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ABSTRACT

Objective This study investigates the role of trust in
shaping COVID-19 vaccine acceptance in the Dominican
Republic (DR) during the COVID-19 pandemic.

Design Cross-sectional household survey.

Setting Randomly selected households across 134
clusters in the DR, from 30 June 2021 to 12 October 2021.
Participants 5999 participants >16 years of age were
enrolled.

Outcome measures COVID-19 vaccine hesitancy (CVH)
data were collected from participants >16 years of age
and analysed as both an ordinal and binary variable.
Results Overall, CVH was low (5.2% (95% Cl 4.6% to
5.8%)), but more common among younger individuals,
women and individuals of Mestizo ethnicity. Higher trust
in local government, national government, scientists and
local doctors (considered official sources) was associated
with lower odds of CVH (OR 0.89 (95% Cl 0.72 to 0.88),
0.89 (95% Cl 0.81 to 0.98), 0.87 (95% Cl 0.80 to 0.94)
and 0.70 (95% Cl 0.62 to 0.80), respectively). Higher trust
in religious leaders, social media and traditional media
(considered unofficial sources) was associated with higher
odds of CVH, with respective ORs of 1.32 (95% CI 1.18 to
1.47),1.30 (95% Cl 1.19 10 1.41) and 1.08 (95% Cl 0.97
t01.22).

Conclusion We report findings on CVH from a national
household survey in the DR and identify overall low

rates of CVH but marked heterogeneity by age, gender
and ethnicity. Trust in unofficial versus official sources

of information is associated with increased CVH. These
findings highlight and quantify the importance of trust

as a key parameter when considering public health
communication strategies.

INTRODUCTION

In 2019, the WHO classified vaccine hesitancy
(VH) as one of the leading threats to global
health." Defined as a delay in the acceptance
or refusal of vaccination despite the avail-
ability of vaccination services,” this threat
has been markedly exacerbated during the

STRENGTHS AND LIMITATIONS OF THIS STUDY

= Our research contributes to a growing body of
knowledge on adult vaccine hesitancy (VH) during
global pandemics and is among the first studies to
describe adult VH in the Dominican Republic.

= A rigorous multistage household sampling method
was used to select a substantial study sample that
is largely representative of the Dominican popula-
tion, though our findings may not be generalisable
to other settings.

= Eligible individuals who refused to participate may
have had lower levels of trust and higher levels of
COVID-19 VH (CVH) than study participants.

= Study data were self-reported, and therefore, poten-
tially subject to social desirability bias.

= The scale used to assess CVH was not a validated
instrument, due to the pandemic context and con-
stant evolution of vaccine availability.

COVID-19 pandemic.” By late 2020, several
COVID-19 vaccines had been developed,
with large vaccine trials demonstrating their
efficacy and safety. Yet, large segments of the
global population were, and continue to be,
reluctant to accept COVID-19 vaccines.” A
multicountry survey in late 2020 found that
almost one-third of respondents would not
receive a potential vaccine, even if demon-
strated to be safe and effective.* In Latin
America and the Caribbean, populations
have traditionally been receptive to child-
hood vaccination, but a concerning trend of
increased VH, particularly towards COVID-19
vaccines, has emerged during the pandemic.”

The Strategic Advisory Group of Experts on
VH has identified three primary determinants
of modern VH: (1) vaccine and vaccination-
specific issues, (2) individual and group influ-
ences and (3) contextual influences.> Most
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existing VH studies have focused on the first two categories
while the systemic or contextual reasons for VH are rarely
addressed and are poorly understood, missing an oppor-
tunity to understand contextual influences underpinning
VH. Trust beyond healthcare providers, including trust
in the local and national government, traditional media
sources, and religious leaders, appears to be a critical
contextual factor that drives behaviour and adherence to
public health guidance during disease outbreaks.” *® By
extension, trust is a key element when communicating on
vaccines and vaccine recommendations, a point of partic-
ular relevance given there is a very small but measurable
risk of serious adverse outcomes.”" A study covering
multiple Latin American countries found that trust in
the information source and mutual partisan or religious
identity could increase responsiveness to communica-
tions about vaccines, in turn improving vaccine uptake.'”
Yet, despite the global public health consequences of VH,
detailed analyses of how trust influences VH are limited,
with most relevant studies focusing solely on trust in
government or health authorities.

