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Background to the forum 
 

Vaccinating children against COVID-19 has direct benefits, particularly for those at risk of 

severe disease. Vaccination also has indirect benefits, including some reduction in 

transmission and minimising disruption to schooling; protecting others in the household, 

community and schools; and providing a sense of safety for some parents and caregivers 

(hereafter only referred to as parents).1 Vaccination may also provide some baseline cross-

protection and immunity to children against potential new variants, which is particularly 

important with winter approaching in Australia. 

In response to plateauing COVID-19 vaccine uptake in 5–11 year old children around 8 

weeks into the program, as well as emerging inequities in uptake, the Collaboration on 

Social Science and Immunisation (COSSI) and the National Centre for Immunisation 

Research and Surveillance (NCIRS) convened an online forum, supported by the Australian 

Government Department of Health, states and territories, on Thursday 3 March 2022.  

The forum aimed to identify the drivers of COVID-19 vaccine uptake in children aged 5–11 

years and discuss strategies for increasing coverage in this age group. It brought together 

federal, state and territory governments; representatives from key communities; 

immunisation providers; social scientists; and other academics. Presenters shared coverage 

data; early social research with parents on barriers to uptake; case studies of successful 

interventions to support COVID-19 vaccination among 5–11 year olds; and a summary of 

global evidence on strategies shown to improve uptake. These presentations are 

summarised in sections below, with the presentations attached as an appendix.  

Evidence sharing among all key stakeholders can guide the development of effective and 

targeted solutions.2 Coverage data can identify gaps in uptake, particularly for harder to 

reach or high-risk groups, while social research can provide rich insights from community 

and provider perspectives on what they see as barriers to vaccination and feasible solutions. 

Panellists from key communities, providers and governments reflected on these ideas and 

shared their own perspectives. Their reflections are summarised in a section below. The 

online audience also contributed to the discussion; their contributions are summarised 

throughout the report in italics. 

The intention of the forum was to encourage an ongoing conversation with a common 

purpose. The forum did not seek to represent all perspectives, nor solve all problems, but 

rather provide a common place to identify solutions. It can also act as springboard to follow-

up discussions with a broader range of groups. The forum also offered the opportunity to 

develop a new model to address immunisation coverage gaps by bringing together 

government, providers and researchers to collaborate and seek solutions, both now and in 

the future.  
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The current situation 
 

A snapshot of national COVID-19 vaccine coverage in children 
aged 5–11 years 
 
Colonel Spencer Norris from the National COVID Vaccine Taskforce – Operation COVID 

Shield presented a snapshot of national COVID-19 vaccine coverage in 5–11 year olds. The 

vaccination rollout in this age group commenced on 10 January 2022 and coverage rapidly 

increased. Globally, Australia was among the top three countries for daily increases in 

coverage in 5–11 year olds (New Zealand 1.52%; Singapore 1.30%; and Australia 1.24%). 

However, soon coverage began to plateau. As of 1 March 2022, 50% of the cohort had 

received first dose of the vaccine, with the highest coverage in the Australian Capital 

Territory (78%) and Tasmania (61%), and the lowest in New South Wales (48%) and 

Queensland (43%). It was noted that these figures do not consider children whose 

vaccination may be delayed due to COVID-19 illness. Primary care has delivered 64% of all 

vaccinations in 5–11 year old children.  

Australian data also reveal early equity gaps in coverage. By 23 February 2022, there was a 

19 percentage point gap in coverage nationally between Aboriginal and Torres Strait 

Islander children (hereafter respectfully referred to as Aboriginal) and non-Aboriginal 

children. There was a 28 percentage point gap in coverage between people living in the 

highest (64%) and lowest (36%) socioeconomically disadvantaged areas as measured by 

the Socio-Economic Indexes for Areas (SEIFA), with differences between states.  

Members of the online forum audience noted this striking difference, and the difference in 

the socioeconomic gradient between different jurisdictions. One participant questioned 

whether it would be possible to release more granular data, for example, by age group, 

sociodemographic indicators, as is done in the United Kingdom, noting that this may 

empower communities to work to develop solutions to increase uptake. 

 

Influences on parents’ willingness to vaccinate 
 
The forum heard about preliminary findings from the Coronavax project in Western 

Australia,3 presented by Associate Professor Katie Attwell on behalf of Dr Samantha 

Carlson. This study involved interviews with parents conducted in late 2021 to examine their 

willingness to vaccinate, before the childhood vaccination rollout began. Qualitative 

interviews with 14 parents of children aged 5–11 years enabled researchers to obtain in-

depth insights into their intentions and influences. Based on a COVID-19 vaccine intentions 

model,4 most parents were accepting of the vaccine. Some, however, were hesitant and one 

planned to refuse it. All parents were keen to receive clear, consistent messaging, and for 

those planning on vaccinating, preferred for their child to be vaccinated by a familiar and 

conveniently located general practice. Consumer-reviewed fact sheets5 about COVID-19 

disease and vaccination were developed from the findings of these interviews. 

