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The art and craft of vaccination policy against Coid-19 in five EU countries

Stefania Profeti, Barbara Saracino, Elena Macchioni

1. Introduction

The organization of the Covid-19 vaccination camgpaias posed a worldwide challenge that all
countries faced in their health response to thel@awc emergency from late 2020 onwards. This
challenge involved not only the procurement andrifistion of vaccine doses but also the
organization of the vaccine rollout and the creatid policy tools to counter vaccine hesitancy.
Numerous studies across various disciplines emphaise need for public decision-makers to map
and understand the specific concerns of differeotigs of reluctant individuals, as a 'one-size-fits
all' intervention is unlikely to effectively prom®tvaccine uptake (Dubé et al. 2015a). Vaccine
hesitancy is a complex, non-dichotomous phenomenfimenced by a combination of causes,
requiring tailored policy solutions to be effeclivaddressed (Dubé et al. 2015b; 2021). To achieve
this, governments can utilize a rich repertoirenstruments, ranging from simple information and
persuasion to material incentives and disincentiared even highly coercive tools such as lockdowns
for the unvaccinated and the introduction of vaaton mandates (Profeti and Toth 2023).

Recent publications on the Covid-19 vaccination gaigns primarily focus on the causes of vaccine
hesitancy in individual countries or from a compiaea perspective, employing quantitative
techniques and survey data (Lazarus et al. 202&ae8t et al. 2022). In contrast, a smaller number
of qualitative studies descriptively trace the ongation of vaccination campaigns in one or a few
countries, sometimes estimating their effectivenespromoting vaccine uptake (Profeti 2022;
Cacace et al. 2024). Regardless of the reseategyrand methodology used, many studies agree
that the relationship between the mix of instruraaitosen by governments and the characteristics
of the target population (including their attitudasd beliefs about vaccines) remains largely
unexplored in the literature (Gori et al. 2023).

This article aims to take a first step toward bingdgthis gap. Rather than focusing on the downstrea
effectiveness of the different instrument mixesgdd by governments (which is beyond the scope
of this study), we will concentrate on the upstre@spect of designing policy strategies to promote
the Covid-19 vaccination campaign: Have governmeaotssidered the profile of vaccine-hesitant
individuals in their decision-making? How approgeido the chosen policy instruments appear to be
for the target population? What other factors hiafl@eenced their decisions? What lessons can be
learned from the Covid-19 experience regardingdsagn of vaccination campaigns?

To answer these questions, we compare the insttgnenployed in the Covid-19 vaccination
campaign between the end of December 2020 andathe raonths of 2022 in five EU countries:
France, Italy, Poland, Spain and Sweden. Afteriaf lpresentation of the theoretical-analytical
framework (section 2), the research design andvarview of the profiles of the five countries in
terms of vaccination policy legacy and citizenstades towards vaccines are illustrated (sectjon 3
The focus then shifts to the instruments used Hgrdnt governments to promote vaccine uptake
(section 4). This is followed by a discussion of tlesults, where we attempt to formulate some
hypotheses about the drivers of policy choicesti@@&). The conclusions aim to draw some lessons
and make recommendations for policy-makers.

1 This article is based on a research carried out within the Almaldea project funded by the University of Bologna titled
"Fit for target: citizens' perceptions in policy design", 2022-2023.



2. Vaccine hesitancy and policy instruments: the ssie of compliance

Vaccines are a policy area where compliance the.alignment between recipients' behavior and the
instructions and expectations of decision-maketig(Ee 2010), is crucial in determining the success
or failure of public policies, particularly when m@ompliance poses significant risks to the
community. For large-scale vaccine campaigns, saghthe one against Covid-19, achieving
widespread compliance, counteracting passive nbefadce, and minimizing active resistance
(McCoy 2019) must be a top priority for governmeiiis this end, governments must calibrate their
policy tools not only according to their objectivé®it also by considering the scope and
characteristics of the "target population” theyire{ingram and Schneider 1993).

One of the main challenges governments face wheigmiag vaccination policies is vaccine
hesitancy. This phenomenon has always existectirtydout has shown worrying signs of increasing
in recent decades, as highlighted by leading iatéwnal health organizations. Many scholars agree
that vaccine hesitancy should not be viewed aschotbhmous variable or equated with outright
vaccine refusal. Instead, it is useful to concdjeat as a continuum that encompasses all aggud
towards vaccination other than unconditional acegd (Dubé et al. 2015b; 2021). The various
forms of vaccine hesitancy have been the subjeettehsive interdisciplinary debate among vaccine
policy scholars. Over the past two decades, nunsel@hels have been developed to describe the
different profiles of individuals most likely to mstile or skeptical towards vaccines. For example
terms like 'unconvinced' (Keane et al. 2005) agg@dter' (Benin et al. 2006) have been proposed to
identify individuals firmly opposed to vaccinatiohhe profiles of the ‘worried' (Gust et al. 200%) o
the 'cautious' (Keane et al. 2005) corresponddedliwho, to varying degrees, are concerned about
the adverse effects of vaccination. Some authors ltentified 'late vaccinators' (Benin et al 2006)
or 'fence-sitters' (Leask 2011) as those who imgeatly postpone vaccination to gather more
information and assess the vaccine's effects oerati©Other authors have identified 'calculator' or
‘free-rider’ profiles (Betsch et al. 2015) to cigsthose who decide whether or not to vaccinateda

on a rational calculation of individual costs arhéfits.

More generally, one of the most established classibn proposals, the 4C model, hypothesizes that
attitudes towards vaccination depend on individaators related to complacency, convenience,
confidence, and costs (which relate to a ratiomédutation of the pros and cons of vaccination).
According to this model, a person who lacks comfaein institutions and/or science or holds
conspiratorial attitudes is more likely to haveostile attitude or mistaken beliefs about vaccorati

as well as distrust the healthcare system and mletl@atments in general. A person burdened by
significant logistical or material constraints (&nphysical condition, etc.) perceives difficultasd
lack of time as obstacles to vaccination. A comghgerson does not feel vulnerable or worried
about the future and perceives the risks of diseasew. Calculating individuals are risk-averse,
tend to ponder pros and cons, and are particutanhcerned about the side effects of vaccination
(Betsch et al. 2015). Many survey-based, largeescamparative studies have also attempted to
identify the socio-demographic determinants anitudits that make vaccine hesitancy more likely,
such as gender (hesitancy is more likely among w)mege (more likely among the young),
educational level (more likely among the less ethatrust in institutions and science (more lkel
with low confidence), and other factors relateds#&df-perception of risk (Lazarus et al. 2021a,;
Lindholt et al. 2021).

