
difficult to achieve

* Need to remember that the aim of improving vacoimatiptake is to save lives and to
improve quality of life

» Communication needed to improve vaccination uptakebe different, for example
parents vs. HCP where the differences include waticin for protection of patients
vs. self-protection

» Vaccination uptake can be affected by multipledexbeyond individual factors, such
as access issues and context

» There is a need for hard endpoints for evaluatiegrmpact of the various strategies to
improve vaccine uptake these are difficult to identify but we need todseative,
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innovative, rigorous and passionate

» Parents’ narratives are credible

* The involvement of parents is important

* Not much information on Internet to say ‘nothingppaned’ after vaccination.

* Narratives about risk of infection can be countedoictive

* Information needs to be easy to find and needeg tissted first in a Google search (so
need to design site taking into consideration haed@ke finds sites)

* Vaccine hesitant parents living in ‘alternativehomunities identify with their own
community, not ‘the’ community and feel less socesdponsibility for the community

* They consider community immunity can come from‘ttbers’ and this is their free
choice, they do not consider they are free-riding

» ‘Persuasion’ (social marketing) is a strategy tmtld help them to understand
communal responsibility but may not be adaptabi@fioccommunities

» Cohesion can work: e.g. in the US states with $&s3gent vaccination policies,
vaccine uptake is lower

* Intwo Australian states where certain child besdtiax and childcare allowances)
have been linked to being up-to-date with vaccarej an increase in uptake has been
seen

* Pregnant women can be grouped into three grougsitmasthe attitudes to influenza
and pertussis vaccination during pregnancy; thesaem have different information
needs and relationship with their healthcare prergadpaternalistic, shared decision-
making and informed choice

* Pregnant women are often motivated to vaccinapedtect their child rather than to
protect themselves

e Strategies to overcome vaccine hesitancy do netngttto change values, but aim to
improve vaccine uptake

» Cognitively-based intervention for Tdap and inflaarvaccination in pregnant women
improved perinatal Tdap vaccine uptake more tha@naotionally-based intervention;
no effect seen on influenza vaccine uptak@eed vaccine-specific interventions
tailored to address the concerns for the individaacine

* The five vaccine acceptance categories identifie@bst correlate well with the
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scores from the PACV short scale, which is easierse to classify parental vaccine
hesitancy for designing tailored interventions

The Gust vaccine hesitancy categories have diffenederlying moral matrices, based
on different values, which can be used for desigtanored interventions

In studies it is easy to measure ‘attitudes’ tocuaes or ‘intention’ to vaccinate, but it
is important to remember that the aim of the irdations is to improve vaccine
uptake and therefore have an impact on public lealt

When asking if an intervention works, it is impattéo ask if it is the intervention as
designed, which will probably be true in a studifisg, or the intervention as
delivered, which is probably different from theantention designed, particularly in a
real world setting (after implementation)

Interventions for vaccine hesitancy are complexdi® identify which elements are
essential for the transition from study to real iyor

Implementation science can close the gap betwessareh and the real world; the
transfer of knowledge from the research settingtaine use is not straightforward
Implementation science can be defined as ‘the sficestudy of methods to promote
the uptake of research findings into routine healté in clinical, organisational or
policy contexts’

Social marketing can be defined as an ‘active waietional approach that seeks to
integrate marketing concepts with other approath@sluence behaviour that
benefits individuals and communities for social gjoo

Behaviour is influenced by information/knowledgalues/attitudes/beliefs, and other
factors, such as time/cost, effort/convenienceiagdgonsequences and competing
behaviour

Social marketing involves listening to all staketesk, matching interventions to
determinants (tailoring) and contextualisationrdérventions to ensure sustainability
which involves stakeholder engagement and polieypeacy—> ECDC have produced
guidelines for adaptation at regional/national Isve

Need to ‘unbundle’ research and develop vaccineispénterventions since the
determinants of vaccine hesitancy can vary fored#it vaccines within the same

individual




Need to recognise that information processing d¢fi@rdiepending on the
psychological status of the individual (e.g. depi@s, substance-dependency); this
should be measured and correlated with the reBaltsthe assessment of
interventions

Training researchers and real world health careigeos to deliver these complex

interventions is essentia there is a need to develop quality standards



Summary of session 1: Rapid fire talks

This first session consisted of 11 ‘rapid fire’ {nute) presentations that covered projects
aimed at understanding the targets for communicatiovaccination, on-line vaccine
information tools, administrative communication fiefluenza vaccination in 5 EU countries,
the role of translation and cultural adaptationaccine communication and one strategy to
improve childhood vaccination uptake in India.

