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As of mid-February 2021, more than 40 million US adults, over 12 percent of the total
US population, have received at least one dose of a COVID-19 vaccine, and vaccine
sites are administering more than 1.5 million doses (both first and second) daily.1 Health
officials estimate the US will achieve herd immunity when 70 to 90 percent of the
population has been vaccinated or previously infected, after which virus transmission
will slow significantly.2 Early data show disparities in vaccination rates, with people of
color receiving disproportionately fewer vaccine doses and facing greater barriers
navigating the complicated systems for scheduling vaccine appointments and traveling
to vaccination sites (Ndugga et al. 2021).3 Eliminating disparities and reaching herd
immunity will require addressing challenges in both vaccine supply (i.e., the limited
number of doses and inequitable access to them) and demand (i.e., vaccine hesitancy).
This study explores vaccine hesitancy4 among nonelderly adults with new data from the Urban
Institute’s Well-Being and Basic Needs Survey (WBNS), a nationally representative survey of more
than 7,500 adults ages 18 to 64 fielded December 8 through 30, 2020.5 We define vaccine-hesitant
adults as those reporting they would probably not or definitely not get a COVID-19 vaccine. We note
vaccine hesitancy exists along a continuum (SAGE Working Group 2014), and concerns that people
hold at a point in time may change as new information becomes available about the vaccines’
effectiveness and potential side effects.

Protecting the population from COVID-19 through vaccination requires understanding who is
hesitant, what their concerns about the vaccines are, and who is best positioned to address them. This
study examines how vaccine concerns, trust in community sources of information, and connections to
the health care system vary by race, ethnicity, and political party affiliation, where some of the starkest
differences in vaccine hesitancy are evident. We find the following:
In December 2020, more than one-third of nonelderly adults reported they would probably

◼

not or definitely not get a COVID-19 vaccine. Nearly half of Black adults held this position,
compared with about one-third of white and Hispanic/Latinx adults. However, almost twothirds of Black adults seemed to still be considering their decisions about getting the vaccine.i
Though Black adults reported greater vaccine hesitancy for well-founded historical reasons,

◼

white adults are a larger subgroup of the population and, consequently, constituted 59
percent of all vaccine-hesitant nonelderly adults.
Republicans were nearly twice as likely as Democrats to report they would probably not or

◼

definitely not get vaccinated (47 percent versus 25 percent). Differences in hesitancy by
political affiliation were largest among white adults, followed by Hispanic/Latinx adults.
Most vaccine-hesitant adults were concerned about side effects and vaccine effectiveness.

◼

However, more than half (57 percent) thought they did not need the vaccine, and 63 percent
of vaccine-hesitant Republicans held this view. Other reasons for being hesitant included
worrying the vaccines were not tested enough and lacking trust in the vaccines and their
proponents.
About half of vaccine-hesitant adults (51 percent) trusted their health care providers for

◼

information about the vaccine. However, variation in how adults interact with the health care
system across race, ethnicity, and political party affiliation suggests the need for targeted
outreach strategies and tailored efforts by health care providers and other trusted community
groups to better inform the public about the vaccines.
Ending the pandemic through vaccination will require overcoming concerns about the vaccines
and ensuring equitable access to them.6 We find perceptions of the risks and benefits of getting
vaccinated vary by race, ethnicity, and political party affiliation. A history of racial discrimination,
medical abuses, and neglect by the health care system and government has shaped Black adults’
hesitancy toward vaccines for COVID-19 and seasonal flu (AHRQ 2020; Institute of Medicine 2003;
Quinn et al. 2017; Sparks et al. 2020).7 Other survey data suggest political differences in hesitancy and
perceived COVID-19 risks date back to the early months of the pandemic and may partially relate to
media consumption (Ruiz and Bell 2021).8

i

We use “Hispanic/Latinx” throughout this brief to reflect the different ways in which people self-identify. The
US Census Bureau uses the term “Hispanic.” The terms “white” and “Black” refer to adults who do not identify as
Hispanic or Latinx.
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Though concerns about the COVID-19 vaccines are complex and multifaceted, most vaccinehesitant adults worried about side effects or wanted more information about long-term health risks.
Clear and accurate information delivered through health care providers and other trusted messengers
from the community may help those hesitant about the vaccines understand how their risks compare
with the much greater risks of illness and death from COVID-19. More information on successful
messaging strategies will be needed, particularly in communities with low take-up rates, as vaccine
distribution accelerates.

