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Abstract

Background: Vaccination is believed to be effective against COVID-19 infections. To
promote the vaccine, person-to-person communication from vaccinated people will play an
important role. The objectives of this study are to identify what messages were shared by
healthcare providers and healthy adults who had been vaccinated, and the relationship
between these messages and their background. Methods: This study was conducted on an
exploratory and prospective basis with individual interviews. The participants were
healthcare providers and healthy adults who were recruited at a vaccination site in Chuo-City,
Tokyo. The online interviews were conducted individually using a semi-structured interview.
Based on the Health Belief Model (HBM), the participants were asked about their
perspectives on vaccines and what they talked about after vaccination. The contents of the
interviews were categorized into each item of the HBM and analyzed. Results: During the
period of August to October 2021, five healthcare providers and seven healthy adults were
enrolled in the study. One healthy adult could not be contacted resulting in a total of 11
participants interviewed. Results of the interviews showed that when talking with others
about the vaccination, both the healthcare providers and the healthy adults mainly talked
about side effects after the vaccination, and to ease the other persons’ concerns, told them that
there was no need to worry very much about side effects. Meanwhile, there were differences
in the recommendations for vaccination between the two groups. The healthcare providers
were strongly aware of the severity of COVID-19 infection and recommended vaccination to
others as a useful measure to suppress becoming severely ill. On the other hand, the healthy
adults recommended the vaccine with varying degree depending on their expectations and
concerns about the vaccine and external factors such as living with a family member. In

addition, they unconsciously confirmed through casual conversation whether or not others



had been vaccinated, and if unvaccinated, some people felt stressed about being implicitly
coerced into vaccination. These perspectives were clarified based on the HBM. Conclusion:
Both the healthcare providers and healthy adults shared similar messages to ease the
vaccination concerns of others that side effects need not be scary. However, their vaccine
recommendation level was varied, which may be influenced not only by expectations and
concerns toward the vaccine, but also by external factors such as family members living

together.
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1. INTRODUCTION

1.1. Background Information

The spread of the COVID-19 has threatened and changed our daily lives. In such a
situation, vaccination plays an important role in infection control by promoting herd
immunity [1]. The Japanese government has promoted COVID-19 vaccination for the entire
population, and those who wish to be vaccinated can do so for free [2].

Currently, the mRNA vaccines developed by Pfizer (Comirnaty™ intramuscular
injection), and Moderna (Spikevax™ intramuscular injection), and the adenovirus vector
vaccine developed by AstraZeneca (Vaxzevria™ intramuscular injection) have been approved
by the Ministry of Health, Labour and Welfare in Japan [2], and have been available for
clinical use. However, some people may be hesitant or unwilling to receive the COVID-19
vaccine due to a lack of long-term data and concerns about the safety of the vaccine
influenced by information being spread by mass media or social network services [3,4].

In order to promote the vaccination, the Japanese government has provided the public
with information through websites and TV commercials to aid decision-making on whether to
vaccinate based on a comprehensive consideration of risks and benefits [2]. The reliability of
information sources is a very important aspect; information from the Internet may have been
unreliable due to insufficient or incorrect information [5], and may have influenced some
people to not trust the information from the government or media, particularly those hesitant
to receive the COVID-19 vaccine [6]. On the other hand, a previous report explained that
person-to-person communication may be more effective in influencing health behaviors [7].
In addition, information from family members and close friends are very trustworthy because

of their strong relationship [6,8]. This can be explained by the interpersonal communication
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theory. This theory is based on human relationships from which health behaviors emerge,
thereby affecting a variety of health outcomes [9,10]. Therefore, person-to-person
communication, especially among close persons, may have a high impact on health
behaviors.

Based on this, our assumption is that person-to-person communication with those who
had been vaccinated for COVID-19 was considered to have had a significant influence. If
vaccinated people share positive messages with the unvaccinated, then vaccination could
spread smoothly across the population. The effectiveness of the messaging by those who have
been vaccinated is influenced by how strongly they recommend vaccination to others, and by
their perceptions that led them to get vaccinated. These perceptions can be explained by the
Health Belief Model (HBM), which was developed as a disease conceptual model leading to
health behaviors and has seven components, Perceived Susceptibility, Perceived Severity,
Perceived Threat, Perceived Benefits, Perceived Barriers, Self-Efficacy, and Cues to Action
[11]. Recently. Several studies have reported the HBM-based analyses of factors influencing
the decision-making to vaccinate against COVID-19 [12-14]. In addition, it is assumed that
the degree of health literacy of the vaccinated person influences the nature of the messaging
and vaccine recommendation to others [15]. However, few studies have reported on what
messages were provided from vaccinated people based on their perspectives of the

vaccination.

1.2. Objectives

In a qualitative study utilizing semi-structured interviews, our objectives were to
understand the types of messages shared by healthcare providers and healthy adults receiving
the COVID-19 vaccine to the unvaccinated people around them, and the relationship between

the messages and the participant background, such as their perception and recommendation to
7



49  the vaccine. Additionally, we set out to assess the differences and similarities between the
50  healthcare providers and the healthy adults through these individual semi-structure
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2. METHODS

2.1. Participants

A total of 10 participants including 5 healthcare providers and 5 healthy adults were
targeted for recruitment in this exploratory study. The number of participants in this study
was set at 10 since a previous qualitative study on vaccine hesitancy reported that data
saturation was reached at around this number [16]. Three rounds of recruitment were pursued
between August 23 and October 22, 2021 at the Chuo-city (Tokyo) administered vaccination
site located at St. Luke’s Center for Clinical Academia, St. Luke’s International University.
Participation in this study was voluntary and written informed consents were obtained.

Prospective participants who met the following criteria were considered for this study: 1)
have completed the second dose of the COVID-19 vaccine, 2) healthcare providers,
physicians or nurses, who were responsible for vaccination, or apparently healthy adults aged
20 years or older who were from the general population, 3) ability to communicate in
Japanese, and 4) ability to conduct interviews via Zoom® (Zoom Video Communications,
Inc., San Jose, CA, USA.). Exclusion criteria including the following: 1) persons with whom
it was considered difficult to communicate directly, 2) those who were considered to have
insufficient ability to understand and judge the interview, and 3) those who were judged to be
difficult to conduct the interview with. These were assessed by the researcher during the

screening.

2.2. Procedure

To efficiently recruit participants while taking care not to disturb the operations of the

vaccination site, the cooperation was obtained from the person in charge of the vaccination
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site and the Chuo City Public Health Center, which leads the vaccination operations in Chuo
City. For recruitment of the healthy adults who had received the vaccine, the outline of this
study was provided verbally after their vaccination; only if they expressed interest, were the
details of the study explained to them in an adjacent room. If they agreed to participate, they
were asked to provide written informed consented and to answer a questionnaire. For the
recruitment of healthcare providers, the outline of the study was explained verbally before the
start of vaccination work, and the details of the study were given after their work. As with the
healthy adult population, only those who agreed to participate were asked to sign a consent
form and to answer the questionnaire.

