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INTRODUCTION 

There are inconsistencies in defining VH.1 The world 

health organisation (WHO) expert group on immunisation 

defines VH as; ‘VH refers to a delay in acceptance or 

refusal of vaccination despite the availability of 

vaccination services. VH is complex and context-specific, 

varying across time, place, and vaccines. It is influenced 

by factors such as complacency, convenience and 

confidence'.2  

MacDonald argue that VH varies over time, place, and 

vaccines are multifaceted and context-dependent.2 Key 

terms such as complacency, convenience and confidence 

may be considered within the broader paradigm of VH. In 

2019 the WHO recognised VH as among the top ten 

challenges to world health.3 The current COVID-19 

pandemic made VH research a priority for public health 

and the social sciences. Surprisingly, with a considerable 

number of deaths due to COVID-19, developed European 

states still have a wide prevalence of VH. A European 

study showed that the prevalence rate of COVID-19  VH 

varied from 6.4% to 61.8% among the adult population .4 

On the contrary, there is a higher acceptance of the 

COVID-19  vaccine in urban regions such as London 

(70%), New York City (71%), Sydney (72%), Phoenix 

(76%), and Melbourne (78%) residents.5 VH is 

particularly problematic in developing countries for 

several reasons, including trust in governments handling 

vaccine rollout.6 Bangladesh recently moved from being 
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considered underdeveloped to a developing nation status. 

This commentary will focus on understanding the 

COVID-19 VH within Bangladesh and explore the gaps 

in VH responses in Bangladesh. 

Timeline of VH   

Whenever it comes to vaccine acceptance or hesitancy, 

timing is everything. Even though VH is variable, new 

modes of analysis are required to characterise its temporal 

and spatial (e.g., regional) features, numerous behavioural 

manifestations, and effects on vaccine uptake.7 The first 

recorded law compelling immunisation was enacted in 

Massachusetts, USA, in 1809, requiring the general 

population to get the smallpox vaccine.8 As more 

countries passed legislation along the same lines, 

opposition grew.9 Haelle states that anti-vaccination 

sentiment increased and spread throughout Europe until 

an 1885 rally in Leicester, England, attended by nearly 

100,000 people. This event led to the British monarchy 

appointing a commission to investigate the matter.10            

Bangladesh has a long history of immunisation success 

and has reached high vaccination coverage against 

avoidable diseases. Nevertheless, the crude vaccination 

coverage is dependent only on the number of children in a 

specific age cohort (12-23 months) who have had 

vaccinations; it does not reflect the continuation of 

recommended scheduled vaccinations.11 Unfortunately, a 

detailed history of VH in Bangladesh is unknown.  

Over the past two years, substantial research has 

examined the COVID-19 pandemic and vaccination 

against the Corona virus. A recent cross-sectional study 

of 1134 patients in Bangladesh found the prevalence rate 

of VH to be 32.5%.12 On the other hand, another cross-

sectional survey portrayed the COVID-19 VH prevalence 

rate as 46.2%.13 Apparent differences in the prevalence of 

VH suggest that further exploration into the causes of VH 

among the Bangladeshi population is needed.  

Critical discussion on models of VH 

A variety of theories highlight the variation in vaccine-

hesitant people and show how and why the numerous 

ecological elements impact vaccine decision-making. 

These theories draw from behavioural science, bioethics, 

and economics.14 Several models explore variations in 

VH. The SAGE working group's 3C (Confidence, 

complacency, convenience) model is an easily understood 

method explaining the determinants of VH. The model 

classifies the causes of VH into three groups; where 

individuals who lack confidence in the vaccine, are 

complacent about it, and unnecessarily find vaccination 

inconvenient in their lives.15 

On the other hand, the 5C model proposes two more 

determinants; calculation (the pros and cons of 

vaccination) and collective responsibility (taking the 

vaccine as a community good).16 One drawback of these 

two models is that both fail to determine the causes 

behind VH. A health belief model somewhat better 

explains the reasons behind VH by explaining an 

individual's perception of a particular vaccine.17 This 

paper considers that combining the health belief and the 

3C model better explains the community-level scenario 

regarding VH. Here, we propose a causality model of VH 

that explains wider social determinants (Figure 1). 

