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Over 1 billion people, or roughly 15% of the world 
population lives in sub-Saharan Africa and by April 
2023 only 30% of that population had been vaccinated 
against COVID-191. While the reasons for low uptake are 
multifaceted and include supply and access challenges, 
vaccine hesitancy plays a notable role in this low uptake1. 
The COVID-19 pandemic has accelerated declines in 
vaccine confidence and perceptions of the importance 
of vaccines at a time when childhood immunizations 
are facing the largest backslide in acceptance in than 30 
years2. This even though vaccines save an estimated 4.4 
million lives every year2.

Vaccine hesitancy can be generally defined as a state of 
indecisiveness regarding a decision to vaccine3,4. Vaccine-
hesitant individuals are a highly heterogeneous group 
who may accept some vaccines, but not others; and/or 
delay or accept vaccines according to the recommended 

schedule3. The spectrum of and motivations for vaccine 
hesitancy present challenges to policymakers when 
trying to understand attitudes towards vaccination at the 
population level. This challenge is compounded because 
hesitancy is not directly related to uptake5.

Historically, addressing widespread hesitancy toward 
childhood vaccinations in African countries has been an 
ongoing local, national, and international challenge. The 
motivations and circumstances surrounding hesitancy 
in these instances, however, were different from those 
of the COVID-19 vaccine. Globally, COVID-19 vaccine 
hesitancy was seen among groups who typically do not 
demonstrate hesitancy toward childhood vaccinations6. 
To further understand the motivations for hesitancy 
toward the COVID-19 vaccine, we administered a 
demographically representative survey and conducted 
one-on-one interviews in Kenya, Nigeria, and South 

INTRODUCTION

Introduction
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Africa. This study provides a deeper understanding of 
vaccine hesitancy in the three countries and represents 
one of the first mixed methods, cross-national studies of 
COVID-19 vaccine hesitancy in Africa that we are aware of. 
Understanding the drivers of vaccine hesitancy in these 
three countries provides an opportunity to create more 
effective communication strategies and public health 
policies that can increase vaccine uptake locally. Doing 
so can reduce the disease burden for each country and 
contribute to strengthened global health security. 

The countries from which we draw empirical evidence 
for this white paper are in the sub-Saharan region of 
Africa. This region of Africa has 44 countries and a diverse 
population. The combined population of Kenya, South 
Africa, and Nigeria represents about 30% of this region’s 
population and their cumulative disease burden (cases 
confirmed) of COVID-19 represents 50% of the region’s 
cases7. Additionally, the three countries selected for 
study all demonstrated increasing COVID-19 vaccine 
hesitancy as the pandemic progressed8. This suggests 
that individuals in the three countries might have 
unique motivations for their vaccine hesitancy, providing 
an opportunity to understand why hesitancy grew in 
these countries during the pandemic. This study also 
provided an opportunity to understand the opinions and 
perceptions of individuals in each country with regards to 
their government’s response to the COVID-19 pandemic. 
Examining these perceptions provides further insight into 
how governments can be effective in pandemic response 
and vaccination campaigns.

Vaccine Hesitancy in Nigeria, Kenya,
and South Africa
Vaccine hesitancy in Sub-Saharan Africa is influenced by 
a complex interplay of cultural, social, historical, political, 
and individual factors that shape people's behaviors 
toward vaccination. Not only do these factors include 
values, beliefs, and attitudes regarding vaccination, but 
also perceptions of risk, emotions, and knowledge about 
vaccination. Traditional medicine also acts as a barrier 
to vaccine uptake in many African countries, including 
the ones examined in this study9. The scale and impact 
of vaccine hesitancy in the three countries examined in 
this study vary. In South Africa, vaccine hesitancy is one 
of the biggest challenges for vaccination programs10 and 
the increase in measles outbreaks in the country from 

2003 to 2011 is largely attributed to vaccine hesitancy 
and the decline in vaccination rates. A qualitative study 
conducted in Cape Town investigated the perceived 
factors that contributed to vaccine hesitancy toward 
routine childhood vaccinations and found that the most 
common were religion, Internet misinformation, fear 
of pain in children, and confidence in natural immunity 
development, as well as worries of adverse effects after 
vaccination11,12.

In Nigeria, vaccine hesitancy also contributes to low 
vaccine uptake, but the reasons for vaccine hesitancy are 
narrower than in South Africa. For Nigeria, the universal 
childhood vaccination coverage rate rose to its peak of 
81.5% in the 1990s before dropping to 13% in 2003, with 
the highest drop in polio vaccine coverage13. Childhood 
vaccination coverage declined most significantly in 
northern Nigeria as the result of the Pfizer Trovan© Trail14. 
The trial led to the deaths of 11 children and was found 
to be both illegal and unethical15. It also contributed 
substantially to the boycott of the polio vaccine in 
the region15. Previous studies on vaccine hesitancy in 
Nigeria have been disease specific. Historical injustices, 
perceptions of government neglect, and conspiracy 
theories continue to fuel skepticism toward vaccines and 
the delivery of healthcare services16-20.