One online forum participant noted their experience of parents in South Australia who had 

had minor and systemic side effects after vaccination themselves and were hesitant to 

vaccinate their children. Another reported observing that parents think that if their children 

have had COVID-19, then they don't need to be, or cannot be, vaccinated. Associate 
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Professor Atwell noted that the parents in the Coronavax study reported only minor side 

effects from their own vaccinations and said that being vaccinated first generated confidence 

in vaccinating their children. 

 

Barriers to COVID-19 vaccine uptake in higher risk and priority 
groups 
  
The forum heard about research on barriers to COVID-19 vaccine uptake in higher risk and 

priority groups in Victoria, undertaken by Associate Professor Margie Danchin and 

colleagues from the Murdoch Children’s Research Institute (MCRI) and supported by the 

Victorian Department of Health. This research is being undertaken with Culturally and 

Linguistically Diverse (CALD) communities, parents of children with disabilities, and 

Aboriginal communities. It includes a comprehensive description of barriers and motivators 

from qualitative interviews and focus groups, resource development for parents, including 

decision support tools, and evaluation.  

Three initial themes on concerns about and barriers to uptake of vaccination have emerged: 

Access barriers, including difficulty in scheduling appointments because of the timing of the 

vaccination rollout in children coinciding with the return to school and work; more children 

with needle phobia needing access to services that provide distraction and support, 

especially children with intellectual and developmental disabilities like autism; and victims of 

family violence and other vulnerable groups struggling to access vaccines.  

Risk assessment/need, including low perceived need for a vaccine due to low perceived 

risk of severe disease; perception that the vaccines are not effective; and safety concerns, 

especially about possible long-term effects of mRNA vaccines; and concern about children 

needing multiple doses.  

Communication challenges, including confusion about vaccine recommendations and 

frequent schedule changes, such as whether the gap between doses is 3 or 8 weeks.  

The study team recommended creating both broad and tailored messaging for specific 

groups that includes simple audio and visual messages and uses stories and case studies of 

children who have experienced severe disease such as multi-system inflammatory 

syndrome. Messaging should focus on the protection offered by vaccination against new 

variants, the opportunity for greater school attendance, the currently reduced need for 

isolation and the many unknowns about COVID-19 and children. 

One online forum participant emphasised the need for messaging to be appropriate for the 

demographics of the target population, having already seen much messaging that appears 

to target higher socioeconomic groups. Another participant requested help with frameworks 

that could inform messaging on vaccine benefits versus severity of disease and safety of the 

vaccines (e.g. should messages compare rates of hospitalisation for other vaccine 

preventable disease or emphasise importance of 'laying down broader immunity'), noting 

these are complex messages and may not be suitable for everyone. Another participant 

noted the need to improve access, and to not just focus on messaging as a solution. 
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Attitudes on vaccinating children against COVID-19 
 

The forum heard about research being conducted in Victoria under the Optimise study, 

presented by Professor Margaret Hellard. This longitudinal cohort study oversamples 

participants from key groups considered to be at a higher risk of contracting or developing 

severe COVID-19, or experiencing negative consequences of public health restrictions. 

Repeated surveys examining study participants’ attitudes on vaccinating children against 

COVID-19 found an increasing willingness to vaccinate children over time. In January 2022, 

close to 75% respondents had already had their children vaccinated or would definitely get 

their children vaccinated, up considerably from late 2020 and mid-2021. Of those 

participants not in this group, the top three reasons recorded in January 2022 for not wanting 

their children to have a COVID-19 vaccine were: the vaccine may not be safe (49%), their 

child might be sicker after COVID-19 (20%) and COVID-19 was not serious (20%) (note: 

participants could give multiple responses to this question). Participants in the Optimise 

community engagement group also noted confused communications from government as a 

barrier to willingness to vaccinate, including confusion over eligibility early in the roll-out of 

the AstraZeneca vaccine and the timing of vaccination after a COVID-19 infection. Many 

also noted receiving conflicting information about vaccine side effects and effectiveness from 

relatives overseas.  

 

Solutions 
 

Training community advocates 
 

The forum heard about the Victorian Vaccine Champions program, which is designed to 

build confidence in COVID-19 vaccines in schools, workplaces and communities and enable 

access to robust information in diverse communities to facilitate vaccination. The program 

has engaged with provider and community groups and trained trusted community and 

religious leaders to be community advocates via 70+ webinars over the 12 months, starting 

with the adult rollout.  

Associate Professor Margie Danchin from MCRI described the program’s three modules: (1) 

COVID-19 vaccine safety, effectiveness and risk communication; (2) how to be a community 

advocate; and (3) guidance on engaging with people who are hesitant in various scenarios, 

such as in-person, in online forums, through social media and in healthcare environments. 

The webinars also include practical skills and role-plays around effective vaccine 

communication.  