To increase the participation rate of the study, the following actions were taken: 1)
posters about this research were displayed at the entrance of the vaccination site with the
approval of the St Luke’s International University (Appendix, Figure 1, 2), 2) the room for
ensuring a relaxed environment for the research briefing was set up near the vaccine
reception desk (Appendix, Figure 3), 3) the identity of the researcher was displayed with a
name tag to avoid distrust (Appendix, Figure 4), 4) the researcher did not wear a business suit
or white coat to avoid making the participant feel nervous (Appendix, Figure 5), 5) for those
who could not decide about participation at that time, an online registration form using
Google Forms (Google, Inc., California, U.S.) was prepared and registration from candidates
were accepted at a later date.

Since the researcher communicated with the participant directly, it was necessary to take
measures to avoid infection when conducting the research. To prevent infection, the
following measures were taken: 1) materials to be handed over were filed in advance to
reduce contact through the materials, 2) individually wrapped ballpoint pens were provided to
each participant for filling out the consent and the questionnaire, and 3) the time of the

interviews were set for a later date and were conducted online using Zoom®.
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After the participants were registered, the dates for the online interviews were set
individually between August and November 2021. As the purpose of this research was to
interview participants about their conversations with close persons after their vaccination, the
online interview was scheduled to take place at least two weeks after the second vaccination.
Also, since the content of the conversation might be forgotten over time, the participants were
asked to keep a memo as a reminder. Before the date of the interview, each participant was
reminded by e-mail about what would be asked in the interview and was requested to keep in
mind any relevant conversation after the vaccination. Before starting the interview, the
outline of the research and the protection of personal information were explained again. The
interviews were recorded using the Zoom recording function. At the end of the interview, a

5,000 yen (=$45) Amazon gift card or QUO card was provided.

To create verbatim transcriptions of the interviews, an Al automatic transcription, RIMO
Voice (RIMO LCC., Tokyo, Japan), was used to transcribe the audio that was recorded on
Zoom®. Afterward, the audio was confirmed to provide a quality check of the created
verbatim transcription. Any typographical errors or omissions were corrected manually.
Personally identifiable information was anonymized.

The study was approved by the Research Ethics Board of St. Luke’s University, and

given the approval number: 21-R076.

2.3. Questionnaire

After obtaining the participants' consent, the questionnaire was used to collect
information on socio-demographic characteristics and measures of health literacy. The
questionnaire composed the following items: name, gender, age, date of birth, number of

cohabiters, educational background, employment status, current health conditions, history of

11
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COVID-19 infection, the dates of the 1st and 2nd vaccinations, and the 14-item Health
Literacy Scale for Japanese adults (HLS-14) [17]. The HLS-14 developed by Suka (2015)

nn

consists of three levels: "functional health literacy," "communicative health literacy," and
"critical health literacy," and has been widely used to assess the health literacy of Japanese

adults [18-20].

2.4. Interviews

Interviews were practiced with an academic supervisor and my medical colleague,
beforehand to assess the appropriate interview time and the validity of the questioning items.
The main interviews were conducted with each participant on different dates. Each interview
took about 30-40 minutes and was recorded. A semi-structured interview consisting of 7
general, open-ended, neutral, and non-guided questions was prepared by the researcher and
the supervisor to evaluate the knowledge, attitude, behavior, and perceptions related to
COVID-19 or COVID-19 vaccine. The interviews were conducted by the researcher with
keeping in mind the components of the HBM: Perceived Susceptibility, Perceived Severity,
Perceived Threat, Perceived Benefits, Perceived Barriers, Perceived Self-Efficacy, and Cue to

Action. The HBM is a useful model for decision-making on vaccination [21-23].

2.4.1. Semi-structured interview questions following the HBM:

1. What do you know about the COVID-19 and COVID-19 vaccines? (Perceived
Susceptibility, Perceived Severity, Perceived Threat)

2. What were your expectations about receiving the COVID-19 vaccine? (Perceived
Benefit)

3. What were your concerns about receiving the COVID-19 vaccine? (Perceived

12
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Barrier)
4.  Why did you decide to get the COVID-19 vaccine? (Cues to Action)
5. What is your opinion about whether to recommend the COVID-19 vaccine to
unvaccinated people? (Vaccine Recommendation)
6. What did you talk about with your family, friends, and colleagues after you received
the COVID-19 vaccine? (Messages after vaccination)

7.  What is your general opinion about the COVID-19 vaccine?

2.5. Analysis

NVivo Qualitative Data Analysis Software Version 1.5.2 (QSR International,
Massachusetts, U.S.) was used to analyze the qualitative data. The analysis procedure
consists of the following steps: 1) Coding-identifying: in-vivo coding of comments relevant
to the research in each interview; 2) Coding-sorting: sorting of duplicate comments in the
code obtained in the first coding to create units; 3) Coding-condensation: enhancing the level
of abstraction for units obtained in second coding; 4) Categorizing: creating categories by
extracting from the third coding the content that matches HBM, vaccination
recommendations, and the content that was talked about after vaccination; 5) Generalizing:
generalizing multiple participant’s perspectives and significance albeit single-person
perspectives based on the categories assigned to each item of the HBM. In order to eliminate
arbitrariness as much as possible, each time one interview was completed, the review and
analysis were carefully repeated by the researcher and the supervisor. Review and analysis

meetings were held weekly from April to December 2021.
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3. RESULTS

3.1. Participants

Between August and October 2021, five healthcare providers who were engaged in
vaccination and seven healthy adults who were vaccinated at the site were enrolled in the
study (Figure 1). One of the healthy adults was not included due to scheduling difficulties and
loss of contact. Individual interviews were conducted with a total of 11 participants, 5 with
males and 6 with females (Table 1). Participant ages included two in their 20s, two in their
30s, five in their 40s, and two in their 50s. The mean period between the second vaccination
and the interview was 114 days for health care providers and 21 days for healthy adults.
Healthcare providers received the COVID-19 vaccine as a priority, therefore the mean period
to interview was longer than with the healthy adults (Figure 2). The average time to conduct
the interview was 35 minutes. The mean score of the HLS-14, a measure of health literacy,

was 55.7 % 5.4 with no difference between healthcare providers (55.6 =4.1) and the healthy

adult population (55.7%£6.1) (Table 1).

3.2. Perceptions, Cues to Action, Vaccine Recommendation, and Messages

The results of 11 interviews included 117,040 words in Japanese spoken across 383
minutes of total interview time. The analysis for the interviews was carefully conducted with
the supervisor for about 10 hours. In total, 267 codes were identified among healthcare
providers and 355 codes were identified among healthy adults, which were relevant to the
purpose of the study (coding-identifying) (Table 2). By sorting the codes obtained from the
coding-identifying step, 146 codes and 226 codes were identified (cording-sorting). By

enhancing the level of abstraction for categorization, 94 codes and 140 codes were found,

14
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respectively (coding-condensation), and by categorizing the codes matching the HBM, 59
categories and 68 categories were created, respectively (categorizing). Finally, the
generalizability of the categories was 26 and 27 in healthcare providers and healthy adults,
respectively (generalizing). The categories for vaccination recommendations were 3 and 6,
and the categories for messages after vaccination were 3 and 7 for healthcare providers and
healthy adults, respectively. Each category and main comments are listed in Table 3 and 4.

