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Strength of recommendation (SOR)

	 A 	� Good-quality patient-oriented 
evidence

  	 B 	�� Inconsistent or limited-quality 
patient-oriented evidence

 �	C 	� Consensus, usual practice,  
opinion, disease-oriented  
evidence, case series

PRACTICE  
RECOMMENDATIONS
❯ Focus on personal benefits 
of vaccination with patients 
who express strong hesitancy 
and endorse vaccine myths; 
refocus the conversation 
away from myths and 
back to disease facts.  C

❯ Emphasize personal 
and collective benefit to 
patients who are uncertain 
about vaccination; 
provide education about 
herd immunity and local 
vaccine coverage.  C

How to overcome hesitancy for 
COVID-19 and other vaccines 
These evidence-based strategies (and list of do’s and 
don’ts) can help you to increase the likelihood of vaccine 
uptake in hesitant patients. 

The World Health Organization (WHO) named vaccine 
hesitancy as one of the top 10 threats to public health 
as of 2019.1 Although the COVID-19 vaccines manu-

factured by Pfizer-BioNTech and Moderna, first authorized 
for use in November 2020 and fully approved in August 2021,2 
are widely available in most countries, vaccination uptake is  
insufficient.3 

As of June 2022, 78% of the US population had received at 
least 1 vaccine dose and 66.8% were fully vaccinated against 
COVID-19.4 High confidence in vaccines is associated with 
greater uptake; thus, engendering confidence in patients 
is a critical area of intervention for increasing uptake of  
COVID-19 and other vaccines.5 Despite the steady increase 
in vaccine acceptance observed following the release of the 
COVID-19 vaccine, acceptance remains suboptimal.2,6 

Demographic characteristics associated with lower vac-
cine acceptance include younger age, female sex, lower edu-
cation and/or income, and Black race or Hispanic/Latinx 
ethnicity (compared to white or Asian non-Hispanic).6,7 
Moreover, patients who are skeptical of vaccine safety 
and efficacy are associated with lower intentions to vacci-
nate. In contrast, patients with a history of receiving influ-
enza vaccinations and those with a greater concern about  
COVID-19 and their risk of infection have increased vaccine  
intentions.6

Numerous strategies exist to increase vaccine accep-
tance; however, there does not appear to be a single “best” 
method to overcome individual or parental vaccine hesi-
tancy for COVID-19 or other vaccines.8,9 There are no large-
scale randomized controlled trials (RCTs) demonstrating 
one strategy as more effective than another. In this review, 
we outline a variety of evidenced-based strategies to help pa-
tients overcome vaccine hesitancy for COVID-19 and other 
vaccines, with a focus on practical tips for primary care physi-
cians (PCPs).

CONTINUED
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When speaking 
with patients 
who are strongly 
hesitant to 
vaccination, 
emphasizing 
concrete 
personal benefit 
may prove 
more effective 
than stressing 
protection of 
others from 
illness.

Which talking points are likely 
to resonate with your patients? 
Intervention strategies promote vaccine  
acceptance by communicating person-
al benefit, collective benefit, or both to 
vaccine-hesitant patients. In a study sample 
of US undergraduate students, Kim and col-
leagues10 found that providing information 
about the benefits and risks of influenza vac-
cines resulted in significantly less vaccine 
intent compared to communicating informa-
tion only on the benefits. Similarly, Shim and 
colleagues11 investigated how game theory 
(acting to maximize personal payoff regard-
less of payoff to others) and altruism affect 
influenza vaccination decisions. Through a 
survey-based study of 427 US university em-
ployees, researchers found altruistic motiva-
tion had a significant impact on the decision 
to vaccinate against influenza, resulting in a 
shift from self-interest to that of the good of 
the community.11 

A German trial on COVID-19 vaccine 
acceptance by Sprengholz and colleagues12 

found that communications about the ben-
efits of vaccination, availability of financial 
compensation for vaccination, or a combina-
tion of both, did not increase a person’s will-
ingness to get vaccinated. This trial, however, 
did not separate out individual vs collective 
benefit, and it was conducted prior to wide-
spread COVID-19 vaccine availability. 

