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ABSTRACT

People’s concern toward vaccination is increasingly a major contributor to
poor vaccine uptake, coverage and disease outbreaks. Despite poor vaccine
uptake among international tourists attributed to concerns, research has rarely
empirically investigated what constitutes travel vaccination concerns and its
relationship with uptake among tourists. This study sought to propose a scale
for measuring travel vaccination concerns; explore the underlying reasons of
these concerns; examine the relationship between concerns and vaccine uptake
and; thus, propose a tourist typology based on their vaccination concerns. A
mixed method approach was employed. Qualitative data were first collected
through online data mining of 1, 235 posts and field in-depth interviews of 20
respondents. This was followed by a survey of 1,032 inbound tourists in
Ghana, using a questionnaire to collect quantitative data, The qualitative data
were analysed thematically while structural equation modelling, ratio and
logistic regression, and cluster analysis were used in the analysis of the
cuantitative data. A six-dimensional travel vaccination concern scale was
:2emtified with its facets being efficacy, safety, cost, time, access and ethical
concerns. These concerns were influenced by respondents’ socio-demographic
characteristics, tripographics, vaccination information seeking behaviour and
vaccination literacy. A significant relationship also existed between concerns
and vaccine uptake. Consequently. a tvpology of vaccination concerned
tourists, which is made up of Crits, Passives and Fluiders, was identified. In
view of this, travel medicine professionals, the World Health Organisation,
governments and pharmaceutical companies need proper monitoring and
understanding of tourists’ travel vaccination concerns and targeted

interventions to improve vaccine uptake.
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CHAPTER ONE
INTRODUCTION
Background to the Study

Literature recognises that the travel and tourism industry is vulnerable
to various hazards. These include natural disasters, terrorist attacks, financial
crises and outbreak of diseases (Hajibaba, Gretzel, Leisch & Dolnicar, 2015;
Quintal, Lee & Soutar 2010). Risk and tourism have, therefore, been identified
as inseparable. Destinations that fall prey to these hazards become less
attractive to tourists as they consider them unsafe and unsecured to visit.
Fewer arrivals, in turn, have serious adverse implications on tourism revenue,
particularly for tourism dependent economies (Boakye, 2010).

Unlike the other aforementioned hazards, vulnerability to health
hazards, such as diseases during travel, is on the high side and common to all
destinations (Chien, Sharifpour, Ritchie & Watson, 2017). Notwithstanding
this, variations may exist for endemicity of diseases across destinations. From
a list of 50 countries, respondents rated Canada, New Zealand, Switzerland,
Sweden and Australia as the five safest countries (Sonmez & Graefe, 1998).

On the other hand, Iraq, Somalia, Libya, Lebanon, and Syria were
identified as the five riskiest countries to visit. Asia and North America were
considered to be riskier in terms of the frequency and severity of natural
disasters, while Africa, South America, the Middle East and Asia are
perceived to be risky for infectious diseases (Kozak, Crotts & Law, 2007).
Cossens and Gin (1994) found that infectious pathogens caused by poor food,
water and sanitation practices are perceived to be high in Africa and Asia than

in Europe and Australia. Sub-Saharan Africa, in particular, is considered the
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breeding ground for deadly diseases of all kinds and is thus, often referred to
as the “Infectious Continent.”. The prevalence of infectious diseases in the
region is mainly attributed to poverty as well as climatic and other
socioeconomic conditions (Seebaluck-Sandoram & Mahomoodally, 2017).

Epidemiological evidence acknowledges a critical link between human
mobility and the spread of diseases (Dittmann, 2001). The movement of
people from one geographical area to another is considered a channel through
which pathogens are transmitted. The risk of spreading infections is especially
significant when people travel across international borders. Aside migration,
international tourism is one of the conduits facilitating the transmission and re-
emergence of infectious diseases (Pavli, Silvestros, Patrinos, Lymperi &
Mzltezou, 2014; World Health Organisation, 2012). Infectious diseases are
those caused by pathogenic microorganisms such as viruses, bacteria, parasites
or fungi and which can be spread, directly or indirectly, from one person to
another (WHO, 2015). Examples of such diseases are Zika, Ebola, Hepatitis,
severe acute respiratory syndrome (SARS), bird flu, malaria and HIV and
AIDS. The emergence and re-emergence of these worldwide pandemics, in
part, have been attributed to international tourism (Aubry et al., 2012).

The growth in the number of international tourist flows globally
reflects the rapid movement of people across boundaries. This may pose an
increased risk of travel-related diseases, particularly infectious diseases if
mitigation measures are not adopted. According to the World Tourism
Organsisation, international tourism involves the movement people outside
their usual countrics of stav across international borders in pursuit of leisure,

religious, health and business purposes (UNWTO, 2018). For over 60 years,
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international tourism arrivals have consistently increased. From 1950 to 1980,
international tourism arrivals grew more than ten-fold from 25 million people
in 1950 to 278 million in 1980. Between the periods of 1980 and 2000,
arrivals had almost doubled, being about 674 million. Again, by 2014, it
increased to 1,138 million indicating a 4.7 percent increase over the previous
year. According to UNWTO, annual growth in tourism is estimated to increase
by more than 3 percent each year reaching 1.8 billion arrivals in 2030
(UNWTO, 2018).

The intersection between international tourism and risk of infectious
diseases is attributed to differences in environmental conditions (i.e weather
conditions, water, sanitation and hygiene) between the tourists’ countries of
orizin and their travel destinations, their travel attitudes and behaviours (Jonas,
Mansfeld, Paz & Potasman, 2011). Travel to unfamiliar destinations exposes
individuals to unexpected and significant variations in temperature, humidity
and altitude which may predispose them to illnesses (WHO, 2012).

Risks of infectious diseases may also arise when people travel to
destinations where accommodation and mode of transport are of poor quality,
hygiene and sanitation are generally compromised, medical services are under-
developed and access to clean and reliable food and water are unavailable
(WHO, 2012). Finally, tourism offers a suitable environment for people to
engage in sexually risky behaviour (especially casual sex), making those
involved vulnerable to sexually transmitted infections. Tourism is considered a
‘contranormative setting” for hedonism (Apostolopoulos, Sonmez & Yu,
2002). It provides a conducive environment and freedom for people to engage

in behaviours. which at home, would have been frowned upon. These
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behaviours range from excessive alcohol/drug use and tattooing to engaging in
unprotected sex between fellow tourists as well as between tourists and local
partners. Touristic environments, in particular, provide a sense of anonymity.
This promotes a feeling of freedom which contributes to engagement in casual
sex (Omondi & Ryan, 2017).

International tourists are not only vulnerable to infectious, but are
themselves conduits for the spread of infectious disease (WHO, 2012).
Research conducted in Australia reports that about 50 percent of travelers
reperted illness when traveling overseas (Behrens, 1997). In addition, based
on data from the GeoSentinel Surveillance Network from 49 specialized
ravel tropical medicine clinics on 6 continents, Boggild ef al. (2010) reported
on various vaccine preventable diseases (VPDs) among 37,542 travelers who
returned ill. These ranged from enteric fever and viral hepatitis to influenza,
varicella, measles, pertussis and bacterial meningitis.

Similarly, the GeoSentinel Surveillance Network indicated that 3
percent of all travelers who returned home with symptoms of fever had
vaccine preventable diseases with rates of hospitalisation at about 60 percent
(Centre for Disease Control, 2015). This pertains, particularly, to tourists who
venture into remote areas and engage in various adventurous activities. This
brings into perspective the purpose of visit, duration of stay and behaviour and
lifestyle of the tourists as important factors in the international tourism and

infectious disease nexus.
Tourists are considered vehicular bornes of infectious diseases, risking
the heaith of not only host destinations but friends and relatives at home and

the general public at large (Jonas et al, 2011). Infectious diseases jointly
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account for the leading causes of death globally, being 13.4 million annually,
while inflicting a hefty economic burden on individuals and societies
(Seebaluck-Sandoram & Mahomoodally, 2017). An editorial by Nature
Microbilogy notes that measles, for instance, is estimated to have been
responsible for 134,200 deaths worldwide in 2015. Similarly, epidemiological
data from the WHO showed about 28,616 cases and over 11,000 deaths in the
2014 Ebola outbreak in West Africa (WHO, 2015)

Vaccines have been identified as one of the prophylactic measures to
infectious diseases (Larson, Jarrett, Eckersberger, Smith & Paterson, 2014). A
vaccine is a biological preparation that improves immunity to a particular
disease. It typically contains an agent that bears a resemblance to a disease-
causing microorganism, and is made from weakened or dead forms of the
infectious agent — bacterium, virus, fungus or parasite, its toxins or one of its
surface proteins — that stimulate protective immunity against the pathogen
when administered. Vaccines work by invigorating the body's immune system
to recognise and respond to an agent as foreign, thereby destroying and
remembering it and thus, enabling the immune system to easily recognise and
destroy any related pathogens that it later encounters (WHO, 2015).

Vaccines have had a significant impact on human health across the
globe, and are considered by public health practitioners to be the most cost

effective and important public health intervention undertaken today. Through

vaccines, small pox is virtuaily eradicated (WHO, 2015). Most of the world

has been declared polio free, substantial progress has been made towards the
global eradication of deaths associated with measles and disability associated

with infectious diseases is being prevented. Research suggests that between
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2010 and 2015, more than S million deaths were averted annually due to
vaccinations (WHO, 2015).

Despite these successes, a significant number of people still die each
year from infections which could be prevented by vaccination (Dube, Vivion
& Mcdonald, 2015). Likewise, the diseases almost eradicated are re-emerging
(ibid). The number of polio cases, globally, had decreased by 99% from an
estimated 350,000 cases in 1988 to less than 37 reported cases in 2016, yet, a
resurgence is being witnessed in parts of the world, principally Nigeria
(Larson & Ghinai, 2011; WHO, 2017).

Several factors influence people’s decision to engage in preventive
heaith behaviours including uptake of vaccines. These include perceived
vulnerability and severity of diseases, health beliefs, policies, vaccine safety
and efficacy and perceived benefits of vaccination (Larson et al, 2014,
Thompson, Robinson & Vallée-Tourangeau, 2016). Of these factors,
svstematic reviews have shown that concerns associated with vaccination are
the major reasons for both under- and delayed vaccination globally
(Karafillakis & Larson, 2017; Larson et al.,, 2014).

Vaccination concerns, in this context, refer to sentiments or misgivings,
which are either perceptual, real or a combination that people have toward
vaccines and/or related systems and organizations (i.e pharmaceuticals). Those
concerns could also emanate from the individual; that is, they could be
personal constraints, political and religious reasons. Vaccination concerns can
result in loss of confidence in vaceines, lower vaccination rates and resurgence

in vaccine-preventable discases (Larson er al., 2014). WHO (2017) notes that
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vaccination concerns, regardless of the level and severity, forms the
foundation for attitude, intention and behaviour toward vaccination.

Current vaccination programmes are characterised by misconceptions,
medical controversies, false stories and rumours of negative side effects of
vaccines, hesitancy and incompletion of vaccination (Larson, Jarrett,
Eckersberger, Smith & Patterson, 2014; McGeorge, Grant & de Wildt, 2016).
Hesitant attitudes are not confined to only those who refuse vaccination, but
even those who are vaccinated. Suboptimal vaccination coverage and the
emergence of unvaccinated clusters liable to disease outbreaks partly have
been attributed to vaccine hesitancy (Dube, Vivion & Mcdonald, 2015; Dube,
Gagnon & Mcdonald, 2015). This challenge the fundamental role of vaccines
lic health interventions for controlling the spread of infectious diseases
among populations.

Evidence suggests that people have four options when they have
concerns toward a choice: minimise concerns by decreasing the likelihood that
the choice will fail; move from one type of choice to another for which they
think they have more tolerance; postpone decision making, or ignore the
concerns by focusing attention elsewhere (Roselius, 1971). More specifically,
Water Sanitation and Hygiene (WASH) practices and other behavioural
adaption schemes, information seeking, insurance cover and immunization
have been highlighted as measures through which health hazards can be
prevented or their impacts minimised Other people ignore the concerns and
ultimately derive benefits from them (Durrheim & Foster, 1997). Against this
background, this study sought to understand international tourists’ concerns

toward travel vaceination and uptake.
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Statement of the Problem

Despite international tourism contribution to the global spread of
infectious diseases, the literature indicates that most people still travel abroad,
particularly to endemic destinations without the necessary vaccinations (Frew
et al., 2016; Jonas et al. 2011; Lo, Cheung & Law, 2011; Lopez-Velez &
Bayas, 2007). Frew ef al. (2016), for instance, noted in their study that more
than two-thirds of 1680 respondents were not vaccinated against Hepatitis B.
in an attempt to provide explanations to the poor vaccine uptake behaviour
among international travellers, extant studies in tourism have largely
researched into tourists’ perceived vulnerability to health risk at the
destination and the severity of the illness and how that shapes their vaccination
uptaxe (Behrens, 1997; Frew et al., 2016; Lammert e/ al., 2016).

The vaccine literature has concluded that the poor vaccination rates
among people are because of several concerns (Karafillakis & Larson, 2017,
Yaqub et al.,, 2014;). For example, Pavli ef a/. (2015) found that about 85.6
percent of international tourists under-vaccinated against cholera, tetanus and
typhoid. Similarly, 78.2 percent under-vaccination of the meningococcal
vaccine among international tourists was also reported in Pavli ef al.’s (2016)
study. However, up till date, research in tourism and travel medicine in
particular has rarely paid attention to what constitute tourists’ concerns toward
travel vaccination, its antecedents’ and implications on their vaccine uptake.

In the context of international tourism, tourists are often recommended
and sometimes mandated to take several vaccines at a go against various
diseases they are likely 1o encounter, They are expected to take these vaccines

in or on time before departure abroad so as to manage any adverse effects
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following the vaccination while home. Unfortunately, some tourists only take
the vaccines shortly before they travel abroad due to time constraints (Crockett
& Keystone, 2005). These characterisations of travel vaccinations could lead
to the nurturing of various context-specific concerns which border on side
effects, cost, time and ethics which may be different to ‘everyday’ vaccination
concerns,

To analyse and understand concerns and its implications for vaccine
uptake during international travel, a context theoretical framework is required,
but is rarely considered. Larson er al. (2014) stress the need for context-
specific and multi-disciplinary research to unearth the reasons why people
refuse vaccines. It is, therefore, surprising that researchers have yet to explore
the concerns held by international tourists toward vaccination despite the
implications such concerns could have on their vaccination acceptance
cchaviour.

Furthermore, from a theoretical perspective, the psychometric
paradigm indicates that individuals’ perceptions about objects including their
concerns are multifaceted and should be studied accordingly to gain informed
theoretical advancements and policy directions. According to the paradigm,
risk concerns, for instance, manifest in various dimensions namely health,
psychological, performance, social, safety and security, time and finance
(William & Balaz, 2015). It implies that to have a proper and an in-depth
understanding of vaccination concerns, a psychometric conceptually grounded
approach to studying is required. The available travel medicine studies on
vaccination concerns, nevertheless, have often conceptualised and measured

the concept from a unidimensional perspective, meaning that individual’s
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misgivings toward vaccination have mostly being looked at as a single
indicator, not as a multi-dimensional construct (Lammert et al., 2016).

The investigation of vaccination concern as a single indicator arguably
is not only conceptually narrow but may constrain an in-depth understanding
of what constitutes travel vaccination concern, its antecedents and outcomes,
which risks poor/inadequate clinical and theoretical usefulness of research
findings on this subject. There is a dearth of a psychometric composite scale
in the available literature that could be used to assess vaccination concerns of
international tourists. While there are vaccination concern measurement items
in the tourism literature, they are piecemeal in various articles and may do
lirtle to explain the concept.

The second acknowledgement is that there exist useful measures

which relate to vaccination concerns in the general vaccine literature,

conspiracy belief scale (Shapiro et al, 2017) and vaccine hesitancy scale
(Larson ef al., 2015; Shapiro et al., 2017), but beyond their slight relatedness,
they are also not tourism and or travel context specific scales. Larson et al.
(2014) posit that vaccination concerns are dynamic and context-specific and
should be studied accordingly. Inferences can be drawn from the studies
conducted in other contexts into tourism, but considering that tourism-related
travels are unique to ordinary life (Chen, Bao & Huang, 2014), tourists’ travel
vaccination concerns may be unique relative to everyday life settings or

children immunisation  fence, a context-specific scale and underlying

antecedents are desirable given that drawing an inference from other contexts
for policy could be a mistit for the purpose.
10
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Perceived concerns with vaccination are linked to vaccine reluctance,
hesitation and refusal (Larson et al.,, 2016). Nevertheless, the travel medicine
literature has hardly analysed vaccine uptake and its relationship with
vaccination concern. Notable exceptions include Crockett and Keystone
(2005) and Lammert eral. (2016) that highlighted vaccine vaccination
concerns in addition to other factors as underlying reasons for refusals of
recommended travel vaccines. These studies analysed uptake of some specific
vaccines, but none modelled vaccination uptake as a rate. Vaccination uptake
rate refers to the number of vaccines out of the total recommendable vaccines
that the individual currently has taken. It is a measure of immunisation
coverage, a key indicator of the level of immunity a population has against
vaccine-preventable diseases. Uptake rate helps determine whether
vaccination coverage is declining, stagnating or increasing in a given
ropulation (WHO, 2017).

Segmentation of the public into various clusters has been recognised and
used as a strategy for targeting and tailoring public health interventions
including behaviour change communication in vaccination (Padela, Malik, Vu,
Quinn, & Peek, 2018). The segmentation is based on intrinsic characteristics
of the population deemed useful to the intervention's health promotion
goals. Some studies have attempted profiling segments of vaccinees by using
spatial locational mapping and socio-demographic characteristics such as age,
gender, education and income (Saba e/ a/., 2018), social and spatial factors
(Onnela, er al., 2016) and sentiments (Kang, Ewing-Nelson, Mackey, Schlitt,
Marathe. Abbas & Swarup. 2017) Both classical (Plog, 1974; Cohen, 1972)

and recent studies (sce Cvelbar, Ljubica K., Grun, Bettina & Dolnicar, 2017,

I
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Jonas, Mansfeld, Paz & Potasman, 2011) in tourism have also recognised the
importance of typologies in understanding a tourist’s behaviour. Plog (1974),
for instance, proposed the allocentric-psychocentric typology of tourists based
on their travel motivations. The current study discerns from the vaccine
literature that a typology of tourist based on their vaccination attitudes
and behaviour exists (Onnela ef al., 2016) but rarely has vaccination concerns

been used as a segmentation variable to characterise international travel

populations.

Objectives of the Study

The general objective of the study was to examine travel vaccination concerns
and uptake among international tourists in Ghana

Soecifically, the study seeks to:

1. Propose a travel vaccination concern measurement scale;

!-J

Explore the underlying factors of international tourists’ travel
vaccination concerns;

Examine the influence of international tourists’ travel vaccination

(U]

concerns on their vaccine uptake: and
4. Propose an international tourists’ typology based on their travel
vaccination concerns.
Hypotheses and Propositions of the Study
Two hypotheses and propositions each guided the study. The basis for each
is provided in the literature review sections of this thesis. This means that each
was decided afler a review of the literature and retrospectively fed into this

section The hyvpotheses were:

12
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H;. the level of vaccination literacy level of international tourists has no
significant negative effect on their concerns about vaccination.

H,. the level of international tourists’ vaccination concerns has no
significant negative effect on their rate of uptake of vaccines.

The following propositions were tested:

Hs. international tourists’ travel vaccination concerns are not

multidimensional in nature,

Hs. a distinct segment of international tourists does not exist based on their

travel vaccination concerns.

Significance of the Study

A number of researchers (see Lammert efal, 2016; Larson et al,

-~

-olor Yaqub ef al, 2014) and organisations (WHO, Centre for Disease
Control [CDC], Gavi Alliance) note the need for a comprehensive study into
1he concerns that people have about taking vaccines. This is to help allay those
concerns for increased vaccine uptake. Therefore, unravelling this in the
current study could contribute to theory, knowledge and practice discussed as
follows.

Principally, this study contributes to the vaccine literature generally
and travel medicine in particular in various ways. First, it provides a
conceptual and methodological insight into travel vaccination concerns as a
concept, its scope and specific dimensions by proposing a measurement scale
through a synthesis of the literature and field data. This provides more
conceptual clarity on vaccine concerns and minimises redundancies in its
theoretical bases. |he proposed scale would also serve as a handier tool for

assessment of tourists’ vaccination concerns allowing for comparison of

13
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findings across personal characteristics, contexts and over time (Shapiro ef al.,
2018).

Concerns, as mentioned earlier, are an integral part of people
vaccination decision-making process. They can result in the consideration of
alternatives, if unendurable to the individual (Roselius, 1971; Dube, Gagnon
& Mcdonald, 2015). 1t is, therefore, important for researchers to continue to
investigate and deal with those concerns in order to foster vaccination
compliance. The development of a measurement scale on vaccination concerns
could guide pharmaceutical companies in terms of travel health service
delivery and marketing campaigns. Modifications could be made in instances
where there are shortfalls while standards can also be maintained in situations
of travellers’ contentment. Insights into vaccination concerns can also offer
hose who manage vaccination programs, such as public health professionals,
h2 opportunity to understand and engage with travelers on their vaccination
concerns. This can aid them in the design of vaccination campaign messages,
such as the writing of the content and framing of their delivery to help address
those concerns that were misconceived.

The second aim of the study, which is to explore the underlying factors
of tourists’ vaccination concerns, such as their socio-demographic
characteristics, trip characteristics (hereafter referred to as tripographics) and
vaccination literacy constitute another significant contribution of the study to
knowledge. The findings here could aid the targeting and tailoring of
interventions for addiessing specific vaccination concerns among specific
categories of tourists. laigeted and tailored approaches are both deemed not

only as effective and persuasive in addressing audience specific concerns
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when compared to generic messages but useful for addressing health inequities
because they engage individuals’ values, beliefs and identity structures
(Shirazi e al., 2015; Padela, Malik, Vu, Quinn & Peek, 2018). Studies have
for instance, noted that religiously-tailored health interventions have been
proven more effective in eliciting desired behviours—e.g. compliance cancer
screening, relative to non-tailored messages (Shirazi et al., 2015). The aim of
the current study is to cluster international tourists based on their concerns
about vaccination uptake. This can be extremely relevant in the context of
limited resource allocation and the institution of targeted behaviour change
communication measures. Such interventions become effective and efficient
when audiences are categorised into manageable, more homogeneous
sezments (Onnela et al., 2016).

Finally, the study is consistent with the national and global efforts
toward encouraging promotional health behaviour, particularly, vaccine
uptake. Stakeholders intend to better vaccine development by reducing
negative sentiments associated with them and increase vaccination coverage to
eradicate infectious diseases (WHO, 2017). The United Nations Development
Programme through its Sustainable Development Goal (SDG) 3, enjoins all
stakeholders to “ensure healthy lives and promote the wellbeing for all at all
ages”. More specifically, stakeholders are charged to “support the research and
development of vaccines and medicines for the communicable and non-
communicable diseases that primarily atfect developing countries...,”
(3.a). This current study marks a good starting point of this call as it intends to
assess tourists” concerns about vaccination, and based on the findings, offer

practical steps and policy directions on how to deal with those concerns for
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their vaccination compliance (United Nations General Assembly, 2015). By
extension, this study would contribute to ensuring that there are ‘healthy
places to live, healthy places to visit’ since vaccines save millions of lives

from diseases and disability.

Structure of the Thesis

This thesis is organised into ten (10) chapters. Chapter One introduces
the research by providing the background to the study, problem statement,
research aim and objectives and rationale for the study, as well as the structure
of this thesis. Chapter Two provides an understanding of the theoretical and
conceptual perspectives on the study based on the objectives. It commences
with a brief historical account on vaccination, what vaccines are as well as the
npes followed by the conceptualisation of vaccination concerns and its
cossible outcomes. It further appraises various theories proposed in the
lizerature for examining vaccine adoption. Chapter Three provides a review of
the empirical literature on vaccination concerns, its antecedents, mechanisms,
and impact onl people’s responses toward vaccination with emphasis among
international tourists. Chapter Four concentrates on the research methods,
which are largely the research design, studyv area, population, methods of data
collection and analysis. Chapter Five is devoted 1o a description of the sample
along socio-demographic factors and travel characteristics. Chapter Six
explores and validates the scale for measuring travel vaccination concerns.
The underlying factors of the tourist’s travel vaccination concerns are explored
in Chapter Seven and the relationship between the concerns and vaccine
uptake are analysed in Chapter Eight. Chapter Nine proposes a tourist
typology, using their travel vaccination concerns as the main segmentation
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variable. Finally, Chapter Ten, which is the last chapter, presents the

summary, conclusions, and implications of the study.
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CHAPTER TWO
THEORETICAL LITERATURE REVIEW

Introduction

To study vaccination concerns among international tourists and the
impact of those on their responses towards vaccines, it is crucial to understand
the concepts, definitions and theories surrounding the phenomenon. The
chapter considers a brief historical account of vaccines, what vaccines,
conceptualisation of vaccination concerns and its possible impacts. It further
appraises various theories proposed in the literature for examining vaccine

ado

ption. Three broad theoretical perspectives are considered including

Brief Historical Overview of Vaccines

It is well acknowledged that idea of vaccination has a recognisable
historical undertone that dates back several centuries, as far back to 430, but
the first contemporary scientific evidence of vaccines is credited to Edward
Jenner in 1796, a British physician (Stern & Markel, 2005). Following an
outbreak of smallpox in the year 1796 Jenner observed that people who were
exposed to the disease subsequently became immune to it. Inoculating an
eight-year child, James Phipps on May 14, 1796, with a copy of cowpox virus
from a milkmaid’s skin lesions and successive exposure to fresh smallpox, the
child developed immunity against the infection. This first clinical trial and
subsequent others. as well as case histories, provided Jenner with sufficient
empirical evidence of the efficacy of inoculation as a prophylactic measure
against smallpox. The experimentation was called vaccination owing to the
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fact it was designed to prevent the incidence of a virus affecting cows (termed
Vacca in Latin).

The Latin word for cow is vacca, and cowpox is vaccinia;, Jenner
decided to call this new procedure vaccination. This implies that Jenner laid
the first scientific evidence to vaccinology (Reidel, 2005). Reliance on
indigenous knowledge, experimentation and observation, and rationalism were
the key drivers of Jenner’s success. By 1900, there were two human virus
vaccines, against smallpox and rabies, and three bacterial vaccines against
typhoid, cholera, and plague.

In 1979, the World Health Assembly officially declared smallpox
eracicated — an achievement that remains one of history’s greatest public
health conquests. During the 20th century, other vaccines that protected
individually against commonly fatal infections such as pertussis, diphtheria,
:z1anus, polio, measles, rubella, and several other communicable diseases were
ceveloped. As these vaccines became available, high-income industrial nations
began recommending routine vaccination of their children. According to

WHO (2018), there are currently over 20 certified vaccines against various

infectious diseases, which are referred to vaccine-preventable diseases (See

Table 1).

Vaccination

A vaccine is a biological preparation administered into a person’s body
with the intention to elicit an immune response(s) against the disease(s) for
which the vaccine is intended [or ~A vaceine typically contains an agent that
resembles a discase-causing microorganism and is often made from weakened
or killed forms of the microbe, its toxins or one of its surface proteins. The
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agent stimulates the body's immune system to recognize the agent as foreign,
destroy it, and "remember" it so that the immune system can more easily
recognize and destroy any of these microorganisms that it later encounters”
(WHO, 2018:1). Vaccines sometimes contain preservatives or antibiotics to
preserve the vaccine or adjuvants to stimulate an immune response.

Drawing from the preceding WHO’s definition of a vaccine, travel
vaccination is therefore an attempt to expose the body to a hopefully benign
form of the disease so that the body can respond defensively as if it were
infected with the disease without getting sick and can hopefully have optimal
memory on that infection for the future if it is exposed to the actual natural
infection

Stern and Markel (2005) are of the view that despite vaccination and
immui nisation often used interchangeably in practice, the latter is a more
inclusive term, which refers to the development of adequate immunity to a
disease as a result of the administration of a vaccine. This immunity may vary
based on the type of vaccine, number of doses received and vaccination
history against the same disease (WHO, 2013). Travel vaccines may require
single or multiple doses for adequate immunity depending on the age of the
recipient and type of vaccine. For instance, the majority of child vaccines
require multiple doses and sometimes a booster, when compared to adult
vaccines, to rejuvenate declining immunity. Other vaccines such as the

seasonal influenza vaccine require routine renewal because the circulating

pathogens vary year to year (WHO. 2013)
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How Vaccines Work

Vaccines work in two main ways to prevent disease incidence and
spread among populations, both at the individual and community levels. At the
individual level, vaccines stimulate the body to produce antibodies against the
disease (s) vaccinated against. They work by priming the body's immune
system to recognize and respond to the agent as foreign, destroy it, and keep a
memory of it so that the immune system can easily recognize and destroy any
related pathogens that it later encounters (WHO, 2018).

The immune system is colloquially referred to as the defense system of
an orgamism. It comprises the various cells, tissues and organs that work

- o b
o

gether to protect one against disease-causing pathogens. Pathogens are a

s

pacierium, virus, protozoa and other microorganisms that cause diseases. The
crotection to the body by producing antibodies, a protective protein and
distinct white blood cells called lymphocyte, which attacks and destroys the
invading antigens. The immune system aiso neutralizes toxins that some of the
pathogens produce.

There are two ways of acquiring immunity to a pathogen — by natural
infection and by vaccination. “The goal of all vaccines is to elicit an immune
response against an antigen so that when the individual is again exposed to the
antigen, a much stronger secondary immune response will result” (WHO,
2013:16). Vaccines are made of the same antigens that are found on pathogens
that cause the attendant disease. only that the antigens in vaccines are

controlled. The diseases for which there exists a vaccine which provides
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partial or complete immunity to the body are called vaccine-preventable
diseases.

At the community level, vaccines create “herd immunity”: the inability
of a pathogen to spread within a population due to the majority of the people
being immune to the pathogen. Herd immunity is especially important for
safeguarding at-risk individuals including infants and immune-compromised
persons (including the old and the sick). The implication here is that through
herd immunity, vaccinated people protect themselves and those who cannot be
vaccinated for various reasons. The threshold of vaccine coverage required for
herd immunity depends on the disease, but it typically ranges between 80% -
©0% vaccination of the population (Brewer ef al., 2017).

The concern, however, about herd immunity is free rider problem,

where some people intentionally choose not to vaccinate with the intent of

- -

cenefiting from those who are immune. Free riding is high when others
conceive that the majority of the population have vaccinated. Increase in free
riding is directly correlated with outbreaks implying that as the proportion free

riders in a population increases, the chance of outbreaks is high.

Types of Vaccines

Vaccines are generally classified by mode of manufacture and
administration. As regards manufacture, vaccines have been classified into
four typologies based on the antigen used in their preparation. Antigens are the
components derived from the structure of disease-causing organisms, which
induces immune response i vaccinated population. According to the WHO
(2017), there are four categories of vaccines, namely, life attenuated vaccines
(LAVs), inactivated, subunit and toxoid. The vaccines made from dead forms
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of the infectious agent are called inactivated-whole cell (killed antigen)
vaccine (IWVs). IWVs have extremely low risk of inducing the disease they
are given against since they contain dead antigens and also considered more
stable than LAVs. These make TWVs safer and more suitable for immune-
compromised persons. The drawbacks of IWVs are that immune response is
not always guaranteed, especially at first dose and the response may not be
sustainable implying that a number of doses might be required to induce a
sufficient immune response over time

Those vaccines prepared from live or less virulent pathogens are
termed life attenuated vaccines (LAV). LAVs confer excellent and sustainable
immune response but the disadvantage is that since LAVs pose safety and

ae

stability concerns. Since they contain live organisms, they have the very rare
:mmune-compromised, such as HIV patients and elderly people may not be
zble to respond satisfactorily to LAV posing potential harm. LAVs’ are
vulnerable to contamination by other viruses if grown in a contaminated tissue
culture (e.g. retroviruses with measies vaccine) and have a significant chance
for immunization errors.

Subunit vaccines are similar to IW Vs, which is, they are manufactured
from “killed” pathogens but differ from IWVs, by comprising only the
antigenic fragments of the pathogen, which are required to evoke an immune
response. The use of antigenic fragments requires precision which comes at a
cost since the antigenic properiies of the various potential sub-units of a
pathogen must be studied in detail o identify which particular combinations

will engender an effective immune response with the correct pathway. The
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other issue with sub-unit vaccines is that but there is no assurance that
immunological memory will be formed for future responses. Sub-unit
vaccines can be further classified into protein-based subunit vaccines,
polysaccharide vaccines and conjugate subunit vaccines.

Toxoid vaccines are produced using the toxins of pathogens (e.g.
tetanus or diphtheria). The toxins are often inactivated or suppressed (toxoid)
through formalin or heating but the antigenic properties are maintained to
stimulate immunity. To increase immunogenicity, the toxoid usually requires
adsorption in adjuvants such as aluminium or calcium salts and series of doses
to elicit immunity. Toxoid vaccines are also safe since they have an extreme
low of reversion to virulence, which is causing the disease it intends to
orevent. Toxoid vaccines tend to cause very rare low adverse reactions and are
verv sustainable since they are less susceptible to changes in temperature,
humidity and light.

Aside from the four main categories of vaccines, vaccines can also take
the form of combination. Combination vaccines are made up of several
antigens in the same preparation meant to offer protection against two or more
diseases or against a particular disease caused by different strains of the same
pathogen. The WHO (2017) posits that vaccines can also be monovalent or
polyvalent. A monovalent vaccine contains a single strain of a single antigen
(e.g. Measles vaccine), whereas a polyvalent vaccine contains two or more
strains/serotypes of the same antigen (¢.g. OPV). Examples include the
combined diphtheria-tefanus  vaccine tor adult travellers or the combined
diphtheria, tetanus and pertussis (DTP) and measles, mumps and rubella

(MMR) vaceine for children. Potential benefits of combination vaccines to
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travel clinics include reducing the cost of stocking and administering separate
vaccines and to the traveler, they reduce the number of injections required
(and associated fear and pains) and the extra cost that may be associated with
clinic consultation fees in the case of vaccines in series (WHO, 2017).

Specific to travel, there are three classes of vaccines namely routine,
required and recommended travel vaccines (Crockett & Keystone, 2005;
WHO, 2013). Routine vaccines are those that are recommended for everyone

nd are usually part of most national childhood immunisation programmes.
However, some routine vaccines are recommended for adults, and some are
recommended every year (a flu vaccine) or every 10 years (a tetanus booster).
Examples of routine vaccines are Hepatitis A and B, Rotavirus, DTaP,

Teranus, Pneumococcal, HPV, flu, polio, Meningococcal. Most adults in some

countries have received all their routine vacecines as children, which has

bl

s.gnificantly provided herd immunity to populations in those countries to
diseases prevented by routine vaccines. However, it is crucial for
international travellers to be up-to-date on routine vaccines because under-
vaccination rates are still common in some countries (CDC, 2017, WHO,
2017).

Required vaccines are mandatory vaccinations travelers are expected
to take prior to entering certain designated destinations based on international
health regulations. For example, veilow fever vaccination is required
for travellers of over 9 months of age arriving or in transit of at 12 hours
through at-risk countries to Ghana, and Meningococcal disease and polio are
required for pilarims to Saudi Arabia. Unlike required vaccines, recommended

vaceines are not mandatory and are often suggested to international tourists
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based on disease risk endemicity of country of origin or destination
visited (Crockett & Keystone, 2005). In other words, recommended vaccines
tend to be a region or country-specific depending on the level of endemicity.
Table 1 below provides a summary of the various categories of travel
vaccines.

Table 1: Summary of Vaccine Preventable Diseases and Nature of Vaccines

_Type of disease Category of vaccine' Type Route
Yellow fever Mandatory /Recommended LAV SC
Hepatitis B Routine LAV M
Hepatitis A Recommended LAV ™M
Hepatitis E Recommended
Tetanus Routine ITV
Diphtheria Routine ITV
Meningococeal Mandatory/Recommended
Measles Routine LAV SC
Typhoid fever Recommended LAV ORAL & IM

uberculosis Routine LAV
Poliomyelitis Routine/Recommended/

Mandaory

Cholera Recommended Oral
Rubella Routine LAV M
Mumps Routine LAV
Rabies Recommended ™M
Influenza Routine
Human Routine
Papillomavirus
Pertussis Routine
Pneumococcal Routine Conjugate
Japanese Recommended 1AV, ™M
Encephalitis LAV
Shingles / Zoster Routine LAV
Rotavirus Routine LAV Oral
Poliomyelitis Mandatory Oral/SC/IM
Varicella herpes Recommended LAV

IM, Intramuscular; SC, subcutaneous; LAYV, Live attenuated Vaccine; ITC,
Inactivated Toxoid Vaccine
Source: WHO (2017)
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Vaccine Concerns: Conceptualisation

This section of the literature review provides insights into the
conceptual thoughts and dimensions of vaccination concerns by examining the
nature with which concerns have been defined and measured in the
literature. Similar to other psychological concepts, there is currently no
commonly recognised definition for the term “concern”. But, literally, it has
been used variously in previous studies both as a verb: to relate to or be about,
and a noun: denoting the state of an issue, one that matters or is of interest to
someone. A concern could connote both positive and negative perceptual

issues that matter to someone though its negative usage seems to dominate in

.....

uncertainty, worry, anxiety, fear, constraints and hesitancy (Crockett &
Kevstone, 2005; Karafillakis & Larson, 2017). Discerning vaccination
concerns through its associated signals is understandable because it may be
difficult to directly observe it. What matters is to operationally distinguish
between these terms and use them in specific ways. But this appears not to be
the case in the current vaccine literature.

Studies have used these concern-related terms interchangeably without
providing their conceptual differences, which may not only result in
conceptual inconsistencies but fimit the comparison of research ﬁndin'gs. For
instance, Karafiliakis and Larson (2017) make no differentiation between the
terms albeit using them interchangeably in their study, which is quite
problematic. Research in psychology indicates that terminologies: risk and
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uncertainty, worry, anxiety and fear despite their similarities and relationships,
have some subtle differences, which must be recognised (Fennell, 2017; Yang
& Nair, 2014). These terms are adopted in the current but used in very specific

ways to discern travel vaccination concerns.

(Concern as Risk and Uncertainty

Risk and uncertainty apply virtually to all clinical situations
encountered by people including vaccination (Hillen ef al, 2017).
Nevertheless, it appears there is lack of a one size fit-for-all definition for
these concepts, which may be attributable to differences in the social and
cultural contexts within which it is studied. But, there is a conceptual
the likelthood of loss (Bauer, 1960). A vaccination-associated risk is,
herefore, the probability of occurrence of harm and its severity following
‘mmunization over time, which can either be perceived or real (Karafillakis &
Larson, 2017).

Broadly, the literature classifies risk into absolute and perceived.
Absolute risk denotes an objective assessment of potential hazards and the
magnitude of their consequences whereas the perceived risk is the subjective
estimation of the hazard and its associated adverse implications (Adam, 2015).
In this view, absolute risk does not vary from person to person, but the
subjective risk does. Risk and uncertainty towards immunisation is considered
a growing problem because vaccines are administered to healthy individuals
yet it is cautioned that vaccines are not 100 percent safe. In addition, it is
difficult to optimally estimate all the long-term harms and implications of
vaccines prior to their uptake. These together with rising medical
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controversies in the media about vaccination lead to risk and uncertainty
concerns (Hillen e al., 2017).

A noticeable trend in the literature is the debate surrounding the usage
of the terms risk and uncertainty. The first side of the debate has to do with
that school of thought that views risk and uncertainty as related concepts,
which often have subscribers, using both terms interchangeably. For them, a
risk is viewed as an individual’s unfavourable feeling of uncertainty about the
outcome and consequence of an action (Quintal, Lee & Soutar, 2010).
According to this school of thought, every consumption decision of the
individual has an implicit risk, which manifests in two interrelated forms of
uncertainties. First is uncertainty about the consumption decision, which often
has one, for instance, questioning whether he or she needs a particular vaccine.
The other form of uncertainty is the consequence of the action, that is, whether
:n2 vaccine will yield the desired result.

