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Background
The availability of a COVID-19 vaccine is 
being heralded as the solution to control 
the current COVID-19 pandemic, reduce 
the number of infections and deaths and 
facilitate resumption of our previous 
way of life.

Objective
The aim of this article is to provide a 
framework for primary care of what will 
be needed to optimise COVID-19 vaccine 
confidence and uptake in Australia once 
the vaccine prioritisation schedule and 
key target groups are known.

Discussion
While a number of vaccines are 
currently under development, with at 
least seven undergoing phase III trials 
(28 August 2020), it is hoped that an 
effective COVID-19 vaccine will become 
available to the public in 2021. Ensuring 
public confidence in vaccine safety and 
effectiveness will be crucial to facilitate 
uptake. General practitioners are at the 
forefront of public health, and one of 
the most trusted sources for patients. 
In this article, the authors discuss the 
expedited vaccine development process 
for COVID-19 vaccines; the likely 
vaccine prioritisation schedule and 
anticipated key target groups; the 
behavioural and social drivers of 
vaccination acceptance, including 
the work required to facilitate this; and 
the implications for general practice.

THE NOVEL CORONAVIRUS SARS-COV-2 is 
responsible for the infectious respiratory 
disease COVID-19, which emerged 
in Wuhan, China, in December 2019 
and was declared a pandemic by the 
World Health Organization (WHO) 
in March 2020. By August 2020, 
>24 million people had tested positive 
for SARS-CoV-2 and >820,000 people 
had died from COVID-19, with the 
Americas having the highest number 
of cases at >12.5 million (28 August 
2020).1 While Australia (with just over 
25,000 cases and 572 deaths; 28 August 
2020) has not experienced numbers to 
the extent observed in countries such as 
the USA, Italy and the UK, the ‘second 
wave’ experienced in Victoria throughout 
July and August 2020 demonstrates 
Australia’s ongoing vulnerability to this 
pandemic. The long-term solution is a 
globally implemented, equitable and safe 
vaccination program to achieve sustained 
clinical and socioeconomic benefit, a key 
component of the Australian emergency 
response plan for COVID-19.2

There has been a global effort towards 
development of COVID-19 vaccines. 
With recent promising data from phase I 
and II trials,3,4 it is now anticipated that 
widespread availability of a COVID-19 
vaccine could occur in early 2021. 
However, as has been shown in previous 
mass vaccination programs, planning for 
vaccine program rollout and community 
engagement to optimise vaccine 
confidence and uptake in Australia needs 
to commence beforehand, not when the 

vaccines become available.5 Consistent 
with its existing role in vaccination 
programs, primary care professional are 
anticipated to play a key part in educating 
patients and carers about the vaccine, 
administering the vaccine, recording 
uptake and reporting adverse events 
following immunisation. It is anticipated 
that general practitioners (GPs), practice 
nurses and administrative staff will be 
at the forefront of COVID-19 vaccine 
delivery in primary care, as well as 
potentially one of the initial target groups 
for COVID-19 vaccine receipt.

In this article, the authors discuss the 
key issues related to COVID-19 vaccine 
planning and rollout and the implications 
for general practice. Other areas outlined 
include the vaccine development process 
and the COVID-19 vaccines in the 
pipeline; the vaccine prioritisation process 
and identification of key target groups, 
including healthcare workers in primary 
care; and what is known about COVID-19 
vaccine acceptance in other countries. 
Overall, the aim of this article is to 
examine how the Australian government, 
public health officials and the medical 
and scientific community can prepare the 
public for COVID-19 vaccines.

The vaccine development 
process and COVID-19 vaccines 
in the pipeline
There has been a substantial global 
investment and race to produce a safe and 
effective COVID-19 vaccine, with more 

Preparing the public 
for COVID-19 vaccines
How can general practitioners build 
vaccine confidence and optimise uptake 
for themselves and their patients?
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than 200 vaccines in development. There 
are currently 17 vaccines in phase I trials 
and 10 vaccines in phase II/III clinical 
trials (28 August 2020).6 Traditional 
vaccine development is a lengthy 
process, usually taking 10–15 years or 
more, with a distinct, linear sequence of 
steps and high attrition rate.7 The usual 
steps include pre-clinical development, 
safety testing (phase I), safety and 
immunogenicity testing (phase II) and 
then safety and efficacy testing (phase III), 
prior to licensure, production at scale and 
introduction into the population (Figure 1).