Post-training surveys conducted by the Victorian Department of Health found very high 

levels of participant satisfaction, with 85% of participants saying they felt more confident 

discussing COVID-19 vaccines with people who were hesitant or had questions and 96% 

agreeing that the session increased their knowledge of COVID-19 vaccines and their side 

effects. The Victorian Department of Health has commissioned another 20 sessions in 2022 

with a focus on the COVID-19 vaccination rollout for 5–11 year olds.  
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Helping parents make confident decisions 
 

Dr Jane Frawley from the University of Technology Sydney (UTS) presented an interactive 

web-based COVID-19 vaccine decision aid for parents, hosted on the NCIRS website.6 The 

decision aid helps parents weigh up risks of vaccinating versus not vaccinating to 

understand the outcomes of their decisions and determine next steps, while integrating their 

values and preferences about vaccination. The decision aid is evidence-based, referenced, 

transparent in terms of authorship and funding, and has a Year 8 reading level. Decision 

aids help parents make evidence-based decisions about vaccinating their children,7 increase 

intention to vaccinate, and can be used at home or during a consultation with a health 

professional. The decision aid will be updated regularly, and work to translate the resource 

into multiple languages is underway, ensuring it is accessible to culturally and linguistically 

diverse communities.  

The decision aid was well received by the audience. Several online audience members 

suggested the decision aid should offer advice on when to vaccinate after infection to 

reassure parents about the safety of vaccinating their child after a COVID-19 infection, which 

Dr Frawley confirmed will be added. One commenter asked whether the aid could be used in 

the field, for example, on iPads in health settings (it can). Another noted the importance of 

decision support for people with lower health literacy.   

 

Achieving high uptake and equitable access 
 
The forum heard about Victoria’s COVID-19 vaccination program for 5–11 year olds, which 

aims to achieve high uptake and equitable access. Naomi Bromley, Head of the Victorian 

COVID-19 vaccination program at the Victorian Department of Health described the 

program’s three pillared approach that has seen Victoria lead nationally in the smallest 

equity gaps in coverage:  

Delivering a positive experience for patients at state-run sites by supporting parent/guardian 

involvement and providing calming elements such as showbags and visual themes.  

Working closely with primary care settings, including general practice and community 

pharmacies, by providing access to training, promotional collateral and grants to increase 

capacity.  

Using data to target efforts at local levels to achieve equitable access for priority 

communities. 

Targeted strategies include: school-based clinics where parents (as well as the broader 

community) can walk in without appointments; pop-up clinics offering walk-in vaccination at 

family attractions such as Melbourne Zoo, Aquarium and Scienceworks; dedicated 

campaigns and Victorian Aboriginal Community Controlled Health Organisation (VACCHO) 

van providing face-to-face engagement, rapid antigen tests, and walk-in access for 

Aboriginal communities; and using Disability Liaison Officers and ambassadors to facilitate 

vaccination of children with a disability.  

One online audience member suggested that vaccination programs for children could use 

some of the same strategies used to support adult vaccine uptake. This could include local 

council-led parent forums, pop-up clinics at playgrounds, funding for multicultural 
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organisations to produce videos, relevant spokespeople doing social media videos or even a 

Bluey episode focused on immunisation. Others discussed the value of delivering 

vaccination at schools. One commenter noted their opinion that, while the requirement for 

the parent to be present adds a layer of complexity, this strategy may be especially useful in 

areas with many different cultural groups, lower health literacy or lower socioeconomic 

status. In terms of other strategies to address hesitancy in Aboriginal communities, one 

participant mentioned the ‘Vax Up You Mob’ show on 3KND Kool N Deadly Indigenous radio 

station,8 set up to address topics and concerns that may cause vaccination hesitancy.  

 

Global evidence on what increases vaccine uptake in children 
 

The forum considered global evidence drawn from systematic reviews of interventions to 

increase uptake of vaccines in children, presented by forum convenor Professor Julie Leask 

from the University of Sydney.9–11 There is evidence of effectiveness for interventions at 

various levels, set out according to the Social Ecological model of health:12 

At the public policy level, reducing out-of-pocket expenses is well supported. Making 

vaccinations a requirement is effective in some settings, although this strategy has 

significant negative impacts as well.  

At the community level, multiple combined interventions have the largest impact on 

coverage. Some reviews found community engagement to be effective and that it helps 

reduce inequity in uptake.  

At an organisational level, effective interventions include on-site vaccination, standing 

orders, provider reminders or prompts to vaccinate a patient, provider recommendation and 

home visiting.  

At an interpersonal level, interventions that leverage social norms can be effective, such 

as by empowering community advocates and role modelling. In clinical encounters, 

behaviour change counselling for hesitant individuals was found to be effective in some 

studies.  

At the individual level, effective interventions include receiving reminders to vaccinate, 

default appointments and prompts to make a time and place for vaccination.  

There is mixed evidence supporting the use of incentives, and education as an intervention 

on its own usually produced limited or no effect in trials where vaccination was the outcome 

measure, notwithstanding the important supportive role of good communication overall.  