The second side of the debate argues for a distinction between risk and
uncertainty. In differentiating between risk and uncertainty, Williams and
Balaz (2014) denote risk as probably known uncertainties while uncertainty
denotes unknown uncertainties. With uncertainty, there is partial knowledge
or ‘no known probabilities of outcome and severity of the perceived harm.
Therefore, it is a situation in which anything can happen and one has little or
no idea as to what it is or what it will be (Hillen et al., 2017). Uncertainty is
characterized by lack of surety or indeterminacy of future outcomes as either
positive or negative whercas with risk some measure of likelihood can be
assigned to the adverse possible outcome (An, Lee & Noh, 2010). However,

common among the concepts is that both draw attention to some inherent loss
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in a choice situation. This accord, however, only highlights the negative
connotation of risk and uncertainty, which can be misleading and limiting. In
clinical settings, people have pursued uncertainty and ultimately derive benefit
from it (Hillen et al., 2017).

Risk and uncertainty is multi-dimensional, meaning that people can
associate different levels of it with the same event implying a varied
conception of potential losses. The general literature mentions various
dimensions of risk and uncertainty, namely, equipment (concerns about
needles), financial (vaccines are expensive), physical (side effects),
psvchological (purchase does not commensurate the buyer’s personality or

values), satisfaction (low effectiveness of vaccines), social (purchase will

wersel

adversely affect others’ opinion about consumer), time (too much time or
wasie of time), privacy (lack of privacy when receiving vaccines) and safety
and security (Roehl & Fesenmaier, 1992). However, rarely has the concept of

risk and uncertainty in travel vaccination been explicitly and thoroughly

studied despite its recognition as being multifaceted.

Concern as Worry

Worry is considered an outcome of risk and uncertainty but not always
given that people may judge certain consumption decisions as risky or their
outcomes as uncertain but may not worry about them while others may not
evaluate them as risky yet worry about them (Larsen, Brun & @gaard,
2009). Worry is defined as uncontrollable troubled thoughts about actual or
would-be problems due 1o the individual's conscious or unconscious
attempt to engage i mental problem solving about issues where outcomes are
considered risky or uncertain. People worry because they think that worrying
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buffers and or minimizes adverse outcomes associated with events (Larsen ef

al, 2009),

Concern as Anxiety

Vaccination anxiety refers to the expression of fear in response to the
anticipation or experience of taking a vaccine including the equipment such as
needles or consultative services that are conditioned upon uptake of a vaccine.
It suggests that the onset of anxiety in vaccination may emerge in many varied
wavs perhaps depending on the type of vaccine, context factors and or
personal characteristics. WHO identifies anxiety adverse events as one of the
five adverse psychological issues associated with vaccination, apart
from vaccine product-related reactions, vaccine quality defect-related
reactions, immunization error related reactions and coincidental events (WHO,
2013).

Vaccines and vaccination procedures are characterized by various
anxieties and related adverse events. Evidence exists that a significant number
of people during pre-travel consultations are anxious about injections prior to
actual vaccination. In Noble, Farquharson., O’Dwyer and Behrens’ (2013)
study sample, they estimated the prevalence of injection anxiety when taking
travel vaccines to be more than 39 percent. A systematic review by Loharikar
et al. (2018) identified fainting, dizziness, palpitations, fainting, giddiness,
headache, hyperventilation, and weakness as some anxiety-related symptoms
following immunization (L.oharikar ¢/ «/., 2018). Implicated vaccines included

tetanus, tetanus-diphtheria, hepatius B, oral cholera, human papillomavirus

and influenza A (HINI).
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Concern as Fear

Fear is an emotion all sentient beings at a point in life experience, and
is often aroused in different ways and intensities at different stages depending
on the situation at hand. It is a feeling of nervousness induced by perceived
danger. Fear has been categorised into state fear, which is temporary in
occurrence, and trait fear, which persists over time (Fennell, 2017). The
anticipation of travel vaccination can elicit its own set of fears, as does taking
the vaccine and after taking the vaccine. Expressing fear of watching others
vaccinate, needles, blood-injection-injury and contracting the disease (s)
vaccinated against has been noted (Nir, Paz, Sabo & Potasman, 2003).

Fear is differentiated from its often used closely related concept of
anxietyv such that the former is present-focused, brief in its arousal and tend to
use a defensive reaction of escapism or avoidance (Sylvers, Lilienfeld &
LzPrairie, 2011). Fennell (2017) surmises fear as a higher order emotional
rzeling structured into fear as nervousness, which is made up of anxiety, worry

and constraints, and fear as horror consisting of shock, risk and panic.

Concern as Constraints

Constraints of vaccination are thought as the factors that may inhibit
individuals who are willing to vaccinate. Crawford, Jackson and Godbey’s
(1991) tripartite hierarchical constraints typology remains the most referred to
by studies analysing participation constraints. According to this model, there
are three main categories of constraints, namely, intrapersonal, interpersonal
and structural.  Intrapersonal  constraints are the individual-level (i.e
characteristics, knowledge, attitudes, beliefs and personality traits) inhibitors
of vaccination; interpersonal are the inhibitors that result from individuals’
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relationships with others such as family members, friends and relatives, and
structural constraints are the institutional, organization, community and policy
environments level inhibitors (Crawford et al., 1991). Drawing from Crawford
et al.’s (ibid) model, vaccination constraints could range from lack of
information, cultural and religious or philosophical beliefs, financial to time
resources (Crockett & Keystone, 2005; Thomson et al., 2016).

The review, conclusively, suggests that researchers have used and are
still using different but interrelated terms in operationalising the term
‘vaccination concern’. However, given the random and inconsistent nature of
the terms, this current study draws on the preceding discussions to propose a
broader and more overarching definition of vaccination concerns as views,
which are either perceptual, real or a combination, which potentially limits
nzople from embracing vaceination whole-heartedly.

Concerns toward vaccination can be cognitive or emotional or
combination and are intricate and dynamic, which means that they may either
stem from the individual, the vaccine. the purchasing context. It is reflected
that those who vaccinate and those who refuse vaccines can both be concerned
about certain aspects of vaccination (Yaqub et al, 2014), and thus the
concerns are cognitively interwoven along the vaccination uptake sequence
including: (1) decision to vaccinate (2) after decision (3) during the

vaccination process and (4) after vaccination and recollection.

Outcomes of Travel Vaccination Concerns
People respond 1 varied ways toward vaccination depending on the
concerns in hand These responses are regarded in the current study as the

outcomes of concerns toward vaccination. These responses are cognitive,
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emotional or behavioural and their valence could be positive, negative or a
combination and may co-occur (Hillen ef al, 2017). The Strategic Advisory
Group of Experts (SAGE) considers individuals’ responses towards vaccine
uptake as a continuum, oscillating between complete refusals of vaccine to
outright acceptance and maybe context, time, population and vaccine-specific
(WHO, 2013). Acceptance refers to the act of consenting to vaccination
without any reservations. It involves adoption and endorsement of vaccination
to other people. Refusal, on the other hand, refers to complete rejection of
vaccination (McDonald, 2015). The SAGE identifies two forms each for
acceptance and refusal of vaccination, which indicates some heterogeneity in
these reactions. These are an outright refusal of some or all vaccines and
ouinzht acceptance of some or all vaccines (WHO, 2013).

In between vaccine refusal and acceptance is a third category known as

vaccine hesitancy. The term ‘vaccine’ hesitancy in the literature is
characterised with lack of conceptual clarity, which has been attributed to the
attempt to use hesitancy to explain all partial or non-vaccination as well as
a lack of a clear distinction in its determinants (Bedford et al, 2017). The
widely cited definition of vaccination hesitancy is the one by SAGE: “a delay
in acceptance or refusal of vaccine despite availability of vaccine services”
(WHO, 2013). The definition further outlines three broad factors as the
determining reasons, specifically, confidence-do not trust vaccine or provider,
complacency-do not perceive a need for a vaccine- and convenience-
accessibility barriers to vaccines Despite the usefulness of this definition, it is
limited in two imporiant ways: (1) hesitancy being considered a behaviour,

though it is an awude (2) the all-encompassing application of the term
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hesitancy, in terms of conceptualization and an underlying reason, to non-
vaccination, “when in fact some non-vaccinators are forthright in their refusal,
and may never have been hesitant” (Bedford et al., 2017: 1). A case in point
is the consideration of physical availability, geographical accessibility and
literacy as determinants of hesitancy when they are more of physical barriers
than attitudinal barriers.

Yaqub et al. (2014) delineate hesitancy as doubting the benefits and
worrying over the safety of vaccines, which reinforces the argument that
hesitancy is an attitudinal trait. They further argue that hesitant attitudes are
not confined only to those who refuse vaccination, but even those who are
vaccinated. The preceding conceptual thinking is in sync with the SAGE
working group’s view that: “vaccine-hesitant individuals may refuse some
vaccines, but agree to others; delay vaccines or accept vaccines but are unsure
1 doing so” (Larson et al., 2014).

The current study, however, is of the view that doubts, worries and
skepticism about usefulness and safety of vaccines are more of concerns,
which at best are antecedents of hesitancy and should not be equated to
hesitancy. Bedford ef al., (2017) caution that such vagueness of the use of the
term hesitancy could result in accurate measurement and proposition of policy
directions that are inappropriate for solving the problem. The writers have,
however, acknowledged hesitancy as akin to delay in taking vaccines and
recommends under-vaccination as the over-arching term that describes those

who are unvaccinated or paitially vaccinated for any reason.
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Theoretical Perspectives of the Study

People’s concerns toward vaccination are multifaceted and much more
the underlying factors and outcomes are myriad and complex (Larson ef al.,
2015); therefore, a single theoretical approach or lens may not be sufficient in
explaining the issue. These require integration of several theoretical
perspectives for possible explanations. A number of theories have been
identified in literature, which based on their tenets offer, in part or holistically,
possible explanations to people’s vaccination concerns and their responses
toward vaccination.

These include the health belief model (HBM), integrative model of
uncertainty tolerance, the optimism-pessimism theory, the 3CS model of

vaccine hesitancy, reflexive modernization theory, expected utility theory,

~roadly are psychological, social, economic, cultural and hybrid theories.
Psvchological theories, in this context, are referred to as the behavioural-
based theories which focus on the cognitive and emotional processes
underlying preventive health behaviour adoption. The social theories
concentrate on the structural, environmental and societal influencers while
economic theories emphasise the demand and supply market forces.

While it is conceded that these above-mentioned theories in their tenets
appear not entirely mutually exclusive, each is briefly reviewed. The decision
to triangulate theories which is 1o accommodate the different theories is to
balance and optimise their unique perspectives to explaining individual’s
concerns and vaccination upiake. Second, it is intended to minimise the

shortfalls that come with the use of a single theory. No theory can claim
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exhaustiveness in explaining a social phenomenon in terms of breadth, depth,
specificity, and precision. Some theories either sacrifice conceptual depth for

breadth or the vice versa and may therefore be less useful in some contexts

(Hillen et al., 2017).

Psychological Theories
Health Belief Model

The Health Belief Model proposed in the 1950°s remains the most
cited and probably the most used framework for explaining health behaviours
among healthy and ill populations including uptake of vaccination. Beyond
prottering the underlying reasons to preventive health behaviours, its
usetiiness for designing intervention strategies has been widely acknowledged
Rosenstock, 1974). The HBM postulates that health behaviour is derived
Tom the beliefs and attitudes of people. Therefore, preventive health
czhaviour is a function of perceptions about hazards and expectations about
the preventive action (Rosenstock, 1974; Rosenstock, Strecher, & Becker,
1994). These two main factors could derive preventive health decisions singly
or in combination. Perception about the hazard is categorised into perceived
vulnerability and severity (jointly referred to as the burden of the threat).

Perceived vulnerability involves one’s subjective assessment of
probability being a victim of a health threat (Champion & Skinner, 2008;
Rosenstock, 1974), with a strong conviction of vulnerability associated with
an increased chance of engaging in measures to reduce the risk (Munro et al.,
2007). Perceived seventy has to do with the belief about the seriousness of
the consequences associaied with the threat (Champion & Skinner, 2008). It

involves an evaluation of the discase condition and the costs the person
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believes could arise from it. The costs could be direct or indirect and range
from worries, stigma, disability, the medical cost to even death. The stronger
the perceived plausible costs associated with the hazard, the higher the
motivation of adopting a preventive behaviour. Based on the burden of the
threat, health behaviour options are weighed in terms of cost and benefits
referred to as behaviour expectation.

Expectlations about the behaviour are also a combination of two
dimensions: perceived benefits and perceived cost/barriers. Perceived benefits
relate to the belief that the one’s action would yield useful outcomes in
reducing the risk to the hazard or seriousness of its impact. If there is the belief
that the intervention has the potential to reduce one’s susceptibility to the
condition, the likelihood of adoption is high (Champion & Skinner, 2008).

Though individuals may perceive some benefits with the recommended
action, cost of the preventive action could undermine adoption (Champion &
Skinner, 2008; Rosenstock, 1974). The perceived barrier element involves the
potential constraints of the involved action including its cost, pain, side effects
and inconvenience. These constitute the concerns associated with the action
and undermine adoption of the action (Makarovs & Achterberg, 2017).
Subsequently, both empirical and theoretical advancements saw the addition
of cues to action and self-efficacy as important constructs that can influence

health behaviour (Figure 1).
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Figure I: Health Belief Model
Source: Rosenstock (1974)

Rosenstock (1974) found that cues or triggers to act appear necessary
in engaging in preventive behaviours, which are either internal or
exiernal. Medical advice, public awareness campaigns and previous
suoerience with the disease are some noted cues to action (Claar, 2011). Self-
eTicacy is assumed as the confidence or belief in one's own abilities to engage
in the desired promotional health behaviour, which emphasises the importance
of knowledge and literacy in adopting a preventive measure(s) (Claar, 2011).
Bandura (1977) notes four sources of efficacy: organic experience, vicarious
experience, verbal persuasion, and physiological states. Therefore, HBM
further suggests that while perceived vulnerability, severity, benefits, barriers
and cues to action are considered primary predictors of health behaviour, other
variables such as socio- demographic such as age. sex, educational attainment
are potential modificrs of perceptions and beliefs which could possibly
confound the relationships posited

The HBM is deemed wvseful and has been applied in explaining
underlying reasons for people’s adoption of vaccination (Makarovs &
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Achterberg, 2017). Makarovs and Achterberg (2017) observed that perceived
vulnerability to flu increases the likelihood of vaccine uptake. Relying on the
HBM, it is the expectation of the current study that tourists’ responses toward
vaccination will involve a cognition of one or some components of the HBM
including their perceived vulnerability, perceived severity, perceived efficacy
of the vaccine, and more particularly their concerns toward vaccination.
Vaccination concerns could include the conviction that a vaccine would not be
effective in buffering the aversive event; vaccination is not accessible or

erhaps expensive. Arguably, all the other conditions necessary for a person to
adopt a vaccine can be right but once there are concerns, they result in
undesirable responses toward vaccination.

One of the specific limitations of the HBM is the failure to offer the
various forms of barriers to adoption of a preventive action and underlying
antecedents unlike Crawford ef al.’s (1991) tripartite hierarchical constraints
tpology that preempt potential constraints as intrapersonal, interpersonal and
structural. Another key limitation of HBM is its theorization of a direct linear
relationship between the kinds of responses to preventive action, which is
either adaptive or maladaptive and the antecedent factors. However, literature
has noted that the association is not linear as theorized, prompting the need to

isolate mediating and moderating factors (Tunner, Day & Crask, 1989).

The Integrative Model of Uncertainty Toicrance

The integrative model of uncertainty (IMUT) tolerance is proposed by
Hillen, Gutheil, Strout, Smets and Han (2017). The axiom of this theory is that
health care is characierised by several unknowns (uncertainties) with possible
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positive and negative outcomes. The theory further asserts that uncertainty is
not a monolithic phenomenon but multidimensional. IMUT is made up four
main components, namely, stimulus, perceived uncertainty, moderators and
appraisal/responses.

Uncertainty is a situation where the nature of events formed, their
extent, conditions and consequences cannot be objectively predicted.
Uncertainty is considered a function of ignorance, which is a tripartite
stimulus: probability, ambiguity and complexity (Figure 2). Probability refers
10 the indeterminacy or randomness of future events (Han er al, 2011).
Ambiguity denotes the property of information about a phenomenon, which

pertains to its lack of reliability, credibility, or adequacy, and complexity

o

reters 1o the characteristics of a phenomenon that make it hard to understand.
zach of these stimuli can result in the likelihood that people will hold certain
concerns toward an object.

Mishel (1988) in her ‘uncertainty in illness’ theory argues that
perceived uncertainty represents either danger or opportunity and that these
evaluations lead to the usage of coping strategies which could be either
emotion-focused or problem-focused. Hillen e al. (2017) refer to these
coping strategies as cognitive-emotional-behavioral reactions to uncertainty.
These responses are either positive or negative and might co-occur temporarily
(Dugas et al., 2001). Cognitive responses consist of a variety of appraisals,
such as doubts, denials, opportunity, confidence and faith. Emotional reactions
include varied states. naimely, discomfort, anxiety, anger and excitement.

Behavioural responses include information seeking and avoidance.
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By this frame of thinking, when people experience worries or anxiety
they are most likely to appraise uncertainty as a threat, and when they
experience positive emotions they appraise it as an opportunity (Brashers,
2001). These appraisals, in turn, lead individuals to either avoid or seek
information as a means of managing their uncertainty. According to IMUT
(Figure 2), the relationships between stimuli, perceived uncertainty and
response is not direct but moderated by a number of factors. Some of the
moderators could be cultural (values and beliefs) and social factors, situational

and individual characteristics (e.g gender and motivations).
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Figure 2: Integrative Model of Uncertainty Tolerance
Source: Hillen, Gutheil, Strout, Smets and Han (2017).

Given the recent nature of IMUT, it has not yet received wide
applicability when compared 10 HBM. Nevertheless, the model appears
comprehensive and easily adaptable for studying uncertainty concerns,
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antecedents, as well as associated outcomes in contexts. The major strength of
this theory lies on its overarching nature in explaining uncertainty in health
decisions and its underlying antecedents and consequences.

The nature of vaccination involves a healthy person taking in a
biological preparation whose impact, though touted to be positive, on one’s
body is futuristic and Jong term. That is, the impact on the involved individual
cannot be determined forehand prior to administration and this could arouse
uncertainty of outcome and associated concerns of fear, anxiety and worry.
This uncertainty is likely to be intensified by the scientific debates by anti and
pro-vaccines groups with conflicting information which surround the safety
and eTicacy of vaccines (Becker ef al., 2016). These concerns could in turn
result in maladaptive or adaptive behaviours toward vaccination such as
hesiancy, avoidance or acceptance of vaccination depending on one’s

uncenainty tolerance level.

The Optimism-Pessimism Theory

The dispositional bipolar optimism-pessimism theory is proposed by
Scheier and Carver (1985) to provide an understanding of people’s
perspectives and cognitive expectancies from encounters and how those
expectations influence their decisions. The theory groups human beings into
two distinct clusters of pessimists and optimists. The optimists are more
inclined to expect favourable outcomes from their encounters and, thus, are
likely to experience positive mix of feelings than adversities. The pessimists,
on the other hand. ofien expect unfavourable outcomes from their encounters,
and are likely to be doubtful, uncertain and perceive risks, thus, experience
negative feelings including anxiety, sadness and despair.
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Scheier and Carver (1985) maintain that dispositional optimists
imagine more good things to happen to them than bad while the contrary
conclusion is expected of the pessimists. The optimism-pessimism scheme is
illustrated with a glass that is half filled with water. While the optimist would
view the glass as half full, the pessimist views it as half empty (Scheier &
Carver, 1985). The optimism-pessimism worldviews are especially profound
in situations of ambiguity or uncertainty, where the probabilities of outcomes
are objectively unknown (Shepperd, Pogge & Howell, 2016).

Optimism is commonly associated with less concerns and more
adaptive coping efforts (problem-solving and social support) resulting in
positive outcomes. Pessimism, on the other hand, is with maladaptive coping
stions (problem avoidance and social withdrawal) leading to the negative

114 A

cutcomes. However, studies assert that some individuals tend to overly project
:ne favourability of future outcomes despite risks being highly associated with
tn2 encounter (Shepperd, Pogge & Howell, 2016). For example, an individual
demonstrates unrealistic optimism when he or she reports having a 3 percent
chance of getting a disease whilst an objective measure predicts that true risk
is 15 percent. This tendency to underestimate risk is termed unrealistic
optimism (Shepperd et al., 2016).

The optimism-pessimism theory has been applied in various settings
and studies (Amuquandoh, 2011; Carver, Scheier & Segerstrom, 2010;
Shields, Toussaint & Slavich, 2016) that sought to gain insights into the link
between personality views and health decisions and outcomes. Amuquandoh
(2011), for instance sought to understand international tourists’ concerns

about traditional foods in Ghana. Though the theory has rarely been employed
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in the study of vaccine concerns and adoption behaviour, it has been used to
analyze related issues including risk perception and preventive behaviour
(Adam, 2015), barriers to preventive action, insurance subscription and
quitting of risk behaviours among tourist (Petersen, 2002).

In explaining preventive behaviour, researchers have often tested the
effects of expected cost and benefits with the understanding that optimists
demonstrate greater engagement in preventive health behaviours in
comparison to optimists. Following this perspective and in the context of
vaccination, the theory may suggest that optimists may tend to have less or no
concerns with vaccines and on the average, have positive responses towards
vaccination. They will generally have a positive disposition to take as well as
suoport vaccination. Pessimists, on the hand, will tend to assume adverse
cutcomes with vaceine uptake. It is, however, possible for the pessimists to get
vzocinated but it is expected that they will tend to be sceptical about the
=TTicacy and safety of vaccination.

Notwithstanding the widespread applications of the theory, it has some
shortcomings. First, optimism and pessimism are often viewed as opposite
poles of the same continuum, but research findings note that the two
dispositions can coexist in an individual depending on the context and
situation. Second, the bipolar optimism-pessimism cannot be regarded as a
personality trait given people’s expectations are fluid and changes over time;
rather, it is arguably an attitude which is subject to context and situation. Thus,
there might not be a group of persons called “optimists’ or ‘pessimists’ whose
behaviours are fixated because the environment can affect a person’s

behaviour and thus influence his or her decisions. In that regard, a person can
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exhibit optimistic tendencies in one place and optimist tendencies in another
environment given the environmental factors present.

Third, the conceptualisation of the two constructs as separate and
independent outcomes poses some challenges because a person might be in a
state of ambivalence of either being an optimist or a pessimist. In that case,
when it comes to the issue of vaccination, some people will be optimistic
about the vaccine, others will be pessimistic. Others will also be in a state of

ambivalence-anticipating mixed outcomes of both positive and negative.

IHE 3CS Model of Vaccine Hesitancy

The 3Cs model is proposed by Strategic Advisory Group of Experts
(84GE) on immunization in 2011 as part of its efforts to understand the
underlving factors to vaccine acceptance. This model indicates that there are
ire¢ main determinants of vaccine acceptance. Those are complacency,
convenience and confidence, widely cited as the 3Cs.

Confidence deals with lack of trust for vaccines and any other services
or system related to the development and administration of the vaccine. These
include risk and uncertainty of the efficacy and safety of vaccines and lack of
confidence in vaccine service providers including health professionals
(MacDonald, 2015). Uncertainty (ambiguity and complexity of information on
how vaccines are developed and work) (including transparency on side
effects), and anti-information are some antecedents of vaccine confidence
(Mendel-Van Alstyne ¢/ al., 2017).

Complacency significs a feeling of the needlessness of vaccines due to
a number of reasons. These mclude low perceived vulnerability and severity of

vaccine-preventable discases, consideration for alternative measures and self-

46
Digitized by Sam Jonah Library



University of Cape Coast https://ir.ucc.edu.gh/xmlui

efficacy. Convenience has to do with access to vaccines. The working group
considers convenience as the degree to which factors including physical
access, affordability, geographical accessibility and vaccine literacy influence
uptake. Quality service, cultural landscape and unavailability of vaccines are

other convenience related issues that could impact vaccination (MacDonald,

2015).

Social Theories
Reflexive Modernization Theory

The reflexive modernisation theory (RMT) is proposed by Becks
(1992) to explain people’s attitude towards science and technology.
“Modernisation is a transition from ‘traditional’ to ‘modern’ societies —
societies characterised by the search for knowledge, individualism, autonomy,
an2 awareness and mindfulness of risks in all forms of life — created by the
verv successes of modernity in tackling the problem of human scarcity”
(Carrier & Nordmann, 2011: 44).

Risk societies on the tenets of modernisation are preoccupied with the
future and its safety and considerably are on the guard against hazards and
insecurities and their associated losses (Beck, 1992). Put in another way,
modernised societies are risk and uncertainty mindful. The ‘knowledge
society’ nature of modernity leads to reflexivity—cause and effect
relationships within societies (Beck, 1992). Unfortunately, advancement in
science and technology meant to sateguard risk and uncertainty in modern
societies is ironically held responsible for the woes in society—science-
confidence gap (Giddens,  1994) Reflexive modernization suggests a
continuous decline in public confidence for science and technology since
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many are increasingly having the conviction that life threats cannot be
buffered by science; it rather worsens it (Giddens, 1994). It is, however,
argued that skepticism of reflexive modernity is not toward science as a whole
but certain aspect of it (Achterberg ef al., 2017). For example, some people
may believe in scientific products but distrust their associated institutions.

This new society of reflexivity presents a new citizen one who is
cognitively well developed, well exposed to information, and better
understands science and technology deciphering their cost and benefits. In the
life of this modernised citizen, cultural and religious beliefs play less role as
literacy takes over attitude and behavioural patterns (Beck, 1992). Wealthier
and highly literate individuals in developed countries, particularly those in
intormation societies where information is easily accessed via the internet,
~zport less confidence in science compared to those in living in developing
nations with less technology and greater health needs (Makarovs &
Achterberg, 2017, Price & Patterson, 2016). This implies that highly educated
or literate people in industrialized societies are likely to take the benefits of
science for granted or perceive various lapses with scientific products
compared to those in less industrialised societies.

Vaccines are one of the technological developments whose usefulness,
safety and efficacy are increasingly questioned. Therefore, the RMT is
considered useful for understanding wvaccination attitude and behaviour
because people’s responses towards vaccination are based on their confidence
and trust in the scientific principles and institutions surrounding vaccines

(Makarovs & Achterberg 2017, Price & Peterson, 2016).
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Based on RMT, first, it is expected that vaccination reflexivity would
be common among all international tourists visiting Ghana though not same in
severity across them. Second, it is expected that tourists would express diverse
concerns toward travel vaccination but from the perspective of reflexivity.
Those concerns would be linked to a lack of confidence and distrust in
scientists and the organizations responsible for vaccines, referred heretofore
as institutional concerns, and lack of confidence and mistrust in the scientific
principles and methods of vaccine development, product concerns. RMT
could also provide hints on the pathways through which tourists’
characteristics including their educational attainment, information exposure,
xnowledge and literacy are associated with their vaccination concerns and
upiake behaviour.

Therefore, critical literacy which characterises reflexively modernised
~zople would likely place them in a position with reflexive mindsets leading to
varied concerns with vaccines. This could be more palpable among tourists
since information search, especially using the internet, is a critical component
of their pre-travel activities. Reflexive citizens tend to be internet savvy
implying exposure to vast and diverse information (Makarovs & Achterberg,
2017). The internet exposes people to conflicting and controversial
information on vaccines affecting their trust of the safety and efficacy of
vaccination (Karafillakis & Larson, 2017). Consequently, reflexivity leads to
relating to different discourses on vaccination and in due course formation of
various opinions supported by a range of arguments (Makarovs & Achterberg,
2017). Based on this theory, it s expected that reflexively modernized tourists

will not only tend 1o have various concerns with travel vaccination and be less
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willing to vaccinate compared to the ‘less reflexive’ but its indicators will

significantly moderate the effect of concerns on the uptake.

Behavioural Economic Theories

While there are several behavioural-economic theories to explain
preventive health behaviours, it seems the most applied are the expected utility
theory, cumulative prospects theory and ambiguity aversion theory. The
Cumulative Prospect Theory (CPT) is one of the behavioural economic
theories proposed by Amos Tversky and Daniel Kahneman in 1979 that seeks
to explain how people make choices and decisions under risk and uncertainty
(Tversky, Kahneman, 1992). CPT was proposed following shortfalls of the
cpected utility theory in explaining people’s preferences and actions. CPT
hinges on the assumption that people are risk-averse and possible outcomes
are predicted relative to the status quo, a situation termed the framing effect,
which is the subjective construction of social reality.

Kahneman and Tversky (1992) argue that individuals appraise losses
and gains differently, and the use of heuristics to simplify individual risk
calculations. They further assertthat people are more concerned about
potential losses when faced with a situation than they do for possible gains.
That is, they experience more disutility for a loss than they experience utility
for a gain of the same amount, a phenomenon referred to as loss aversion.

Though both CPT and expected utility theory are both concerned with

guarding losses, their framing of the losses and gains are different. The former

argues that “feeling that a loss of a certain amount has been avoided gives
more utility than simply gaining the same amount™ (Platteau, Bock & Gelade
& 2017: 142)
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Based on CPT, it suggests that loss-aversion shapes vaccination
behaviour depending on gains and losses with respect to an individual’s
perceived and expected desired states. Vaccination behaviour is, therefore, a
product of interplay of various factors including perceived risk of disease,
benefits  of vaccination, vaccine concerns and framing of vaccine
communication (Oraby & Bauch, 2015). For example, individuals who
perceive high vulnerability to the disease are risk-averse, over-weigh potential
benefits of vaccination and under-weigh vaccine concerns would tend to be
accepting of vaccines.

Another alternative explanation for preventive health adoption is found
in the ambiguity aversion theory. The theory of ambiguity aversion suggests
that the majority of individuals tend to dislike uncertain outcomes of events.
Ambiguity aversion has been employed to investigate the preventive health of
which the argument is that ambiguity aversion is significantly related to less
chance of adoption. Preventive health measures such as vaccination and
insurance demand are characterized by some uncertainties ranging from the
uncertainty of benefits, efficacy and risk of contracting the disease vaccinated
against. Each of these ambiguities can limit demand for vaccination since
people would want to avoid these uncertainties (Platteau ef al., 2017). These
uncertainties that surround vaccines make vaccination itself somewhat risky
and thus could motivate its avoidance and consideration of alternatives.

Nevertheless. an important limitation with these economic theories in

explaining the adoption of preventive health decisions is the assumption of

decision makers as ravonal entiies From this perspective, individuals are
thought of as rational beings who in deciding on engagement in preventive
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health activities or services, evaluate choices in terms of costs and benefits. A
rational agent chooses those that provide the optimal benefit.

Herbert Simon in his bounded rationality theory cautions strongly that
individuals’ decision making is limited by a number of issues such as the
amount of information at hand, cognitive limitations of their minds and the
time available for decision making, Decision-makers in this viewpoint act as

satisfiers in the quest of a satisfactory solution rather than a best one (Adongo,

Amenumey & Amuquandoh, 2017).

Hybrid Model
Tvpological Theories

This section of the chapter reviews typologies which are referred to as
mvorid theories. Since their evolution in the 1950s, typologies have been
emioraced and used in almost every discipline by famous writers including
Miiles, Mintzberg, Porter and Weber. The popularity of typologies has been
aniributed to them being able to describe, explain and predict complex and
multifaceted phenomena by converting them into simple and easy-to-recall
ideal types that linear or bivariate theories would not adequately do (Doty &
Glick, 1994).

Fiss (2011) argues that typologies are unique kinds of hybrid theories
because, instead of just simple correlations between a single construct and a
dependent variable, they incorporate asymmetric causal relations in their
configurational arguments which explain how ideal types are made. They
provide a holistic and person-orienied approach to explaining the variances of
an outcome as such are falsifiable-testable and subject to disconfirmation

(Rantanen, Kinnunen, Mauno & Tement, 2013). In addition, typologies are
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popular because of they being germane for targeted and tailored interventions

allowing for efficiency in resource allocation given that a ‘type’ is assumed to
are used

contain people with similar characteristics (Padela et al., 2018).
and ‘typology’

‘classification scheme’

The terms
interchangeably in the literature to imply the same meaning. However,

differences exist between them and have been clarified yet seem overlooked in

the tourism literature which could conceal theoretical development in the field.
This implies that some prevailing "typologies" in tourism are not typologies
but classification schemes and the reverse true (Doty & Glick, 1994).
Classification schemes refer to classing systems that categorise
phenomena into mutually exclusive and exhaustive sets with a series of
ciscrete decision rules. However, typologies in addition to being conceptually

cerived interrelated sets of ideal types predict the variance in a specified

me because the types identified in typologies are developed with respect
typologies are extensions of

Therefore,

specified outcome.
classification systems. The underlying assumption of the typologies is that

to that
people are interrelated and so they can be sorted into ideal types based on a

certain criterion (Doty & Glick, 1994). A systematic review of the literature by
Dolnicar (2004) identified four main approaches for developing typologies.
These are theory driven (common sense), data-driven, combinations of both

where typically one common-sense segment is chosen and further split up into

data-driven subgroups, and a sequence of two common sense segmentations.

e been widely applied in the context of tourism which

Any of these could be a priori and or post hoc
Typologies
leads to various types of tourists namely the wanderluster/sunluster typology
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(Gray, 1970), the institutionalised/non-institutionalised typology (Cohen,
1972), and the psychocentric/allocentric typology (1991). But, typological
analysis is yet to receive research attention in the literature on vaccination.
The exceptional cases include the anti-vaccinationist and pro-vaccinationist
classification scheme. The anti-vaccinationists refer to the social movement of
people who oppose vaccination while pro-vaccinationists are those who
promote vaccination.

A study by Velan, Boyko, Lerner-Geva Ziv, Yagar and Kaplan (2012)
among general Israeli population also identified six attitude groups of
vaccinees namely acceptors, judicious-acceptors, differentiators, soft
individualists, hard-individualists and refuters. The classification was done
based on four perceived issues: All eligible people should be vaccinated; only
a1-nisk populations should be vaccinated; vaccination should be a personal
cnoice: and no need for vaccination. Total refusal of vaccination was generally
low. The acceptors think that all (all target groups or by targets at risk) should
comply to recommended vaccines. Judicious-acceptors favour compliance of
all with some vaccines. The Differentiators expressed different viewpoints on
all the various attitudinal issues presented them. However, the soft and hard
individuals favoured personal choice in vaccination with significant view

expressed by the Hard individuals. Finally, the refuters favoured non-

compliance with vaccination programs

However, the study acknowledued being limited in the following ways:

respondents were drawn from a single country; experiences of vaccinees

(actual or perceived) were not incorporated into the analysis and other

important determinants of vaccine uptake including perceptions of disease.
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Furthermore, the shortfall with Velan e al. (ibid) argument is their
consideration of the vaccination attitudes as traits. The use of the term “trait’
connotes vaccination attitudes as a genetically determined characteristic
which maybe the case. It is clear that vaccination attitudes and behaviours are
shaped by personal, socio-cultural, economic, religious, historical and political
factors (Larson et al., 2011).

Despite the advantages offered by typological theories, a major
drawback of them is that they tend to be much more complex. Second, they
are not always mutually exclusive and exhaustive since hybridisation is always
possible. Hybridisation makes theoretical modelling and practical targeting of
tvpes complex (Niknazar & Bourgault, 2017). By using the typological theory,
the expectation of the current study is to be able to classify international
rcunists into homogeneous segments based on their concerns and responses
roward vaccination. In essence, the would-be type of tourists is assumed to
exnlain travel vaccination uptake. Hence, those that share a certain degree of
similarity in terms of specific characteristics can be considered as a

vaccinee type.

Summary

This chapter critically discussed the theory and concepts of concerns,
involving its antecedents, moderating factors and its impact on vaccination
uptake. The chapter began with a brief historical account of vaccines, what
vaccines are and conceptualization of vaccination concerns. It further
appraises various theories proposed in the literature for examining vaccine
adoption. Three broad theoretical perspectives are considered including

psychological, social and economic theories. Some specific theories reviewed

wh
N
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are the health belief model, protection motivation theory, the optimism-

pessimism theory, the reflexive modernization theory and the cumulative

prospects theory.
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CHAPTER THREE
EMPIRICAL REVIEW

Introduction

This chapter provides a review of the empirical literature on
vaccination concerns, its antecedents, mechanisms and impact on people’s
responses toward vaccination with emphasis among international tourists. It
specifically appraises the dimensions of travel vaccination concerns, its
antecedents and its relationship with vaccine uptake. Given that the literature
on the aforementioned issues in the context of travel and tourism is very scant,

the chapter also gleaned on other related studies from the general vaccine

literature.

Dimensions of Vaccination Concerns

Research suggests various facets of vaccination concerns some of
which are related to vaccines, vaccination-related institutions and the involved
individuals themselves. Though piecemeal across the various studies, the most
common concerns include safety, efficacy, cost, access, time and stock out
issues (Crockett & Keystone, 2005: Karafillakis & Larson, 2017, Lammert ef
al., 2016). Among these concerns, different longitudinal systematic review
studies among tourists and the general population across different vaccines
(including seasonal and pandemic influenza, human papillomavirus (HPV),
measles-mumps-rubella, Hepatitis A and B) and countries have noted that
vaccine safety and efficacy comncerns are the most reported (Crockett &
Keystone, 2005, Karafillakis & Larson, 2017)

Vaccine safety concern is the feeling that travel vaccination results or

will result in harm or injurious outcomes and efficacy concern is the fear that
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vaccines do not or will not perform as desired or expected (Yaqub ef al.,
2014). Vaccine safety and efficacy sentiments issues running through the
findings of these travel and non-travel context studies imply that these
concerns are common across travel and non-travel settings and different
vaccines. The prominence of such concerns has been attributed to the general
perception of people that the risks of vaccination outweigh their benefits
(Karafillakis & Larson, 2017).

Different specific types of concerns about vaccine safety and efficacy
are, however, identified for the different studies. For instance, Crockett and
\eystone (2005) realised that travellers’ vaccine safety and efficacy concerns
manifest in the form of fear of side effects of vaccination, mistrust of vaccine
¢icacy and fear of the pain of injection. Karafillakis and Larson’s (2017)
svmthesis of human vaccine studies between 2004 and 2014, on the other hand,
noted perceived low effectiveness of vaccines, lack of evidence of the
¢iTectiveness of vaccines and injection pain as major concerns. The perception
that wvaccines cause the disease they prevent and worry about vaccine
adjuvants were also noted. Anti-vaccine activists, for instance, claim that
ingredients, such as mercury, ether, anti-freeze. formaldehyde and aborted
fetal tissues contained in vaccines are toxic (Kata, 2012).

The literature further highlights the cost and time involved in
vaccination as concerns. These two factors reflect affordability concerns,
which are the inability of individuals to atford travel vaccination, both in
terms of financial and non-financial cost (Thomson, Robinson & Vallée-
Tourangeau, 2016) The financial atfordability concerns relate with income

scarcity while the non-financial relates with time scarcity (Thomson ef al.,
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2016), which are both socially patterned resource barriers to health (Venn &
Strazdins, 2017). Scarcity is the relative feeling of having less than is desirable
to satisfy one’s needs determined by comparing one’s disposable resource,
time and income, to the demands placed on it (Mullainathan & Shafir, 2013).
Here vaccinees have lamented of vaccines and vaccination services being
expensive, time wasting and inconveniencing (Lammert ef al., 2016; Thomson
eral., 2016).

On a different viewpoint, vaccination cost and time concerns seem to
mirror access concerns, which are monetary and time constraints to access to
health services. Diverse interpretations have been provided to the concept of
access, and researchers have acknowledged the lack of unanimity on
inzg and measuring health access (Dassah, Aldersey, McColl &
Davison 2018). Some have studied access as the availability of health services
Dornabedian, 1973); entry into a health care system (Andersen, 1995) and
recently Dassah et al. (2018) consider it as the availability and use of health
services rather than mere presence of the services, suggesting realized access
and not potential access. Therefore, access in the context of vaccination
relates to the ability of individuals to easily reach and/or to be reached by
recommended vaccines (Thomson e al., 2016).

Access to health services is feasible but depends on income, which is
unequally distributed across gender, age, educational attainment and time
expenditure (Venn & Strazdins, 2017). Such inequalities in income
distribution imply that monetary constraint is an important component of
affordability and through i vacemation inequalities. Similar to income,

people require (ime (O actess vaccination. The start to finish of vaccination
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involves time expenditure. This includes travel time to the clinic,
consultation/examination, waiting for tests to be performed and results.
Consequently, in the context of travel, individuals may consider it
inconveniencing depending on disposal time and how compatible travel
vaccination time requirements are with their available time and other
schedules.