Based on these premises, to be effective, vacomatrategies designed by governments should be
tailored to different profiles of vaccine hesitanbyother words, the choice of policy instrumetats
promote compliance should be guided by hypothelsestdahe motivational levers behind people's
behavior. Building on the more established classifons of policy instruments based on behavioral
assumptions (Schneider and Ingram 1990; Doern ardtiR983), Profeti and Toth (2023), in their
recent analysis of Covid-19 vaccination in ltalypgose placing the instruments available to
governments on a 'ladder of intrusiveness.' Ttdslda starts with voluntary tools based on plain
information and hortatory instruments (persuasiod admonitions), progresses through nudging



strategies, incentives, and disincentives of vayyiature and magnitude, and culminates in highly
coercive tools, such as lockdowns for the unva¢ethand the introduction of vaccination mandates
(fig. 1). In line with this scale, advice from promant international health organizations (Nuffield
Council on Bioethics 2007; WHO 2021) convergeseéoommending that governments follow the
'least restrictive alternative' principle, wheradne should climb the ladder of intrusiveness oaly t
the extent that less intrusive measures have prioeé@ctive. Coercive or otherwise highly intrusiv
measures may not only be ineffective in motivatingse fundamentally opposed to vaccination or
distrustful of science but may also increase skegti among those reluctant to vaccinate due to low
trust in institutions, potentially contributing tbe radicalization of their positions (Bardosh kt a
2022).

Fig. 1. The ladder of intrusiveness

ma Mandate Mandatory/compulsory vaccination for some categooieen mas:
Personal restrictiol | Restriction of individual freedom of movement/accls the unvaccinat
Negative incentive Fees or extra costs for the unvaccin

Positive incentive Benefits for vaccinated (e.g., financial rewardssieg restrictions, et
Nudge Default rules, warning, and reminders, follow tleaid, celebrities, easing burd
Hortatory tool Communicatio-based on persuasion, exhortation, or admon

min Plain informatiol Neutral data with no advi

Source: Authors’ elaboration from Profeti and T(2023).

Regarding other categories of instruments, thealitee suggests that simple information or mere
exhortation, effective for those already inclinedviaccinate, may at best reduce the hesitation of
"calculators” who delay vaccination to gauge siifiects. Incentives (both positive and negative) are
expected to be more effective for individuals wheigh the costs and benefits and choose their
behavior based on the anticipated payoff (Giubiflfiil9). Conversely, nudging involves various
instruments that gently steer people towards dasif@ehaviors by altering their choice architecture
without removing options or providing significantamomic benefits (Thaler and Sunstein 2008).
Nudges affect how choices are pre-structured (defining 'default’ rules to exploit status quo
biases), how they are presented (e.g., makingmpeefeptions more visible or accessible), and how
people are informed about their popularity (e.g.stating that most people or celebrities engage in
a certain behavior). Nudging can also involve wagsiand reminders, as well as simplification tools
that ease people's daily lives, remove obstacled,raduce the burdens associated with certain
choices (e.g., reducing bureaucratic and papernsegkirements) (Sunstein 2014). In this sense,
nudging is appropriate when vaccine hesitancy éstdiconvenience-related factors such as laziness,
lack of time, or objective barriers for individugksg., the elderly, vulnerable, migrants, etc.).
However, as emphasized repeatedly in the literainngolicy instruments, the choice of instruments
is not solely based on considerations of techmatfalacy but must also account for other contingent
factors, such as feasibility (technical and pddifidSalamon 2002), the perceived legitimacy of the
proposed solutions (Capano and Lippi 2017), antituti®nal constraints imposed by the context,
such as the organization of national health sysemlshe legacy of vaccination policies (Cacace et
al. 2024). This article analyzes whether and totvexéent these different logics have shaped the
strategies of some European governments in thed€®/ivaccination campaign. To what extent did
governments consider the characteristics of thgeetgyopulation when choosing policy instruments
to increase vaccination coverage? And to what éxtiehother factors, such as vaccination policy
legacy, the structure of national health systemd,a@ntingent political constraints, influence tes
choices?



3. Research design and case selection

In this article, we analyze the Covid-19 vaccinattampaigns conducted in five European countries
(France, Italy, Poland, Spain, and Sweden) byritathe strategies adopted by their governments
and the extent to which they escalated their intaugess over time. We chose to focus exclusively
on EU countries because they are subject to the $eamework of constraints and coordination
regarding vaccine procurement and supply, allowiago concentrate solely on the design of the
vaccination campaigns. The selected countries rdiffevariables of interest to us, namely the
organization of their health systems, their vadoimapolicy legacy, and the attitudes and belidfs o
their citizens towards vaccines in general andGbeid-19 vaccines in particular. This diversity
enables us to explore whether and how governmeois different mixes of instruments in different
contexts, formulate hypotheses about the appre@mests of their strategies concerning the target
audience, and make recommendations.

In closer detail, the country profile analysis conddl a literature review (to reconstruct the policy
legacy and identify the specifics of vaccine hegijain each country) with statistical analysis afal

on vaccine hesitancy obtained from surveys comomgsl by European institutions and recent
guantitative research on the subject. We analymeddckassified the mix of instruments used in the
five countries between the end of December 2020thadearly months of 2022, considering the
strategies adopted to promote the uptake of thmgpyi vaccination cycle (thus excluding booster
doses). Vaccination policies in each country wénst feconstructed using official documents and
websites, then integrated with information provided in oinewspapers and through a secondary
literature review.

3.1. Organization of national health systems anctiraation policy legacies

The five selected countries have different orgaimoral configurations of their healthcare systems,
both in terms of service financing and the distidou of responsibilities between the central and
peripheral levels. Firstly, while the Italian, Sgm and Swedish health systems are predominantly
financed by public taxation (Beveridgean modek, Fnench and Polish systems are primarily based
on the Bismarckian insurance model (Toth 2021). k@, this difference has been considered of
little relevance in explaining the varying approaghto the Covid-19 vaccination campaign,
especially given the key role of the European Umngourchasing vaccines and developing guidelines
for the equitable distribution of doses in each MentState (Cadeddu et al. 2022).

According to some studies, more relevant to theimation campaign are the different approaches
to center-periphery relations that characterizeotiganization of health services in various coestri
(Antonini et al. 2022). On the one hand, centraélirashould ensure faster decisions and greater
uniformity of interventions at the national levén the other hand, a decentralized system, with
greater strategic and decision-making autonomy tgdario sub-national tiers of government
(especially the regions), may present greater ¢oatidn challenges but also offer advantages in
terms of experimentation with innovative and cotvgpecific solutions (Del Bo 2023). Among the
countries considered in our study, France and Edi@ve fairly centralized health systems, while
Italy, Spain, and Sweden have highly regionalizesesns. In these countries, the central government
defines the general strategy, guidelines, and iples;, but the regions retain autonomy in orgargzin
vaccine administration and developing ad hoc pai@asures (Antonini et al. 2022).

Looking at vaccination policy legacies, Italy, Fcapnand Poland have a long-standing tradition of
compulsory vaccination, especially regarding roaitamildhood vaccination (EXPH 2018). In the
face of a decline in voluntary vaccinations ovee tyears and the upsurge of some vaccine-
preventable infectious diseases, such as meadlesedn 2017 and 2018 Italy and France have
further strengthened their mandatory approach (Véaa. 2018; Cadeddu et al. 2020; Casula and

2 For each country we have examined the Nationalunimation Plan (and any updates thereto) and irdtion/press
releases published on the institutional websitdefMinistry of Health.
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Toth 2018). Sweden and Spain look instead moradibi@ their vaccination policies, offering
vaccines free of charge on a voluntary basis: famngle, both countries just recommend routine
vaccination for children, not requiring vaccine giofor school attendance (EXPH 2018). However,
if we look at trends in childhood measles vaccoratver the last decade, we see that although the
use of increased intrusiveness has led to an upsurgaccination in Italy and especially France, th
two countries where vaccination is voluntary hawesistently achieved over 90% coverage (Table
1).