Results
COVID-19 Vaccine Hesitancy by Race, Ethnicity, and Political Party Affiliation
In December 2020, more than one-third of nonelderly adults reported they would probably not or definitely
not get a COVID-19 vaccine. Nearly half of Black adults held this position, compared with about one-third of
white and Hispanic/Latinx adults.
More than one-third of nonelderly adults reported they would probably not (19 percent) or definitely
not (16 percent) get a COVID-19 vaccine if it were available for free to everyone who wanted it (figure
1). As shown in appendix table 1, roughly another third of adults would definitely get vaccinated (34
percent), and the remaining third would probably get vaccinated (31 percent).
Nearly half of Black adults (49 percent) and about one-third of white adults (34 percent) and
Hispanic/Latinx adults (32 percent) reported they would probably not or definitely not get vaccinated
(figure 1). However, differences by race and ethnicity varied across levels of willingness to get
vaccinated: 28 percent of Black adults reported they would probably not get the vaccine, compared
with 18 percent of white and Hispanic/Latinx adults. Differences by race and ethnicity were smaller
among those who would definitely not get vaccinated: 21 percent of Black adults, compared with 16
percent of white adults and 14 percent of Hispanic/Latinx adults. Black adults were also less likely
than white and Hispanic/Latinx adults to report they would definitely get a vaccine (17 percent versus
36 percent and 34 percent; appendix table 1). Overall, the results suggest almost two-thirds of Black
adults had not made up their minds (i.e., probably would or would not get the vaccine), compared with
about half of all adults.
Though we highlight the substantial variation in the likelihood of getting vaccinated by race,
ethnicity, and political party affiliation, it also varied by other characteristics. Vaccine hesitancy was
relatively higher among women, adults ages 35 to 49, and people without chronic conditions, lacking a
four-year college degree, with family incomes below 400 percent of the federal poverty level, or living
in rural areas (appendix table 2). These vaccine-hesitancy patterns by demographic and socioeconomic
characteristics align with those found in earlier studies (Funk and Tyson 2020; Hamel et al. 2021;
Kreps, Prasad, and Brownstein 2020; Sparks et al. 2020; Szilagyi et al. 2020).9
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FIGURE 1

Hesitancy to Get a COVID-19 Vaccine Varied by Race, Ethnicity, and Political Party Affiliation among
Adults Ages 18 to 64 in December 2020
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Source: Well-Being and Basic Needs Survey, December 2020.
Notes: Estimates are not shown for non-Hispanic/Latinx adults who are not Black or white or are more than one race and for
adults who are independent, affiliated with a third party, or unaffiliated. We define vaccine-hesitant adults as those who would
definitely not or probably not get a vaccine. Appendix table 1 shows estimates for all response categories: definitely would,
probably would, probably would not, and definitely would not.
*/**/*** Estimate differs significantly from the reference group (^) at the 0.10/0.05/0.01 level, using two-tailed tests.

Though Black adults reported greater vaccine hesitancy for well-founded historical reasons, white adults are
a larger subgroup of the population and, consequently, constituted 59 percent of all vaccine-hesitant
nonelderly adults.
Figure 2 shows that about 6 in 10 vaccine-hesitant adults were white, roughly the same as their
proportion of the full nonelderly adult population. Black adults and Hispanic/Latinx adults each
constituted close to 2 in 10 adults hesitant about the vaccines, indicating the importance of outreach
to all population groups.

4

CONFRONTING COVID-19 VACCINE HESITANCY AMONG NONELDERLY ADULTS

FIGURE 2

Racial and Ethnic Composition of Vaccine-Hesitant Adults Ages 18 to 64 in December 2020
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Source: Well-Being and Basic Needs Survey, December 2020.
Notes: We define vaccine-hesitant adults as those who would definitely not or probably not get a vaccine. “Other” includes
non-Hispanic/Latinx adults who are not Black or white or are more than one race.