Worth noting is that akin to income, time is equally finite and its
commitment and control are systematically and socially stratified with women,
caregivers and employed likely to be more time poor. Time, however, differs
from income in its distribution, given that everybody has 24 hours a day at

his

his'her disposal (Venn & Strazdins, 2017). Other forms of access concerns

vy Bt Ay

mentioned in the literature are stock out of vaccines; cultural inappropriateness

-zccination; and location of vaccination. The latter concern is more of a

- wem an

cz>z-aphical distance and mobility issue where vaccinees’ location may not
z1.ow them to easily access vaccination services.

“The degree, to which individuals have knowledge of the need for,
and availability of, recommended vaccines and their objective benefits and
risks” is referred to as awareness (Thomson et al, 2016: 1019). This factor
reinforces the importance of cues to action in determining vaccination
decisions, with optimal awareness positively motivating vaccine uptake.
Awareness factors include availability information. knowledge of vaccines
and vaccination schedule (Thomson ef . 2016). Unfortunately, issues of
vaccine information deficit (including not knowing where to locate relevant
vaccines), information overload, conilict messages and misunderstanding of

available information are increasingly reported in the literature (Karafillakis &
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Larson, 2017). i : :

)- The import here is that while creation of vaccination awareness
through i i ision i

gh information provision is g good tool for promoting uptake, it must be
proactive, clear, succinct and unambiguous. Otherwise it will fail to achieve

the intended purpose (Goldstein & MacDonald, 2015). Admittedly, with the

proliferation of conflicting information in the internet, it has become

extremely difficult to effectively communicate vaccine information (Makarovs

& Achterberg, 2017).

Literature notes that mistrust and decreasing confidence in vaccines

and  vaccination-related institutions (including health professionals,

1
p nar

maceutical companies, researchers and governments) among the general

public remain pronounced. The literature posits a positive relationship

L4

een trust and risk (Luo et al.,, 2010). Trust is an individual’s attitude based

e e e e e

srsonal beliefs about the features of another (Mayer, Davis & Schoorman,

S -

1. therefore, people may behave in a certain way while assuming others
react in accordance with their expectations. However, if others do not act
according to their expectations it results in mistrust.

Vaccination trust concerns have hardly been studied among travelers
but among the general population, studies have observed that the general
public does not trust vaccines and their related institutions. They have often
lamented that vaccination is a money-making venture for pharmaceuticals;
doctors only discuss the benefits of vaccination. Likewise, researchers churn
out findings that only highlight the benefits of vaccines (Ehrenstein et al.,

2010). Consequently, based on the theoretical and empirical review Table 2

presents a summarised list of the patential dimensions and their definitions of

the travel vaccination concerns scale.
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Table 2: :
Potential Constructs of the Travel Vaccination Concern Scale

Dimension
Mistrust/lack of
confidence
Trust/confidenc
€ concerns

Safcty concerns

Efficacy/perfor

mance concems

< CONCITS

L'

Access concerns

Information
concems

Vaccination
literacy
concerns

Paternalism

Source: Author’s construct

Dimension definition
Skeptical or doubtfu] of
vaccines and or its related
stakclholders including
Vaccinators,

pharmaceuticals and policy
makers.

Feeling that travel
vaccination results or will
result in harm or injurious
outcomes

Concerned that vaccines do
not or will not perform as
desired or expected,

Concerned with the
financial burden associated
with accessing travel
vaccination

Time waste or loss of
convenience associated with
travel vaccination

The difficulty or inability to
access needed travel
vaceines.

Lack/inadequate and or
conflicting information on
travel vaccination

Inability to optimally
obtain. process, understand
and make informed
vaccination decision
Fecling that vaccination
and its related policies are
limiting one s Liberty.
qutonomys and of frecdom
L (2018)

Relevant literature

Larson ef al. (2016); Karafillakis
and Larson (2017); Yaqub et al.
(2014)

Barasheed et al., (2014); Kennedy,
LaVail, Nowak, Basket and Landry
(2011); Lindsey, Rabe, Miller,
Fischer and Staples (2016); Noble,
Farquharson; Loharikar et al.
(2018); Robinson and Vallée-
Tourangeau (2015; O’dwyer and
Behrens (2013); Sturkenboom
(2016); Yaqub er al. (2014)

Karafillakis and Larson (2017);
Yaqub et al. (2014)

Blank ef al., (2012); Crockett and
Keystone (2005); Gautret,
Tantawichien, Gautret and Parola
(2012); Hai & Piyaphanee, (2011);
Robinson and Vallée-Tourangeau
(2015): Stokley et al. (2006)

Crockett and Keystone (2005);
Robinson and Vallée-Tourangeau
(2015); Poulos et al. (2018);
Tickner et al. (2006);

Crockett and Kevstone (2005);
Yaqub et al. (2014)

Hevwood er al. (2016): Karafillakis
and Larson (2017)

Karafillakis and Larson (2017)

Attwell and Smith (2017); Dubov
and Phung, 2013
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Antecede inats
nts of Vaccination Concerns

Thi :
$ Section of the chapter reviews factors that shape concerns that

people have toward vaccination. Past studies in the general vaccine literature
indicate that vaccination concerns vary by specific vaccines, respondents’
socio-demographic  characteristics including the region of origin, sex,
education, income, work type and religion (Larson ef al., 2015; Karafillakis &
Larson, 2017). Others are vaccination information seeking behaviour (source
of information and search intensity) and vaccination literacy (Heywood et al,
2012, Heywood et al., 2016). This is suggestive that three broad antecedents

ofvaccination concerns have currently been identified by previous studies.

Ivoes of Taccine and Concerns
espite vaccine safety, efficacy, access and cost concerns are common
amonz most vaceines, minor differences in severity of some of the concerns

e T % =

zcross vaceine type has been noted. A systematic literature review of studies
from 2004 to 2014 on perceived risks of vaccines in European populations
affirms the variation in concerns across tvpes of vaccine (Karafillakis &
Larson, 2017). An analysis of Twitter messages. for instance, by Becker et al.
(2016) revealed safety concern to be predominant for the pentavalent and
influenza vaccines.

Lammert ef al. (2016) also observed that yellow fever attracted the
most rated safety concern among outbound international travellers of the US
when compared to influenza. meningococcal, typhoid, hepatitis, tetanus,
rabies, polio and Japanese ence phalitis. The researchers conjectured that the

variation likely reflects the known risk of adverse events after the yellow

vaccine among international travellers Recently, it has been revealed that
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eople’s appr: 3 ’
e pprehensions are higher for newer and combined vaccines because

th
ey feel the new ones lacked population-wide safety and efficacy assessment

and i Szt )
the combined vaccination delivery overwhelms the immune system

(Enkel, Attwell, Snelling, Christian, 2017).

Socio-demographic Characteristics and Concerns toward Vaccination

The literature on how socio-demographic characteristics shape
concerns that people have about vaccination can be described as a budding,

with particularly dedicated studies lacking. Saved the role of characteristics

. s '
srv~rhivAls
1lu.1‘...d;f"

1g gender, age, education, religion and education on concerns have
been

n explored (Grabenstein, 2013; Larson’s ef al., 2016). The limited studies

COwid de larzely due to the scarcity of studies on determinants of vaccination

The role of gender in explaining social issues and by extension health
inecuziities has received some attention in the literature (Hankivsky,
Z012). but studies demonstrating its role in shaping vaccination concerns
could be regarded as evolving. One major factor that could account for the
dearth in gendered differences in vaccination-related issues is the overly
focused nature of vaccination studies on childhood vaccination where women
are often respondents.

However, men and women differ in their views about the importance
of vaccines with women being more probable 1o view vaccines more
important than men (Larson et al., 2016). Vaccine satety, efficacy and faith
compatibility concerns were, however, found not to vary by gender. Whereas
gender differences have been dentified, the major limitation of these studies is
that the reasons for those differences are often not provided. Explanation of
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those differences could be useful for crafting specific interventions. There is,
therefore, the need for & more theoretically informed insight into men and
women vaccination concerns, It is often argued for the specific use of the
terms gender and sex in specific ways as they convey different meanings and
implications, biological and social connotation respectively. Whereas this is
instructive, the current study elects to use both terminologies interchangeably,

on the backdrop that both biological and social construct perspectives may

enrich the results that would ensue.

Concerns such as individuals’ vaccine side effects may be more

1o lnerie y . . g
biologically produced though socially constructed while affordability concerns
mavbe socially inclined due to inequalities in access to income. An illustration

t0 demonsirate this case is the so-called ‘John-Jane effect’, where men are
arzuel o wield a higher chance of being appointed and/ or offered better job
tit2s and wages than women (Pritchard & Morgan, 2017). Therefore, women
are likelv to report more vaccination cost constraints relative to men.
Similarly, women are also more likely to be time constrained, and thus
consider vaccination services as time demanding than men but their time
management capability could moderate their time inequities.

Age and differences in vaccination concerns have also been noted. In
Larson’s ef al. (2016) study, vaccine importance did not significantly differ by
age category but safety, effectiveness and religious compatibility concerns did.
Respondents aged 25-34 were more concerned about the safety of vaccines

when compared to those aged 18-24, but those 05 years and above were

pOSitiVe ab()ut [he "{,‘i‘l:t,,lk v {PF \';\((_'illk‘\i St'?lllc‘l\h‘d ilgli‘ anﬂ]}'SiS iS considered
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useful bec o S
ause of the ability to tajlor interventions in line with stages of

development and aging.

The literature, however, seems unresolved as the best way to model
age and its outcomes, givingrise to lack of consistency in age range
definitions, potentially constraining comparison of results. The second
limitation about categorisation is that they are premised on the assumption of
homogeneity within clusters or segments (Dolnicar, 2008), which might not
always be true. Health researchers nevertheless are of a consensus that varied
age classifications are necessary due to differences in health contexts
(Geifman, Cohen & Rubin, 2013). The other justification in favour of age
nd is meant to guard against the ‘lying informants effect” or ‘social
izsiranility bias’ (Bleek, 1987). It is generally agreed that respondents are
uncooperaiive and/or uncomfortable reporting their age, particularly in
continuous terms, and if agreed to report they are likely to lie, compared to
offering them pre-defined age categories (Bleek, 1987).

Religiosity and spirituality transcend every aspect of society and define
meaning and value that people attach to health, including vaccination (Padela
et al., 2018). On doctrinal bases, it has been reported that various religious
fraternities (including, Hinsduism, Buddhism, Judaism, Christianity and
Islam) regard vaccination contrary to their faith. This is because taking in
vaccines is an indication of reliance on onesell or other human abilities and
not God. Tt is also a violation of laws against taking lite, dietary prohibitions

and an interference with naiure by not alfowing things take their natural

course. Themes of religious vaccination concerns revolve around the
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ingredients i i
g used for vaccine formulation-i.e fetal, and blood components.

Roman Catholici et
tholicism and some other Christian denominations have expressed

concern ab i : ini
out some vaccines (ie. tetanus and rubella) containing

contraceptives or abortifacients agents (Grabenstein, 2013). Across nations,
evidence of people questioning and declining vaccination on faith
incompatibility reasons in Nigeria, Pakistan, Thailand and Afghanistan have
been documented (Grabenstein, 2013: Larson ef al., 2016). Barasheed et al.
(2014) established reliance on “natural immunity” as the major reason for
those who refused Influenza Vaccination among Australian Hajj Pilgrims.
Grabenstein (ibid), however, argues that religion and/or spirituality
tvpe (and by extension religious reason) per se is unlikely to affect rejection of

'R
veluwwill

on but that religion is mediated or moderated by other factors ranging

“Tom socio-economic, political, cultural orientations to historical reasons. He

2oserved that the religious concerns cited by people for objecting vaccination
ratner reflect more of vaccine safety concerns and personal beliefs and not
religious reasons. This argument has been confirmed by Larson ef al. (2016)
in a 67-country survey on the state of vaccine confidence. They observed that
apart from faith compatibility concerns that differed by religion, the
differences in perceived vaccine safety, importance and effectiveness across
religioh was also significant. Fournet ef al. (2018) similarly established that
some individuals have no faith compatibility issues with vaccination but refuse
vaccines on the bases safety concerns- fear of vaccine-induced disease and
side effects.

It has been reported thal weespective of one’s region of origin, they

turn to report more vaccine importance than satety concerns. But some notable
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variations prevail across regions. Vaccine safety and efficacy concerns are
widespread and pronounced among people in the European and Western
Pacific regions including France and Italy while those within the South East
Asian region tend to perceive vaccines to be safe. The European region,

nevertheless, tends to have relatively less faith compatibility concerns (Larson

et al., 2015; Yaqub ef al., 2014). Larson and colleagues, however, caution
that despite the low concerns of vaccination recorded in some regions,
contamination from other regionsis possible because of transnational
influences. The import here is that vaccine concern has the potential of being a
I issue. This can especially be true given the role of the internet in the

1~

roliferation of vaccine-related issues.

EArinat
| e 0 1

ucational attainment is considered another important factor that

-

:7e0ts health outcomes, attitudes and behaviours such as vaccination. This
“a2tor is presumed to causally impact health because it “generally confers
greazer access to salubrious resources such as fulfilling jobs, economic
security. social ties, healthy lifestyles, a sense of personal control, and learned
effectiveness” (Montez, Zhang, Zajacova & Hamilton, 2018).

However, empirical studies present mixed findings on the relationship
between vaccine concerns and educational attainment. Studies in vaccination
that are rooted in the reflexive modernisation (Beck, 1962) or knowledge-
based theories suggest that progression in education corresponds to having
confident related issues with vaccines (Makrarovs & Acterberg, 2017). This
hypothesised relationship is premised on knowledge and access to

information. Informed ncdividuals tend 1o rationalise and “develop new

questions about product atiributes and be better aware of problems that can
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occur when purchasing and consuming” (Kerstetter & Cho, 2004:966). A 67-

count 1 :
ry global survey on the state of vaccine confidence realised that

increasing e i : . ; e ‘ 2
g educational attainment js associated with increasing confidence in

vaccination. Specifically, vaccines tend to be considered very beneficial, safe

and effective among the educated relative to those with no formal education
(Larson ef al., 2016). On the contrary, a 27 country Euro survey realized that
highly educated people, particularly those in reflexively modernised countries
were more concerned and skeptical about vaccination than those who were
less educated. Those educated, for example, critiqued vaccines as having long-

term adverse effects (Makrarovs & Acterberg, 2017).

1
- e
22 L:l

1¢ contrary, the least educated or those without formal education may

r A oM

not D@ adle 1o grasp and understand the complexities surrounding vaccines,
such as how vaccines function, differences between side effects and life-
lireatening adverse events following vaccination (Beck, 1992). This
precizooses them to doubts, distrust and lack of confidence in vaccination.
Similarly, it is argued that education attainment would impact vaccination
access concerns such that those with higher degrees may tend to be time
concerned while those with little or no formal education being cost concerned
due to inequalities in paid jobs attributable to educational differences. The
mixed findings and debates surrounding the association between the education
and vaccination concern, in part, could result from formal education being
used as a proxy for vaccination knowledge or literacy in most of the studies.
The current study questions this practice positing that general education is not
the same or similar to being fiterate in vaceination. This certainly necessitates

studies that probe for the relationship between vaccination literacy and
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concerns, On t i
he other hand, the mixed findings might be predicated on the
moderatin
g effect of broader contextual factors, For instance, educational
attainmen i
t may have little or no effect on vaccination cost concern within

environm G
ents where the majority of the people have their vaccines covered by

insurance or subsidised.

Information Seeking and Concerns toward Vaccination

Information  acquisition precedes vacation decision making.

Information makes travellers aware of health risks that they are vulnerable to

and the kind of coping strategies that they can adopt. Therefore, pre-travel

health information search guides decisions on which vaccines are needed for a

L PN |

particular itinerary and where to acquire those vaccines (Heywood et al,

- -

2. Heywood e al, 2016). Information search effort is reflected in the
moer and variety of sources and time committed to searching for the
information (Enkel ef al, 2017). Significant variation exists in the literature on
the proportion of travelers who seek pre-travel health advice. This ranges
from as low as a third to over three quarters. For example, Gautret ef al.’s,
(2011) study among 869 among inbound backpackers to Bangkok observed
pre-travel advice rate of about 85 percent from at least one source.

Sources consulted for vaccination information include health
professionals and/or health clinics, travel related, agencies, travel related
websites, radio and television, and travel peers as the sources of vaccination
information for travellers. But health professionals and or clinics are the most
ofisd o SUOTGES (Heywood e/ al. 2012, Heywood et al, 2016). The

challenge with most of the studies on vaccination information sources is that it

is not clearly reported on how respondents’ consultation with each source was
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diﬂ"erentiated from For i rave
the other. Or nstance, it is possible to consult a t I

clinic or ph sici i 1 fi t n
physician or travel peers via the internet or vaccination information.

In such a case, what is the source of the information?

Notwi i o
thstanding the usefulness of vaccination information in deriving
ipta inati i : i >
uptake, vaccination information sources’ contribution to nurturing and
tensification of concerns that people have toward vaccination has been

acknowledged. Depending on the information source (s) consulted, one is

likely to encounter information content that is inaccurate, conflicting and
misleading (Karafillakis & Larson, 2017). This is particularly the case for
non-medical sources of vaccination information. The reason is that for the
non-medical sources, the information providers are mostly people with
medical expertise which predisposes them to offer incorrect and/or unbalanced
‘ntormanion about vaccines resulting in misinformation (Yaqub et al., 2014).
The media, in general, is noted to contribute to the global breeding,
amplification and viral spread of vaccine rumors because of its global reach
(Larson ef al., 2011). With the advent of the internet, information knows no
borders. The internet has not only served as a platform (i.e via social media
and blogs) for accessing and sharing vaccination information but connects
other traditional media platforms (i.e radio, television) which hitherto had their
waves restricted within certain geographical scope (Larson ef al. 2015).
Accordingly, the search for vaccination information, for instance, online is
linked with nurturing of vaccine concerns and shepticism given that the
internet is increasingly proliferated with debates about pro-vaccination and

anti-vaccination. focusing on vaccine risks and  safety-related issues

(Marakrovs & Achierberg, 2017). In a study of about vaccination information
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on the int
miernet, Kata (2010) found that such information was focused on “the

themes of sa . '
fety and effectiveness, alternative medicine, civil liberties,

conspiracy theories, and morality” (2010: 1709)

Despite health professionals being the most resorted to and adjudged
reliable source of vaccine information, some people still are of the view that a
sect of the medical fraternity is not well informed about vaccination issues.

They tend to provide deficient and partisan information (Enkel er al,

2017). Some of the health professionals also appear unprepared to properly
answer questions posed by their patients about vaccination while others have

their own reservations about vaccination (Yaqub et al., 2014). These shreds of

evidences are suggestive that medical professionals, despite their reliability,
CoulZ De the contributors to the rising vaccination concerns among patients.

cracy and Concerns toward Vaccination

Inadequate skills relating to searching. evaluating and understanding
health-related information may constrain one’s ability to make informed
decisions concerning health (Furuya er al., 2015). This in turn has implications
for health empowerment, civic engagement, information sharing and health
promotion behaviours (Savolainen, 2012). These competencies have
especially become very important in this era of information-intensive
societies, where people are yielded to diverse and competing health
information (Hirvonen e al., 2016).

The ability to use health information efficiently is influenced by an
individual’s level of health literacy (Reeve & Basalik, 2014). The concept of
health literacy has atiracted various definitions and measurements from

different writers and disciplines. OF these, the one by Nutbeam (2000) is the
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most cited. Health literacy (HL) refers to the ability to access, appraise,
understand and use information effectively to make appropriate decisions
related to one’s health, Health literacy incorporates a range of abilities
including the ability to retrieve information, decode the information, weigh

risks and benefits and ultimately make informed decisions.

Nutbeam (2000) posits that health literacy manifests in three

hierarchi s ; N :
erarchical components, namely, functional, communicative/interactive and

(8]

ritical literacy, Functional literacy refers to the ability to read, write and
understand basic messages. Functional literacy is linked to declarative
knowledge, which refers to awareness of factual and process about health and
medicine, which can be expressed verbally or in writing. Skills such as reading
and comprehending prescriptions, appointment slips, medical education

niYass and k

s27les and brochures, doctors’ directions and consent forms form part of this

Communicative literacy refers to the interactional and social
capabilities required to make meaning from different sources of information
and apply it in a health situation as well being able to share the information;
and finally, critical literacy deals with the ability to evaluate and synthesize
information critically before applying it in the decision-making process.

Nutbeam (2000) indicates that critical literacy requires higher
cognitive and social capacities in order to act on and negotiate complex social
determinants of health. All three forms of literacies are required for one to be
optimally functional in health decisions of which critical literacy is regarded

the utmost. This draws attention to the fact that the three forms of literacy
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represent a contin
uum of knowledge and skills of progressive mastery that

supports auto 5
PP rlomy and empowerment in health-related decision making,

A commo in i
N trend in literature emphasises health literacy as an

individual-level isg
ue indivi
whose measurement reflects an individual’s

competencies in making informed choices (Freedman, Bess, Tucker, Boyd,
Tuchman & Wallston, 2010). Thys everything “begins and ends with the
patient” (Gazmararian & Parker, 2005). This viewpoint of health literacy is
considered limiting because it concentrates on and appears to bind the issue of
heaith literacy to the capacity and competence of the individual instead of it

been viewed as both an individual and public-level issue.

Consequently, one’s state of health literacy is attributed to his or her

]

's although it may be possible that the role of other stakeholders in the

= -
wmiiy

.-

fealth service setting is critical to the individual’s literacy. For instance, a low
'evel of health literacy is attributed to patients’ deficits in reading, writing and
svninesizing skills, though it could be as a result of health professionals’
ineffective communication strategies (Freedman e/ al., 2010).

In addition, current standpoints on health literacy have been criticized
as being overly focused on the management, treatment and cure of diseases
such as patients’ adherence to medication regimens, recuperative behaviours
and lifestyle changes after disease incidence rather than prevention (Pleasant
& Kuruvilla, 2008). As a result, Zarcadoolas, Pleasant and Greer (2003)
recommend that health literacy should be thought out as a public health issue,
which involves applying health concepts and information to unique situations
and being able to play a part in ongoing public and private dialogues

concerning health and its influencers T'his underscores the importance of
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skills and abiliti

abilities on the part of all stakeholders in the health space including
patients, providers and health educators (Wang, Zhou, Leesa & Mantwill,
2018). Drawing on the various definitions, four-pronged issues are worth

noting. i :
g (1) literacy as a conscious and unconscious learning process and thus

proutessive mastery, (2) literacy as applied, practiced and context specific, (3)

nieracy as consequential and (4) literacy as a public health issue.

It is acknowledged that health literacy, and by extension vaccination
wieracy, impacts people’s concerns toward vaccination and outcomes.
Nevertheless, empirical evidence generally on this hypothesis is extremely

s
*
aerlic

rent but for a few notable studies (Aharon ef al, 2017; Pati et al., 2011,

Wang et al., 2018). These studies point to varying impacts of literacy on

Wiy sl Ay
Vass 4L

ination  perceptions, attitudes and behaviours. Pati et al’s (2011)
.orzinudinal cohort among Medicaid-eligible mother-infant dyads found no
siomiTicant association between maternal functional health literacy and
imniunization compliance. On the other hand, a cross-sectional survey of
parents of children aged 3-4 years realised that parents with high functional,
communicative, and critical health literacy were more likely to under-
vaccinate recommended vaccinations (Aharon, Nehama, Rishpon & Baron-
Epel, 2017).

A cross-sectional study by Wang et al. (2018), which sought to find
out the influence of vaccine literacy on parental trust and intention to
vaccinate after vaccine scandal in Hangzhou. China, note that vaccine literacy
reduces the negative effects of exposure (o misleading reports on vaccination
and thus an inverse celationship was found between health literacy and

vaccination trust and hesitancy It 1s clear that there is no unanimity in
¢ - » v
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findings of these studjes regarding the relationship between literacy and
vaccination outcomes, The feémotest reason could be the differences in
vaccination outcomes (i.e uptake, hesitancy) studied and measurements
formats used. Another more compelling reason that might have accounted for
the varying findings is that type of literacy studied in relation to vaccination.
Vaccination literacy was not directly measured in most of the above-
mentioned studies. Rather proxies were used. A proxy of health literacy,
public health or maternal health literacy for vaccination literacy could be
problematic as these are too generic and far removed literacies forms, which
outcomes of low, moderate or high literacy does not necessarily imply same
for vaccination literacy. This calls for direct measurement of vaccination
lteracy. which is an adaptation of literacy to suit the context and peculiarities

~E -

=¢ ohenomenon under consideration. This consideration has been

»loivn - e
-" !

cxnowielged by Aharon, Nehama, Rishpon and Baron-Epel (2016), which
-eszarchers consequently adapted their measurement items to vaccination
literacy to analyse parents’ health literacy and vaccination of their children.
Analysing literacy specifically from the perspective of vaccination
offers an opportunity to advance the study of vaccine literacy directly in line
with the recommendation that measurement of the phenomenon should be
context and situation specific. A further limitation of the current literature is
the near absence of studies which research into the impact of literacy on
vaccination concerns and outcomes among travel populations. Following on

these IJI'ECC(““Q ].cViC\VS on Iitk‘rklll.\' fll](i \'ﬂl.".'li”.lli'\."” concems the hypOthBSiS

put forward is that.
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There is a sionif;
e elati ;
gnif ant!e!anonshw between internati - ...
ational tourists’ vaccination

literacy and their concerns about vaccination

Concerns and Responses toward Vaccination

This secti i " s
On reviews the relatlonshlps that have been found in studies

between concer
ns that people have and their responses toward vaccination.

¢ few available studies (including Crockett & Keystone, 2005; Karafillakis

& Lars 2 1
& Larson, 2017; Lammert ef al., 2016) have concluded that vaceine concerns

recuce willingness to vaccinate. Nevertheless, the few studies that have tried

to analyse the relationship between concerns and vaccine uptake have hardly

e 2l raAd ¢l 3 1 1
measured the latter as a rate. Vaccine uptake rate is a measure of coverage that

mpomant for understanding the extent to which the concerns that

Tl

individy :z's harbour can undermine the acceptance of vaccination.

A review of the impact of specific concerns on vaccine uptake
shows disparate and contradictory findings. As regards safety and efficacy
concerns and vaccine uptake, Crockett and Keystone (2005) concluded that
the more concerned travellers are about vaccination the higher their chance of
refusing vaccines. The study identified lack of confidence in the efficacy of
vaccines, perceived unsafety of vaccines, adverse effects. injection anxiety and
cost as significant determinants of sub-optimal vaccination. Similarly,

adopting a reflexivity analysis and education as a moderating factor,

Marakrovs and Achterberg (2017 noted that those who doubted the

effectiveness of the HINI and seasonal influenzas vaccines were more

i clined to refuse the vaccines, particularly with increasing educational
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attainment. The | ing si
atter finding signals that the education-vaccine uptake nexus

is moderated by o
y other persona level and contextual factors. The implication,
therefore, is that i
In a bid to understand the relationship between vaccine safety
and efficac s
8 Yy concerns, and vaccine uptake, certain factors must be taken into

consideration.

The 4ot : :
next concern identified in the literature that impacts vaccine

uptake is mi i oo o
' § mistrust. Mistrust for vaccination is related to lack of confidence in

vacein : i
accines, government and health professionals. Evidence suggests a

signiicant inverse relationship between mistrust and acceptance of
vaccination. For example, mistrust in health professionals and vaccine policy

was found as a significant determinant of acceptance of MMR (Brown et al.,

Among Hajj pilgrims, previous studies have found that doubts
rezariing vaceine effectiveness are a key reason that accounts for their low
uptaxe of the influenza vaccine (Bish e al., 2011; Ofstead ef al., 2008). Other
researchers have argued that “it is not vaccines per se that are mistrusted,
rather it is the institutions (through which information about vaccines is
delivered) that are mistrusted” (Yaqub et al., 2014:7). In that case, trust for the
institutions involved in the manufacture and delivery of vaccines is as
extremely important as the vaccines themselves. In their critical review, they
(Yaqub ef al, ibid) realised ‘distrust of doctors’, government, and
pharmaceutical companies’ as a 1eason for hesitancy and outright refusal of

vaccination.

Cost and time concerns have also been reported as limiting factors of

vaccination adoption (Gautret, Tantawichien, Hai & Piyaphanee, 2011,
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because out-of-

ocke: - T g
P t expenditure is higher for travel-related vaccines than

for routine i . :
Ne vaccines. Routine vaccines are most often part of national

immunizati
tion programmes, and thus profit from subsidies of governments and

oth

er funding agencies (Crockett & Keystone, 2005). A discrete choice

experiment study by

Poulos et al. (2018) report a significant inverse

association betw » : :
: een cost and German travellers’ vaccine uptake and their

farence ~isi :; . .
preference  decisions. However, those travelling for volunteerism and

‘ "
anlnanking mire
t-‘.l\.f\':‘.igl\hxt. Purpo

- = 1 -

ses were more likely to under-vaccinate when compared to

: Tty -~
T LT

0S¢ ravelling for business, visiting friends and relatives (VFR) purposes.

4 w¥_

A similar finding on cost concerns undermining vaccine uptake has

oeen reoomed by Gautret, Tantawichien, Hai and Piyaphanee (2011) among
backpackers though notable differences were realised across the country of
origin. Backpackers and volunteer tourists are often budget constrained
attributable to most being gap-year students and unemployed (Dayour,
Adongo & Taale, 2016). Barasheed, et al’s. (2014) study among Australian
Hajj pilgrims and that of Goodman’s (2014) among UK travellers to
meningitis belts in Africa identified financial and time constraints as the
underlying reasons for those who refused influenza and meningococcal
vaccine respectively. The refusers indicated that they were too busy to get the

. . , Lawrtee The _r-*}<.'_\‘- Ore 100 ex &
vaccine prior to travelling likewise the vaccines were too expensive.

On the contrary, using data from the Global TravEpiNet, though

Lammert et a. (2016) observed that cost and time were rarely cited as an
4 . * e
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underlying reason fi
or the refusal of the Studied (Influenza, meningococcal

Typhoid, Hepatitis .

S Toams Polio, Rabies, Yellow Fever and Japanese
encephalitis) vaccine . _

S among international travellers, except for ‘Japanese

encephalitis and i .
p influenza. Similar findings have been recounted by Duffy et

il (2014) in
al. ( ) In a survey among US travellers to Asia. None of these studies,

however, pointed
P out why the Japanese encephalitis is considered expensive

cut the reason could be gleaned from Karafillakis and Larson (2017) assertion

that the vaccine is difficult to produce and needed in multiple doses with
several boosters for long-term protection, If Karafillakis and Larson (ibid)
claim is anything to go by, it is safe to propose that a reduction in the cost of
vaceination could be a viable means for motivating uptake.

-
L aem

riunately, contrary evidence exists that vaccine demand reduces

vaccinae< tn2ir children fully despite vaccines given for free (Cappelen,
2010). This observation questions the nature and usefulness of incentives in
vaccination promotion. The variation in findings on the effect of time and cost
concerns on vaccine uptake is an indication that much as these concerns could

serve as obstacles to vaccination, there are variances across different travel

populations.

Other Factors and Responses toward Vaccination
A number of other broad factors have been reporied by past studies

n SeS Nard v inati These include erceived
1 1 S ard vaccination. These nch d p
1 ﬂuencmg people’s I‘CSpOILC. fowadi ¢ ¢

threat of infectious diseases {Jr-rl—-t.—ix--.'d benefits of vaccination, self-efficacy,
0 ol

socio-d aphic characteristics. ripoxt aphics and nudges (Pedersini ef al.,
cio-demographic characteristvs: !

2016; Poulos ef al., 2013 Rosenstock, 1974) Though these factors are not the
; Poulos el al., &V, IR
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and drawi ; . .
ng of invalid conclusions (Thrane 2016). This, however does not
, i ] 3 no

mean that an e :
exhaustive |jst of control variables would be considered

A review of the lite

f vaccine u - .
of vaccine uptake, both for tourists and other travel populations. With these

studies, both actual (behaviour) and intention-based (attitude) studies on

vaccine uptake point out that high perceived risk of contracting a vaccine-
preventadle disease and high perceived severity of the disease significantly
increase ons’s chance of adopting the involved vaccine (Crockett & Keystone,
2003, Lammen e al,, 2016; Poulos et al., 2018),

Adopung an intention-based approach, a survey of 3,337 Americans’
intention to adopt the Zika vaccine realized that individuals’ intention to adopt
the vaccine increased as perceptions of the severity of the disease and personal
vulnerability increased (Ophir & Jamieson, 2018). A major shortfall of
intention studies is that the measurements are hypothetical and may not result

in actual behaviour (Cvelbar, Griin & Dolnicar, 2017). This suggests that

intentions are not good predictors of behaviour, especially behaviour that is

shaped by societal expectations or social norms. Karlsson and Dolnicar

(2016), for example showed that most tourists who claim to consider the
, b

environment when making ourism-related decisions essentially fail to do so

when their behaviour is observed.
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. influenza,

Typhoi -
yPhoid, Hepatitis A, Tetanus, Polio, Rabies, Yellow

Fever and Jap: - )
apanese encephalitis vaceines. The positive relationship between

perceived vulnerabili .
¢ ability and Severity of a disease and vaccine uptake draw

ant

atiention to the l ¢ {
mportance of risk ang consequence appraisals in driving

vaccination icipati :
accination participation, However, studies that model the predictive value of

the interactional effect of the twe forms of appraisals on vaccination uptake

are rare.

As regards demographic characteristics and vaccine uptake, the most
ctor is the educational status of the respondent. Educational
auainment. oen measured as levels attained or the number of years of

- -

Vingz acnieved is regarded as one of the significant social determinants of

L7 ]
'
-
'y

health. Theorisation of the link between education and adoption of
promotional health measures is almost exclusively conceptualised as positive.
From a human capital standpoint, this is expected because increasing
educational attainment means access to higher incomes, better medical care,
safer and cleaner living environments and more diverse social networks.
Higher education could also mean improved ability to rationalize, evaluate

and synthesising information for informed decision (Montez ¢t al., 2018).

The limitation. however, with measuring education as the number of years
1 ?

o g ber of vears in school does not necessarily
of schooling is that increasing numuver O yEars N

. L K alrvs A i _'._=H‘“ th‘(".l:;i\\“_l{ Iil\(i\\ise lack Of\ formal
imply higher cognitive maturity ifi hed

education may not mean the inability to make informed health decisions.
on ma ‘
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ot adoption (behaviour), ‘the

?

knowledge-attitude- I
ge-attitude-behayigy 8ap effect’ (Moreaux Adongo, Mensah &
; , Mensa

Amuquandoh, 2018
). As such, research o the adverse impacts of education

on vaccination decision
; § gradually recejy;
CeIvIng attention

-‘\dﬂﬂ'ino a reflexi
AUVPLLS €Xlve Tant] "

€ modernisation analysis, Marakrovs and Achterberg
(2017), for

instance, r , -
2 eported lesg vaccination compliance among people with

-

| P o |
higher ed

fy

ucation
when Compared to those with low or no formal

education. THis, they atiributed 1o high reflexivity of those with higher

education. The i - R . :
on. 1he inconclusive nature of the relationship between education and

vaccine uptake sue

nav have thair ow . . ‘
may have thdir own reasons for refusing certain vaccines and, therefore,

-

empirical T'ndings need to be interpreted in a particular context.

TeVIOUs studies in travel contexts have examined the relationship between
some travel tripographics and vaccination uptake. Principal among such
characteristics are travel frequency, the purpose of visit, length of stay, pre-
travel health consultation, type of accommodation patronised and possession
of travel insurance. The association between vaccination against
meningococcal and type of destination, duration and purpose of travel, area of
stay and type of accommodation among 5283 Greece travellers to developing

countries was noted as statistically significant (Pavli er al, 2016: Pedersini

etal, 2016).

W - Fuy s " i 7B o iL | ‘*\_
Though rarely analysed. frequency of travel has been tound to be one

o oo amcine vaccination decistons among travellers,
of the significant factors Grlvinig Vet
p

] - - b s i . .
Findings from a national survey dmong BISEErCIS s Fas,
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Germany, Italy

is associated with j
nereased odds of being vaccinateq against hepatitis A and B
(Pederseni et al., 2016).

Purpose of the vi; .
© Visit deals with the reasop for which the trip is

undertaken and coul i )
d be for lelsure, VlSltiﬂg friends and relatives business or
2

religious purpos :
% purpose (UNWTO, 2018). 1t is expected that vaccination rates

would be hig , fos
. gh among those travellers visiting friends and relatives (VFR) as

they are consi i :
) onsidered at rigk population due to significant local contact,

: .
complacency~ low perceived vulnerability to diseases and “poor

understanding of their risk of infection during travel” (Goodman, Masuet-

Aumarell. Halbert & Zuckerman, 2014: 284). Lammert ef al. (2016) confirmed

tms thought noung that VER travellers were less probable to take all of the
recommenazd vaceines, relative to non-VER travellers. But, the reverse is the
case some studies

[n a2 siudy among UK outbound tourists to Africa, no significant
variation was observed between persons visiting friends and relatives and
other purposes of the visit on the uptake of the meningitis vaccine. This means
that they had similar uptake levels, which the researchers ascribed to the
common knowledge of the disease among the different purpose of travel
population they studied (Goodman, ef al., 2014). A dissimilar finding is
reported by Pavli et al. (2016) among Greece travellers to  developing

. . - . Tt = : Ay .3.. ang v
countries. Higher rates of meningococcal vaccination were observed among

those for religious purposes followed by those visiting friends and relatives,
L

recreation and the least being business (Pavli e/ al, 2010).
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ation. Studies on thi i
his subject, akin to the earlier reviewed ones on the

other determinants
» have reported inconsistent findings. Some studies

observed an inv . .

erse relauonshlp between the length of stay and uptake. Others
observed a dir i : :

ect relationship while others established no significant

relationship. Amo
p ng 5,238 Greece travellers surveyed, the proportions of

those who
stayed less than a month and had received meningococcal

vaccination were greater than those who stayed more than a month

Conversely, Lammert et al. ’s ( 2016) established that those who stayed

or yre than 27 dav $oain .
for more than 27 days at the destination were more likely to refuse vaccines

N a Ay s & +8 =
comparsd 10 1hos

¢ with trip durations lesser than 27 days. The relationship
berween the length of stay and vaccine uptake becomes more complex.

However. among backpackers, vaccination against rabies is not markedly

(

stratitied 5y the purpose of visit and length of stay (Gautret e al,
2011). More proportions of those who stayed in hotels had vaccinated
compared to those in homestays, camps and ships. Meningococcal vaccination

rates for travellers to urban areas were higher than those to rural and both rural

and urban.

Pre-travel health consultation with a health professional or a travel

clinic is directly linked to the adoption of preventive health behaviours

while travelling abroad. Pre-travel consultation with a healthcare provider

arguably allows for the provision of informed education and counseling as

well as recommendation of pres entive health measures on how to stay healthy

to travellers (Pedersini e/ al., 2010) Fhis, in turo, nudges their adoption of
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that health care providers play in ensuring
vaccination acce
ptance among people, They only not educate patients on the

1
oence

its of vaccinati :
on but address their concerns about the risk of vaccination

{(Yaqub er al e .
b et at, 2014). Vaceination against cholera, taking of prophylaxis

against malari ;
- aria and use of insect repellents were found to be associated with

pre-travel counselling with a health professional (Tafuri et al, 2014).

Similarlv, seeki sl . oy
Y. seexing consultation with travel clinic specialists or friends was

significantly linked with a higher vaccination rate against rabies among
backpackers 10 Bangkok, Thailand (Gautret ef al., 2011).

=soite the majority of studies affirming a positive impact of pre-travel

—

- .
- - e e

consuitation on the uptake, a few divergent findings are available in literature
including those reported by Lammert ef al. (2016). More than a quarter of
their study sample who sought pre-travel health advice refused at least a
vaccine during the pre-travel health consultation due to lack of concern about
the involved diseases. A study by Frew er al, (2016), for instance, also
observed no statistical difference in completion HBV vaccination between
backpackers who had consulted a travel clinic or their family doctor/nurse and
those who had not. The explanation not offered in the study is why the health
vince them to change their minds. But a

care professionals were not able to con

number of plausible reasons have ben proffered in the literature including

they being sometimes (ime constraint and or knowledge deficit of certain

Sf"‘Digitized by Sam Jonah Library
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literature. Activati
ation refers to the degree to which individuals are nudged

towards vaccination uptake” (Thomson ey al, 2016). It is a purposeful altering
of the choice architecture of People such that their vaccination behaviour is
directed towards socially desireq outcomes. Nudges are useful in correcting
bias and errors inherent in humans, which result in actions deemed socially

acceptabie. Tl s '
ceptabie. The processes and activities of inducing vaccination compliance

through nudging is termed  activation (Thomson, Robinson & Vallée-

Tourangeau, 2016 3
ingeau, 2016). Four main nudge tools have been proposed useful for

influencine Naccin : :

intiuencing vaceine uptake. 1) Information provision 2) changes to the
pavsical environment, 3) default choice, and 4) the use of social norms
(Kasperbaue, 2017).

