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Abstract: Unprecedented in scale, immense COVID-19 immunization programmes have been rolled 

out globally. This article explores aspects of hypothetical vaccine acceptability in Soweto, South Af-

rica, shortly before such vaccines became available. Whereas hypothetical acceptance was norma-

tive, this has not translated into uptake today, which remains concerningly low in South Africa, 

especially in Soweto. For that reason, we mobilise anthropological concepts to analyse acceptance, 

hesitancy, and denial, respectively, to gauge and understand public proclivity to inoculate. We find 

that COVID-19’s haphazard mediatization generated a ‘field of suspicion’ towards authorities and 

vaccination, which, amplified by dis- and misinformation, fostered othering, hesitancy, and denial 

considerably. It remains paramount during vaccination rollouts to unveil and address aspects det-

rimental to vaccine confidence and selectivity, especially in lower-income groups for underlying, 

context-specific cultural, spiritual, historical, and socioeconomic reasons. Appropriate mediazation 

alongside a debunking of counterfactual claims is crucial in driving forward immunization. 
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1. Introduction 

Coronavirus Disease 2019 (COVID-19) is a Severe Acute Respiratory Syndrome 

(SARS), which have so far claimed more than six million lives worldwide (July 2022 fig-

ure). Since its initial discovery in China in December 2019, it spread across the globe caus-

ing grinding lockdowns and economic disruption exacerbated by war in Europe and cli-

mate change (Sallam, 2021). These unprecedented financial downturns have reversed 

gains of countries in terms of health indicators. Preventive measures have included social 

(meaning physical) distancing, the closing of schools and businesses, and the of wearing 

of face masks in public. Whereas this may have flattened epidemic curves, COVID-19 re-

surged as economies around the world gradually reopened. 

Safe and effective COVID-19 vaccines have been developed with some still undergo-

ing clinical trials (Sallam, 2021). In December 2020, for instance, there were “61 COVID-19 

vaccine candidates awaiting clinical evaluation and 172 candidate vaccines in preclinical 

evaluation.” (WHO, 2020). Immunization is regarded as one of the most pivotal public 

health achievements in history and have contributed to a substantial reduction in illness 

while significantly decreasing mortality and disability (Greenwood, 2014). That said, the 

success of any vaccination programme depends on public acceptance (Guidry et al., 2021). 

Acceptability (or ‘acceptancy’) refers to how well interventions are understood and re-

ceived by target populations and the extent to which these meet their needs (Ayala & 

Elder, 2011). 

 
Acceptability is one of the quality components in healthcare, apart from efficiency, optimality, le-

gitimacy, and equity. It is defined as conformity to the wishes, desires, and expectations of patients, 

and responsible members of their families. (Marcinowicz et al., 2008). 

 

Preprints (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 1 August 2022                   doi:10.20944/preprints202208.0009.v1

©  2022 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202208.0009.v1
http://creativecommons.org/licenses/by/4.0/


 

 

Governments worldwide provide free inoculation to mitigate the impact of COVID-

19 by way of reducing morbidity, and, in doing so, easing demand for hospitalisation and 

pressure on strained healthcare infrastructure. However, the public’s readiness and will-

ingness to accept COVID-19 vaccination is not fully understood and studies have aimed 

to gauge vaccine hesitancy and denial. Further, acceptancy is tethered to location and cul-

ture, leading some to question the ‘pan’ in pandemic and suggest instead that “different 

versions of a pandemic can co-exist” in what Marsland (2021, p. 412) has referred to as 

polydemics due to this perceptional pluraversality. In countries such as the UK, France, 

Germany, Italy, Holland, or the USA, COVID-19 vaccination acceptance was relatively 

high as rollouts launched: around 60 percent or way above (Bell et al., 2020). However, 

despite widespread vaccine acceptance in developed countries, many communities still 

harbour deep-rooted doubts and concerns about the vaccines, causing both hesitancy and 

denialism. As Shiv Sarin put it in the early days of India’s taxing first wave: “If we don’t 

know about a particular thing, we might spread rumours and create confusion in others 

[…]” (Bhatia, 2021). 

