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In� uences and policies 
that affect immunisation 

coverage—a summary 
review of literature

Mary Nowlan, Esther Willing, Nikki Turner 

A high proportion of the population 
needs to be immunised to prevent the 
spread of vaccine-preventable dis-

eases (VPDs). As immunisation programmes 
succeed in eliminating endemic disease, dis-
ease control increasingly relies on suffi  cient 
immunisation coverage to maintain popula-
tion immunity. The public health benefi ts of 
immunisation programmes are both medical 
and fi nancial, resulting in improved health 
outcomes and lower healthcare costs.

Following historically poor immunisation 
rates, the clearly defi ned national immu-
nisation programme has made excellent 
progress in New Zealand. However, immu-
nisation coverage is not always adequate to 
prevent disease outbreaks. National immuni-
sation programmes begin in pregnancy and 
early infancy because infants are at highest 
risk from infectious disease. The timeliness, 
as well as the uptake of vaccines, is an 
important factor in providing protection.

Drivers that impact on vaccine uptake and 
coverage are complex with a wide range 

of infl uences. However, engagement with 
health professionals, public support and 
community opinion play signifi cant roles 
in infl uencing the decisions of individuals, 
families and whānau.

This is a summary of a literature review 
conducted to identify and examine key 
factors that infl uence immunisation coverage 
and the core drivers that affect vaccine 
uptake and vaccination timeliness. The 
reviewed literature was published primarily 
between January 2012 and July 2018.

Background: immunisation 
coverage in New Zealand 

The National Immunisation Register 
(NIR) has enabled monitoring of uptake 
and timeliness of the National Immuni-
sation Schedule vaccines for all those born 
in New Zealand since 2005. For more than 
two decades, there have been concerted, 
successful efforts to improve immunisation 
coverage to reduce gaps in equity and 
encourage vaccine uptake in New Zealand.1 

ABSTRACT
E� ective national immunisation programmes require a high proportion of the population to be 
immunised. Although New Zealand has made significant progress towards immunisation goals over 
the last two decades, immunisation coverage remains inadequate to prevent intermittent outbreaks of 
disease, and immunisation inequities persist between geographic, ethnic and socioeconomic groups. 
Here we summarise a recent literature review that was conducted to identify and examine key factors 
that influence immunisation coverage, timeliness of vaccinations and the core drivers that a� ect vaccine 
uptake. We conclude that well designed systems, taking a holistic approach with multiple components, 
gain broader community acceptance and trust; early and continual engagement with well-informed 
healthcare professionals builds trust and improves uptake; the family’s experience during vaccination 
events is important; community-led vaccine advocacy is required to target specific populations to help to 
promote and improve access to immunisation. Coercive approaches can be marginally e� ective, but risk 
disproportionately penalising those already experiencing mistrust and hardship.
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Coverage improved from around 56% fully 
immunised at the age of two years in 1992 
to around 93% in 2017. However, coverage 
has failed to reach the 95% community 
immunity threshold consistently, and equity 
gaps remain in most regions between socio-
economic and ethnic groups.

Health inequities are a human rights 
concern and the New Zealand Government 
is responsible for ensuring that the rights of 
Māori to health and equal health outcomes 
are met under the Treaty of Waitangi.2

Since 2017, inequity in coverage has 
been increasing especially in timeliness of 
delivery at the six-month mark, and partic-
ularly for children of Māori ethnicity and 
children living with socioeconomic depri-
vation. As of 31 March 2019, only 77.4% of 
infants overall (61.9% of Māori infants and 
69% for highest level of deprivation) were 
fully immunised-for-age by six months, as 
compared with 91.1% fully vaccinated at 
two years of age (86.2% Māori and 89.1% 
high deprivation).3 More than 20% of infants 
remain vulnerable to VPDs due to unnec-
essary delays in vaccination. 

Around 5% of parents actively decline at 
least one vaccination on the Schedule and 
less than 0.7% chose to opt-off the NIR.3 

Vaccine acceptance and decision 
making

Consent is fundamental to the provision 
of healthcare services and medical interven-
tions, including immunisation, and is based 
on ethical obligations supported by legal 
provisions. With immunisation delivery to 
healthy populations, the ethics of consent 
is more complicated than for interventions 
that treat active disease. It is more diffi  cult 
to assess the risk of inaction, since the conse-
quence of the disease and the likelihood of 
acquiring the disease need to be considered.4

When negative opinions are expressed by 
those opposed to vaccination, the informed 
decision-making process can be infl uenced 
or undermined, leaving a community 
hesitant to accept vaccines. The size of these 
communities and the ability of opinions to 
spread are amplifi ed across the internet by 
social media forums.