-

[nformation as a nudge tool involves more than the provision of
information to include its framing and simplification. Informational nudging I
concerns creating awareness of vaccine availability and persuading people to
adopt while policy nudging involves institution of vaccination legislation.
Defaults, education, reminders, prompt, travel regulations, school and
workplace mandates are some specific forms of nudges mentioned in literature
with varied impacts (Thomson e/ al., 2016). For instance, all tourists visiting
Ghana are mandated to have vaccinated against yellow fever. “The Australian
Jab, No Pay." which withdrew childcare

government vaccination policy. "No

subsidies and financial assisiance fiom registered conscientious objectors”

(Enkel et al,, 2017:4) is another example of vaccine mandate. Intuitively
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impeded i : .
impeded by the Increasing objections of nudges, especially mandatory nudges
» udges.

Critiques claim th ing is i
| at nudging is inherently paternalistic, dictatorial and

insuiting given that

-~

it is mani i : T
anipulative and considers individuals’ decision and

freedom

$ as irrati
s as wrational. Hausman and Welch (2010) contend that manipulation

is totaily differe i : ;
dily wrent FrOm rational persuasion or appeallng to reasons, “To the

extent that thev are a SEi o .
¥ are auempts to undermine that individual's control over her

m delibharar; ' i
own Getiosration, as well as her ability to assess for herself her alternatives,

-

they are prima facie as threatening to liberty, broadly understood, as is overt

i

- e
L}

coercion (p
[h223¢ cobjections seem convincing and justifiable, but in principle,
nudging is zppropriate and legitimate when choosers are hesitant: when
choices have potential delayed and collective effects (Kasperbaue, 2017). In
the context of vaccination, whereas choice to accept a particular vaccine or not
is an individual decision, adverse consequences resulting from refusal is a
public issue with attendant consequences on government health expenditure.

More importantly, vaccination nudges are socially desirable since people are

generally uncooperative in finding a solution to social problems without any

form of intervention (Cornell, 2015).

Aside from vaccination tourists have available to them several other

. ) st hefore during or even atter traveling. These
strategies to manage health risk betore. SUHES -

. anitation i .giene  practices. These
. ; ke water, sanitation and hygie
include insurance uptake. Wi
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?
suib

scription, adopti
: Plion of WASH (water, sanitation and hygiene measures)

These other hes i e
health  risk mitigation strategies could relate with

vaccination i i :
cC adoption by either Serving as substitutes or complements

However, the n: i i i
the nature of relationshi ps that exist among these coping strategies

1s largelv ov ced i S fiin . .
is largely overlooked in the travel medicine literature. Few studies have

robed for the eff: ' inati
D e effect of insurance uptake on vaccination adoption, which the

o

uicome has been positively deterministic (Lu, Byrd & Murphy, 2013;

Pederseni er all, 2016).

muii-country study by Pederseni er al. (2016) across France,
Germany, Tialv, Spain, and the UK confirmed the positive association between
insurance and vaccine uptake but noticed that the relationship statistically
differs by type of insurance and vaccine. Uptake was significantly positive for
HAYV relative to HBV for those with private insurance coverage compared to
those having public and strangely public with additional private insurance

coverage. It is important to caution that causation may run from vaccination to

insurance, suggesting a reverse possibility. Addressing endogeneity is

extremely important for advancing evidence the relationships between

insurance subscription and vaccination uplake.

Research attention on the kind of relationships that exist among the

other health risk coping st ratevies and vaccine uptake could be described as
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budding, which ig rob
Probably dye to the assumption that the relationship

the coping strategie :
8IS support and Stimulate demang for each other, in other

words referred to ag v
the crowding in effect. The complementary relationship

between insurance an i
d vaccine uptake could be observed in situations where

1L IO
i ilae
~

insurance could be g
d be a motivation to vaccinate since certain concerns (i.e
efficacy, sa

fety and i
: cost) which prevent people from taking vaccines are

indemnified by i :
inde ed Dy insurance. For instance, out of pocket payment for vaccines

tends 10 be very expensive and discourages people who intend to vaccinate

Pederseni et 20 . :
( seni et al., 2016). Therefore, having an insurance cover promotes

vaccing upiase since the insurance underwrites the cost of the vaccination,

-

particuiarly ©or ravelers on a limited budget.

Nevemngless, it is limiting to only assume that the relationship among

s

the coping sirategies is complementary. Health risk coping strategies can
compete themselves resulting in a substitution effect or crowding out effect.
This is a situation where demand for vaccination is undermined by the
adoption of alternative coping measures. This could be as a result of the
perceived benefits of the other measures outweighing the benefit of
vaccination. Some people, for instance, believe that better sanitation and

personal hygiene prevent the contraction of food and waterborne related

infectious diseases (WHO, 2015).

Similarly, having an insurance cover while travelling abroad may also

lead to an unintended downplay of discases severity thereby restraining the

need for a vaccine. Even if individuals perceive the medical costs associated
[4 s . Le
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indemnificati [
e cation for the psychological cost and pain that might accompany a

disease and may sometimes fail to pay-out claims (Platteau, 2017).

Compliance with the WASH-related coping strategies is also subject to some

individual and destination specific constraints including lack of potable water

in some tourisis’ destinations ( WHO, 2015).

Conceptual Framework

22 foregoing theoretical analysis has shown that vaccine uptake
behaviour adoption and its associated antecedents and outcomes are complex.
This complexity makes it difficult to find one logically coherent theoretical
model that provides a unified understanding of these issues. The reviews
further suggest that there is currently no dedicated model that elucidates

vaccination concerns, its determinants, mechanisms and outcomes.
The current study therefore takes an initial step towards addressing this

research gap by accommodating a number of transdisciplinary theories and

concepts to propose the useful building blocks, nature and mechanisms

through which concerns act as barriers or facilitators of tourists’ responses

toward vaccination, This is deemed to offer an wiegrative, flexible and multi-
i« . o

dimensional model that guides the current study and amenable to future
5 H e A
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associated mecha :
nsms, this does not make it g « ifvi .
grand unifying theory” that

entirely explains vaccinati
Y EXplains vaccination concerns, but it is considered as an explorat
oratory

framework for a better understanding of the phenomeno
n,

Tl !
1¢ current  study adapts the health belief model (HBM) as the

1" i ia i'1' ': L)
toundational model for the study. This means that the framework for the

current study gakes its building blocks and propositions largely from the tenets

of the HBM. This choice was driven by its comprehensiveness, wide

applicability and overarching thematic factors critical to vaccine uptake.

T~ -

Choice of the HBM was also based on its flexible conceptual and
theorerical paths and touch points that make it easy to fuse other theories.
Furthermore. the model incorporates varied socio-psychological and economic
dimensions and their casual interrelatedness to explain adoption behaviour.
However, other useful context-specific factors are drawn from other theories
as well as the literature to complement the conceptual framework for this
thesis. These include tripographics, vaccination literacy and the competing

role of other preventive measures, namely, travel insurance, water and

sanitation and hygiene measures.
The framework labelled as the “integrative model of concerns and

responses toward vaccination™ is made up of four dimensions. (1) vaccination

concerns; (2) antecedents, which  consists oF sHeDERERELE

characteristics triPOOrﬂphig; vaccination wmtbrmation seeking behaviour and
L] =) -

il (e (S)m\?dt‘i';liili:._t factors and (4) responses toward

o"
92 Digitized by Sam Jonah Library



University of Cape Coast https://ir.ucc.edu.gh/xmlui

literature it current]
¥ lacks Conceptual clarity in terms of jts composition and

L c 0 2 -

literature include vace;
aceine safety and efficacy, mistrust, cost, time and
3
inaccessibility of vaccines.

Socio- i e
ocio-demographic characteristics, tripographics, vaccination

information seeki P
nformation  seeking behaviour and vaccination literacy are considered

stimulus of vaccination concerns (Larson et al., 2015), This indicates that they
are likely 1o influence the kind of concerns tourists may express about travel
vaceination A significant relationship is, therefore, postulated between these
factors anZ vaccination concerns whose relationship can be positive or
negative and varied depending on the composition of the factor,

The framework suggests that based on one’s concerns toward
vaccination, different valence of cognitive, emotional, and behavioural
responses sets can be adopted toward vaccination (Hillen et al, 2017).
Implicitly, these responses can be unfavourable, aimed at averting, avoiding
and mitigating the perceived concerns. They could also be favourable aimed at

deriving benefits from vaccination despite concerns. In the case of the latter

response, the perceived benefits of vaccination might outweigh the cost

associated with the concerns The favourable or unfavourable responses
< .

include the valence of hesitancy. uplase and recommendation of vaccines to

. Ty A ] 7
Others ﬂnd lhe con]bina[ iOl'lS lhc[-ein ll)k’k”\‘lld of t!/.. ..Ul?).
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Figure 3: Integrated Model of Concerns and Responses toward Vaccination

Source: Adapted from Rosenstock (1978)
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vaccination,

H '
Owever, the blerature acknowledges that concerns are not the only

s diseas st i :
A% CIstAse perception, cues to action, self-efficacy, perceived benefits of

vaccination and adoption of other health preventive measures (Rosenstock,
1974, Makarovs & Achterberg, 2017). The framework, therefore, expects a
airect causal relationship between these named factors and tourists’ responses
toward ravel vaccination. But given that the thesis of the current study is to
examine the effect of vaccination concerns on the uptake, it purposed to adjust

for the other potential explanatory factors in the would-be estimation models
so as to guide against omission bias in the conceptualisation (Thrane, 2016).
Based on the empirical review, the framework further proposes that a

direct and indirect relationship could exist between individuals’ socio-

demographic characteristics (including sex. age, level of education and

religious affiliation) and tripographics(including previous travel experience,

. B -esponse toward vaccination.
level of stay), information search behaviour and response towa

The direct and indirect relationships mean that on one hand concerns are

expected to solely influence the e and severity of concerns expressed by
eate the relationshi ween concerns
tourists and, on the other hand, moderdle the relationship bet

( 2]

and responses toward vaccinatior.
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w%ﬁééﬁtﬁgpﬁ meWork is COnSidered :
unique over the foundational

model (HBM) in two ma; ;
40 ways, First, it js Overarching and conceptualises

concerns as bein 4 : .
8 multidimensiona] i determining vaccine uptake. This i
e. This is

envisaged to offer
4 more nuanced Mmeasurement of concerns and its

sorresponding cons .
< p g consequence on vaccine uptake. Second, the uniqueness of the

current framework lies in its ; ion of
$ In 1ts inclusio ists’ tri i inati
N Ol tourists’ tripographics, vaccination

literacv and infx : . ;
iteracy and information seeking behaviour as potential antecedents of their

vaccmanon concerns and uptake behaviour. This intro diites Sontend i

predicling vaccine uptake. The HBM appears not to have acknowledged the

-~

niiness of these afore factors.

e
ivl.,\\.

Summary

[ is chapter reviewed related previous empirical studies in the context
of international travel on vaccination concerns, its underlying factors and its
impact on vaccinees responses toward vaccination. However, given that the
research effort on the subject under consideration is budding in the travel
medicine literature, not much could be gotten on the various thematic issues
afore mentioned hence the reviews also drew from the general vaccine

literature, However, these concerns varied by tvpe of vaccine. In addition,

socio-demographic characteristics including sex. retizion and educational

attainment, tripographics such as length of stay, purpose of visit, information
] o s &

: . AL iteracy are mlt’!lfiall dcterminants of the
seekmg behaviour and vaccination literacy & t
Furthermore, vaccination concerns

concerns expressed by (ravellers

accine > chapter concluded b
significantly impact people uptake of vaccines. The chap ¥
; toward vaccination
proposing the integrative model of o5 B0 TSRS
| ter focuses on the
as the conceptual (ramework for the study. The next chap
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review of empirical studies that relate to vaccination concerns, its antecedents,

mechanisms and impact on people’s responses toward vaccination. The next

chapter focuses on the methodology used in this thesis.
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APTER FO
UR

RESEARCH METHOpS

Introduction

The relevance
of
methods as the most vital and critical part of valid

scientific re [
1§ search, partlcularly in  the social sci
Clences cannot be

ITSITITY Y

OVEerenp :a..'._ . .
overemphasised. This chapter proceeds by presenting the philosophical

thoughts that i
" nformed the chosen methods. It begins with a description of the

setting wher e
= ¢ data were collected. It further addresses issues relating to the

research philosop}
pailosophy  and approach, target population, sample size and
rocedure. Issues bordering on the data collection instruments,

Zata collection, data processing and analysis, techniques as well as

L
15
£

sthical issues and field challenges are also presented in this chapter.

Study Setting
Ghana in Relevant Context

Ecological, climatic and socio-economic factors shape a country’s
health profile including its disease burden (WHO. 2017). This section
characterises Ghana as regards her location, topography, climate, vegetation
and diseases. It also describes the state of water, sanitation and hygiene in the
country. Situated in the Gulf of Guinea (at Latitude 80 00 N and Longitude 20
00 W), the Republic of Ghana is a West African tropical country located North
of the equator (Ministry of Tourism [MOT], 2015)
Ghana occupies a Lota land area of about 238, 540 Km?, and has a
total population of over 24 million people with an Al Svervge St mhe
of 2.5 percent, and a male to female sex ratio of 95:100. Ghana has a youthful
han 15 years of age and 5.3

_ ) ed less t
population with about 41.3 percent ag

9g)igitized by Sam Jonah Library



percent \Gihdeereitn cgﬁﬁlgae Coast https://ir.ucc.edu.gh/xmlui

rs. Life i
" CXpectancy in the country is about 60 years.
here are over 100 ' i
ethnic 8Toups in Ghapg More than half of the le i
people 1n

(yhana are educat y
' ed only up to basic [eye] Administratively the country i
3 ountry is

currently divided i :
currently divided into ten (10) main regions (Ghana Statistical Service [GSS]

AT AN
i)

Out of thi
O this number, three (3) of them (which are, Greater Accra,

Ashanti

and Central Regions) are collectively dubbed ‘the tourism triangle’ of

the country decause they Jointly host a disproportionate percentage of tourists’

attractions and number of arrivals (Boakye, 2010)

However.

each of the ten (10) regions can boast of at least a tourist

'Sing Irom ecological heritage (i.e Kakum National Park and

Mole Nztuonal Park), historical heritage (Cape Coast and Elmina Castles) to
cultural herage (Akyeampong & Asiedu, 2008). The country is generally low
lying nature with a greater portion of it around an elevation below

150 metres (MOT, 2015). The country also wields a 540km coastline of
pristine beaches, particularly, the Central and Western Regions (Akyeampong

& Asiedu, 2008).

The climate in Ghana is influenced by two major air masses, namely
the Tropical Maritime Air Mass otherwise known as the Southwest monsoons

and continental air mass also known as harmattan wind (Armah ef al,, 2011).

inate from the ocean, therefore, warm
Whereas the Southwest monsoons originate from the oce

and humid. the continental air mass enters the country from the core of the
Sudan-Sahel Sahara Desert. which is dusty nd dey. TheSouthern. pact otthe
an- Desert.

count hich is closer to the ocean, experiences two wel §easons yearly with
mtry, which is clos (

1 and Aucust, and then September and
double maxima rainfalls between April and Augt

ives a single rainy season
October. Northern Ghana, on the other hand, recetve g y
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. dry season, Due to its closeness to
equator,
the eque ana’s monthly average te

(Armah e

-year-round
tourism as evidence
L d by frequent tourist arrivals from temperate countries

(Akyveampong & Asieduy, 2008), Unfortunately, the dry season (December—

ina
June} predisposes visitors tg Ghana, particularly northern

disease (CDC, 2017). Therefore, visitors who Plan to visit the country are

, to Meningitis

commended t :
recom €a to take the me ningococeal vaccine to guard them against the

disease

Cenainly, tourism has become a very crucial element of Ghana’s
economy ut worth mentioning is that the destination is still in the early stages
of the Cestination area lifecycle proposed by Butler (1980). Ghana’s tourist
arrivals have been improving as far as the 1990s. except the early 2000s

(Table 3). Attributable, the infamous 9/11 incident in 2001, which not only
affected the USA but the travel industry of the world. might have accounted
for such a growth trend. Since the year 2011, tourist arrivals have, incessantly,
increased from 827,501 in 2011 to 1,093,000 in 2014 and at a stable annual
growth rate of 10 percent (World Travel and Tourism Council [WTTC],

2015), This trend is equally reflective of tourists’ receipts over the period

contributine about 7.2 and 6.7 percent to GDP respectively. It is estimated that
g .

: P o ‘ 5 =5 i XnNe
by 2024. the sector will inject about $3.041.8 million — with an expected

i+ annum (WTTC, 2014).
contribution to GDP at 4.5 percent per aniui S

‘L§ .‘éi:‘i L 1 LL"JP.SY
locblgltlzed bry' Sam%ona“wa‘l’y
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Table SubnaristylonGag el

Ipts and Contributi
. nto GDp
Year é‘(’) r(;:)rals Change % Receipts Contribution
— 37555 s Smillion to GDP (%
2000 456,275 Lo

25.1 289 -
2001 609,822 33, 335 :
2002 584,320 4, 1897 1
2003 688070  17¢ 452.1 s
2""4 582,108 -15.5 437'0 ;g
2005 392,454 3y 627.1 78
2006 508,895 227 740.1 43
2007 580, 898 10,8 879.0 48
2008 672, 434 13.6 1052.30 4.9
2009 667, 275 0.7 1211 .4 5'2
2010 746,527 99 1406.3 5.8
2011 827, 501 9.7 16343 5.6
2012 903, 300 8.3 1704.7 5.7
2013 093,600 9 1876.9 72
~014 1.093,00 9.1 2066.5 6.7

Source. WITC (2014)

[22le 4 indicates that the top markets for Ghana are USA, Nigeria in
the same sub-region as Ghana, UK and Germany while France is catching up
steadily (GTA, 2015). Ghanaians living abroad who come to Ghana for VFR
form a significant part of the country’s tourists’ market. The US position as
the leading generating region may be attributed to the activities of Peace Corps
—a US volunteer organisation that places its volunteers in the country to work
in various fields, especially education and health. The continuous influx of
Africans in the diaspora “seeking to trace their roots and reconnect with their

kith and kin” can also be a major factor accounting for the popularity of the

2 Sana (vVIenss 20 :‘2 ? +
US as jor supply market of tourists t© Gihava (Mensah, 2013:213)
a major arket ol
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Table Hi‘lEPﬁﬁﬁ%munsts Arrivals b

y Generating Markets
t ]
_Country 2012 (000°) 307350572 =
USA 1184 2014(000°s

UK 716 07 20
Germany 336 37-6 910
France 19.9 21'6 414
\t\the‘r]ands 282 30‘7 ggs
Canada 25.1 26.8 29'2
Su nzfrsan.d 4.5 5.0 55
Scandinavia 18.0 21.1 23; 2
Italy 9.1 10.7 11.8
Cote D Ivoire 40.5 50.5 55'6
Nigeria 1022 112.4 12?;.6
Togo N 26.5 313 34.4
South Africa 25.1 282 31.0
Ghanaians Abroad 106.6 113.3 124.6
Others 268.1 2982 328.0
Toial 903.3 993.6 1,093.0

Source: WTTC (2014)

Zz27.¢ ravel to Ghana for various reasons comprising business, VFR
anc holidzy leisure while a chunk transit through the country as part of a
longer trip in the region. The country is seemingly artractive to business
professionals since 2009 and this could be ascribed to the new business phase
it has assumed, particularly in the areas of petroleum and mineral exploration.
But this has been lost to VFR (24.7%). Likewise, the third most favoured
reason for visiting the country is holiday and leisure (19%) while the

ini isi including conferences/meetings (GTA,
remaining visit for other reasons including

2015).

-emarkable soct mic and
While Ghana as a destination has made remarkable socloecono
lile ¢ .

: e 1es in sub-Saharan
= . Eorra In k:,_'”HI_,"“'L\{(_H] (K8 Ulhl| countres n
health gains in recent years |

o i :‘10 Oveﬁ,oor
Afri h i stark healih challenges auributable to p y, p
rica, there remain St all
tlets (WHO
esos 10 Clean water and toile |
sanitation, and hygiene, inadequate accesses 10 cles

astinati hana is perceived to be
2015), Like other Sub-Saharan Affican destinations, G p
5). Like other Sub-Sahi |
ability of infections from the

: the prob
a health risk-prone place given that
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ana (CDC
a (CDC, 2017). Presently, the population with improved

on is 13%; 8% for rural res;
: ; al residents and 19 percent for urban

= HERyereme & Amo-Adjei, 2016; WHO, 2015). However, not

~ CIScases are preventable by vaccination,

- % change 20052016

s

e o X ; .Is‘

: eV 0%

< teancssase 3 e b
sovcar dasaes {J—_—_‘B o

>nal encephopaty o
i 205%

Diarneal dueasss 0. . s
Neanzta! preterm bith e..“..‘ R
Meringts @~ -
Congenital defecs {1 0%
Disbetes (1 5%

Top 10 causes of death in 2016 and percent change, 2005-2016, 2ll ages, numbes

Figure 4: Top 10 Causes of Death in Ghana between the Years 2005-2016
Source: Global Health Data Exchange, Instifute for Health Metrics and

Evaluation (2018)

Consequently, the burdens of diseases, both communicable and non-

communicable, are still soaring though the former dominates in terms of

morbidity burden. For instance, o of the (otal mobility numbers, 53 percent

of such deaths are accounted for By communicable diseases, maternal,
i o ¢ shows the top 10 causes of death
perinatal and nutritional conditions. Figure 5 shows p

di - tory factors.
and disability in Ghana and Figure 6 displays the contributory
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Bohavioral risks

?DGSraniing
Malnrition 2018 ranking

—— 0 Maarson % change 20052016
Air pollution __—.-.—'-—r_—_'__" - At polition .1-?-‘
asH | ; ,':':'I St .asm
-.'f,u’adrmiuuf ":""t_'-'_—__—."‘.' M&*"ﬂm ?5:::
Hgh blood prestipg ——;‘T_-—-,, lﬁﬂllbhof]mm 13.#
-’n“!’i'fl'r'.h _____._.——-5:_'—" mm"ﬂh 1&3‘

% by man ineley -'_‘_"—-___‘:.: whﬂf‘“ﬂ'ﬂu
g o S
3 DXy rfurran e - 420%
o ik bt 'W‘QWQMg\m 380%

_____-‘_-‘_—-_-
impaired bidney function 252%
fain 2014 anel Bare

frt change, 2605-2016, 211 ages, number

i - \1\ C ntributing to Disability-Adjusted Life (DALY)
= .. o ala Exchange, Institute for Health Metrics and

“mii

ction of the methods offers the philosophical, ontological and
e} _ position of the current study in its knowledge research.
Having considered the objectives of this study and with reference to previous
empirical studies, the study adopted pragmatism as its underlying philosophy
to the research. By this frame of reference, the study employed the mixed-
methods approach to research involving positivism and interpretivism.

Research founded on positivism emphasises conceprualisation, objective

empirical observation of individual behaviour, testing of resulting behaviour in

relation to a set of probabilistic causal [aws and deductive logic to explaining

the general pattern of a social phenomenon (Song, 2017). On the contrary, the
int‘31'Preta'tivf: approach 10 researc h assumes that reality is subjective and 1s

agiin e 12).
mentally constructed by the individus! (Creswell, 2012)

i - =d reasons.
The choice of pragmatism Was informed by three-pronge
. oluding tourism, there is a re-
First as is the case of social seience research including

104
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0 pUSitiViSm -
and Interpretivi
Sm approaches

bett

or insight .
¢ ghts and nuances 14 Sclentific research than 5 .
. Song

2017:310) as . )
- 7 1U) astutely captures the balancing roles of the two distinct methods

useful in it being well understond in it methods and its discernment of the

causalion o7 a thing's development, Phenomenology must overcome the issue

of not being able to generalise, and needs positivism's external observation as

the suppom: positivism  needs the inner  experiences revealed by
phencmenoiozy tohelp it explain the consequences of concepts”.
Ontologically, it is the belief of this study that there could be multiple
realities — objective or subjective. Therefore, third, pragmatism was deemed
suitable for the focus of this study, which is generally theory building and
testing. On one hand, this study argues that a network of causal relationships
exists among tourist vaccination concerns, vaccination literacy, information
seeking behaviour on one hand and vaccine uptake on the other hand. These

hypothesised relationships are consistent with the positivist ontological

ec exist and causalitv is the rule of
assumption which emphasises that real causes exist anc caus ality is th

nature, On the other hand, it subscribes to the viewpoint that vaccination
. On and, St

concerns could be socially constructed and subjective; this suggests that
People living and sharing experiences could influence their exr:blanations of
social concepts, Although relatively new in the travel medicine llterature,dthe

i ious related studies
Pragmatic philosophy has been widely applied by previou
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( ® %pﬁl Ritchie & MecCormick,
- ; Ck, 2012; Wen et al,
2018) in theory development anq ¢
esting, Particularly scale development.

Research Design

Snecd ik o

Specifically, the Quantitative-dominant exploratory sequential mixed-
methods approach was adopted (Creswell, 2012). Accordingly, the qualitative
method piaved a subsidiary role by enabling the gathering of qualitative data

and assisted in the design of some sections of the survey questionnaire,

precisely the Travac measure. Subsequently, some of the qualitative findings

O provide explanations to the quantitative results. It is

acknowlelzed in the literature that perceptions of people in relation to an
object. in this czse vaccination concerns, are best explored with qualitative
designs such as phenomenology (Sedgley, Pritchard, & Morgan, 2012).

Therefore. qualitative data from the field complemented the measurement

1

items drawn from the literature to develop the survey measurement scales for

the quantitative design.

However, given that the interpretative perspective is limited in

idi i i relationships among variables,
providing understanding on influences and p

which is the main aim of the current study, the quantitative approach was

: . relationships between tourists’
dimensions of the Travac scale; testing of the relationshiy

ined quantitatively. In sum, the
Con d their vaccine uptake were examined quantitativedy
cerns an eirr v Dta

yaviction that it would
study p ded with the mixed methods with the &
roceede \

itati I i enhances
At : ¢ witative data. his
ﬂHOW for [ht' ll'i'll]“lllﬂ[i“n ol C]llﬂlll&l!l\'c dl'l(l L]llll
2 ang

? ding to a better
oo eehe study's results lea
the reliability, objectivity and validity OF e y |
- ine uptake amons international tourist. The
cine u

" ~ c
understanding of concerns and va
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mix m%h%i%l’éi'aﬂedml?ﬁﬁﬁﬁtanve approach ¢
O generate the needed data

of intersection of the two Philosophica approach
ches,

Qualitative Methods

This

section prese e ;
On presents the specific qualitative methods employed in the

study. These ranged from data and sources, sampling, trustworthiness to data

processing and analysis,

Data and Sources

1)

r

30th pnimary and secondary qualitative data were collected for the
study. The orimary data were obtained from [n-depth interviews (IDIs) among
international toutists whereas the secondary data consisted of sentiments
expressed online which were obtained through online text mining. The two
sources emploved in the generation process of the qualitative data were

deemed to grant the researcher access to wide-ranging sentiments about travel

vaccination.

Principally, the online sentiments were drawn from the Faccine

Sentimeter via Health Map. The reason for this choice is because the Vaccine

Sentimeter is the largest dedicated online automated media monitoring system

which tracks, gleans and analyses real-time global conversations about
]

; : ). 000+ online sources
- archives data from 10000
Vaccination. It aggregates and archives
er) news ageregators, blogs (i.e
ranging from social media (i.e facebook, twitter), REWS AEETES 8
g ;
enrated discussions to validated
trip advisor) eyewitness reports, and expert-curated €
loorithm, HealthMap automatically

¢
18 d

M 1 e ‘0OC “'..‘.‘il
official reports. Based on text process

iform resource locator (URL), plain text
uit

assigns a title, date, source,
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+ S€arch was Jargely adapted to

i ‘-"? ; ‘d t b' t.”]l ‘)l [3

vaccinauon

. and concerns :
» Perceptions, worries, doubts, risks uncertainties

safety concerns and sentiments

Sentiments wi i
tthout time or language restriction were mined but all

-Enelish ¢
non-English comments were translated back to English using Google

Translate in line with Larson ez gl (2013). To get details of each report in
Health)\ fap, the URL of the report was followed for further reading. Though

f-"", vl i My 1.‘.'..,';‘r-\
the Heal Lo ashboard currently hosts only comments between June 2012

and September 2214, up-to-date data was requested via info@epidemico.com.

The Vaccine Senmimeter platform has been used by a number of vaccine
studies including Larson ef al (2014), Larson et al. (2016), Powell et al.
(2016) and its usefulness and reliability for tracking country level vaccine
concerns have been confirmed. The data from the field interviews and the text-

mining were primarily intended to tease out additional items to enrich the

literature review for the design of the measure of the Travac scale.

Target Population

The target population for the 1DIs was international tourists, who

visited Ghana between April and Jun¢ 2017 They were contacted at the Oasis
Beach Resort in Cape Coast. [he (dea of the suitability of the resort for
I ¢ ast,
T iamey (2017). The online
' : <« aotien from Hiamey (2
Contacting the target population Was gotten ¢

s expressed by international

. e gentiment
text mining also targeted vaccination sent

travellers latest J uly 2017.
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-

smerge (Gt

test, B
unce & Johnson, 2006; Mason, 2010). That 18, the review

saw a rapid day-by-day decay and saturatiop of the comments made about

travel vaccines.

Sampling Procedure

Tha -~
P e respon

cents for the in-depth interviews were accidently sampled.

The accidenial sampoling made it possible to get interviewees who were willing
and able 10 spend ample time for the interviews. Interviews were scheduled at
the responcenis’ convenience, which was mostly at public areas of the resort
or the restaurant area. Sometimes those respondents who had no immediate
time to spare for the interviews gave their contact numbers and the interviews
were subsequently conducted via WhatsApp. Verbal consent was sought from

each respondent prior to the interview. None of the respondents declined

participation and recording of the interviews.

The interviews lasted for between 30 to 50 minutes. A contact

summary report was also compiled alongside with each interview to document
non-verbal data, including nonverbal expressions, prolonged thinking and
changing of ideas (Moreaux et al. 2318y The online-text mining, on the other
by only negative sentiments posted by

ot
hand, was purposively done Wiei

International travellers were considere
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collect the field-
administered in the E
sections. Th

educational status, country of origin and past vaccination status. The second

ion address : . ‘
section addressed questions that elicited their trayel vaccination concerns. The

guide-maintained flexibility and openness so that interviews were adapted to

situations

Trustwortliiness
A series of measures, which bordered on reliability and validity of the

data gathering and analysis, were adopted to ensure trustworthiness of the

findings. First, unsolicited online qualitative data were drawn to corroborate,
enrich and reduce the bias associated with field-based qualitative data (Powell
et al, 2016). This was enyisaged to enhance the credibility of the data

collected. The exhaustiveness of the Boolean terms used for the online data

mining was also reviewed by the supervisors of the thesis and two additional

faculty members with expertise in qualitative research.

imi e eoflection of the field interviews was
Similarly, the 1DI guide for collectic

Jhem (o assess the extent to which the

assessed by them. This was meant fof

questions measure what they intend to, and whether the instrument
ired ing th
Comprehensively addresses the questions required  for measur:lng (3:
i _tested among three
Phenomenon, Subsequently, the IDI guide was pre-teste am -
iversi Coast in Augus
international students who visited the University of Cape €03
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ent led to additions of probes where
necessary. The pre-test,

in particula:
T, served as g mock orientation of the

interviewing process to the regear
cher. The pre-t
-test on the overall enhanced

mv skills in moderating the interview
m ews. Other procedures xplai
used are explained

n the data processing and analysis section

Data Processing and Analysis

i ;-' 13‘ 1 1 ” B
The field interview data was transcribed verbatim by listening to the

tapes in Windows Media Player. The listening of the tapes via this player

allowed for easy control of audio playback. The researcher and one of the field

interviewess were transcribed accurately. Both transcribers verified and

resolved inconsistencies in codes.

With respect to the online comments, names to whom statements were

directed were removed from the dataset. Likewise. all html tags were

removed. However, all image files (largely ‘meme images) were retained.

Meme image text was retained for analysis because WY guve e nEicalion a8

ons of negative comments in the language

to the severity and varying opini

) . aecination sentiments
tourists choose to use when discussing vaceindtic
ed into a Microsoft Word
The field interview franscripts were el_‘-xi-i“'?"md inta’a Micros
1e field inte 15CrH}

aed into NVivo 12 Pro for
file togeth ith the minded Xt and loaded nto
b er wi .

Whereas thematic analysis offers the

management and thematic analysis.

dominant issues that characterise the

rescarcher case of access 10 the | |
mask shades of important findings

. could
Phenomena, its focus on themes
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qualitative ™ 9

terms about vaccination (including si
side effects, safet
2 ¥, and efficacy, costly and
expensive) in the word cloud and tree

"ha sgrrl : . . .
The results were organised into dimensions (parent-nodes) and

underlying items (sub-nodes) as shown in Table 5. The resulted items were
then re-worded 10 properly match the context of international tourism and
incorporazed into the survey questionnaire. Worth noting is that the
dimensions were grouped based on their content and not based on the initial
dimensions gouen from literature or theory. Comparison and integration,
however, were only done with the earlier derived dimensions during the
grouping stage (Juvan & Dolnicar, 2014). It is crucial to first “ignore the

literature of theory and fact on the area under study, in order to assure that the

emergence of categories will not be contaminated by concepts more suited to

different areas. Similarities and convergences with the literature can be

3 3 ged” ( r &
established after the analytic core of categories has emerged” (Glase

Strauss, 1967: 37).
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Table 5¢ S YR BROUFERE B Thternag
vaccination

=" :
pimension Underlying statements

“Efficacy

Safeny

Cost

https://ir.ucc.edu.gh/xmlui
onal Travellers about Travel

-1 sometimes wonder if travel vaccines work

-1 trust scicnce, but *t thi .
, but I dont think science truly knows how

interconnected our body s, so .
vaccines will have on n):e \:rhcrlnm a:: ;%l:(;;éeally RO e Cteets

“T am just a bit wary of putting things i -
travelling” ry of putting things like vaccines in mind body when

-The thought of being inj : .
_ jected microbes i i
travelling to a foreign country DR

-1 don"t think vaccines must be . 4
: § taken all the t
travelling ime especially when

;lj‘i‘:‘:;o_us? doubt ‘h“f taking travel vaccine s the best way to stay
nealtny wilch ]‘01_ldﬂ§- basic sanitation should be enough

- 1 don’t believe In travel vaccinations. [ don’t just believe in getting
vaccinated before travelling

I"m not 2 conspiracy theorist, but neither will I dismiss the idea that not
<11 rravel vaccinations are recommended with our best intentions as the
figst prionity.

- N2 enough evidence of vaccination cffectiveness

-1 2= 2=raid of the side effects of vaccines

-1 zorfiuand headaches from the yellow fever vaccine I took™

_\ 22cination injection is very painful”,

-1 don't like needles

-Szared of needles o
_The last time 1 took jabs I had redness and swelling at the injection site
I fe=l nervous when about to take an injection”

-Too many travel vaccines to take

-Am afraid of their effects on My body when abroad

_Some travel vaccines bring me allergies

-the anxiety behind yaccines

It is scary taking jabs

My arms will hurt "l ) P
:[13; side effects of malaria medication alone are not <asy alk less

several jabs ) s~ o 15
- the va.::cine might conflict with - medmnm-:s : hm:.:tll':\i’:n
o jUSt think that vaccines are not g,OOd foronc W acn travelillls

= Aot Ay > al
I don’t believe We understand fully the residual offects hears e
- on . . cellular system
N - on the cellutar s} )
i preservatives have O % vine 1 chunk of
and synthetic l}: '« 500 dollars for a travel \aa..un_» that 1s €
- You pay a':ﬁ\ vave not pudgeted tor it
money, cspectally

The cost involved is simply to0 mueh
-is expensive especially yeie B
-the cost 18 high of i'“!l? e MOone y h}' hk‘;l!lh k‘f‘."’m“sanons
y OF 1R D .

4 by nsurance

saoe ATC Wit
“Travel vaccines & L OVERC
oy pharma and travel

. and uSHé :
“They are expenste and us as through g

ap ¥ b,
. flors are Just @ M alth.
[ think we lra\dl*"\vl?hb(-l ccally don't care about our heal
< ot

clinics make money. oo
wnenses of the

JJust the expense: » | | -

t ‘ - expetsive . 1 is costly. It18 especially Worrying

I UK vaceines & .cination 18 :
. : qvel vacei . on those vaccines.
-Everything al)ou} b psultation you make
, Q J
that they charge
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- Travel vaccinatio
A NS ar¢ a money-
?Is }tlh? use various fear monge ;:gs;ac‘:i mattfuy for health professionals
ad to fork out for few last cs about travel,

ended up spendin year that were not available on NHS
in the ass literary. Xtra 130 pounds on meds and vaccines. A pain

-Some  years ba

. ck 1 forked out

g : about :
ridiculous for some vaccines at a private clin?col}pounds or something

... Asidc the tray im o

el clinic visit ch i

: AW arges, it amoun

dollars n vaccinations I(’Jquifillg multiple Visits e Y B

- Doctors make m
d oney off of i s
asholi it ) vaccines, why wouldn’t they recommend
-D
octors are but sales people of travel vaccines. I have experienced a

lot more doctors trvin
ving to tote and defend their pr i
acruallv make people better. Ry

Time -It is inconvenicncing because the clinics are located farther awa and
vou have to travel over distances ’

-it 18 potlicrlng and time wasting trying to access travel vaccines. And
even if thC\ are available some of the shorts are staggered and would
often require that you repeat your visit to the facility.

-Too busy to get the vaccine

-Thefa

ae fact that vou have to take them carly enough is worrying
-Time wasting
Access _Smetimes the stock of travel vaccines becomes limited
-\ ou can’t get everything done at one place
My clinic doesn’t stock all these medications, so I have to go to
=ultiple clinics
_When I took off to travel full-time, 1 didn’t know all the places Ir'd
~ isit (I still don’t) where to get all vaccings.
N reliable information on where to find vour needed travel vaccines
Ethics
-Why do I have to be forced to get the vaccine just because 1 am going
on holiday
-I think people should have a right to Sy ¥ or no to mandatory travel
vaccines .
-Am not happy to being forced to take some vace ines y
-Nono, sorry | did vaccinate for vellow fever. as 1tis an thgauon. But
this is not fair as I just did not want to put any sometimes on body

while travelling

- Sometimes you 8 f
required to take some vaccines, ot B
-cq why the push for vaccinations only fwetavel?

travelling for few weeks holiday yet you are legally
*mon this not fair

Source: Field Survey, Adongo (2018)

Quantitative Methods

. T - st b = 9 - 1d‘ lt t‘OCllses On
i i 18 wpg he uani iatve i'ﬂt.!lit‘-db Use
IhlS section dlSCUbbe tne 4

i size and
issu lati to the data and SOUTCES, target P"p“lmm“‘ sample
es relating e

1 data processing and analysis.
sample size determination. It also tackles the data pr g
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Ghana. Unavailability of (Quantitatiye secondary data that could accier :
could assist in

addressing the specific objectives
g of the study inf i
ormed the gathering of
primary data. A panel data consisting

(main data) was collected. Data collectiop for each occurred in the following

sequence, June-August 2017, October-July 2018

Targcr P prulation

- 1¢ main target population for the survey was all international tourists

of at least sighieen years of age, who visited Ghana for the period between

-

June 2017 and July 2018. The age bracket of 18 years and above comprises
persons most active in tourism (UNWTO, 2017) and the period June through
to October is regarded as the peak season of tourism in Ghana (Ghana
Tourism Authority [GTA], 2015). With recourse to the UNWTO, an
international tourist, in the context of this study, refers to an inbound visitor
who has spent at least 24 hours in a destination and whose purpose of visit is
either for leisure, business, visiting friends and relatives and other personal

purpose other than to be employed by a resident entity in the country or place

visited.