In an online RCT conducted in early 
2021, Freeman and colleagues13 random-
ized UK adults to 1 of 10 different “informa-
tion conditions.” Participants read from 1 of 
10 vaccine scripts that varied by the talking 
points they addressed. The topics that re-
searchers drew from for these scripts includ-
ed the personal or collective benefit from the 
COVID-19 vaccine, safety and effectiveness 
of the vaccine, and the seriousness of the 
pandemic. They found communications em-
phasizing personal benefit from vaccination 
and safety concerns were more effective in 
participants identified as being strongly hesi-
tant (defined as those who said they would 
avoid getting the COVID-19 vaccine for as 
long as possible or who said they’d never get 
it). However, none of the information arms 
in this study decreased vaccine hesitancy 
among those who were doubtful of vaccina-

tion (defined as those who said they would 
delay vaccination or who didn’t know if they 
would get vaccinated).13 

When encountering patients who are 
strongly hesitant to vaccination, an approach 
emphasizing concrete personal benefit may 
prove more effective than one stressing pro-
tection of others from illness. It is important 
to note, though, that findings from other 
countries may not be relevant to US patients 
due to differences in demographic factors, in-
dividual beliefs, and political climate. 

It helps to explain herd immunity  
by providing concrete examples 
Among the collective benefits of vaccination 
is the decreased risk of transmitting the dis-
ease to others (eg, family, friends, neighbors, 
colleagues), a quicker “return to  normalcy,” 
and herd immunity.13 While individual health 
benefits may more strongly motivate people 
to get vaccinated than collective benefits, this 
may be due to a lack of understanding about 
herd immunity among the general public. 
The optimal method of communicating in-
formation on herd immunity is not known.14     

Betsch and colleagues15  found that ex-
plaining herd immunity using interactive 
simulations increased vaccine intent, es-
pecially in countries that prioritize the self 
(rather than prioritizing the group over the 
individual). In addition to educating study 
participants about herd immunity, telling 
them how local vaccine coverage compared 
to the desired level of coverage helped to 
increase (influenza) vaccine intent among 
those who were least informed about herd 
immunity.16

z Providing concrete examples of the 
collective benefits of vaccination (eg, pro-
tecting grandparents, children too young to 
be vaccinated, and those at increased risk 
for severe illness) or sharing stories about 
how other patients suffered from the disease 
in question may increase the likelihood of 
vaccination. One recent trial by Pfattheicher  
and colleagues17 found that empathy for 
those most vulnerable to COVID-19 and 
increased knowledge about herd immunity 
were 2 factors associated with greater vac-
cine intentions. 

In this study, the authors induced em-
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Strategies 
for correcting 
vaccine 
misinformation 
may vary by 
type of vaccine; 
however, placing 
emphasis on 
facts delivered 
by trusted 
sources appears 
to be beneficial.

pathy and increased COVID-19 vaccination 
intention by having participants read a short 
story about 2 close siblings who worked to-
gether in a nursing facility. In the story, par-
ticipants learned that both siblings were 
given a diagnosis of COVID-19 at the same 
time but only 1 survived.17

z Try this 3-pronged approach. Con-
sider explaining herd immunity to vaccine-
hesitant patients, pairing this concept with 
information about local vaccine uptake, and 
appealing to the patient’s sense of empathy. 
You might share de-identified information 
on other patients in your practice or personal 
network who experienced severe illness, had 
long-term effects, or died from COVID-19 in-
fection. Such concrete examples may help to 
increase motivation to vaccinate more than a 
general appeal to altruism. 

Initiate the discussion by emphasizing 
that community immunity protects those 
who are vulnerable and lack immunity while 
providing specific empathetic examples  
(eg, newborns, cancer survivors) and asking 
patients to consider friends and family who 
might be at risk. Additionally, it is essential to 
explain that although community immunity 
can decrease the spread of infection, it can 
only be achieved when enough people are 
vaccinated. 

Proceed with caution: Addressing 
conspiracy theories can backfire
Accurate information is critical to improving 
vaccine intentions; belief in conspiracy theo-
ries or misinformation related to COVID-19 
is associated with reduced vaccine intentions 
and uptake.6 For example, a study by Loomba 
and colleagues18 showed that after exposure 
to misinformation, US and UK adults report-
ed reduced intentions to vaccinate against 
COVID-19 once a vaccine became available.

Unfortunately, addressing myths about 
vaccines can sometimes backfire and un-
intentionally reinforce vaccine mispercep-
tions.19,20 This is especially true for patients 
with the highest levels of concern or mistrust 
in vaccines. Nyhan and colleagues21,22 ob-
served the backfire effect in 2 US studies look-
ing at influenza and measles, mumps, and 
rubella vaccine misperceptions. Although 

corrective information significantly reduced 
belief in vaccine myths, they found individu-
als with the most concerns more strongly 
endorsed misperceptions when their beliefs 
were challenged.21,22

An Australian randomized study by Stef-
fens and colleagues23 found repeating myths 
about childhood vaccines, followed by cor-
rective text, to parents of children ages 0 to  
5 years had no difference on parental intent  
to vaccinate their children compared to pro-
viding vaccine information as a statement or 
in a question/answer format. Furthermore, 
an RCT in Brazil by Carey and colleagues24 
found that myth-correction messages about 
Zika virus failed to reduce misperceptions 
about the virus and actually reduced the 
belief in factual information about Zika—
regardless of baseline beliefs in conspiracies. 
However, a similar experiment in the same 
study showed that myth-correction messages 
reduced false beliefs about yellow fever. 