As such, a more nuanced understanding of trust,
including trust in different official or unofficial sources,
such as social media, is necessary. Using data enumerated
from a national multistage household survey, we measured
COVID-19 VH (CVH) in the Dominican Republic (DR)
and investigated the role of trust as a contextual factor
in shaping vaccine acceptance across a broad array of
sources.

METHODS

Setting

The DR is an upper-middle-income Latin American
country that shares the island of Hispaniola with Haiti.
With almost 11 million residents, it is the second most
populous country in the Caribbean.'* Before the
COVID-19 pandemic, routine childhood vaccine accep-
tance was high, as reflected in more than 90% coverage
for most childhood vaccines in 2018. In the region, the
DR is 1 of 18 out of 33 Latin American and Caribbean
countries to have reached and maintained 90% coverage
of DPT3 vaccines (combined diphtheria, tetanus toxoid
and pertussis vaccine), a target indicator for the region
and the world."

The first laboratory-confirmed case of SARS-CoV-2 was
reported in the DR on 1 March 2020, and strict public
health measures commensurate with most countries
in the region were implemented.'® By 21 August 2021,
the study midpoint, 347637 cumulative cases and 3989
deaths were reported.'” A national COVID-19 vaccination
campaign was launched in February 2021 and the DR
was the first country in the Americas to authorise third
doses for high-risk individuals. The government’s vaccine
communication campaign (VactinateRD, ‘Get vacci-
nated, DR’) promoted COVID-19 vaccination through
billboards, social media posts, messaging by popular
urban artists and ambulatory vaccination clinics, among

others.' By the study midpoint, 52.3% of the population
had received at least one dose of a COVID-19 vaccine,
36.2% had received a two-dose primary vaccine series and
5.3% had a third dose.

Study design, study sites, participant selection
As previously reported, we conducted a three-stage cross-
sectional national household serological survey between
30 June 2021 and 12 October 2021." A total of 134
clusters were selected from 12565 communities, repre-
senting one of every 93 communities in the country. After
dividing the country into five regions, we assigned the
number of clusters to each of the 31 provinces plus the
Santo Domingo National district by proportion of the
national population while also considering spatial distri-
bution and urban versus rural environments. Second,
we selected clusters by province using a spatially repre-
sentative sampling method and applied grid methods in
urban areas designed to maximise the spatial dispersion
of clusters.”” A total of 23 households per cluster were
selected for enrolment using similar methods. Two prov-
inces, where longitudinal enhanced acute febrile infec-
tion surveillance is conducted, were oversampled with
60 households per cluster enrolled. Third, we selected
households using satellite images and grid methods.”!
Household members aged >5 years old present in the
home at the time of the serological survey were invited to
participate, but only those >16 were included in the VH
component. One head of household >18 was enrolled in
each household (online supplemental figure SI).
Written consent was obtained from all participants.
For children <18 years old, except emancipated minors,
consent was obtained from the legal guardian. Written
assent was provided by adolescents 16-17 years.

Study procedures

Trained field research teams were deployed to assigned
clusters and sought out selected households using Global
Positioning System (GPS) coordinates. Team supervisors
introduced the study to household members, verified
eligibility and obtained written informed consent prior
to data collection. Consent was obtained in the partici-
pant’s preferred language (Spanish, Creole or English).
If the participant or legal guardian was illiterate, the rele-
vant informed consent/assent forms were verbally read
to them by staff in their language of preference, and a
thumbprint was provided in lieu of a signature. Ques-
tionnaires were verbally administered by enumerators in
Spanish, Creole or English to study participants, using
the KoboToolbox data collection platform (www.koboto-
olbox.org) on electronic tablets.

The study instrument included questions on self-
reported demographics, household data, and attitudes
and perceptions about COVID-19 vaccines, COVID-19
vaccination experiences, routine childhood vaccinations
and trust in institutions (online supplemental table S1).
The survey questionnaire was designed with skip logic
to limit redundancy, and therefore, not all questions
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were enumerated for all participants (online supple-
mental figure S1). Questions about the household were
only enumerated for the designated head of household,
including trust, usual sources of COVID-19 information
and household routine childhood vaccination. Other
household members >16 were asked about attitudes
towards vaccination, but not about trust. Median time to
complete the survey was 18 min.