Reasons for indecisiveness regarding vaccines are multiple and interwoven. For in-

stance, hesitancy may stem from historical mistrust in medical establishments or even in 

government’s authority. This is then imbricated by influences of friends, family, and col-

leagues, which is then further inflected by media ranging from local social platforms to 

global satellite networks (Freeman et al., 2020). For some, vaccination may not have 

seemed like an urgent necessity — vaccines were still undergoing trials and it might not 

have seemed like the ‘right time’ to immunize. Meanwhile, logistical discrepancies in up-

take can lead to lack of access to the vaccine (Freeman et al., 2020). According to the World 

Health Organisation, ‘vaccine hesitancy’ refers to: 
 

[…] delay in acceptance or denial of vaccines despite availability of vaccination services. Vaccine 

hesitancy is complex and context-specific varying across time, place, and vaccines. It includes fac-

tors such as complacency, convenience, and confidence (WHO, 2014). 

 

To characterise inoculation as one of the foremost successes in public health would 

not be an overstatement. However, still, firm vaccine deniers (or ‘anti-vaxers’) do not 

share this view and perceive of vaccines as unsafe and unnecessary. One central reason 

for this is the mediatization of counterfactual claims — contradictory misinformation 

about vaccines, vaccine safety, or even the origins of COVID-19 as manmade or manufac-

tured to control or decimate populations or races — so-called conspiracy theories. 

In the following, the contributing authors mobilise anthropological concepts of me-

diatization, fields of suspicion, othering, and counter factual claims to better understand 

human behaviour in relation to vaccine hesitancy and denialism, which is complex and 

multifaceted. Studies have identified vaccine denial determinants as fear of side effects, 

failing recommendation to vaccinate by trusted individuals or healthcare providers, ad-

verse attitudes towards healthcare services, preference for traditional phytomedicines, 

cultural praxis, or religious beliefs (Dubé et al., 2013). So far, with respect to COVID-19, 

reasons for hesitancy include its own novelty and the vaccines’ unusually short produc-

tion time span. To this, one might add negative past experiences with healthcare or lack 

of awareness of inoculation. Also, simply, the fear of pain at immunization and fear of 

needles are also drivers of denial (Razai et al., 2021). 

As such, the successfulness of vaccination rollouts depends on public acceptance, yet 

vaccine hesitancy and denial are major stumbling blocks. Hence, a medical anthropologi-

cal weighing of a community’s vaccination acceptancy — as well as identifying reasons 

underpinning hesitancy and denialism — may accelerate uptake when translated into pol-

icy and practice. In the following, we explore such reasons and acceptancy in South Africa 

where uptake is currently low; this country having completed vaccination of less than 32 

percent of its population as we pen this in July 2022. 
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2. Findings 

While more than half of our informants seemed reasonably informed about vaccina-

tion in general, we also found what is perhaps best characterized as perplexing confound-

ment in the lesser half regarding knowledge, opinions, and attitudes towards COVID-19 

and immunization. With respect to acceptability, 36 informants (55 percent) were willing 

to immunize were a vaccine to become available, 22 (34 percent) were not, and 8 (11 per-

cent) hesitated. In our analysis, we argue that a ‘field of suspicion’ towards the virus, vac-

cination, and health authorities was amplified at the time, partly in due to the nature of 

COVID-19’s mediatization combined with the site-specific cultural and historical contexts 

of Soweto and Thembalihle. This was then further aggravated by a social mechanism we 

refer to as ‘othering’, and, finally, exacerbated by circulating counterfactual claims and 

conspiracy theories. As we demonstrate in the following, this amplification of doubt and 

incertitude came to underpin and fuel aspects of vaccine hesitancy and denialism signifi-

cantly. 