Republicans were nearly twice as likely as Democrats to report they would probably not or definitely not get
vaccinated (47 percent versus 25 percent). Differences in hesitancy by political affiliation were largest
among white adults, followed by Hispanic/Latinx adults.
Willingness to get vaccinated differed significantly by political party affiliation: 24 percent of adults
who identify as Republican or lean Republican (Republicans) would definitely not get a vaccine,
compared with 10 percent of adults who identify as Democrats or lean Democratic (Democrats).
Another 23 percent of Republicans would probably not get a vaccine, compared with 15 percent of
Democrats (figure 1). Adults who are independent, affiliated with a third party, or unaffiliated, who
constitute 4 percent of the sample, reported hesitance to get vaccinated at a rate similar to
Republicans (appendix table 1).
Partisan gaps in willingness to get vaccinated were widest among white adults: 48 percent of
white Republicans reported they would probably not or definitely not get vaccinated, compared with
18 percent of white Democrats (figure 3). Wide gaps in hesitancy by party affiliation were also found
among Hispanic/Latinx adults: 48 percent of Republicans and 24 percent of Democrats reported they
would not get vaccinated. Close to half (47 percent) of Black Democrats reported they would probably
not (29 percent) or definitely not (18 percent) get vaccinated. We lacked sufficient sample size to
examine differences in hesitancy by political affiliation among Black adults. 10
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FIGURE 3

Hesitancy to Get a COVID-19 Vaccine Varied by Political Party Affiliation within Racial and Ethnic
Groups of Adults Ages 18 to 64 in December 2020
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Source: Well-Being and Basic Needs Survey, December 2020.
Notes: Estimates are not shown for non-Hispanic/Latinx adults who are not Black or white or are more than one race; Black
Republicans; and adults who are independent, affiliated with a third party, or unaffiliated. We define vaccine-hesitant adults as
those who would definitely not or probably not get a vaccine. Appendix table 1 shows estimates for all response categories:
definitely would, probably would, probably would not, and definitely would not.
*/**/*** Estimate differs significantly from the reference group (^) at the 0.10/0.05/0.01 level, using two-tailed tests.

Reasons for Not Getting a COVID-19 Vaccine
Most vaccine-hesitant adults were concerned about side effects and vaccine effectiveness. However, more
than half (57 percent) thought they did not need the vaccine, and 63 percent of vaccine-hesitant
Republicans held this view. Other reasons for being hesitant included worrying the vaccines were not tested
enough and lacking trust in the vaccines and their proponents.
Table 1 shows 90 percent of vaccine-hesitant adults rated concern about side effects as a very or
somewhat important reason they would not get vaccinated, and 84 percent rated wanting to know
more about how well the vaccines work as important. These shares varied little by race, ethnicity, or
political party affiliation. Just over half (57 percent) reported not needing a vaccine was an important
reason for not getting it; Republicans were more likely to say not needing a vaccine was an important
reason not to get vaccinated than were Democrats (63 percent versus 51 percent), and adults who
would definitely not get vaccinated were more likely than adults who would probably not get
vaccinated to rank this as important (64 percent versus 52 percent).
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TABLE 1

Most Vaccine-Hesitant Adults Ages 18 to 64 Reported Concerns about Side Effects and How Well
the Vaccines Work as Important Reasons for Not Getting a COVID-19 Vaccine in December 2020
Share Reporting the Following as Very or Somewhat Important (%)
Want to know more
Concerned about
about how well the
Do not think they
side effects
vaccines work
need vaccine
All vaccine-hesitant adults
Willingness to get vaccinated
Definitely would not^
Probably would not
Race and ethnicity
Black^
White
Hispanic/Latinx
Political party affiliation
Republican^
Democrat

90

84

57

88
92***

78
90***

64
52***

88
91
90

81
86
86

54
59
58

90
90

84
85

63
51***

Source: Well-Being and Basic Needs Survey, December 2020.
Notes: Estimates are not shown for non-Hispanic/Latinx adults who are not Black or white or are more than one race and for
adults who are independent, affiliated with a third party, or unaffiliated. We define vaccine-hesitant adults as those who would
definitely not or probably not get a vaccine.
*/**/*** Estimate differs significantly from the reference group (^) at the 0.10/0.05/0.01 level, using two-tailed tests.