Data classification and analysis

CVH was analysed both as an ordinal variable (already
received a COVID-19 vaccine=0, definitely would accept
avaccine=1, probably would accept a vaccine=2, unsure if
they would accept a vaccine=3, probably would not accept
a vaccine=4 and definitely would not accept a vaccine=5)
and as a binary categorical variable (O=already received,
would definitely or would probably accept a COVID-19
vaccine vs l=unsure, probably would not or definitely
would not receive a COVID-19 vaccine). Trust was simi-
larly analysed as both an ordinal variable and a binary
categorical variable. Participants were asked separate
questions about their level of trust in different actors,
including national and local government, scientists, local
medical doctors, religious leaders, social media and tradi-
tional media (ie, television, radio and newspapers), on
a b-point scale (do not trust at all=1, not very much=2,
neutral=3, a little=4, a lot=b). A binary trust variable was
created with trust scores of 1-3 considered not trusted
and 4 and 5 as trusted.

COVID-19 information sources were aggregated into
official vs unofficial information sources. Official sources
were defined as those mandated or expected to dissem-
inate information based on available scientific evidence
and official guidelines and included local and national
government, medical doctors and scientists. Unofficial
sources were those without specific mandates to provide
evidence-based information and included social media,
religious leaders (eg, Catholic priests and Protestant
pastors) and traditional media (radio, broadcast televi-
sion and newspapers).

Trust in official and unofficial sources was assessed
using the mean trust score for the respective sources, with
mean scores of four or greater considered trustful and
less than four as not trustful. Using this binary variable,
an individual-level trust profile was constructed wherein
each study participant was assigned to one of four catego-
ries: trust all, trust-only official, trust-only unofficial and
trust none.

Univariable and multivariable logistic regression
models were used on the whole sample to assess asso-
ciations between covariates and CVH as a binary vari-
able, adjusting for clustering at the household level.
Specifically, a mixed effects binomial logistic regression
model was employed, with household as a random inter-
cept. Proportional odds logistic regressions were then
conducted among heads of households to assess asso-
ciations between CVH as an ordinal variable and trust,
as well as between CVH and trust profile. Covariates

including age, education level, urban ersus rural house-
hold setting, prior reported SARS-Co-V-2 infection, past
death of a household member or acquaintance due to
suspected or confirmed COVID-19, week in which the
respondent was surveyed, province and general degree of
trust (calculated as the sum of all trust scores, excluding
the measure of trust used as the main independent vari-
able) were included in the models. The latter variable
considers whether an individual is generally trustful or
not, to mitigate the effect of generally distrustful indi-
viduals and better observe the isolated effect of trust in
each different actor. Findings were highlighted based on
their statistical significance, using a significance level of
0=0.05 for hypothesis testing. Additionally, 95% CIs were
reported for all estimates. Finally, a heatmap was gener-
ated to visualise the relationship between trust and VH,
stratified by age group, to highlight potential effect modi-
fication by age.

Patient and public involvement
None.

RESULTS

Between 30 June 2021 and 12 October 2021, 6741 partic-
ipants 25 years of age out of a total of 7916 eligible indi-
viduals (85.2%) present in the household at the time of
the survey were enrolled. Of these 5999 were >16 years
of age and 3899 were enumerated as head of household.
More women were enrolled than men (62% vs 37%), and
participants were mostly of Mulatto and Mestizo ethnicity
(51% and 34%, respectively). Most participants had some
primary or secondary education (74%), with a balanced
rural/urban and age distribution. Demographic char-
acteristics are detailed in table 1. Heads of households
were comparable to study participants in all key vari-
ables (online supplemental table S2). Overall, CVH was
low with 311/5999 of study participants reporting some
degree of CVH (5.2%, 95% CI (4.6% to 5.8%)). Of these,
124/5999 (2.0% (95% CI 1.7% to 2.4%)) reported they
would definitely not, 145/5999 (2.4% (95% CI 2.0% to
2.8%)) probably not and 42,/5999 (0.7% (95% CI 0.5% to
0.9%)) unsure if they would accept a COVID-19 vaccine
at the time of the survey.

Older age groups reported lower CVH when compared
with the 25—44year reference group, particularly those 65
years of age and older, with a similar but non-statistically
significant trend among the 45-64years age group
(table 2). Men reported statistically significantly lower
CVH than women. Individuals who self-identified as
Mulatto ethnicity were less likely to be VH than individ-
uals self-identifying as Mestizo. Those with higher educa-
tion were less likely to be VH than those with some formal
education (ie, primary or secondary education) in the
univariate model, though the association was not statisti-
cally significant in the multivariate model.

