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1. Description of the Issue 
 

 1.1 Background of Issue 

Vaccination hesitancy, also known as anti-vaccination or anti-vax, is defined as the 

“delay in acceptance or refusal of vaccines despite availability of vaccination services” by the 

World Health Organization (WHO). Vaccines allow the body to acquire immunity to a 

particular disease by presenting an analogous substance to the human body. Recently in 2019, 

the World Health Organization (WHO) listed vaccination hesitancy as one of the top ten 

global health threats.5. 

 

From its foremost foundation dating back to 1796, vaccines were doubted on its 

reliability, complacency, and efficacy. This led to the refusal to vaccinate, delayed vaccines, 

or acceptance yet a biased preference of one vaccine to another.5. However, due to increased 

urbanization and globalization, along with new findings of vaccines, the prevalence of 

epidemics is increasing as it mutates to the existing medications. The graph below illustrates 

the global health epidemic timeline.11. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

As shown, the number of epidemics for the last ten years outweighs that of thelast 50 

years. Even though the global life expectancy is rising, the frequency of epidemic outburst 

increased ten times more over the last 10 years compared to the last 50 years. 11. 

While the world lack cures for some of the recent epidemics, people still resist to vaccinate 

themselves with the existing ones even though its efficacy has been proven by scientific 

consensus. 

 
Based on the driving forces of vaccination behaviors, the World Health Organization 

incorporated four main categories for the barriers to immunization.5. 

1. Thinking and feeling  

2. Social processes  



3. Readiness to vaccinate  

4. Practical issues 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Despite the efficacy proven byscientific consensus, vaccines are still being doubted by 

problems with perceptions and adoption. Patients may fall into complacency and feel that 

certain diseases are no longer a threat. For example, although measles, a disease first reported 

in the United States during 18th century, killing about 6,000 people a year, were thought to be 

eliminated at about 2000, there have been a recent outbreak as patients hesitated to vaccinate 

themselves and his or her child due to their complacency. Furthermore, Minnesota state 

allows religious exemptions to vaccination, which also attributes to the cause towards the 

outbreak.5. 

 

Social processes are one of the largest factors that account for vaccination hesitancy. 

These social processes can be due to social norms such as gender or racial norms, or rumors 

that had been spread by people who distrust vaccination. Due to the bandwagon effect, 

individuals are likely to follow and agree upon the most common ideas that are presented by 

the social norms.  

 

Although at a global scale there are no significant differences in immunization coverage 

for males and females, in some countries and communities, the existence of gender 

discriminations tends to cause a low access to immunization.7In the graph below, ES shows 

the gender inequality present in the country, and %Weight indicates the immunization 

coverage. In Egypt, where ES is relatively high (2.11), the %Weight is low (0.05) relative to 

Ethiopia that has a relatively low ES (0.92) correlating with a relatively high %Weight (7.15) 

 



Unequal status of women in many societies can reduce the chance of child immunization 

by preventing their caregivers accessing immunization services. 12. 

 

Major religions and immunization have no significant interrelations, and some religions 

even encourages individuals to receive such treatments. However, it is often the case where 

religious leaders in a community discourage vaccination towards the believers. For instance, 

the United States of America, one of the countries that is listed as with the highest level of 

vaccination hesitancy by Global Alliance for Vaccines and Immunization (GAVI)4, currently 

has 45 states that allow religious exemptions to vaccination. 1 

 
The lack of motivation to immunization was also listed as one of the categories for the 

barriers to immunization by the WHO. In South India, it was reported that rate of 

immunization was high due to the fear of vaccine-preventable diseases and confidence in the 

recommendations made by health care professionals.6 However, due to easy access to health 

care systems and enhanced technology, the motivation to vaccination in MEDCs is found to 

be relatively low compared to that of LEDCs. 

 

Costs, vaccine availability, and convenience are all examples of practical issues that 

cause vaccination hesitancy. Within the Middle East and North Africa (MENA) region, from 

2018, UNICEF made efforts to eliminate the practical issues of vaccinations by providing 

free vaccines to every child.9While forced vaccination seems as a solution, it is rare and only 

implemented as an emergency measure.8. 

 

 

Although the overall vaccination rate is increasing, some countries are countries 

deviating from the standard. For instance, while citizens in Bangladesh may have a high 

vaccination confidence, citizens of Japan may think otherwise. According to the graph above 

that illustrates level of vaccination hesitancy in Asia, the correlation of GDP per capita and its 

degree of vaccination hesitancy seems to be directly proportional. The higher GDP per capita 

a country has, the larger hesitancy exists. For instance, Japan, having about 38,000 USD GDP 

per capita, is shown to have the most hesitancy against vaccination.2 

 

1.2 Recent Development  

In 1974, the World Health Organization launched the Expanded Programme on 

Immunization (EPI) to increase immunization rates after the outbreak of smallpox and the 

invention its vaccine.4 This programme initially encouraged the vaccination to six vaccine 

preventable diseases: tuberculosis, poliomyelitis, diphtheria, tetanus, pertussis, and measles. 