Though if data from domestic tourists were incorporated into the study

it could h dded some more insights into the findings, the decision to focus
ould have adde 2 e

i : as based on the person and place argument In
On international tourists was Dascu
. o hiohly vulnerable to infectious
epidemiology. First, international rourists are highly
| ‘ : ‘st si t of them are
yurists since mos

discases during a vacation relative t0 domestic tou

lales a vadi .
: T neral environmental

atic and ge

Iik"ly Lo travel to destinations where the clim
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conditions ~are At £ P 9

variance to th
. 0se of the originating region. Second
epidemics may tend t i ’
0 have fhr-reachmg Consequences in int ti I
Internationa

borne of the involv is

ed discase. On thyt score, international tourism is
considered a m ' i
- ore suitable conduit for the global exposure and dispersal of

infectious diseases hence the need to guard against

Sampie Size

-

Given that one main focus of this study was to make statistical
inference on the subject under consideration among tourists, especially those
to Ghana. iz 227011 G-power online sample estimation technique was used to
estimate 12 sample size for the survey. G-power remains the most cited and
used sample size estimator for structural equation modelling related studies
(see Bryne, 2012; Kim, 2014; Westland, 2012) due to its ability to guard
against type 1 and type 2 errors associated with estimation techniques (Cohen,

1988).The study envisaged, at maximum, to use 86 measurement items, 8

latent constructs, 86 error variances, an anticipated effect size and power of

0.95 and a Hoelter’s statistic of 0.01 probability levels.

To enhance the reliability and robustness of the results. the thresholds

o e hicher than conventional
for the aforementioned parameters Were 3¢t to be higher than &

oL ability of 0.05
thresholds. For instance, Fisher (1925) recominends a probability o
value of 0.8. These

a :\L‘l{i:\!lx‘.ll power

while Cohen (1988) suggests

. -« awhic fl‘Slth‘d mna sample SI1Z€E O
pParameters were Sllh.‘i'litlllk‘d into G-powWen Bl

aeietical literature suggests that, at
860. As a rule of thumb rcm'cssinﬂ-hi‘s“d statistical
' by IS ) [=
: rrespond to
. n factor) should co
the very least, one measurement item (regressio
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) » Thrane, 2016). This means that the estimated

actual total survey sample size for the main study was 1032

Sampling Procedure

Tha 1xr . £
The study relied on the on-site approach for the data collection. This

approach involved the collection of data while respondents are at the

destination «Chien er al, 2017). It was envisaged that the on-site approach
would conceivadly offer more reliable and accurate data on their travel
vaccination concerns and uptake because they would have taken or refused the

recommended vaccines for the itinerary and therefore be in the best position to
respond to the questions. The on-site approach also guarded against the

inherent likelihood of measuring some of the vaccination issues of the tourists

as behavioural intentions when using the pre-travel approach.

Potential respondents were conveniently sampled at the visitor waiting

areas of the most visited attractions (i.e the Kakum National Park. the Cape

Coast and Elmina Castles) in Ghana while they were waiting to receive on-site

i ~¢ heon established that the
orientations or during check-out of the facility. [t has been eatabliziee

it at leas " these attractions
majority of international tourists (0 Cihana visit at least one of these attre
JOrity of intern R
For those who visited the

empong 2010)

(Boakye, 2012; Deichmann & Fr

- were chosen to participate in the
attractions in groups, (wo people On average were
| | i le & Adam
i bias (Adongo, Taa y
study. This was to guard agains! potential group (
~ na questionnaire to complete in

ive
2018), Those who provided consent were 8
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the fabMUPraisy O Gape ?c? atshte re e et
searcher before leavi
ng. The use of a

convenience sampling techn:
& technique, 5 flon-probability sampling approach. for th
- proach, for the
survey was principally i
Pally informed by the absence of 5 reliable sampling f;
| | | mpling frame
on international tourists to Ghana g

Research Instrument

The survey :
Y data was collected HSING 2 questionnaire. Its adoption was

d on Creswell’ assert;
base Creswell’s (2012) assertion that the use of a questionnaire is best

suited for collecti itati
cOHeCung  quantitative data ang guarantees respondents’

nfidentiality and anonvmity ionnai
confide v and anonvmity. The questionnaire was structured into four

sections (Sections A to D) with open and close-ended questions, The
introductony section explained the purpose of the study, the estimated time
involved in filling out the questionnaire and the ethical considerations. This
section also contained the consent form, which sought the respondent’s
consent of participation or otherwise and a filter question, which sought to
find out whether the individual had been interviewed on the same subject in
the other attraction sites in order to minimize surveying duplicate respondents.

The first section (A1) contained questions on their vaccines uptake. A

checklist of vaccines that tourists to Ghana are expected to be up-to-date on

was provided to the respondents to selfireport by indicaring those vaccines
they had fully or partially taken or not raken at all. They were asked to provide
a reason, which is either deliberate cefisal or non-deliberate (such as, because
they could not find the vaccine). if one's response Siaus 10 a particular vaccine
is partial vaccination or non-vaccinated though eligible. The list of vaccines
was adapted from WHO's (2018) list of recommended vaccines for travellers
e vaccines (measles—mumps-rubella

§ ; : outin
o Ghana. These vaccines included r
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Phtherja- ”
tetanus-pertussm (DTP) vaceine, varicella
(chickenpox) vaccine,

and polig vaccing), Mandato

recommended

mmunisation history digitally sioreq (ie via CDC’s TravelWell

App, e-mail and online hospital folders) and so was easy to retrieve, Others
also had their historv stored in both paper and digital versions. The elicitation
method used for determining their vaccination status is similar to that
employed 3v the WHO (2016) in the Demographic and Health Survey (DHS)
in collecting immunisation data.

The section (A2) measured their travel vaccination concerns on a
rating scale of 0 to 10, where 0 indicated no concern and 10 represented highly
concerned. The measurement items were drawn principally from the literature
review and the qualitative data: field interviews and online text-mining. The
second section (B1) contained questions that elicited data on their responses

: -accines, hesitancv toward
toward vaccination including percexved benefits of vaccines, hesitanc

¥ ‘f" YIS t
commend vaccines to others almos
vaccination and whether they would recomn
3 s 2o T s AT n
d ki scale The second parl of the section collected data o
Mmeasured on a ranking e s
and severity of infectious
thei . . lit cy pE‘l‘Ct‘E\'Cd vulnerabihty and severity of n
€Ir vaccination literacy, <
- vaccination. These were also gauged
diseases and perceived importance Of vaceination
; suring their literacy on
’ le of 0 and 10. The items measuring
using a rating scale of 0 ¢
o an Health Literacy scale. The last
. e
Vaccination were adapted from the Europ
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Contained qyegt;
questions on respondents’ and tripographics
(tr

avel experience, travel party size anq length of stay) and socio-q h

: " ) O-demographic

(i.e sex, religion and region of origin). Appendix B contains the details of th
ils of the

questionnaire,

Validity Assessment of Survey Questionna ire

Two main
procedures were used to ensure the measurement validity of

the questionnaire, particularly the items intended for proposing the travel

vaccination concern scale. The pool of items for the questionnaire was
subjected 1 expert review to evaluate the face and content validity of the
items. [72¥ were asked to indicate yes or no (with an appropriate comment
). the suitability, representativeness, accuracy, clarity and

redundzancy of each item. The experts included two academics with expertise

in trave! vaccines studies and scale construction practices; two members of the
Strategic Advisory Group of Experts (SAGE) on immunization and two travel
medicine professionals. SAGE is the primary advisory group o the WHO on

vaccines and immunization. A decision to refine or drop an item was based on

an agreement between two or more judges.

i " June- 31% t 2017 at the
A pre-test was carried out between 3% June- 317 Augus

Cape Coast Castle and Oasis Beach Resort using 300 respondents for the

i i -esearch questions in the
: wify clarity of the research ques
exploratory analysis as well as to verty :

instruments for the actual datd collection Furthermore, the pre-testing served
ments for -

P feld assistants.
as a k administration of the research instrument {0 the
mock admi
, familiarise themselves with the

unity (€
Thus, it afforded them the opportunity

ring the actual fieldwork.

challenges they may encounter du
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€ expert review
S and the pre.tegt exercise, it was generally

about 44 items were retained for the questionnaire (See Appendix)

Training of Field Assistants

Two graduate students with a tourism background assisted with the

data collection. Their selection was based on past field experience and

subsequentiy 1aken through two days of training encompassing issues on the
objectives of the study, the content of the questionnaire, strategies for
approaching respondents and observational skills. Other relevant issues

including ethical considerations and role-plays in administering the research

instruments were covered.

Data Processing and Analyses

Three software including STATA version 14, IBM Statistical Product

for Service Solutions (SPSS), version 23 and Analysis of Moment Structures

(AMOSS), version 14 were used to process the quantitative data. The

.t each ‘1 S5 'eln
bination of software is to harness the strengths of each of the softwar
combination of so

' sscriptive and inferential
p A f the study Mainly, descriptive and interentl
answering the objectives O tH& =

niaves. means, and standards
Statisti ed to analyse the data. Percentages, me
1stics were us é -
i ographic ¢ istics,
d describe the S{l\'.‘m—(.h.'!’llugl:lpil!b character
deviations were used to dest
d as
S er factors that serve
. well as the oth
i H > s s as \\L!
tripographics of the respondet
| | t of 300 cases
i total of 250 ou
\a cleaning, a
; . . v the data
explanatory variables. Afte
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or.
atory/ pre. ~test analysig

Whil
of 1032 were retained for the main ang| ¢ 905 complete cases out
alysis

Objective |

In psychome
psy tric scale Proposition, Previous  stydies

Churchill, 1979; Hy & Bentler,

(Bryne, 201 0;

N I I ly l t ata. lllese are Exploratory t
Iiac or

Analvsis (EF
nalysis (EFA) and Conﬂrmamry Factor Analysis (CFA) for exploring and

confirming th ; :
& T psychometric structure of the scale in turn, In view of that, th
> e

EFA was used to explore the factor structure of the would-be Travac scale and
remove poQrly (“below par’) fitting items. EFA is more suited for exploring
the structure oF scales that are in their initial stages of development (Byrne,
2010).

™S
11l

analysis was done using the data from the 205 exploratory

o

sample. Suitability and adequacy of the data for EFA was established on a
Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy threshold of >
0.80 and Bartlett's Test of Sphericity probability value of p< 0.05. The Promax
rotation using maximum likelihood was used to evaluate the dimensional

structure of the items. These rotational approaches are in sync with rotation

use in AMOS. which is the software used to confirm the items in the second

stage of the study. Eigen value > I was the criteria for extracting factors with
an additional criterion that each dimension mus have at least three items. A
20.5 loading on a primary factor. communality of > 0.6 and non-cross g
on any other factor at >0.40 were the (hresholds for retaining an item (Hair,
ere repeatedly iterated until a

ns w
Black, Babin & Anderson, 2010). The &5

Clean pattern matrix was obtained.
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?

espondent fi 1 ;
respondents after cleaning, A Covariance-based CFA in AMOS d
was used to
contirm and refine (wh
(where necessary) the structura validity of the factor

sofution extrac .
solution extracted from the EFA. The covariance-based CFA technique was

chosen over the alternative component-based FA for three main reasons: The

lead reason was that preliminary analysis of the data on the measurement

items for the Travac scale was found to be normal] y distributed (Appendix C).

Covariance-based statistical techniques are parametric in nature and
are sporopnate when the data involved is normally distributed while
componeni-tazed techniques are suitable for use when the data is not normally
distributed (Bvtne, 2010). Another reason was that the confirmatory data for
this study is about 905 cases, one which exceeded the recommended sample
size threshold for use of component-based CFA as it risks convergence
validity and improper factor solutions (Byme, Lam & Fielding, 2008).

Component-based CFA works well with small sample sizes (less than 200

jance- is more robust and
cases). The last reason was that covariance based CFA

stringent for model validation (especially in the early stages of theory

. yvie, 20 i
development) when compared to component-based CFA (Bryne, 2010), which

is the case in this study.
as used to establish the inter-

v ,-«-x:,,..':an W
Furthermore, Pearson correiat
-~ oooe of the Travac scale. The
relationships between the cunﬁm\ed dimensions ¢

nships e

—— ompared with the average
resultant lation matrix Was mbmpumly comp
ssultant  correlatic arre:

010 determine the discriminant validity of
S101

. v b dimen
variance extracted for each dime
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the wollld e Schle, Eastly, a second.

detel Ict dimenSions tO the l
ravac s e,

Objective 2

To estimate th ‘
e delermmants of the travel vaccination concerns of the

respondents. a series of ordinar
y least Squares (OLS) regressions was

estumeted. 3ME Wype of regression suited the continuous nature of

measurement of the dependent variable, vaccination concerns because OLS is

used when the dependent variable is continuous In addition to the

regressions, the multivariate analysis of variance (MANOVA) was used to
compute mean variances to supplement understanding on the explanatory
variablies (1 sex. marital status, region of origin and past travel experience)
that were catezorical in nature. The MANOVA was chosen over the
conventional ons-way analysis of variance (ANOVA) for the mean-variance
estimation because the vaccination concern dimensions, which served as the
dependent variables were multiple and interrelated (Pallant, 2010). A

correlation matrix had shown significant interrelationships among the six

dimensions of the Travac scale (Table 20).

Objective 3

Obiective 3 sought to analyse the relationship between vaccination
jectiv

; a rEOrOSSIt as used to analyse
conc d vaccine uptake A fractional beta regression was us y
erns and v ake.

' O vaceine uptake rate due to the fractional
erns on vacol

the effect of vaccination cone
also used to further explore the

QUISHIC Wds

nature of the variable. The binary !

¢ of the specifi ines.
e AN ake of the specific vace
relationship between vaccination concerns and upté
etween Vvt . .
-estimation
. Ramsey test as post-€
The link test, Hosmer-Lemeshow tost and the Ramsey
1 link test, Hosmer-Lemes

e regression models to check for

1 . of th
tests were conducted for each

lzéigitized by Sam Jonah Library



i i Cape Coast https://ir.ucc.edu.gh/xmlui
corre(':fﬁléé‘irﬂi%ﬁécﬁgations and £t
Ness. The pat

ure of the variable ‘uptake’,

which was either the individual has fully tak
ake

I or under-vaccinated a

particular vac

absence of a phenomenon) hence made it suitab
e
and probit regressions,

The logisti i
SISUC regression wag chosen over the alternative probit

regression because of two reasons First, the two regression techniques

ii i : :
according 1o past studies though different in their link functions yield

consistent signs and magnitude of the coefficients and by extensions the

validity of the findings (Boakye, Annim & Dasmani, 2013). However, the

L4
"y

current stuiv acknowledges that the two techniques are primarily different in

terms ot parameterisation and therefore does not mean to convey that the
output from ke two estimation techniques is directly comparable in a strict
statistical and quantitative sense.

The second reason was because the error distribution of the link

function favoured the logistic regression. The probit regression did not meet

the recommended threshold of the link test of Aat less than the probability

value (p<0.05) and _hatsq greater the probability value (p>0.05). This was

bability chi-square less
further confirmed by the Hosmer and Lemeshow probabilit ue

; Thrane (2016) posits that
than the probability values (Downward et al.. 201 1) Thrane (2016) posits th
- ¢ revarding which of the two
: . ~rd in the lierature egaraiiy
Wwhile there is yet no accord in
- “one over the should be
estimation techniques is superior selection of one over the other sh

ation techni 88

- s ihe dependent variable.
based on the error distribution of the depeid
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ascd on their trav T
b el vaccination concerns could pe identified. Topologi
- 1opologies are

advantageous be "
a e cause they provide 4 person-oriented approach and a simpl
imple

assificatory scheme to gr;
grasp a complex phenomenon, such as attitudes and

behaviours (
ehaviours (Rantanen, 2013). Cluster analysis was chosen over model-based

methods (such as discriminant analysis ang density estimation) and Bayesian-
based methods because the sample is relatively small, and these other alternate
methods “perform better on large samples, which allow them to estimate all
the required parameters” (Hajibaba et al,, 2015: 52).

I P
3

Zimensions of vaccination concerns identified in objective 1 were

used as

‘b

marxer variables for the segmentation. According to Dolnicar and
Leisch (2013: 14), ‘a variable is called a marker variable if the absolute
deviation from the overall mean is 25% of the maximum value seen, or if the
relative deviation is 50%.’ Therefore, functionally a variable is regarded as a
marker variable for a cluster if one of the following two conditions is satisfied:
| mg-mk| >0.25[M| or |mg-mk| > 0.5|mg|

Where m is the maximum value of a variable, mg the global mean of the

variable, and mk the mean in the cluster.

Pie charts and bar graphs were used to present the types of tourists and

h ’ - 1 - ~
e 1 hase rstand what ﬂ\.,h type
i r 1 n 1 » sntation base 10 llildunl.ll &

including the tourists’

o ot characlernsations,
represented. Other additionat  He

; ., abroad. were also profiled with
responses toward vaccination while travelling abt oad, we p
W ’

.  wienalizations, comparison of clusters
the aid of graphs. Graphs allow for casy visualiza
h t familiar with statistics (Dolnicar &

4 B are no
and understanding by users who
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Profiling of the woulg

-be tourist t
i i ol
carried out using the respondent ypology was

demOSFaphic characteristics and
hi

allis test for mean differences of

tripographics and analysed using th
ec

W “SQuare test of difference. The
Cruskal-

literacy across the different toyrisys ip the typology. Absolute Kruskal-Wallis

test means were reported instead of rank sum of means for easy understanding

of the results. The decision to use non

paramerric (such as ANOVA or MANOVA) for this analysis is because of the

non-norma Zisiributed nature of the clusters that were generated.

Challenges during Fieldwork

Convincing the respondents to spare some time to fill out the
questionnaires was a challenge. Some of them complained of time constraints
in answering the questionnaires. This was due to the fact that they had to move
to the next activities in their itineraries. Others also felt the questionnaire was
too voluminous and would cause delay in their scheduled activities. In these

situations, the researchers made efforts to convince them and some granted

participation.

Closely related was the fact that some partially filled out the
some had abandoned the

3 . . - SO0 DeCausc
qQuestionnaires. This happencd |
- especially for those who visited
questi ires to “catch up’ their tour DUsEs, especially for those
ionnaires to “ce -

- wely filled out questionnaires
the attracti ites in groups. These incompletely fil q
raction sites :
(istical measures have often been used to

- ¥ it [fl
were excluded from the analysis. Ste

ast 80 percent of the responses have

g ially if at le
Manage the missing data, especially
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been PROVEERIMLSS (FaRe Coas P

studies (Moreaux ef al,, 2018)

Getting the permicc;
g Permission of some of the trave] agencies, in case of the

ourists who ¢
tourists who came on package tours, to allow their clients participate in the

study was a bit difficult, The agents claimed they were time constrained and

that some of the clients usually sanction afterwards

Ethical Considerations

- o~
—_ caw

al approval for the study was granted locally by the Ghana Health
Service Ethiczl Review Committee (GHS-ERC), and internationally by the
WHO Strarezic Advisory Group on Vaccination (SAGE) Human Research
Ethics Advisory Panel. Therefore, the conduct of both the quantitative and
qualitative study complied generally with the ethical principles prescribed by
the two bodies in the conduct of research involving human subjects. These
included the right of entry, informed consent, anonymity and confidentiality.

The WHO SAGE as part of their ethical clearance procedures vetted
the research instruments to ensure they were properly worded and without

questions that would risk inciting unnecessary vaccination concerns as a result

sending introductory letters

y . s sought by sending introd \ ;
of the study. The right of entry was sOUgAt
gi t by the Department of Hospitalily and Tourism Management, to

ven to me by the artment of .

hospitality sites used as the point of
th f the tourism and hospitality sites used p

€ management 0 - -~ | d
This letter identified the researcher an
contact for recruiting the respondents. [his letter idet
essence of the study.

o : 1 as the nature and
or the ficld assistants as well as the ni
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to questions they considered personal. Those who declined participation had

their view respected and subsequently were thanked for being allowed to be

confronted.

As regards the field qualitative data, verbal consent was sought from
each respondent prior to the interview. They were informed the interviews
would e tape recorded, three respondents declined participation because of

lack of timel

fa

nd two declined to tape-record interviews and hence had their
responses recorded in a field notebook. Permission to use the vaccine
Sentinieter platform for the online data mining was sought but no informed

consent was sought from the individual commenters because the data was

publicly available

The participants’ confidentiality was assured. [nformation given was

promised not to be divulged to persons not directly involved in the study.

: esigning research
Finally, anonymity was ensured. This was done by designing the
2

instruments such that they were devoid of questions that require participants
uments su :

- eample. issues such as name, house
identity or any contact information. For example, issues such as ¢
ity o

Ibel 0 aI d 13“ 'ififi'i"'*\ wele not "ﬂi‘“““i as pa the data.
’ P st and en AQOTs it of
[ 0 ome
- e gotten for the plll‘pOSCS of s
IllStances where telephone numhcls WIe .‘:'-""“L

I I I Vl \v'f \'I‘] “ o 1 :
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dashboar'd"for oth She T& i J

€ researc
her and the respondent with permission sought

Summary

This chapter discussed the methodology used in carrying out the study.

1+ '-.-.n,v-;
AL Licillnhi

lled among other issues the study area description and research design.
The target population, data sources, sample size, sampling procedure, and
research instruments were also discussed. Lastly, the chapter described the
data processing and analytical techniques used, challenges encountered on the
field as well as some ethical issues considered. The next chapter is the

presentation of results and discussion for objective one of the thesis.
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Introduction

This  chapter provides

including informati .
On on their: age, education, marita] status, religion,

employment status and past travel experience. Beyond these characteristics,

ter al
the chaprer also describes their perception of infectious disease burden and

importance of vaccines and vaccination literacy. This analysis is deemed to

provide infdrmarion for understanding the psycho-socio-economic status of
the respondents as well as provide background information on the
aforemencioned variables as they would potentially serve as explanatory

factors to the respondents’ travel vaccination concerns and vaccine uptake.

Socio-demographic Characteristics

Table 6 presents the socio-demographic characteristics of the
respondents disaggregated by males and females. About 64.64 percent of the
respondents were females and the remaining proportion (35.6%) being males.

The majority of them had never married (69.83%) with similar proportions

observed among males and females. About six in 10 females (67.81%) and se

ven in 10 males (70.94%) were never married, though a shightly higher

Proportion of males (32.19%) than females (20.06%) were married. The age of
the respondents varied from I8 ycars 10 80 years with 30 years being the
average age. Those within the age cohort of 20-29 accounted for the majority
(50.39%) and the least being persons aged 40 Years and QlGs.
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Education empowers people with the capabilities which are knowledge

and skills, and these which lead to better employment opportunities, pro-health

decisions and positive health outcomes (GDHS, 2014). All the respondents

were “lettered” meaning they had some formal education [High school

-3 84). Bachelor (40.11%) and Post-graduate (31.05%)]. Except for those

who completed High School education, the proportion of males with Bachelor

and Post-graduate degrees were slightly higher than the females

Table 6: Respondents’ Socio-demographic Characteristics by Sex (n =
90%)

Noranhic Male (%) Female (%) Total (%)
D NoES Ao, —
che':r:.:hte:‘is'.‘.:s [n=320] [n=585] [n=905]
g ~-, 67381 70.94 e

Sarried 32.19 29.06 30.
Age 5 10.17
3 5.63 126 E
i 46.25 52.65 50.39
20-29 26.56 20.34 2254
-3 : 1691
s o 21.56 1436
Education 3128 28 .84
High School i‘;'-;g 3949 f(i (1) ;
= o1
Bachelo&‘ . 1438 29.23
Pc?s'fgra ua . N
Religion 54.06 SEE 19.56
Christianity 24,06 17.09 11,05
Atheism 8 44 12.48 | 99
Agnostic 1.71 2
2.50 11.62 11.38
Islam 10.94 ;
Others . 24 81
Employment status 1938 72.3 g v 32
Employed 16.56 "J? :Iy 287
Unemployed 4 06 2 &
Retired 060 0.77
Region of origin 519 : ‘{J 7.85
South-East Asia 10.00 ;‘ﬁ u 70.83
Africa 66.88 l.t;‘ 58 17.02
iurope 17.81 ,-,? 6 3.54
merica 313

~ Western Pacific

2018)
Source: Field Survey, AiOl“«O(
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them prof
#8sed being Chrig;
t :
comparable proportions ghg 1ans (56.02%) with

erved amop
g males and femal :
es. A
second (19.56% theism placed

) suggestin :
SCSting that nineteey Percent of the respondents d o3 i

believe in the existence of Gog of 80ds. The proportion of mal (25
of male (25.0%

:heists was more than female atheists (17 09%)

)

. America region, Eastern Mediterranean region, European

vion. Sourh-East Ac : _
region. South-East Asia region and Western Pacific region. The respondents

from Europe (70 83) dominated the study with more than seven in 10 females
(72.997:) and six in 10 males (66.88%) from the region. Those respondents
from the Americas placed second (17.02%) and the minority being those from
the South-East Asia region. They constituted less than one percent of the
sample. Those who were currently employed (74.81%) are more than those
unemployed (22.32%). More than three-quarters of the sampled males

(79.38%) and females (72.31%) are currently employed, only that more males

are employed than females (Table 6).

Respondents’ Tripographics

Table 7 and 8 present the tripographics of the respondents
- e maiarity of the respondents had visited Ghana
disaggregated by sex. The majoris
(82.32%) for the first time. but in terms of international travel, about 92
percent had travelled in the past with the average past travel being 17
visited Ghana in groups of which more are

limes, About 63 percent of them
ed in Guesthouses (43.32%) followed by

females (64.44%). Most of them St2Y
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thost WIRS AR HoHRE aye (36.93%). Cumy
. u

atively thoge who st '

ayed tar-
rated hotels were 25 79 percent. e
Table 7: 'l'ri]'mgraphics of the Res

g e Pondents’ by Sex (n =905)

mpogral s

ripograj Male (%) Female (%) Totai %)
85

Less than 10 days

10-29 days R 1145 12.15
e 34.69 32.14 33.04
30-49 1000 12.14 1138
50 and above 41,38 421 g
Visitation status to Ghang ' '
Firsr-time' visit 81.56 82.74
Repear \'ESfI . 18.44 17.26 ?gg;
Internanional travel history
First-timers 938 7.86 8 40
Repeaters 90.63 92.14 91.60
Parry siz
Alone 39.06 35.56 36.80
Group 60.94 64.44 63.20
Purpose of vism
Leisure recreation 80.00 84.62 82,98
VFR 10.94 8.72 9.50
Business 9.06 6.67 7.51
Trip arrangement
Self 85.63 86.84 86.41
Travel agency/packaged 14.37 13.16 13.59
Risk taking behaviour (
Risk taker 40.00 30.26 33.70
Risk neutral 25.00 29.57 2?92
Risk averse 35.00 40.17 38.3

Source: Field Survey, Adongo (2018)

In terms of risk-taking behaviour, 33.70 percent described themselves

. — i 2 Ot l
as risk takers while 38.34 pcrccnt were risk-averse. I'he proportion of males

(40%) being risk takers were more than the females (30.26%). with 4 in 10
females and 3 in 10 males reported being risk-averse
O avarags. the tecpandents stayed for 37.63 days which is more than
h o d ab

a month, But the proportion of those who stayed for 50 dz;y.«; a: a c;ve \:a:
: i tablished for males an
relatively high (41.88%) with Bt IJI‘Opﬂmfmst)e ;4 27%) females stayed

> .10 (41.88%) males and 4 in 10 (44.27%
&maICS- SRS | ( 134 Digitized by Sam Jonah Library
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- P A HRREG Stayed between 1 4 d2
nd 29 days placed second

0
(34.69%) and the least were those who Stayed between 30 49 d
-49 days,

The
extended stays observed among the study participants maybe be f
Cause most o

them visited the destination for backpacki
packing and volunteer;
€rism purposes. These

« = 3331t
s liicil

caments of touris '
" sts tend to stay longer than the average conventional tourist

due 10 the need for cultural immersion (Pearce, 1990). Otoo et al (2016), for

instance. established that volunteer tourist on average stayed for 47 days and a

maximum of one year in Ghana.

ahle R indis
Table 8 indicates that those who had never worked in the health sector

s v

FATe T yv3r e (T3 S0/ % 1s »
were 1he maronty (03.153%)); likewise, those who had never contracted disease

abrozd (7= 51%s). In addition, the respondents typically had international
health insurance covers while abroad (85.64%), which means that the majority
of them engzzed in externalisation of health risk, which is the transfer of risk

to a third party (Hajibab ef al., 2015). More than 8 in 10 females and males
alike were covered by health insurance. Private health insurance was the most
subscribed type of health insurance (with @ subscription rate of 59.50% for

males and 55.23% for females) while public health insurance was the least

subscribed. However, about 65 percent did not have their vaccination covered

by their insurance.

More than half ((54.36%) of the respondents rated their health to be

o who rated it as fair (3.87%). More males

very good and the least being thos
| their health status as very good.

(60.62%) than females (50.94%) repuiiet
. (15.80%) while about 2.54
L majority I‘EPOTIed Quppor{inﬂ vaccinaiion (75.80 o) whi

1 S g |
oportion of females (2.91%) 1s

. . ich the pr
percent stated otherwise with whicl

slightly higher than the males (1.88%)-
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Male (%) Cmale (%)
Work history in the health sectoy 5
Worked before
Never worked 21.88 29.57 26.85
Disease hr.\'mry abrocad 8.13 70.43 73.15
Fver contracted 26,38
‘\-\ \! C 'S} 3 240
\h ‘Iqu lu?tf'actcdl N 7313 - 27 25.19
Hoeaitin msurance .subscnpnon 3.73 74.31
st B0 a7 85,64
Type of heaith insurance w0 11.28 14.36
Public
16.2
Private 59 -:,2 gigg ol
Public and private 24,42 23'22 %3 2
Insurance cover travel vaceines ' ) s
ol
So‘ u“r::‘._ y 33.13 35.36 3470
Not ¢g cred 66.58% 64.44 65.30
Self-rared fealth
Ven 2ood 60.62 50.94 54.36
90:: 36.56 4462 41.77
air 2.81 4.44 3.87
Pre-rrave! sovs=raton on
vaccinanon
Consulted 84.06 88.03 86.63
Not-consuited 15.94 11.97 13.37

Information source on travel
vaccination (N = 1831%)

Health professional 45.27 44‘?9 ft}.%
Internet 33.64 36.13 33.39
Travel agents 6.18 6. l‘).‘] 16“‘ 163_
Friend and relatives 14.91 13.( 3.65

Source: Field Survey, Adongo (2018)
*Multiple responses

Generally, the percentage of respondents who sought advice on

vaccination was considerably high (86.33%) than those who did not (Table

. Pavli er al., 2016), health
8). Consistent with literature (Yaqub ef al., 2014; Pavli ef al., 1016), healt

are i current study as the most relied on
- i ifi i the current §
rofessionals ar IdBﬂtthd

1 » -~ 0
: on so vaccination (44.90%) followed by the internet (35.30%)
. ati source on vaccl !

65%).

and then friends and relatives (15
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ions of origin. No fe i
regic origin. No female Asjan sought pre-travel advice (0.00%) from a

health professional whereas the majority (91.91%) of females from the

7 " ~1F1 e - .
Western Pacific region did. More under 20s sought pre-travel advice from

health professionals

than those in the other age cohorts, particularly, among

those berween 2z¢ 20 and 29 years.

Similacly, the proportion of high school graduates from the Western

Pacific region (100%) and post-graduates (100%) from the South-East Asian

region who consulted health professionals outnumbered their colleagues with
same or different educational attainments in the other regions. For instance,

among those with Bachelor degrees from Africa, about 67 percent of them got

advice from a health professional.

Across all the regions, disease history abroad related with consultation

with health professional prior to traveling to Ghana on vaccination except for

- I L DY ey

those from the Americas, The proportion (80.33%) of those who consulted a
health professional though had no history of contracted disease abroad were
The pattern is comparable to having

more than those with history (71857

i ) Yo prave \:;-'["Cillilfit’]".
Insurance coverage for one s travel vac
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Table 9: Percentage of Respondents who Consulted Health Professionals by Socio-demographic Characteristics (n = 905)

Characteristics N Total (%) South-East  Aftican region European American Western
Asia region (%) region region Pacific region
4 Co) - /) (%) (%)
Gender
Male 320 77.81 57.14 68.75 81.31 70.18 90.00
Female 585 82.22 0.00 69.23 82.67 83.51 91.91
Age
<20 92 92.39 100.00 100.00 91.36 100.00 100.00
20-29 456 83.33 33.33 60.00 86.08 82.02 88.89
30-39 204 68.63 100.00 73.19 67.38 63.64 100.00
>40 153 81.70 50.00 71.43 85.50 82.76 80.00
Marital status
Single 632 81.65 50.00 64.00 83.65 75.56 90.48
Married 273 78.39 66.67 71.74 78.24 82.81 90.91
Education
High School 261 81.99 0.00 52.53 86.50 65.63 100.00
Bachelor 363 77.13 50.00 60,67 75.98 82.43 86.67
Postgraduate 281 83.99 100.00 70.32 86.10 81.25 80.00
Employment status
Employed 677 78.58 57.14 69.49 79.75 77.39 90.91
Unemployed 202 87.62 0.000 66.67 8§9.74 84.62 87.50
Retired 26 80.77 0.000 69.01 81.82 76.92 100.00

Source: Field Survey, Adongo (2018)
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Table 10: Percentage of R
by Tripographics (n = 90535p0ndents Who Cop

'.ﬁﬁ)ographics N COnsuI{e d
(% n -
) East  repig ,:;?é’: American — Western
Asig (%) k region Pacific
region %) (%) region

R 0,
Visitation status to (%) %)
(thana

First-time visil 745 8067
. 40.00 6316

Repeat visit 160 8063 82.54
Length of stay 100,00 75.76 80.41 333 180%%‘0
an 1( ‘ '
. pcss than 10 10 80,00 100.00 g
G:i}i ! 428689 7037 100.00
=29 dav (
D o s D00 BB gy gy
i - . . I 00 4 4 .
SOandabove 393 76gs o0 2323 BI0 8150 10000
International : .27 68.33 100.00
Irave!l history
First-timer 76 64.47
- ; - 4286 6957 5714
Repeater 829 : 5 100.00
1 82.15 57.14 7188 83.19 81.95 90.00

_p,',’ rRGse -‘_‘i 'Di '.".'.'\‘.".’

751 80.43 60.00 6346 8197 78.79 95.83

LOIsure relreanon

VFR 86 7907 = 5000 8358 6667 6
Business 68 8529 5000 9333 333  g46 1066%
JTITarrangement
Self 782 81.71 60.00 7143 8228 8362 89,29
Travel 123 7398 5000 5000 8169 6316 100.00
g2n2y packaged
Risk taker 305  84.59 5000 6818 8632 8421 93.33
Risk neutral 253 72.33 3333 7013 0 B2 655 100.00
Risk averse 347 83.29 100.00  67.65  86.35 77.55 84.62
Disease history
abroad
Ever contracted 228  83.33 - 9063 8387  71.88 88.89
Never contracted 677  79.76 57.14 5128 8169 8033 91.30
Self-rated health S
V};xy good ! R 1ol s 8B T s
Good g 7619 000 87 TW 762 10000

Source: Field Survey, Adongo (2018)

RCSPOndents’ Perception of Infectious Diseases
On a rating scale of 0 (0 10, the respondents were asked to rate their
mlnerabilit_y to and perceived severity of Infectious Diseases (IFDs). The
results are presented in Table T, 12 and 13. On average, 1L 15 observed that the
- : den with international

respondents perceived less (mean = 4.40) IFDs burce
rceived severity of [FDs (mean = 5.00) was greater

travel, However, their pe _
g However, P Digitized by Sam Jonah Library
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their percei -
than perceived vulnerabnhty (mean

4.32) with :
across sex (Table 11), lotable differences

Table 11: Perceptions of Infectioyg Diseases |,
s

= Y Respond -
Statements Pondents (N = 9¢5)
Mean Standard
Perceived vulnerability to infectioys diseaseg deviation
432

International travel ca Ea 3.40
P n lead to spreaq of infectioys 2.00 3.96
;\4051 'zourisr.n destination are associated with 474 343
infectious diseases : ‘
Travelling to Africa wi :
measures:can easily m::: ‘;::gnlzzcauﬁlonary o R
; ¢ ct diseases

 perceive Ghana as being associated with infectious 5,65 3.73
diseases
[ consider myself not too careful to contract 5.04 4.03
diseases abroad
L :hink T am well not informed to protect myself 1.74 3.83
Tom any disease abroad

Pereeived severity of infectious diseases 5.00 3.42
Generally, infectious diseases are deadly 5.50 3.95
Generally, infectious diseases are very costly to 5.61 3.86
treat
People will stigmatize me if I return home with 2.59 3.80
disease(s)

Perceived infectious disease burden 440 3.83

The males had higher perceived vulnerability and severity than the

females. Those married (mean = 4.02) had higher apprehensions than those

who were not (mean = 3.76). As regards education and perception of IFDs, it

is observed that increasing educational attainment is associated with
deCl’easing perception of burden of I . The High School graduates perij'ived
themselves more vulnerable (mean = 3.22) 0 IFDs than the other educational
cohorts, especially for those respondents with post-graduate degrees (zean :
' p— ity of IFDs an
2.90). Matching trend is established for perceived severity 0 s a

educational status. :
Cational statt Digitized by Sam Jonah Library
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Y Res

905) pond
— enfe? i
Socxo—demographics ety €rception of IFDs (n =
characteristics Perceiveg Perce;
Vulnerabyj; ceived Disease

Female
45
Age 3.00 4 5?/ 325
<20 ' L
20-29 298 4.20
204 : 3.
30-39 3.09 4.65 3 -
it 327 87
b | 301 4.49 3.88
Marital status . 4.70 3.85
Single 30 '
Married 3'26 4.46 3.76
Fducation <l 4.83 4.02
High School
Bachelor ;?g 4.70 3.96
Postgraduate 2'90 piga 3.87
Religion - 4.49 3.69
Christianit
e ; ; : 4.67 3.89
% i 3.06 4.74 3.90
il 3.25 5.46 435
- ""‘:- > = 294 446
Region of origin 3.70
Sc'u::n-East Asia 2.15 7.08 4.62
African 2.77 3.86 3.31
Europfe 3.12 447 3.79
America 3.10 512 4,11
Western Pacific 3.86 .13 4.49
Overal] 3.11 457 3.84

Source: Field Survey, Adongo (2018)

Figure 6 shows that significant differences existed on perceived burden

of IFD across respondents’ region of origin, notably. for those from the South-

East Asia region. Although across the regions the perceived burden of IFDs
was small (mean = 3 84), a slightly higher rating was noted for those from the
South-East Asia region (mean = 4.02) [heir perceived severity of it is

Strikingly high (mean = 7,08); whercas, (he reverse is noted for their perceived

Vulnerability to IFDs (mean = 2.15).

Al Digitized by Sam Jonah Library
]
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6 -

'.' iunerability e '_‘-_,___—_——_—__—_-—__-
m'.:—.-‘—if-};-——____SMFDS BN Buden ofIFD#

-spondents” Perceptions of Infectious Diseases by Region of

-
-

ree: Field Survey, Adongo (2018)

20le 13 shows that those who visited friends and relatives considered
=21 of IFDs to be higher (mean = 4.19) than those who visited primarily

lzisure (mean = 3.85) or those who visited for business (mean = 3.42).

However, perceived severity (mean = 4.99) of IFDs among the VER visitors

was greater than their perceived risk of those diseases (mean
3.77). Strangely the respondents who described themseives as risk takers had

a relatively high rating for the burden of IFDs (mean = 4.09) than the risk

neutrals or risk-averse. The risk takers did not only regard themselves at a

greater risk of infections bul perceived the 1mMpact associated with those

diseases as severe (Table

142
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i i f Cape Coast
T( bléjriy-grﬁlé:g Y E] .
a Pondents Trlpugm

hi :
"s;(r)isp)ographics o Perception of Iy (n =
Perceiyeq
& Perceiveq Dis
£L VUl(nerabmty severity burfi?:
Visitation status to Ghang e (mean) Mmean
First-time visit

Repeat visit 3.12 4.60 3.86
ngth of stay 3.06 4.46 3:76
T."!.'rn 1() "[El}'."i

9 days 3.02 4,62 3.82

3.03 4.64 3 84

s 321 457 3.89

3.62 4.92 427

3.06 4.55 3.80

: 4.59 3.85

3.37 4,99 4.19

2.88 3.96 3.42

3.03 4.49 3.78

.zency/packaged 332 5.10 4.20
ng behaviour

AKer 3.33 486 4.09

sutral 2.99 4.40 3.70

1VETSE 3.00 446 3.73
Dlsease history abroad

Ever contracted 3.46 4.55 4.00

Never contracted 2199 438 3.79
Pre-travel consultation

Consulted 3.07 4.57 3.83

Not-consulted 531 o St

Source: Feld Survey, Adongo (2018)
Scale: 0-10

Vaccination Literacy
> vaccination literacy as an empowerment tool for
The importance of vaccination [iferacy as an cmp
informed g e decisions has been acknowledged in the literature
'mea vaccine uptage ACCISIans
< 4 - . . . c
(Fadda et af. 2015). The understanding of the extent of vaccination literacy
s ublic health and travel
and its distribution amount LOUMSES could help P
i ' Id help those
: : rventions that would h
medicine professionals reach (ounsts with inte |
ourists' vaccination literacy was measured

- Yok ilities. The .
With low liter i capﬂb Digitized by Sam Jonah Library
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eracy ltems ada
Pted from ¢, :
by the European Heaig, i € health literacy scale

Y scale ang adapteqd into the three broad

dimensions (functiona] .
' > communlcat'
Ve and

fitical) of helth lit
proposed by Nutbeam (2000), iteracy

Generally,

{mean 7 ]4} wi

6.32), communicative (mean =
| (mean

800} . -
3.00). In relative terms, it is further noted that they

HOTE Tunctional |

iteracy skills when compared to the other

1S, principally, critical literacy (Table 14).