When asked if they had other reasons for not getting a COVID-19 vaccine, 40 percent of vaccinehesitant adults—more than 1,100 overall—provided a written response.11 More than one-third of those
who provided a written response elaborated on concerns about vaccine safety or side effects.12 The
most common responses in this category were fearing the vaccines would cause long-term illness or
death, followed by being worried about having an allergic reaction, not knowing the vaccines’
ingredients, and thinking the vaccines would change one’s DNA or affect one’s fertility. Others
reported being unsure about how they would react to the vaccines because of preexisting health
conditions or pregnancy; some of these adults pointed to the limited research on the vaccines’ effects
for their conditions or were waiting for guidance from their health care providers.13
One-third of the vaccine-hesitant adults who wrote in responses, including 4 in 10 Black adults,
expressed concerns about how the vaccines were developed, which could be related to vaccine safety
or effectiveness. This included 17 percent of adults who raised concerns the vaccines were not tested
enough and 11 percent who mentioned the vaccines’ development or manufacturing was rushed.
Smaller shares wanted to see how other vaccine recipients are affected before getting the vaccine,
reported general concerns the vaccines are too new, believed political pressure affected the vaccines’
development, or questioned how scientists developed vaccines for COVID-19 so quickly but have not
found cures for other diseases like cancer and HIV. Several adults were unsure how frequently they
would need a vaccine as the virus mutates, which may be a growing concern given that new variants
have spread since December.
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About one in seven adults (14 percent) who wrote in responses reported not needing a vaccine
because they have already been infected with the virus, are in a low-risk group, believe people of a
similar age or health status have high rates of survival or recovery from COVID-19 (typically defined
by respondents as being above 98 or 99 percent), prefer to have their body fight the infection
naturally rather than with a vaccine, and think the risks from COVID-19 are no worse than those from
the flu. Responses related to not needing a vaccine were nearly twice as common among Republicans
as among Democrats and more common among white adults than Black adults.
Fourteen percent of adults who wrote in a response reported lacking trust in the vaccines; the
government or specific politicians, officials, or agencies; pharmaceutical companies; or other sources.
Black adults reported this lack of trust more frequently than white adults (18 percent versus 12
percent). Several Black adults mentioned the unethical US Public Health Service syphilis study at the
Tuskegee Institute or the government being dishonest or indifferent about their well-being.14
Five percent of vaccine-hesitant adults who wrote in a response stated COVID-19 was a hoax or
the government or pharmaceutical companies had sinister or conspiratorial motives (e.g., that the
vaccines would be used to implant a microchip to track people’s movements or be used for population
control). A similar share opposed vaccines or medication in general. White adults and Republicans
were most likely to refer to the pandemic or vaccines as part of a hoax or conspiracy, but these beliefs
accounted for only 6 percent of these groups’ responses. Republicans were also more likely than
Democrats to mention religious objections or freedom of choice. Only a few adults mentioned cost,
fear of needles, or that other people should be prioritized.

Trusted Community Sources and Connections to the Health Care System
About half of vaccine-hesitant adults trusted their health care providers for information about the vaccine.
However, variation in how adults interact with the health care system across race, ethnicity, and political
affiliation suggests the need for targeted outreach strategies and tailored efforts by health care providers
and other trusted community groups to better inform the public about the vaccines.
Among all vaccine-hesitant adults, 51 percent reported they would strongly or somewhat trust their
usual doctor or health care provider for information about the vaccines, compared with 89 percent of
adults who were not hesitant about the vaccines (table 2).15 About 50 percent of vaccine-hesitant
adults of each racial and ethnic group and political party affiliation trusted their usual providers.
However, this rate was lower for Hispanic/Latinx adults than white adults.
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TABLE 2

Vaccine-Hesitant Adults Ages 18 to 64 Trusted Health Care Providers More than Other Community
Sources for Information about a COVID-19 Vaccine in December 2020
Share Who Trust the Following Sources (%)
Usual doctor or
health care
provider
Vaccine-hesitant
adults^
Adults who are not
vaccine-hesitant
Among vaccinehesitant adults
Race and ethnicity
Black^
White
Hispanic/Latinx
Political party
affiliation
Republican^
Democrat