Also, summary of the results is indicated in Figure 3.

3.2.1. Perceived susceptibility

The healthcare providers were aware of the possibility that they might be infected with
COVID-19 at their hospital, even if they were not directly involved in the treatment because
the hospital where they worked treated COVID-19 infected patients. On the other hand, the
healthy adults began to be aware that they might also be infected when the number of
infections rapidly expanded in Tokyo (Figure 2) [24], or when they saw or heard that there
were infected people nearby. However, when there were no infected people in their
immediate vicinity, the sense of reality was weakened, leading them to think that they might

not be infected weakening their perceived susceptibility.

3.2.2. Perceived Severity

The healthcare providers realized that the severe cases of COVID-19 increased in their
daily practice and that most of the severe cases were unvaccinated patients. Furthermore,
even when discharged from the hospital, some patients still suffered from sequelae, and this
made them aware of the COVID-19 threat.

In addition, some participants realized that not getting vaccinated may affect their

interpersonal relationships; for example, by wearing a mask when meeting unvaccinated

15
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people. The healthy adult #12 has had similar experiences about relationships with others and
realized that the conversation atmosphere deteriorated when she mentioned to others that she
had no intention to vaccinate. The healthy adults were concerned that not vaccinating may
lead to discrimination and prejudice. On the other hand, the healthy adult #8 commented that
since there were more people infected with the COVID-19 in Tokyo than in rural areas, she
did not face discrimination or prejudice from others even when she was infected. It is
possible that whether the number of infected people is high or low in the surrounding area

may influence the tendencies for discrimination and prejudice.

3.2.3. Perceived threat

Both the healthcare providers and the healthy adults were threatened by their own
infection with the COVID-19 which could lead to secondary infection of those around them.
In particular, those who lived with their families were more aware of the need for vaccination

to protect family members.

3.2.4. Perceived benefits

The perceived benefit was similar for both the healthcare providers and the healthy
adults. They hope that vaccination will suppress the transmission of the COVID-19 and
reduce the risk of getting severely ill if infected. At the time of the interviews, the number of
infected and severe cases in Tokyo were decreasing, making them realize the effect of the
vaccine because the vaccination had gradually spread (Figure 2) [25]. They expected to be
able to have dinner with friends, travel, and return to their hometowns, if the number of
infected and severe cases continued to remain low. Such expectations were clarified by the

interviews.
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3.2.5. Perceived barriers

Many comments were received related to the perceived barriers, both from the healthcare
providers and the healthy adults. The most common perception was concern about side
effects from the vaccination. People generally imaged the vaccines to resemble influenza
vaccines, and were not aware that influenza vaccination can cause side reactions. However,
since the CIOVID-19 vaccine has a higher rate of side effects than conventional vaccines
[26], they realized that it was completely different experience. They felt even more anxious
before their vaccination after hearing about the painful side effects from the vaccinated
people.

Also, the COVID-19 vaccines were a novel type with a different development process
than the conventional ones, and people felt anxious about the novelty itself. Because of the
lack of sufficient long term clinical data, they were concerned about unexpected side effects
and sequelae in the future. As it was a novel type of vaccine, there was a lot of uncertain
information on social networking sites and the Internet, such as "the COVID-19 vaccine will
lead to infertility" and "the COVID-19 vaccine will affect immunity and eventually cause
death”. These questionable information had led to a sense of barrier to vaccination.

The unique perception of the healthy adults was that they recognized that Spikevax™
causes more side effects than Comirnaty™. While the healthcare providers did not have the
option to vaccinate other than Comirnaty™, the healthy adults could choose amongst
Comirnaty™, Spikevax™, or Vaxzevria™, causing a sense of barrier due to the difference in
safety between the vaccines.

Employment status was also thought to have an impact on the sense of barrier to the
vaccination. Since many young people, in particular, were non-regular workers [27], they
were concerned about the influence of side effects of the vaccine on their work. Since there
was no compensation for their salary if they missed work due to side effects, they were

17
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worried about decreased income. Health adult #12 had heard such opinions from her close
persons.

Furthermore, healthcare providers’ vaccination schedule was set by the hospital where they
work, so they did not need to make their reservations for vaccination. However, the healthy
adults can decide to get vaccinated at their own timing. Therefore, some healthy adults were
aware that they did not need to be vaccinated immediately. This could be a factor that
enhances the sense of barrier. On the other hand, the majority of the participants felt that side
effects after vaccination were mild and not as painful as they had expected, and this was not a
barrier to recommending vaccination to others.

The participants recognized the importance of providing correct information, as they
sometimes saw or heard ambiguous information. The healthcare providers were aware from
their vaccination work that many people had concerns about vaccines, and believed that it
was necessary to have a point of contact for these people to feel free to talk about various

concerns and worries about the COVID-19 vaccines.

3.2.6. Self-efficacy

The healthcare providers had made the decision to vaccinate because of their sense of
responsibility. As healthcare providers, they tried to give correct information to their family
and friends, as they were often asked about vaccinations. To enhance self-efficacy, they
believed it is important to know about the COVID-19 vaccines first.

Both the healthcare providers and the healthy adults found that their concerns before
vaccination were alleviated by talking with others who had been vaccinated, and they felt
more secure after vaccination. On the other hand, those who did not originally intend to be

vaccinated did not have a high sense of self-efficacy even after receiving the vaccine.
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3.2.7. Cues to Action

Both the healthcare providers and the healthy adults were motivated to get vaccinated by
recommendations from specialists of infection disease and physicians, and by the fact that the
people around them had also been vaccinated.

Even though they were not forced to be vaccinated, they felt the atmosphere in their
workplace that they should be vaccinated. The ease of making reservations for vaccination

was also a trigger for vaccination, as the healthy adults had to make their own reservations.

3.2.8. Vaccine recommendation to others

The healthcare providers were very eager to have as many people as possible vaccinated.
As the COVID-19 vaccines were the most promising way to reduce the risk of getting severe
infection, and realizing how devastating it can be, they believed that vaccines have more
benefits than risks.

On the other hand, recommendations from the healthy adults for vaccination of others
were varied. Some recommended vaccination to close family members, but did not actively
recommend vaccination to others. This is because they recognize that not getting the vaccine
is an option and should not be forced. Therefore, they would like to respect the unvaccinated
people’s opinions. Differences in vaccine recommendations were found between the

healthcare providers and the healthy adults.

3.2.9. Messages

Both the healthcare providers and the healthy adults often talked about side effects with
their family, friends, and colleagues after vaccination. However, they did not try to stir up
concerns, but rather told others that based on their own experiences the vaccination did not

need to be scary and that they felt relieved after the vaccination. This was because the
19
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participants in this study did not experience any strong side effects from the vaccination, and
that the vaccination reduced the risk of infection and becoming severely ill from the COVID-
19, as well as the risk of transmission to others.