Angus Thomson presented his team’s work on a pieditool kit for influenza vaccine that
was tested in the general public and healthcaregsmnals in five countries. They
developed an ‘acceptance index’ which could alsodbed a ‘trust index’. The results
showed that the determinants varied between casninith UK and Mexico showing more
trust that the US and France and China showingtass In the UK severity of influenza and
vaccine safety were predictors of self-reportectiation for healthcare professionals,
whereas the general public, who had a ‘copingiuaté to influenza vaccination based on
factors such as their age (>65 years), presenaeisk factor or a scary health experience as a
child. Healthcare professionals who were trustfd aonfident about influenza vaccination
were significantly more likely to be vaccinated aaddvise their patients to get vaccinated.
In the general public, those aged 60+ were moedlito be vaccinated if they were classified
as ‘trustful’ using the acceptance index whereastfose aged 18+ this was not such a strong
predictor. These results showed that understanaiveg matters to people is important for
developing effective communication to reduce vagtiasitancy.

This importance of tailoring message (personabsatio different profiles was illustrated by
Nicolas Fieulaine with examples from a French mationfluenza vaccination communication
campaign and a local general vaccination commupit@aampaign. The impact of two waves
of the influenza vaccination national campaign wssessed in a sample of 183 people aged
>65 years. The campaign communicated the futureflierof influenza vaccination only.
Using dedicated tools, the participants were diasksas future or present orientated. It was
found that over the two waves the intention to decinated for the future orientated
participants increased slightly, whereas for thesent orientated participants, it decreased,

showing that the same message can have a disseffieiwedepending on ‘receptor’s’ profile.
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The impact of the local general vaccination campavgs assessed in 80 students who were
asked to construct something using ‘Kapla’, a aoaesion set for children and adults
involving using small wooden planks without the n$éastening devices. They were
classified as individual (competitive) or collediycollaborative) on the basis of how they
interacted during this task. These students weye/sliwo versions of the local campaign

that were the same, except that one had the slbdahit’ and the other had ‘we did it'. The
results showed that the collective students weneroonvinced by the ‘we did it’ campaign
than the ‘individual’ students who were more coweid by the ‘I did it' campaign. This
research also looked at the impact of the campangoharmacists who, although, they
generally had a positive attitude to vaccinatibeytdid not communicate about the campaign
to their customers. It was found that by giving pfarmacists a choice of the colour of the
poster to be displayed improved their motivatioptomote the communication campaign.
This small nudge was probably due to their nedddbthat they had some control over the
communication, even if the campaign was not them.dOverall, these results show that we
need to identify different personality profiles ashelelop specific tools to target them.

Two speakers presented the results from literatwiews, one on vaccine confidence and the
other on three key aspects of vaccine communicatbmut childhood vaccination. Glen
Nowak showed that the definition of vaccine conficke is heterogeneous and this is often
linked with vaccine hesitancy. However, he pointetithat there is a difference between
‘addressing’ hesitancy which involves establishimglerstanding, trust, and confidence
through education and provider-parent communicaiwh ‘overcoming’ hesitancy which
involves mandates, incentives, and removing acaedsffordability barriers and fostering
convenience. To put vaccine hesitancy in contexpresented the results from an on-line
survey of 1000 US parents with children ag@dyears old. The results suggested that parents
are relatively confident in vaccines compared \aittibiotics, over-the-counter medicines,
and vitamins that they have to make decisions atoouhbeir children. The parents’ direct and
indirect vaccine-related experiences were repdddsk associated with confidence ratings.
Jessica Kaufman presented the results of her tdaeraure search that aimed at defining
the taxonomy of vaccination communication interiem, in terms of their aims, examining
how parents and other stakeholders experience emdipe vaccination communication and

defining outcomes that can be used to assess coiration interventions and how these can

SRR LN O




be measured. Vaccine acceptance needs to be causideontext, as while most people are
hesitant for specific vaccines, not globally, othare mistrustful for all vaccines. This
differential hesitancy needs to be taken into abersition in communication interventions.
Behavioural insights (sometimes called behavioeicahomics), such as nudges have been
used to examine the intention to implementation géese interventions aim to alter the
architecture of available choices, thereby changieg behaviour, not attempting to alter
their beliefs.

