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WHO defines vaccine hesitancy as the “delay in
acceptance or refusal of vaccines, despite avail-
ability of vaccination services . Vaccine hesitan-
cy is complex and context specific varying
across time, place and types of vaccines. It
includes factors such as complacency, con-
venience and confidence”. Therefore, it is a
global problem which requires monitoring and
evolution.
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The vaccine hesitancy continuum describes, that
vaccine hesitancy occurs between two poles.
When the demand for vaccines are present all
the vaccines will be accepted. In the opposite
pole it is a complete refusal of vaccine. There-
fore, vaccine hesitancy occurs in-between the
two poles causing the recipient not to accept the
vaccines at the expected rate causing the de-
mand to be lower. When vaccine hesitancy oc-
curs, it is at individual and community level
which affects the effectiveness of personal and
community responsibility of immunization.
Therefore, to overcome vaccine hesitancy, the
root cause needs to be identified and its magni-
tude needs to be assessed to design custom
made solutions to supersede the problem. Evi-
dence-based strategies to address the causes,
monitoring and evaluation to determine the im-
pact and sustainability of the intervention is es-
sential.

When understanding vaccine hesitancy, it must
be noted that there can be many inter-related
determinants. These should be assessed in a
systematic manner to comprehend the individu-
al, group, and contextual influences, as well as
any vaccine/vaccination specific issues. In addi-
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tion, a diagnosis of the underlying reasons for
hesitancy should adequately differentiate be-
tween barriers related to acceptance and access

Perceived risks of vaccine-
preventable diseases are low;
vaccination is not deemed a

| mecessary preventive action. Other
life fhealth responsibilities seen as
more important at that poinl in Lime

Complacency

Extent to which physical
availability, affordability,
willingness-w-pay for,
geographical accessibility,
ability o understand (language
and health literacy) and appeal
of immunization services

affects uptake.
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The 3 key determinants are known as the work-
ing group determinants which are demonstrated
in the vaccine hesitancy matrix. On the individual
basis, beliefs and attitudes about health,
knowledge and awareness has to be consid-
ered. With relation to the context, influence by
media communication, influential leaders, poli-
tics, religion, culture and socio economy will
cause the impact according to the working group
determinants of vaccine group matrix.

Vaccine hesitancy had been prevalent since the
18th century with the emergence of the small
pox vaccination. Vaccine hesitancy has in-
creased in the recent past owing to different
factors. It is reported in the world and in isolated
pockets of Sri Lanka that certain groups/cultures
induce vaccine hesitancy.

There is no single intervention that address-
es all instances of vaccine hesitancy. Based
on the systematic review of strategies to
address vaccine hesitancy conducted by the
SAGE (Strategic Advisory Group of Experts)
working group the most effective interven-
tions are multi-component versus single-
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component. In most cases, interventions should be dia- actions on immunization is needed
logue based and directly targeted to a specific under- il Two specific and adaptable training programmes in
vaccinated population group. the following areas

9  To build capacity in managing pain dur-
By engaging collaboratively with health workers, service- ing vaccination and
users, and their families and communities, national authori- 9  in engaging in difficult conversations with
ties can generate the insights to develop better quality hesitant caregivers

health services, systems, policies, and communication
strategies that support and enable recommended vaccina-
tion behaviours.

Community engagement

Communities also need to be at the centre of driving to
Tailoring I mmunization Progra rﬂ'ﬂ%%e the quality of immunization and health services,
access and equity. The linkages between health systems
and communities are inter-dependent and thus systems
should engage directly with communities via face-to-face

interactions. This participatory process can play a major

It is imperative to diagnose the factors influencing vaccina-
tion intentions, decisions and behaviours, WHO/Europe
developed the guide to Tailoring Immunization Pro-

grammes (TIP). It consists of proven methods and tools to: role in improving the quality of services in such a way that

builds trust and demonstrates respect, with broader bene-

fits for immunization coverage.
Compiled by

T Identify populations susceptible to vaccine-
preventable diseases

1 Diagnose supply and demand side barriers and Dr.T.D.Haputhanthri -Epidemiology unit
enablers to vaccination Soureces
1 Recommend evidence-informed responses to build World Health Organization- Addressing Vaccine Hesitancy

https://www.who.int/immunization/programmes_systems/

and sustain vaccination uptake - .
vaccine_hesitancy/en/

T Global guidance on TIP

TablelWat er Qual itd NSiunbwei lolf

. ] ] . ] bi ol ogical water sampl es
Given the potential for hesitancy to rapidly undermine vac-