A feature of the healthy adults was that they unconsciously checked the other person's
vaccination status during the conversation. The vaccination status was a common topic of
conversation in the COVID-19 era, and people naturally shared their vaccination experiences.
This shared experience eased the fear of the COVID-19 vaccine for those who had not been
vaccinated. By contrast, those who had no intention to be vaccinated felt stressed by having
their vaccination status checked and by being implicitly recommended or pressured to be

vaccinated.
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4. DISCUSSION

This study was the first to understand what messages were shared by the vaccinated
healthcare providers and healthy adults after their vaccination, and the relation of the
individual's thoughts and social background in influencing the messages. Both the healthcare
providers and healthy adults shared similar messages from their own vaccination experiences
to ease others' concerns about side effects. However, differences in vaccine recommendations
were observed between the healthcare providers and the healthy adults. The mean score of the
HLS-14 did not differ between the two groups. Therefore, it was not clear whether health
literacy affected the contents regarding what they talked about after vaccination. We
described here the backgrounds and relationships that influence vaccine recommendations in

both the healthcare providers and the healthy adults.

4.1. Vaccine recommendations from the healthcare providers

The healthcare providers who participated in this interview were unanimous in their
recommendation for vaccination. The strongest reason for this is that they expect that
vaccination will prevent getting severely ill even if infected with COVID-19. In their daily
clinical practice, the healthcare providers have treated patients suffering from different kinds
of diseases and have seen patients with significant functional disabilities, severe diseases, and
die from diseases. Therefore, it was believed that they were treating patients with a strong
motive to keep them from becoming severely ill and reduce deaths caused by diseases as
much as possible. According to the perceived severity, we found that the healthcare providers
strongly recognized the severity of COVID-19, such as the fact that unvaccinated patients
with COVID-19 infection could become severely ill, the sequelae of COVID-19 infection

could persist, and the sense that the number of the severe cases was increasing. Vaccination
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has been recognized as a useful measure to reduce the risk of getting severely ill. The reason
why they recommend vaccination was not only because of its advantage, but also because of
the downside of not being vaccinated which would change the hospital's acceptance of an
infected patient who becomes severely ill. Of course, they were concerned about side effects
of the vaccine and the lack of long-term clinical data. However, based on the current data and
their experiences and those of their colleagues, few serious side effects occurred, and they
believed that the benefits of vaccination outweigh the risks at this point in time.

The interviews also clarified that the healthcare providers felt strongly about their
responsibility. In the initial phase of the vaccination in Japan, when the experience of
COVID-19 vaccination was still minimal, their sense of responsibility as healthcare providers
promoted vaccination. Since the vaccination of the general population started, they have
recognized that many people felt insecure about the vaccine. To alleviate their concerns, the
healthcare providers tried as much as possible to provide correct information to those who
wanted to be vaccinated at the vaccination sites, but there may have been some people who
were hesitant to ask. For these people, setting up a point of contact where they can feel free to
talk about the COVID-19 vaccines may alleviate their concerns. This was because the
healthcare providers had experienced that to be informed about the vaccine made them feel at
ease during vaccination.

In the conversation with their close persons after the vaccination, healthcare providers
mainly talked about side effects based on their own experiences, but they also emphasized
that there was no need to be afraid of side effects. This was because many people were
worried about side effects of the vaccines, so they were trying to alleviate the concerns by
explaining that side effects were milder than they had expected. In addition, they told the
others that the vaccination gave them a sense of security because it reduced the risk of getting

severe illness even if infected with the COVID-19.
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4.2. Vaccine recommendations from the healthy adults

The level of vaccine recommendations from the healthy adults was inconsistent. While
some healthy adults were willing to recommend vaccination to close family members, others
were not actively recommending it to others. This may be affected by how much expectation
they had for the vaccine in advance. Those who recommended vaccination were more likely
to have been living with family members, and as a perceived threat, they were worried about
transmitting COVID-19 to others if they had been infected. The recommendation to vaccinate
might have been based on their desire to protect the family. In contrast, those who responded
that they would not actively recommend the vaccine did not live with their families, but were
considering getting the vaccine when the number of infected people significantly increases in
Tokyo (Figure 2). This tendency was observed among younger people who, besides being
concerned about side effects from the vaccine, were also concerned about the fact that it was
a novel type of vaccine. In the case of non-regular employees, they were worried about not
receiving compensation if they had to take a leave due to side effects of the vaccine, which
suggests that their expectations of the vaccine were relatively low. Not only the expectation
and insecurity toward the vaccine, but also environmental factors such as living with family
members and employment status may affect the level of recommendation after vaccination.

Furthermore, what was unique about the healthy adults was their perception of the
differences in vaccines and the timing of vaccination. Since only Comirnaty™ vaccines were
given to healthcare providers, there were few comments about vaccine differences in the
interviews, but the healthy adults were able to choose Spikebax™ and Vaxzebriar™ in
addition to Comirnaty™, so there were conversations with others about vaccine differences.
The participants in this study were aware that Spikebax™ causes more severe side effects

than Comirnaty™. In addition, unlike healthcare providers, the healthy adults did not have a
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fixed date for vaccination in advance and needed to make their own reservations for
vaccination. Therefore, they had a relatively long period of time to make a decision about
vaccination, and they could make their decision after observing the vaccination status and
side effects of other vaccinated people around them. These external factors were probably
influencing the vaccination decisions of the healthy adults.

In conversations after vaccination, the healthy adults mainly talked about side effects,
based on their own experiences, to close persons and people who were worried about getting
vaccinated, but told them that there was no need to worry. The message itself is the same for
the healthcare providers and the healthy adults. A feature of conversations among the healthy
adults was that they unintentionally checked each other's vaccination status during the
conversation. This may be indicating an unconscious interest in recognizing the risk of
infection that affects them. If the other person in the conversation was unvaccinated, they
might refrain from future contact or hope that the other person would be vaccinated as well.
On the other hand, unvaccinated people would feel that being checked about their vaccination
status or being recommended for vaccination itself was vaccine-related harassment. This

point should be taken into consideration when recommending vaccination.

4.3. Suggestions for practice

Lastly, the suggestions for practice in order to further promote vaccination are discussed
from a public health perspective. Removing the concerns about the vaccine may lead to
vaccination, which in turn may influence vaccine recommendations to others. In the
interviews, it was found that anxiety about vaccines can be alleviated by sharing the
experience of vaccination, that some unvaccinated people are not able to ask about their
vaccine anxiety even if they want to, and that some people are reluctant to get vaccinated

because they are concerned about their income loss due to side effects. To address these
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issues, we suggest the following measures into the practice.

4.3.1. Share the experience with people close to you after vaccination

It has been reported that information from healthcare providers and people close to the
target patients have more influence on health behavior than information from the media or the
Internet [7]. And those who were hesitant to get vaccinated but did get vaccinated trusted
information from healthcare providers and people close to them, such as family members [6].
By sharing the experience after vaccination, the other person who hears about it can gain a
sense of security. By making their vague concerns concrete, those who are vaccinated may be
able to ease the distrust that unvaccinated people may have towards the vaccines.