Tab. 1: Measles vaccination coverage - WHO/UNICEFalnt Estimates of National Immunization Coverage

2023 2022 2021 2020 2019 2018 2017 2016 2015 2014013 2
FRA 93% 92% 91% 90% 86% 83% 80% 80% 79% 7% 75%
ITA 85% 85% 86% 86% 88% 89% 86% 82% 83% 83% 84%
POL 86% 86% 86% 86% 91% 92% 93% 93% 94% 95% 93%
SPA 92% 92% 91% 94% 94% 94% 93% 95% 94% 93% 91%
SWE 92% 91% 91% 92% 93% 94% 95% 95% 95% 95% 95%

Source: Data retrieved frofitps://immunizationdata.who.int/

3.2. Citizens’ attitudes towards vaccines

Spain and Sweden share a relatively high levebafidence in vaccines among their populations.
According to a worldwide survey conducted in 204 part of the Vaccine Confidence Project, nearly
90% of people in both countries believed vaccinessafe. This contrasts with just over 80% in
Poland, 75% in Italy, and 50% in France. By 20h8,figure in Spain had risen further, as had those
in ltaly and France, against a constant Europeanage. Sweden, however, saw a slight decrease,
while Poland experienced a significant drop of acbtien percentage points, the largest among
European countries, making it one of the EU coastmost skeptical about vaccines alongside
France (European Commission 2018) (Table 2).

Tab. 2: Vaccine confidence in the five countries i2015 and 2018

% of respondents who agree with the statement inasare
safe" (sum of "tend to agree" and "strongly agresponses)

201¢ 201¢
Franct 5C 70
Italy 75 85
Polanc 81 72
Spair 8¢ 92
Swedel 8¢ 84
EU (28) 83 83

Source: Vaccine Confidence Projduitps://www.vaccineconfidence.org/vci/data-and-reifiogy/

The literature attributes the differing attitudesvards vaccines and the varying degrees of vaccine
hesitancy in these five countries to several factlr France, the rise in anti-vaccine sentiment ca
be traced back to controversial campaigns agaepsititis B in the late 1990s and influenza in 2008,
which fueled a spiral of mistrust and criticismgaivernment vaccination policies (Ward et al. 2018).
In Poland, the decline in confidence in vaccinatgopartially explained by the growth of anti-vaoei
movements such as the STOP NOP group, which diss¢sai anti-vaccine information and provided

a platform for vaccine-refusal opinions on sociadia (Klimiuk et al. 2021). These groups found
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supporters in the Polish parliament, including memiwof the nationalistic Kukiz’15 party and some
members of the right-wing populist Law and Justiees) party, which has governed the country
since 2015. Since 2018, they have also received spgport from the far-right party Konfederacja
(Wréblewski et al. 2022), which is currently in agition.

There is evidence linking rising vaccine hesitartoyincreasing support for populist or anti-
establishment parties in other Western Europeantdes, including Italy (5SM, Lega, Fdl), Spain
(Vox), France (Front National), and Sweden (Swddemocrats) (Kennedy 2019). With the partial
exception of Italy, all these parties were in oppas at the start of the Covid-19 vaccination
campaign. This allowed them to exploit vaccine sképn to gain consensus, particularly in contexts
of low trust in national institutions and the hbadystem. The literature also supports the hypathes
of an inverse relationship between vaccine hesjtand trust in institutions (whether representative
institutions or the national health system) ancersoe (Gori et al. 2023). A large-scale survey
conducted by the Cattaneo Institute at the endd@bZhows that among our five countries, Poland
has the lowest overall confidence, while Swedenthasighest trust. Poland also has the highest
proportion of people believing in pandemic and waeconspiracy theories (Table 3).

Tab. 3: Public opinions in the five countries in Deember 2020

Conspiracy beliefs (% of respondents
who believe the statement "the virus has

Trust in national Trust in healthcare been spread by multinational
Parliament (%, sum of system (%, sum of P y mu

pharmaceutical companies now ready to

scores 6-10) scores 6-10) . . 2

make huge profits by selling the vaccine

is true

Franct 43 72 22
Italy 41 74 20
Polanc 21 43 3C
Spair 34 73 24
Swede! 56 7¢ 17

Source: Istituto Cattaneo (2021) "The impact of i@l pandemic crisis on European public opinion™.

Our observations are further confirmed when we emanpeople's attitudes towards Covid-19
vaccination in mid-2020, when vaccines were angitdd to be available shortly, but the vaccination
campaign had not yet begun. As shown in Tableethtbhest levels of outright refusal or hesitancy
(including those who refused but were unsure, &odd who did not know) were found in France
and Poland, the two countries with the most prooedrgeneral reluctance to vaccinate. Conversely,
the potential willingness to vaccinate (combinihgge who were certain and those who tended to be
certain) was highest in Spain and Italy—the twontdas most affected in the early phase of the
pandemic, where a higher perceived risk of illnmsg lower complacency might be expected—as
well as in Sweden.

Tab. 4: Covid-19 vaccine potential acceptance in éhfive countries in June 2020

% of agreement with the statement "If a Covid-18cige is proven safe and effective and is
available to me, | will take it"

Complete  Refusal but not . Acceptance Complete
Don't know Total
refusal sure but not sure  acceptance

Franct 11 7 23 29 3C 10C
Italy 8 7 15 27 44 10C
Polanc 18 1C 1€ 20 36 10C
Spair 6 7 12 21 53 10C
Swedel 8 9 18 20 46 10C

Source: Lazarus et al. (2021a).



In each country, additional cautionary elementscientain social groups emerge. For example, in
both France and Sweden, reluctance to vaccinateylarly affects first-generation immigrants,
especially those living in low-income urban areasl,an the case of France, inhabitants of the
Overseas Departments (Bajos et al. 2022; Raffetl. 2022). In Italy, as in Spain, given the high
degree of decentralization in health systems, smmeerns relate to the traditionally wide dispesti

in administrative capacity between different regiand the special autonomy of some regions based
on historical reasons, which may result in highelswof distrust towards the central government
(Lazarus et al. 2021b; Raffetti et al. 2022). Idad, concerns about regional and local differences
in access to vaccines are significant, especidtér ¢he public health emergency caused by Covid-
19: indeed, during the pandemic, 74.9% of Poles diffcculty accessing a doctor for matters
unrelated to Covid-19, particularly people from momically disadvantaged regions (Makowska et
al. 2022).