Since the onset of the EPI, additional vaccines such as pneumococcal conjugate vaccine, 

Hemophilus influenza type B vaccine, and rotavirus, had been incorporated in by an 

increasing number of countries. 11. 



 

To address the gender discriminations that causes the barriers to immunization, the 

Global Alliance for Vaccination and Immunization (GAVI) had set global gender policies 

after identifying “The Epidemiology of The Unvaccinated Child,” or UNVAC.4. 

As shown in the graph, since the year 2000 (the year when GAVI was launched), deaths 

from vaccine preventable diseases such as tuberculosis and measles had decreased over 30 

percent until 2017. 

 

However, further reduction of deaths caused by vaccine preventable diseases seems 

difficult as such vaccination hesitancy is caused by another factor: practical issues. People in 

the MENA region, as mentioned earlier, are unable to receive adequate vaccines that the 

GAVI programme had outlined. For instance, major countries that do not receive adequate 

vaccination includes Djibouti, Egypt, Iraq, Sudan, Syria, and Yemen.4 To address this issue of 

practicality, the WHO and the UNICEF began to require these countries to annually report 

their vaccination rates. Furthermore, the WHO and the UNICEF, beginning from 2017, 

started to require these countries to fulfill the Global Vaccine Action Plan (GVAP), which 

requiresdistricts to have greater or equal to 80% DTP3 (vaccines for three types of disease). 

However, in Yemen, although urban areas had a 77% DTP3 coverage rate, the rural areas 

only had about 50% of DTP3 coverage rate. This suggests that the MENA region is still 

suffering from practical issues of vaccinations.8 

 

1.3 Economic Growth and Health Expenditure 

As practical issues are a main culprit of the low immunization performance in the MENA 

region, simply increasing the supply of vaccines and prioritizing it may seem as a simple 

solution. However, as most countries in the MENA region are still categorized as developing 

countries, prioritizing immunization may cause undesired effects to the economy of the 

developing nations. Also, since vaccinations produce positive externalities and are considered 

as a public responsibility, such funds are often provided by the government, which leads to an 

allocative inefficiency of resources.8 

 

However, if a country chooses not to pursue immunization, this may cause external costs 

that incurs from reduced labor potential or increased expenditure to hospitals. Therefore, at a 

perspective of economic growth of a developing country, prioritization of vaccination may be 

difficult; moreover, alternative solutions must be pondered in order to increase immunization 

coverage while maintaining economic growth of countries. 10. 



 

2. Emphasis on the Discourse  

 

2.1 Stance of Developing nations 

The overall vaccination hesitancy in developing countries are low, meaning that people 

are willing to immunization. However, practicality is a great problem in these countries, and 

immunization is not the prioritized goals of these countries. For example, in Rwanda, 95 

percent of citizens believe that vaccination is safe and effective, yet the immunization 

coverage isas low as 20 percent coverage.13 As diseases such as hepatitis A/B, yellow fever, 

rabies, polio, measles, and various types of influenzas are prevalent in Rwanda, or countries 

near the region, the government of Rwanda covers only about 30% of the expenditures spent 

on the EPI program in order to increase the immunization coverage.13 With the aid of 

international organizations such as the GAVI and the WHO, Rwanda was able to fulfill the 

requirements proposed by the EPI.13 Although the distribution of burden to such international 

organizations is inevitable, countries of such must work to increase their coverage of the 

financial burden to the EPI requirements.  

 

2.2 Stance of Developed Countries 

Globalization had affected many aspects of public health such as vaccine preventable 

diseases with better funding initiatives supporting immunization, widespread intellectual 

property rights through the World Trade Organization (WTO), and the emergence of 

developing countries as a major manufacturers of vaccine supplies. Moreover, as 

globalization is defined as “process of denationalization of markets, laws, and politics in the 

sense of interlacing peoples and individuals for the sake of the common good.”14, the 

hesitancy of immunization is no longer the sole responsibility of one country. Organization 

for Economic Cooperation Development (OECD) member states are leaving the vaccine 

market because of its low prices and have moved away from low cost vaccines manufacturing 

in the developing countries to industrialized-countries’ markets in producing expensive 

vaccines. This so called phenomenon of “market divergence” that has become the rule in 

vaccine markets exists in various high income countries.  

 

For example, Germany currently possesses four types of vaccines towards the 

immunization of measles: MMR, MMRV, Rubella, and CRS. Price tiering, a method typical 

in markets to encourage shoppers to buy larger quantities based on the quantity that is ordered 
17, especially exists for MMR and MMRV, as MMR and MMRV differs by an additional 

immunization towards varicella, another type of disease, for MMRV18. Therefore, Germany 

would still wish to increase the global immunization coverage, but economic welfare must 

also be in consideration. 