However, in sharing experiences, we need to be careful in our conversations to avoid
unconsciously checking the other person's vaccination status and implicitly coercing them
into vaccination. This is because people who have decided not to vaccinate feel stressed by

having their status checked and being implicitly coerced to get vaccinated.

4.3.2. Set up a point of contact at vaccination sites where people can feel free to ask

about vaccines

People who have been vaccinated, those who are planning to be vaccinated, and those
who have no intention to be vaccinated have concerns. They are concerned about the safety
of vaccines, including the long-term effects, the fact that each vaccine causes different side
effects, and the risk of infection or becoming severely ill if they are not vaccinated. First of
all, knowing exactly what the vaccine is may relieve some of their concerns, and talking
about it can give them a sense of security. If they are still feeling insecure toward vaccination,
positive messages will not be shared after vaccination. Eliminating concerns before

vaccination is important in the dissemination of messages after vaccination.
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4.3.3. Compensation for non-regular employees

In Japan, the proportion of non-regular employees is high, especially among women and
young people [27]. Household income has been reported to be a factor in vaccine hesitancy
[28]. Non-regular employees are concerned not only about side effects of the vaccine, but
also about the possible loss of income due to the difficulty of working as a result of side
effects. They have limited paid holidays compared with regular employees, and leave due to
side effects may be counted as absenteeism. Therefore, if non-regular employees are
vaccinated and have to be absent at work due to side effects, compensating them financially

could help promote vaccination.

4.4. Limitations

There were several possible limitations in this study. At the vaccination sites in Chuo
City, only residents of the Chuo City were eligible for vaccination. The characteristics of the
participants include a high percentage of those with a university or graduate school education
and a high level of health literacy. According to the national census in Japan [29], the national
average of those with a university or graduate school education was 19.9%, while the
participants in this study was 66.7%. The mean HLS-14 score in the national survey
conducted by Suga (2013) was 50.3[17], while that of the participants in this study was 55.7,
suggesting the possibility of selection bias and a higher level of health awareness than people
in general. Therefore, most participants may have had the thought of recommending
vaccination.

Furthermore, since only Comirnaty™ was provided at the vaccination site in this study,
comments from people who had taken other vaccines were not available. Although the side

effects reported for each vaccine were different, the incidence rate of side effects did not
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differ significantly for any COVID-19 vaccines, so the influence on the results of this study
was considered to be minimal [26].

Elderly people and those under 20 years of age were not enrolled in this study.
Enrollment in the study did not begin until August 2021, and many elderly people had already
been vaccinated, so it was difficult to recruit them. Those under 20 years of age were also
excluded because of the possible influence of their parents on their vaccination decisions
[30,31]. If elderly people or young people participate in this study, it may affect the results of
the vaccine recommendation and the messages. Further studies may be needed for these

populations and the unvaccinated people.

4.5. Conclusions

In this study, the messages from the conversations between the participants and those
around them after vaccination were examined, as well as the relationship between the
messages and the individual's thoughts and social background based on the HBM. Both the
healthcare providers and healthy adults shared similar messages to ease the vaccination
concerns of others regarding side effects. However, their vaccine recommendation level was
varied, which may be influenced not only by expectations and concerns toward the vaccine,

but also by external factors such as family members living together.
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Time 1:
Time 2:
Time 3:

Interview acceptance (n=12)

Healthy adults (n=1), Healthcare providers (n=5)
Healthy adults (n=4)
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Cannot speak Japanese (n=1)
Cannot use the Zoom® (n=1)

Other reasons (n=33)
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Time 1:
Time 2:
Time 3:

Interview complete (n=11)

Healthy adults (n=1), Healthcare providers (n=5)
Healthy adults (n=3)
Healthy adults (n=2)

L

Lost to follow up (n=1)

Figure 1. Flow chart of participant recruitment
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Table 1. Characteristics of participants

No Sex Age('s) HCP or HA Number of Education Employment Status | Infection history of
Family Members COVID-19
Living with

1 Male 30 Physician 2 University Full time No

2 Male 40 Physician =3 Graduate school Full time No

3 Female 50 Nurse 1 Vocational school Part time No

4 Female 30 Nurse 0 Vocational school Part time No

5 Female 40 Nurse =3 Junior college Part time Yes

6 Male 40 Healthy Adult 1 Graduate school Full time No

7 Female 50 Healthy Adult 0 Graduate school Self-employed No

8 Female 50 Healthy Adult =3 University Self-employed Yes

9 Male 40 Healthy Adult 1 Graduate school Full time No

10 Male 40 Healthy Adult 0 Graduate school Full time No

11 Female 20 Healthy Adult 0 Vocational school Full time No

12 Female 20 Healthy Adult 0 University Full time No

HCP: Healthcare Provider, HA: Healthy Adult
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Table 1. Characteristic of participants continued

No Interview Period between Duration of HLS-14 Functional Communicative Critical
Month 2nd Vaccination | Interview (min) | Total Score | Health Literacy | Health Literacy | Health Literacy
and Interview
1 Sep. 2021 5 months 29 56 20 20 16
2 Sep. 2021 5 months 31 53 20 18 15
3 Oct. 2021 5 months 38 55 18 19 18
4 Oct. 2021 2 months 29 63 25 23 15
5 Aug. 2021 2 months 27 51 15 20 16
6 Sep. 2021 20 days 30 58 25 19 14
7 Lost to follow up 55 18 19 18
8 Nov. 2021 1 month 62 42 23 13 6
9 Oct. 2021 22 days 37 59 25 19 15
10 Oct. 2021 15 days 32 63 21 25 17
11 Nov. 2021 24 days 36 55 22 17 16
12 Nov. 2021 16 days 32 58 21 21 16

HLS-14: 14-item Health Literacy Scale for Japanese adults
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This data was integrated from COVID-19 Information Website by Tokyo Metropolitan Government
592 and Vaccination Record System on Government Chief Information officers’ Portal, Japan

593  HCP: Healthcare Provider, HA: Healthy Adult

594 Figure 2. Number of the new infections and cumulative 2™ vaccination rate in Tokyo, Jan.21- Nov.21
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Table 2. Analytical process for the interviews

Participants | 1st Coding: | 2nd Coding: | 3rd Coding: Categorization | Generalization | Vaccine Messages
Identifying | Sorting Condensation of Perceptions | Recommendation
HCP | 5 267 146 94 59 26 3 3
HA |6 355 226 140 68 27 6 7

HCP: Healthcare Provider, HA: Healthy Adult
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Table 3. Healthcare Providers’ perceptions for each category of the Health Belief Model

Perceptions

Quote, typical descriptions

Perceived
Susceptibility

Possibility of getting
infected at my hospital

#2_Because | have engaged in a
hospital, | recognize that the risk of
transmitting the COVID-19 to my family
was higher than the general people.