_~able 14: Tourists Vaccination Literacy
e Mean Standard
cm o i deviation
literacy 6.32 3.54
=ading instructions regarding vaccines, I do not 6.22 3.45
‘he text difficult to understand

w where to find reliable information about 7.2 306
accines when travelling abroad
[ can tell which vaccines I need when travelling 532 412
abroad
Communicative/interactive 7.11 2:89
[ understand what my doctor tells me about 8.05 228
vaccines y : 1A 598 4.11
In understanding information regarding vaccines, I 5.23 '
usually do not require someone to help me read
them 3
: ) 8.05 2.28
[ can easily explain the meaning of travel 5
vaccination to friends and relatives 300 3.00
Critical sast | 24E Al3
I can easily tell if information alacwixi_':"a;;:el P
. v B anlis I8 Gl e
In the media (eg. Social mudlfl) h i'-el’t rainst 8.28 2.44
]. understand “,h‘; | “coﬂl '-"-:I-'L'(‘-lf'ld“()ﬂ .-li.,d s
diseases when travelling abroad avel vaccination 829 243
I know when and how to guestion t 7.14 314
Overall literacy R
_‘-_-_‘-——l—.__.______

AdOngo (20!55)-;-@-.-5119' 0-10 s
: respondents, such that
Vaceination literacy levels varied by Sex GRS ;
ACCHNL g

: or the fem
the average literacy score for t _
i : 4 Digitized by Sam Jonah Library

14

ales (mean = 6.71) was greater (mean =
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nterparts_ A simila

_ U distribution :
sex for the specific literacy dimenc: ution is established across
Sions,

F
urthermore, both the overall and

n —_—
5 g (mean= 6.93) relative those with
.71) and Senjor High certif

s (Imean
cates (mean=6,31),

Respondents? Soci
. 0~ A 1
demogmph]c Characteristics by their

itericy (n = 90s)

!.- I- I-.._'!-
Functional icati
ynal Commumcatlve Critical  Overall

(mean
4 (mean) (mean) literacy
B o S (mean)
6.90 6.42 645 658
3.36 6.64 6.46 6.71
. 00 6.56 6 '
al status i ol
chool 6.56 6.17 6.25
0.1 : 6.31
b =gree 7.01 6.64 6.48 6.71
-craduate 7.39 6.81 6.61 6.93
erall © 7.00 6.56 6.46 6.67
wegion of origin
bo‘u.f.h-East Asia 7.67 5.59 5.53 6.17
Africa 6.24 5.85 5.70 5.91
EUI’OpC Tld] 6.74 6.62 6.82
America 6.87 6.29 6.25 6.47
Western Pacific 6.89 6.00 6.13 6.29
region
Overall 7.00 6.56 6.45 6.66
Information search
in!en.s?r)s :
Inactive seeker 6.35 DRO e g;(l)
Active seeker 7.12 5 6J,J 6.65
Overall 6.99 o : '
Past international
lravel Lok g
First-timer 6.28 ' ;§2 ggg
Repeater 706 L 6-4§ 6.66
_..10_[{1 | 7 00 0.20 : b

: PRSP - TG <P Y V)
Source: Feld Survey. Adongo (2018) SgiE
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VRUEISHN GTRES roo:

regal'ds vaccul o o
o lation literacy are notaht,
_ : notable:
literacy is high among Tespondents With Eump )
€an origin (mean = 6.82) and
M Affica (mean =
from Asia (mean = 6.17). Uniquely

moderately low among thoge fro
5.91) followed by those

functiong] literacy is p; gh among those
from the South- E no

OEHer access vaccine information ang properly applied the

rormation for informed vaccination decision than those from the other

regions (Table 15),

-1 addition, the results suggest that vaccination literacy is stratified by
“ion seeking behaviour. Active seekers of vaccination information
“erored high literacy levels (mean = 6.70). especially, on functional literacy
nen inactive seekers (mean = 6.41). In the same way, those with past
international travel experience were more literate (mean = 633) thanthose
who were travelling for the first time (mean=5.90) Repeat trave’l"--%é?uldiméaq-

better exposure, familiarity and mastery of vaceination information over those

A o

travelling for the first time and thus more hkg@'w port qualitat 3

levels of literacy than ﬁrst-.@time‘-trav?ﬂef% o s




University of Cape Coast https://ir.ucc.edu.gh/xmlui

Introduction

This chapter prese
nts the regyjy and dj
S and discyggiq
no

vaccinalion concer s
i measure (which is the first objective of udy), herej
€ study), herein
referred to as the Tras : s
: ravac scale. A multi-stage recursive data analysis proced
 procedure

ing exploratory z
R Y and confirmatory factor analysis, discriminant va

lidity,

COTIMON math
commaoen meti

104 biasg and predictive Valldity '(B'lyne, 2012) was adopted' in

developing the measure

Exploration of the Travac Scale
Taracieristies of the Exploratory Sample

~n EFA precedes the analyses of the data in the cycle of the scale
-= = opment process (Churchill, 1979). The EFA was carried out using data
coliected from 250 international tourists, Table 16 presents the characteristics
of the exploratory sample. About 58 percent of the sample was f@ﬁales i
majority of the respondents werethase“&whadm mﬂd(ﬂ%r’%) The
average age of the respondents was 28 years. Overall, tha.respondemshad .
(3333%) and Post- ::‘L

some formal education [High Schﬂolm‘“ﬁ%

graduate (27.92%)]. The majority was €
(76'42%) and had ever travelled abwad(mm The average nui

trips was 12, Most of the respondents hid ¥

disease (98%).
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TablE BRIt gm.?,'fd Aracteris: 2
' 1CS of the Ty _ )
(n = 250) e Exploratory Sample a8
(_:haracteristic  :
Sex N % -

Male _

Female 106 4223
Mean age 144 5777
Marital status 250 27.87

Married _

Never married 70 29116
Fducation 170 70.83

High School

Bachelor g; gg;;

2 "‘cw :*ul uate 67 27 %
Fat Y (&7 4

\,‘“.. ! .‘.\..hllnﬂn} 149 65,35

e 26 11.40

.‘:C.-l‘." 6 263

Others 2 0.88
' el stalus

Emploved 175 76.42

Unemployed 50 21.83

“-;-;-::Teci 4 Fi7s

‘ernational travel experience i
‘_“"‘3" visit 187
h'S‘-tIme visit 34
Past number of international trips 205
Party size e
Alone 1%—
Gl‘OLlp __,M-_,:‘j-;—:“; ,—-—-——:—‘;‘ —
Source: Feld Survey, Adongo (2018) > T
- & ";*
¢ !

Oklin (KMO) value of 0.870 jus

adequate and suitable for the &

Sphericity of 3868 12 (p= 0.

items was possible Fs
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Anderson, 9

were subjected to Promay Totatiop
Consequently,

underlying

suggesting  satisfacto i
8§ g tory convergent validity (interpa consistency) of each

SIS

N (Hair, Black, Babip & Anderson, 2010). Given the exploratory
the first stage of the analysis, the factors were tentatively labelled
L. Dimension 2, through to Dimension 6. Details of the percentage
“ance explained by each dimension and corresponding eigen values are

resented in Table 17

“01e 17: Results of the Exploratory Factor Analysis (n=250)

Cbserved variables EFL EV %VE a

I Dimension [ 6.36 2803 0.87
I do not trust vaccines to effectively protec:  0.81
me from diseases while travelling abroad
I'am not confident in vaccines helping r
stay healthy while abroad
Multiple uptake of travel vaccines for 0.63
different diseases can prevent my body from
naturally fighting against diseases

0.73

I am worried about the long-term effects of 057 |

travel vaccines on my health o A
I Dimension 2 o il o 43 2040 0.79

I am not sure of the safety of vaceines for 0.7

travelers oot s

I worry about the side effects of travel @72

vaccines ai
Taking vaccines when |
makes me feel unco
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a .I

n
assistance if experie Side effe
vaceines while abrggqg sesiof

11 Dimension 3

Iravel vaccines are expensive 109 938 074
Taking vaccines during travel abroag S
increases the cost of trave] 0.82
Consultations with p

0.53

ealth professionals on

travel vaccinations cogt alot of mope 0oz
Travel vaccines are 4 Means through which 07
health care provider : <k

. 5 make money from

travelers

Travel vaceines are

pharmaceuticals
Iension +f

& means through which 0.73
make money from tourists

na L 1.06  7.75
ravel vaccination can be time 0.79
nconveniencing
Consultation with health care providers 0.83
-oncerning travel vaccination can be time
1 concerned that most travel vaccines 0.82
“7< 10 be taken at least 2 months (early
“7ough) prior to the actual travel,
- 2 number of doses required for some 0.79
iravel vaceines delay travel time y _ _—
Zimension 5 L03 575 072
Itis often difficult to find all vaccines inone  0.76
clinic

No reliable information on where to find all 0.74
needed travel vaccines - - s
Sometimes travel clinics ran out of some -
vaccines _

VI Dimension 6 o
Travel is a means _t_hrou_g‘h_ wh;ch certain iﬁs
vaccines are forced ontourists 0.85
Travellers are not given the right/freedom to 0.8:
refuse certain vaceines - 07
Making certain vaccines mandatory is
unfair to tourists e

Total Variance Expmgd e W

Note: EFL: Exploratory WW f

extracted; o; Crobach alpha

101 478 078
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Assessminarsisy ﬂfﬁpﬂavgggi:l » p

Validation of the Seqje- Di :
. . mensrom EX}'}‘
dcted from

] SIX dlmenSi()]I a
S ﬂd undef

the EFA analysis were conf :

well fitted, In addition th
wel » L€ scale’s cony
ergence and discrimi idi
Iminant vahdlty were
f,mwr;r;;cnt

validity - measures the extent to which the

| !‘;.'r,';lr'.’,.i"" r{,r'J

fa climension) relate to it (Hair er al, 2010). In this

S Jivergent validisg 1 v
| et validity was assesseg by using the Average Variance

e b i of) e
Call J]“ f_” -I(I’,‘.e!.

limit of 0.7 (Fornell and Larcker, 1981).

Aidity on the other hand measures how dimensions are truly

1 each other empirically (Hair ef al., 2010). This was assessed

> Fornell-Larcker criterion. For there to be discriminant validity in a
on matrix, the correlation within 2 construct should be higher than the
rrelation between that construct and another. Put differently, the square

the AVE of a construct should be higher than the intercorrelation

among other constructs (Reich, Beck. Price & Lamberton, 2018),
Lastly, a second-order model was estimated to determine the predictive
validity of the dimensions of the scale. These analyses formed the first-order
model structure assessment of the scale. These aforementioned assessments

‘onfir r Fagc is (CFA
were done usine a Covariance-based Confirmatory Factor Analysis (CFA)
. = ¢

sieness of responses, 905 observations
technique in Amos 22. Based on compieleness 0f feSpo

iles e in Table 18.
ined for the CFA wnalysis and the results are prc.sented
were retained for the CFA anaiys
v i - €s;
W - ol 25 observed variables to 20 cases;
ith six (6) latent dimensions and a catio of 25 ob
‘ . : | | . . i
£ 0.95 and a Hoelter’s statistic of 0.01
er ol Ve

f,

an estimated statistical pow

151 Digitized by Sam Jonah Library
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S1
Z€ and mode

| ot
and reliable for performing the CFA Vision was deemed adequate
analysig,

none of ff]r_; Qe

e Co-variance-haseqd CFA

natory data

vas subsequently randomised into two equal
1% 2 calibration and validation samples using STATA
"g technique. Similar sample splitting approaches have been

nrevious scale development studies (Kim ef al,, 2012; Chen, Bao &

)14),

0 initial attempt to fit the calibration model showed that the loadings
scores of an item each for the *“Dimension 2" and ‘Dimension 3’ was lesser
than 0.50 hence modifications were conducted based on the indices. The
modification involved covarying two error terms for the cost and side-effects
constructs. Subsequently, all measurement iems had significant regression

coefficients which loaded significantly (p < 0.001) between 0.50 and 0.85.

This is suggestive of the fact that the interrelationships between items and
~ o

associated dimensions were high hence unidimensionality was confirmed

among all dimensions (Table [8) The composite reliability scores of the
- alidati also ranged between

dimensions in both the calibration and validation models g

y for each dimension is

. lidit
0.70 to 0.85. This suggests that convergent va

attained (Hair et al., 2010).

152 pigitized by Sam Jonah Library g
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Table 18: Results of Confirmatory Factor Analysis (First-Oder mod

Overall sampli Calibration samp! Validation sample
(n- 905) ) = 452) (n=453)
lean ' CR AVE SDL CR AVE
1 Efficacy concern [.60 81 0.68 0.74 033

I do not trust vaccines to effectively protect me from diseases while travelling 8! 0.94 .73 0.74 g

abroad &

I am not confident in vaccines helping me stay healthy while abroad 1.95 ).72 0.71 S

Multiple uptake of travel vaccines for different diseases can prevent my body 2.28 : 0.65 0.67 2

from naturally Hghiing against diseases K

1 worry about the long-term effects of travel vaccines on my health 2.37 3.27 0.72 0.73 o

&

N Safety concern 270 2.8 078 0.52 078 050
o I am not sure of the safely of vaccines for tourists 2.04 1.02 0.72 0.77

g 1 worry about the side effects of travel vaccines 338 2.45 0.72 0.73 o

g' Taking vaccines when wavelling abroad makes me feel uncomfortable 1.71 3.04 0.79 0.76 _gt

g 1 fear the injection when taking travel vaccines because ol the pains 1.39 2.80 0.50 0.50 2

‘(<n I worry that the side effects of vaccines (if any) while abroad can decrease my 2.93 333 0.76 0.75 =

S enjoyment of the holiday experience 5

(3_' 1 fear that I may not readily get medical assistance when experiencing side effects 1.76 3.04 0.56 0.57 g

9 of vaccines while abroad g

L g

= 1l Cost concern 519 354 0.79 0.50 0.85 066 ¥

3 Travel vaccines are expensive 644 354 070 0.84 3

= Taking vaccines during travel abroad increases the cost of travel 643 356 070 0.83 ¥

Consultations with health professionals on travel vaccinations cost a lot of money ~ 4.94 3.78 0.85 0.85

153




Iravel vaccines are a means through which health care provi{icn.- make money 2.56 } 37 0.6%

Travel vaccines are a means through which pharmaceuticals make moncy from 50 }.47 0 68 c
international tourists =

®

:ll'- = E.
- Timeconcern 293 3.39 g
iy - Consultation with health care providers concerning travel vaccination can be time ~ 2.56 340  0.62 o
concermned that | have to take vaccines early enough before I can travel 4.27 3.70 0.50 g

ad e)

- e 5 i y oy

ol doses required for some travel vaccines delay travel time 2.49 3.13 0.60 4

10n can be time wasting as it is often difficult to find all vaccines 2.39 3.33 0.75
0.-49 3.7 0.5

find all vaccines in one clinic 581 | 3.420010.70 0

on where to find all needed (ravel vaccines 6.83 3.06 0.69 ;

§ ran out some vaccines 5.84 3.94 0.73 9

o)
434 335 oS
rough which vaccines are forced on us 4.67 3.52 0.79 %

en the right/freedom to refuse certain vaccines 367 3.02 069 :
air to international tourists 467 . 351 0.9 =
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€n of ' .
each dimenmon, th

€y were labelled efficacy,

vaceines and not bCin Conf 1
g Ident in the |, efu
§ llless Ofva i
ccines.

l'he second dimension includeq SIx

ltems connected to vaccination
saICly concerns, Here .
lere the respondents indicateq being doubtful about the

satety of vaccines and worriag about side effects of vaccines. The third
OStconcern, revolved around matters about travel vaccination
ing expensive; vaccine uptake increasing the cost of travel; and concern that
“ocination is a conduit for money making by health care professionals
irmaceuticals. This loaded in the third factor and labelled as cost
=715 The fourth dimension included statements that bordered on travel
“cination being time wasting and inconveniencing. The fourth dimension
had to do with travel vaccination being time wasting and inconveniencing.
Vaceine access concerns (which principally related to difficulty in finding
needed travel vaccines) and ethical concerns towards mandatory vaccinations
constituted the fifth and sixth factors respectively.
However, per the average ratings provided (Table 18), the most rated

= 6.49) fol v cost concern (mean =
concern was access concern (mean = 6.49) foliowed by co (

1) with the ing safety concern
5.19) and ethical concern (mean = 4:67) with the least being safety co

(mean =2, 19). SN ]

Fitness of the Travac Seale Foon e S ’:?-"',.—_[r";
The fitness of the measurement il el e HML@%@%
e ftness ot e & ! L

4

ed using the most recomme
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Oodness-ofify : o

: . 800dness. of. ;¢ index  [GFY] @ 090),
comparative fit index [CFI) ©0.90) = ,
@ex [TLI] (> 0.95), and
(RMSEA] (< 0.08) (ru & Bentler,

the overa]| model fit indjces (CFI=0.96, , :

rool mean square error of approximatjop
1999, Hair et al., 2010), Acr.:ordingly,
IF1=0.96, TLI =
optimally fi

CFA

Table 19: Post-estimation Fit Indices of CFA Models ;
T'vpe of madel GFI CFI TLI

I TFI NFI RMSEA
First order calibration mode] 094 096 096 0.95 0;3?_93 0.05
st order validation mode] 093 096 09 095 096 0.03

Sccond order validation model 0,92 096 094 096 094 002

Source: Feld Survey, Adonga(zgl_-_s) St

Cscriminant validity

Adequate discriminant validity is also attained me each‘;i‘;“aﬁgglanon
By £

concern dimension shared more vananee its observe
did with items of other factors as shown by
Square root of the Average Variances Extracte;
Larcker,1981).




snstruct Correlation by Square Root of Average Vaviance Kstracted (AVE)

VS CS A CS A 68
0.79 Py

Dsosr Bo> Y70
0.30%* ' 0.70 0.81
0.31* 0.30** 0.7/

0.07 0.10%
12% 0.04

'Eﬁ@aﬁy concern Safety concerns Cost concern Time concern Access

Ethical
(-
concemn concerns g
D
% £ NS @5 .ausd
Ll (Se
o
O
Q
)
(0]
©
)]
H
0.20** 0.74 0.72
0.06 006 005 070 0.70

in italicises) represent the square root of the AVEs

i
e v =

o
hl
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em social desirs ) —— -
It L Cesn I|‘)li1l§/ Se{:ond, measurement ltems were intermlxed o

imise consistency motif

(Adongo ef g, 2018). Third, a Harman’s single-

where all items were constrained to load on one factor was
"Zucied during the EFA and CEA stages. In the EFA, an unrotated factor

' was employed while in the CFA. a marker factor approach was used

s2x0fT et al., 2003). Both estimations justified that a single factor did not
suticiently capture the covariance of the items. With the measures adopted, it
s trusted that method bias was minimized and would not risk the conclusions
drawn from the study. This implies that each coneern dimension is distinct

from other dimensions in the measurement model.

Second-order Calibration Model 27 3
Further a second-order hierarchical CFA model. where all the six-

jer travel vaccination

factor structure formatively predicts the higher

concerns, is estimated to wnﬁrmmﬂm T L e
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Figure 7: Second-order CFA Model of Travel Vaccination Concerns (n = 905) :
Source: Feld Survey, Adongo (2018) o :
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Discussion

Vaccination against infectious diseases is one @kww&ys by which
i NS

N

tourists can safeguard themselves ag

e

people remain concerned about various aspects
CFAs conducted converged to provide

explained the Travac scale ¢




old British tourist noted that:
! don’'t think vaccines muysy be taken all the fime especially when
ravelling, | seriously doubt tha laking travel vaccine is the best
10 stay healthy when holiday basic sanitation should be
enough.
Jwestioning the efficacy and safety vaccines is an indication of uncertainty
o7 the benefit of vaccines. Uncertainty in health care is a continuous problem
because development of new medical technologies tﬂcludmg Eyggcines.-

ing their benefits, harr

outpaces the development of proofs re

implications; increasing knowleﬂgﬁof'ﬁ'ﬂ' ria

coupled with medical controversies about vaccines in-

- 4

emphasis on evidence-based and patient-CEnteresd H

2017). This is what a 26-year-old Australian
I trust science, bul [ don't think 8 :

15, and
Is i medical developments
ﬂ:&}ﬂ;dna and the




to afford vaccination, both in terms of f
oI fj

(Thompson ef al. 2016) Cost
: : SOULCes of travelivagsrrs ot
accination include transport

nancial ang non-financial costs

fares to travel clinjcs, fees paid for acqui

fNg vaccines and administrative

services. In the words of 4 36-year-old German tourist:

wverything about trayer Yaccination is costly, Jy i especially

VOrEviie. i 2y S
finng that they charge for every consultation you make on

10se vaceines, Lven when You repeat your visit Jor vaccines
ieh have to be taken in series you are billed. This is
~iculous and cheating,
-hough financial cost was a major affordability concern for the
““iooncents, their rating on the non-financial (time concern) aspect was lesser.

‘e concern — which denotes the time inconvenience of travel vaccination

may equally depend on a multiplicity of factors such as distance to clinic,

waiting time in consultation and type of vaceine invelved. For instance, it may
sometimes require extra time for travel heaith practitioners to educate patients

about the safety, efficacy and usefulness of vaccines prior @;aﬂmlmstratl@ﬂ;:

which has implications on time convenience: _ A
In a relevant context, mﬁﬂgﬁ"mls a discretionary time and il ¥
income activity, but time and cost cons |
important factors to tourist af e “ﬁf’ | ..
varied and complex things (Wang ¢/

S

time and income resoOUICEs W




find all vaccines in one clinic. M

remains a major Coi
observation supported by previ

2017), Lydon et al. (ibid) for exam L

otentiahitedsiyt dhgaps: Coast https://ir.ucc.edu.gh/xmlui
p R Of these reg

ncluding Dolinicar ef i
: el al, 2008) in other travel settings haye noted competing

Ips among discreti i .
! 1S fIscretionary income ang time expenditure components

rage, the tourists
26, the tourists were more concerned about the inability to access

\. “. n.lj it 'I i 1
a 1ts related information. Access concern denotes the
‘ndividuals to reach/find needed vaccines, and or information

vacein

= - vaccination. A male American travel blogger, for instance, noted

nien I took off to ravel full-time, I didn't know all the places
s d visit (1 still don’t) where io get all vaceines. In such case, it
becomes frustrating and time westing moving from one clinic to
another to look for travel vaccines.

In the context of travel vaccination. this finding provides an answer to

Lydon et al. 's (2017) questioning that “are essential vaccines always available

when needed? Particularly, the tourists lamented that it is often difficult to

canwhile, no reliable information existed on

: " sines
alternative places to find the needed vacine

. p hat access to vaccines
The observation of #coess GOiigars TRIARIES that :access. to vaceirl
sstrain to vaceination among international tourists, an
5 ‘ J
us qudies (Lammert ef al. 2016; Lydon et al.,

ple, note that vaccine stock out remains a

162
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: e Subnatj | g
concern in the present study onal leyels, The tourists’

Ihaccessibylj :
services signals thejr admittay ¥ of travel vaccination

Ce of th :
€ neeqd for vaceination, It could also pe

cost and time concerng risking under-vaccinati
ions,

he last vaccinati g y
Ination congern dlme_nsmn, ethics, is a long—standing issue

12aitheoara
acatuncarg,

Ul more palpabie today, maybe, because of the tevolution of

anent-centered medicine which calls for Provider-patient active co-creation

aith and freedom of choice for the patient (Elg et al, 2012). This freedom
s ceeome a central part of individual’s health decisions with any potential

-1 10 this freedom likely to face resistance. Vaccine mandates have

=< contestations principally as a bridge of human rights in settings such
* s2hcols and workplaces where they have been employed, as is the case in
tis study (Dubov & Phung, 2015). Respondents, for instance, described
mandatory travel vaccines (e.g Yellow fever) as coercive, unethical and
unfair. A 34-year-old female tourist from the Umtgdl(mgdom»remarked that:
Nono!, sorry I did vacecinate Jor yellow fever, asﬁ is an
obligation. But this is not fair as I just did not want to put any
substance into my body while travelling Egl‘:ﬂflf You cannot 't_'eﬁ
what may happen wlnleyaﬂmmm“ perents ,
The respondents claimed that international {r

“immunization  social order”

¥ |:;l
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social activism and erig; :
itical move
ements

“ounded bias and cognitive errors resulting in collective effects
“wroaue, 2017). From a human right standpoint, the choice to accept a

“cular vaccine or not is an individual decision, but the underlying of

scuences linked to the decision is 2 collective issue.

Summary

This chapter dealt with the analysis and discussion

of the results aimed

at proposing the Zravac scale. The resuits suggested d that internationa
_ - L # 4 Fy : r“

oy o, Bt 1L, L) s s S afFi A

travel vaccination concerns are stratified into six-dimensions namely efficacy,

, nomologiocal

safety, cost, time, access and ethical cenefugv r minan
and predictive validities Qfﬁle Th%ﬁndings.onnﬁe BT
overall, confirmed the pf@pﬂstﬂ@ﬁﬂfmmm W%@j
concerns are multi-dimensional in- | . i

The next chapter explores the
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R-SEVEN 4
RISTS: o 5
S’ TRAVEL VACCINATION :
CONCERyg %
Introduction
I'his chapte
Pter presents the results ang discussion on the factors
- ¥
issociated with International tq 2
Urists’ traye| vaccination ( |
concerns. The results
w1 the |

INALION COREBIme = '
C aton concerns )/thh lﬂCIUdﬁ efficacy, safety, cost, time_’ access and

-oncerns. The potentia explanatory variables considered included
~oemographic characteristics, tripographics and perceived benefits of
‘conation. Selection of the variables for each dependent variable was based
*= empirical and theoretical reviews as well as “common sense’. Sound
sconometrics must not only be preceded by theory but ‘common sense’
(Kennedy, 2002). To facilitate understanding of the results, both OLS

regression coefficients and MANOVA mean values on the explanatory

variables are presented. After the results section is a section on the discussion

of the ensued findings and a summary of the chapter.

—— \.-*’J‘
R W Tourists’ Vaccination
Regression Results on Facfors-l{!ﬂli@f’?{”g b e ' " WS

Concerns

In all, seven (7) separale unique regression Moce:
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€ explored yar:
. ' Variables conetes.
the travel vaccination Concerpg o 7 T

xpl'essed by the
b Tes T
relationship was observed Betw pondents. No significant

the females (mean = 2.29)

lower than that -
¢ of their male counterparts (mean = 2.54). On the average

this 1s su

128ESLIVE, Of. Hltewasimar i r———
: Hore vaceine safety consciousness among males relative

v Farsala
P AGLIIRLITY,

i inverse relationship is obseryved between respondents’ educational

‘ment and their vaccination concerns (f=-0.12; p > 0.05) implying that
Nz educational attainment is likely to elevate tourists’ positive

“-ents towards immunisation (Table 21). However, few notable variations

=isied in the relationship when the analysis is disaggregated by the specific
concerns, While the inverse relationship is maintained for education and
vaccine efficacy, significant difference is noted across the different levels of
education such that those with bachelb}‘(i#=~ 88,0 < 0.00, g 51.57) and
post-graduate degrees (f = -0.57; mean =1.97. p < 0.05) m!es"s sentimental

about the efficacy of vaccines re,latm&towww school education

=
e
i

(mean =2.59).




‘able 21: Factors Underlying Respondents’ Travel Vaccination ( oeeris

Overall concern

-0.11(0.12)
-0.01(0.01)

0.22(0.21)
0.33(0.28)
0.41(0.48)

10.07(0.12)

0.12(0 18)
0.65(0.37)
-0.08(0.20)
0.28(0.23)

0.05(0.38)
0.33(0.41)

-1.73(0.63) **
-1.37(0.62) *
-1.53(0.62)*

(n

I'..”Ilt'.'tl VoGO

0.14(0.17)
0.00(0.02)

0.24(0.31)
0.34(0.43)
0.32(0.73)

0.00(0.19)

-0.50(0.22) *
-0.57(0.24) *

0.23(0.26)

1.14(0.56)*
-0.13(0.30)
0.17(0.33)

0.02(0.50)
0.37(0.55)

2.44(0.70) **
-2.68(0.66) **
-3.43(0.66)**
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908)

cri

I"-:.']"".} .‘. CONCern

0:32(0.13) *

-0.02(0.01)

0.31(0.24)
0.28(0.33)
0. 534(0.53)

0.03(0. 14)

-0.31(0.17)
-0.28(0.18)

0.08(0.19)
-0.32(0.42)
-0.12(0.23).
0.12(0.25)

-0.42(0.46)
-0.35(0.49)

0.05(1.03)
0.23(1.01)
0.38(1.02)

Cost concern

0.33(0.19)
-0.03(0.02)

0.25(0.35)
0.70(0.47)
0.88(0.76)

0.12(0.19)

0.18(0.23)
0.18(0.25)

-0.27(0.32)
-0.28(0.57)
-0.01(0.35)
0.64(0.39)

0.12(0.56)
0.57(0.60)

-2.22(0.96) *
-1.45(0.92)
-1.26(0.94)
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-0.94(0.68)

-0.39(0.20)*
-0.51(0.25)*

-0.10(0.15)

-0.11(0.26)
-0. ao(o 00)

-0.19(0.15)

oé?(ol e

0.02 (0.06)

0.01(0.12)
-0.33(0.16)*

0.04(0.16)

0. 2@(0. 1:2)

-0.14(0.13)

} .‘{.'{f} :'l'“j: i

-0.45(0.32)
-0.62(0.40)

-0.14(0.23)

0.05(0.37)
-0.00(0.00)

-0.35(0.26)

0.75(0.20)**

-0.03(0.09)

-0.13(0.17)

-0.08(0.24)

04(0.26)
0.11(0.18)

0.31(0.19)
0.05(0.20)
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(0.38(1.06)

-0.22(0.20)
0.18(0.27)

0.01(0.16)

-0.01(0.29)
-0.00(0.00)

0.14(0.19)

0.35(0.15)*
0.04(0.07)

-0.01(0.13)
-0.24(0.17)
0.21(0.17)
0.17(0.14)

-0.04(0.13)

0.06(0.15)

= L\.’h\(l 02)

0.09(0.35)
-0.40(0.43)

-0.05(0.24)

0.95(0.37)*
-0.00(0.00)

-0.13(0.25)

0.84(0.23)**
0.05(0.08)

0.28(0.19)
-0.33(0.23)
-0.23(0.24)
0.18(0.19)

-0.23(0.20)
-0.52(0.21)*
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0.02(0.12) -0.04(0.20) 0.10(0.14) 0.16(0.19) S
_ 3
()
-0.38(0.27) -0.33(0.46) 0.29(0.37) -0.62(0.46) @&
-0.38(0.26) -0.26(0.45) -0.50(0.37) -0.42(045) <
o
5 A 3
-0.60(0.30)* 0.01(0.19) 0.50(0.29) %
:
-0.09(0.13) -0.41(0.18)* ¢
-0.10(0.03)** -021(0. os)**
-0.14(0.05)** .
423(1; 39)%* )
3 0.38 _ 0.14 e
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CUect of rofr.:
; : ehgl.orl' on tfaVe] Voo .
signal an inverse relationship b \ Cination, generally,

Ut with ¢ .
; " S0me inconsistent = L8
the specific religioys afflag Stent observations within b

significantly express efficac
1 ' ; Y(B=1.14;p<0p ,
T ‘S)andtlme_(ﬂ=133, ey
LA, :P<0.05)

WAMICCT TS

toward vaccinati i
dccination. Thejp average time concerp rating was 4.59
vhile that for the overall 5ample by religion wag 2.63

Similarly. the Ml
Y, the Muslim "espondents recorded the maximum average
"alng tor vaceine efficacy sentiments (Mean = 3.89) whereas Atheist had the

minimum mean rating (Mean = 1.68). The Agnostics (§ = 1.08; Mean =
= 5.0 = 0.05) and the Christians alike compared to the other forms of religion
= - 500 Mean = 4.385; p < 0.05) had significant ethical concerns towards

Tancatory travel vaccination (Appendix D).
Travel vaccination insurance status affected the nature of efficacy and

cost concerns that the respondents had about travel vacei

had their travel vaccines covered by health insurance were-_;ig}ﬁﬁﬁgﬁﬂy less

concerned about the cost of vaccination than those m@ﬁnetbﬁ've insurance

difference results in Appe“dix.ﬁii#' 1ot both
the mean rating for those who did not have their ccinat

concerns

y

by health insurance (mean = 4.79) Was




Time concein

-0.26(0.17)
-0.00(0.02)

0.09(0.30)
-0.03(0.43)
-0.40(0.66)

0.15(0.18)

0.18(0.20)
-0.12(0.21)

0.02(0.26)
1.43(0.52)%*
q"ﬁ! 27(0 °9) :
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4 concern

0.03(0.04)

-0.00(0.00)

0.10(0.08)
0.18(0.11)
0.11(0.17)

-0.02(0.05)

-0.07(0.06)

-0.06(0.00)

-0.06(0.07)
-0.21(0.18)
-0.11(0.07)
-0.07(0.08)

0.10(0.13)
0.07(0.14)

-0.18(0.20)
-0.17(0.19)
-0.13(0.19)
-0.16(0.24)

Ethical mnu.m

-0.09(0.27)
-0.02(0.03)

-0.38(0.46)
-0.57(0.65)
0.08(1.08)

-0.11(0.29)

-0.15(0.32)
-0.25(0.35)
0.86(0.43) *
0.80(0.82)
0.54(0.49)
1.08(0.55) *

0.10(0.78)

0.14(0.83)

0.18(1.15)
1.22(1.07)
0.03(1.10)
2.22(1.20)
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-0.75(0.31)"
-0.42(0.39)

-0.56(0.33)
-0.00(0.00)
0.00(0.00)

-0.45(0.22)*

0.16(0.23)
0.05(0.09)

~0.04(0.16
022
© 0.08(0.24)

‘ﬂ@@;@. 17)

- 0210.18)

b :02@@1.1 7)
Y N -4

10.08(0.18)

(.05(0,09)
01O 11)

-0.13(0.09)
-0.00(0.00)
0.00¢0.00)

-0.02(0.06)
-0.04(0.06)

-0.01(0.02)

0.02(0.04)

-0.11(0.06)*

0.07(0.07)
0.01(0.05)

0.51(0.49)
0.52(0.59)

1.34(0.48)**
0.000.01)
0.01(0.00)

0.05(0.37)
-0.25(0.37)
0.05(0.13)
0.33(0.26)
-0.69(0.34)*
-0.33(0.41)
0.39(0.27)
0.04(0.28)
-0.26(0.30)

-0.46(0.27)
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-0.37(0.35) 32(0.5
-0.32(0.59)
-0.43(0.35) -0.31(0.59)
-0.11(0.24) 0.00(0.06) 0.40(0.39)
0.06(0.0:4) 0.11(0.26)
-0.14(0.01) ** 0.04(0.07)
| _ 0.37(0.10) **
3.10(0.32) ** -2.09(2.59)
0,22 " 0.14
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0.01), predominantly for availability and ethical
CONCETNS, comparative to those who did not rely on them For example, those

-1ie¢ on health professionals had an overal] average concern rating score
-~ =7 whtle those who did not scored 3.31 (Appendix E).
"5 regards intensity of information seeking, those who described
“se.ves as active seekers had more concerns than those who considered
“iemselves passive seekers (8 =0.67; p < 0.01) Similar observation is made
{07 tourists” concerns on vaccine efficacy (£ =075 p < 0.01) and safety (8
=0.35; p < 0.05), cost of vaccination (4 = 0.84; p < 0.01) and fime-albe‘it the

latter is not significant. While the results on the effect of the number of

sources used on concerns expressed are erratic, it appeared not to be a

e ensions of vaccination
significant predictor for overall and specific dimensions of vaccina

concern.
Any level of perceived benefit of

tourists’ negative sentiments (owards travel ¥




ffi =
1Cacy (ﬂ = ‘0-19; < 0.01)’ cost (ﬂ = _0.10; <
0.01) and availability (f =

0.14; <

» <0.01), However, Table 2 indicates that its
on ethical concerps is positive but not considerable (8 = 0.04: > ¢ o 5)
Discussion

Religious

related concerns and contestations of vaccination are
i the literature with varying degrees, These contentions often
.t rom the perceived incompatibility of vaccination with doctrinal beliefs
“i0s that individuals profess. A section of Christians (e.g Church of

~ o= consider spiritual or faith healing of disease is an important aspect of

their belief (Grabenstein, 2013). Except for time and ethical concerns, which .8

evidence in this study suggests, are typical of the 1 sspondents who profess

sy A ':;_.____.

Islam and Christianity respectively, the remaining findings are diverse and

inconsistent across religious affiliation. TSWW“S smipturew"hlglﬂlght

| Ll e

the importance of time recommending its effectt ,;‘*9-_‘ @:V he Christians also
——pEENY W
expressed marked concerns about ﬂ’l& eﬁﬁﬁ of waccine

" y t‘_,__.._ - .;I-,.. Lo .__1 L s “mh
faiths. These varied and inconsistent QUICOmES PE mﬁ—. e

T - )
vaccination concerns are not -»ﬁmf"muif’@‘ o Y

Rl oA
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18 4 Mark Ofkno_wled' e and familiar:ss

1556 ~C8e and familiarity
) Repeat-visitors

associated with traye] vaccinat
' € explal

with events (Zalatan,

lamentations of the cost

ned by their history of trav,
B tory of travel
vaGcinaton. Chatcestyed that sych individyals ld ha

| oy ve historical

knowledge on trayel vaceinati
Nation apqg
are m

| Ore able to appreciate the
assoct

ated costs involved ip trave] Vaccination
ild mean their ¢ inatj
an their cost of vaceination would seem high accompanied by a

ugher likelil

i0od of being cogt concermed compared to thoge without previous

mternational tra

AN 3, P - A
el experience. The Aaumber of vaceines recommended to first-

(4!

ers could induce probability of being concerned with accounting

- significant ethical concerns reported by first-timers toward travel

o= |

‘nformation seeking is a ‘double edge sword” with positive and
fezaiive impacts (Price & Peterson, 2016), and this has been confirmed in the
current study. Whereas some seeking behaviours correlated with positive
sentiments about vaccination others lead to negative sentiments. @Q&Dﬁndeﬁts;
who indicated relying on health professionals for travel vaccination

r - vaccination concerns. This underscores the
information largely reported fewer vaccination concerns. This underscore

vaccination concerns among travellers. !

to handle individual special needs and qu
and attention (Johnson & Meischke, 1995




, 2004). The

downside of social network £
dc sasasourceo ine in:
VaCClIlB mfbrmati i
on 1s

: that they are
mostly non-medical experts and likely to offer incorrect and or unbal d

nbalance
information about

vacci s s
ACCINEs resulting misinformation ang heightening

Yaqub et af, 2014). The relatiVely high vac Sihatan concens

l.-
I

tive seekers of information compared to the passive seekers could be
their likelihood of being exposed to diverse discourse on vaccines
masing them liable of being critical or questioning certain aspects of
secination (Kata, 2010). Intense seekers of information are also prone to

‘tive dissonance and selective exposure: these are conflicting thoughts

|

.