Community attitudes and confidence
To cultivate confi dence in immunisation 

programmes, a better understanding of 

attitudes towards health and wellbeing was 
shown to be required by a qualitative study 
in Australia.5

Trust is an important component of the 
decision-making process leading to consent. 
Parents may question whether vaccination 
programmes are working for the best interest 
of their children or if there are other more 
pernicious motivations. Also, with the 
increasing number of vaccines available, 
parents can question whether it is too many 
or if the vaccines are too new.6 A literature 
and case-study review identifi ed that trust in 
the stakeholders implementing immunisation 
programmes is essential. It concluded that, 
fundamentally, trust needs to be considered, 
established and continually maintained by 
health practitioners and policymakers.7

Coercive measures to increase vaccine 
uptake have been argued to reinforce and 
broaden mistrust of vaccines and health 
professionals, particularly in population 
groups with low levels of perceived social 
inclusion.8 Social inclusion, as defi ned by the 
extent of appropriate access to services and 
systems required for daily living, has been 
strongly linked to trust.7

Vaccination policies that ignore social 
and ethnic sensitivities risk lacking public 
support even when they have a strong 
evidence base. A population survey in 
Belgium found that equity and autonomy 
infl uence incentive preferences differently 
within different population groups and pref-
erences are driven according to individual 
social orientation.9

The uptake of vaccines is also associated 
with perceived safety—risk versus benefi t. 
The severity of VPDs is less visible and 
public focus has turned to the milder or 
rarer vaccine reactions. Complacency about 
disease risk and increased focus on vaccine 
risk and purported risk lead to vaccine hesi-
tancy and scepticism.

Public support for immunisation 
programmes and positive infl uences are 
gained by engaging with communities to 
promote vaccine confi dence. A systematic 
review found that this is best achieved 
by other members of those communities, 
such as health education providers and 
healthcare workers with similar linguistic, 
ethnic or cultural backgrounds to the target 
community.10
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Vaccination attitudes of healthcare 
workers

Healthcare workers (HCWs) are at risk of 
exposure, being infected and transmitting 
pathogens to and from their patients and 
colleagues, and therefore are potential 
sources for nosocomial infections. However, 
vaccination attitudes among HCW are similar 
to that of the general population and require 
effective interventions and campaigns to 
encourage vaccine uptake. For example, a 
qualitative survey in Belgium found that, 
although up to 90% of HCW consider it 
important not to infect their patients, only 
20% of those not vaccinated considered 
infl uenza vaccination as part of their duty 
not to harm patients.11 Complacency, inconve-
nience, a lack of confi dence and risk/benefi t 
calculation were identifi ed by a systematic 
review as barriers to HCW vaccinations.12

Vaccination protects both HCWs and their 
patients, but HCWs experience confl icting 
motivational forces. A review of psychology 
and behavioural economic literature 
reported that individuals are more likely to 
be vaccinated to protect others if their own 
personal risk and cost is perceived to be low. 
Multimodal approaches of advocacy and 
access were recommended to improve vacci-
nation uptake by HCWs, through designated 
vaccine advocates with similar healthcare 
backgrounds and well-organised onsite 
vaccination programmes.13

Role of health professionals in 
parental decision making
Consensus in messaging

Health professionals can promote public 
support for vaccination by demonstrating 
a high degree of consensus among medical 
scientists through positive messages.14 The 
Growing Up in New Zealand longitudinal 
study identifi ed that the main sources of 
encouraging information for parents come 
from health professionals, whereas negative 
infl uences most frequently come from 
family and friends.15

Knowledge and training
The attitudes of health professionals 

strongly infl uence the decisions of the 
communities they serve. This includes 
actively demonstrating an acceptance of 
vaccination, to be vaccinated themselves 
and to provide up-to-date, knowledgeable 

guidance to their patients. Since health 
professionals are pivotal in decision making 
for parents, they need to be accountable 
for their infl uences on parents and have an 
ethical responsibility to not provide false or 
unproven information.