Multiple strategies that address the target groups’ specific barriers to uptake, and are 

tailored to local contexts, are most likely to be effective. When considering workable 

strategies, they need to be not just effective in trial-based evidence but also feasible, 

acceptable and affordable. Opportunity costs should also be considered. 

 

Community, provider and government perspectives 
on key messages and next steps  
 
Invited panellists representing communities, organisations and governments shared their key 

perspectives on how coverage could be increased. The panellists included Aboriginal 
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peoples and Aboriginal Controlled Community Health Services; carers of people living with 

disability; primary health care providers; and state and national governments. We have 

grouped the panel’s reflections by the different social-ecological levels of intervention. 

At the individual level, Belinda Ross, Disability Liaison Officer from Eastern Health, 

Victoria, emphasised that a one-size-fits-all approach does not always work, and therefore, 

interventions to improve uptake need to be person-centred and tailored to a child’s individual 

needs. For children with disabilities, such interventions may need to consider how to reduce 

medical trauma and provide a safe/low sensory vaccination environment. For example, low 

sensory clinics with extended appointment times, sedation clinics, drive through vaccinations 

and home-based vaccinations have helped many children living with disabilities in Victoria 

get vaccinated against COVID-19.  

In terms of other interventions, the online comments noted the powerful influence of personal 

stories like case studies of children with severe disease.  

At the community level, the forum heard about the need to continue to engage with, 

support and empower diverse communities both at the grassroots and the infrastructure 

level. Kylie Taylor, Aboriginal Health Worker at Hunter New England Population Health, Dr 

Jason Agostino, Medical Advisor at the National Aboriginal Community Controlled Health 

Organization and Mohammad Al-Khafaji, CEO of the Federation of Ethnic Communities' 

Councils of Australia described the important role of community organisations (i.e. the 

Aboriginal Community Controlled Health Organisations; the CALD vaccination infrastructure) 

during the early stages of the pandemic in understanding community needs and priorities, 

and appropriately promoting COVID-19 vaccination. Community organisations, however, 

must not bear the brunt of addressing communities’ needs in terms of COVID-19 vaccination 

information and service delivery. Panellists stressed the need for continued policy support 

and funding at the infrastructure level. Ms Taylor added that cultural governance over 

communication strategies for Aboriginal people needs to extend beyond the surge phase of 

the pandemic. Mr Al-Khafaji said there is interest among many people from CALD groups to 

be involved and trained as vaccination champions.  

In the online comments, one participant highlighted the community-by-community approach 

in the Northern Territory (NT) to vaccinate Aboriginal communities, in recognition of the 

diversity of Aboriginal groups across the NT. They noted that the engagement of community 

champions and leaders has been critical to the program’s success and that local resources 

are being successfully shared through social media. 

At the organisational level, Karen Booth, President, Australian Primary Health Care 

Nurses Association, reflected on the challenges of resources and workforce capacity for 

professionals who deliver COVID-19 vaccinations to 5–11 year olds, with a focus on general 

practice. To address those challenges, Ms Booth called for new models of service provision 

and resourcing, including a greater flexibility and autonomy for accredited nurse immunisers 

to vaccinate without GP approval and off-site as needed; expanding after-school vaccination 

programs; and commissioning local health workforce to speak to children about 

vaccinations.  

In the online comments, one participant noted the policy constraints that prevent health 

professionals from providing vaccines using methods that are more responsive to their 

communities. Another noted the remuneration levels for providers are not sufficient to 

vaccinate this age group. 
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Finally, at the policy level, government representatives reflected on the forum, noting 

opportunities for policy-level support. Robyn Gibbs, Immunisation Program Manager at the 

Western Australian Department of Health applauded the COVID-19 decision aid as a 

potential tool to be promoted via primary care and/or used in schools. Joanne Edwards, 

Deputy Controller, State Health Emergency Operations Centre – COVID-19, NSW Health 

reflected on the need to address the vaccination gap between Aboriginal and non-Aboriginal 

children and to strengthen collaboration with multicultural organisations and primary health 

networks. Dr Lucas de Toca, First Assistant Secretary, National COVID-19 Vaccine 

Taskforce stressed that, while Australia was one of the fastest countries in the world to 

vaccinate 5–11 year olds, the recent plateauing requires a creative and multi-pronged 

approach (informed by today’s presentations), in particular to reach the most at-risk groups, 

such as people living in the most socially disadvantaged areas. 

In the online comments, some audience members raised the question of how high we should 

or need to go with COVID-19 vaccination rates in children, especially given there may be 

areas of greater need, such as increasing uptake of adult booster doses and additional 

levels of infection immunity in a proportion of children.  

 

Conclusions 
 
The forum brought together stakeholders representing consumers and communities, health 

providers, researchers and policymakers. This occurred in response to plateauing uptake of 

COVID-19 vaccines in 5–11 year old children. The forum considered feasible solutions and 

implementation plans. 