. . . " . District | MOH ar dqhle: Expec|/Ned ®Receive
cination coverage in specific settings, it is important that all
. Colombo 15 90 90
countries take steps to understand both the extent and
nature of hesitancy at a local level, on a continuing basis. Gampaha 15 % NR
Accordingly, each country should develop a strategy to Kalutara 12 72 NR
increase acceptance and demand for vaccination, which Kalutara NIHS 2 12 9
should include ongoing community engagement and trust- Kandy 23 138 93
building, active hesitancy prevention, regular national as- Matale 13 78 23
sessments of concerns, and crisis response planning. Nuwara Eliya 13 78 54
Galle 20 120 51
It should be noted that in low vaccine uptake situations, Matara 17 102 19
where lack of available services is the major factor impair- Hambantota 12 72 37
ing adequate coverage, vaccine hesitancy can be present afina 12 - 118
is not the priority and should n he f f invest-
but is not the priority and should not be the focus o est Kinochehn 2 ” -5
ments.
Manner 5 30 N R
. . Vavuniya 4 24 31
The critical role of health wg+kers
Mullatvu 5 30 N R
In the face of emergl.ng heS|ta-1ncy, health Work(?rs r_emaln . Batticalon " o g
the most trusted advisor and influencer of vaccination deci-
. . ) Ampara 7 42 42
sions. The capacity and confidence of health workers are
. . Trincomalee 11 66 48
often stretched, though, as they are faced with time con-
. Lo . . . Kurunegala 29 174 65
straints, limited resources, and inadequate information and/
- . . Puttalam 13 78 40
or training to respond to any questions and discuss the
risks and benefits. For health workers to be prepared for Anuradhapura 1’ 14 ts
the different types of interactions they might face, a number Polonnaruwa 7 42 NR
of actions are required. Badulla 16 96 121
T Explore existing knowledge, attitudes and practices, Moneragala 1 66 114
as a basis for the design and evaluation of trainings Rathnapura 18 108 74
and tools Kegalle 11 66 0
T A guide for exploring health worker/caregiver inter- Kalmunai 13 78 78
NG of samples expected (6 1 MO area 7 Month)
Page 2 N R= Return not received



https://www.who.int/immunization/programmes_systems/Global_TIP_overview_July2018.pdf?ua=1
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Table 2: VacciAdereventable Diseases & AFP 13n319h October 2018(&RWeek)
Number of Number o g
Total num- Difference
No. of Cases by Province e TS ber of Total num- o en the
Disease e ALl cases to Lo ol number of
current same date in 5 el i cases to date in
week in week in 2017
W C S N E NW NC U Sab 2018 2017 2018 2018 & 2017
AFP* 00 01 00O OO O1 00O OO OO OO 02 03 54 59 -8. 4 9%
Diphtheria 00 00 00O OO OO OO OO OO OO 0O 00 00 00 0 %
Mumps 04 02 00 00O OO O1 OO O1 01 09 06 286 256 11.7 %
Measles 00 01 00O 01 OO OO OO OO 01 03 02 105 177 -40.6 %
Rubella 00 00 OO OO OO OO OO OO OO 0O 00 05 10 -50 %
CRS** 00 00 00O OO OO OO OO OO OO 0O 00 00 01 0 %
Tetanus 01 00 0O OO OO OO OO OO OO 01 00 18 16 12.5 9%
Neonatal Tetan 00 00 00O OO0 00 00O OO0 OO 00 OO 00 00 00 0 %
R g g g g oo (oo oo (oo loo ([ee (oo |oo 00 25 21 19.0 %
cephalitis
WhoopingCou¢01 00 00 00 0O 00 00 00 00 01 01 42 19 121 %

Tuberculosis 1529 42 19 48 18 15 09 17 282 174 6987 6877 1.5 %

Keyto Table 1 & 2
Provinces: : WesterrG: Centrals: SouthermN: NorthE: EastNC North Centr&lW North Westetkd,UvaSab Sabaragamuwa.
RDHS Divisions: C€B8olomb&M Gampah&L: Kalutar&D KandyML Matale\E Nuwara EliyaL: GalleHB Hambantote|T. MataraJF: Jaffna,
KN Killinochcti]N MannaiA VavuniydiU Mullaitiv@8T: BatticaloAM AmparalR TrincomaleKM KalmunakR Kurunegal®U Puttalam,
AP. AnuradhapuiRQ PolonnaruwBD BadullaMQ MoneragalRP. Ratnapur&G Kegalle.
Data Sources:
Weekly Return of Communicable Dised3ighitheria, Measles, Tetanus, Neonatal Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps., Rubella, CRS,
Special Surveillance: AFRt(te Flaccid Paralysis ), Japanese Encephalitis
CRS** €ongenital Rubella Syndrome
NA= Not Available

Influenza Surveillance in Sentinel Hospitals - ILI & SARI

Human Animal
Month
No Total No Positive Infl A Infl B Pooled samples Serum Samples Positives
October 77 22 03 19 1449 10000 0

Source: Medical Research Institute & Veterinary Research Institute
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