#3_Since | worked at a hospital, | was
vaccinated so that my elderly parents
would not be infected.

Perceived
Severity

If unvaccinated and when
infected with COVID-19,

#1 Those who were severely ill and
hospitalized have not been vaccinated.

the disease could be severe.

#5 A person | know was infected with
COVID-19 and died. The person had not
been vaccinated.

COVID-19 infection could
bring on sequelae.

#2_Even if a person is infected and
survives, the residual damage to the
lungs is quite significant.

#2_The fear of the COVID-19 was that
the infection will leave taste and smell
disorders, such functional disorders
whose curability is uncertain.

Non-vaccination could
affect relationships with
others.

#2_If unvaccinated, relationships and
personal aspects may be affected a bit.

| felt that the number of
severely infected patients
had been increasing.

#1_Since the delta variant was spread,
the severe cases in young people had
increased.

#5_Currently, many unvaccinated people
are dying.

*Even if | get infected, it
might not be severe.

#2_1 was wondering about the
vaccination because even if | got
infected, it would most likely be mild.

Perceived Threat

If | get infected in the
hospital, I could transmit it
to my family.

#2_ Because | have engaged in a
hospital, | recognize that the risk of
transmitting the COVID-19 to my family
was higher than the general people.

#3_Since | worked at a hospital, I was
vaccinated so that my elderly parents
would not be infected.

| got scared when the
number of infections
increased dramatically in
Tokyo.

#5_My husband had been living alone in
Chiba, but he was afraid to return home
because the infected cases had increased
in Tokyo.

Perceived
Benefits

The vaccination could
suppress the risk of
infection and becoming
severely ill.

#5_Because | had the vaccine, my
condition was not severe when | got
infected. Therefore, | recommend others
to get vaccinated.
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#4 The role of the vaccine is to protect
the vaccinated person from getting
infected and severely ill.

The number of infected
people is actually
decreasing, and we are
realizing the effectiveness
of the vaccine.

#1 | felt that the vaccine was already
having a significant effect.

Gradual easing of
previously restricted life.

#3 | am glad that the vaccination will
improve the whole society and bring us
closer to pre-pandemic.

Perceived
Barriers

Concern about side effects
from the vaccination

#3 | was concerned about the high
occurrence of side effects of the COVID-
19 vaccine, while the conventional
vaccine did not cause that many side
effects.

#4 My concern was about side effects,
so | gathered information on the Internet
and social networking sites before
getting the vaccine.

The fact that this is a novel
type of vaccine is
worrisome.

#2_Since | did not know what would
happen in the long term, | was
vaccinated with Pfizer and my wife was
with Moderna for diversification of risks

#3_Since it is the novel type of vaccine, |
am concerned about side effects that are
not yet known and the lack of long-term
data.

| heard that some people
died after getting the
vaccine.

#1 | heard of someone who died within a
few days of being vaccinated.

| have seen and heard some
unreliable information
about vaccines.

#4 1 received information on social
media that the COVID-19 vaccine will
lead to infertility or that the vaccine
contains mercury.

#5 | heard a false story that the
vaccination makes children infertile.

| have seen and heard from
vaccinated people that the
side effects were very
painful.

#4 My colleagues in their late 20s and
30s told me that they had had significant
side effects.

#1 My colleagues and | talked about
how serious it would be if the vaccine
which caused such a high fever was
available to the public.

*In order to make
unvaccinated people feel
secure, it is necessary to
have a point of contact

#3_Some young people may be too
scared to get vaccinated, so it would be
nice if there was a support system where
they could feel free to talk about it.
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where they can easily talk
about vaccine concerns.

#3 At the vaccination site, the
vaccination procedure was clerical so
that some people probably did not ask
anything even if they want to.

*The side effects were not
as severe as | had expected.

#4 1 had a slight fever after the second
vaccination, but it subsided while I was
sleeping. It was milder than | had
expected.

Perceived Self-
Efficacy

A sense of responsibility as
a healthcare provider led
me to take the vaccine.

#3 | felt responsible as a nurse, so | got
the vaccine.

As a healthcare provider, |
respond sincerely to
inquiries about the
vaccination from family
and friends.

#2_ My friends asked me about getting
the vaccine.

#4 My friend asked me some questions
about what to do after getting the
vaccine and what the site looked like.

Getting the vaccine gave
me a sense of security.

#3 It gave me a sense of security
because the vaccination reduced the risk
of serious illness when | was infected
and the risk of transmitting the infection
to my parents.

#2_Since | got the vaccine, the risk of
infection in my practice has decreased
and | felt some relief.

*1t is important to know
about the vaccines.

#4 The fact that | did not know about the
vaccine was the most frightening thing
for me, so | decided to properly learn
about it. By knowing, | was able to
prepare myself to accept the vaccine and
took it with a sense of security.

Cue to Action

Although it was not
compulsory, an atmosphere
existed that healthcare
providers should be
vaccinated.

#2_Because of the hospital workers'
position, the atmosphere was such that
everyone had to take the vaccine.

Since people around me
were being vaccinated, |
decided to get vaccinated
t0o.

#3 Most of my colleagues listed their
names on the reservation sheet for
vaccinations, so | went with the flow.

Because it was
recommended by other
healthcare providers or
specialists.

#2 The specialist told us that we had
better get the vaccine as possible.

#5 The doctor I know told me that it is
very risky not to get the vaccine if you
are over 40.

Reminder to vaccinate

#1 | received a reminder email from the
hospital's infection control department
about vaccination.
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Vaccine
Recommendation

Recommend everyone to
get vaccinated.

#1 1 recommend that everyone get the
vaccine for now. The people who were
getting seriously ill were unvaccinated,
and they have been hospitalized one
after another, so they need to know that
this is no ordinary cold.

#4 Whether or not a person has been
vaccinated will change the hospital's
acceptance when he is infected.

#2_At this point, | believe the benefits
are much higher, and the only solution to
the current situation that has changed
with COVID-19 is the vaccination.

Ultimately, it is up to the
individual to decide the
vaccination.

#2_1 recommended vaccination to my
wife, but told her to make the final
decision on her own.

In conversation

| talked mostly about side
effects with others, but 1
told them they did not need
to be scared.

#4 Since | wanted my friend to think
positively about getting the vaccine, |
told her that this has the kind of side
effects that would occur, but 1 also told
her that there was nothing to be afraid
of, and gave her the correct information
as far as | knew.

#3 | explained in detail to my family
members who were not vaccinated about
the situation when | was vaccinated.
After the vaccinations, | hardly had any
fever, so | told them that | was fine and
recommended that they get vaccinated as
well, since it would suppress the risk of
serious illness.

| told my family that | felt

secure after the vaccination.

#3 The vaccination gave me a sense of
relief, and | shared that feeling with my
family.

*Factors that affect the perceptions
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Table 4. Healthy adults’ perceptions for each category of the Health Belief Model

Perceptions

Quote, typical descriptions

Perceived

Susceptibility

Even with the vaccine, it is
possible to get infected.

#8 | was infected after the first
vaccination.