Vaccine hesitancy in Nigeria varies significantly by 
region and community. Historically, vaccine hesitancy 
has been an individual or community-level issue, which 
has allowed health officials to create effective, targeted 
communication strategies for each region and community 
to reduce fears and address hesitancy21. Marked 
differences in vaccination coverage have emerged across 
geopolitical zones, with vaccination completion rates 
ranging from about 50% in the South-West and South-
South to 27%, 14%, and 10%, respectively, in the North-
Central, North-East, and North-West22.

 As noted, previous studies addressing the drivers of 
vaccine hesitancy also find that historical, religious, and 
political contexts in northern Nigeria play a role23. People 
in this region have high levels of distrust in government, 
which has contributed to skepticism about childhood 
vaccinations23. Previous community experiences also 
reinforced concerns of safety and distrust of Western 
pharmaceutical companies and Western medicine24.

Like the differences in South Africa and Nigeria, Kenya 
also struggles with vaccine hesitancy. Studies on vaccine 

Introduction
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hesitancy prior to the COVID-19 pandemic in Kenya are 
scarce, but a limited number of studies were conducted 
that examined hesitancy toward specific vaccinations, 
such as routine childhood and Human Papillomavirus 
(HPV) vaccinations. One such study found that routine 
childhood vaccination coverage among children was 
69.21% across all of East Africa25(Tesema et al., 2020) but 
this coverage varied across countries due to inequalities 
in access to immunization programs, political instability, 
and vaccine hesitancy.

Another study evaluated the acceptability and adoption 
of an HPV vaccination program in Eldoret, Kenya26. The 
study revealed that a lack of information and fear of 
side effects were significant obstacles. Additionally, 
organizational factors such as inadequate promotion, 
mistrust in the new vaccines, and reluctance to discuss 
cervical cancer hindered the acceptance of the vaccine. 
Safety concerns, cultural and religious factors, and 
misinformation have also influenced the landscape of 
HPV vaccination in Kenya26. Kolek et al27 found that most 
parents in Kenya were willing to vaccinate their children 
against HPV, but they lacked knowledge about the vaccine 
and had safety concerns. Njuguna et al28 discovered 
strong opposition to HPV vaccination among parents and 
the community at large, while teachers, health workers, 
and community leaders were supportive.

This review indicates that vaccine hesitancy varies by 
level and motivation across the three countries in this 
study. The COVID-19 pandemic and the vaccines that 
were developed to protect against the SARS-CoV-2 virus, 
brought additional challenges in the realm of hesitancy 
and vaccine uptake.

COVID-19 Vaccine Hesitancy in Nigeria, 
Kenya, and South Africa 
With considerable vaccine hesitancy in each country prior 
to the COVID-19 pandemic, it is perhaps unsurprising 
that this hesitancy carried over in limiting the uptake 
of COVID-19 vaccines. The COVID-19 vaccine was 
introduced in South Africa for the first time in February 
2021. To reach its vaccination goal by the end of that 
year, the government of South Africa set a target of fully 
vaccinating 67% of the population29. As of this writing, 
however, only 46% of the population was fully vaccinated, 
according to WHO. Researchers have identified several 
factors that contribute to COVID-19 vaccine hesitancy 

in South Africa, including concerns about side effects, 
mistrust of the government, misinformation, and 
safety and development concerns regarding COVID-19 
vaccines30,31. Engelbrecht et al31 used a cross-sectional, 
anonymous online survey to collect data from a 
representative sample of the South African adult 
population and found that 60% of respondents who had 
not received the COVID-19 vaccine expressed concerns 
about side effects, with 26% explicitly citing side effects 
as the reason for not vaccinating. This finding suggests 
that concerns about side effects are a significant barrier 
to COVID-19 vaccine uptake in South Africa. Steenberg 
et al32 conducted an exploratory study in towns in South 
Africa populated mainly by low-income Black-African 
communities in August 2020 and found that the focus 
on the biomedical aspect of the COVID-19 pandemic 
(e.g., scientific research, medical treatments) may have 
unintentionally caused some people to resist vaccination 
against the virus for a variety of reasons, including the 
existence of diverse medical practices and beliefs within 
diverse cultures and spiritual practices within certain 
communities that may influence people's vaccination 
decisions.

In Nigeria, vaccine hesitancy has been a long-
standing concern. Despite this, the country has made 
significant strides towards achieving broad immunity 
against COVID-19, with 36.9% of the population fully 
vaccinated as of this writing33. According to a review of 
studies conducted in December 2021 that assessed the 
acceptance of the COVID-19 vaccine in Nigeria (mainly 
in the southeast of the country), COVID-19 vaccine 
acceptance rates varied significantly across different 
population subgroups, but when compared over time, 
certain trends emerged 34 .Among healthcare workers, 
the acceptance rate was 55.5% in October 2020, 32.5% 
in January 2021, and 45.6% in March 2021, and among 
adults, the acceptance rate was 20.0% in May 2020, 58.2% 
in July 2020, 50.2% in August 2020, 51.1% in February 
2021, and 45.6% in March 202134.