State or local public
health officials

Religious leaders
in community

Elected officials
in community

51

32

22

13

89***

77***

30***

39***

49
55
43+++

40
29***
32*

25
21
23

17
10**
16++

54
51

27
41***

25
19***

11
17***

Source: Well-Being and Basic Needs Survey, December 2020.
Notes: Data represent shares of respondents who strongly or somewhat trust each source. Adults were asked about trust in
their usual doctor or health care provider even if they did not report a usual source of health care. Estimates are not shown for
non-Hispanic/Latinx adults who are not Black or white or are more than one race and for adults who are independent, affiliated
with a third party, or unaffiliated. We define vaccine-hesitant adults as those who would definitely not or probably not get a
vaccine.
*/**/*** Estimate differs significantly from the reference group (^) at the 0.10/0.05/0.01 level, using two-tailed tests.
+/++/+++ Estimate for Hispanic/Latinx adults differs from estimate for white adults at the 0.10/0.05/0.01 level, using twotailed tests.

Compared with their trust in health care providers, vaccine-hesitant adults were less likely to trust
state and local health officials and other community leaders. Vaccine-hesitant Black adults were more
likely than white and Hispanic/Latinx adults to trust state or local public health officials (40 percent
versus 29 percent and 32 percent), and Democrats trusted this source more than Republicans (41
percent versus 27 percent). Trust in elected community officials was greater among Black adults and
Hispanic/Latinx adults than among white adults and higher among Democrats than Republicans.
Republicans were more likely than Democrats to trust religious leaders in their communities (25
percent versus 19 percent).
Given their relatively high trust in health care providers, understanding how vaccine-hesitant
adults interact with the health care system can inform vaccine outreach efforts. More than threequarters of vaccine-hesitant adults (76 percent) reported having a usual source of health care, 16 and
85 percent had some form of health insurance, but these rates varied by race, ethnicity, and political
affiliation (table 3).
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TABLE 3

Most Vaccine-Hesitant Adults Ages 18 to 64 Had Health Insurance and a Usual Source of Care in
December 2020, but Connections to the Health Care System Varied by Race, Ethnicity, and Political
Party Affiliation
Share with a
usual source
of care (%)
All vaccine-hesitant adults
Race and ethnicity
Black^
White
Hispanic/Latinx
Political party affiliation
Republican^
Democrat

Shares with the Following Health Insurance Coverage (%)
Nongroup or
Employer
Public
nonspecified
Uninsured

76

54

20

11

15

73
79*
71+++

51
59*
43**+++

28
16***
21

7
12***
12

14
13
24**++

80
74**

62
46***

15
26***

11
11

13
18**

Source: Well-Being and Basic Needs Survey, December 2020.
Notes: Estimates are not shown for non-Hispanic/Latinx adults who are not Black or white or are more than one race and for
adults who are independent, affiliated with a third party, or unaffiliated. We define vaccine-hesitant adults as those who would
definitely not or probably not get a vaccine.
*/**/*** Estimate differs significantly from the reference group (^) at the 0.10/0.05/0.01 level, using two-tailed tests.
+/++/+++ Estimate for Hispanic/Latinx adults differs from estimate for white adults at the 0.10/0.05/0.01 levels, using twotailed tests.

Vaccine-hesitant white adults were more likely than such Black adults and Hispanic/Latinx adults
to have a usual source of care (79 percent versus 73 percent and 71 percent) and to be covered by
employer-sponsored health insurance (59 percent versus 51 percent and 43 percent). More than one
in four vaccine-hesitant Black adults (28 percent) reported having coverage through Medicaid or other
public insurance, compared with 16 percent of white adults. Nearly one in four vaccine-hesitant
Hispanic/Latinx adults was uninsured (24 percent), compared with 14 percent and 13 percent of
vaccine-hesitant Black and white adults. Relative to Democrats, Republicans were more likely to have
a usual source of care and employer-sponsored coverage and less likely to have public coverage or to
be uninsured.