A focus group-based qualitative study 
concluded that it is important for health 
professionals to identify what information 
or autonomy needs the parents may have 
and to adapt their communication about 
immunisation to help to promote parents’ 
perceptions of making informed auton-
omous decisions.16

In light of the signifi cant role that health 
professionals have, an important component 
of immunisation programmes is the 
provision of funding and time to allow staff 
development and education. Well-informed 
health providers are most likely to be 
positive advocates for immunisation and be 
able to discuss informatively any concerns 
their patients may have.

Engagement
Antenatal decision-making is a strong 

predictor of timely uptake of the infant 
immunisation programme, as shown in a 
New Zealand longitudinal study.17 Early 
engagement with parents provides oppor-
tunities during pregnancy to discuss the 
benefi ts and dispel concerns around immu-
nisation, prior to the arrival of the baby. A 
New Zealand survey of primary care prac-
tices found that the highest immunisation 
coverage was achieved when an early rela-
tionship was established between general 
practice and families, and immunisation 
was promoted in pregnancy.18 Partners also 
play a role in the timeliness and acceptance 
of vaccination of their children, but the role 
of partners in decision making is often not 
considered, they have less access to infor-
mation than mothers and few opportunities 
arise during pregnancy to involve both 
parents.19

Engagement with health services 
during pregnancy also encourages wider 
engagement with other health services, 
such as preventive, child and general 
practice services. 

Parental attitudes and experiences
Trust in information and vaccine stake-

holders was found to be integral to parental 
decision making by a qualitative systematic 
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review in the UK.20 First-time parents are 
more undecided about vaccination than 
those who already have children. Education 
and communication about childhood and 
maternal vaccines is important.

Parental decisions around immuni-
sation are infl uenced by their experiences 
and appropriate education. Continued 
encouragement and education from health 
professionals and positive experiences 
during vaccination events are essential 
to maintain immunisation uptake during 
infancy. The experiences and knowledge 
acquired can change parental attitudes, 
both positively and negatively. Those who 
may decline in the fi rst instance can be 
encouraged to accept vaccination given 
suffi  cient information, non-judgemental 
approaches and time to refl ect. Ongoing 
engagement and re-engagement with 
knowledgeable health providers and 
positive community confi dence were found 
in a New Zealand-based qualitative study to 
support positive outcomes to accept vacci-
nation, even for those who have initially 
rejected vaccination.21

Conversely, negative infl uences can also 
alter the trust and decision making of 
parents who may have accepted vaccination 
initially, but later become hesitant. Attitudes 
towards immunisation during pregnancy 
do not predict the likelihood that a child 
will be fully vaccinated by their second 
year of life, according to a prospective 
cohort study in Germany.22 The study found 
that experiences during the child’s fi rst 
vaccinations can have a lasting effect on 
parental attitudes and positive experiences 
are crucial to determine vaccination status 
later in childhood. As demonstrated in a 
cluster randomised trial in Canada, inter-
ventions to mitigate stress and pain can 
help to improve the experiences, and hence 
promote vaccine acceptance. 23,24

Access and engagement with 
health services

Immunisation coverage is dependent on 
access to vaccines and engagement with 
health services. Only a small proportion 
of parents (around 5% in New Zealand) 
actively refuse to accept vaccinations. 
Whereas, barriers to access health services 
have a signifi cant infl uence on the immuni-
sation status of disadvantaged populations. 

Low immunisation coverage in New 
Zealand is associated with household 
poverty, younger age of primary caregiver, 
delayed start to immunisations, later birth 
order, ethnicity of primary caregiver being 
Māori or Pacifi c Island, and high rate of 
housing mobility of families.1 A qualitative 
study in a disadvantaged population in 
Australia found that inequities are seen 
in communities with limited engagement 
with health services or a feeling of social 
exclusion associated with socioeconomic 
hardship, and in some areas, fear and 
mistrust of the health and welfare systems.25 

A systematic review identifi ed that multi-
component, locally designed interventions 
best reduced immunisation inequities in 
children and adolescents, at least in the 
short-term, particularly in urban, ethnically 
diverse, low income or deprived popula-
tions.10 In London, timeliness and coverage 
was found to vary between ethnic groups 
following analysis of immunisation data. 
Tailored approaches were suggested to 
improve vaccine uptake within specifi c 
groups.26

Immunisation incentives
Incentives can be used to motivate accep-

tance, for parents and healthcare providers, 
and improved uptake of immunisation. 

Health service provider incentives 
and targets

Health provider incentives in New 
Zealand infl uence immunisation 
coverage.27 Pay-for-performance incen-
tives are considered unlikely to directly 
address health inequities within the target 
community. However, they can incentivise 
providers to work harder at increasing 
vaccine uptake for their enrolled population 
and improve health outcomes, thereby indi-
rectly reducing inequities.