This forum demonstrated that this coordinated approach is not only worthwhile but also 

feasible, even when there is an imminent need for implementable solutions. As a result of 

two hours of focused presentations and discussion involving diverse stakeholders, the forum 

offered a range of practical solutions that are not only effective but also feasible, acceptable, 

efficient and address inequity.  

A key theme from this forum is the usefulness of timely data. The federal government’s 

recent sharing of coverage data by local government area13 is a welcome opportunity for all 

Australians to recognise and act on coverage inequities at a geographic level. Governments 

must fund and involve researchers to provide timely and useful data on why parents are not 

willing or able to vaccinate. Vaccination programs must integrate data into planning at the 

outset and there should be enhanced capacity to rapidly and iteratively use both quantitative 

data that tell us who is under vaccinated and qualitative insights that explore why they are 

under vaccinated. 

While some children are yet to have a vaccine because of a recent COVID-19 illness, other 

families experience access barriers and yet others see the disease as insufficiently risky to 

vaccinate their children. Many parents have also been confused over changing vaccine 

recommendations. Sometimes the one family will experience all these barriers. To overcome 

barriers, vaccination programs need two major categories of solutions: informing parents and 

addressing their concerns; and making services highly convenient and accessible. Programs 

must tailor solutions to local needs.   
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Regarding the first category of solutions, programs should provide parents with timely and 

consistent information about COVID-19 vaccines, including on the current recommendations. 

Messages should address concerns and motivate, providing both information and ‘real life’ 

stories of families affected by COVID-19. Information should be accessible in diverse 

languages and to people with lower health literacy. Programs should promote and integrate 

decision support tools into services to help parents on their vaccination decision journey. 

Programs should combine these strategies, with prompts for parents to act on their positive 

intentions. Given the documented effectiveness of reminders, the federal government could 

consider sending letter-based reminders to parents of children on the Australian 

Immunisation Register (AIR) who have no recorded COVID-19 vaccines.  

Regarding the second category of solutions, to address inequities for those parents facing 

logistical and access barriers, governments must continue to invest in localised approaches 

that make vaccination convenient. For busy working parents, offering free vaccination at 

schools and extending vaccination hours at local GPs will assist. In Aboriginal and CALD 

communities, localised engagement with trusted leaders is key, as is building community 

advocates’ knowledge and confidence to discuss and promote vaccinations. For children 

with a disability, governments should engage with current support networks (e.g. the 

Disability Liaison Officers program) to increase reach, and ensure parents have access to a 

range of service delivery options to suit individual needs. For children facing socioeconomic 

disadvantage, programs should use strategies that promote convenience for parents, such 

as pop-ups in places children frequent, for example, schools, zoos, aquariums and 

museums. For children experiencing needle phobia, it is helpful to create a supportive, 

positive environment around vaccination through ambient décor (where possible) and 

distraction techniques.14 

At the provider level, both usual (e.g. general practice and community health) and new (e.g. 

pharmacy) child vaccination providers require additional support to accommodate the 

complex interactions required for vaccinating young children. Skilled and adequately trained 

providers are crucial to vaccinating anxious children and managing parental anxiety. 

Furthermore, providers also need motivation to recommend the vaccine for children and 

foster opportunistic vaccination. Vaccination programs must also consider how primary care 

can integrate COVID-19 vaccination into usual vaccination care, for example in combination 

with influenza vaccination. 

As the nation moves into a business-as-usual phase, characterised by reduced workforce 

dedicated to delivering COVID-19 vaccinations and shifting priorities, researchers, 

communities, providers and governments must consider the strategies that can be 

implemented at scale. We encourage forum participants and readers of this report to take 

these ideas and continue to shape and refine their strategies.  
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https://doi.org/10.1177/2377960818759442
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5-11 Year Rollout – Overview and International comparison  

Chart 2: International comparison of 5-11 first dose coverage. New Zealand (1.52%) has the highest daily 

percentage point increase followed by Singapore (1.30%) , Australia (1.24%) and Spain (0.90%).

Chart 1: The rollout of vaccines to 5-11s began more quickly than 12-15s. Weekly administrations have 

decreased by ~50% week to week since 31 Jan. Assuming a continued weekly decline of 50%, the proportion of 

children aged 5-11 with a first dose will plateau at 50% from early March.
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5-11 rollout: 50% of 5-11s nationally have received a first dose with the ACT and 

TAS having the highest coverage rates at 78% and 61% respectively

Source: Persons aged 5-11 in Australian Immunisation Register (AIR) as at 11:59pm up to 22 Feb 22. Population estimates based on ABS June 2020 ERP. Note AIR reporting lag when comparing last week figures to previous week figures.