Furthermore, the study investigated the reasons 
respondents refused to accept COVID-19 vaccination, with 
conspiracy theories, disbelief in the effectiveness of the 
vaccine, questions about vaccination safety, side effects, 
and fear of the unknown being the most stated reasons34. 
Chutiyami et al35 identified several factors that contribute 
to negative perceptions of the vaccine. One of the 
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significant themes was the concern about the vaccine's 
adverse effects on the body, including side effects, and 
its efficacy35. The study highlighted the need to address 
any fears and misinformation about the vaccine's safety 
and effectiveness. Lastly, Adigwe found that over half 
(52.9%) of participants were concerned about potential 
side effects associated with COVID-19 vaccination36. 
The findings highlight the need for targeted efforts to 
address vaccine hesitancy and misinformation in Nigeria 
to achieve greater vaccination coverage against COVID-19.

Kenya falls into the category of countries surveyed 
which are more likely to believe that a COVID-19 vaccine 
would be safe and effective37 though COVID-19 vaccine 
hesitancy remains a persistent problem in Kenya 38(Rego 
et al., 2023). Despite limited access to COVID-19 vaccines 
in the region, hesitancy toward the vaccine may be 
influenced by cultural beliefs, health system structure, 
and misinformation on social media39. It is pertinent to 
note that Kenya's healthcare system is composed of a 
mixture of public, private, and faith-based sectors, all 
of which provide different resources in varying ways, 
including access to COVID-19 vaccines 40. According 

to Shah et al, approximately 68.8% of the participants 
reported being vaccinated with at least one dose and 
vaccinated individuals reported that they believed that 
vaccines administered at private facilities were safer 
than those administered at faith-based or government 
facilities39. Additionally, a study by the Africa CDC 
(2021) observed that 1 in 7 Kenyans would not take 
the COVID-19 vaccine and almost 47% of the Kenyan 
population reported that they believed that African 
people are being used as test subjects for vaccine trials37.

A study published in 2023 found that confidence in 
vaccines, including by not limited to the COVID-19 vaccine, 
had declined across sub-Saharan Africa throughout 
the course of the COVID-19 pandemic41. Interestingly, 
this study did not find any social and demographic 
associations for lower or higher levels of vaccine 
confidence41. The findings raise concern about the broad 
decline in vaccine confidence and raise questions about 
how we can better understand the trend.

The COVID-19 pandemic created new challenges with 
vaccine uptake and new motivations from individuals to 
become vaccine-hesitant. As we previously noted, there 
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is some literature on the level of vaccine uptake in South 
Africa, Nigeria, and Kenya, with regard to childhood 
vaccines and vaccine uptake data from the three 
countries regarding the COVID-19 vaccine. There are, 
however, fewer studies on the underlying motivations 
of COVID-19 vaccine hesitancy, or how hesitancy toward 
the COVID-19 vaccine might influence hesitancy toward 
routine childhood vaccinations. Additionally, there is no 
study that we are aware of that provides a cross-national 
comparison of drivers of vaccine hesitancy in Africa. This 
study provides greater knowledge of drivers of vaccine 
hesitancy within each country and adds to the existing 
literature through this cross-national comparison.

Health Implications of Low Vaccine Uptake 
Prevention and control of vaccine-preventable diseases 
(VPDs) require high immunization uptake42,43. Besides 
offering direct protection to vaccinated individuals, high 
vaccination rates also confer herd immunity by reducing 
community transmission of the disease42,43. Thus, low 
immunization coverage reduces community protection 

against infectious diseases, leading to increased risks of 
infectious disease outbreaks44.  The recent occurrences 
of vaccine-preventable diseases (VPDs) such as measles, 
poliomyelitis, and pertussis in various parts of the world 
have been attributed primarily to communities with low 
vaccination rates45-52. A global polio outbreak in 2003 
in twenty countries across Africa, the Middle East, and 
Southeast Asia, including previously polio-free countries, 
was attributed to low vaccination coverage in Nigeria50,53. 
This resulted in an estimated 1,266 cases of paralysis in 
children and cost almost US $500 million to control53. 
Furthermore, low vaccination uptake increased the 
disease burden of measles in South Africa. Between 2003 
and 2005, the measles outbreak resulted in 1,700 cases, 
and between 2009 and 2011, over 18,000 cases were 
reported54.

In addition to causing an increased disease burden, 
these outbreaks have other detrimental impacts on 
children. Infections can adversely impact children’s 
physical growth, their cognitive abilities, and school 
attendance, which can hinder disadvantaged children 
from breaking the poverty cycle55. Similarly, communities 
with low COVID-19 vaccination coverage commonly 
experience higher COVID-19-related morbidity 
and mortality rates, highlighting the importance of 
widespread vaccination efforts56,57,58. The ongoing 
transmission provides a chance for the virus to 
mutate further and create new variants with increased 
transmissibility and infectivity59. This undermines 
public health efforts to control COVID-19 transmission, 
prolonging the social and economic consequences of the 
pandemic on individuals and communities60-62. This also 
poses additional challenges for strained, ill-equipped 
health systems in African countries, which could increase 
the risk of disease transmission of other diseases such as 
Bird flu, Malaria, and Ebola.