 

As such, marketing strategies for vaccines exists within countries, and is relatively more 

prevalent in countries that have higher income. It is important for delegates to research the 

extent to which each country considers financial benefit in the vaccine market and to establish 

stance accordingly. 

 

This prioritization of financial benefits over global health benefit had led to allocative 

inefficiency of resources from developed countries, which undermines the key statement of 

the UNICEF: the existence of excess capacities15.  

 

Therefore developed countries may take either one of two stances: focusing on financial 

gain from the vaccine market or planning measures to target people who have fallen into 

complacency to increase immunization coverage.  

 

2.3 Stance of Intergovernmental Organizations 

Roles of intergovernmental organizations (IGOs) are crucial in the issue as it is difficult 

to see how a low vaccination coverage of one country affects another.  



 

The major intergovernmental organizations are the World Health Organization (WHO) 

and the Global Alliance for Vaccination and Immunization (GAVI). GAVI’s role is 

crucial in granting practical access to immunization in poor countries. As the relationship 

between the immunizations of certain LDCs and other MDCs are vague, the GAVI’s role is 

important in universalizing the issue of vaccination hesitancy. 

 

Until this point, intergovernmental organizations have been supporting LDCs with 

financial aid to satisfy the immunization coverage requirements proposed by the EPI.13 

Although LEDCs must stabilize their economy to increase its burden on the financial 

expenditures to the EPI’s immunization requirements, the intergovernmental organizations 

must also attempt and plan strategic priorities to financial sustainability. 

 

3. Possible solutions 

 

3.1 In favor of Intergovernmental Organizations 

As stated in the previous section, solutions proposed by intergovernmental organizations 

must universalize the confrontation of the issue of vaccination hesitancy. Moreover, financial 

sustainability must also be considered. For instance, increasing the efficiency of the program 

as to improving the cost-benefit ratio could convince countries with practical issues of 

immunization. Methods to improve this ratio may include raising the awareness of grassroots 

authorities or other opinion leaders, ensuring effective establishment of health districts, and 

improving the productive efficiency of health staff. Moreover, the sustainability of funding 

towards countries must be improved by requiring greater financial commitment of 

intergovernmental organizations and improving the procedure of transferring the funds. 

 

3.2 In favor of Developed Countries  

It is most crucial for delegates to identify the factors causing vaccination hesitancy in 

their respective countries as solutions will depend on these factors. For instance, if the 

hesitancy is caused by specific social norms such as religious norms existing in the United 

States, countries must consider eliminating exemptions of vaccinations to such social norms 

while not invading individuals’ human rights.  

Moreover, possible stances as listed in section 2.2 must also be considered when 

proposing solutions to the issue as countries may wish to prioritize their financial gain by 

moving into expensive vaccine production in industrialized countries. These countries may 

take actions such as requiring financial compensation from intergovernmental organizations 

for their contribution in meeting the global standard of immunization.  

 

3.3 In favor of Developing Countries 

Developing countries had recently stepped into the vaccine industry with low cost 

manufacturing following the trend of globalization. The global public sector is dependent on 

the emerging suppliers rather than multinational firms because of the increased quality and 

diversity of developing countries manufacturers. However, with member states of OPEC 

leaving the vaccine industry that is supported by low-cost of production of vaccines in 

developing countries, these industries are not able to operate at its full potential. Therefore, 

developing countries must develop strategies to attract OPEC nations that sees the financial 

gain from vaccine industries as the priority back into the low-cost manufacturing industry.  

 

4. Keep in mind the following  

While you are researching your country’s stance, focus on its current economic status, 

degree of vaccination hesitancy, and diplomatic relationships. Consider the following 

questions: 

1. (To LDCs) As member nations of the OPEC are leaving the low-cost vaccine industry, 

how are LDCs going to attract these nations back into their low-cost manufacturing 

industries? 



2. As immunizable disease rates fall, how are countries encourage local populations to 

vaccinate themselves? 

3. What diplomatic ties does your country have with other nations? 

4. Are there any policies regarding the exemptions of vaccination for certain social norms?  

5. (To MDCs that exercise market divergence or tier pricing. Refer to section 2.2) Although 

being a member state of the OPEC, how are you going to justify your country’s actions in 

prioritizing its financial gains? 

 

5. Evaluation 

A vaccinologist, Marie Kieny, a former Assistant Director General at the WHO, states, 

“Their (vaccines) impacts…are much greater than previously thought…16 ” The issue of 

vaccination hesitancy have been continuously brought up by an increasing number of 

countries, thus becoming one of the greatest threats against global health. The issue of 

vaccination hesitancy must be dealt with great concern, accompanying as much global 

perspectives as possible. After all, as Keiny puts it, policy makers who neglects the issue will 

be missing a “great opportunity for promoting development.16 ”  
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