5-11s cumulative vaccination rates, by jurisdiction

Per cent (of group), up to 01 March 2022

QLD

National

NSW

VIC

45k

25k

WA

TAS

SA

ACT

NT

716k

2,277k

578k

479k

244k

149k

40k

Unvaccinated

At Least First Dose Received

Source: Persons aged 5-11 in Australian Immunisation Register (AIR) as at 11:59pm up to 01 Mar 22. Population estimates based on ABS June 2020 ERP. Note AIR reporting lag when comparing last week figures to previous week figures.
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Trends identified within the cohort

Chart 3: Unweighted average LGA 5-11 first dose % coverage by SEIFA Index of relative socio-economic 

advantage and disadvantage. 5-11 first dose % coverage rates are lower in areas of disadvantage, except in 

VIC. Each decile an area moves up the SEIFA index is an increase of 2.5-3 percentage points in first dose rates. 

5-11s cumulative administrations, by jurisdiction and channel

Per cent (of group doses), up to 20 Feb 22

Chart 1: The split of administrations across channels remains largely unchanged from the previous week.

5 out of 8 jurisdictions were administering doses within +/-5% of their allocated channels. Doses administered in 

QLD, ACT and NT jurisdictional channels continue to be greater than their allocations for that channel. NT 

administered 63% compared to 50% allocated, QLD 39% compared to 30% and ACT 56% compared to 50%.

64%

75%

67%

60%

63%

42%

21%

45%

36%

36%

25%

33%

39%

37%
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79%
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Chart 4: The younger the child is the less likely they are to be vaccinated.  This is represented equally across 

all jurisdictions. 

Chart 2: Indigenous 5-11s: The difference in uptake has grown in SA to 24% while ACT and NSW hold at 

23%.  The uptake is highest in indigenous in remote areas with the largest gap in Metro locations.
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Barriers to COVID-19 Vaccine 

Uptake for 5-11 year olds

Study funded by and conducted in partnership with 
the Victorian Department of Health

A/Prof Margie Danchin

Dr Jess Kaufman

Ms Belle Overmars
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MCRI Study: Supporting Parent Decision Making and Uptake 

Project Team:

A/Prof Margie Danchin

Dr Jess Kaufman

Ms Belle Overmars

Ms Carol Jos

Mr Zeph Hilton

Part 1

HIGH 

RISK/PRIORITY 

GROUPS
(~6 focus groups)

Part 2

DECISION 

SUPPORT TOOL 

EVALUATION
(pre/post survey)

Population

Parents/carers/providers (eg DLOs) 

of 5-11 years from priority groups: 

• CALD

• Children with disabilities

• Aboriginal & Torres Strait Islander  

Ask about: 

• Feelings about vaccinating their child

• Information & communication needs 

• Barriers to making a vaccine decision

• Communication strategies and 

resources that were helpful or not

Population

Parents/carers of unvaccinated

5-11 years

Assess: 

Impact of decision support tool on:

• Hesitancy and intention to vaccinate 

their children aged 5-11 against 

• Level of decisional conflict
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Part 3: Vaccine Champions Program

 Evaluation of program to build confidence in 
COVID vaccines in schools, workplaces and 
communities – survey/interviews attendees

 Healthcare providers, nurse immunisers, 
community and religious leaders from different 
CALD groups, disability groups including refugee 
and asylum seeker sector 

 60-90 minute interactive webinar including 
roleplay and Q&A

 Three modules:

1. Overview of vaccination program, safety, 
effectiveness

2. Strategies to build vaccine confidence

3. Discussing COVID-19 vaccines with people 
who have questions

Delivered by Dr Jessica Kaufman and A/Prof Margie Danchin on behalf of COSSI 
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Barriers to 5-11s COVID-19 Vaccine Uptake

Emerging Barriers & Concerns

DH Disability 

Engagement Team

DH CALD 

Engagement Team

Vaccine Champions 

Training Program 

FAQs

Back at 

work/not 

available at 

school - need 

parent present  

Victims of family 

violence, perpetrator 

may not allow

- Need creative & simple 

messaging (audio, visuals); 

case studies – children with 

severe disease; messaging 

around reduced need for 7 

day isolation; protection 

against new variants; 

unknowns about COVID 

Risk 

assessment/need

Confusion in vaccine 

recommendations - want to 

know reasons behind changes

Information Sources

Don’t need it - low 

risk of severe 

disease; doesn’t 

work ie doesn’t 

prevent infection

Long term 

vaccine effects 

unknown (inc

fertility)

Needle phobia - demand 

for vaccination under 

sedation (esp kids with 

disabilities, autism etc)

Concerned 

children will 

require booster 

doses/multiple 

doses

Access barriers

Communication Consent

Recent 

infection 

with COVID



The Optimising Isolation, 
Quarantine and Distancing 
and Vaccine Uptake
for COVID-19 Study