Discussion
As of December 2020, more than one-third of adults reported not wanting to get a COVID-19
vaccine, including 19 percent who said they would probably not get vaccinated and 16 percent who
said they would definitely not get vaccinated. Consistent with other surveys and polls,17 we find
vaccine hesitancy is relatively high among Black adults, but many have not made up their minds.
Despite these relatively high vaccine hesitancy rates among Black adults, white adults are a much
larger subgroup of the nonelderly adult population and, therefore, constitute 59 percent of the
vaccine-hesitant group. Republicans were nearly twice as likely as Democrats to report they would not
get vaccinated, and these partisan differences were most pronounced among white adults, followed
by Hispanic/Latinx adults.
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Perceptions of Risks and Benefits from Vaccines
Nearly all vaccine-hesitant adults said concerns about the safety and effectiveness of the vaccines
were important reasons they would not get vaccinated. More than half believed they did not need the
vaccine. After a year of conflicting and highly politicized messaging about the virus’s risks from elected
officials and media across the political spectrum, Republicans were more likely than Democrats to
believe they did not need a vaccine. Written responses reflected deep concerns about safety and
whether vaccines were sufficiently tested. Many respondents believed vaccine development (dubbed
Operation Warp Speed) was rushed and wanted to see how the vaccines affected other recipients.
Among adults who provided written responses, Black adults were more likely than others to raise
concerns about the vaccines being adequately tested and mention lack of trust in the vaccines and the
people or entities that developed them. These concerns are grounded in a history of medical abuses,
including the Tuskegee syphilis study and other unethical medical experimentation, the use of
Henrietta Lacks’ cells in medical research without consent, and involuntary sterilizations, as well as
persistent racial disparities in treatment by the health care system and government (AHRQ 2020;
Institute of Medicine 2003; Sparks et al. 2020).18 Such disparities have continued during the COVID19 pandemic, during which Black people and other people of color have suffered disproportionate
exposure and harm (Azar et al. 2020; Dubay et al. 2020; Escobar et al. 2020).19
Republicans were more likely to mention not needing the vaccine, including perceiving being at
low risk of severe illness from COVID-19. Though some adults described vaccines as part of a hoax or
conspiracy, these responses were uncommon. This does not necessarily imply misinformation is an
unimportant determinant of vaccine hesitancy, but the survey results suggest most adults were
weighing a trade-off between their perceived risks from the vaccines and perceived risks from the
virus—a cost-benefit decision explicitly mentioned by several respondents.
These findings underscore the importance of providing clear and accurate information comparing
the risks of long-term illness and death from COVID-19 with the much lower risks of an adverse
reaction to the vaccines, particularly for younger and healthier adults, and the benefits of getting
vaccinated to protect oneself and other people in households and communities (Blackburn et al. 2021;
Carfi, Bernabei, and Landi 2020; del Rio, Collins, and Malani 2020; Gee et al. 2021; Shimabukuro
2021; Tenforde et al. 2020). Transparency in reporting adverse reactions and greater visibility of
information gathered from long-term monitoring for the vaccines’ safety and effectiveness, including
for diverse populations and people with different types of health conditions, can help adults make
informed decisions. Health officials and their community partners can also assuage concerns about
new vaccine technologies and the vaccines’ fast development by educating the public about how the
vaccines work, the years of research that allowed them to be developed quickly, and the rigorous
testing protocols used to assess their safety.
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Engaging Health Care Providers as Trusted Messengers for Vaccine Outreach
Messaging about the vaccines’ risks and benefits will be most effective if delivered through trusted
sources, whether in the media, government, communities, or social networks. Trusted sources will not
be uniform across or within communities, and people may trust multiple sources for different types of
information. For instance, some entities may be trusted for their scientific expertise, and others may
help amplify messages from health officials, connect residents to information and resources, or
facilitate vaccine access. Though research on evidence-based strategies to address vaccine hesitancy
is limited, a systematic review predating the pandemic found interventions that employed multiple
strategies and applied dialogue-based approaches effectively increased vaccine uptake and
underscored the need for tailored approaches for different populations and concerns (Jarrett et al.
2015).
Within communities, doctors and other health care providers are among the most trusted sources
of information on COVID-19 vaccines across racial and ethnic groups and political affiliations.
However, different groups of vaccine-hesitant adults interact with the health care system differently.
Our findings suggest Medicaid programs and managed-care plans can play an important role in
vaccination by working with providers to reach a significant share of vaccine-hesitant adults, including
Black adults, who are disproportionately insured with public coverage (NORC at the University of
Chicago 2020). Early experiences with COVID-19 vaccine distribution also highlight the key role of
providers closely connected to the community in enhancing trust and access. 20 Additionally, though
most vaccine-hesitant adults had a usual source of care and health insurance, nearly one-quarter of
Hispanic/Latinx adults were uninsured. This suggests it will be important to support outreach
conducted by safety net providers and other community- and immigrant-serving organizations.
In response to reports of inequitable distribution of the vaccines for more vulnerable people, the
Biden administration has begun shipping vaccine doses to federally qualified health centers.21 In
addition to expanding access and complementing distribution through long-term care facilities, large
hospitals and health care systems, pharmacies, mass and mobile vaccination sites, and other locations,
engaging more primary care providers in distribution may also help overcome vaccine hesitancy.22
However, data on health care providers’ engagement in vaccine outreach efforts and the availability of
funding to support provider-led outreach are limited, and strategies for reaching vulnerable
populations vary in their levels of detail across state vaccination plans (Michaud et al. 2020).
Reimbursement for vaccine administration may affect the time and resources providers can
devote to outreach and patient counseling.23 For instance, Medicare payment rates for COVID-19
vaccine administration “recognize the costs involved in administering the vaccine, including the
additional resources involved with required public health reporting, conducting important outreach
and patient education, and spending additional time with patients answering any questions they may
have about the vaccine.”24 But for providers vaccinating nonelderly patients, most of whom are not
covered by Medicare, reimbursement rates will differ across states and insurance types, including
between Medicaid fee-for-service and managed-care plans (Schwartz et al. 2020). To ensure equitable
vaccine access, Medicaid vaccine administration payments must be high enough to create incentives
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for outreach and to allow providers the time to discuss the vaccines and their risks and benefits with
patients.25 Along with time and funding to support patient engagement, providers must be equipped
with culturally appropriate communication tools and approaches that help them address patients’
concerns and mistrust, including partnerships with community-based groups (Opel, Lo, and Peek
2021).
Additional strategies and funding will be needed to reach the 15 percent of vaccine-hesitant
adults who are uninsured and the 24 percent who do not have a usual source of care. In addition to
distributing vaccines through community health centers, as noted above, protecting and expanding
health insurance coverage and improving access to care during the pandemic could also be key to
advancing vaccination efforts. It will also be important to raise providers’ and consumers’ awareness
that the vaccines are available to uninsured patients without cost sharing, because of funding available
through the Provider Relief Fund established by the Coronavirus Aid, Relief, and Economic Security, or
CARES, Act.