The attitudes of healthcare workers towards theiwacalso deserve attention. Although vaccine
hesitancy is generally lower among healthcare wsrkban the general population (European
Commission 2018), there were concerns during thed=9 vaccination campaign. For instance, in
France, about one-third of healthcare professiohal@eved that the Covid-19 vaccine does not
protect against the virus and is ineffective agatrsnsmission (European Commission 2022).
Additionally, in France and Poland, only 78% of Itie@are professionals would recommend the
vaccine to their patients, compared to 90% in Spath94% in Italy (Alasmari et al. 2022). Indeed,
vaccine hesitancy among healthcare workers, edjyeggneral practitioners, is crucial to the susces
of any vaccination campaign, as they are genecalhgidered the most trusted source of information
on vaccines by the public (European Commission 2018

On the eve of the Covid-19 vaccination campaiga fitve countries faced thus a common challenge:
to move forward with immunization in an attemptachieve herd immunity. However, they had
potentially very different target populations inmes of trust, beliefs, and the extent of vaccine
hesitancy, despite some common socio-demographi@acteristics that make people more likely to
hesitate: female gender, young age, low educagiosl,| and low income (Lazarus et al. 2021a).

4. Vaccination campaigns in the five countries: whovhen, and how

In this section, we analyze the strategies addpyegbvernments between the end of December 2020
and the beginning of 2022. We compare the initedigih of vaccination strategies, the mix of
instruments used, and how governments moved updder of intrusiveness, identifying similarities
and differences.

4.1. Overall organization

Vaccination against Covid-19 in Europe symbolicaflsrted on 27 December 2020 in all Member
States. By that date, all five countries had alygaépared their vaccination plans. Each plan dsfin
the campaign's milestones, including operationaspaoasibilities, vaccination priorities,
registration/enroliment procedures, and the eshbilent of vaccination points. These aspects are
fundamental for analyzing the design of governme&mategies and their impact on access to
vaccination, especially in the early stages ofcimpaign when vaccine availability was limited.
Sweden announced a national vaccination strategnstgCovid-19 as early as May 2020, entrusting
the Public Health Agency (PHA) — supported by segfidemiologists — to develop a ptawhich

was then issued on 31 August 2020. In France, theeHAutorité de Santé (HAS, an independent,
scientific-based national public authority) had lmied preliminary recommendations on the Covid-

3 “Government to develop a national strategy fomgwal Covid-19 vaccine”, Sverigesradio, 20 May 2020



19 vaccination strategy at the end of July Z02@d the Plan was announced by the government on
3 December, as a result of collaboration betweépmel health authorities and the appointed Covid-
19 Emergency Scientific Committee, composed mairilyirologists (Cambon et al. 2022). Both
Spain and Italy went public with their vaccinatiplans on 2 December. However, while in Italy, the
Plan was designed by an intersectoral team camgisfibureaucrats from the Ministry of Health and
Civil Protection and academic experts in health statistics (Profeti 2022), the Spanish strategly ha
been issued by a multidisciplinary Covid-19 Vactioa Technical Working Group (including
specialists from scientific societies, experts ioethics, sociology, and methodology) coordinated
by the Ministry of Health (Luceron et al. 2021).€T8panish government was also actively supported
by scientific societies (Lazarus et al. 2021b)Pbland, instead, the Council of Ministers adopted a
internal resolution on the adoption of the NatioRedgram of Vaccination against Covid-19 on 15
December 2020 and the Plan was organized directly by the Officthe Prime Ministér however,

it was not until mid-January 2021 that the ordevaxfcination was sanctioned in an ordinance of the
Minister of Health (Kocada and Zagbska-Michaluk 2022).

Although in all EU countries central governments agsponsible for procuring and distributing
vaccine doses, dealing directly with European tustins (Antonini et al. 2022), the tasks and
responsibilities allocated in the various vacciortplans differ according to the specific national
institutional configurations in the health sectarFrance and Poland, whose health systems akhg fair
centralized, the national government determines gherities and phases of the vaccination
campaign, organizes vaccination points, and imprgsnmeasures to encourage public compliance,
while the regions are tasked with implementing ar@haging the uptake. In Italy and Spain, where
the health system is highly regionalized, the @ngovernment defines the general strategy,
guidelines, and principles, and coordinates anditmiathe actions of the regions. The regions netai
autonomy in organizing vaccine administration aegafoping ad hoc policy measures (ibidem).
However, there are significant differences in tbeial degree of autonomy enjoyed by the regions.
In Spain, since the beginning of the campaign, dioation between the central government and the
regions has been ensured by the Inter-territormalrCil of the National Health System (ICNHS). In
Italy, by contrast, the forum formally designatedensure coordination between the State and the
regions (the State-Regions Conference) played @ warginal role in the preparation of the
vaccination campaign and the management of thegpaiced Interinstitutional cooperation was
largely left to informal negotiations between tléewvant ministries and the presidents of the regjion
(Baldi and Profeti 2020). As a result, the regitanenched vaccination campaigns in a haphazard
manner, leading to very different outcomes and ptomy the central government to gradually
centralize key decisions by setting strict targetislarch 2021 (Profeti 2022). Finally, Sweden goes
the furthest in decentralizing the campaign. Altfjothe vaccination strategy is planned centrally,
all responsibility for handling the vaccine rollduas been placed on Sweden’s 21 regions, which
appoint their vaccine coordinators and set themmaonication strategies (Warren and Lofstedt
2022).

Beyond these different approaches, one common elemeall national strategies is setting
vaccination priorities. In line with European Uniguidelines, each country identifies the categories
with priority access to vaccination and then defisebsequent phases, gradually expanding the target
groups until mass vaccination begins. Generallgamon-mutually exclusive criteria have been used
to identify priority categories: age, health vuklgitity, and professional risk (e.g., healthcare
workers). Italy is the only country that combindislaree criteria in the first phase; France, Swede
and Spain combine professional risk with high veaibdity, while Poland prioritizes only healthcare

4“Vaccins Covid-19: quelle stratégie de priorisat@/'initiation de la campagne?”, HAS Press rede@9 November
2020.

5 “Uchwata w sprawie przggia Narodowego Programu Szczeppzeciw COVID-19”, Prime Minister Press release,
15 December 2020.

6 “Poland country snapshot: public health agenanekss®rvices in the response to COVID-19”, Europg@hservatory
on Health Systems and Policies, Newsletter 1 M2a2P.



workers. Regarding the administration of the vaecltaly, France, and Poland initially prioritized
the creation of large vaccination centers withmmalbooking systems. Only later did access become
more flexible. For example, in Italy, between sgrand summer 2021, the government entered into
specific agreements with general practitionersaicinate patients in their surgeries and also aitbw
vaccines to be administered in local pharmaciesf€®r2022). A similar approach was adopted in
Poland from September 2021n France, vaccination will also be possible porgs centers and
stadiums from April 2021 (Cambon et al. 2022). Span the other hand, is planning a more
diversified strategy from the outset, with the ti@a of mega-vaccination centers alongside the
possibility of vaccination in GP surgeries and mpajlic buildings (such as markets and museums),
which can be activated on demand (Antonini 202R).Sweden, the organization of vaccine
administration is also decided at the regionallldweall countries, vaccine doses can be admiraste

by certified medical personnel (e.g., doctors, m@dassistants, nurses, midwives). However, there
is progressive flexibilization during the vaccimaticampaign. For example, in Italy and Spain,edtir
doctors can be involved (on a paid basis); in Feafiefighters who have undergone special training
are allowed to administer vaccines. In Poland, wadand nursing students can also administer
vaccines starting from April 2021 (Kocanda and Baka-Michaluk 2022).