Immunisation targets, which compare 
performance between providers and 
district health boards, were shown in a 
qualitative study to be benefi cial through 
improved engagement of children with 
primary care services.28 The establishment 
of a hierarchy of immunisation target 
champions from the Ministry of Health to 
DHBs, primary healthcare organisations 
and individual practices improved commu-
nication and accountability nationally and 
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locally, and common goals also encouraged 
collegial collaborations.28 

The resources required to achieve 
such targets and the positive or negative 
impact their implementation may have on 
other services and public health need to 
be considered. Comparative case-studies 
found that sustained efforts to meet targets 
can lead to fatigue, and therefore are best 
implemented in the short term.29 Commu-
nity-based immunisation champions 
who most effectively engage their local 
community can also lessen the strain on the 
healthcare providers.28

Parental incentives and 
consequences

Financial incentives for parents are better 
received when universally available, not 
just for targeted groups, and equality is 
perceived. Although some benefi ts were 
recognised by three linked studies in the 
UK, these incentives were not deemed to 
be the best use of resources for promoting 
preschool vaccinations.30

Financial consequences for parents, such 
as liability for treatment costs if an unvacci-
nated child contracts a VPD, were suggested 
for parents who actively refuse vaccines.31 
However, such consequences are not 
appropriate for those who delay for reasons 
associated with fi nancial hardship. Accu-
mulative and negative effect on the family’s 
wellbeing could lead to further hardship and 
social exclusion. 

Mandatory vaccination
Vaccination mandates can vary between 

hard-line penalties for non-compliance, such 
as legal action or loss of fi nancial benefi ts, 
to softer penalties, like exclusion from mass 
gatherings or sports events, and compulsory 
decision-making. Public health interven-
tions described as being mandatory can 
be defi ned as requiring an active opt-out 
and some form of penalty for refusing to 
comply.32 

Historically, there have been three 
main triggers for a shift to mandatory 
immunisation:33

1. Failure to motivate vaccine uptake 
with less coercive methods (eg, school 
entry)

2. Outbreak of one or more VPD that has 
increased harm (eg, measles)

3. To achieve a global disease elimi-
nation goal (eg, polio). 

To safeguard public health and to achieve 
a public health objective, it has been argued 
that governments are obliged to use the least 
restrictive/invasive measures, but not to use 
less effective measures because they are 
voluntary or less invasive.34 From an ethical 
standpoint, governments have:

1. A duty to reduce infectious disease 
threats for the common good

2. The power to compel vaccinations to 
achieve the public good

3. Limits on that power, to explore 
equally effective and least restrictive 
alternatives in good faith.

In New Zealand, early childhood services 
and primary schools are legally required 
to take all reasonable steps to maintain 
an immunisation register and to ensure 
that record of the immunisation status 
of children aged 15 months or older is 
requested upon enrolment; caregivers 
must comply with such requests to supply 
immunisation certifi cates for their children. 
However, the rights of children to attend or 
enrol are not affected if these requests are 
not met.35 The effectiveness of this strategy 
is unknown.

Mandatory vaccination of healthcare 
workers

Mandates with non-compliance conse-
quences, eg, wearing masks, education, 
unpaid leave, restriction of duties or termi-
nation of employment, were associated with 
larger increases in hospital HCW vacci-
nation rates than in hospitals with mandates 
but no such consequences, according to a 
US-based survey of 150 hospitals requiring 
infl uenza vaccination.36

However, coercion can increase mistrust. 
Multi-modal approaches that include advo-
cating for vaccination, through education 
and correcting misperceptions, and easier 
access to vaccines to reduce inconvenience 
are likely to be as successful in encouraging 
uptake and positive attitudes.37

Mandatory vaccination of children
Due to increasing public health risks 

resulting from low immunisation coverage 
and outbreaks of previously controlled 
diseases, the implementation of mandatory 
immunisation of children has increased 
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internationally. Obligations to vaccinate 
have been enforced through legal solutions 
in Australia, the US and Europe.31 

In Australia, small gains have been 
achieved in populations that are slow, but 
not reluctant to vaccinate. Following the 
use of fi nancial penalty policies alongside 
other strategies to promote immunisation, 
positive short-lived gains in immunisation 
coverage have been reported. Gains were 
achieved through catch-up vaccinations of 
adolescents and for children with delayed 
vaccinations, particularly for indig-
enous children up to the age of fi ve years. 
However, such fi nancial penalties or policies 
precluding access to childcare and education 
can impose additional hardship on already 
disadvantaged populations.38