's about events which subsequently motivate one to search for more

= UCIIC

information that reinforces existing mindset (Rogers, 1983; Wilson, 1997).

ctation that those who

Contrary evidence is found to the apriori expe

rely on the internet for vaccination information would significantly express

more concerns toward travel vaccination than those who did not. Additional

e majority of those who searched for vaccine
analysis showed that the majority of those who  search
ccination institutional-based websites such
information online consulted prwvacﬁﬁﬁwmm
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C Internet could 1
3 y uld 1 " o .
heightening of negative Vaccine gy R ‘Murturing or -

imentg among p,
~S People, the type of website
(s) consulted and Perhaps the i“tensity OFinformg . : .
10n search matters

searched. Informatio i
atlon retrieva] on all aspects of traye| vaccination involves

Hme exp ndity e ; 80.i s
L pe ire and go.it was not O.Ijt-ofp]a_ce to have those who reported that

b B =aral - fi -1 | ¥ . B .
ed for ufnrmat!()n havmg fime concerns. This prec';eding assertion
‘niorced as the findings indicate that availability concern, in turn, also

neightensd concerns about time committed to travel vaccination, Constrained
“7 ‘niormation as to the place to 40 and acquire eligible vaccines would
‘227 that one has to do an intense search. which is mirrored in the amount of

‘e committed for the search.
The emergence of perceived vaccine benefits eliciting fewer concerns

towards vaccination among the respondents seems intuitive. This is because,

from a utility frame of reference, the more individuals are inclined to think

fewer their negative sentiments (Larson ef al.,
it vaccines B8 important the fewer their negative sentimen ‘5 son

o i striking that perceived vaccine benefits
2016; Yaqub et al,, 2014). But it is striking that s ency

surged ethical concerns. This outcome i

ondition to reduce or stop the ethical concerns-
sufficient, but not a necessary. condition (0 FEEUEE € { ]

A 0o |
4 -
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r Suggest that :
| that 5 multlplicity of factors accounted for

individual had

associated with vacei

3 . ey
Jong

the tenets of the reflexive modernisation theory, it was
=siseC In the current study that: there is significant direct relationship
- wiernational lourists' vaceination literacy level and their concerns

wccination. Contrary to this hypothesis. vaccine literacy led to fewer

e to the fact that

“72vel vaccination concerns. This outcome gives credenc

among travellers the more literate one becomes the lesser the chance of having

concerns with travel vaccination. The observed significant dir ect influence of 3
vaccine literacy on concerns towards vaceination is further supported in its

disaggregated analysis. | ' 4
Summary —

The analysis in this chapter explored the dete

concerns are significantly

individual's vaccination |




the impact of these factors ig 0t cong;.

highly differentiated.
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INFLUENCE HAPIER EIGHT
OF TOURIST - CONCERNS
ON THEIR v C
= CINE
UPTAKE
Introduction
IhlS Ch(

AP T
e T é 3
perceplons, ]h"’: .'i

ependent variable vageine uptake is analysed, both as the
mber o7 vaccines (rate) and specific vaccines taken, using beta fractional
-7 for the former and multivariate logistic and probit regressions for

“ier. The chapter ends with a discussion of the ensued results and

wmary of the key findings.

Results
Descriptive Statistics of the Dependent Variable _ ‘
Table 22 and 23 present the descriptive statistics results on uptake rate

of the various vaccines recommended for @mﬂ “Smf-s*hﬁﬁ“ Only

respondents eligible for at least a V&ﬁiﬂ%ﬁhﬁ{% .

visitors to Ghana were included in the analysis.

-, =

for the analysis were (1) those th had pre-exis
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0 (7) vacgine
vaccines while thoge not eligip i &

le for anv o
(Table 22). vaccines being 3,76 percent

Table 22: Descriptive Statistics fo,.

“Number '
s Perce_:_ntage_- %)
Mm
: 20 221
: 3 5.64
62 6.85
T 108 11.93
3 129 14.25
170 18.78
] 158 17.46
115 12.71
58 6.41

source: Feld Survey, Adongo (2018)

In relative terms, Table 24 indicates that the vaccine that most of the

ine (14.79%) followed

respondents were eligible for was the Yellow fever vace

by Hepatitis B (13.40%), Hepatitis A (13.13%) and the least being Seasonal

influenza vaccine (4.25%). As regards uptake, the majority (95.03%) of those
eligible for the Yellow Fever vaccine had Y@W’,ﬂgﬁ?ﬁﬁe SUCRHIMEHO

A (84.31%) and the DTP vaceine (15 815
However, with w |

vaccinated was the sed

without taking the yellow fever




. s i
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Slmllar Stl.ld

pe of vaccine REII?II.ET cligibilit Absolute y t;ke
121 0
reSpogndet:lts . Ur_1der o
o) vac?:;;ted Vacciinated
0
860 1479 497 9(5/?))3
165 Ulaa St 84.31
77? 13.40 13.92 86.08
: 303 5.21 66.52 33.48
Lo = f67 8.03 48.40 51.60
Qe L influe r.u ‘f? 425 72.71 27.29
S f E:? 9.58 3845 61.55
xicoceal /aceine 566 9.74 37.46 62.54
~ide 668 1149 2619 73.81
] 603 1037 3337 66.63

~eld Survey, Adongo (2018)

'ns and Vaccine Uptake Rate

~able 24 presents the fractional beta regression results on the effects of
iniernational tourists’ travel vaccination concerns on their vaccine uptake rate,
As indicated earlier, tourists to Ghana are recommended to be up-to-date on 9
vaccines aside from Yellow fever vaceines. Meanwhile, the respondents had
varied vaccine uptake eligibility rates based on their past immunity and or

medical exemption. This suggests differentiation in the vaccination eligibility

on denomi . In such an
thresholds for the respondents and thus 1o CORISA denominator
ponses and use of fractional regression
instance computation of fractional responses and use
and tracti regression) are
dels (including fractional logi and probit and fractional beta regr )
models (including fractionas 108

- - n l
. ke ahsence of & common denominator. Fractiona
Suggested because Of e HUSE |
s on continuous response outcomes between
s on ¢

response regressions fit mode

Zero and one [0, 1].
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the trip (denoted as X), The fractiong]
reg

tability and robustnesg
';:-!Sff.if;fl"lilii1. i

CE hierarchnie

al :
t models were estimateq. Model 1 focused on the

Aanee ok
i i L)

/accinati
ation concern on uptake rate, Model 2 isolated

contoundine fae

“tors considered, and Model 3 looked at the

effects of b the mai
' both the main and controlled factors. Broadly, socio-

- Characteristics, tripographics, infectious disease perceptions,

vaccine importance, and vaccination literacy were adjusted for as
ariables. Instead of the conventional coefficients, margins predictions

~mputed to facilitate easy interpretation and understanding of the results

Long, Long & Fresse, 2006).

Model 1 indicates that the vaccine concerns expressed by the
respondents altogether explained their vaceinie uptake rate by 12 percent. The
controlled for factors, on another hand, altogether explained 23 percent of the

- : A 3 ioint effect of the control factors
variance in uptake (Table 24). In model 3, the joint etiee

I 0 noe 'S at the mOdel, as
and the concern factors is analysed: The first thing to note is th

san made 2 as indicated b
envisaged, provides a better fit (o thie datd than model 1 and Y

2 Y i only that the inereased variance explained over
the R*, which is 25 percent, of

: : ange in th
1 The second thing 10 nors: 5, the aligoac; dithe
Model 2 is very marginal 1H€ :

i| the vaceination concern factors, particularly

magnitude of coefficients of a | s
hen compared to Model 1. The coefficient
“l “

for time concerns in Model 3
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though
€ latter T
(50.05). The change i Coefficient 5 pot significant

the Maon:
agnitude
of the effects of the inati
concern factors whep ¢ vaccination

€ Other fa

ctors are g4;
_ adjuste impli
nteractional effects by the e A implies some

Viore i_ar'r_}?_lf“y, this is 1
! Suggestive that the control variah| d th
€s and the concern

€ complementary idi
Y I providing 5 better statistical explanation for the

rato Are 1
alc 4imong the

study sample,

accine litera
- ierature has hardly modelled vaccine uptake rate,

shed criterion

[ '
for what model may pass as an acceptable

~t» TECourse 1s made to the general cconometric rule of using R-

e basis for differentiating performance of models (Thrane, 2016).

:2 on this rule and for statistical and theoretical significance, the

is considered the most fitted and acceptable model for the
“ierpretation and discussion of the results (Table 24).

Table 24: Influence of Vaccination Concern on Uptake Rate (n = 905)

g Model | Model 2 Model 3
Efficacy concern -0.13(0.04) ** -0.09(0.04):
Safety concern -0.11(0.04)** -00?(0_04)*
Cost concerns 0.12(0.03) ** ggz(ggi)
Time concern -0.10(0.04) ** 0-2_(0-13)*
Access concern -0.48(0.12)* “0'03(0'02)
Ethical 0.03(0.02) -0.02(0.02)
Sex (ref. male) 03000 16) 0.20(0.15)
jf S 0,02¢0.02) 0.01(0.02)

ge
Marital status (ref. single) 0.1600.17) 0.07(0.17)
Married
Education (ref, High
School) 4.06(0.19) -0.17(0.19)
Bachelor's degree 0.19(0.21) 0.08(0.21)
Post-graduate degres
Religion (ref. others) 0.13(0.24) 0.15(0.24)
Christian -0.16(0.50) -0.09(0.50)
4 0.11(0.26)
Musliy -0,05(0.27) -0.11(0.26
! 0.13(0.29)
Atheist 0.52(0.30) e
Agnostic )
Employment status (ref.
retired)
185
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Table 24 continued
Unemployed 03 | a
Region (ref. Asia) 32%3 2‘3 0 50(0 S1). : Ii
o -0.52(0. 54) i
l-,'urt;;]_').L': 1.21(0.93) 1.72(0.66) **
America 1.22(0.94) 1.97(0.59) **
Western pacific 1 76(0. 95) 2.25(0.61) **
Past travel to Ghana (ref) 1.44(0.98) 2.12(0.66) **
First-timer | s
Past international travel 0.11(0.21) -0.17(0.20)
First-timer (ref) _ '
5\\.._-':‘\~ v :
Number of past Lripg 045(0 32) '.0'19(-0‘31)
ﬂ::_'_f".f_‘- . "l ‘.‘j}i” 0 01(0 00) 0‘01(0.01)
Business (ref)
~~ﬁ : K -0-.26(0.28'_)‘ -0.54(0.28) * .
B Loir -0.73(0.35) * -0.82(0.35) **

0.45(0.22) * 0.42(0.21) * thal
*stay 0.01(0.01)  0.01(0.01)

re-travel advice (ref, Yes) -0.21(0.24) -0.23(0.24)

o ooonzuon information

ve seeker (ref) _
Active seeker 0.08(0.19) 0.18(0.19)
\accmation information
source i =
Internet (ref. no) 0;“&“-‘5?)1{'
Health professional (ref.no)
Travel agents (ref. no) po—y
Friends fnd relatives £. l?{@t’l 7 4
(ref.no) Y £
Risk attitude (ref. risk
neutral)
Risk-taker
Risk-averse
Discase history abroad
Ever experienced (ref)
Never expericnced
Self-rated health (ref. fair)
Good
Very good
International health
insurance
Not msured (ref)

—enzin of stay in Ghana

03800 16)*
-0.25(0.16)




Table edf Cape Coast https://ir.ucc.edu.gh/xmlui
Perception of VPD
Perceived vulnerability
Perceived severity

Perceived disease burden g {ggg gg 0.16(0.08) *

Vaccination literac 0.15(0.05) **
Perceived benefits oyf‘ 0. Ig(gzég)oi) -0.03(0.01)
cines 0.10(0.04) **

vaccines 0. 17 0. P

\\-"A.‘-_’;I [ docsn’t replace 0 0.08(0.05)

yaccines 0.15(0.04) 0.11(0.04)*+
cons : e

4 723 (0.29) #+ .

P-value is significant N
\ 4nt at, * p<0.05 **p<0.0] 0.25

urce: Feld Survey, Adongo (2018)

ushli(du, i i -
) se of its relatw_el.y higher R-square valye DRer the lothes

Aale
YA ALV -

els. This choice i "
his choice is reinforced by the Ramsey’s test of misspecification

cel. which is insignificant (F=031;p= 0.82). Each post-estimation

-oncucted proved that all the models are correctly specified. For

“oic the link test of [hat (p >zi= 0.012) and_hatsq (p>]2/=0.460)] for

-==. 2 was within the recommended threshold of 2 fitted model (Downward

=t 2. 2011). This was further confirmed by the Hosmer and Lemeshow
Prob=chi2 test of (x* = 6.81; p=0.748).

As regards to the Model 3 in Table 25. it is noted that the coefficient

for vaccine efficacy and safety concerns is -0.09 respectively. ﬁw{&mﬁbm

j “anit inci in the “or efficacy concern that
it implies that for every unit increase in the safety Qt‘ eﬁieaey concern that

L@ lmdef.vacclﬂatmg

tourists have about travel vaccines, the fikeline

o, he reslts indicut tha an inverse elationship
increases by 0.09. In addition, the results indicate that an m P

existed between vaccination access concern

m Wﬂﬂ ﬂ
0.25; p<0.01). This s WM i ﬁa
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| MGage fosst

significant.

Vaccination Concerng
and Reg
Pondents

]
i Uptake of Specific Vaccines
dbles

23, 26 and 27
Present the regy|g of the logistic regression on
OF tourists’ vaccinat:
fhation concerpg o their uptake of specific

-F_{.., ‘ it1 1 {
“Pilis B, Rabies, Polio, Seasonal Flu, Typhoid,
ingis, DTP and MMR. The Yellow fever vaccine was not

nierential statistics b

€cause the number of under-vaccinations

......

ow for such statistics. The second reason was because it is a
accine and so the reason for its uptake is largely known,

-1 addition to the odd ratios. percentage change in odds for a unit

n each of the explanatory variables is provided in the logistic

‘SZression output to ease understanding of the results (Thrane, 2016). All the

post-estimation tests (Omnibus tests of mode! coefficients and Hosmer and

Lemeshow tests) showed that all the estimated models were well specified and

fitted. Altogether, the set of explanatory variables accounted for between a

Minimiim of 8 percent and a maximum of 19 percent of the variation in uptake

= 27
of each of the vaccines (Table 25, 265eR
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Table 25: Respondents’ Vaccination Concerns by their Upt

Hep A | la']ll*.
OR (SE) Yo OR(SL)
0.92(0.05) -850  0.95(0.05)
0.96(0.06) -4.00  0.96(0.06)
1.05(0.05) 4.90 1.05(0.05)
0.92(0.05) -830  0.90(0.05)
 concerns 1.13(0.23) 13.10  0.88(0.17)
1.05(0.03) 4.80 1.02(0.03)
20.00  1.32(0.31)
200  0.97(0.01)**
-30.60 1.32(0.39)
22,100 0.77(0.22)
).63 -37.50 0.83(0.206)
1.21(0.46) 21.5 1.77(0.67)
077(0.63)  -22.8  0.96(0.80)
 1.40(0.61) 39.7  0.97(0.40)
2.29(1.14) 129.4  0.84(0.36)
118084) 1750  094(0.68)
1.80(1.41) 8020  1.05(0.82)
189

i
{

32.0
=10

322

-23.4
-17.1

76.8

-4.1

=3.1
-15.6

-5.9
5.1

ake of Hep A and B and Rabies Vaccines

Rabies
_OR (SE)
1.02(0.04)
0,94(0.05)
1.01(0.04)
Q.99(0.04)

!
0.63(0.09)**  _36.0

0.99(0.02) <13
1.27(0.22)  26.9
1.03(0.02) 26
1.19(0.22) 194
1.02(0.23) 1.6
1.06(0.26) 6.5
0.75(0.20)  -25.0
0.89(0.55)  -10.6
0.79(0.24)  -20.9
0.93(0.31) -7.2
0.97(0.57) 2.9
0.90(0.57)  -10.2
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1.68(1.62)
3.28(2.92)
3.11(2.83)
1.88(1.92)

0.49(0.14)*

3.96(1.65)**

1.01(0.01)

. 1)
0.86(0.24)

67.80
228.20
211.40

88.40

-51.10

296.3
0.60

~-37.00
-24.20

1.3
0.4

6.6
-14.5

=137

O61(0.57)
[.20(0.98)
0.78(0.65)
4.13(5.45)

1.05(0.33)

1.57(0.67)
1.01(0.01)

0.47(0.24)
0.73(0.45)

2.63(1.13)*
1.00(0.00)

1.51(0.43)
0.78(0.22)
1.01(0.25)

2.01(0.56)*

1.40(0.64)
0.61(0.16)

190

'.',"l’
()
Z1.9

o

50.6
-22.0
1.4
100.9
39.5
-38.6

.81(4.52)
1.47(1.72)
1.72(2.03)
0.48(0.63)

0.97(0.22)

1.11{0.37)
0,99 (0.00)

1.13(0.36)
0.73(0.31)

0.85(0.22)
1.01(0.00)*

1.10(0.24)
0.97(0.24)
1.11(0.19)

1.57(0.36)*

1.03(0.27)
1.07(0.20)

1.4
-0.1

12.9
-27.4

-14.9
0.5

10.2
3.3
11.3

56.8
3.5
7.3
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0.55(0.15)*
0.84(0.25)

0.60(0.17)

1.13(0.65)
0.89(0.52)

1.97(059) *

4572

083(0.23) 167 0.79(0.14)
-15.7 119(0.37) 19 ] 0.89(0.18) -
-39.5 0.89(0.26) -10.6 0.87(0.16) -12
12.8 1.80(0.90) 80.3 0.98(0.43) -2.
-10.7 1.90(0.94) 90. 1 0.67(0.29) 3B
97.1 1.65(0.49)  64.9 1.05(0.27) 5.3
-32.4 1.28(0.32) 28.1 1.11(0.18) 11.0
-84 0.99(0.11) -0.7 1.03(0.09) 2.6
-1.4 1.01(0.08) 1.3 1.00(0.06) -0.0
0.7 1.01(0.02) 0.6 1.00(0.02) -0.3
6.6 1.19(0.09)* 192 1.08(0.05) 8.0
14.7 1.12(0.10) 12.1 1.01(0.07) 1.3
-0.60 1.08(0.08) 8.3 1.01(0.05) 1.5
, 87 - 875 '
- 0.19(148.03) 0.08(71.07)
Robust standard errors in parentheses;
191
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Urdverzitym Qgccgmio
1 Concery ex

. - plaineg
variance 1n uptake of the Hepatiti 3out 19 percent of the
is

Aand B Vace
cc :
percent of the uptake of the Typhoig 'MeS respectively and 11

vacej
" A ne. As Iegards the specific effects
it is observed that the adverse impact ;

of vacgj
Sn vaceine efficacy concern on uptake is
onsidaeraple ftor the T i
yphoid ang MMR vacgines (Table 25). Tourists who
Ine ':f'fi’;?v.’;'- cone
J concerns haq , decreased Probability of 8 percent of

T R | R
._|r1’||1u'f.' Le

:'.{f } - -
' yphoid and MMR vaceines respectively (Table 27). In

cancern the :
" the 0dd ratios generally suggest that it constrained

- Yaccines

e s £ . wi's -
“#cept for the Meningitis vaccine. The negative

‘1Y concern on vaccine uptake is noteworthy for the Polio and Flu

~he results indicate that the more concerned individuals were about
=1 of vaccines their odds of uptake for the Polio vaccine decreased by

=rcent while that of the Flu vaccine reduced by 11.4 percent (Table 26).
‘'accine availability concern also significantly undermined the vaccine
uptake rate among the respondents (f =0.25; p <0.01). For those who under-
vaccinated against Rabies and MMR, availability concern was one of their
likely reasons. The odds of not vaccinating against Rabies based on access

concerns is about 37 percent and that of the MMR vaceine is about 33 percent.

* ethi vards travel vaccination
* ethical concern tov
Even though the respondents €

" ake behaviour, the effect was
generally elicited unfavourable vaccine uptake behaviou
1 ¢

insignificant (f =-0.01; p <0.01) excep! for their uptake of the Seas,onal Flu.
Ethical concerns led to & considerable ceduction in the respondents’ odds of
uptake of the Flu vaceine by © percent. HOWEVET, no decreasing odds Wa:

| ) ination cost concern and
observed for any of the relationships between vaccinatio

"y y 2 _S.
uptake of the specific vaceine
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Respondents’ Vaccination Concerns by their Uptake

Polio

OR (SE) %
1.02(0.04) 1.8
0.89(0.04)* -10.7
1.04(0.03) 3.6

0.99(0.04) -1.1

0.95(0.13) -4.6

1.00(0.02) -0.4

29.9

| 4.1
‘ 0&5@ 15) -14.6
VL 966(0.19) * -33.6
Wil 0.73(0.16) -26.7
h 1.36(0.35) 36.4
0.97(0.64) -3.0

" 1.24(0.35) 238

_1 Se(p 42; 496

154@@?@ 51.2

1.32(0.79) 31.6

193

of Polio, KFlu and ‘1 yphoid

|'I|l1

OK (51)

0.95(0.05)
0.89(0.05)*

1.02(0.04)
1.08(0.05)

0.75(0.13)
0.94(0.02)*

0.90(0.17)
0.98(0.02)

1.63(0.33)*

0.98(0.25)
1.29(0.35)

1.39(0.45)
1.28(0.93)
0.91(0.35)

2.23(0.87)*

0.27(0.15)*
0.24(0.14)*

Vaceines

IJ_!..'..L,..:I_
HJ...._L_

24 ;
=0,

—

-10.1
-1.6

63.2

-2.1
29.0

38.9
283
=818
123.4

-72.5
-75.7

'!'\.'plmid _

IR (SE) %
0. Q“‘(O 04)* -84
0.99(0.03) -0:8
1.05(0.04) 4.7
1.00(0.04) 0.2
L.18(0.17) 18.2
0.98(0.02) 2.3
1.13(0.19) 12.7
0.98(0.01) 1.7
1.02(0.19) 2.0
1.15(0.25) 15.0
1.39(0.32) 38.8
1.45(0.39) 45.1
3.69(2.20)* 269.3
1.20(0.36) 20.1
2.83(1.03)** 183.2
0.27(0.17)* -73.4
0.27(0.18)* -72.8
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1.30(1.35) 0.9 0.29(0.31) 712 586(7.18) 485.5

| 1.01(1.03) 0.7 0.42(0.44) 8. 3.95(4.72) 2054 C
'L 0.81(0.83) ~19.4 2.04(2.18) 1G63.7 6.12(7.37) ST =
¢ region 1.47(1.60) 46.6 0.53(0.62) 466 9.99(12.78) 898.6 &
Ghana (ref. Repeater) g
e 0.76(0.16) -23.8 1.39(0.34) 386  0.98(0.22) 299 40
1.55(0.51) 54.9 0.72(0.26) -27.6  0.47(0.17)* 537 -8
1.32(0.54) 32.4 0.40(0.20) =599 0.28(0.12)** -72.0 O

1.08(0.32) 8.0 0.71(0.26) 202 1.55(0.52) 54.7

1.00(0.00) 0.4 0.99(0.00) -0.6 1.00(0.00) 0.5
. 0.70(0.17) 303 0.43(0.12)*+ =596  0.93(0.22) 6.7 3
+1.00(0.00y* 0.5 1.00(0.00) -0.1 0.99(0.00) -0.1 b
aﬂa(o 18) -21.5 1.09(0.29) 86 0.80(0.19) -2.2 =
0.98(0.16) -1.8 0.83(0.16) -17.2 1.05(0.18) 5.1 A
1.96(0.41)** 95.9 1.02(0.26) 1.9 1.29(0.27) 28.7 9
0.93(0.23) -6.6 1.05(0.30) 48  0.98(0.24) -1.9 'm
1.37(0.24) 37.0 0.96(0.20) 3.8 0.89(0.16) -11.2 3
.“-l i P e - x
0.99(0.20) =12 0.99(0.25) -0.7  1.03(0.22) 26 g
gk, -20.4 =

0.69(0.12)* -31.1 0.61(0.13)* -38.7  0.74(0.14) -25.9
194



0.92(0.17) {2 0.97(0.22) 34 0.60(0.12)* -39.7
-6.3
0.67(0.12)* 332 0.63(0.13)" 372 0.94(0.17)
1.03(0.40) 2.6 0.64(0.30) 355 0.45(0.22) -54.8
0.89(0.35) -11.1 0.64(0.30) -36.5  0.32(0.16)* -68.5
0.89(0.23) -11.4 0.65(0.19) -34.8 1.55(0.38) 54.6
14.9 0.94(0.18) -5.6  0.74(0.12) -26.3
18.6 0.99(0.11) -1.3  1.25(0.12)* 24.7
9.2 1.06(0.08) 6.0  1.16(0.07)* 16.5
2.4 1.01(0.02) 0.7  0.97(0.02)* -3.4
14.0 1.02(0.06) 2.4  1.10(0.05) 9.5
0.0 1.00(0.07) 03 1.12(0.08) 11.9
7.3 1.08(0.06) 7.9  1.06(0.05) 6.1
875 875
0.17 (153.21) 0.11 (99.90)

195

15¢ ;.n X Rt;iau'f standard ¢ errors in parentheses; P-value is significant at, * p< 0.05; """p <

1seo) ade) JO AlISIaAIuN

=
~
(=r
e
@
=
=
c
0
0
D
Q
=
Q
=
X
3
=




1 Hpi t https://jir.ucc.edu.gh/xmiui
BN
and Vaccination

=1t and 8 percent for the MMR vaccine. In contrast, ageing increased the
iake of the Polio by 4 percent (Table 26).

‘7 addition, a significant relationship existed between vaccine uptake
+= “nd respondents® purpose of travel, such that those who came to Ghana

-7 iz purpose of visiting friends and relatives (£ = -0.82; ps 0.01) and leisure

(= -0.54; p<0.05) had a higher likelihood of not taking the fecﬁfﬂmgn ded
vaccines relative to those who VISItEdPﬂfp%l@fwbusmess(’Bable 27) A
coefficient of difference test showed that higher ﬁkeli!;@’@ﬂ‘_ of under-
vaccination is higher among the V:FR. visitors whgn f‘o the leisure

visitors, though both VFR and leisure vISUOIS € &

-‘l"-*.orl--;; . 1{‘ h
vaccines than those who visited o

It is evident that
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[ fth ¥
main purpose of the VISt w
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€ss.

Nl Compare ¢4 those whose

e Ta

> those respondents who did not. Their odds of uptake ranged from
“<reent for the Flu vaccine to 136.9 percent for the Meningitis vaccine in

“Darison with their counterparts, Literature attributes pre-travel health care

~oer consultation to increase vaccination compliance among tourists due

instils tourists’ confidence in

vaccines and also nudges behaviour (Gautrst ¢z i, 2011), p. . ':'

Furthermore, risk-taking attitude significantly influenced vaccine 7 ‘

uptake rate. The respondents who described themselves as ;l,ﬁf talgel‘s had a

significantly lower likelihood of adopting vaccines (4 = -—Q;?:&;m 0.05) than

A o sele ambivalent: __,!;-' B ;atefaf uptake ﬁﬁl’
those who considered themselves risk ambivalent. --

ose who  describ

the risk-averse was not markedly dti : | s o

themselves as risk ambivalent (neutral). Nev o Y T .'--.
g PR e |‘-.--

not result in considerable VM‘




Table 27: Respondents’ Vaceination Concerns by their Upi

Mening

OR (SE)

0.94(0.04)
1.05(0.05)
1.01(0.04)
0.99(0.04)
0.96(0.14)
0.99(0.02)

1.49(0.25)*
1.01(0.02)

111(0.21)
1.05(0.23)
1.07(0.25)

1.18(0.33)
0.99(0.62)
0.73(0.23)
0.95(0.33)

2.43(1.50)
2.28(1.49)

2.31(1.93)
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ake of iening
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Fal ! ]

=5.7
4.6
0.7
-0.8
-4.0
-1.4

48.9
0.8

11.0
5.4
0.8

17.9
=1.1
-26.7
-5.2

1428
127.9

131.0

P
F’)}\I {.-!;I.J‘

1.O1(0.05)

0.93(0 05)
| _{]0( 0 O0)*
0.91(0.04)*

0.79(0.12)
1.02(0.03)

1.17¢0.22)
1.02(0.02)

1.34(0.29)
0.90(0.20)
1.41(0.38)

0.81(0.25)
0.51(0.36)
0.67(0.24)
1.06(0.42)

0.21(0.20)
0.29(0.29)

3.09(2.92)

s, DT and MMR Vacecines

33.8
-10.0
41.0

-18.9
-49.2
-33.2

5.8

-78.8
-70.7

209.0

MMR
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¥ =
L ):"\‘ f..\?’.) gﬁ
0.92(0.04)* -83
0.94(0.05) -5
1.02(0.04) 23
0.96(0.04) -49
0.67(0.10)** -328
1.01(0.03) LY
Q
0.93(0.17) 277
0.97(0.01)** 0.8
1.16(0.23) 16.0
0.85(0.19) -14.9 Z
1.14(0.27) 136 @
0.75(0.21) 251 2
0.52(0.26) -47.9 §
0.83(0.26) -170 @
1.24(0.45) 24.0 =
=
0.86(0.46) -13.6 >3?
0.84(0.48) 155 2
0.90(0.95) -9.5



2.42(1.94)
3.65(2.98)
3.98(3.68)
%ana (ref. Repeater)

| 1.19(0.27)
sit (ref. Business )

0.99(0.33)
0.59(0.24)

1.09(0.35)
1.00(0.00)

0.59(0.14)*

1.01(0.00)*

> 1.03(0.24)
) | 1.03(0.18)
,._'-:;_ i (0 5415)%!
10.67(0.16)
0. 9'&(0 l&):

N L 08k@19)

0.70(0.13)
1.03(0.21)

142.3
24 0

298.2

18.9

0.0
-0.2

411
0.6
2.7
2.6

136.9

-11.9

-30.2
2.8

1 83(3.50)
3.99(3.73)
8.31(8.93)7

0.71(0.18)

0.66(0.23)

0.05(0.31)

1.56(0.52)
1.00(0.00)

0.62(0.14)*
1.00(0.00)
1.18(0.32)
1.16(0.22)
1.75(0.40)*
0.69(0.19)
0.76(0.16)

1.58(0.35)*

0.89(0.18)
0.84(0.19)

-38.4
-0.2
18.0
16.0

753

-30.8
-24.3
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1.41(1.44)
0.53(0.58)

1.00(0.23)

0.68(0.24)
0.44(0.18)*

0.81(0.28)

0.99(0.00)

0.67(0.16)
0.99(0.00)
0.72(0.18)
1.19(0.21)
1.69(0.38)*
0.92(0.23)
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0.59(0.12)*
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0.82(0.15) ~18.2 | 14(0.24) 14.5 1.29(0.25) 2%2
)
0.78(0.36) -21.5 0.750.35)  -254 0.72(0.33) -2l
0.74(0.34) -26.4 0.45(0.21) -55.0 0.54(0.25) -460l
3
®
1.57(0.40) 56.5 1.30(0.33 30.3 1.10(0.28) 108
%
- 0.95(0.16) 4.6 1.19(0.23) 19.1 1.01(0.18) 1.3
! } 1.04(0.10) 4.0 1.09(0. 10) 9.2 1.08(0.10) 83
L\ 1.10(0.07) 10.0 1.10(0.07) 9.7 1.12(0.07) U7
~0.99(0,02) -0.7 0.98(0.02) -1.6 0.98(0.02) =21
- 1.16(0.00)** 16.0 1.03(0.05) 3.0 1.04(0.05) 3.8
07) 9.8 1.03(0.07) 3:0; 1.04(0.07) 39 =
11.0 1.07(0.06) 7.5 1.09(0.06) 89 ¢
87S. 875 5 3
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d errors in parentheses; ' =
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Rl

0.69; p<0.05) whereas tpe ; "ated against Pofio (odgs —
© Misk-ayerge did for Typhoig ol

_ ; e d

and MMR (odds= (odds = |

0.60; p<0,05)
e ; p<0,05)
7% P<0.05) wpen Compas]

e tothe_ﬁ-sk- T
28). Consistent with the health bejiop : 15X neutrals (Table
T mode

(Rosenstock, 1974) and the
conceptual framework of the study

the respondente Perceived vulnerability (8
=.01s:

0.16; p <0.05) and severity (g

Strangely, their perceived burdep of infectious diseases yielded an

nverse impact on uptake rate albeit insignificant (A =-0.03; p>0.05). This

- - 12r
sllWdidlio LZA88

increased perceived burden of the vaccine-preventable disease is
-2 o< associated with refusal of vaccines. Whereas the outcome could, in
“= ascribed to the generic nature (-non-speciﬁ(_:__i_ty)-;joféthe questions that
21ed the respondents’ perceived vaccine-preventable disease burden with
‘niernational travel, further scrutiny of the data revealed that the impact of
disease burden on the respondents' vaccination uptake was moderated by other
factors such as the type of disease, past disease experience &ﬂd pre-trayel
advice.
Finally, increasing vaccination literacy and m@;_iﬁpmmwgﬁ )

Iy with vaccination rate and

vaccines on the overall corrésponded signt

increased odds of uptake of the specific VACEIRES (T&bm | L2 __

outcome supports the thesis of the vACGIHE K 3

vaceines work, the better @
benefits(importance) of V2

Depping & Schulz, 2013). 1

S =
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its basivvRsaity RhGgpe Coast S e i
. 10ng] literacy leads to ¢ :

sentiments towardg trave] yaoo: fewer tourists’ negative

Clnation ; :
action and reasoneg action (R 8 Teduced barriers, cues to
sen

sto ), whi
ck, 1974), Which further Justifies why

I-vaccination has not
only done that using o

lobal strategies but also with context-specific ones.

Uriobal efforts have Deen el : A
JEEN evident in the formulation of plans, such as The
Global Vaceine

Action Plan, and research groups, such as the World Health

=AU Zal108

: 1 Strategic Advisory Group of Experts on Immunization to
soeciically address vaccine under-vaccination (Shapiro et al, 2017).
This need has also been appreciated by scholars and so this study
-iributes to this literature through an estimation of the intersection between
-oncerns and under-vaccination among international tourists. It also explicated
the mechanisms through which concerns towards vaccination affect uptake
through a series of control variables moderation analysis. The ;ﬁndin_'gs

complement previous studies (Lammert ef @k, 2016; F.r.ew' et af 2016) that

.

Whics . | -ﬂ.ional travellersn
investigated the determinants of vaccine uplake among iternational tra

Tourists adopted varied behaviours in various combinations towards y

R ir concerns and other reasons.
the 10 specific vaccines studied based on their ¢ar i S

Some tourists accepted all recom o, S L AR v
o et efised someor al vaceines.
others delayed vaccination and ofhers ERIS T b P

- [
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which they have more tg :
y tolerance; (3) defer the action; or (4) take the action and

1€ perceived concern gr loss

2050710 |
Oyvarsll
= -fltl;l__

there y isti o
VES @ statistically significant inyerse relationship

ST L e he 1
[ el R L &

ourists’ travel vaccination concern and vaccine uptake. This
inding confirms the proposition made that: vaccination concerns have q
< et inverse relationship with the rate of vaccine uptake. This implies
‘cightening concerns towards trayel vaceination is associated with an
torcased likelihood of under-vaccination Wide-ranging  outcomes are,
fnowever, identified in the associations between the specific concern

dimensions with under-vaccination, both as a count and specific vaccines.

That is, varied effects within and across models, are noticed when the causal

Safety and efficacy concerns

Chis outeome is consistent with the iterature
rate of under-vaccination. This outco it P s 1
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. “Stablisheq Safety ¢,
Their sample, on the Overa CeM aplaying g [egs rolo:

L, citeq
2 lac
stson B st W " k of concern for the diseases as the
* ~ONCemns ghoy Safety ang ey -
tourists’ lack of Confidengg cacy of vaccines signal

why the general public decy;

2015). The evidence tha safety concern
W

| as one of the fasons that accounted
mder-vaccination of pal: i
polio and influenza vaceines could be connected to
< arraral i H
tie sencral nistorical i i
torical public PErception that the vaccines (the influenza vaccine

varticular) have seri ;
) CTI0us adverse effects Evidence indicates that majority of

tale

;f‘,.

on-health workers alike have often refused the influenza vaccines

grounds (Karafillakis & Larson, 2017; Rubin, Potts, & Michie,

People engage in motivated reasoning and simultaneous weighing of
-5t 2nd benefits when deciding on vaccination (Karafillakis & Larson, 2017).

T}

ey seek to optimise benefits and minimise cost because the value of losing

is usually high than the satisfaction of an equivalent gain (Kahneman &

Tversky, 1979). An evaluation that leads to peregived harms outweighing the
benefits of vaccination may result in delay, dfop-mmmumsid refusal as a

A Ovl-'"-"-_i»a“_ -"-'. Lo ﬁ'
loss aversion measure. This form of reasoning might have influenced the

L eeived efficacy and under-vaccination of o
positive relationship between perceived efficacy N 0 |

Typhoid and MMR vaccines by tourists. Following ﬂw a5
Andrew Wakefield which suggested ;m m S DI il
autism, albeit debunked, W”’m
cfficacy of the MMR vae ine &t

similar decline in acs
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Nigeria and India hg been doe, N in some Communities in
e ities

That is undcr~vaccinalion Tesulting

._-I_]C{L‘ii-};ltif)l],_ both in terms of finane:

L

<U15; Thomson et gf 2015:

N1t 1al
HICGUALITIES

1 vaccination uptake Among international toyrists Multiple doses
Of senies-vaccines such as MMR and DTP have implications for monetary and
e =penditures, both for patients and physicians. To the patient, particularly

¢ Jistant from travel clinics, extra time and money would be required to

‘e repeated consultative and administrative fees that characterise these
‘oeeines. Similarly, vaceinators will require series of schedules to attend to
patients implying extra budgets to pay personne! fees (McHugh, Guarecuco,
Langer & Jaklenec, 2015), though most likely this extra budget will be

o
r

indirectly borne by the patients.
lels, no support is

However, across all the multivariate regression mc

e st P e U ccination. This
found for cost concern as a significant demotiva m

—— & e = _ S e
_ eaiive sentiments that tourists may have
suggests that regardless of the negative s . ) =
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fUrthar ac it
data show that the el rther “Xamination of the cyrrent

ﬂShip hetw
moderated b concern ang UNderiva o A
Y Several factqr incly: T=Vaccination is

u .

ding
: S INSurap
those h ¢ Cover for vaceines (with

i inatters Is that vaccines are profective so cost is not issue.

s mueh as none of us like to pad onr iravel budget, you
Vaowddn't be a skinflint when i comes o your health. VYes,
wecines are a pain (in the shoulder and the wallet) but
contracting an illness like yellow fever would surely cost more in et
both money and misery than a pricey shot i the arm |
tive of a norlinear relationship between )

The moderation results are sugges

cost concerns and Vﬁccme quakef-' which. ¢ e

L ) o

specific factors to reveal its actual effect.

The observation of low uptake of VaCERation

a8 e
T\t
- Attwel

Wwelfare, they can g

individuals perceive.
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Peretti-Watel ¢

18 chapter sought to understand whether tourists” travel vaccination

-~ -5 contribute to their vaccination ptake after controlling for their

socio-economic, tripographics and other psychographic factors. The study first

--vwr,—';

mocelled uptake by looking at the rates of under-vaceination in relation to ey )

tourists” travel vaccination concerns. Second. uptake on e
~ i = ,.t L]
different vaccines recommended for travellers to Gﬂm was__ﬁad*e_ﬁ;d- in

relation to concerns. Accordingly, it was found that tourists” vaccine uptake is

A"

e il

concerns. However, the effect of concerns O &

with the number of under-vaccination but Wit

vaccine modelled.
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Introduction

nographic characteristios - .
ensties and tripographics of each type of tourist are

ne types of tour; |
¥p tourist are subsequently named after understanding the

|
i g Il
<~ <rization of each type based on the results (Font, Garay & Jones, 2016). }

InesrTar

Cluster Analysis of Tourist Typology by Travel Vaccination Concerns

"he current sample size was deemed sufficient for the cluster analysis

occause a minimum respondent of 70 times the aumber of seanaiaron
variables is recommended (Dolnicar, Griin, Leisch, & Sehmidt, 2013), which
in the case of this study are six in number A series of cluster algorithms,
including neural gas, were computed; but the ?I"t»meags mﬁput was chosen
because it generated the most theoretical and pmjdesrﬁt clusters. The
suitability of the number of clustafb‘_ |
confirmed using a bootstrapped sample of & million tourists, wh issumes
what would happen if new data %

A three-cluster solution W

assessment of various ¢o!

the types of tourists are h
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Is were the mingy: "3jority in g
nority, The Y char ¢ Sample while the Type
aCteristiog o
f

resented i
I n the Subsequen = €ach type of Ut e

CﬁODS,

. * Types of Tourists by Travel Vaceination Concerns.
~<: Feld Survey, Adongo (2018)

‘ravel vaccination Concerns of Tourists’ Types
Figure 8 illustrates the respondents’ average ratings of the six
vaccination concerns. The Type 1 Tourisis segment generally is made of

people with relatively moderate concerns but these concerns are oscillating in

nature, which is their concern ranged from low to high depending on the
dimension. On one hand, they are akin with the Type 3s on cost concerns
(mean = 5.87 versus 6.12) bul significantly different to the Type 2s (mean =
2.36). On other hand, their aC0ess poneerns of travel vaccination are similar to
75 versus 7.28) but significantly different to the Type

the Type 2s (mean = 7
3s (mean = 5.23).
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_-.;_‘:_ﬁgo (2018)

=ven though, the Type s similar to the Type 2s were relatively less
-ned about the efficacy (mean = 1.59 versus 0.61) and safety (mean =

versus 0.91) of vaccines, but the ratings of the former is markedly higher

than those of the former (Table 28).