Data and Methods
This brief draws on data from a nationally representative sample of 7,737 adults ages 18 to 64 who
participated in the December 2020 round of the Urban Institute’s Well-Being and Basic Needs Survey.
The WBNS is an internet-based survey designed to monitor changes in individual and family wellbeing as policymakers consider changes to federal safety net programs. For each round of the WBNS,
we draw a stratified random sample (including a large oversample of adults in low-income households)
from the KnowledgePanel, a probability-based internet panel maintained by Ipsos that includes
households with and without internet access. Survey weights adjust for unequal selection probabilities
and are poststratified to the characteristics of nonelderly adults based on benchmarks from the
Current Population Survey and American Community Survey. Participants can complete the survey in
English or Spanish. For further information on the survey design and content, see Karpman,
Zuckerman, and Gonzalez (2018).26

CONFRONTING COVID-19 VACCINE HESITANCY AMONG NONELDERLY ADULTS

13

Appendix Tables
APPENDIX TABLE 1

Willingness to Get a Coronavirus Vaccine among Adults Ages 18 to 64, Overall and by Race,
Ethnicity, and Political Party Affiliation, December 2020
Percent
Definitely would
not
All adults
Race and ethnicity
Black^
White
Hispanic/Latinx
Other
Political party affiliation
Republican^
Democratic
Independent, third party, or
unaffiliated
Race and ethnicity and political
party affiliation
White, Republican^
White, Democrat

Probably would
not

Probably
would

Definitely
would

16

19

31

34

21
16***
14***
13***

28
18***
18***
10***

34
29**
34
38

17
36***
34***
38***

24
10***
24

23
15***
20

28
33***
35**

24
42***
19*

24
7***

24
11***

28
29

23
53***

Hispanic/Latinx, Republican^
Hispanic/Latinx, Democrat

22
9***

26
15***

27
36

25
39***

Black, Democrat

18

29

35

17

Source: Well-Being and Basic Needs Survey, December 2020.
Note: “Other” includes non-Hispanic/Latinx adults who are not Black or white or are more than one race. Estimates are not
shown for the 0.5 percent of adults who did not report willingness to get a vaccine, and the share who did not report willingness
varies across racial and ethnic groups and political party affiliation. Estimates are also not shown for Black Republicans because
of insufficient sample size.
*/**/*** Estimate differs significantly from the reference group (^) at the 0.10/0.05/0.01 level, using two-tailed tests.
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APPENDIX TABLE 2