Using a pandemic paradigm, many 
steps are conducted in parallel to shorten 
the timelines, with increased attrition and 
financial risk.8 Although the Coalition 
for Epidemic Preparedness Innovations 
(CEPI) and other funders have estimated 
that developing up to three vaccines in 
the next 12–18 months will require an 

investment of at least US$2 billion, global 
manufacturing and implementation 
of the COVID-19 vaccines will require 
an extraordinary additional global 
investment on a scale never seen before.9 
This may reduce the timeline for the 
development and implementation of 
COVID-19 vaccines into clinical practice 
to 12–18 months (Figure 1). At present, 
the Oxford vaccine (ChAdOx1 nCoV-19) 
is one of the leading candidates, with an 
acceptable safety profile and promising 
humoral and cellular immune responses, 
supporting large-scale evaluation in a 
phase III clinical trial.4 However, the 
Oxford vaccine was noted to be more 
reactogenic than other vaccines given to 
adults, such as influenza vaccine. When 
compared with the meningococcal ACWY 
vaccine administered in the control group, 
local reactions such as pain at the vaccine 
site (67%, compared with 38% in the 

control group) and systemic reactions 
such as fatigue (70%, compared with 
48% in the control group) and headache 
(68%, compared with 41% in the control 
group) were the most commonly observed 
adverse events. Some of the other vaccine 
candidates in development, such as 
the Moderna mRNA-1273 vaccine, are 
showing similar reactogenicity profiles 
when compared with the Oxford vaccine.3 
The public will need to be reassured that 
these reactions can be easily managed with 
simple analgesics, such as paracetamol 
or ibuprofen, and that they do not mean 
the vaccines are unsafe. Comprehensive 
post-marketing surveillance to track 
vaccine safety for these expected adverse 
events, as well as to detect postulated rarer 
adverse events such as antibody-enhanced 
disease, will also be essential to maintain 
vaccine confidence and achieve high 
vaccine acceptance and uptake.
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Figure 1. Initial timelines for the traditional versus pandemic vaccine development process
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Vaccine prioritisation process and 
identification of key target groups 
for COVID-19 vaccines
Given the global demand for a COVID-19 
vaccine, it is anticipated that there will 
initially be a limited supply available in 
Australia. The WHO10 and the US Centers 
for Disease Control and Prevention (CDC) 
Advisory Committee on Immunisation 
Practice (ACIP)11 are currently advising 
a risk- and aged-based approach for 
prioritisation of COVID-19 vaccine 
target groups. They have identified the 
top tier as high-risk healthcare workers; 
the second tier as individuals at highest 
medical risk, such as those with chronic 
medical comorbidities; and the next tiers 
to potentially include critical risk workers 
in industries essential to the functioning of 
society, such as teachers and school staff, 
and people at risk due to socioeconomic 
vulnerability and/or specific 
communication requirements such as 
people with physical or mental disabilities, 
or those in homeless shelters, prisons, jails 
or detention centres (Figure 2).

In Australia, other key groups at 
greatest occupational, medical and/or 
socioeconomic risk may include Aboriginal 
and Torres Strait Islander people and 
people from culturally and linguistically 
diverse (CALD) communities, refugees and 
asylum seekers12 as well as groups such as 
abattoir or meat workers. Unlike previous 
mass vaccination programs, such as the 
2009/A/H1N1 vaccination campaign, 
children are not an initial priority 
for COVID-19 vaccination because 
of decreased disease severity when 

compared with older people. However, 
younger infants and children with medical 
comorbidities may be at higher risk.13 
Younger adults, children and pregnant 
women are not currently specified as 
initial targets for vaccination; however, by 
the time the vaccines are available, these 
recommendations may change.

The WHO intends to finalise the vaccine 
prioritisation plan by late 2020 as more 
burden of disease data becomes available. 
As in other countries, Australia will 
prioritise groups and plan implementation 
and rollout on the basis of the country’s 
needs and vaccine availability. Citizen 
juries or other deliberative methods 
may play an important part in informing 
vaccine prioritisation through asking what 
an informed citizenry believes should be 
the priority groups, as has been done with 
pandemic influenza vaccination.14

Public acceptance of 
COVID-19 vaccines
The threshold for COVID-19 herd 
immunity is estimated to be between 
55% and 82% of the population, and this 
could be significantly affected by a vaccine 
refusal rate of more than 10–15%, as 
has been shown in Australia.15,16 Vaccine 
hesitancy and refusal can be major barriers 
to vaccine uptake, particularly for new 
pandemic vaccines.17,18

A number of studies have begun to 
explore public acceptance of a hypothetical 
COVID-19 vaccine. These studies 
have been based on a product that has 
not yet been fully developed; however, 

they do raise concerns about potential 
acceptance levels. Early data from a 
survey of Australians estimated that 
approximately 4.9% would refuse and 
9.4% are indifferent about receiving a 
COVID-19 vaccine (14.3% refusing or 
undecided).16 Inadequate health literacy 
and lower education level were associated 
with vaccine reluctance. A study from 
the USA in May 2020 estimated 20% of 
people would not accept a COVID-19 
vaccine, with vaccine safety (70%) the 
top concern.19 Other reasons for potential 
refusal included concern about vaccine 
effectiveness (30%), concern about 
developing COVID-19 from the vaccine 
(42%) and not being concerned about 
getting sick from COVID-19 (31%). 
Similarly, in a French survey in March 
2020, 26% of people said they would not 
accept a COVID-19 vaccine, particularly 
people with lower incomes (37%), who 
are potentially more prone to infectious 
diseases; women aged <35 years (36%), 
who play an important part in childhood 
vaccination; and people aged >75 years 
(22%), who are at higher risk of disease 
from COVID-19.20 In France, the issue of 
vaccine hesitancy and refusal appears to 
be amplified by politicisation, as was seen 
with the low uptake of the H1N1 vaccine 
in 2009, because politicians, rather than 
scientific experts, are the public face of 
crisis management.