The authors speculated that this may be 
because Zika is a relatively new virus when 
compared to yellow fever, and participants 
may have more pre-existing knowledge about 
yellow fever.24 These findings are important to 
keep in mind when addressing misinforma-
tion regarding COVID-19. When addressing 
myth perceptions with patients, consider piv-
oting the conversation from vaccine myths to 
the disease itself, focusing on the disease risk 
and severity of symptoms.19,20 

Other studies have had positive results 
when addressing misinformation, including a 
digital RCT of older adults in the Netherlands 
by Yousuf and colleagues.25 In this study, 
participants were randomized to view 1 of  
2 versions of an information video on vac-
cination featuring an informative discussion 
by celebrity scientists, government officials, 
and a cardiologist. Video 1 did not include 
debunking strategies, only information about 
vaccination; Video 2 provided the same infor-
mation about vaccines but also described the 
myths surrounding vaccines and reiterated 
the truth to debunk the myths. 

Findings demonstrated that a signifi-
cantly higher number of participants in the 
Video 2 group overcame vaccination myths 
related to influenza and COVID-19.25 Nota-
bly, this study took place prior to the wide-
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spread availability of COVID-19 vaccines and 
did not measure intent to vaccinate against 
COVID-19. 

Taken together, strategies for correcting 
vaccine misinformation may vary by popula-
tion as well as type of vaccine; however, plac-
ing emphasis on facts delivered by trusted 
sources appears to be beneficial. When ad-
dressing misinformation, PCPs should first 
focus on key details (not all supporting in-
formation) and clearly explain why the mis-
information is false before pointing out the 
actual myth and providing an alternative 
explanation.20 When caring for patients who 
express strong concerns over the vaccine in 
question or have avid beliefs in certain myths 
or conspiracy theories, it’s best to pivot the 
conversation back to the disease rather than 
address the misinformation to avoid a poten-
tial backfire effect.

Utilize these effective communication 
techniques
TABLE 110,13,16,17,19,20 summarizes the “do’s and 
don’ts” of communicating with vaccine- 
hesitant patients. PCPs should provide 
strong recommendations for vaccination, ap-
proaching it presumptively—ie, framing it as 
normative behavior.19,26 This approach is criti-
cal to building patient trust so that vaccine-
hesitant patients feel the PCP is truly listening 

to them and addressing their concerns.27 Ad-
ditionally, implementing motivational in-
terviewing (MI) and self-determination 
theory (SDT)28  techniques when discussing 
vaccinations with patients can improve 
intentions and uptake.19,29 TABLE 219,29 outlines 
specific techniques based on SDT and MI 
that PCPs may utilize to communicate with 
vaccine-hesitant individuals or parents. 

The takeaway
Strategies for increasing vaccine intentions 
include educating hesitant patients about 
the benefits and risks of vaccines, addressing 
misinformation, and explaining the personal 
and collective benefits of vaccination. These 
strategies appear to be more effective when 
delivered by a trusted source, such as a health 
care provider (HCP). Care should be taken 
when implementing vaccine-acceptance 
strategies to ensure that they are tailored to 
specific populations and vaccines. 

At this stage in the COVID-19 pandem-
ic, when several vaccines have been widely 
available for more than a year, we expect that 
the majority of patients desiring vaccination 
(ie, those with the greatest vaccine intent) 
have already received them. With the recent 
approval of COVID-19 vaccines for children 
younger than 5 years, we must now advo-
cate for our patients to vaccinate not only 

TABLE 1 

Do’s and don’ts of communicating with vaccine-hesitant patients10,13,16,17,19,20

DO DON’T 

Focus on concrete benefits10,13 Focus on potential risks and adverse effects (except to address specific 
fears or concerns that a patient reports)

Focus on protection of self10,13 Focus on altruistic reasons for vaccination

Ask the patient for examples of specific loved ones who 
may be vulnerable16,17

Refer to herd immunity without a detailed explanation of what 
percentage of the population needs to be vaccinated to provide 
protection and without describing how local rates compare to the 
desired level of coverage

Induce empathy with specific (nonidentifiable) stories 
of those known by the patient or primary care physician 
who have had negative effects from the illness17

Ask patients to change their behavior to protect generic “others” 