Trust and CVH
Higher trust in local government, national government,
scientists and local doctors was independently associated

Garnier S, et al. BMJ Open 2024;14:¢081523. doi:10.1136/bmjopen-2023-081523

3


https://dx.doi.org/10.1136/bmjopen-2023-081523
https://dx.doi.org/10.1136/bmjopen-2023-081523
https://dx.doi.org/10.1136/bmjopen-2023-081523

Open access

3

Table 1
Dominican Republic, 30 June 2021 to 12 October 2021

Characteristics of study participants and COVID-19 vaccine hesitancy among participants 16 years of age and older,

Covariate Participants, n (%)

CVH participants, n CVH prevalence, % (95% CI)

Overall 5999
Age, years

16-24 1077 (18)

25-44 1972 (33)

45-64 1880 (32)

>65 978 (17)
Gender*

Female 3730 (62)

Male 2227 (37)
Ethnicityt

Mestizo 2034 (34)

Mulatto 3088 (51)

White 130 (2)

Other 737 (12)
Education

No education 699 (12)

Some education 4440 (74)

Higher education 841 (14)
Household settingt

Rural 2761 (46)

Urban 3238 (54)

311 5.20 (4.64 to 5.78)
64 5.94 (4.68 to 7.52)
120 6.09 (5.11 to 7.23)
90 4.79 (3.91 to 5.85)
33 3.37 (2.41 to 4.71)
194 5.20 (4.53 to 5.96)
115 5.16 (4.32 to 6.16)
123 6.05 (5.09 to 7.17)
117 3.79 (3.17 to 4.52)
10 7.69 (4.18 to 13.74)
60 8.14 (6.37 to 10.35)
28 4.01 (2.78 t0 5.74)
251 5.65 (5.01 to 6.37)
30 3.57 (2.50 to 5.06)
158 5.72 (4.92 to 6.65)
153 4.73 (4.05 to 5.51)

Ethnicity and education were self-reported by survey participants. Participants with primary (n=2113) or secondary (n=2327) education were
combined into ‘some education’. Participants with technical (h=115) or university (n=726) education were combined into ‘higher education’.
Participants noted as having ‘no education’ self-reported as having no formal education. Missing values for education (n=19) and ethnicity

(n=10) were omitted from the table.

*Gender includes 42 participants who self-identified as ‘other’ or ‘prefer not to say’, none were vaccine hesitant.
TMestizo is used to describe people of mixed ancestry with a white European and an indigenous background. Mulatto describes people of

African and European descent.

FClusters were defined as rural or urban based on data provided by the Dominican Ministry of Health.

with lower odds of CVH. ORs for these actors were 0.89
(95% CI 0.72 to 0.88, p<0.001), 0.89 ((95% CI 0.81 to
0.98, p<0.017), 0.87 ((95% CI 0.80 to 0.94, p<0.001) and
0.70 ((95% CI 0.62 to 0.80, p<0.001), respectively (online
supplemental table S3). Conversely, higher trust in reli-
gious leaders, social media and traditional media was
associated with higher odds of CVH, with respective ORs
of 1.32 ((95% CI 1.18 to 1.47, p<0.001), 1.30 ((95% CI
1.19 to 1.41, p<0.001) and 1.08 ((95% CI 0.97 to 1.22,
p=0.2). When analysing trust profiles and considering
trust-only official sources as the reference category, trust-
only unofficial, trust all and trust none profiles were each
associated with increased odds of CVH by 2.16 ((95% CI
1.38 0 3.40), 2.49 ((95% CI 1.90 to 3.27) and 3.36 ((95%
CI 2.42 to 4.65), respectively (p<0.001, online supple-
mental table S4).

When considering CVH stratified by age and trust in
various sources of COVID-19 information, we observed
that CVH was highest among young individuals with low
trust (figure 1) and among participants who distrust local

doctors, local government and national government.
Generally, CVH was higher among distrustful individuals
than among trustful individuals, except among older
people who distrust religious leaders and social media,
among whom CVH is lowest.

DISCUSSION
We reported findings on CVH from a national house-
hold survey in the DR and identified overall low rates of
CVH but marked demographic heterogeneity. Multiple
demographic variables, including age, ethnicity, gender
and education level, were associated with CVH. Trust in
unofficial versus official sources of information was asso-
ciated with a 2.5-fold increase in CVH. These findings
highlight and quantify the importance of trust as a key
parameter when considering public health communica-
tion strategies.