 

Figure 1: A causal model of VH. 

Proposed a model for VH 

The proposed model considers complacency as 

determined or influenced by an individual's health 

beliefs.18 As argued by Zhang et al confidence in certain 

things, such as VH, is triggered by the lack of information 

or knowledge, and the availability of immunisation 

programmes drives convenience. All the 3C's 

(Compliancy, confidence and convenience) are subject to 

cultural and social norms. Understanding the broader 

social determinants is vital to find the root cause 

explained through this proposed model.  

METHODOLOGY USED 

The authors conducted a peered reviewed search using 

the SCOPUS database. The keywords considered for this 

search are (Table 1). 

Table 1: Keyword Search. 

COVID-19 Vaccine Hesitancy  

SARS-COV-2 Immunisation Reluctance 

Coronavirus  Refusal 

Thirty-eight peer-reviewed articles emerged, with 22 

published in 2021 and 16 in 2022. We consider that the 

grey areas of VH research need outlining and addressing. 
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Among the 38 studies, 82.1% are quantitative and mix-

method based primary studies, letters to the editor 2.6%, 

editorials 2.6%, 5.1% per cent published as notes, and 

7.7% are review articles with most conducted by Dhaka 

university. So far, the research utilises semi-structured 

questionnaires, which were interpreted and analysed with 

a quantitative approach and three mixed-method studies. 

Lack of qualitative VH research (in-depth interviews, 

focus group discussions) may mislead or provide 

incomplete information about the social determinants of 

VH. Most cross-sectional surveys are online, excluding 

non-internet users and no nationwide VH surveys. 

DISCUSSION 

COVID-19 VH and Bangladesh 

Mass COVID-19 vaccination started in Bangladesh on 

February 7 2021.19 A study by Hossain et al considers 

that knowledge about vaccine criteria, vaccine 

development and people's behavioural practice might be 

key determinates for developing VH.20 A survey of 

healthcare professionals shows that less than 50% are 

willing to take the vaccine.22 Another study regarding the 

knowledge attitude and practice regarding COVID VH 

shows that younger people, farmers and residents living 

in rural areas with minimal education are more reluctant 

to get immunised.23 In Bangladesh, VH and rejection 

incidences were prevalent among people in rural areas 

and slum dwellers. Low levels of literacy, poor adherence 

to health safety laws, and low levels of trust in the 

healthcare system are VH factors among the rural 

community and slum inhabitants. The ongoing app-based 

registration for vaccinations increased scepticism and 

resistance in the group of people with poor education.24 

Technology here is considered a cause for VH due to a 

lack of knowledge and poor policy formation.25 A study 

among Bangladeshi, Indian and Pakistani people 

considered two critical factors for developing VH; fake 

news and religious belief.26 While the Bangladesh 

government started a mass vaccination programme for 

COVID-19 in early February 2021, a study conducted 

between April 2021 and August 2021 showed that 53.9% 

of the population believed mass vaccination could not 

control the Covid pandemic.27 Bangladesh has diverse 

tribal or minority ethnic people, and no extensive VH 

study exists among these populations. Tribal population 

VH rates might be a way to understand how cultural and 

social beliefs determine the vaccine acceptance rate.  

COVID VH and grey literature in Bangladesh  

Mohsin et al conducted a cross-sectional study in 

Bangladesh to explore why VH focuses on the side 

effects of the COVID-19 with vaccines administered in 

Bangladesh. Participants in the trial were 12 years of age 

and older and had received at least one dose of the 

COVID-19 vaccination. The trial included 1,180 vaccine 

recipients; only 39.48% of those who received the 

COVID-19 vaccine reported experiencing adverse effects. 

However, the most frequent side effects were minor and 

persisted for 1-3 days, including injection-site soreness, 

fever, headaches, redness/swelling at the injection site, 

and tiredness. Moreover, this study concluded that low 

incidences of COVID-19 vaccination side effects proved 

their safety, and publicising these results could promote 

vaccine adoption.28 However, this study could not 

establish the reasons for the VH rate in minority groups. 