Willingness to Get a Coronavirus Vaccine among Adults Ages 18 to 64, Overall and by Selected
Characteristics, December 2020
Percent
Definitely
would not
All adults
Gender
Female^
Male
Age
18–34^
35–49
50–64
Presence of chronic conditions
One or more conditions^
No chronic conditions
Educational attainment
High school degree or less^
Some college
College degree or more
Family income
Below 200% of FPL^
200–400% of FPL
At or above 400% of FPL
Urban-rural residence
Rural area^
Urban area

Probably
would not

Probably
would

Definitely
would

16

19

31

34

17
15**

20
17***

33
30**

29
38***

16
18
14*

19
21
17

30
31
33

35
30***
36

15
16

17
20***

31
32

36
31***

22
17***
9***

22
20
14***

32
32
30

24
31***
47***

21
18
12***

20
23
15***

31
32
31

28
27
41***

22
15***

24
18***

30
31

24
35***

Source: Well-Being and Basic Needs Survey, December 2020.
Note: FPL is federal poverty level. Estimates are not shown for the 0.5 percent of adults who did not report willingness to get a
vaccine.
*/**/*** Estimate differs significantly from the reference group (^) at the 0.10/0.05/0.01 level, using two-tailed tests.
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hesitancy refers to the delay in acceptance or refusal of vaccines despite availability of vaccination services.
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Vaccine hesitancy is complex and context specific, varying across time, place, and vaccines. It is influenced by
factors such as complacency, convenience, and confidence.”
5

Though our findings echo those of earlier studies, the WBNS can further guide vaccination outreach efforts for
several reasons: its large sample size enables more precise estimates for subgroups of vaccine-hesitant adults; it
includes information from more than 1,100 vaccine-hesitant adults on other reasons for not getting vaccinated
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We do not show estimates for Black Republicans because of insufficient sample size, but these adults also
reported vaccine hesitancy at high rates.

11

Compared with the full sample of vaccine-hesitant adults, vaccine-hesitant adults who wrote in a response
were slightly more likely than average to be ages 50 to 64, women, white, and Republican.

12

Some written responses were coded to multiple categories (e.g., if a person reported lack of trust, concern
about side effects, and the need to see more testing data in a single response).
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“Interim Clinical Considerations for Use of mRNA COVID-19 Vaccines Currently Authorized in the United
States,” Centers for Disease Control and Prevention, accessed February 19, 2021,
https://www.cdc.gov/vaccines/covid-19/info-by-product/clinical-considerations.html.
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The US Public Health Service syphilis study at the Tuskegee Institute was an unethical medical study
conducted between 1932 and 1972. The people who conducted the study intentionally misled Black men who
participated about the study’s purpose and withheld their medical treatment for syphilis after penicillin became
the accepted treatment for the disease. For more information, see “US Public Health Service Syphilis Study at
Tuskegee,” Centers for Disease Control and Prevention, accessed February 17, 2021,
https://www.cdc.gov/tuskegee/index.html.

15

Respondents were asked about their trust in usual doctors or health care providers, even if they did not report
a usual source of health care in the survey. Data from the Urban Institute’s March 2020 Health Reform
Monitoring Survey indicate most adults without a usual source of care go to a clinic or health center, doctor’s
office or health maintenance organization, or urgent care clinic most often when they are sick or need advice
about their health.

16

Among adults who reported having a usual source of care, 1 percent said their usual source of care was a
hospital emergency room.

17

Other surveys and polls have found persistent differences in COVID-19 vaccine hesitancy by race and
ethnicity. Common themes from these studies are concerns about side effects and how quickly vaccines were
brought to market; mistrust in government; higher trust in health care providers for information about the
vaccine; and varying factors that influence decisionmaking, such as exposure risks and concerns, flu vaccine
uptake, social pressure, and experiences with discrimination (Funk and Tyson 2020; Hamel et al. 2021; Kreps,
Prasad, and Brownstein 2021; Sparks et al. 2020; Szilagyi et al. 2020).
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