First, older age, Mulatto ethnicity and male gender
were associated with lower CVH in multivariate analysis.
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Table 2 Univariable and multivariable predictors of COVID-19 vaccine hesitancy among participants 16 years of age and

older, Dominican Republic, 30 June 2021 to 12 October 2021

Variable Univariable ORs (95% CI) P value Multivariable ORs (95% ClI) P value
Age, years

16-24 0.97 (0.71 to 1.33) 0.871 1.13 (0.48 to 2.68) 0.774

25-44* Ref Ref

45-64 0.77 (0.58 to 1.02) 0.066 0.83 (0.36 to 1.88) 0.648

>65 0.55 (0.37 to 0.80) 0.002 0.19 (0.06 to 0.61) 0.005
Gender

Female Ref Ref

Male 0.98 (0.77 to 1.24) 0.883 0.51 (0.27 to 0.98) 0.043
Ethnicity

Mestizo Ref Ref

Mulatto 0.61 (0.47 to 0.79) <0.001 0.36 (0.15 to 0.89) 0.027

White 1.29 (0.62 to 2.41) 0.45 1.74 (0.21 to 14.48) 0.611

Other 1.38 (0.99 to 1.89) 0.051 1.24 (0.34 to 4.54) 0.747
Education

No formal education 0.70 (0.46 to 1.02) 0.077 1.15 (0.35 to 3.83) 0.814

Some education* Ref Ref

Higher education 0.62 (0.41 to 0.89) 0.015 0.67 (0.21 to0 2.13) 0.495
Household setting

Rural Ref Ref

Urban 0.82 (0.65 to 1.04) 0.096 0.81 (0.03 to 18.93) 0.897

Ethnicity was self-reported by survey participants. Participants with primary (n=2113) or secondary (n=2327) education were combined into
‘some education’. Participants with technical (n=115) or university (n=726) education were combined into ‘higher education’. All variables in
the table were included in the multivariate model, which was adjusted for clustering at the household level. N=5989.

*Included most participants, and therefore, chosen as a reference value.

Ref, reference.

Higher education was associated with lower CVH only
in univariate analysis. Age has been widely reported as
important for VH, with overall lower VH among older
adults and higher VH among adolescents and young
adults.” 2! # Similarly, higher levels of education, particu-
larly tertiary education, are largely associated with lower
VH in many settings.7 ** Female gender has been identi-
fied as a predictor of VH in Latin America, specifically

Local doctors Local government National government

&

0 o o 0 o o S o
'L'bv@@ 'Lfby%@ f‘u%y%@
SRS SRS

Trust in Actor

Scientists

‘lz‘b @@”@‘3

in the COVID-19 context.® This gender difference
has been hypothesised to result from higher exposure
among women to vaccine misinformation (eg, in social
media or mother communities), a higher tendency to
believe conspiracy theories, as well as lower perceived
vulnerability towards COVID-19.** Our results do not
point to any strong association between VH and residen-
tial settings (urban vs rural), which similar studies have

Social media Media

Aa} )
o & S

Religious leaders

Age Group (years)

Average VH score

Figure 1

06 08 10 1.2 14

COVID-19 vaccine hesitancy (VH) score by age, trust and actor among heads of households, Dominican Republic, 30

June 2021 to 12 October 2021. Darker shading represents higher levels of VH. Trust is presented here as a binary variable with
trusting ‘a lot’ and ‘a little’ as ‘yes’ and other categories as ‘no’. VH is presented as the average VH score for individuals in each
category, from 0 (already vaccinated) to 5 (will definitely not receive a vaccine in the future).
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observed in the Latin American setting.”” ** While most
existing studies find notable differences in VH by various
demographic factors, there is a consensus that these are
context-specific and not as relevant to understanding VH
as are personal history and experiences, engagement with
health services, tendencies towards conspiratorial beliefs
and community influences.”” %

Our findings on trust, however, are relevant beyond
the DR and the COVID-19 pandemic, as we emphasise
the role of contextual and attitudinal factors on health
behaviours and acceptance of public health measures. We
characterise and quantify the role of trust in a range of
institutions and COVID-19 information sources in shaping
attitudes towards vaccination, and find that trust in local
doctors, scientists and local/national government is asso-
ciated with lower odds of CVH. On the other hand, trust
in religious leaders and social media is associated with
significantly higher odds of CVH. In particular, distrust
in both official and unofficial actors is associated with the
highest odds of CVH. Conversely, distrust in social media
and religious leaders among individuals who trust official
actors is associated with the lowest odds of CVH.