In light of this recommendation, another cross-sectional 

study predicted that despite the evidence of the safety and 

effectiveness of COVID-19 vaccines, universal 

vaccination among Bangladeshi populations is still 

problematic.29 A household survey of 3646 adults 18 

years or older identified the effects of socioeconomic, 

physiological, and healthcare-related factors on people's 

hesitation and resistance to receiving the COVID-19 

vaccine. A multivariate regression analysis identified that 

when a safe and effective COVID-19 vaccination was 

available, 74.6% of participants were willing to have it. In 

contrast, 8.5% were hesitant.30 

Additionally, VH was prevalent among the elderly, the 

undereducated, contract labourers, those with chronic 

illnesses, and those with low confidence in the nation's 

healthcare system. At the same time, the app-based 

vaccination registration raised reluctance and resistance 

in the group of people with poor education. However, this 

study could not explore how this software impacts the VH 

rate. Looking forward to further studies conducted in 

Bangladesh focusing on VH, a cross-sectional survey 

among children with neurodevelopmental disorders 

looked for the approximate percentage of Bangladeshis 

who are hesitant to receive the COVID-19 vaccines. The 

results of this study noted that a higher VH rate among 

families living with the neurodevelopmental disorder is 

due to safety concerns in Bangladesh.31 This article also 

mentioned that only the safety concern is the cause of 

VH. Nevertheless, this study did not elucidate the reason 

for the safety concerns.   

Another study on the psychological determinants of 

COVID vaccine acceptance rate among urban slum 

dwellers of Bangladesh showed a high vaccine 

acceptance level. Patwarey and colleagues stated that 

complacency (OR=3.97; p=0.001) and group 

responsibility (OR=0.23; p=0.001) were two 

psychological factors strongly linked to the vaccine 

acceptance rate. So far, no studies have been conducted 

on the psychological determinants to explore the VH rate 

among the broader population of Bangladesh, especially 

the tribal groups.32 In most of the conducted studies, 

issues with the tribal population are absent, demonstrating 

that VH has wider social determinants, such as education, 

culture, and religion, that vary in different communities. 

In addition, the studies conducted among the Bangladeshi 

population did not explore the ethnic minority groups that 

pose a broader portion of diverse Bangladeshi culture. At 

the same time, no prediction-formulated model for the 

COVID VH rate exists as far as our search is concerned.  
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Minority ethnic population in Bangladesh and VH 

With 166.2 million people, the nation has the eighth-

highest population in the world. Islam is the most 

common religion, and Bengali is the official language. 

However, some religions have dialects, and many 

minority ethnic groups exist here in minimal numbers. 

The ethnic groups are Bihari (0.3%), Chakma (0.3%), 

Meitei (0.1%), Khasi (0.1%), Santhal (0.1%), Garo 

(0.1%), Oraon (0.1%), Munda (0.1%), Rohingya 

(0.1%).33 We must recognise and address these minority 

ethnic groups in adopting the COVID-19 vaccine 

considering the widespread vaccination campaigns. 

However, surveys have shown that persons from minority 

ethnic groups have substantially greater VH. According 

to our literature search, no study regarding COVID-19 

VH among minority ethnic groups is underway in 

Bangladesh.  

Only one study conducted over three tribal people of 

Bangladesh regarding COVID-19 knowledge attitude and 

practice shows that 87.0% Chakma, 85.0% Marma, and 

81.1% Tripura are aware of the viral disease COVID-19, 

and 54.2%, 53.8%, and 60.4% of the Chakma, Marma, 

and Tripura populations, respectively, believe that 

COVID-19 is a fatal illness. About 87% of Chakma, 85% 

of Marma, as well as the 81.1% of Tripura used face 

masks as a safety measure. However, hand sanitiser or 

soap was lower in use as a safety measure than face mask 

use. Nevertheless, the tribal ethnic population were eager 

to have a vaccination during the pandemic; at that time, 

they did not believe in the effectiveness of the 

immunisation.34 

Moreover, lacking faith in vaccine advantages is critical 

in developing VH.35 A grey area in VH research in 

Bangladesh is to overlook its minority ethnic population 

or the tribal population. Looking at other countries' 

studies, a comparative study between black and white 

people of ethnic origin in the USA identified black people 

as having more VH rates than their white counterparts.36 

Lopes and Munana's work portrays that 39% of the black 

population was worried about the vaccine's safety, which 

is 9% higher than the white population. Regarding trust, 

the black population has higher distrust (35%), much 

lower than their white counterparts (23%). 