Two speakers presented their work on how to ddsidpred communication interventions to
increase vaccine uptake in two different settif@mh Jackson presented the results from a
study of attitudes and uptake for general vacanmatn various traveller communities in the
UK and Rachel Démolis presented the results frorarghropological assessment for oral
cholera vaccine acceptability and uptake in Mozayui

The difficulties for ensuring that traveller comnitigs have adequate vaccine uptake are
different from the general community. Their nomade style and their cultural differences
present specific difficulties and differences exzilsio between traveller communities. The
results from their three-phase qualitative studseldeon a social ecological model involved
interviews with travellers, focused on childhood @ulult vaccination and interviews with
healthcare providers. This was followed by workshdpring which the travellers and service
providers initially worked separately to rank inentions by potential impact, and then they
came together to agree on the top five intervesttbat were the most acceptable and
feasible. If an intervention was considered to hawégh potential impact but could be
challenging to implement the groups were encourageliscuss how these difficulties could
be overcome. The importance of this approach tetiyeinterventions is that it was driven

by the views of the communities and healthcareipers concerned by the problem.

Rachel Démolis presented the results from a pilttrapological field study, VaxiChol, that
examined the cultural barriers and health-seeketgbiours concerning the uptake of an oral
cholera vaccine, with the aim of providing datalézision makers. Access to the ‘field’
involved a difficult, long process that was recatde a field diary. The results showed that
many individuals had no confidence in vaccines,aism they had no confidence in the
healthcare system or the political system. For g@teapmany asked why a vaccine rather than

water purification interventions to prevent choletdbreaks. The results showed the
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importance of not trying to modify deep-rooted ggrions based on their experiences. It was
concluded that it was important to communicate &bbalera being a real, serious, and
deadly disease and that no serious adverse evargsher been reported after administration
of the oral vaccine. The use of strategies useddant local interventions that were
successful should be considered. These includegemgwaith local leaders trusted by the
community, using context-relevant modes of commafion and proven efficient trust-
building initiatives and working with partners aetcentral (MoH) and local levels.

Anne Ohlrogge presented the results from the aisatycommunication strategies for
seasonal influenza vaccination in five Europeamties, Austria, Germany, Ireland, Malta
and United Kingdom. Although Austria had recommeiwstes for the highest number of risk
groups, they did not have a funding mechanism wtads not deliver a coherent message.
The vaccination recommendations and funding meshanivere found to be coherent in
Germany, Ireland and United Kingdom with vaccines reimbursed for those in the
recommended risk groups. The ECDC has developedtananication toolkit. However, only
the United Kingdom had developed a guide for sealsafluenza vaccination campaigns.
Germany, Ireland and United Kingdom provided opeceas communication materials but
Malta and Austria did not provide any communicatioaterials. In Europe, there are safe
communication channels, i.e. one-way communicatwajlable for seasonal influenza
vaccination in some countries which prevents arip\a&tcination communication, but these
cannot be considered as communication strategies.

Amy Pisani and Gary Finnegan presented on-lineimadoformation tools, Vaccinate Your
Baby by Every Child By Two (ECBT) and Vaccines Tgdeespectively. ECBT is an

initiative started about 25 years ago with the mis®f protecting families and individuals
from vaccine-preventable diseases by increasingemeas of the need to vaccinate at all
ages, increasing understanding of the benefit@otimation, increasing confidence in vaccine
safety, and advocating for policies that suppanety vaccination using evidence-based
information. The information service primarily tatgd families but now has a broader reach
and therefore they have adapted to take into ceraidn all audiences. Their research into
understandable vaccine information has shown tip@itance of not concentrating on
vaccine safety but of showing empathy for the auchks’ concerns. They designed a

proactive bite/snack/meal approach to allow useextess the right level of information for
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them. They found that personal stories, illustratéti photos were more positively received
by their users.

Vaccines Today is an online discussion platform @améhformation source for vaccines and
vaccination. It provides an interactive forum fofarmed debate on issues around vaccination
and brings together various stakeholders to shaieiews. The content of Vaccines Today
is produced through interviews with experts froradamia, patient groups and industry, and
also reports based on scientific literature anderemces. The articles are written in a
journalistic, factual style, without being alwaysnotional’. Gary said that blogs seem to
attract users, particularly one entitled ‘how measlan change a life’ that shared the story of
a father whose son developed subacute sclerosmanpaphalitis, a rare, but always fatal,

late complication of an early age measles disea®seng the videos that have been published
to explain various concepts in vaccines and vadogyo the video on herd immunity is the
most popular.