Our conclusions on trust and CVH are consistent with
existing studies, which have generally acknowledged that
distrust of the government and of healthcare providers
is a significant predictor of antivaccination beliefs and
behaviours."' *! A recent experimental study in Latin
America found that willingness to receive a COVID-19
vaccine was increased when vaccine endorsement came
from a national medical association, compared with
messaging from politicians."” The study found actors with
less professional medical knowledge to be least effective
in communicating about the COVID-19 vaccine. Our
study adds nuance to these findings by exploring how
the potential effectiveness of communication from non-
medical trusted sources depends largely on individual
factors, including age and level of trust in unofficial versus
official actors. Besides this recent study, which begins to
grapple with the role of media and religious leaders in
communicating about the vaccine, most existing research
fails to explore trust beyond health and governmental
actors. Increasing attention has been placed on commu-
nity as a determinant of vaccine uptake,” * but the role
of trust in opinion leaders within a given community has
yet to be explored in depth.

In the DR and elsewhere, religious leaders such as
priests and pastors are broadly perceived as authorita-
tive figures in spiritual and secular matters, which can
include health-related decisions. During the COVID-19
pandemic, Dominican research partners expressed
concerns about the role of religious leaders in spreading
misinformation about the COVID-19 vaccine, with some
associating it with an instrument of Devil control. The
role of these leaders in influencing VH may differ across
denominations, reflecting their respective historical rela-
tionships with the state, the presence of a centralised
doctrinal authority, and their stances on medical inter-
ventions. Further research on the differential role of

religious leaders by religious denominations may yield
useful insights into the mechanisms linking religion to
VH.

Understanding the ways in which trust affects VH is
crucial to supporting public health strategies during
emergencies beyond COVID-19. Throughout the
COVID-19 pandemic, unvaccinated people were over-
represented in hospitalisations and deaths.”® Their over-
whelming presence in hospitals had direct consequences
on the availability of healthcare and increased the finan-
cial burden on health systems.” ** Vaccine uptake is an
example of a public health measure that provides high
returns at a population level while the individual bene-
fits are not always obvious nor always outweigh individual
costs. Recent COVID-19 literature points to the impor-
tance of trust for compliance with other costly public
health policies, including compliance with stringent lock-
downs, mobility reductions, social distancing and prac-
tising hand hygiene.” ™ As trust is becoming a crucial
determinant of adherence to public health measures,
understanding which actors are relevant to health-related
decision-making, beyond health and political authorities
and by age group, can yield important returns at a popu-
lation level.

This study has multiple strengths. We used a rigorous
multistage household sampling method to select study
participants from all 32 provinces and used detailed survey
tools and univariable and multivariable models to better
characterise the role of trust in CVH. Our study sample is
large and largely representative of the Dominican popu-
lation. In addition, itis the first study to describe adult VH
in the DR, and one of few studies to explore VH outside
of Europe, the USA, and largely populated countries.
Finally, our research contributes to a growing body of
knowledge on adult VH during global pandemics, which
differs significantly from VH towards routine childhood
vaccination.

Still, there are several limitations to our study. First,
household members who refused to participate may
have had different perceptions of trust and vaccina-
tion than those enrolled. Specifically, we anticipate that
non-participants may have lower levels of trust in estab-
lished institutions, and therefore, higher levels of CVH
than study participants. Additionally, study data were
self-reported, and therefore, potentially subject to social
desirability bias. The scale used to assess CVH was not a
validated instrument, mostly because of the pandemic
context and constant evolution of vaccine availability.
Finally, the study was conducted in a single country, and
the findings may not be generalisable to other settings.
Adjustment for complex study design was not performed,
given that analysis focused on identifying risk factors
rather than prevalence.

Our study shows that building trust is crucial for
vaccine uptake. Yet, maintaining trust can be challenging
during a national crisis. From a public health perspective,
it is essential to understand how best to encourage such
socially desirable behaviours, not necessarily by making
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them mandatory, but rather by building trust in the enti-
ties that promote them. This study addresses conditions
that influence people to adhere to public health policies,
suggesting that trust in authorities and experts remains
crucial for effective governance and citizen cooperation.
Our findings suggest that leveraging trusted unofficial
actors in official public health communications could
be key to building trust in public health recommenda-
tions. Future research on the issue should focus on how
to build and maintain trust in official actors, especially
in a context of crisis. Understanding trust as a multidi-
mensional concept and exploring the factors that shape
its occurrence and strength will be crucial to developing
trust-building policies.
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