Scenarios in the Rohingya population 

Around 900,000 Rohingya refugees who had escaped the 

2017 massacre in Myanmar were COVID-19 vaccinated 

in Bangladesh with the assistance of the WHO. 

Volunteers working in Rohingya health camps have 

played a crucial role in delivering health-related 

information, collaborating with local authorities, and 

accompanying older adults during a pandemic. More than 

86% of the targeted group (those 55 and older) had 

received at least one dose by September 2021.37 No data 

exist regarding the Rohingya population below the age 

group of 55.  

CONCLUSION 

This anthropological commentary has tried to explore the 

gaps in the previous studies and aims to add to the 

evidence by looking for the possible causes of VH among 

the Bangladeshi population. This review also explained 

the importance of the view of the ethnic minority 

population in VH. Moreover, it has proposed a model to 

critically evaluate the previous theoretical models that 

show more study clarity. Continuing this study, we will 

systematically review the previous studies focusing on the 

grey areas.  

COVID-19 VH needs understanding at an individual level 

rather than a more comprehensive global perspective. 

Personal differences remain between every individual, so 

determinants related to COVID-19 VH will differ. A 

global social scale must help determine COVID-19 VH. 

Though it is too early to lay down a timeline for COVID-

19 VH, developing a predictor model to address the wider 

social determinants leading to VH is essential. A country 

like Bangladesh, with a high density of diverse population 

dynamics and recent economic development, may be 

considered for a predictor model for VH study.   

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: Not required 

REFERENCES 

1. Bussink-Voorend D, Hautvast JLA, Vandeberg L, 

Visser O, Hulscher MEJL. A systematic literature 

review to clarify the concept of vaccine hesitancy. 

Nature Human Behaviour. 2022:1-15.  

2. MacDonald NE. Vaccine hesitancy: Definition, 

Scope and Determinants. Vaccine. 

2015;33(34):4161-4.  

3. Dubé E, MacDonald NE. How can a global pandemic 

affect vaccine hesitancy? Expert Review of 

Vaccines. Published online September 18, 2020. 

doi:https://doi.org/10.1080/14760584.2020.1825944 

4. Scheres J, Kuszewski K. The Ten Threats to Global 

Health in 2018 and 2019. A welcome and 

informative communication of WHO to everybody. 

Zdrowie Publiczne i Zarządzanie. 2019;17(1):2-8.  

5. Steinert JI, Sternberg H, Prince H. COVID-19 

vaccine hesitancy in eight European countries: 

Prevalence, determinants, and heterogeneity. Science 

Advances. 2022;8(17).   

6. Trent M, Seale H, Ahmad Chughtai A, Salmon D, 

Raina MacIntyre C. Trust in government, intention to 

vaccinate and COVID-19 vaccine hesitancy: a 

comparative survey of five large cities in the United 

States, United Kingdom, and Australia. Vaccine. 

2021;40(17).  

7. Larson HJ, Gakidou E, Murray CJL. The Vaccine-

Hesitant Moment. Longo DL, ed. N Eng J Med. 

2022.  

8. Millward G. Smallpox. Manchester University Press; 

https://doi.org/10.1080/14760584.2020.1825944


Chowdhury SH et al. Int J Community Med Public Health. 2023 Jun;10(6):2272-2277 

                                 International Journal of Community Medicine and Public Health | June 2023 | Vol 10 | Issue 6    Page 2276 

2019. Accessed on 10 January, 2023. 

https://www.ncbi.nlm.nih.gov/books/NBK545998/. 