Few gains were observed in communities 
that actively decline vaccinations. Inter-
viewed parents who are adamantly opposed 
to vaccines reported that they are likely 
to fi nd ways to circumvent the penalties 
and to minimise their impact.39 Commu-
nities known for choosing not to vaccinate 
risk being further marginalised, and the 
mandates reinforced their beliefs and 
resolve creating more polarised views.39 

The implementation of mandates is 
resource intensive, with only small gains 
in improvements in vaccination coverage. 
Mandates have not been introduced in 
isolation, and other efforts to improve 
practice and engagement are likely to have 
as much of an effect on coverage as the 
mandates.

Conclusions
 Well-designed immunisation systems 

have multiple components that take a 
holistic approach across the health system, 
healthcare providers and parents, and gain 
broader community acceptance and trust of 
immunisation, reduce misperceptions and 
improve access. Coercive methods, such 
as mandatory vaccination, are marginally 
effective but risk disproportionately penal-
ising those already experiencing mistrust 
and hardship. Vaccination advocates with 
similar backgrounds to the target population 
can help to increase trust and acceptance—
within health services (for healthcare 
workers) and within demographically iden-
tifi able communities (for the public). 

Well-informed health professionals play 
an essential role in educating families 
about vaccination—they are seen as highly 
relevant and have a signifi cant infl uence. 
Positive education about immunisation 
needs to start during pregnancy. Attitudes 
in pregnancy infl uence parental decisions 
for timely immunisation of their newborn 
but may not predict the immunisation status 
of their child by the age of two years. The 
family’s experiences during vaccination 
events, and information and attitudes gained 
further infl uence vaccine uptake. Reducing 
pain and stress of infant during vaccination 
improves the caregiver’s experience, and 
therefore is likely to improve family confi -
dence and uptake for further events.
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Table 1: Summary of recommendations.

Key factors Summary of recommendations

Influences 
of vaccine 
uptake and 
decision-
making

• Trust and public support for immunisation programmes are gained through 
community engagement to promote vaccine confidence.

• Positive education about vaccination needs to start during pregnancy for both 
expectant parents.

• Attitudes expressed in pregnancy do not necessarily predict the immunisation 
status of a child—it also depends on experiences during vaccinations events and 
information gained.

• Reducing pain and stress of the infant during vaccination improves mother’s 
experience.

Role of 
health 
professionals 
in parental 
decision 
making

• Well-informed health professionals play a central role in educating pregnant 
women about vaccination—seen as highly relevant and have a significant 
influence.

• Maintaining engagement with well-informed health professionals maintains 
positive attitudes towards immunisation.

• Engagement with communities is best achieved through health education 
providers with similar linguistic or cultural backgrounds to the target community.

• Consensus and positive attitudes strongly influence the decisions of the 
community the health professionals serve. 

Vaccination 
attitudes of 
healthcare 
workers

• Vaccine advocates from similar healthcare backgrounds can increase trust 
and promote positive attitudes towards vaccination, to educate, correct 
misperceptions and promote benefits.

• Well-organised onsite vaccination programmes improve uptake. 
• Encouragement from supervisors and peers
• Improved accessibility and increased convenience, such as minimal waiting 

times and proximity, remove time-constraint excuses.

Overcoming 
access 
barriers

• Removing barriers and facilitating engagement with health services to access 
vaccines are essential for improving the health of socially deprived populations. 

• Positive experiences of engagement with health providers enhance completion 
and timeliness of a child’s immunisations. 

• Cultural and socially acceptable practices, with multimodal approaches, are 
required to overcome barriers and encourage attitude changes. 

• An understanding of the challenges faced by each population and involvement of 
those communities in decision-making helps to target programmes to specifically 
meet their needs.

• Achieving equity for Māori children is a right under the Treaty of Waitangi.

Mandatory 
vaccination

• Coercion can increase mistrust.
• Multimodal approaches that advocate vaccination are likely to be more 

successful in improving uptake and positive attitudes.
• Implementation of mandates for children is resource intensive, with only small 

gains in coverage improvement.
• Mandates are not implemented in isolation.
• Other e� orts to improve practice and engagement are likely to have as much an 

e� ect on coverage as the mandates.
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