Appropriate and effective 
communication strategies are critical as 
Australia prepares for COVID-19 vaccine 
rollout. It is important to understand 
what information the priority vaccine 
target groups need, how they access 
information and what factors influence 
their behaviours.21 Studies from the 
H1N1 pandemic showed that GPs were 
highly influential in encouraging uptake 
and are likely to have a similar role with 
a COVID-19 vaccine.18 However, GPs 
will need comprehensive, up-to-date 
information about the COVID-19 vaccines 
and to be engaged in pre-vaccination 
planning to equip them with the knowledge 
and skills to counteract antivaccination 
messages in the media and address any of 
their own doubts about mass vaccination 
policies.18 Strong community engagement 
is also required, particularly with CALD 
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Figure 2.  Initial target groups for COVID-19 vaccines suggested by the World Health Organization 
and Centers for Disease Control and Prevention
Note: Tiers are subject to change.
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communities and Aboriginal and 
Torres Strait Islander peoples, to inform 
responsive and culturally appropriate 
communication strategies more broadly to 
optimise COVID-19 vaccine acceptance 
and uptake.

Research in the Australian 
setting is urgently needed to 
develop resources to optimise 
vaccine uptake
Surveys, qualitative interviews and focus 
groups can provide key information to 
help policymakers understand community 
perceptions, attitudes and concerns about 
the COVID-19 vaccines, along with their 
information needs. This may include 
exploring perceptions about vaccine 
safety and efficacy, disease severity, the 
potential number of doses required, costs 
incurred, potential for requirements in 
certain settings, and other barriers and 
facilitators to vaccine recommendation 
and uptake. Importantly, this can assist 
with gaining insight into how best to 
target misinformation and build trust with 
various at-risk groups. By obtaining these 
data now, before the COVID-19 vaccines 
are available, leaders and those involved 
in vaccination programs at all levels can 
engage with communities and healthcare 
professionals. Through a co-design process 
between public health officials, providers 
and patients, culturally appropriate and 
community-led communication strategies 
can be developed using both traditional 
and social media.

It may also be prudent to think 
about establishing pharmacovigilance 
frameworks in primary care, including 
pharmacies, through which it is possible 
to track vaccine sentiment, safety and 
uptake through periodic surveys. This 
would enable regular and transparent 
communication about vaccine concerns 
and safety that is responsive to the rapidly 
changing environment of the pandemic to 
build and sustain vaccine confidence and 
trust. GPs will also require regular updates 
and accurate information about the 
COVID-19 vaccines, as well the rationale 
behind any immunisation campaigns 
before they commence, to maintain trust 
and clear communication between primary 

care providers, their patients, public health 
authorities and government.18

Conclusion
Billions of dollars will be invested in the 
development of COVID-19 vaccines, yet 
the arrival of these anticipated vaccines 
will not assure vaccine acceptance. To 
build vaccine confidence in general 
practice, governments need to invest 
in understanding the factors that will 
influence COVID-19 vaccine acceptance 
and plan to co-design strategies with 
communities to optimise uptake when 
these vaccines become available. With 
escalating COVID-19 misinformation 
and conspiracy theories, it is vital to 
understand community views and set 
realistic expectations to avoid lack of 
confidence and erosion of trust. The 
government also needs to ensure the 
adequate supply and accessibility of the 
vaccines, especially for at-risk groups, 
and that GPs, nurses and Aboriginal and 
Torres Strait Islander health workers – who 
will be at the frontline of vaccine delivery – 
have the evidence and are confident that 
the COVID-19 vaccines are safe and 
effective. This will be crucial to allow them 
to alleviate vaccine fears and concerns, 
and to support vaccine acceptance for 
themselves and their patients.

Australia will need high levels of 
vaccine acceptance and uptake to reduce 
community transmission, cases and 
deaths, and to work towards resuming 
our previous way of life. Effective risk 
communication from vocal pro-vaccine 
advocates in general practice, in addition 
to strong endorsement from government 
and early and transparent communication 
on the measures taken to ensure 
vaccine safety and rigorous approval 
processes, will be crucial to achieve this. 
Lastly, it is crucial to avoid overt and 
harmful politicisation of the COVID-19 
vaccination program in Australia that risks 
dividing people’s views about the vaccines 
along party lines.
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