Clearly state that a myth is false and then provide an 
alternative explanation20

Detail supporting evidence to debunk each conspiracy theory

Pivot the discussion away from myths to factual 
information about the disease19,20

Focus on myths without explaining the basics of the nature and course 
of the disease

Approach conversations from a position of genuine 
curiosity about the patient’s perspective 

Make light of conspiracy theories or misinformation 
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themselves, but their children. Patients who 
remain unvaccinated may be hesitant or out-
right reject vaccination for a number of rea-
sons, including fear or skepticism over the 
safety and efficacy of the vaccine, belief in 
conspiracy theories, belief that COVID-19 is 
not real or not severe, or mistrust of the gov-
ernment.6 Vaccine hesitation or rejection is 
also often political in nature.

Based on the studies included in this 
review, we have identified several strategies 
for reducing vaccine hesitancy, which can be 
used with vaccine-hesitant patients and par-
ents. We suggest emphasizing the personal 
benefit of vaccination and focusing on spe-
cific disease risks. If time allows,  you can also 
explain the collective benefit of vaccination 
through herd immunity, including the cur-
rent levels of local vaccine uptake compared 
to the desired level for community immu-

nity. Communicating the collective benefits 
of vaccination may be more effective when 
paired with a strategy intended to increase 
empathy and altruism, such as sharing actual 
stories about those who have suffered from a 
vaccine-preventable disease. 

Addressing myths and misinformation 
related to COVID-19 and other vaccines, with 
emphasis placed on the correct information 
delivered by trusted sources may be beneficial 
for those who are uncertain but not strongly 
against vaccination. For those who remain 
staunchly hesitant against vaccination, we 
recommend focusing on the personal benefits 
of vaccination with a focus on delivering facts 
about the risk of the disease in question, rather 
than trying to refute misinformation. 

z COVID-19  vaccine acceptance in the 
United States is disturbingly low among 
health care workers, particularly  nurses, 

TABLE 2

Techniques for communicating with vaccine-hesitant patients19,29 
• �Avoid arguing with a patient about their beliefs regarding vaccines; instead, start by connecting with the patient regarding  

the emotions that accompany their stated beliefs. For example: 

¡ �Validate the patient’s frustration, stress, and anxiety about confusing messaging, the lack of a place where they can ask 
questions without judgment, and the evolving pandemic environment. 

¡ �Reframe and highlight the patient’s motivation and strengths in their ability to adapt and make space for their goals 
aligning with vaccination. 

• �Explore in a curious and nonpressuring way the strategies the patient has tried to avoid becoming infected and the solutions 
they think will work. 

¡ �After exploration, suggest the patient get vaccinated. Provide a rationale for your suggestion (see the discussion  
of personal and collective benefit) and offer to help them schedule an appointment or administer the vaccine in your 
office (if available).

¡ �Check in with the patient to explore what they think/feel about your suggestion/offer. 

• �Ask permission to provide education and rationale around the safety and importance of vaccination; be sure to respond to the 
patient’s specific questions rather than covering a general educational agenda. 

• Explore thoughts and feelings around the patient getting vaccinated while minimizing clinician control. For example: 

¡ �Using a scale of 0-10, ask the patient how motivated they are to get vaccinated right now (0 = not motivated at all and 
10 = most motivated). 

¡ �For responses above “0,” ask them what has gotten them to a 1 or a 2. 

¡ �If the patient responds with a “0,” ask them what, if anything, might get them to a “1” or a “2.” 

• �Build trust by asking empathetic questions and validating the feelings around their experiences. For example, consider the 
following responses/questions: 

¡ �I’m so sorry that you feel that your questions have been shut down; I imagine that is incredibly frustrating. I wonder if I 
could help answer your questions now. 

¡ �Is there something specific about vaccines that concerns or worries you? 

¡ �What does making the best decision for you look like? 

¡ �What kind of information do you feel you are missing about the vaccine?
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Build trust 
by asking 
your patient: 
What kind of 
information do 
you feel you are 
missing about 
the vaccine?

technicians, and those in nonclinical roles, 
compared to physicians.6,30 Many of the 
strategies for addressing vaccine hesitancy 
among the general population can also apply 
to health care personnel (eg, vaccine educa-
tion, addressing misinformation, delivering 
information from a trusted source). Health 
care personnel may also be subject to vaccine 
mandates by their employers, which have 
demonstrated increases in vaccination rates 
for influenza.31  Given that  COVID-19  vac-
cination recommendations made by HCPs 
are associated with greater  vaccine inten-
tions and uptake,6 reducing hesitancy among 
health care workers is  a critical first step to 
achieving optimal implementation.              JFP
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