4.2. Policy instruments: mixes and sequences

As for the choice of policy tools, the analysisofficial documents and secondary literature review
revealed that in all five cases governments hanaally climbed the intrusiveness scale, startirth wi
minimally intrusive measures and progressivelyodtrcing instruments aimed at conditioning the
target audience's behavior. However, the sequemitlkesvhich to climb the ladder and the rung at
which to decide to stop vary consistently. The itkefar each country are shown in Figure 2, which
juxtaposes the policy measures governments hadeigltg introduced with vaccination trends over
time. Instead, we present below the choices matiheifive countries by type of instrument to pravid
a comparative look at each rung of the intrusivenadder. Finally, a summary comparing the five
countries is presented in Table 5.

Plain information All five countries used plain information toolGréughout the vaccination
campaigns to inform the public about the differgypes of vaccines available, their suitability
according to age group, and the logistical and aperal modalities for vaccine booking.
Institutional websites, brochures, FAQs, and frefplimes were included in all vaccination plans and
developed between January and February 2021. &paispecial case, as the Spanish Agency for
Medicines and Medical Devices (a governmental agdrelonging to the Ministry of Health)
launched a large-scale information campaign oninacgafety (#VacunasConGarantias) as soon as
the vaccines were authorized for marketing in Eardp France and Sweden, particular attention was
given to the development of multilingual informatidSeveral studies, however, have highlighted
certain shortcomings in how some governments conoated the priorities and recommendations
for different age groups, particularly in the eastgges of the immunization program. For example,
in France, in January 2021, President Macron plybbktated that he considered AstraZeneca’'s
vaccine ineffective for the over-65 age group. Tiuisled considerable confusion and suspicion
when, a few weeks later, the recommendations objaan health authorities contradicted his
statement (Evans and French 2021; Warren and ldd8022). Similar, though less dramatic, effects
were observed in other countries, with vaccine ketéeclining in the weeks following government
officials' and health authorities' announcementsualbhe suspension of AstraZeneca's vaccine in
March 2021 and the subsequent revision of prigritied phases (Agosti et al. 2022). In Poland, the
only country in our study that did not suspend &8émeca's use after the EMA warning, the timetable
for including social groups and age categorieshim program changed several times, and these
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changes were not always communicated transparantiycomprehensibly to the target population
(Wréblewski et al. 2022).

Hortatory tools and nudging strategié&’hen it comes to hortatory tools, all five cougsgrpreferred
methods based on persuasion and exhortation. ExXoepa few tough-sounding speeches by
government leaders at critical moments in the wvetomn campaigh the institutional
communication used to promote vaccination was pesih tone, without any “scare tactics”. It
highlighted the benefits of vaccination and theifpasimpact on individuals and their loved ones.
In July 2021, the French government launched tmepe#gn "The Vaccine May Have Desirable
Effects,” designed to urge the youngest cohorgsrbynoting personal freedom and individualism as
benefits of vaccination. In Spain, the #Yomevacegoso campaign, also aimed primarily at young
people, was launched in April 2021. It consisteditoke 20-second spots featuring a nurse, a
virologist, and a pensioner to convey both an eomali and evidence-based message in favor of
vaccination. In Italy, a similar campaign comprgsaseries of TV spots called "The Hugging Room"
was carried out at the beginning of the vaccinat@ampaign. It was mainly emotional, highlighting
the civil and caring responsibility towards othé¢Psofeti and Toth 2023). A campaign that lies
somewhere between hortatory tools and nudginggistétian TV spot "Let's Take Back the Taste of
the Future,” launched in June 2021, in which famepsrts and entertainment personalities
encouraged Italians to get vaccinated to resurné sdcial life in the run-up to summer (Profetdan
Toth 2023). Similarly, the Polish government's camgp "The Last Straight,” launched in May 2021,
featured 50 Polish sports and cultural icons pramgovaccination as the only way to return to
normality (Macalik 2021). Besides exhortation, niggtools aimed at easing people's daily lives
and lessening the burden associated with the chioidee vaccinated were recurrent in all five
countries. In France and Sweden, corrective messuege taken from the early months of the
campaign to make vaccine access less troublesamb,as reducing the paperwork for booking
(France) and providing facilitated procedures far most vulnerable groups, like mobile teams and
weekend vaccination slots (Sweden). Several Swedgbns also launched experimental initiatives
during the summer. For example, Region Uppsala $ettérs with pre-booked vaccination
appointments to residents aged 16-17 (Bonandér 2022), and the Smaland region planned to use
vaccination buses and repurpose Covid-19 tentstease the vaccination rate in socio-economically
disadvantaged areas with many foreign-born resiiefihe other three countries also had similar
initiatives during the summer months. In Poland government tried to involve family GPs to
contact their over 60 patients encouraging themwatizinate, and envisaged phone calls to people
who had not yet registered to propose a vaccinappointment. Some flexibilization of the rollout
was introduced, such as mobile vaccination poinitsng mass events, the option to receive the
second dose at any point, special solutions fatiiesl people, and the possibility for the over t60s
receive their jab at hort The regions of Italy and Spain have also takemerous initiatives to
make uptake more flexible and to set up walk-incuzation points as of summer 2021 (Profeti 2022;
Serrano-Alarcon et al. 2023).

Positive incentivesOf our five countries, only Poland and Sweden ysegitive financial incentives
to encourage vaccination. In Sweden, these ingesitieere included in the design of the vaccination

8 For example, in January 2022 the French PresManton released an interview saying “the unvaceigatreally want
to piss them off. And so we're going to continuagndo until the end. That's the strategy”. Eversher was the message
delivered by Italian Prime Minister Mario Draghi duly 2021: “The appeal not to get vaccinated isppeal to die,
basically. You don’t get vaccinated, you get sigku die. Or you kill: you don’t get vaccinated, yget sick, you
contaminate, someone dies”.