Sebrina Cecconi works with the ECDC to translatciation communication guides for
healthcare professionals. The ECDC provides théeguior 28 countries that have different
languages and different cultures. She said thadadih good translation is important, it is also
important to adapt the translation culturally. $las adapted a five-step method that has been
used for shorter documents, such as quality olsfgessment tools. This involves having a
country-based team with representatives of alledtalders with coordinators who have a
good local network. The translation should be doya local person, not a multi-language
agency, and the translator must be pro-vaccinaBanok-translation is used to control the
quality of shorter documents, but this is not paleswith longer documents, therefore the
quality is controlled by content experts who spEaglish and the local language. The ease of
comprehension, which is a key step in the prodssssessed using focus groups and
interviews with end-users and other stakeholders.

Ruchit Nagar presented a project called Khushi B&tiyushi means Happy in Hindu). Every
year 500,000 children aged <5 years die from vaepireventable diseases in India. In rural
communities, where the literacy rates are ofterfg2@accination clinics are organised but
mothers are often unaware of the importance ofigation and which vaccines their children
should have. In addition, there is a lack of d&@La the children’s vaccination history which

is usually recorded on a ‘vaccination card’ keptloy mother who may forget to bring it with
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them to clinic. The project developed a digitallieaard in the form of a necklace on a black
string which motivates mothers and stores the thatiacan be read and updated by a hand-
held device. This necklace was developed with ifiiguth the community and has been found
to be well accepted by mothers; the black threadagltural symbol for protection against the
evil eye. The system can be used to send a voideppointment reminder in the mother’s
dialect. A small pilot trial in which 214 childremere randomised to the necklace group or
standard care control group showed that the neekias 5.4-times less likely to be lost by
the third vaccination the vaccination card. Vacaipeéake was similar in both groups, but the
trial was not sized to test for a difference inaine uptake. Currently a larger-scale trial is
being organised that should be able to show ardiffee. The necklace has been shown to be
safe and can be removed when the child sleepsmbiigers receive the necklace during their

antenatal follow-up and their data is also stonedhecklace.

Summary of session 2: Provider-based

Interventions

This second session consisted of three presendatioprovider-based interventions. Two of
these presentations focused on tools that candzkhyshealthcare providers (HCPs) when
talking with parents about childhood vaccinatiod #éme third presented results with a tool,
MoVac-flu, used to identify clusters of HCPs basedheir risk perception and vaccination
behaviour. All three presentations explored the gflmotivational interviewing in
countering vaccination hesitancy. Motivational mtewing involves addressing a person’s
uncertainties to understand what could motivatentteechange using a collaborative, goal-
oriented style of communication, with particulateation to the language of change.

Julie Leask presented SARAH (Support And Resourcéssist Health professions) a tool
that is being developed in Australia with the aihpviding help HCPs to identify where
parents are on the vaccine hesitancy continuunpemdde communication strategies that
correspond with the degree of hesitancy and tygheoparents’ concerns. The development

process involved 26 interviews with GPs and nuesek11 focus groups of parents with
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accepting, cautiously accepting, hesitating anecsele/delaying attitudes to vaccination. The
results from the interviews showed that the HCPstadstraightforward interactions with
accepting parents and to avoid cueing hesitantyartautiously accepting parents. They also
highlighted a need for better, time-efficient res®s for communication with hesitant
parents. Declining parents were reported to chgéeheir professional identity. The results
from the focus groups clearly showed that the p&tienformation needs varied in relation to
where they were on the hesitancy scale. Basedi®snSARAH has been developed to enable
HCPs to carry out motivational interviewing anddeed communication (not content but
how it is presented). SARAH is based on five knalgke tools and will be available in an
electronic version. It will be complemented withitiing in communication with declining
parents to use motivational interviewing for deldiqwparents to identify if they are
concerning about specific vaccine(s) or diseas&fgre are a series of open questions that
are designed to focus the conversation, using natetttanguage and the tool includes
recommendations. This project will continue withd#ility and pilot testing of SARAH

from January 2017 to June 2018.