In addition, the pandemic disrupted children’s routine 
vaccination uptake globally, with 23 million children 
missing routine immunization services as health systems 
focused on responding to the pandemic63. This has, in 
turn, resulted in outbreaks of measles in Nigeria, Kenya, 
and South Africa, further exacerbating the public health 
crises in these countries64.
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This research project relies on a mixed methods 
approach, including both qualitative interviews and 
quantitative survey data collection. To conduct the 
qualitative analysis required for this project, our research 
team collaborated with in-country research partners for 
all three countries of study. In Nigeria, our partners were 
based at the University of Lagos, in Kenya, our partner 
was a researcher at the African Institute for Development 
Policy (AFIDEP), and in South Africa, we partnered with 
a research team from Wits Health Consortium at the 
University of Witwatersrand. Our U.S.-based research 
team worked with the in-country partners to develop 
interview questions to determine the drivers of vaccine 
hesitancy in culturally appropriate ways. We also worked 
with in-country partners regarding sample make-up and 
any required training for conducting the interviews. 

An interview guide was developed and agreed upon 
by all parties, and the in-country partners conducted 
the interviews, which were done in a semi-structured 
format and averaged 10-15 minutes in length. Thirty-

three interviews were conducted in Nairobi, Kenya, 20 
interviews were conducted in Lagos, Nigeria, and 30 
interviews were conducted in Johannesburg, South Africa 
for a total of 83 interviews. All interviews were audio 
recorded and transcribed by the in-country partners to 
ensure accurate translation of the audio in cases where 
English was not the language in which the interview was 
conducted.

Following completion of the transcripts, the audio 
and transcript data were provided to the U.S.-based 
research team in agreement with data use contracts. 
These contracts ensured proper data ownership and 
secure transfer. Upon receipt of the transcripts, the U.S.-
based research team performed a thematic analysis 
to determine the primary drivers of COVID-19 vaccine 
hesitancy in each country. The following sections of this 
report provide country-specific background and detail 
the country-specific findings from these interviews. The 
interview guide and the code systems can be found in 
Appendix A of this document.

DATA COLLECTION AND METHODS
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In addition to the in-depth interviews, we utilized the 
survey service Forthright and their partner Bovitz to 
administer a nationally representative survey in each 
of the three study countries. The survey was conducted 
from August 2 through August 25, 2023, and was 
administered using Qualtrics. A total of 4,700 individuals 
participated in the survey: 1,545 respondents in Kenya, 
1,557 respondents in Nigeria, and 1,588 respondents 
in South Africa. Forthright relied on quota sampling to 

deliver samples in each country that were balanced based 
on age and gender. We additionally worked closely with 
Forthright to ensure good representation of participants 
across levels of education. For the purposes of this white 
paper, we will be discussing the survey results related to 
vaccination status, the most common COVID-19 vaccines 
administered, and respondent’s perceptions of their 
government’s response to the COVID-19 pandemic.

Of the 1,557 survey respondents in Nigeria, 15.9% 
reported that they were unvaccinated at the time that 
the survey was administered. Regarding the COVID-19 
vaccine most frequently administered in Nigeria, 30.7% 
received the Moderna vaccine and the second most 
common vaccine in Nigeria was Pzifer-BioNTech with 
20.7%. It should be noted, however, that only 12.7% of 

respondents in Nigeria reported that they received both 
doses of a two-dose vaccine, whereas 42.3% reported 
that they received one dose of a two-dose vaccine. 
Therefore, the number of individuals who are not fully 
vaccinated is much higher than is suggested by the 
unvaccinated rate of about 15%.

In Kenya, 20.8% of the 1,545 survey respondents 

FINDINGS: SURVEY DATA
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reported that they were unvaccinated. Additionally, 14.5% 
of respondents reported that they had only received one 
dose of a two-dose vaccine. The most common vaccine 
administered in Kenya was AstraZeneca, which 36.3% of 
vaccinated respondents reported that they had received 
that vaccine. The second most common vaccine in 
Kenya was the Johnson & Johnson vaccine, with 28.0% of 
vaccinated respondents reporting they had received it.

Of the 1,588 respondents to our survey in South Africa, 
28.9% reported that they were not vaccinated. This put 
the level of unvaccinated individuals in South Africa at 
almost double that of the other two study countries. 
However, the number of individuals in South Africa who 
were only partially vaccinated (received only one dose 
of a two-dose vaccine) was lower than in both Kenya 
and Nigeria. In South Africa, the number of respondents 
who said they had only received one dose of a two-dose 
vaccine was 10.9%. The most frequently administered 
vaccine in South Africa in our sample was the Pfizer-
BioNTech vaccine with 50.8% of respondents saying they 
had received it. The second most common vaccine in our 
South African sample was the Johnson & Johnson vaccine, 
with 42.0% of vaccinated respondents saying that they 
received it.

In addition to the findings regarding the rate of 
unvaccinated individuals and the most common vaccine 
given, the survey obtained information related to 
respondent’s perceptions of the COVID-19 response, 
specifically to the following: 1) my country’s government 

is a good source of information on the COVID-19 
pandemic; 2) my country’s government has done a 
good job of communicating with the public about the 
COVID-19 pandemic; 3) my country’s government has 
done a good job of educating the public about the 
need to get vaccinated against COVID-19; and 4) my 
country’s government has done a good job of letting the 
public know where and how to get vaccinated against 
COVID-19. Respondents answered based on a Likert Scale 
that included the following answer choices: “Strongly 
agree,” “Somewhat agree,” “Neither agree nor disagree,” 
“Somewhat agree,” and “Strongly disagree.”