9 “Nu planeras covid-bussar och talt for att vacanetlandsfodda”, Sveriges Television newsletteéseptember 2021.
10 sSee “Polish government urges doctors to contaet-60s who have not received Covid vaccine”, Nfras Poland,
13 May 2021; “Polish government begins calling wuiaated people to encourage registration”, Nates fPoland,

29 June 2021.
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campaign and allocated to the regions based onriikiut results®. In Poland, on the other hand,
incentives were targeted at the population, wittich lottery for those vaccinated (in July 2021)
(Kuznetsova et al. 2022), and at family doctors anahicipalities, based on the number of newly
vaccinateé. In Sweden, Italy, and Spain, positive incentigls® came in the form of easing Covid-
19 restrictions for vaccinated people. In Spaim, égample, since the end of June 2021, people
already vaccinated will not have to quarantine ttuelose contact with a positive case (van Kessel
et al. 2023). In Italy, as of April 2021, peopldding a European digital certificate of vaccination
against Covid-19 were allowed to travel to and friv@ "red" regions (i.e., those where movement
restrictions applied based on parameters of irdaceverity) (Profeti and Toth 2023). Still, in Apr
Sweden eased restrictions on elderly citizens waftleast one vaccination shot, allowing them to
meet others outside their socially-distanced bubl#gen indoors — and go to the shops ddain

Negative incentives and personal restrictiongrms of negative incentives, the differencesveen

the five countries are even greater. Italy and €égamployed the highest use of negative incentives,
which became the cornerstone of their vaccinatampmaigns from the summer of 2021. In both
cases, during the summer and with the advent oD#lta variant, the European digital certificate
was transformed into a tool restricting the freedarhthe unvaccinated. France was the first to act,
with President Macron announcing the introductiba omational “sanitary pass” on 12 July, which
came into full effect on 9 August 2021. PresentechaR code, a long-term sanitary pass was
obtained after full vaccination (two doses, or dose in the case of a documented previous Covid-
19 infection), and a short-term version could btamled with a negative Covid-19 test (Ward et al.
2022). The pass was required in most cultural ifees| both indoors and outdoors, and in health
structures. Italy introduced a similar measureva feeeks later, with full validity as of 6 August
(Profeti 2022). Over the following weeks, the aligovernment further increased the intrusiveness
by extending the range of activities requiring saaitary pass: first to schools and public transpor
(from early September), then to workplaces (OctpbdeNovember, in response to the spread of the
new Omicron variant, a vaccination pass was adaol¢ldet sanitary pass, meaning a certificate could
only be obtained through vaccination. Removingdpeout option of a negative swab transformed
the certificate from a negative incentive into awee restriction of personal choice. The vaccine
pass was first required for access to leisure iiesend of November), then for all activitiexept

the workplace (end of December), and finally fae thorkplace as well, but only for those over 50
(February 2022) (Profeti 2022). The penalty for «wompliance, including suspension from work
without pay and a fine of up to 1,500 euros, lethedo call the vaccination pass “a disguised
mandate” to avoid compensating citizens in the egtadverse effecté France followed a similar,
though less radical, path: the government annouitsedtention to change the sanitary pass into a
vaccine pass in December 2021, but it would sélréquired only for leisure and cultural activities
cafés and restaurants, shopping malls, hospittisement homes, and for long-distance journeys
(Débarre et al. 2022No other country scored as high on the intrusiveseale. In Spain, no central
government action was envisaged. However, sevegams introduced sanitary passes to access
hospitals, nursing homes, bars and restaurantspetedtially crowded venues between November
and December 2021 In Sweden, the vaccination pass was a requirefoeatcess to meetings and

11 “Agreement on implementation of vaccination agaawvid-19, 2021”7, Ministry of Social Affairs andv@den's
Municipalities and Regions, 10 December 2020.

12“polish municipalities incentivised to vaccinateople in race to 75%”, Euractiv News, 27 May 2021.

B “Sweden eases restrictions on people who haveCkadD vaccination”, Reuters, 16 April 2021.

14 “Meloni attacca sul Green pass: «E un obbligo ede mascherato per non risarcire in caso di probi”, Open
Online, 7 August 2021.

15“Covid passports in Spain: A region-by-region te@vn of where they are required, and for whiclivits”, El
Pais (English version), 26 November 2021.
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events with more than 100 participants betweenetige of November 2021 and the beginning of
February 202%. Finally, in Poland, no provision of this kind Hasen made (Walkowiak et al. 2021).

Mandates:In line with the voluntary approach that charaaesitheir 'normal’ vaccination policies,
Spain and Sweden did not introduce any form of adegry vaccination, not even for health care
workers, and either country has never considere@ption at both central and regional levels.

On the other hand, Italy is the case that goedutibest up the ladder: it was the first country in
Europe to provide for compulsory vaccination aga@svid-19 for all medical and healthcare
personnel in April 2021, for nursing home staffOetober, for school and university staff and the
police in November, and for the entire populatimero50 in February 2022. The last stage, that of
the over-50s, was the most politically controvdrafihough the government's official justification
was that the over-50s have a higher incidencewaredorms of the disease, the decision looked like
a compromise between the governing parties, sonvehath (in particular the right-wing League
party), were strongly opposed to compulsory vadmna The same interpretation applies if we
consider non-compliance fines, which are considgralwer than in other European countries (i.e.,
€100 once; Profeti and Toth 2023). Instead, congpylgaccination was limited to health and medical
personnel in both France and Poland. In Francead in place from September 2021 and also
involved retirement home workers, private doctdirs, service members, and people caring for the
elderly or infirm in their homé$. Announced in July alongside the introductionhaf sanitary pass,
the measure sparked fears of growing discontetit Miacron ahead of the presidential election the
following April, with thousands taking to the stteand far-right parties and yellow vest movement
mobilizing in a series of heated protests acrosstuntry?®.

In Poland, by contrast, the obligation will only imroduced as of 1 March 2022, after months of
debate and some steps backward. The Polish Primmastelis Medical Council officially
recommended the introduction of some form of commyl vaccination in July 2021 (Olszowski et
al. 2022). However, the idea of introducing thererefor certain categories, had caused tension in
the government coalition, consisting of several seomative parties worried about losing their
political consensus on the issue of vaccines (Waeaitkio and Walkowiak 2021). Therefore, the
government's approach has been very cautious amd b had decided to go ahead with the
obligation for certain categories, rather haphazatee announcement of the obligation for health
workers in December 2021 envisaged the extensidineofneasure to other professional categories,
such as teachers and the police. However, the nefatahese categories was withdrawn in January
2022 before it entered into force (Walkowiak et24121).

16 “Sweden to introduce vaccine passes for events@f 100 people”, The Local Sweden, 17 Novembef 202
17 “French vaccine mandate for healthcare workerssaifect”, France 24, 15 September 2021.
18 “France forced to soften rules after coronavimeeg pass backlash”, Politico.eu, 20 July 2021.
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Fig. 2: Weekly trend of first doses uptake and tintig of policy instruments in the five countries

Source:

France

Data from Covid Vaccine Tracker - ECDC, andlysis done by the authors
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Tab.5

. Policy instruments used by each country.

2JAN2022

Aamparative overview.

2JAN2022
9JAN2022
16JAN2022

9JAN2022

16JAN2022
23JAN2022
30JAN2022
6FEB2022
13FEB2022
20FEB2022
27FEB2022
6MAR2022
13MAR2022
20MAR2022
27MAR2022

Restrictions
related to
vaccination
certificates are
removed

23JAN2022
30JAN2022
6FEB2022
13FEB2022
20FEB2022
27FEB2022
6MAR2022
13MAR2022
20MAR2022
27MAR2022

Plain information

Hortatory/Nudging
Tools

Positive
incentives

Negative Incentives

and Personal
Restrictions

Mandates

FRA

Some

miscommunications

at political level

Targeted to young Non-financial:
people. Some nudge easing Covid-19

initiatives to make
getting vaccinated
less burdenson

restrictions for
vaccinated
people

Health pass and
vaccine pass (no
workplace).