During the discussion it was suggested that comaoation with HCPs outside the academic
setting might be difficult, and that while trainiggaduates/post-graduates would be possible,
the most effective might be to train the Austral@aR registrars. In Australia, childhood
vaccine uptake is generally very good, so it mighthecessary to target specific areas of
Australia where uptake is lower to be able to as#es efficacy of SARAH for decliners.
Arnaud Gagneur then presented the PROMOVAC corargpthe studies that are based on
this. PROMOVAC explores the use of motivationaémitewing combined with Prochaska’s
transtheoritical model, which describes the pro@esa thinking about an action to doing the
action in the context of the decision to vaccingte-contemplation (not yet ready),
contemplation (ready), preparation and action (yealhe current strategies of education and
information do not seem to be optimal in promotigeptable uptake of childhood vaccines.
Since vaccination starts at 2 months of age, itaemsded that intervention is required at
birth. The possible interventions for each of thedhaska’s steps were identified and have
been or are being tested in a series of studiePROMOVAC studies. The first feasibility
and acceptability study in Sherbrooke Universitgpital nursery showed that 97% of parents
who participated would recommend the interventmother parents. There was a 15%
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increase in intention to vaccinate, which was seea significant increase in vaccination
uptake at 3, 5 and 7 months. In addition, it wasashthat complete vaccination status at 3
months was predictive of vaccine uptake in childxged>2 years. The next study,
PROMOVAQ, that was extended to 2,700 families urfimaternity hospitals in Quebec
(covering 20% of births in Quebec) also showed tinvate was a significant increase in
intention to vaccinate and a decrease in theirimation hesitancy score. In families from two
of the maternities there was also an increasecniration at 3, 5 and 7 months. The
intervention was tailored to the level of stresd ariormation needs of the parents since the
determinants of vaccination vary between individu#lwas important that there counsellor
providing the intervention, did not have any cartfliof interest and that the intervention was
given sufficient time before the first vaccinatiom,, in the maternity after birth. Two
additional studies are planned: PROMOVAC in foun&dian provinces and

PROMOVACCI which is being planned in several coigst(Canada, France, Austria, Italy
and elsewhere) to validate the intervention inedéht cultural and organisational contexts.
During the discussion, it was highlighted that ithtervention was delivered by nurses, even if
the maternity stay was short and that changes foaral in all ethnic groups. Also the nurses
delivering the intervention are offered a 2-dayniray course on motivation interviewing.
Gaélle Vallée-Tourangeau then presented an on-gwojgct looking at the psychology of
decision-making using influenza vaccination of kiezdre workers as an example. Influenza
vaccination uptake among healthcare workers isrgégpénsufficient. For example, in the

UK only 6.8% of the trusts meet the target of 75%ealthcare workers vaccinated against
influenza; the average rate is about 50%. Decisiaking involves digesting information, not
simply weighing up the pros and cons. They develap®ol, MoVac, which measures
autonomous motivation through 4 ‘sentiments’: thkie of vaccination; the impact of
vaccination; the knowledge of vaccination; anddheice regarding vaccination. They used
MoVac in a survey of healthcare workers in severogean countries. The results showed
that there were trustful and unconvinced individuahd either type of individual could be
vaccinated or not, giving four profiles, which werelated with influenza vaccination the
previous season. The next step is to develop asesabespoke communication tools specific
for each profile. During the discussion, it wasmed out that influenza vaccination uptake

involves different issues that those for childh@adcination. In the healthcare setting it is
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important to ensure accessibility to vaccinationdib staff irrespective of when they work
(day/night, week/weekends). In the US, influenzecuaation is mandatory for healthcare
workers in many states and although this was bacttepted initially, it now generally well
accepted. The strategy has been associated widr Elvgenteeism, lower risk of infection,
and the need for fewer agency staff, and therefaves money. In Europe, some countries do
not have recommendations for healthcare workersansdider that there is insufficient
evidence for efficacy, so mandatory vaccination Mtdoe difficult. It was suggested that if
patients could refuse to be treated by an unvatsdnaealthcare worker, it could increase

vaccination uptake.

Summary of session 3: Public engagement

approaches

The third session included three presentationsoondirategies aimed at the public to
improve vaccine uptake. Cornelia Betsch startecklyinded us that the stories we heard
during childhood taught us to look out for risk ahd ‘bad guys’. During the 2015 measles
outbreak in Germany, using Google Trends, it wasdothat the public searched for
information on vaccine side effects which took thnanti-vaccination sites since side
effects is a major component of the message o tiypes of sites. Even only 5 to 10
minutes exposure to biased misinformation on tlséss is a threat as it increases the
perception of the risk of vaccination and decredseperception of the risk of not
vaccinating and therefore decreases the intentimadcinate. The public search for
information about how adverse events occur, nouathe likelihood that it will occur; we are
generally not good at processing statistics sucisksnformation. Cornelia’s group
performed a study using a fictitious disease asd@ated base rates of adverse events with
vaccination. Narratives were found to have thengfest effect on risk perception. Both
emotional and un-emotional narratives had simifices on the perception and intention to
vaccinate and the length of the narrative did mvehan impact. In addition, unexpectedly,