Regarding whether respondents felt that their 
government is a good source of information about the 
COVID-19 pandemic, 66.5% responded that they either 
strongly agree or somewhat agree with this statement. 
There were, however, country level differences with more 
Kenyans strongly agreeing and more South Africans 
strongly disagreeing. The fully detailed, country-level 
results are shown in Table 1.

Table 1. Perceptions of Government as a Good Source of Information about the COVID-19 
Pandemic

My country’s government is a good 
source for information on the COVID-19 
Pandemic

Kenya Nigeria South Africa

Strongly agree 48.9 18.5 31.0

Somewhat agree 32.7 39.5 28.7

Neither agree nor disagree 10.0 24.2 20.1

Somewhat disagree 4.9 10.5 10.9

Strongly disagree 3.2 7.2 9.1



12
Scowcroft Institute of International Affairs

Examining COVID-19 Vaccine Hesitancy in Nigeria,

Our survey also asked respondents how they felt their 
government had done in communicating the importance 
of getting vaccinated against COVID-19 and where 
and how to get the vaccine. Regarding government 
communication about the importance of the COVID-19 
vaccine, 70.24 of respondents strongly or somewhat 

agreed that their government had done a good job of 
communicating this. Kenya had the highest percentage of 
respondents who strongly agreed, whereas Nigeria had 
the highest percentage of respondents who disagreed 
(strongly or somewhat). The country-level results are 
shown in Table 3 below.

Table 2. Perceptions of Government Communication with the Public About the COVID-19 
Pandemic

Table 3. Perceptions of Government’s Effectiveness on Educating the Public – Need to Get 
Vaccinate

Most respondents also believed that their government 
had done a good job of communicating with the public 
about the COVID-19 pandemic. Of the total number of 
respondents from all three countries, 71.1% strongly or 
somewhat agreed with that statement. Again, there were 
differences at the country level with many more Kenyans 

strongly agreeing that their government had done a good 
job of communicating with the public about the COVID-19 
pandemic, and a higher percentage of Nigerians and 
South Africans strongly disagreeing. The full country-level 
results are detailed in Table 2.

My country’s government has done a 
good job of communicating with the 
public about the COVID-19 Pandemic

Kenya Nigeria South Africa

Strongly agree 55.8 27.2 43.0

Somewhat agree 28.8 30.9 27.3

Neither agree nor disagree 8.6 21.2 14.6

Somewhat disagree 3.8 13.6 8.0

Strongly disagree 2.7 6.9 6.9

My country’s government has done a 
good job of educating the public about 
the need to get vaccinated against 
COVID-19

Kenya Nigeria South Africa

Strongly agree 56.2 25.3 45.9

Somewhat agree 26.5 30.9 25.8

Neither agree nor disagree 9.0 23.0 15.3

Somewhat disagree 5.5 14.1 6.9

Strongly disagree 2.5 6.5 5.9



13
Scowcroft Institute of International Affairs

Kenya, and South Africa: A Cross-National Study

Table 4. Perceptions of Government’s Effectiveness on Educating the Public – Where and How 
to Get Vaccinated

Most respondents also felt that their government had 
done a good job of letting the public know where and 
how to get the COVID-19 vaccine. Kenya, again, had the 
highest percentage of respondents who agreed with this 
statement, whereas Nigeria had the highest percentage of 
respondents who disagreed with this statement. Overall, 

75.7% of respondents across the three countries either 
strongly or somewhat agreed that their government had 
done a good job of letting the public know where and 
how to get vaccinated against COVID-19. The detailed, 
country-level results are shown in Table 4.

My country’s government has done 
a good job of letting the public know 
where and how to get vaccinated against 
COVID-19

Kenya Nigeria South Africa

Strongly agree 63.1 26.4 58.0

Somewhat agree 24.1 31.0 24.2

Neither agree nor disagree 7.8 23.2 10.3

Somewhat disagree 3.3 12.6 3.9

Strongly disagree 1.5 6.6 3.3
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Interviews with healthcare professionals and laypeople 
were conducted in all three countries to gain a deeper 
understanding of the perceptions and opinions that 
individuals had regarding their country’s COVID-19 
response and the COVID-19 vaccine. As noted, 33 
interviews were conducted in Nairobi, 20 in Lagos, and 
30 in Johannesburg. Based on those interviews, we have 
outlined the most prevalent themes for each country. The 
themes outlined are the concepts that came repeatedly 
across interviews. This section has been structured to 
examine the themes from the interviews in Nigeria first, 
Kenya second, and South Africa third. It should be noted 
that fewer themes were identified in the interview data 
from Nigeria. This is partly because the interviews in 
Nigeria were shorter than in the other two countries 
due to the environment in which they were conducted. 
Specifically, many interviews in Nigeria were conducted 
in the participant’s place of employment, which inhibited 
the ability to perform lengthy interviews. The truncated 
interviews allowed less data to be gathered from each of 
the participants. The shortened nature of the interviews 

in Nigeria is a limitation of the study in understanding the 
perceptions of individuals interviewed.

