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Despite the proven efficacy of vaccines, significant portions of the world's population still hesitate to get
vaccinated1. Indeed, Vaccine Hesitancy (VH) made the World Health Organization's top 10 list of threats to
global health in 20192. At the start of 2021, with two SARS-CoV-2 virus vaccines approved for use in Canada,
and two more awaiting approval, mass vaccination has become a key priority in controlling the COVID-19
pandemic. With Canada's threshold for achieving herd immunity set at 70% of the population3,4, addressing the
concerns of the 61% of Canadians who identify as hesitant or undecided about being vaccinated5, will be critical
in returning to 'normal' life. Family physicians and their Primary Care (PC) teams are central to ongoing
conversations about VH - but what resources do they have to optimize their interactions with hesitant patients?
Beginning with a description of the real-world implications of an academic debate in the VH space, we answer
this question with a rapid review that identifies key gaps.

VH is often discussed in terms of its degree or strength. In this approach, levels of hesitancy are described as
existing on a continuum that identifies at one end, 'high demand' vaccine acceptors and at the other end, 'no
demand' vaccine rejectors6.
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Figure 1: Diagram from MacDonald, SAGE Working Group on Vaccine Hesitancy (2015) depicting the vaccine
hesitancy continuum6.

A contrasting approach to VH focuses not on its degree or strength, but rather on the various sources or origins
of an individual patient's hesitancy. Differentiating between these sources of VH allows vaccine counsellors to
assess and address patients' particular objections to being vaccinated. As Larson et al. (2015) note, "strategies
to address any identified concerns…need [a] more in-depth understanding of the nature of hesitancy, as well as
who is hesitating"7. However, much of the work to create communication resources in the VH space has
continued to focus on degrees of VH rather than its sources. Promising discussions of the shift toward
addressing the sources of VH acknowledge communications strategies that accommodate educational and
cultural diversity, and engage in VH conversations that are "culturally competent" and "patient centric"8, 9.

VH education initiatives typically focus on providing patients with scientific evidence, making the assumption that
the delivery of additional facts will result in less hesitancy and more vaccine uptake10. In other domains of
science communication, this has been called the "information deficit model", which has faced criticism for being
overly simplistic and making assumptions about the relationships between knowledge, scientific literacy,
attitudes, beliefs, and behaviors11.

Both approaches - seeing vaccine hesitancy on a quantitative continuum and relying on an information deficit
model of science communication - have shortcomings. Most importantly, these approaches often overlook or
minimize the influence of psycho-social factors on VH. These have been identified as among the strongest
drivers behind hesitant beliefs and behaviours12.

Under present pandemic conditions, what might otherwise be an academic debate over how best to think and
communicate about VH has become a real-world issue for Canada's family physicians. Identified in the literature
as uniquely positioned to address VH13, 14, the nation's family doctors and their PC teams are equipped with
both technical knowledge about vaccines, and the long-term healthcare relationships with patients, to tackle
discussions of "trust-sensitive scientific advances,"15,16. Our team's ongoing fieldwork with PC teams in
Alberta17 has confirmed that these healthcare providers are closely engaged in supporting vaccine acceptance
in the general population.

We undertook a rapid review of the literature to better understand the VH resources developed for, and offered
to, PC teams across the nation. We asked ourselves: 1) Are the available COVID-19 VH resources thinking
about the type/source of VH?; and 2) are those resources offering communication strategies beyond providing
information to fill a presumed deficit? We conducted our rapid review using sources that included national,
provincial, and territorial health authorities; physician associations and regulatory bodies; and non-governmental
organizations across Canada. While English and French materials were reviewed, we recognize that not all
resources may have been captured by our search, such as those requiring membership access. Please refer to
our PDF document for a list of resources assessed.

Our review suggests that PC physicians have little information to assist in identifying and addressing the
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sociocultural components of vaccine hesitancy. We identified three key gaps in the existing COVID-19 vaccine
hesitancy resources: 1) Resources tend to be information- or fact-based; 2) resources do not address the
various sources or types of vaccine hesitancies clinicians are likely to encounter; 3) resources are not specific to
the COVID-19 vaccines.

1. Resources tend to be information-based, presenting amalgamations of facts

Aligned with standard practices for addressing vaccine hesitancy with evidence, many of the resources are
repositories of technical information on vaccine efficacy and safety. These resources tend to be full of scientific
jargon that is not easily adaptable for conversations between PC teams and patients.

Research has shown that providing facts about vaccines to patients does not necessarily increase vaccine
uptake10. This may be because those facts are delivered without a clear understanding of the underlying
concerns that lead to VH10. Indeed, the literature suggests vaccine counselling strategies that focus on
correcting informational deficits can backfire and entrench resistance when the inbound facts are experienced
as contradicting a patient's firmly established beliefs18. In this sense, up-to-date evidence is at once a
foundational element in PC teams' knowledge base, and also a potential liability in overcoming VH. The focus
on fact provision in existing resources for PC teams leaves little space for those teams to think about and
develop non-deficit approaches to talk about VH with their patients.

2. Resources do not address the sources of patient VH or clinician-patient communication

In general, resources do not mention or include information regarding the importance of the clinician-patient
dynamic. Methods for establishing rapport around VH as a topic, or engaging with patients outside of facts, are
generally undiscussed. In a few instances, frameworks are available for use in conversations about vaccines
generally19,20, but these are not specific to the COVID-19 context. Where COVID-19 vaccine-specific
communication tools are available to PC teams, they tend to include scripts for answering specific pre-
determined questions, providing responses that are long, fact-focused, and data-heavy for PC team members to
deliver. While such tools may be useful as references, they offer little in the way of flexibility in developing
questions and formulating tailored responses to address the sources of their patients' hesitancy.

In addition to this limited flexibility to deal with the quality of a patient's VH, the available COVID-19 vaccine
communication tools tend not to acknowledge variations in patient health literacy levels. Most resources do not
include guidance on how to communicate often statistically-ladened language to patients with varying abilities to
understand and use health information. Ultimately, then, these resources provide few insights into talking about
the qualities of patients' VH, or improving the quality of the interactions between PC team members and patients
when a range of mistrust21, fear22, disgust23, moral opposition24, and past experiences25 may underpin those
interactions.

3. Resources are not Specific to COVID-19 vaccines

With the COVID-19 vaccine rollout in its early stages, it is perhaps understandable that information on
addressing VH is limited. With the existing literature on VH largely focused on parents' hesitancies to vaccinate
their children19,26, there is a need to develop novel VH conversation resources that leverage these findings to
work in the general population. It is not just our hope, but an object of ongoing co-development research with PC
teams and those in Canada's VH space, that this deficit will soon be filled. The fraught political, social,
economic, and scientific environment in which the COVID-19 vaccines have been developed and approved
suggests that previously created material is inadequate. It is imperative that the next generation of resources
provide flexibility to PC Teams, allowing them think about the qualities of VH and so develop practical
communication tactics that go beyond providing facts.
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With the COVID-19 vaccine's rollout to the general public anticipated for the autumn of 2021, addressing VH will
be critical in meeting Canada's herd immunity threshold. While not all of the nation's primary care physicians will
be administering vaccines, all will play a pivotal role in building confidence and improving uptake. Effectively
addressing patient concerns will require a more nuanced approach than that of the information-deficit model: an
approach that fosters discussion and promotes trust. Our review of resources has identified a clear need for
targeted tools and supports to help clinicians identify common sources or types of hesitancy, and to effectively
address patient concerns, with the ultimate goal of increasing vaccine uptake.
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