the level of infection risk for the fictitious diage (low or high) did not influence either risk
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perception or intention to vaccinate. Although niekception was high when the information
source was a ‘neutral site’, clearly biased antieuze information was also found to be
associated with a high risk perception. The rish@iception was found to higher for those
belonging to the same social group as those atrrifke narratives than those not in the
group, but it was still high even for these peopl® were outside the group. It has been
reported that people of the same race will feeh [faihey see someone of the same colour
having a needle stuck in their hand (empathic ra&gtbut not when the skin colour is
different. Thus social contagion can be respongidri@accine hesitancy - if someone tells
their neighbour who tells their neighbour (theylike me!). Educating people has not been
found to be effective in the prevention of thisiabcontagion. Narratives never occur without
a context, but it is important not to provide ‘scdisease’ narratives, which can be
counterproductive and if parents search Internethf® dangers of vaccination, they will not
find information about vaccine safety. There isyétle published on Internet about when
vaccinations do not cause harm and generally paegatlooking for information about harm.
Katie Attwell then went on to talk about commurstend social responsibilities which are
interconnected. In communities where vaccine hesytés prevalent, vaccination is seen as a
social responsibility to ‘the community’ - but whicommunity; ‘the’ community vs. ‘my’
community? The concept of ‘community’ immunity dagé considered as abstract and ‘herd’
immunity is not necessarily a positive metaphonfaccine hesitant people. They think
vaccination is alien and cohesive and the furtle@pte are from the mainstream, the easier it
is to not feel this responsibility. They consideattcommunity immunity can be achieved by
others being vaccinated but they do not see thisessriding’. In these communities,

vaccine hesitant parents usually prefer alternadugcation, organic foods etc. and strategies
need to be adapted to encourage them to vaccPatsuasion (hearts and minds) is one
strategy that could be used to redefine commumrgbnacity. In these ‘alternative
communities’ ‘nudges and shoves’ can be interprated means of limiting free choice. In
addition, although this may work in smaller comnti@si, it may not be possible to scale this
up to larger communities. There is a problem abast, as these initiatives are seen to come
from the government and pharmaceutical compangedghley do not trust. However, cohesion
does work. For example in the US, childhood vadenarates are lower in states with less

stringent policies than those with more stringesiigies. Katie spoke about some recent
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policy changes to child benefit in Australia whigtk certain payments to parents (child tax
reallowance and childcare payments) to the obbgatid be up-to-date with their vaccination
schedule. Only children with medical exemptionsxdbhave to be vaccinated, so
conscientious objection is not considered as arefs non-vaccination. Since this change
the vaccination rates have increased to coverdge nave now reached 93% at 1- and 5-
years for the first time (compared with 91.2% atdb% in 2012-2013). How far this ‘loss of
freedom of choice’ can only be taken is dependarthe limits of political acceptability.
During the discussion it was suggested that ‘feartatives could improve vaccine uptake, if
they were backed by evidence, in the right contiexthe US, it would not be possible to link
payments to parents to being up-to-date with vatimn because, although certain, poorer,
parents receive food coupons, it would be not bgigadly acceptable to refuse to give them
to parents who children who were not up-to-daté wéccination. In two Australian states
(Victoria and Queensland) there is a no-jab no-plalicy whereby official childcare facilities
receive additional subsidies if they only accemtociaated children, and during an outbreak,
unvaccinated children are excluded from the offickaldcare facilities in all states.

Kerrie Wiley then went on to talk about their Mun®é¢astudy in Australia to understand
vaccine hesitancy and improve uptake of influemmh @ertussis vaccination in pregnant
women. This was a mixed methods study involving @b%en who were surveyed, 20 semi-
structured qualitative interviews. In Australiay Bmtenatal care, pregnant women can be
followed by their GP combined with specific visitsa hospital antenatal clinic; vaccines are
available in their GP office. Alternatively, womean go to a hospital antenatal clinic (some
of which offer vaccination) or to a midwife-led thircentre (where vaccines are generally not
available). They found that women were 20-timeseniiely to be vaccinated if their carer
recommended it, but GPs were not confident abait kmowledge and they need more
information. Many women were motivated by the déseask for their infant, not their own
risk. They found three main types of women goiragrfrquiescent, active and proactive with
different information seeking and vaccination babass and different ways of interacting
with their doctor. Based on this analysis, toolgehbeen developed for use during antenatal
visits to provide information and help decision mmgkfor influenza and pertussis
vaccination. These tools are also linked to eviddrased information about the risks of the