Only healthcare
workers

ITA

Some hesitation
and contradictory
communication
during the

AstraZeneca affair

Some nudge
initiatives at the
regional levels to
make getting
vaccinated less
burdensome. No
specific targe

Non-financial:
easing Covid-19
restrictions for
vaccinated
people

Health pass and

vaccine pass (also

workplace).

Healthcare
workers,
school/university
staff, police. All
the over 50s in
Feb. 2022.

POL

Lack of
transparency in
communicating

Some nudge

initiatives based on
default mechanisms

(pre-schedulec

Financial

No

Only healthcare
workers
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changes in appointments). No

priorities specific targe

SPA  Involvement of Targeted to young Non-financial: Health pass for a No
medical agencies in people. easing Covid-19 limited time span only
the design of Some nudge restrictions for in some regions (no
communication initiatives at the vaccinated workplace)
initiatives regional levels to people

make getting
vaccinated less

burdensom
SWE Depending on the Depending onthe Financial Health pass for a No
Regions. Regions. limited time span (no
Some regional workplace)
experimental nudge
initiatives. No

specific targe

5. Discussion

Let us now discuss the empirical evidence presestéalr in the light of our initial research quess.
Firstly, we were interested in whether, and to wddent, the governments of the countries under
study had taken into account the characteristitsefarget population, including vaccine hesitancy
when deciding on the policy instruments to be usgoromote the Covid-19 vaccination campaign.
In this respect, our analysis shows that a camfaessment of the target population — and of their
attitudes towards the vaccine — is almost abseatl ioountries. If the objective of the vaccination
strategy was to increase the coverage of the ptiguilaaccinated, attention should have been paid
to tailoring the instruments especially to thosewfbr a variety of reasons, have more severe doubt
or hesitations about vaccination, assuming thasgheho are in favor in principle (or just have a
wait-and-see attitude) eventually will do so anyw&ag the best of our knowledge, in the cases we
have examined, only Spain and Sweden have usei@stand monitoring of vaccine hesitancy when
(re)designing their strategies: in Spain, the COS&n projecf, carried out by the Carlos IlI
Health Institute in collaboration with the Ministo§ Health, the WHO and two regional universities;
in Sweden, surveys on vaccine hesitancy were sgrév@ry month by the Public Health Ageffty
However, perhaps due to the highly decentralizé¢drazof the vaccination campaigns in the two
countries, even in these cases, the choice olimstnts to be used at national level does not seem t
have taken much account of the data collected itor tpolicies to different segments of the
population. In particular, the main criticism stemghfrom the analysis of the literature is that all
countries, albeit to varying degrees, failed tacatate their campaigns in such a way as to infbgen
people who are more difficult to reach because #reyfurther away from the institutional radar for
social, economic, and cultural reasons. For examplele it is true that many of the vibrant
communication campaigns and negative incentivesldped during the summer 2021 in almost all
five countries were successful in persuading sofrieeoyoung, complacent audience to vaccinate,
they probably failed to scratch the hard core dditaéon, which is based on the confidence
dimension, such as low trust in science, or mistéi®oth the decision-making authorities and the
health care system, as in Poland (Walkowiak anck@veédk 2021). On the other hand, although the
sanitary pass effectively encouraged some comptaretividuals to book their vaccination
appointments, it did not address all barriers tcuraation, particularly those related to conveneenc
For instance, the elderly and the most marginalgredps do not engage in many activities covered

19 hitps://portalcne.isciii.es/cosmo-spain/

20 “Resultat for befolkningens acceptans for vacdamamot covid-19”, Public Health Agency of Swedseage
https://www.folkhalsomyndigheten.se/folkhalsoragpaong-statistik/statistikdatabaser-och-
visualisering/vaccinationsstatistik/statistik-foaecination-mot-covid-19/acceptans-for-vaccinatiootrovid-19/
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by the pass (Ward et al. 2022). Additionally, as plass is largely associated with pay-for actisitie
(such as restaurants and tourism), its persua$iget eould be limited among poorer populations,
who are more likely to be vaccine-hesitant (Débatral. 2022).

Large-scale survey data on vaccine hesitancy befotdeafter the Covid-19 campaigns tell us very
little about the coherence of policy instrumentd &arget populations. However, some case studies
suggest that, even in cases where more than suificaccination coverage was achieved (such as in
Spain and Italy, but also in France), the Covidrd€cination campaigns did not eliminate the chronic
health inequalities that plague the countries ustiety, whether related to the socio-economic statu
of the beneficiaries or to the fact that they live particular area of the country (Bardosh e2@R2;
Larsson et al. 2022; Débarre et al. 2022; Walkowiadk Walkowiak 2021; Ward et al. 2022; Lazarus
et al. 2021b).

The type of analysis we have conducted does notvalk to determine whether and to what extent
the mismatch between policy instruments and thélerof vaccine recipients is the result of a lack
of attention to the problem on the part of publatigy-makers, or to what extent it is the result of
deliberate choices. Nevertheless, we can make Bgpwheses on the basis of the other factors that
may influence decisions on policy instruments, Whwere the subject of our second research
guestion: the legacy of immunization policies ahé brganization of health systems, and the
conditions of political feasibility of decisionsn@he first point, in all five cases, the organizatof

the immunization effort (in terms of the divisiohlabor between the center and the periphery, and
the coordination arrangements) has been very mhegbesl by the organization of the health sector.
Besides, in most cases, it appears that vaccinptibey legacies have influenced choices regarding
intrusiveness in selecting policy instruments foorpoting compliance. Spain and Sweden, for
example, followed the same voluntary approach tovidG@9 vaccination as their regular
immunization policies. They did not go as highlas top of the intrusiveness ladder and did not go
beyond the incentive rungs, mainly using instrureémimake vaccination convenient but leaving the
choice of whether to vaccinate, albeit at somespnahe case of negative incentives. In France and
above all, in Italy, that have a tradition of cortgmuy vaccination (especially for routine childhood
vaccinations), also the Covid-19 vaccine has bershgd further up the intrusiveness scale.