Lagos, Nigeria
Theme 1: Misinformation related to the COVID-19 
Vaccine
Misinformation about COVID-19 and the COVID-19 
vaccine was the most prevalent and consistent theme 
among study participants in Lagos. Rumors were 
numerous and included beliefs that the COVID-19 vaccine 
kills people, that the government was trying to enrich 
itself financially from the COVID-19 pandemic, that the 
COVID-19 vaccine gives people malaria, that the booster 
vaccines available were expired, and that the COVID-19 
vaccine was the anti-Christ. Several participants also 
commented that the COVID-19 vaccine was magnetic. 
One participant spoke to the beliefs many held, stating:

“Well, I know a lot of people where you are sure this is not 
the government passing down sickness or the mark of the 
anti-Christ to people. So, there is a lot of speculation.”

FINDINGS: INTERVIEW DATA

Patients receive oxygen outside the Infectious Disease Hospital (IDH) ward, amid the coronavirus disease (COVID-19) pandemic,
in Yaba, Lagos, Nigeria. Credit: REUTERS/Seun Sanni
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Notably, among participants who did believe the 
vaccine was safe, many were still scared to get vaccinated. 
This fear was largely the result of hearing from friends, 
family members, and acquaintances about the severity 
of the side effects of the vaccine. As one participant 
explained:

“At first when they started taking it, I saw some people 
coming back to complain that their hands were swollen, 
headache, and other mild complaints. So, I was actually 
scared at first to take the first dose…”

Participants who were vaccinated at the time of the 
interviews said that fears about the side effects had led 
them to delay getting the vaccine.

Theme 2: High Levels of Trust in COVID-19 Information 
Sources
The second theme that emerged from the Lagos 
interviews is that most participants expressed high 
levels of trust in their COVID-19 information sources. 
The primary sources of COVID-19 information varied 
among the study participants, but some of the most 
common sources included social media, television news, 
radio, and search engines. This finding supports the 
findings from the survey that demonstrate that most 
Nigerians surveyed believed that their government had 
done a good job communicating about COVID-19. This is 
demonstrated by one participant, who stated:

“[The] Government wants good for the citizens. They know 
it is important. If not, they wouldn’t advise us to take the 
vaccine.”

Trust in government sources, however, did not 
always reflect how individuals felt the government was 
performing in the response. Many participants qualified 
their perceptions of their government’s response actions 
by saying that “the government really tried.” Statements 
like these demonstrate a feeling of insufficiency in the 
government’s response.

These sentiments are also reflected in the survey 
data, as a substantially lower percentage of Nigerian 
respondents stated that they strongly agree or somewhat 
agree that their government had done a good job 
educating the public on the necessity of the COVID-19 

vaccine and how and where to get it. The number of 
respondents who strongly agreed with this statement in 
Nigeria was almost half the number that strongly agreed 
with the statement in both Kenya and South Africa. Thus, 
the survey data confirm the overall feeling that there was 
effective communication, but that did not translate into 
helping people understand and receive the vaccine.

Understanding if individuals trust their government can 
provide insights into how to address vaccine hesitancy or 
what role (mis)trust in government plays in exacerbating 
vaccine hesitant beliefs. Overall trust in information 
about COVID-19 that came from the Nigerian government 
may provide an opportunity to address some of the 
misinformation identified in the first theme.

Nairobi, Kenya
Theme 1: Lack of COVID-19 Vaccine Options
The first primary theme that emerged from the interviews 
in Nairobi was that the vaccine many participants wished 
to take was not available when they went to receive 
their vaccination. For this reason, some participants 
commented that they were not able to get the vaccine 
that they had wanted to get. One participant expressed 
frustration with the lack of vaccine options by saying:

“I wanted J&J or Pfizer, the one that you could just be given 
one jab [the Pfizer vaccine actually requires 2 doses]. But at 
the time, they were not there. They were not available. So, I 
had to use AstraZeneca because it was available at the time.”

Other participants noted that there was a lack of 
vaccine options, but that the available option was the one 
that they had hoped to get. For many participants in the 
study, the lack of choice in vaccines was a frustration but 
it did not prevent them from getting vaccinated against 
COVID-19.

Theme 2: TV and Radio News was the Primary Source 
of COVID-19 Information
Another theme in the Kenyan interviews was that most 
study participants in Kenya received their COVID-19 
information primarily through television and radio news 
and that the main source of those news reports was the 
Kenyan government. Most participants had high levels of 
trust in COVID-19 information from the government. One 
participant explained:
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“We trust the government sources…As you know, the 
government was at the forefront to protect its people from 
the adverse effects of COVID-19. So, we trust these sources 
because the government is trying its best to protect citizens 
from being affected.”

Another stated that they trusted information from the 
government because “the information is correct and 
clear.” There was a general belief among participants that 
the government wanted what was best for the people 
in Kenya and, therefore, they could largely be trusted to 
provide accurate information.