diseases and the benefits/risks of vaccinationy &ne currently paper-based but it is planned
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to develop electronic versions. A feasibility studyngoing with healthcare providers and a
pilot study is being planned. It is planned to asdée tools in different ethnic groups in
Australia. During the discussion it was suggeshed tidwifes should be partners in the
strategy and that they could present vaccinatica ‘aatural’ process to engage the mothers

maore.

Summary of session 4: Behavioural

Insights

In this session three presentations discussed Iftewetht aspects of behavioural science
could help to improve vaccine uptake. Saad Ometestdy showing the relationship
between values, attitudes, intention and actiomt&gies to overcome vaccine hesitancy do
not attempt to change values. He went on to shatwtlke can use cognitively-based,
affectively-based or a combination of approachesetiing things like cars and this can be
adapted for vaccine hesitancy. Results from a siug@yegnant women comparing a
cognitively-based iPad app with an affectively-lshgeleo shown on an iPad in the
gynaecologist’'s waiting room showed that 50% ofwloenen from the iPad group received
perinatal Tdap vaccination, compared with 29% @tlideo group. Provider recommendation
enhanced the uptake in both groups, but was highee video group. More women in the
video group said they felt engaged and could unaedsand relate to the video, compared
with the iPad app, although about 90% in both gsasgid they learnt something about
vaccines. No effect was seen on influenza vacomeke, suggesting a vaccine-specific effect
and therefore the need for vaccine-specific intefieas, as has been seen in other studies.
The study was performed in December/January arideof the influenza vaccination
programme and the pregnant women had not beemedied, making them a difficult target
group, as they had probably already decided toabeinated against influenza. In another
study comparing the parent attitudes about childha@xcines (PACV) short scale (5 items)
and the five categories of vaccine acceptanceiftehby Gust, it was shown that there is

good correlation between the tools and since th€WPAcale is easier to administer, this
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could be used to classify parental vaccine hesjtand then to design tailored interventions,
based on these classifications, to address thegifsgpneeds. Saad then went on to present the
concept of the moral matrix, based on values, warehboth hard-wired and acquired. These
moral matrices for the Gust categories of vaccesthncy are different suggesting that we
need to have different communication strategiessiit®ved that authority was significantly
associated with low vaccine hesitancy (as defimethe PACV5 scale) and liberty and purity
were significantly associated with high vaccineitaegy. People are generally not good at
understanding statistics and are influenced bymteoéormation they relate to. This was
illustrated with the situation of polio vaccinationNigeria where the stories told by the
population showed that they thought they were bgiagn medicine for a disease that they
do not see and the rather give vaccines to childrenmoney should be spent on sick people
at the hospital who cannot afford treatment. Listgrio these stories can help us understand
some of the barriers to the complete eradicatiqmotid by the vaccination programme.
During the discussion it was said that using ‘atle#s’ as the outcome when assessing
interventions because they are ‘easy’ to measutanlihe end it is important to measure
vaccine uptake to assess the public health benefit.

Nick Sevdalis talked about implementation scienuigs role in evaluating strategies to
improve vaccine uptake. When asking the questiorsdnmy intervention actually work’,
particularly for behavioural interventions, we needknow if it is the intervention as designed
or the intervention as delivered and the levela#lity. In trials, scientists generally deliver
the intervention with high fidelity, but when th@ervention is being implemented in the real
world, it may be adapted to correspond to locakt@mts. The types of interventions used
for vaccine hesitance are complex and have multqeing parts, so need to identify which
are essential. The evaluation of these intervestiequire knowing who it should work for,
how, in what context and any unintended consequeinoe the implementation outside the
trial setting. Knowledge transfer is not a straigiward transfer from evidence to delivery in
routine settings (i.e. implementation). There gap between research and the real world,
partly explained by the different aims. For exampiea clinical trial we maximise the
chances that the intervention will work, in contriasthe real world where we are more
interested in the sustainability. In clinical tedhe participants are highly selected, whereas in

the real world we want wide-spread adoption antikein clinical trials, the staff
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administering the intervention have no specifitnireg and the outcome is an ad hoc
measure. In addition, clinical trials are generalljficiently funded whereas in the real world
the intervention will be competition with othersdamill have limited funding.