Partnership between the Burnet and Doherty 
Institutes



The Optimise Study

• Innovative multidisciplinary 

research platform 

• Providing government with 

timely and high-quality 

information to help formulate 

informed, precise and 

impactful policy during the 

COVID-19 pandemic 

• Produce shared 

understandings 



Demographics

12% speak a language other 
than English at home

39% are aged between 
18-34

81% are vaccinated
29% have a chronic condition 
that would put them at risk if 

they caught COVID-19

39% are aged between 
18-34 80% live in metropolitan 

Melbourne

720 
participants

Optimise is a longitudinal cohort 
study following around 700 
participants. 
Study participants are not intended 
to be representative of the broader 
population but instead have been 
intentionally recruited from key 
groups who are considered to be: 
• at risk of contracting COVID-19 
• at risk of developing severe COVID-
19 or, 
• at risk of the unintended 
consequences of the restrictions







Reporting

Community Engagement Group

Finding are discussed at a CEG prior to final compilation

Their views/input included in the report

Government

• Monthly reports to State and Federal government

• Cross-sectional only 

• Adherence with directives 

• Key factors reducing or improving adherence 

• Strategies to help improve adherence 

• Rotating topical interests (e.g. vaccines) 

Community & Sector Reports

• Identify key challenges & successes

• Exchange information and insights about what is/isn’t working 





COVID-19 VACCINE DECISION AID
A COLLABORATION BETWEEN UTS, NCIRS, USYD, UNSW & MCRI 

DR JANE FRAWLEY 





STEP 1: LEARN ABOUT THE 
VIRUS AND THE VACCINES

This page contains drop down accordion boxes 

with information on COVID-19 and the 

COVID-19 vaccines



STEP 2: INFOGRAPHICS

Infographics help to compare complex information 
about risk

Choose vaccine and age group

Choose to see information in % or number of people

Compare symptoms from SARS-CoV-2 with 
symptoms/side-effects following vaccination



STEP 3: YOUR CHILD’S 
PERSONAL RISK FACTORS

To determine if your child is at higher risk of severe 
COVID-19 or ongoing health problems

Possible contraindications

Discuss with your doctor if…..



STEP 4: CONSIDER WHAT MATERS MOST TO YOUR FAMILY



STEP 5: MAKE YOUR 
DECISION



Thank-you!
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Pillars for the 5-11-year-old COVID vaccine program

1. State-run sites are 

a premium offering that 

create a positive narrative 

around vaccination

Create an experience that 

minimises anxiety and supports 

necessary involvement of parent / 

guardian including vaccination of 

parents or older children in same 

visit if required.

2. The state-run program 

supports and empowers 

the primary care network

Enable primary care clinics to 

deliver a high volume of 

vaccinations to their local 

communities and support them 

to have a sustainable model for 

COVID-19 vaccinations in future.

Objective – Victoria rapidly delivers 5-11-year-old vaccination coverage,

building on the strengths of existing BAU and COVID immunisation programs

3. Targeted strategies to 

engage with vulnerable and 

at-risk children 

Sustain, improve and 

increase bespoke service delivery 

for priority populations including 

Aboriginal and Torres 

Strait Islander children, children 

who have a disability, those from 

marginalised backgrounds and 

those who live in low 

vaccinated communities.
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Vaccination Rate (5 to 11) by LGA

The 10 Metro LGAs with lowest 

coverage rate
LGA

Dose 1 

(#)

Estimated 

population

Dose 1 

(%)

Hume 9,945 25,293 39.3

Whittlesea 11,749 24,878 47.2

Mornington 

Peninsula
7,111 15,030 47.3

Brimbank 5,544 11,213 49.4

Cardinia 6,184 12,216 50.6

Yarra Ranges 7,558 14,853 50.9

Frankston 5,537 10,851 51

Melton 12,449 24,417 51

Moreland 6,780 13,031 52

Casey 21,413 39,880 53.7

The 10 Regional LGAs with lowest 

coverage rate

Note: 

- Vaccination data taken from AIR with a one day reporting lag. The 

Commonwealth allows up to 10 days for providers to upload data to AIR

- Population taken from ABS ERP 2020 and using ABS ERP 2019 postcode 

population distribution.

- Postcode is mapped to one single LGA

- Coverage rate is calculated as the number of dose one administered to 

children aged 5 to 11 divided by the estimate population for the same 

cohort in each LGA 

LGA
Dose 1 

(#)

Estimated 

population

Dose 1 

(%)

Wellington 1,625 3,795 42.8

Benalla 446 1,029 43.4

Murrindindi 348 802 43.4

Baw Baw 2,147 4,927 43.6

Towong 177 405 43.7

Latrobe 3,038 6,824 44.5

East Gippsland 1,697 3,761 45.1

Mildura 2,310 5,075 45.5

South Gippsland 1,284 2,811 45.7

Glenelg 734 1,550 47.4

Total Doses Administered to 5 to 11 320,510 6,764

% 5 to 11 Pop. Vaccinated 55.4% 1.2%
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Pillar 1: State-run sites are a premium offering that 

create a positive narrative around vaccination

Ambient décor with a central theme of ‘Enchanted Forest of Protection’

‘Smiley Scope’ VR 

goggles and other 

distraction techniques

Tree wall decals, where kids can write 

their name on a leaf and stick on – to feel 

part of ‘something big’

Colouring Books designed 

by Melbourne Aboriginal 

artist Emma Bamblett

featuring Australian 

animals

Floor theming and 

hopscotch towards 

vaccination cubicles

• Victoria’s 5-11 program has been built from a starting point of giving kids an enjoyable time and a 

time which doesn’t instil fear or create angst.