The high trust in government sources that was found 
in the interview data is also reflected in the larger survey 
of Kenya. As previously discussed, more than two-thirds 
of Kenyan respondents felt that their government was a 
good source of information on COVID-19 and that they 
had done a good job communicating about the pandemic. 
Similar to the data from Nigeria, high trust in government 
in Kenya could provide an avenue for increasing vaccine 
uptake even further.

Theme 3: Primary Reason for Vaccination was Work 
Requirements
The third theme from the study in Kenya was that, 
among vaccinated participants, the\primary reason 
for vaccination was for employment purposes. As one 
participant explained:

“So, from where I work, it’s like we were being forced by the 
HR to get the jab. Therefore, it did not require me to know 
much about it. I just needed to adhere to the policy.”

Many vaccinated participants expressed that if it had 
not been for the government vaccination requirements, 
they would not have received the COVID-19 vaccine. 
This sentiment was exemplified by one participant who 
responded “nothing else” when asked if anything other 
than government regulation influenced them to get 
vaccinated.

Regardless of whether participants received primary 
series vaccines because it was required by their 
employer or because they felt it would make them 
more competitive in the job market, many vaccination 
participants did not receive the vaccine because they 
wanted to. Interestingly, many stated that they would not 

have gotten vaccinated if they did not feel that they had 
to or risk unemployment.

These findings suggest that, in Kenya, vaccine mandates 
were especially effective. Data from the nationally 
representative, cross-national survey shows that Kenya 
had the highest vaccination rates of the three countries 
studied. The high vaccination rates combined with 
the interview data suggest that this level of uptake 
was achieved at least in part because of vaccine work 
requirements.

Theme 4: Participants Do Not Plan to Get COVID-19 
Booster
The final theme that emerged from the Kenyan interview 
data was that most participants did not plan to receive 
their booster vaccine. The primary reason participants 
expressed for their unwillingness to receive the booster 
was that the side effects of the primary series were 
painful or uncomfortable. Many expressed the belief that 
the benefit of the booster did not outweigh the known 
side effects and the booster was not required to maintain 
or seek employment. One participant expressed this 
general sentiment by saying: “…why should I be given a lot 
of medicine in my body while I can do without?”

Johannesburg, South Africa 
Theme 1: Fear of the COVID-19 Vaccine
The most consistent theme in interviews with study 
participants from South Africa was fear of the COVID-19 
vaccine. Specifically, many participants said that they 
believed that the COVID-19 vaccine kills people. A few 
of the participants reported concerns about other side 
effects of the COVID-19 vaccine, including the possibility 
of experiencing disability, heart attack, cramps, and 
headache. The following quotes are examples of 
comments related to the belief that the vaccine killed 
people:

“I ended up not going because they were saying after 
vaccinating you pass away. If it did not sit well in your body, 
you die. So, that is why I never went to get vaccinated.”

“They started with Johnson and Johnson. It was the popular 
one…but most people didn’t survive.”

Interestingly, this belief held true even among those 
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who had received the vaccine. Several vaccinated 
participants stated that, even though they had been 
vaccinated, they thought that it was possible the vaccine 
would kill them. 

There were a variety of explanations for how the 
vaccine killed people, ranging from “the injection didn’t 
treat them well and they passed away” to “the whites 
want to kill us [so] they brought us this.” Despite these 
differences in misinformation, the belief that the 
COVID-19 vaccine was not only unsafe, but deadly, was 
prominently and consistently held among participants.

Theme 2: Some COVID-19 Vaccines are Safer than 
Others
The second theme that emerged from the Johannesburg 
interviews was that many participants in South Africa 
stated that they believed that some COVID-19 vaccines 
were safer than others. As one participant explained, 
“Pfizer is better because I also took Pfizer. The one for 
Johnson and Johnson, I refused it.” While another participant 
had the opposite opinion, stating, “I see Johnson maybe, 
because Johnson, we trust them for kids’ things [so] maybe it 
was the better one.”

It should be noted that there was no single vaccine that 
people thought was safer. For example, many participants 

did not believe Pfizer was safer than Johnson & Johnson 
or vice versa. Instead, there were strong beliefs that one 
vaccine was safer than the other, but which vaccine was 
safest varied widely among the participants.

Theme 3: No Spillover Between COVID-19 Vaccine 
Hesitancy and Hesitancy Toward Routine 
Vaccinations
The final theme that emerged among South African 
participants was a lack of carryover in vaccine hesitancy. 
Specifically, despite fears and concerns about the 
COVID-19 vaccine, most participants expressed strong 
trust in other vaccines, such as those that are part of the 
routine childhood vaccination schedule. When asked 
whether the COVID-19 vaccines affected their trust in 
other vaccines, one participant stated, “I will be lying if I 
say that I am looking at them [vaccines] a different way.” 

This sentiment was echoed repeatedly by participants. 
The primary reason that participants still trusted other 
vaccines was that other vaccines were proven effective. 
This was expressed by one participant when they said, 
“Children get happy from it [childhood vaccines], the COVID 
one, it came with stories that are different.”
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These findings show that the primary reason for 
not vaccinating against COVID-19 varied between the 
three countries. While many participants in Nigeria 
cited misinformation as a common reason for not 
vaccinating, participants in South Africa believed more 
extreme misinformation, specifically that the vaccine was 
deadly. Kenyan participants did not report any strong or 
widespread reasons for not vaccinating, but interview 
data revealed that many participants would not have 
vaccinated if it were not for the work requirements 
implemented in their country. The wide range of 
concerns raised by participants in these three countries 
demonstrates the need for more comprehensive, context-
specific, and targeted strategies.