#11 Vaccination makes antibodies, but it
does not mean we will never be infected.

| began to be aware of
COVID-19 when | found
out that someone close to
me was infected.

#8_When someone close to me got
infected, or when nearby schools and
nursery schools were closed, | had the
feeling that COVID-19 was coming close
to me.

The number of infections
had risen dramatically in
Tokyo, and | suspected |
would be infected.

#11 In August, the infected cases in
Tokyo were so high that | thought it
would be better to vaccinate than to get
the infection.

*| assumed that if no one
else around me had a
history of infection, I
would not get it either.

#8 Since the nursery teachers | knew,
who had a lot of contact with people, had
not been infected, | believed that | did
not need to be so scared of the infection.

Perceived

Severity

Non-vaccination could
affect relationships with
others.

#12 When I initially told people around
me that | had no intention of getting the
vaccine, their reaction was cold, and |
knew that many of them were concerned
about being unvaccinated.

#10_| think the most serious problem
with the vaccine is not side effects, but
discrimination against those who do not
get the vaccine and those who oppose the
vaccine.

#12 | can understand the thoughts of
those who do not vaccinate, and | hope
the government should not make a
vaccine passport that leads to
discrimination.

*Since many people in
Tokyo have a history of the
COVID-19 infection, the
people around me did not
care much even if | was
infected.

#8 When | told them that | was infected,
she was not concerned because she also
had a history of infection. In Tokyo, there
are a lot of infected people, so even if
someone is infected, they may not care
that much.

Perceived Threat

| am concerned if | get the
infection and transmit it to
people around me.

#6_My wife has an underlying disease
and has been vaccinated first, but |
thought it would be pointless if I did not
get vaccinated too.

#11 1 am afraid of transmitting the
infection to my parents unconsciously
when | return to my parents’ home.
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Perceived

Vaccination protects you
from infection and getting

#10_If one has an underlying disease, it
is more likely to worsen when infected,

Benefits severely ill. and the whole body will be affected.
#12_1 believe that the vaccination is not
to prevent transmitting others from me,
but to protect myself.

If the number of infected #9 | expect that the vaccination will
cases is decreased, we can | allow us to return to our hometown and
have dinner out and travel. | travel with our families.
#6_1 expect that vaccination will
alleviate what | have to endure, such as
eating and drinking with friends.
Realize the effectiveness of | #11 | believe that the reason why the
vaccination in preventing number of infected cases has decreased
infection in Tokyo is that the vaccination has
progressed.
#8 After | was infected, my unvaccinated
family members got infected, but my
vaccinated family members did not.

Perceived Concern about side effects | #8_I got a fever post-vaccination. I am

from the vaccination concerned about vaccines that have a

Barriers high probability of side effects when

vaccinated.

#12 | do not like to get vaccines when |
do not know what side effects will occur.

| have seen and heard that
the side effects were
painful.

#9 My wife had a strong side effect after
the vaccination, so we are thinking that
the third time will be very tough.

#11 | heard that my friend had a fever
and headache after the vaccination, and
that it was hard to sleep because of the
pain in her whole body, not just in her
arms, and | did not want to get the
vaccine.

The fact that this is a novel
type of vaccine is
worrisome.

#11_As it had not been long since the
vaccination was approved by the
government, | was concerned about how
my body would react after the
vaccination in the future.

#11 | am scared of the vaccine simply
because it is a novel one.

| am not in a rush to get the
vaccine.

#8 The vaccine reservations were
booked up immediately, and since | was
not planning on getting vaccinated that
eagerly, I thought lightly I would just get
the vaccine if | could simply reserve it.

#9 | waited for the vaccination until |
was sure that my generation was
vaccinated and had no problems.
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Concern about the impact
of side effects on my
business.

#12 Some young people do not like
getting the vaccine because their salary
will be decreased if they have to take a
leave due to side effects.

Spikevax™ may cause
strong side effects.

#6_1 heard that one of my colleagues had
been vaccinated with Spikevax™, and
that he had a painful side effect from the
first dose. I felt that the side effect varies
depending on the vaccine.

#10_Each vaccine has different side
effects, with Spikevax™ causing more
severe reactions at the injection site than
the Comirnaty ™.

Uncertain information
about the vaccination.

#12 Sometimes, | found questionable
information on social media that said the
COVID-19 vaccine would affect our
immune system and cause death.

*The side effects were not

as severe as | had expected.

#6_The first vaccination did not cause
any symptoms, and the second
vaccination caused only a slight fever
and fatigue the day after, so it felt like
just a cold.

#12_My impression of the vaccination
was that the side effects were much
milder than | had expected.

*1t is important to
communicate accurate
information.

#6_1 would like to provide as much
correct information as possible to those
who are concerned about the
vaccination.

Perceived Self-

Efficacy

Getting the vaccine gave
me a sense of security.

#6_After the second vaccination, a sense
of security grew inside me.

#8 | was relieved that all my family
members were vaccinated twice.

My concerns were eased
after | talked with a
vaccinated person.

#6_My concerns were eased when |
talked with family members and
colleagues who had taken the vaccine
first.

*Qriginally, I had no
intention of getting
vaccinated.

#12_Since | am basically weak, I thought
I would have stronger side effects from
the vaccine than other people. Therefore,
I did not intend to get the vaccine until
my primary doctor recommended it.

Cue to Action

An atmosphere of
compulsion to vaccinate
existed

#12 "Are you not going to get the
vaccine?" | was asked, and the
atmosphere of being under compulsion
from colleagues in my office existed.
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#9_In my workplace, | sometimes have to
work with several colleagues in a narrow
space. At that time, the atmosphere of
needing to check the vaccination status
forced me to get the vaccination too.

Since people around me
were being vaccinated, |
decided to get vaccinated
too.

#11 The people around me who were
close to my age were also vaccinated, so
I decided to get vaccinated too.

#12 When the delta variant spread,
young people and people without
underlying diseases were also infected,
and my colleagues around me were
getting vaccinated, so | decided to get
vaccinated as well.

Took the vaccine because it

was recommended by a
physician or an
acquaintance.

#8 A colleague strongly recommended
getting the vaccine, and then looked for a
clinic where I could be vaccinated. With
the push of my colleague, | decided to get
the vaccine.

#12 My primary physician
recommended vaccination after the delta
variant spread.

Making the vaccine
reservation was simple.

#11 It was easiest to make a reservation
through the Chuo City reservation
system.

*Making the vaccine
reservation was difficult.

#8 In early July, my husband tried to
make an appointment for me, but it was
booked up immediately. After that, I did
not try it again for a while.

Vaccine

Recommendation

| recommend the
vaccination to close
persons.

#10_| recommend vaccination to close
persons because the risk of serious
illness is high if they are infected with
COVID-19.

| do not actively
recommend the
vaccination.

#11_If someone is wondering if he
should be vaccinated, | will tell him my
experience, but I will not recommend it
to someone who is not willing to be
vaccinated.