Accessed on 10 January, 2023. 

9. Haelle T. Vaccine hesitancy is nothing new. Here’s 

the damage it’s done over centuries. Science News. 

2021. Available at: https://www.sciencenews. 

org/article/vaccine-hesitancy-history-damage-anti-

vaccination. Accessed on 10 January, 2023. 

10. April 14 SD / P, 2021. Ending the pandemic and 

combating vaccine resistance: Modern questions with 

a long history. The Hub. Available at: 

https://hub.jhu.edu/2021/04/14/past-pandemics-and-

what-we-can-learn-from-history/. Accessed on 10 

January, 2023. 

11. Salmon DA, Dudley MZ, Glanz JM, Omer SB. 

Vaccine hesitancy. Vaccine. 2015;33(4):D66-D71.  

12. Ali M, Hossain A. What is the extent of COVID-19 

vaccine hesitancy in Bangladesh? A cross-sectional 

rapid national survey. BMJ Open. 

2021;11(8):e050303.  

13. Hossain MB, Alam MdZ, Islam MS. COVID-19 

vaccine hesitancy among the adult population in 

Bangladesh: A nationwide cross-sectional survey. 

Inbaraj LR, ed. PLOS one. 2021;16(12):e0260821.  

14. Ryan J, Malinga T. Interventions for vaccine 

hesitancy. Curr Opinion Immunol. 2021;71:89-91.  

15. Oduwole EO, Pienaar ED, Mahomed H, Wiysonge 

CS. Current tools available for investigating vaccine 

hesitancy: a scoping review protocol. BMJ Open. 

2019;9(12):e033245.  

16. Kwok KO, Li KK, Wei WI, Tang A, Wong SYS, Lee 

SS. Influenza vaccine uptake, COVID-19 vaccination 

intention and vaccine hesitancy among nurses: a 

survey. Int J Nursing Studies. 2020;114:103854.  

17. Limbu YB, Gautam RK, Pham L. The Health Belief 

Model Applied to COVID-19 Vaccine Hesitancy: A 

Systematic Review. Vaccines. 2022;10(6):973.  

18. Zhang X, Guo Y, Zhou Q, Tan Z, Cao J. The 

Mediating Roles of Medical Mistrust, Knowledge, 

Confidence and Complacency of Vaccines in the 

Pathways from Conspiracy Beliefs to Vaccine 

Hesitancy. Vaccines. 2021;9(11):1342.  

19. Mahmud S, Mohsin Md, Khan IA, Mian AU, Zaman 

MA. Knowledge, beliefs, attitudes and perceived risk 

about COVID-19 vaccine and determinants of 

COVID-19 vaccine acceptance in Bangladesh. Rajiah 

K, ed. PLOS one. 2021;16(9):e0257096.  

20. Welcome to Ministry of Health and Family Welfare. 

www.mohfw.gov.bd. Available at: 

http://www.mohfw.gov.bd/. Accessed on 10 January, 

2023. 

21. Alam ABMM, Azim Majumder MA, Haque M. 

Disproportionate COVID-19 vaccine acceptance rate 

among healthcare professionals on the eve of 

nationwide vaccine distribution in Bangladesh. 

Expert Rev Vaccines. 2021;20(9):1167-1175.  

22. Hossain E, Rana J, Islam S. COVID-19 vaccine-

taking hesitancy among Bangladeshi people: 

knowledge, perceptions and attitude perspective. 

Human Vaccines Immunotherapeutics. 2021;1-10.  

23. Abedin M, Islam MA, Rahman FN. Willingness to 

vaccinate against COVID-19 among Bangladeshi 

adults: Understanding the strategies to optimize 

vaccination coverage. Kabir E, ed. PLOS one. 

2021;16(4):e0250495.  

24. Kanozia R, Arya R. “Fake news”, religion, and 

COVID-19 vaccine hesitancy in India, Pakistan, and 

Bangladesh. Media Asia. 2021;48(4):1-9.  