In this respect, our analysis seems to confirm hiipothesis—consistent with findings from
comparative studies in other countries (Cacacd. &024)—that the choice of how to set up the
vaccination campaign and which policy instrumemtsuse depends largely on context-specific
institutional legacies. On the one hand, relyingaiready established procedures, routines, and
implementation structures is a shortcut in casesh-s1$ Covid-19 vaccination—characterized by
high uncertainty and the need for rapid decisiokinga On the other hand, using instruments
compatible with past legacies and already intezedliby the public can reduce the uncertainty
regarding the social acceptability of the propas@dtions. Such arguments may override evidence-
based considerations of target group profiles, bothe initial setting of the vaccination campaign
and in the review of the policy mix as it progresse

However, the Polish case is an exception to thpothesis. Despite a well-established approach to
compulsory vaccination, the Polish Covid-19 vactoracampaign was very lenient towards the
hesitant, focusing mainly on persuasion initiatigesl material incentives such as state-run lotterie
and prizes for citizens and operators. Despite meesendations from many Polish health
professionals, the populist government repeatesflysed to mandate vaccination, seeking to avoid
losing the political support of the vaccine-skeptisegment of their electorate (Walkowiak and
Walkowiak 2021). The presence of vaccine-skeptizaties in the government majority, albeit
minoritarian, also partly influenced the decisiaighe Italian government. On the one hand, the
intrusive measures introduced since the summerQ@fL Asuch as the health pass) have been
accompanied by exceptions and derogations, addyitbee@rous such as frequent swabs, which still
allow alternative methods to vaccination to avastrictions (Profeti 2022). On the other hand, even
the most intrusive measure, mandatory vaccinatorifose over 50, is accompanied by penalties
and fines that are so low as to have little deteredfect (Profeti and Toth 2023). Much of the
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literature to date has emphasized the relationséiween the political orientation of the population
and vaccine hesitancy. Based on our analysis, wpoge a further hypothesis: the presence in
government of parties with skeptical attitudes talgavaccines, or at least with an electoral base
characterized by high levels of vaccine hesitancyafusal, may affect the choice of policy
instruments by preventing or substantially limitihg use of more intrusive measures. The empirical
evidence we present is not sufficient to confirra éxternal validity of this hypothesis, but future
comparative research could test it.

The last point we would like to discuss extendsdnelyour empirical analysis and transcends the
purposes of this article, which, as mentioned @itiiroduction, does not address the effectiveness
of the instruments adopted. This point concernglifierence between vaccine hesitancy and outright
refusal. Table 6 shows that while vaccine hesitasiggificantly decreased in all countries between
the start of the Covid-19 vaccination campaign €J2620) and early 2022, this reduction occurred
largely before the introduction of more intrusiveasures (summer 2021). This is likely because, as
the vaccination campaign progressed, it becamerapithat those who were vaccinated (especially
relatives and friends) did not experience majoe gflects. However, it is also true that between th
summer of 2021 and the early months of 2022, vactiesitancy fell by at least another ten
percentage points in all countries except Polarmhably due to government initiatives.

In contrast, almost everywhere, even where compplgaccination was introduced for a large part
of the population, such as in Italy, the residualportion of those who outright refuse vaccination
remains more or less constant and is more resitbaohange. The distinction between vaccine
hesitancy and outright refusal is well-establishrethe literature but is not yet fully understoogd b
decision-makers. As a result, they may make mistakecommunication (using aggressive and
threatening tones indiscriminately) and in asses#ie toolkit to increase compliance within the
target group (Bardosh et al. 2022). From this pmsspe, closer interaction between vaccine
hesitancy scholars and policy-makers would be adés

Tab. 6: Trends in vaccine hesitancy and refusal, hwe 2020 — February 2022

Vaccine refusi (%) Vaccine hesitanc (%)

June 202 11 5¢
between September 2020 and February 1¢ 5¢
France
May 202: 11 24
February 202 7 7
June 202 8 4¢
Italy between September 2020 and February 1C 6C
May 202: 6 21
February 202 4 4
June 202 18 4€
Poland May 202: 15 2€
February 202 13 18
June 202 6 4C
Spain May 202! 4 1€
February 202 2 5
June 202 8 4€
between September 2020 and February 9 52
Sweden
May 202: 6 2C
February 202 6 7

Source: Data elaboration from Lazarus et al. (2D2data collected in June 2020); Lindholt et a0Z2) (data collected
between September 2020 and February 2021); Eurdpeammission (2021) (Data collected in May 2021)rdpean
Commission (2022) (Data collected in February 2022)

17



6. Concluding remarks

This article reviewed the strategies of five Euapeountries for promoting vaccine uptake against
Covid-19. The study revealed significant differemoethe design of vaccination campaigns and how
governments moved up the ladder of intrusivenasgely attributable to the organization of national
health systems, vaccination policy legacies, aritiqad-strategic considerations. However, the gtud
also found that none of the five countries’ strasgppeared to have explicitly and thoughtfully
considered the different facets of vaccine hesytaamd the diverse profiles of the target population
The material collected and the analysis conducied ais to draw some lessons and conclude this
work with recommendations for policy-makers.

First, when designing large-scale vaccination cagnsa attention should be paid to the multifaceted
nature of vaccine hesitancy. It is crucial to dgigtiish between those who are hesitant and those who
refuse vaccination on principle, and to understiweddifferent motivations that lead the hesitant to
procrastinate (e.g., fear of adverse effects, h@echore information, underestimation of the digeas
risk, personal health concerns, lack of time, et€pnsidering these factors, along with
sociodemographic, economic, and trust profiles, ldicallow policy-makers to anticipate the
expected behavior of the target group and divetkiyportfolio of policy instruments, using diffete
levers to motivate different segments of the pulffiench et al. 2020; Thaker et al. 2023). In the
cases we examined, all governments used a vafietgtouments but mostly did so by piling them
on top of each other through trial and error, withmuch attempt to differentiate between targets.
Second, to "know their target," policy-makers nagdrmation before planning their vaccination
strategy to build consensus and identify the béstirmeasures to address fears and fuel motivation
(French et al. 2020). Therefore, it is essentiapfaicy-makers to work systematically not only hwvit
health and epidemiological experts but also withvey institutes and social scientists who can
provide the necessary information to delineateedfit population segments. Additionally, our
analysis showed that in most cases studied, tlevement of family doctors and pharmacists came
at a late stage, when the vaccination campaigralweady well underway. As these professionals are
trusted sources of health information for many peopspecially the elderly, and possess valuable
knowledge about patients' habits and attitudedy theolvement from the design phase of the
vaccination campaign could add significant value dtiective policy calibration with the target
population.

Finally, vaccination strategies should enhance dhpacity to reach the most vulnerable and
marginalized populations, whose reluctance to vetei may be exacerbated by barriers related to
convenience (e.g., accessibility of vaccines, le¥diealth literacy, physical and linguistic barsie

or confidence (Ward et al. 2022). This is a chalieg problem because these groups often fly under
the radar of surveys and have such diverse prdfigsdeveloping standardized responses proves
inadequate. Among the cases we have studied, suaresting pilot outreach experiences have been
carried out at the regional and local levels inrtdgas with more decentralized vaccination
campaigns, particularly in Spain. For example, smvaitiatives have been launched in Catalonia in
collaboration with local NGOs and community leadersncrease vaccination coverage among the
homeless, Roma, and religious minoritle3he existence of positive pilot experiences aaldevel
seems to support more decentralized solutionsatfanization of vaccination campaigns, as they
are based on networks of cooperation between difteactors that cannot be improvised in the short
term and, as such, necessarily come to life aloited level. Nevertheless, they should be supported
by the central government so as to become a sofinegpiration for developing strategies on a large
scale or in other contexts. From this point of viéarging links between the center and periphery
aimed not only at logistical coordination but adgonutual learning would make it possible to vaeri
local experimentation from a lesson-drawing perspec

2l “Catalonia ensures COVID-19 vaccine interventile@s/e no community behind”, News release WHO, ¥ 2002.
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