#12 1 did not intend to be vaccinated at
first. I do not actively recommend it
because it is up to you whether you want
to be vaccinated or not.

Not vaccinating is an
option.

#11 1 think not getting vaccinated is an
option, so it is not something that should
be forced.

In conversation

We talked about the
differences between the
vaccines.

#6_Some of my colleagues had been
vaccinated with Comirnaty™ and some
others with Spikevax™ so we talked
with each other about the differences in
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side effects.

Talked about the
experience of vaccination.

#6_As much as possible, I would like to
share with the unvaccinated what | have
experienced and what | know.

| shared with others the
relief | felt after getting the
vaccine.

#11_| shared with others the relief | felt
after getting the vaccine.

| told them that they did not
need to be concerned so
much about vaccination.

#11 | told others that | had a fever after
the second vaccination, but it was not
hard, so there was no need to worry so
much.

Checking each other's
vaccination status in casual
conversation.

#12_With specific intention, "Have you
been vaccinated?" or "How many doses
of the vaccine have you had?" were
common in the conversation. However,
these were considered to be the vaccine
related harassment within the company.

#6_In the near future, when the
restrictions are lifted and | meet my
friends, | will casually ask them if they
have been vaccinated.

*Factors that affect the perceptions
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Modifying | Mean age: 42.8 + 9.8, Female: n=7 (58.3%). University or Graduate school: n=8 (66.7%), Healthcare provider: n=5, Healthy adults:
Factors | 1=7 Fyll-time worker or Self-employed: n=9 (75.0%), Infection history of COVID-19: n=2 (16.7%), HLS-14 total score: 55.7 5.4

|

ILNCLRIE Perceived Susceptibility Perceived Threat

Beliefs
* The infected patients were in the hospital, soI would get infected. - HCP - I was concerned about spreading it to close persons if I was infected. - Both
* The number of infected people rapidly increased in Tokyo and close
persons were infected, soI would also get infected. - HA . .
- I worried about adverse reactions because some people I know

Perceived Severity have experienced tough adverse events after the vaccination. - Both

- Irealized the number of severely ill patients and patients with * The novel type of the vaccines donot have enough data for the long

. S . term usage. It makes me nervous. - Both
sequelae increased in clinical practice.- HCP . . .
L . . . - Because these vaccines were the novel type, vague information was
* Non-vaccination can affect interpersonal relationships. - Both spread. - Both

* If I missed work due to a side effect, my salary would be diminished. - HA

* Vaccination can prevent the infection or mitigate the risk of Perceived Self-Efficacy

b i rerely ill even if I get infected. - Both . .
ecominig severely 17 even [t ° get ecte © * As a healthcare provider, I was vaccinated. - HCP

- Irealized the effects of the vaccine as the number of infected . . . . . ,
. . o * Talking with vaccinated people relieved my anxious mind. - Both
people decreased along with the increase vaccination. - Both : o
* I felt a sense of security after I gotthe vaccination. - Both

i

Action Vaccination / Vaccine Recommendation Cues to Action
+ Strong recommendation for everyone if you can. - HCP "] * Recommendations from specialists or physicians. - Both
« ITwould not actively recommend the vaccine. - HA * Because the people around me got vaccinated. - Both
l * Compulsory atmosphere that vaccination should be taken. - Both
Messages . o
* Side effects are a possibility, but not to be feared. - Both
604 * Subconsciously checking the vaccination status of each other. - HA
605 HCP: Healthcare Provider, HA: Healthy Adult
606 Figure 3. Summary results based on the Health Belief Model
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Appendix_Figure 1. The poster for recruitment
46



610

7

ix_Figure 2. The displayed poster
4

Appendi

611



——

P i (1F

612

613 Appendix_Figure 3. The room for the study explanation
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615 Appendix_Figure 4. The name tag for identity of the researcher
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Appendix_Table 1 Healthcare Providers’ Perceptions for each category of the Health Belief

Model in Japanese

Perception

Quote, typical description

Perceived
Susceptibility

56D T 2 93l TR
LTLE D RN
%

B2 REIZFE DD TS D TFIEIZ 9 o
LTLFIVURITP—HDNEF N
TEWS E &kt L T3,

E3 JFREICTE 8D T U= D TE RO AT
IC9DL TLEPLRINGBIZD 2 F2
TR L,

Perceived
Severity

U7 FUREETan
TITHED L BIE(LT D

#l_HIEE L TABEL T B ANIF T2
FF o TR

B5 D ENND NP =2 2T
RITIERE L TS oo /e, TDAITY
o F a0 TR 75,

BOJRE L Tapldhrozs LThH,
WHIZFE S 57 A — VTR E 0,

Ho JRReT 5 MR - REEEERS
TGP B TR VB REE A 3 58T D 3 H
Wz F L /XD E =5

T U FUREERTIZ &N Ho Do T KBTS BN B & O
BRI EE 5.2 5 TZ AN NDEG) T L AZEED
AIREMEDN B D S HBEMEDR B 5,
HIEA DR CWDFE | BT ZHIC > Tonb, HEDE
BN D JETED 2 72,
B WVE, DZ2FaF o ThHaRA
PELS SACS 8o T 3B,
YL U C O EIEL LR | #2 B L T IR VO EFED E A

WG LivZgn

Co2onE B, Bz R 7z,

Perceived Threat

A TG LTLE D
EFIRIZ O >3 Al Retk:
VAR 2%

B2 JREEICFE 8D TS D THKIEIZ 5>
LTLFEI VX —RDNE LN
THEVZ &Rkl T3,

B3 JHREIZFE D T 0= D TR D 8]
IC9DL TLELLRNWEICD 7 F2
FEEFE L2,

HOR TR A D %
THi< 7o 7z

#o TNTTFHEIZHGENTFL THOT 5
S, G TREE I 2 TS DT
Wi o CTHEEIZIF> T 20,

Perceived
Benefits

VI FUERIZE T
Y - HIELY 27 &
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Bo_ T T 2 F e o TW /=D T,
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. DN T2 F AR ED
)
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TWTU I F DR ETNBL IR D S,
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%
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A

Perceived
Barriers
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B3 WD T 2 F 2 Tl Z AN FIR
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R EDIFHRZ SNS ThLHT 7,
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i A& L
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*EI ST E = F T¥L
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#4 2 [a]|H DU 2 FAEFER T L
ST E, T SIZ FA3-
Z, BloEL D L) oz,
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Perceived Self-
Efficacy

EREFEEE L TOE
EEN ST 7 F o s
FEL7-

B3 BT E | TOELR B > /=D
T F i L,
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Cue to Action
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Vaccine
Recommendation
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In conversation
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*Factors that affect the perceptions
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Appendix_Table 2. Healthy adults’ Perceptions for each category of the Health Belief Model

in Japanese

Perception Quote, typical description
Perceived D0 F o T THIRY | #8 1 [FIHD T 2 F 2 HEFER IZ T H 5
Susceptibility T A A[REMEN B B ISR 7,

Bl T2 FBERE L THIRIZ RS
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Perceived Threat
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Perceived
Benefits
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