The Type 2s seem to be the opposite of the Type 3s given that they

generally had low concems toward travel vaccination (Mean = 1.09).

Precisely, they were less likely to regard travel vaccines not effective (mean =

0.43) or perceive that multiple travel vaccinations for different diseases can
fighting against diseases (mean =0.86).

prevent their bodies from naturally

safety of vaccines for travellers
Furthermore, they had fewes doubts about the safety of vac
. vaccination injection (mean = 1.48).
(mean = 0.43) and had less fear regarding VRSHARD Y ( )
ST ) QRIS SRS S
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Table 28: Comparisons of Tourists Types by Vaccination Concerns

Concern dimension Typology Meanscore  Reference Typology Comparison group Mean P-value.

_ - Difference c
; Type 2 Tourist 0.98" 0.00 2
! 5 % ®
Type 1 Tourists 1.59 Type Jgliotris Type 3 Tourist -3.85 0.00 4
Tvpe 2 Tourist Type | Tourist -0.98 0.00 <
Efficacy concern Type 2 Tourists 0.61 yp i Type 3 Tounst -4.83" 0.00 &
, Type | Tourist 3.85° 0.00 §
Tvpe 3 Tourists 5.44 SRS Toysas Type 2 Tourist 4.83" 0.00 3
0
. . (@]
x Type 2 Tounst 1.49 0.00 D
Type 1 Tourists 2.24 AP ToureEs Type 3 Tourist 2,75 0.00 4

Tvoe 2 Toutists Type | Tourist -1.49° 0.00

Safety concern Type 2 Tourists 0.75 B0 = ; Type 3 Tourist -4.24 0.00
Tone 3 Touras Type 1 Tourist 2 75_ 0.00 .
Tvpe 3 Tourists 5.00 PR SOV Type 2 Tourist 4.24 0.00 E:
n
Pvoe T Tourists Type 2 Tourist 3.52° 0.00 =
Type 1 Tourists 5.87 ype Type 3 Tourist -0.24 0.41 =
Tvpe 2 Tourists Type 1 Tourist -3.52, 0.00 9
Economic concern Type 2 Tourists 2.36 yp Type 3 Tourist -3.76 0.00 '8_
Tvpe 3 Tourists Type 1 Tourist 0.24 0.41 c
Type 3 Tourists 6.12 yp Type 2 Tourist 3.76 0.00 g
X
: Type 2 Tourist 1.49° 0.00 g
Type 1 Tourists 2.70 Tape 1 Touis Type 3 Tourist -2.16 0.00 =
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Table 28 continued
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212

e TREm Type 2 Tounists Type | Tourist -1.49" 0.00

Type 2 Tourists 1.21 ype 2 = Type 3 Tourist -3.65 0.00
- T'ype | Tourist 2.16 0.00 S
- : Type 3 Tourists o . . e 2
Type 3 Tourists 4.86 YP I'ype 2 Tourist 3.65 0.00 §
g,
) Type 2 Tourist -0.04 1.00 <
Type 1 Tourists 7.25 Tygassloudss Type 3 Tourist 1.94" 0.00 f;
Access concerm . Type | Tourst 0.04 1.00 o
Tvpe 2 Tourists 7.28 Type2 Tourists Type 3 Tourist 1.97" 0.00 ©
. Type | Tourist -1.94" 0.00 Q
Tyoe 3 Tourists 5.38 Fyped Tolgsss Type 2 Tourist -1.97° 0.00 2
=

N : Type 2 Tourist 1.60" 0.00
Ethical concern Type | Tourists 533 Type Llourifss Type 3 Tourist 0.35 0.75

_ _ Type 2 Tourists Type 1 Tourist -1.601 0.00 =
Type 2 Tourists 3.73 g o Type 3 Tourist -1.25 0.00 _g
Tvbe 3 Tourists Type 1 Tourist -0.35 0.75 7
B TypedTounsts,™ % 498 "1 -~ . Type 2 Tourist 1.25 0.00 =
Note: *asterisk mean cluster (s) accounting for difference; Note: P-value is significant at < 0.01; Source: Feld Survey, Adongo (2018) %
0
®
Q
c
«Q
-
X
3
=3



related information SOmetimeg
now i

5.2 ‘ d
3; 0n a 10-point ranking scale) when

pe 2 Tourists. The Type 3

‘ 5.44) and
safety (mean = 5.00) concerns as well as time concern (mean = 4.86)

Table 29 further highlights that on safety and efficacy concerns. For

instance, th f i '
instance, the Type 3s were worried about the side effects of travel vaccines

-
[ = N
Ll ~

.00) and that the side effects (if any) of vaccines, while they are

-

~0ad. can decrease the enjoyment of their vacation (mean = 6.21). They

(a5

-

=at multiple uptakes of travel vaccines for different diseases can prevent
their bodies from naturally fighting against diseases (mean = 6.00). In
addition, they were concerned that most travel vaccines have to be taken at

least 2 months (early enough) prior to the actual travel (mean = 6.28)
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Table 29: Ui Y e Coast https://ir.ucc.edu.gh/xmlui
. oERUAL TS, O

: ation C
Concern dimensions and “hcems by Types of Tourists
speciﬁc concerns Tyne 1 T

Tourists P2 Type3 (p-value)

ourj ;
[.fficacy concern (N=377 zr;s;; TOEnsts
I do not trust vaccines tq » =198)
effectively protect me fro i 0.43
: m : ;
diseases while traveling 412 197.96(0.00)
abroad
I dout?t tr?lvel vaccines gre 0.89
effective in helping me stay : 0.37 4.96 260.48(0.00)

healthy while abroad
Multiple uptakes of travel
vaccines for different
diseases can prevent my
bod'_\‘ frorp naturally fighting
against diseases

[ worry about the long-term 228 0.87

n

ertects of ravel vaccines on

.4
29 0.86 6.00 205.86(0.00)

566  201.84(0.00)

s e el
HISSILIL

Saren concern

I 2m not sure of the safety of 1.50 0.49 532 253.00(0.00)
vacoines for travellers
[ worry about the side effects 2.54 0.64 5.00
of wravel vaccines
Tzking vaccines when 1.19 0.64 472  166.95(0.00)

traveiling abroad makes me
feel uncomfortable

I fear the injection when 0.97 0.48 3.69  109.29(0.00)
taking travel vaccines
because of the pains. - s24  149.67(0.00)

I worry that the side effects 2.08
of vaccines while abroad can
decrease my enjoyment of
the holiday experience
I fear that I may not readily
get medical assistance if
experiencing side effects of
vaccines while abroad

Cost concern - ¢ 19 4l
Taking vaccines during
travel abroad increases 1¢ - ———
cost of travel 6 83 1.9l ‘
Consultations with heall’
professionals concer!
travel vaccinations cost
of money

5.16 | .48 6.21 207.17(0.00)

4 6.89 152.(0.00)

Hng
alot
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Table 29

Travel Vaceines are a meapg

through which health, care
providers make money from
travellers
Travel Vaceines are a megpg
through which
pharmaceuticals make
money from travellers

Time concern
Travel vaccination can be
time inconveniencing
Consultation with health care
providers concerning trave|
vaccination can be time
wasting
I am concerned that most
travel vaccines have to be
taken at least 2 months (early
encugh) prior to the actual

The number of doses

reouited 1or some travel

ACCess concern
It 13 ofien difficult to find all
vaccines in one clinic
No reliable information on
where to find all needed
travel vaccines
Sometimes travel clinics ran
out of some vaccines
Ethical concern
International travel is a
means through vaccines are
forced on people
Travellers are not given the
right/freedom to refuse
certain vaccines
Making certain vaccines
mandatory is unfair (o
__travellers -
P-value is significant ai

00!

SOurce: Feld Sllr\"e}"- ‘.\d\.rilgl\ |4

f Cape Coast

2,68

233

2.67

4.89

0.90

127

5.33

5.34

500

10 18)

215
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0.99

5.09
0.84 522
0.9] 5.01
0.83 5.21
2.28 6.28
0.45 3.30
7.28 531
0.44 5.30
7.21 5.32
373 498
3.63 4.97
371 4.92

112,71(0.00)

113.71(0.00)

118.12(0.00)

132.92(0.00)

99.82(0.00)

89.83(0.00)

112.92(0.00)

98.82(0.00)

87.83(0.00)

19.96(0.00)

18.06(0.00)

17.96(0.00)
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Disease Beliefs. [ ifa..
Univer%ilt";tgi‘@é’ﬁmﬁfl&%ic) https://ir.ucc.edu.gh/xmlui
. Ongeg t
This secti OWard vaee: .
tion of the thesis Alination

l'ther ch
disease beliefs, liters Aracteriseq 4,
> Cy and res o tYPOlogy nt
Ponses erms of

) Owal'd V. . .
s aCCing
presented in Table 3¢ and Figyye - tion ang the results are
- AACI0ss the typol
0gy,

[mean = 0.54]) than the Type 1s

exceptional in thejr Perception of

varied significantly on their vacc

[OSULLIS are Obs

erved w i inati
hen disaggregates of vaccination literacy are considered:

- - - o .
-~ 1S Ty

$ Tunctional, communicative and critical. The Type 1s in turn are more

vaccination literate than the Type 3s (Table 30).

Table 30: Disease Beliefs, Vaccination Attitudes and Behaviours by Types
of Tourists

Typel  Twpe2 Tvped  F'p-value)
Tourists  Tousists  Tourists ,

(N=377) (N=330) (N= .-
198) |

Perceived vulnerability to 3.00 3.07 3.39 2.763(0.06)
IFD

3 () *x
Perceived severity of I[FD 4.7] 4.16 49-11 88.449‘65(%0600(1 ‘))
Disease burden of IFD 3.85 ég I ? ;; 640000
Benefits of vaccination 6.74 o s 601 5(0.00**)
Despite proper WASH, 6.47 o . o
vaccination is still needed " 719 se5  45.81(0.00%%)
Overall vaccine literacy f: '” 745 583 26.13 (0.00**)
Functional literacy ; :’jf‘ 714 560  27.91(0.00**)
Communicative literacy ;’ ﬂ 70 537 31.32(0.00%)

P-value is significant at, * p=V ">
S (2018)

Source: Feld Survey, Adongo
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The lourists’t €s a]
also d;

0
: University of Cape Coa(y‘ffeTEd sigﬁn.tps://ir.ucc.edu.gh/xmlui
of vacciation apg res ICantly by the;
Ponse ¢, °Ir perceived benefit

] vl Mation /-
travelling abroad. For ex Eal. ion (‘-euptake,
Ie atl\feto
th

5.66) likewige agree to g,
e

SN VIEWDOInt gy ;
ual’s ability adopt that irrespective of an

good i
Water, Sanitation apq hygiene (WASH)

'.'.H.f,' ?ii;l()'dl! Ve i g l

clers (mean =

6.93) than the Type 3s.

Type 2 Tourists Type 3 Tourists

I Under-vaccination B Viccine hesistancy
I Avoid vaccine uptake

Type 1 Tourists

B Recommend vaceines

Figure 10: Responses toward Vaccination by Segments

Source: Feld Survey, Adongo (2018)
¢ were less hesitant towards

Figure 10 shows that the Type &

nd so had low under-vaceination rates. On
ol *

|.68)
caceines while the Type 3s under-

vaccination (mean
- orad 3 eligible
average, they under-vaceinated - elig :
rceived benefit and response towards

+ - 4 T " e Is pﬂ
vaccinated 5 vaceines. The yp
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vaccinati
travel L?'r?i?/te}r% wcﬂﬂﬁ’ti@&‘;‘si . https://ir.ucc.edu.gh/xmlui
aKin tg th
. e
terms of magnitude. Type 25 but Somewhat less in

Background Characteristics of the T
ypes of Tourj
st

To profile the b
acker
ground characteristics of the three types of
€S of tourists,

the cluster solution w
as Cross-tabulateq with respondents’ goci
$ Socio-demographic

characteristics and tri : ;
PORTIPhIGS with. sty significant iy
ifferences

between the groups of tourigts determineq using the Pearson Chi
son Chi-square. The

results are shown in Table 32 and 33, 1y js observed that the Type 1 Tourists

were dominated by femies (69.76%). The members in this segment who were

srmorsmse 17 4%
acnostiics (LL.&/

5 .
70) are significantly more than the proportion of agnostics in

Rk sEba

the oiner segments. Few originated from Africa (4.51%) and are
precominantly people with past international travel experience (94.96%). Only
a few Co not undertake pre-travel health advice (9.02%). The majority did not
have their vaccines covered by insurance (70.03%).

The Type 2s were significantly those aged 40 years and above

e, biahcol ion (23.33%).
(20.61%) but relatively less of people with high school education ( 0)

The proportion of atheists (23.94%) in this cluster is considerable, and was

ination i . (73.58%), but if they do, they were
passive seekers of vaccination information (23 )

| agents (7 58%). Other characteristics of them are
& .

less likely to rely on trav

shown in Table 31.
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Table 31:

Demogrnohie ChneicRast

Fisticg
of the TYPes of Toul'ist

https://ir.ucc.edu.gh/xmlui

;ype ' Tyes
Ouristy o~ " Ty
_ (N=377 ourists zpe - (p-value
“Sex =xg N=1%9) ;
Female 69.76+ g?;s 40.40 7.67 (0.02%)
Agt;-o e 59.60
<L 12.73
20-29 53.05 487‘7598 7.58 A0
3‘.';:-_3 9 1989 23'03 50.00
40+ 1432 (+)20 6 26.77
Marital status -6l 15.66
Single 68.48 3.28(0.19
Married L o nu )
Education ' 27.06
Hich ‘F:‘h 3l . 10.98(0.02%)
£ EARDC 3050 BB g5 :
First degree 38.73 41.52 40 40
o 3077 3515 247s
i 24.29(0.00**
Christianiy 57.03 53.64 58.08 : ;
Atheism 18.04 23.94 (+) 15.15
Agnosus 12.47(+) 10,61 9.09
Islam 0.80 121 5.56 (<)
Others 11.67 10.61 12.12
Emplovment status 4.52(0.33)
Employed 73.47 77.58 7273
Unemployed 24.14 18.79 24.15
Retired 439 - 4 27.59(0.00%*)
Region of origin (162 TN
African region 4.51(-) - 65.66
European region 71.09 1354 S0
South-East Asia 0.80 0.00 () e
region 17.17
American region 18.04 115'2716 3.54
Western Pacific 5.57 : -
region Mean F(p
Mean T:’;eg'; 1297 0.235 (0.791)
Past number of 31.66 ' o -”W
—Mternational trips — 3415 5 M

_Length of stay

Travel group size -

P-value is significant at, * P “"-um
= nu [(£V IS
Source: Feld Survey, Adorg

2750

5 > () U
.

pin < 1.0l
Tl

S
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The Tuﬁwar?wﬁgﬁ reé IC)?oalst https://ir.ucc.edu.gh/xmlui
€Ople wjt

h hi
professed Islam as thejr religion s - gh schoo] education (34.85%),
.56%)

_ and were .
(14.14%). Their average length of stay | Mostly first-time travellers

» o
he destination was longer (mean =

33 days) than their Counterparts A signi
; i

Ghana arranged b - _
&ed by an intermegiary (19.19%). Similarly, b
: , an appreciabl
number of them had no traye] — ppreciable

(19.67%) and or international health

insurance 249 i ' m

insurance (24.24%) for their cyrrent trip to Ghana (Table 32). Further th
} ore, the

Type 3s are distinct by their source of information on vaccination: they sought

information on vaccination from travel agents (14.14%) and friends and

relatives (24.24) but less of health professionals (42.42%).

Table 32: Tripographics of the Types of Tourist

Twpe | Tspe2  Typed (p-value)
Tourists  Tourists  Toursts
(N=377) (N=330) (N=198)

nrernational tourist 14.08(0.00*%)
visitation status N7
First-time visit 5.04 3-7?91 1 8.‘ o 6I)
B Repeat visit 94.96(+) 912 & 1 35(0.50)
arty S1Ze 24 58 39.39
Alone 37.40 -’4-:; 30 61
Group 6260 6 | 734(0.1)
Purpose of visit ga88 . 8242 80.30
Leisure/recreation 055 1030 8.08
VFR : 279 11.62 .
Business 5.51 1 6.90(0.03%)
Trip arrangement 48 80381
Szlf g 87.53 8? < 1919 (%)
4 1241 1 0.56(0.96)
Travel agency/package .
Risk taking behaviour an 12D g
Risk taker 706 2V Sais
Risk averse w73 T T 5.08(0.07)
Risk neutral '
Work history in the health 1 23.74
31.2 e
sector 14,07 € 76.26
Worked before :;5,33 68.19 1.27(0.33)
Never worked 6 2121
Discase history abroad 3.34 26’? 1.7
. . 23. 73.94
Ever contracted 76.66
Never contracted 220

Digitized by Sam Jonah Library



Table 32 continued
Travel insura
Insured
Not —insured
International health
insurance subscription
Insured
Not —~insurcd
Type of health insurance
Public
Public and private
Private
Insurance cover travel
vaceines
Covered
Not covered
Pre-travel consultation
COP"-‘ lted
\ ot-consulted
if-rated heaizh

S

< o,
w
3

rion seeking
per so::am} type
Passive seeker
Active seeker
Health advice
Yes
No

Vaccination information

search
Health professional
Yes
No
Internet
Yes
No
Travel agents
Yes
No
Friends and relatives
Yes
—_No _
p \r'llm, ls 5lt‘nlllbdlll J!

Source: Feld Survey, z\dunw

89.01
87.1
10, 2
¥ g
38
o, 879
y 112]
2000 454,
5576 .65
. 67.72 (+)
2997 3909
10.03(+) 6091
90.98 87 58
9.02 12.42
55.17 56.36
4111 42.11
3.71 1.52
85.12 76.42
1488 2358 ()
1488 23.58(+)
85.12 76.42
90.89 37.58
9.02(-) 1242
g462 8435
15.38 5.45
66.84 (1) 630
-.;3 I b \() ".”
ge = O 42
87 3>
ALY 2 " 1
20. 1 77 \h
Bl
<0.05; *p< <0
(_,01 8)

221
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8033 8.03(0.01)
19.67 (+)
20, 17(0.00*#)
75.76
2424 (+)
22002
2372
47.44
36.36 6.76(0.00%*)
63.64
23.04(0.00**)
76.77
23.23
15.05(0.00%*)
49.49
42.42
8.08 (+)
9.49(0.00**)
84.02
15.98
9.49(0.00%*)
15.98
84.02
23.04(0.00**)
76.77
23.23(*)
31.83(0.00%*)
66.67
33.33 (%)
4.84(0.08)
§7.58
32.42()
6.74(0.03%)
14.14
85.80
; 2.08(0.35)
24.24
S

Digitized by Sam Jonah Library



Discussion L _ _
University of Cape Coast https://ir.ucc.edu.gh/xmlui

. | ;
ypology of tourists exists bageg i b was theorised that; a
On their 4,

- £
el Vaccination concerns. The

f concerns i} witad)
of concerns toward travel vaccination, The Crits consist of tourists who

generallyv have hi
generally have high concerns toward trave| vaccination. These concerns range

from vaccine safety and efficacy concerns to ethical concerns,

The emergence of the Crits means that some tourists are generally

w2 and conscious about travel vaccination issues, In stark contrast to the

£
(47
o

Crits are the Passives, who generally had few concerns about travel

vaccination. Sandwiched between the two extremes of segments, the Crits and

Passh;e S, are the Fh{fders Who CXhibit paraSitiC put iﬂCOﬂSiStent and Uﬂstable

. . ‘gl [tiple
characters of the Crits and Passives. This 1§ 8 Iype of ‘self marks multip

identi | pe bounded but
identities in vaccination concerns, an identity which cannot

Ve to one’s environment As a result, the

situational, evolving and react

« continual wavering.
Fluiders can be said to exist in 8 St of almost contitt
o o ;
. (hat vaccination literacy 1s an
key finding of this gludy is that ¥a
Another key ndiis .
< ourists identified.
i varions Lypes of tour
im derlying factor Of the various i N
A llowed by the Ifuiders and then
ale [ ! ;

~eipation Hier :
Passives are more vaccinaon it literacy hypothesis e
i the hed
iy ¥ 1€ \\l[h i
o o Jal e 1 IS ln l” L] Wi hlch
Crits. This observation ness and positive reflexivity W
sl qware

: ey (e gssoCIALe
increasing literacy is 8589
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in turn lead to fewer ¢

Universit)l; B'Pd@peeﬁ@a}(s};cvar https://ir.ucc.edu.gh/xmlui

(Beck, 1992; Kickbusch, g Ny

The b
are arguably more able th, €lter vagginar - 1
n the less I ation literates

H L] ss x .
functionally and critically _ Vaceine information anq
Sense of ¢,
e

§ scien
vaccines.  and usefulness of

The seg . . _
H1C Segments are further differentiated by their perception of disease

wrden (risk of i i i . .
burden (risk of infectious disease and severity) associated with international

tourtsm. Percsi

Perceived infectious disease burden is significantly high among the

-

Crifs than the Fluiders and Passives. This implies that Crits are non-
complacent about the burden of vaccine-preventable diseases. However, the
Passives and Fluiders are more probable to think that vaccines are important

than Crits, which reinforces the argument that the more beneficial people think

vaccines are, the lesser their negative sentiments about vaccination (Yaqub e

al., 2014).

¢ the different types of
misconception is one of the factors that accounted fo

; . varying vaccination literacies.
touri ith tl t tenable reason being their varyiis
-t mos -
o ahout vaccination that

- p hl.‘ld ]‘C“'«.‘{;
: .ommonty
Vaccination misconceptions ar¢ ¢ 4l
Sy demonstrate 18
” iwile the Cribs
e 2017) WhE
have ientific basts (€DC, - Fluiders
no sciel o aion, the Passives and
about vawt

. ) -~ i Il v
chance of having misconcept areed to the

strongly disa

50, ices
were less likely to do SO persoﬂal WASH practice

. do
b One (] a
“View that despite the abilty of
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(water, SRiNEE qfr@aﬂﬁgclé)as);t https://ir.ucc.edu.gh/xmlui
ne whi
hlle abrOa

. » VacCinatinn : .
Also, they were WorTied thyg Multip|e "ation g Still releyang»
Uptakeg '
tr .
diseases can overload thej i aVel vaccines fo different
e syste
ms and pr
4 ) €vent the; .
aturally fightin : eir bod
naturally TIghting againgt dtseases. Thege ¢ o fom
WO issues o
€ among the Six

B | seful for disease control
and prevention the downgjde O their alope adopt
ption

variable and unreliable

steaints thelnd; . :
constraints including poor compliance and ack of access to potable water in

some destinations (WHO, 2012)

= nd -
NS non
-l e e

12 nouon of substitutability of WASH practices for vaccination
amongz some of the respondents is indicative that such individuals consider
preventive health measures as substitutes. This was perhaps driven by cost-
benefit anzlvsis while the Passives thought of them as complements-jointly

demanded interventions for optimal health.

Last but not least, the study observed that vaccination hesitancy, under-

- ‘ary among the
vaccinations. intention to recommend travel vaccines to others vary g

mong the Crits
types of tourist such that higher degrees of those are noted among

come confirms that vaccination

2 is out
and less of among the Passives. Thi

: sehaviours
concerns breed unfavourable attitudes an -
ris(s’ vaccemnee ty
P een [OUGNR A
tal d further hints an association betw
S AL IR - dine signals that
, et he finding Sig
ination Addirionally. ¢
: i vaccinat
and their responses towar¢ ¥ ding responses
haye corresponaing
i ination concerns have
different magnitudes of vacet®

toward vaccination.
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H ity of Cape Coast
Uniyegpity Contradiction ¢,

evidence that Perceived pig)

urden s girecyy iated wi
vaccine uptake (Lammert . Y associated with

/¢ .
al., 2016, Poulos ef 2018; Poulos ef

is established among the (i,
= w P 5,

infectious disesse

vaccinations. What i< » ;
Al 1s 10 be learny from this finding is that disease burden js

The segments identified correlated significantly with some specific

socio-demographic (sex, age. education,

religion, continent of origin) and

tripographics characteristics (travel exper

1ence, trip arrangement, insurance
uptake, pre-travel health advice and in‘ormation search behaviour) suggesting
that the types of tourists are no: ersonzlity types or universal traits but shaped
by personal and context factors.

Overall, the observation of the three tourists’ types with dissimilar
levels of vaccination concerns, perceptions of infectious diseases, vaccination

literacy and responses toward vaccination confirms the theory of social

representation. The theory posits the existence of sub-groups with different

: ; mmaries the
views. attitudes and behaviours in every population. Table 33 su

'sts identified.
characteristics of the types of tourists iden
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¥

able 33: §41%W@H§Pe Coast

Crits
Have high concerng t
vaccination

High chance of Misconceiying
vacemation issues =
Have high Untavouran
about travel vacein 100
Uncgt'ra i_n about the 'Mpontance of
vaccination

Less likely to think

beneficial
Prefer other Preventative hegajt
measures (i.e WASH measure
vaccination

Perceive high infectious disease
burden with international tourism
Less literate on travel vaccination
More likely to refuse vaceination
More likely to be vaccine-hesizan:
Less likely to recommend vaccines =g
fellow tourists

——

vel

Owa rd {;

-~ —
d

ot Ne
that vaceines are

h
S) to

acteristics of the Extreme tw
0

https://ir.ucc.edu.gh/xmlui

Types of Tourists

ertain abhoyt th
Vaccination
More likely to thin
beneficial
Regard other
measures as ¢
vaccination
Perceive low infectious disease
burden with international tourism
More literate on travel vaccination
Less likely to refuse vaccination
s likely to be vaccine-hesitant

ore likely to recommend vaccines

12 fellow tourists

€ importance of
k that vaccines are

preventative health
omplimentary to

el

S
)
Les

(3

L=

2331Ves constitute the Fluiders

Note: Intersections of the Crits ang P

Summary

The main aim of this objective is to propose a tourists’ typology using

their vaccination concerns. The most salient conclusion is that three spectrums
. ination. The

of tourist types exist based on their concerns toward travel vaccination. They

. 1S i$ revealine
£ Crits at one extreme to Passives at the other end. This g
range from Cr

: ‘si identity’, one which is
of two identities to travel vaccination CONcerns, simple y

ity ' edictable.
casily predictable and ‘fluid identity’, On¢ highly unpre
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PTER
TEN

Introduction ECOf\*ll\va:I\n)smorvs
This chapter ¢,

travel vaccination

5 |

€ Contnibution of this study to both
theory and practice is also discussad in his ~
SCUSsC in this chapter
Summary
This study was motivated 51 e limited theoretical and empirical

insights on international tourists’ ir2v2l vaccination concerns and their uptake
behaviour. Therefore, the study sought to propose a measurement scale for
international tourists’ travel vaccination concerns; explore the determinants of
their vaccine uptake concerns; examine the relationship between uptake
concerns and uptake behaviour and finally, explore whether a typology of

tourists based on concerns for uptake could be identified. To achieve these

d economic theories including the health

objectives, several psycho-social an
and cumulative prospects theory

belief model, reflexive modernization theory

. INed-! ':':""i'\"Il."\l.-.’Ii
V i II ex ‘.'lla (9] 'Sequen“{l NUNCO-MCHTHOUS L
{ . ~ e . .‘tb ¢ {I,\Ii!\'””;‘-l li;l[;l
1 CO I'I]ellced “r"l[h []]e k.(.‘“l..l.“\‘" L 1
' . " Ty o “..n(h\n[s)‘ \Vhl ,h
I Il‘r\'ﬂ‘\\’.‘\ (.‘.— [L.l (
}d lllld 1 5

' ini '"
[ or + o sury Y ll(i L.\'i [il[la[lOI]s (,t
| i r {hL q“c.'[ii‘”"f“l' ’ ! I l]lt .ll o Lt )
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some of the Quantitatjye
University of 85%(569,@;‘”&% https://ir.ucc.edu.gh/xmlui

from tourists’ isi ! Quantiat
MISts” Who visiteq Ghang 1, AUaititative dary were collecteq
Clweep j
une

2018 “
and May-July 2018 that org ugust 2017, October-Margh
a oOr er

. The data
sample of 250 reshe _ ala inclydeq an e
Pondents and the main samp Py
) Pie of 905
qualitative dara WBFE Beicsse. fespondents, The
“TENC and analysed 1«
J Using "
the AMOS 22 were yeos « & NVIVO while STATA ang

. aIa- A Serie f i i
b
ans CIUStEI 1 1 i \ V I "1 |

the Structural Equation Modelling (8 EM)

A multi-dimensiona] international touricre’ i
L Sounsts” travel vaceination concern

scale was identified The di '
. The dimensions wsrs <2
SHSIES TerR satety, efficacy, cost, time
, : } , aCCess

and ethical concer VeVer, susiematic di

ns. However, s siemaric differences existed in the
underlying factors that accounted - -r= specific dimensions of vaccination
concerns with the common ones being pre-travel consultation with health

professionals, vaccination literacy and perceived benefits of vaccines,

Furthermore, international tourists’ vaccination concerns significantly
influenced their vaccine uptake behaviour. And at the disaggregated level, a

considerable impact was exerted by safety, efficacy, SyaiRHy cpeCeens and

cost concerns after adjusting for other confounding factors. The study further
urists based on their travel vaccination

identified three distinct clusters of to

its. Fluiders and Passives. T he /lniders ave the

concerns. They include the C7

the Passives are the minority in the sample The

majority in the sample and |
- acteristics (sex, age. cduvation,
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vaccination uptake. Proper gauging o721 27zrg® vaccination concerns marks a

.

core basis upon which approprize se=zviour change strategies can be
formulated and executed to resolve those concerns about vaceines.

Tourists’ vaccine uptake is neither driven by socio-demographic

characteristics, tripographics, disease perceptions, self-efficacy nor cues to

action alone, but is also driven by a multiplicity of concerns over safety and

; i ethical reasons.
efficacy of vaccines, affordability and access to vaccines, and
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This is suggestive that all of these factors must be taken into co
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Finally, the pragmatist p-iloseciv and the quantitative-dominant
exploratory sequential mixed-methe:s cesign are useful for scale building,
testing and offering of explanations to ensued results. Similarly, the integrated
model of concerns and responses to vaccination and HBM are useful theories

ol : : inati itudes and behaviours,
for understanding international tourist’s vaccination attitud

i i ice
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Given that the tourists are heterogeneous with respect to their
perceived travel vaccination concerns. much attention should be devoted to the
segment-based tailoring of messages. Here the proposed tourists’ typology

could be very useful. However, the volatile nature of vaccination concerns by

the Fluiders denotes that targeting them would not only be resource
demanding but extremely difficult to achieve. It is therefore recommended

sing concerns should be directed at the Crits

that interventions aimed at addres |
ble and targetable. By implication,
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assoc vaccines given by injections, shorten administration time

reduce vaccination cost and improve patient adherence as fewer shots and

visits would be required to provide immunity (McHugh et al,, 2015: Taberner

& Hogan & Hunter, 2012). Tais is also beneficial from a healthcare

expenditure and financial sustain2>iizy verspective cetris paribus, as patients
would have to pay for fewer trave. clinizal visits as it would be for low upfront
financial investments (i.e. procursment. delivery and reimbursement) by

governments and insurance companies (McHugh ef al., 2015).
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By implication, search would, for instance, help one to avoid paying
for two or more clinic visits and administrative fees, not to mention the time

and inconvenience of having to make several trips to the clinics. This would
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Finally, wherea inat;
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religious or personal reasons could bs beneficial in managing tourists concerns

about mandatory vaccines and thsir associated adverse impacts. Beyond

making this provision, tourists shou's 2 informed of its availability and how

to seek for it in clear and unambizuous s,
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Finally, this study uniqusly cozi=butes to the travel medicine literature

by being the first (to the best o7 :he 2u:20r"s knowledge) to conceptualise and
empirically propose a tourists” tyroiozy based on travel-vaccination concerns.
It further contributed to the literature by ascertaining the factors that drive

such segments of the typology as well as the responses of those segments

toward vaccination.
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The current study was onlv z2lz 10 identify two main predictors of
tourists concerns about the unavailabilitv of vaccines when they need them.

These were their vaccination information seeking behaviour and vaccine

literacy. Understandably, vaccine stock-outs are more of service provision

lapses (supply challenges) and may have little bearing on demand-related

i ture research is,
factors, in this case, personal level factors. Dedicated fu

he supply related factors that account for the
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Inbound tourists 10 Gh
dana are reguyi
quired to take yellow fever vaccine
unless in possession of a valid waiver certificate. Meanwhile, about 45 of the

surveyed tourists still entered the country without any proof of the vaccination

or a waiver. The current study could not account for the reasons why the 45

people were not able to take the vaccine but were able to access the

O3

destination. While the most likev rzzson for this issue could be poor
enforcement of immigration law s in the couniry, evidence-based research on

this issue would be worthwhile.
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Appendix C: Descriptive Statistics of Measurement Items of the Travac scale

Dimensions and underlying items

Confirmatory sample (n = 905)

Efficacy concern
1 do not trust vaccines to effectively protect me from diseases while travelling abroad
1 am not confident in vaccines helping me stay healthy while abroad
Multiple uptake of travel vaccines for different diseases can prevent my body from naturally fighting
against diseases
1 worry about the long-term effects of travel vaccines on my health

\ Safety concern
1 am not sure of the safety of vaccines for travelers
1 worry about the side effects of travel vaccines

qg: Taking vaccines when travelling abroad makes me feel uncomfortable

2. | fear the injection when taking travel vaccines because of the pains.

8 1 worry that the side effects of vaccines (if any) while abroad can decrease my enjoyment of the holiday
g  experience

® 1 fear that I may not readily get medical assistance when experiencing side effects of vaccines while abroad
3

g\ Cost concern

2 Travel vaccines are expensive

C Taking vaccines during travel abroad increases the cost of travel

g Consultations with health professionals on travel vaccinations cost a lot of money

o

<
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M SD Skewness  Kurtosis
2.22 /.60 0.79 -0. Oig
189  0.94 1.04 0.74%
1.95  1.06 1.08 0.41¢
228 114 0.48 -0.84'5

Y

2.37 3.29 0.56 -0.58 ¢

(@]

(@]

2.19 2.76 0.52 -0.52 ﬁ
2.04 1.02 0.72 -0.25
333 2.45 0.45 -0.54

1.71 3.04 0.88 -0.03 _

1.39 2.80 0.50 -0.58 E:

2.03 3.33 0.61 -0.74 o

176  3.04 -0.06 _0.96 §

®

5.19 354 -0.16 -0.65 e

6.44 3.54 -0.78 -0.35 Q

6.43 3.56 -0.79 -0.36 §

494  3.78 -0.24 -1.02 =




Travel vaccines are a means through which health care providers make money from travelers
Travel vaccines are a means through which pharmaceuticals make money from travellers

Time concern
Consultation with health care providers concerning travel vaccination can be time wasting

1 am concerned that most travel vaccines have to be taken at least 2 months (carly enough) prior to the

actual travel.
The number of doses required for some travel vaccines delay travel time
Travel vaccination can be time wasting as it is often difficult to find all vaccines in one clinic

U Access concern

1216

= ltis often difficult to find all vaccines in one clinic

No reliable information on where to find all needed travel vaccines
Sometlimes travel clinics ran out some vaccines

thical concerns

International travel is a means through vaccines are forced on people
Travellers are not given the right/freedom to refuse certain vaccines
Making certain vaccines mandatory is unfair to travellers

et
Areiqif] yeuor ufes Aqg pez

Source: Feid Sur n.» . Adongo (2018); Scale: 0-to-10
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Appendix D: Respondents’ Demographic Characteristics by Travel Vaccination Concerns

N Efficacy Safety Cost Time Access
Concern  Concern  concern  Concern  concern
Sex
Male 320 2.02 2.54 4.38% 2.85% 6.86
Female 585 1.89 2.29 4.79*% .51 6.81
Age
<20 92 1.86 2.45 475 2.64 6.86
20-29 456 1.92 2.47% 471 2.78* 6.84
30-39 204 2.09 2.25 q.82% 2.08 6.46
40+ 153 1.81 2.19 4.17* 2.00% o e
O WMarital status
Q. Married 273 1.96 2.34 4.51 2.62 6.91
(ND' Never married 607 1.92 2.39 4.70 2.04 679
2 Education
g  High School 261 2.56 2.85 4.66 2.78 645
7)) First deuree 363 1.90 2.26 4.76 2.79 o 88
g Postgraduate 281 1.69 2.06 4.47 2.29 7.10
& Religion
S Christianity 507 2.05 2.51 4.48 2.73 6 68
= Atheism 177 1.58 2.07 4.66 2.28 7.27
C Agnostic 100 1.64 2.27 5.21 2.41 7.01
g Islam 18 3.88 3.00 4.63 4.59 6.17
5 Others 103 1.95 222 4.89 2.61 6.69
Employment status
Employed 677 1.89 2.30 4.53 2.59 6.85
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Unemploved 202
Retired 26
Continent of residence

Africa T

Europea 641
South-East Asia 7 :
American 154
Western Pacific 32

2.10
1.83

2.28
1.87
4.40
1.86
2.30

2.60
2.43

2.34
2.33
3.91
2.44
2.63

Areuqi yeuor wes Aqg paznibig

P-value is significant at, * p< 0.05; **p < 0.01
Source: Feld Survey, Adongo (2018)
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Appendix E: Respondents’ Tripographics by Travel Vaccination Concerns

N  Efficacy Safety Cost Time Access Ethical
concern concern concern COI’ICCI‘H concern cancern
International travel history
First-time visit 76 1.85 2.32 4.70 251 5.66 4.77
Repeat visit 829 2.84 2.93 401 3.92 6.93 31.52
Purpose of visit
Leisure/recreation Toi 2.06 2.28 4.°71 6. 82 6.82 4.71
VER 86 1.85 2,24 4 08 686 6.87 4.80
Business 68 2.46 2.51 A 51 0.8 6.87 4.05
Trip arrangement
O Self 782 1.81 2.33 4.64 2.50 6.92 4.70
Q Travel agency/packaged 123 2.74 2.63 4.70 3.0 621 4.52
—-+ . & .
N Risk taking behaviour
8 Risk taker 305 2.08 233 4.63 2.84 6.78 4.73
g Risk neutral 253 1.84 N | 4.84 2.58 7.00 4.75
wn Risk averse 347 1.88 2.50 4.39 2.44 6ol 4.49
% Disease history abroad
o Ever contracied 228 2.09 2.72 4.45 272 6.84 4.95
S Never contracted 677 1.88 2.40 4.70 2.60 6.82 4.57
g Health insurance
— Subscribed 775 2.74 2.7 4 .46 3.05 6.34 3.74
g Unsubscribed 130 1.80 2.30 4.67 2.56 6.89 4.82
g Insurance covered travel vaccines
= Covered 314 1.90 2.35 437 2.55 6.63 4.79
Not covered 591 1,95 2.38 4,78 2.67 6.93 4.60
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Wilks Lamda
(F-value)

0.93(12.16) **

0.96(6.42) **
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0.99(1.90)
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Pre-travel consultation 0.96(6.41)**

Consulted 784 1.82 2.30 4.68 2.54 6.88 4,77
Not-consulted 121 2.71 2.87 443 3.21 6.48 103
Self-rated health 0.98(1.64)
Very good 492 1.85 2.21 4.63 2.52 7.02 4.73
Good 378 1.96 2.48 4.58 2.67 6.56 4061
Fair 35 2.79 345 541 3.63 6.87 474

P-value is significant at, * p< 0.05; **p <0.01
Source: Feld Survey, Adongo (2018)
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