25. Hossain MS, Islam MS, Pardhan S, Banik R, Ahmed 

A, Islam MZ, et al. Beliefs, barriers and hesitancy 

towards the COVID-19 vaccine among Bangladeshi 

residents: Findings from a cross-sectional study. 

PLoS One. 2022;17(8):e0269944.  

26. WorldAtlas. Ethnic Groups in Bangladesh. 

WorldAtlas. 2016. Available at: 

https://www.worldatlas.com/articles/ethnic-groups-

in-bangladesh.html. Accessed on 10 January, 2023. 

27. Razai MS, Osama T, McKechnie DGJ, Majeed A. 

COVID-19 Vaccine Hesitancy among Ethnic 

Minority Groups. BMJ. 2021;372(8283):n513.  

28. Attwell K, Hannah A, Leask J. COVID-19: talk of 

“vaccine hesitancy” lets governments off the hook. 

Nature. 2022;602(7898):574-7.  

29. Troiano G, Nardi A. Vaccine hesitancy in the era of 

COVID-19. Public Health. 2021;194:245-251.  

30. Lopes L, Muñana C, 2020. KFF/The Undefeated 

Survey on Race and Health - Main Findings. KFF. 

2020. Available at: https://www.kff.org/report-

section/kff-the-undefeated-survey-on-race-and-

health-main-findings/?fbclid=IwAR1ZoEfxlJxG1uIt1 

MP50ydjViSlUrVuEQFxzY-nf1Jw530DsUrYAC 

UhOE0. Accessed on 10 January, 2023. 

31. Bangladesh graduation status. LDC Portal-

International Support Measures for Least Developed 

Countries. www.un.org. Available at: 

https://www.un.org/ldcportal/content/bangladesh-

graduation-

status#:~:text=Bangladesh%20is%20one%20of%20t

he. Accessed on 10 January, 2023. 

32. Berman JM. When antivaccine sentiment turned 

violent: the Montréal Vaccine Riot of 1885. Can Med 

Asso J. 2021;193(14):E490-E492.  

33. Hossain MB, Alam MdZ, Islam MdS. COVID-19 

vaccine hesitancy among the adult population in 

Bangladesh: A nationwide cross-sectional survey. 

Inbaraj LR, ed. PLOS one. 2021;16(12):e0260821.  

34. Mohsin M, Mahmud S, Uddin Mian A. Side effects 

of COVID-19 vaccines and perceptions about 

COVID-19 and its vaccines in Bangladesh: A Cross-

sectional study. Vaccine: X. 2022;12:100207.  

35. Ali M, Proma TS, Tasnim Z. Parental COVID-19 

vaccine hesitancy for children with 

neurodevelopmental disorders: a cross-sectional 

survey. Tropical Med Heal. 2022;50(1).  

36. Patwary MM, Bardhan M, Disha AS, et al. 

Determinants of COVID-19 Vaccine Acceptance 

among the Adult Population of Bangladesh Using the 

Health Belief Model and the Theory of Planned 

Behavior Model. Vaccines. 2021;9(12):1393.  

 

https://hub.jhu.edu/2021/04/14/past-pandemics-and-what-we-can-learn-from-history/
https://hub.jhu.edu/2021/04/14/past-pandemics-and-what-we-can-learn-from-history/
http://www.mohfw.gov.bd/


Chowdhury SH et al. Int J Community Med Public Health. 2023 Jun;10(6):2272-2277 

                                 International Journal of Community Medicine and Public Health | June 2023 | Vol 10 | Issue 6    Page 2277 

37. Abedin M, Islam MA, Rahman FN. Willingness to 

vaccinate against COVID-19 among Bangladeshi 

adults: Understanding the strategies to optimize 

vaccination coverage. Kabir E, ed. Plos one. 

2021;16(4):e0250495.  

 

 

 

 

 

 

 

 

 

 

 

 

Cite this article as: Chowdhury SH, Mithila TT, 

Tolchard B. Anthropological commentary on 

COVID-19 vaccine hesitancy: a Bangladesh 

perspective. Int J Community Med Public Health 

2023;10:2272-7. 