• Working with the Murdoch Children’s Research Institute at the Royal Children’s Hospital in 

Melbourne, the Department of Health designed a system that was warm, welcoming, fun and 

inclusive.

• A central part of this was making vaccination one-part of the experience, not the entire 

experience. 

• Ambient décor, showbags, gifts, performers and even hopscotch decals were strategically used 

at points of the user journey to distract kids from the core aim of their presence; vaccination.

https://www.smileyscope.com.au/
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Pillar 2: The state-run program supports and empowers the 

primary care network

We ran 3 rounds of Vaccine 

Enhancement Grants for general 

practitioners and community 

pharmacies, in order to maximise

throughput at primary care. The grants 

focused on:

• LGAs where vaccination rates were 

lower than average and where 

there were fewer primary care 

providers

• Clinics in metropolitan Melbourne

• Clinics in regional Victoria

• Workforce

We provided primary care 

with access to 

training package that we 

developed for immunisers 

at state-run sites.

Training was available to 

pharmacists, who had not 

participated in vaccinating 

children under age 10 

previously

Our engagement packs 

were provided to GPs and 

pharmacies to use as 

collateral in their clinics.

This contributed to a 

uniform and familiar look 

and feel of COVID-19 

vaccinations across the 

state-run program and 

primary care

We trained our call 

centre to book 

people in for their 

vaccination at 

primary care on 

health direct – this 

was part of our 

‘no wrong door 

approach’.

Primary care is an integral partner of COVID-19 vaccinations. We used a number of initiatives to amplify the capacity of 

primary care to administer vaccines to children aged 5-11, leveraging the trust and confidence we had created with local 

communities
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Pillar 3: Targeted strategies to engage with 

vulnerable and at-risk children

Children with a disability

• The Disability Liaison Officer 

program matches people with supports 

to decide the best way to get 

vaccinated, i.e. through specialist 

support at state-run sites or through 

in-home vaccination

• Working with AMAZE and NDS, the 

Victorian Government supported the 

development of social scripts to help 

children with autism prepare for 

vaccination.Aboriginal and Torres Strait Islander 

children

• Walk-in access is available at all 

state hubs.

• VACCHO van supports face-to-face 

vaccination engagement.

• Provision of Rapid Antigen Tests and 

education.

• Continuation of Aboriginal 5-11 

campaign and Development of Youth 

Campaign

K-pops

• Attractions across Melbourne have been 

used to attract families in priority 

populations, children in out-of-home 

care and children with a disability.

• 8 pop-up clinics held at places like 

Melbourne Zoo, Melbourne Aquarium and 

Scienceworks have allowed families to 

be given free access to these sites 

also.

School-based in-reach/pop ups

• 30 in-reach services have been 

delivered 

• Services are delivered largely on 

week-days, out of school hours

• There is walk up access, and where 

appropriate, sites are open to the 

broader community

• Largely located in 14 

priority LGAs or school communities 

with disadvantaged populations

• 15 schools planned for the next two 

weeks.

Victoria has achieved national leadership on vaccination coverage based on socio-economic 

disadvantage, regional participation and uptake in priority communities.

Efforts are being sustained across priority communities with equity principles in mind.
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Reducing out-of-pocket expenses
Vaccination requirements

Community engagement
Multiple combined interventions

On-site vaccination (work, school, childcare)
Standing orders

Provider support, assessment, feedback & 
reminders

Provider recommendation
Home visiting

Positive social norm messages
Behaviour change counselling

Reminder/recall systems
Default appointments

Incentives
Planning prompts

Education when used in combination

Sources
Universally recommended vaccinations: community-based interventions implemented in combination 

www.thecommunityguide.org/vaccines/universally/communityinterventions.html

Ward K et al. Strategies to improve vaccination uptake in Australia, a systematic review of types and 

effectiveness. Aust NZ J Public Health 2012; 36(4):369–77.

Brewer NT, Chapman GB, Rothman AJ, Leask J, and Kempe A (2017). Increasing vaccination: Putting 

psychological science into action. Psychological Science for the Public Interest. 18(3): 149-207

Strategies that can increase vaccination 

coverage  - from systematic reviews

http://www.thecommunityguide.org/vaccines/universally/communityinterventions.html
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– Multiple strategies work best
– Is the solution appropriate to the target groups and barriers they 

experience?
– Does the solution address inequity?
– Is the solution:

– Effective   
– Feasible
– Acceptable
– Affordable?

In choosing solutions, consider…



Thank you