Implementation science can close this gap betwesgarch and the real world. It has been
defined as ‘the scientific study of methods to poterthe uptake of research findings into
routine healthcare in clinical, organisational oligy contexts’ and also as a support for
‘innovative approaches to identifying, understaggeind overcoming barriers to the
adoption, adaptation, integration, scale-up anthsability of evidence-based interventions,
tools, policies, and guidelines. Nick presente@auation for estimating implementation
success, |, where I=fE + IOs and E is the effectgs of the intervention being implemented
and 10s are implementation outcomes or factorsateto be impacted. Various types of
interventions exist and it is important to tailbetintervention to the context of use and ensure
multidisciplinary input. Producing evidence does aatomatically improve services or
uptake and implementation science offers an appraad a language around how
interventions work, or do not work, in the real Wdpthus reducing the gap between research
to real world settings. During the discussion isvgaggested that if an intervention does not
give the same results in practice as those reportegsearch we do not sufficiently verify
that that the research was good. In some casesx&onple, the context is not sufficiently
taken into consideration and this may explain #ok lof reproducibility. In response to where
these types of studies can be published Nick stgddise BioMed Central open access
journal, Implementation Science. In the UK theransobligation to publish the evidence for
the intervention’s efficacy before having fundirog the process evaluation. The fidelity of
the intervention should be evaluated early in dgw@lent, but this can be fine-tuned and
improved once the study has started.

Franklin Apfel then went onto present the role @fial marketing, basing his talk on a series
of guides developed by World Health Communicati@sdciates for ECDC and WHO
Europe. He defined social marketing as aative interventional approach that seeksto

integrate marketing concepts with other approaches to influence behaviour that benefits
individuals and communities for social good'. In addition to information/knowledge and
values/attitudes/beliefs, behaviour is influencgdrtany factors, such as time/cost,

effort/convenience, social consequences and congpk&haviour. Social marketing is a
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rational, logical, systematic approach, based ¢rabieural theories, which is flexible and
adaptable for the real world setting, similar toncoercial marketing. He defined health
literacy as the ability to access, understand a@edhealth information. Although the

objectives of social and commercial marketing affer@nt, the approaches used are similar.
The first step involves listening, which shouldallus to understand the target and their
behaviour to gain insights to be used to tailorstnategy. The recent Ebola outbreak shows
that we are not good at listening; the messagetgs¢hbse infected was go to an ‘isolation’
centre - not go to a ‘treatment’ centre. The néx $s the matching of interventions to the
determinants of vaccine hesitancy and vaccine epB&sed on a literature review,
interventions were classified as control, inforrasign, educate and support. These were used
to produce a matric of interventions and deternmtmdrack of recommendation and
inconsistent advice from health care professioraismportant determinant, was investigated
in a study commissioned by ECDC with health cacdgmsionals from four countries. They
said that their concerns included that there wapariany vaccines, the prevented diseases are
no longer around, they were uncomfortable talkiridp watients about their concerns and side
effects and safety are perceived to be the doctawls. The next step is the sustainability of
interventions which requires contextualisation.sTigquires putting the insights / intelligence

/ evidence into meaningful and real contexts wiieeg can be applied to create social good,
health and wellbeing. It is equivalent to testiagabling, learning and acting from a social
marketing perspective. Stakeholder engagementgsritaint. Since ECDC does not have a
remit to act directly in the individual countrigbey have produced a guide presenting a 5-
step approach to translation and adaptation forruee countries. Contextualisation also
requires public engagement and policy advocacyrelbeuld be a role for intermediaries for
overcoming vaccine hesitancy, similar to the rdéyed by doulas in childbirth. Also it is
important to ‘unbundle’ the research so that weehewidence for individual vaccines since
vaccine hesitancy is generally not for all vaccjreexl the reasons could be different for
different vaccines, and therefore tailored intet\ars are needed. In general, we need to look
more at the grey literature with the aim of impraywisibility and integration of our research.
During the discussion, it was suggested that duhiegnarket research phase, the fact that
information will be processed differently if therpen is depressed or is a substance abuser is

not taken into consideration sufficiently. Frankdimggested that in group discussion it would
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be possible to ask ‘how are you today’ and coredla¢ response with the output. Researchers
are not necessarily trained for this type of redgaand not all those trained for motivational
interviewing perform the interviews in the same w&y it is important to develop quality

standards for researchers.