In the Nigerian context, the prevailing misinformation 
narratives shared by respondents were claims that 
vaccines result in fatalities, cause malaria, and even 
possess magnetic properties. These unfounded claims act 
as a significant impediment to the effective dissemination 
of health education and indicate existing approaches to 
public health messaging centered on vaccination efficacy 

may be inadequate. Notably, participants expressed 
trust in governmental sources for accurate COVID-19 
information, which presents an opportunity for the 
government to identify prevalent misinformation trends 
and develop counter-messaging strategies.

Similar sentiments were shared among participants 
in South Africa. Most unvaccinated and vaccinated 
individuals during interviews felt that the COVID-19 
vaccine is unsafe, while others stated that they were not 
getting vaccinated because of the side effects associated 
with the COVID-19 vaccine. Such concerns are founded, 
as studies have shown that a few healthy individuals 
developed serious side effects, such as myocarditis, 
following COVID-19 vaccination65. However, there are 
reports that support the benefits of the vaccine over the 
risk of developing side effects66,67. Such concerns thus 
necessitate targeted and consistent messaging regarding 
the effectiveness of vaccines and that the benefits of the 
vaccines are greater than the risks associated with them. 
Interestingly, participants believed that some vaccines 
were safer than others, underscoring a notable gap in 

DISCUSSION
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their understanding of the types of COVID-19 vaccines 
and how the vaccines work. As most participants said 
that they trust information from the government while 
displaying a lower degree of confidence in content from 
social media platforms, it appears that the government 
is well-positioned to communicate reliable vaccine-
related information. Importantly, there was a lack of 
carryover in vaccine hesitancy, meaning that hesitancy 
toward the COVID-19 vaccine is not increasing hesitancy 
toward routine vaccinations. This could be because other 
vaccines have been available for a long time, fostering 
a sense of familiarity and trust among the participants. 
However, further investigation is warranted to explore 
the depth of this phenomenon to see if this holds true for 
the population.

In Kenya, a lack of COVID-19 vaccine choice was stated 
as a primary reason for vaccine hesitancy, though most 
participants received the COVID-19 vaccine anyway. 
Further exacerbating the issue was the temporary halt to 
administration of certain vaccines due to concerns about 
side effects68.

While COVID-19 vaccine uptake in Kenya was the 
highest of all countries studied, the reduced availability 
of COVID-19 vaccine options will make it challenging for 
the Kenyan government to efficiently vaccinate their 
population, leading to potential delays and increased 
hesitancy. The resulting scarcity can breed mistrust, as 
individuals might perceive these vaccines as reserved 
for certain segments of the population or question their 
effectiveness due to the disparities in access. Overcoming 
these challenges necessitates a concerted effort to ensure 
equitable access to multiple vaccine options and effective 
communication strategies that promote transparency and 
trust.

Policy Recommendations
Based on the findings of the study and general knowledge 
about addressing vaccine hesitancy, we propose that 
governments and stakeholders in the public health 
sector of the study countries consider the following 
recommendations:

•	 Actively Address Misinformation: Conspiracy 
theories and misinformation surrounding the 
COVID-19 vaccine are a significant obstacle in 
countries throughout the world. This study found that 

misinformation continues to be a barrier to vaccination 
in all three countries, but particularly in South Africa 
and Nigeria. It is important that governments and the 
public health sector in each country develop strategies 
to counter misinformation that are sensitive to the 
unique context of their country and the country-
specific COVID-19 misinformation that is spreading. 
Due to the context and country-specific nature of 
addressing misinformation, we do not provide specific 
recommendations here. Rather, we suggest that 
countries study the most prominent misinformation 
spreading in discourse, determine how and where it 
is spreading, and develop a country-specific plan to 
fight COVID-19 misinformation. Such plans should 
also consider the best practices for fighting vaccine 
misinformation discussed in the academic literature 
while acknowledging that much of the literature 
focuses on misinformation and vaccine hesitancy 
in the Western world. Thus, not all lessons and best 
practices may be applicable.

• Strengthen Trust in Government: Information 
gained from the survey and interviews demonstrated 
that individuals in all three countries maintained 
a high level of trust in their government regarding 
communication about COVID-19 and the vaccine. It is 
likely that this trust in government is partly responsible 
for the high levels of vaccine uptake in each country. 
To maintain public trust, it is crucial to emphasize 
transparency, accountability, and responsiveness in 
government institutions, particularly in the context of 
public health. This can be achieved through various 
measures such as creating opportunities for public 
dialogue, sharing timely updates on vaccination 
progress, and openly addressing concerns or 
criticisms. By involving community representatives 
and key stakeholders in decision-making processes, 
inclusivity can be promoted, and public confidence can 
be gained in areas related to public health, including 
vaccination programs. Maintaining this trust in the 
years after the COVID-19 pandemic could also have 
implications for increased uptake of other vaccines 
and greater community commitment to future disease 
responses.
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