3. Methods 

An exploratory qualitative study was undertaken in Soweto and Thembelihle, South 

Africa, in August 2020. Here, to understand factors contributing to hesitancy or denial, 

we explored these communities’ acceptability towards COVID-19 immunization, which 

were under development yet not available at the time. An ethnographic approach was 

adopted to examine perceptions, perspectives, and attitudes towards vaccine-related is-

sues, particularly those giving rise to anxiety (Browner & Sargent, 2011). Fieldwork was 

carried out in Soweto and Thembelihle, specifically in the township clusters of Braam-

fischer, Emndeni, Mapetla, Meadowlands’ zones four and five, Mofolo North, Phiri, 

Senaone, and Thulani townships. Soweto and Thembelihle form part of the Johannesburg 

Metropolis in Gauteng and are inhabited predominantly by low to middle-income Black 

households with a population of approximately 1.7 million. 

Informants were purposely sampled to gather data representative and illustrative of 

the communities’ acceptancy of COVID-19. Ethnographic fieldwork involved informal in-

terviewing in a casual ambience and elaborate fieldnotes (Emerson et al., 2011). All inter-

viewees were briefed and signed informed consent forms beforehand. Qualitative data 

were collected during focus group discussions (11) and key informant in-depth interviews 

(5) from 66 adult community members (21 men; 45 women; mean age 38; range 18–65 

years). 

With the assistance of a local community advisory board, these were selected from 

the unemployed (25), employed low-income earners (15), and self-employed small busi-

ness owners (13), pensioners (8), and caregivers of infants or children. This included oc-

cupations such as retail shop workers, hair stylists, dressmakers, schoolchildren, transport 

drivers, cleaners, security guards, domestic workers, delivery boys, restaurant waiters, 

and families on social grants, meaning pensioners, child-headed families, caretakers, or 

people living with HIV or disabilities. 

All interviews and focus group discussions were digitally recorded and then tran-

scribed verbatim by research assistants. These data were then coded and analysed using 

computer-assisted qualitative data analysis software (NVivo12). From the analysis, over-

arching themes were identified regarding COVID-19 acceptability. The Human Research 

Ethics Committee of the University of the Witwatersrand approved the protocol, clearance 

no. 201003. 

4. Acceptance 

Vaccine acceptance relies on public understanding and reception of a vertical inter-

vention. It is sound to commence conversations with community members at an early 

stage to understand factors, which may affect acceptability, and then develop means to 

address and counter those preoccupations. Once an effective vaccine is available, it should 

be rolled out in a timely fashion and be made easily accessible to the community. This 
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requires healthcare system capacity and communication strategies to build trust and in-

crease acceptance. 

Three different surveys reporting on acceptance levels in South Africa found these to 

be 76 percent, 67 percent, and 82 percent respectively (Roldan de Jong, 2021) (Lazarus et 

al., 2020). Similar surveys from elsewhere in the world have consistently tabulated lower 

levels: 60 percent in the USA, 56 percent in England, and only 35 percent in China (Qiao 

et al., 2020) (Wang et al., 2021) (Bell et al., 2020) (Malik et al., 2020). Global surveys reported 

an average vaccine acceptancy rate of about 70 percent with countries with more govern-

ment control having higher acceptance than those with less (Lazarus et al., 2020). 

We distinguish between three aspects of acceptability: acceptance, hesitancy, and de-

nial. Our study is among the first to have collected data on vaccine acceptancy in low-

income communities at a time when the number of COVID-19 cases was increasing rap-

idly in South Africa in late 2020. For example, shrugging, one woman was opposed while 

another conceded. 
 

Well, yes, I refuse because I want to survive.  

 

I’ll be the first take it. Yeah, anything to live, as long as I don't have to keep living with this bloody 

mask. 

 

One youth expressed solidaric reasons for embracing the vaccine: 
 

I think it’ll help many people and older people are the ones who will benefit the most. 

 

There was widespread concurrence with getting ‘vaxed’ to assist high risk groups in 

the community. For instance: 
 

I don’t have a problem as long I know it’ll benefit other people.  

 

I wouldn’t have a problem with that.  

 

Parents often indicated that due to a desire to go back to normal, pre-lockdown life 

— meaning getting rid of masks and for children to resume school — they would accept 

inoculation. Those who based their decision to immunize on safety and survival seemed 

confident that the vaccine could save their lives and the lives of loved ones. The main 

reason for vaccinating was thus to protect oneself and others from the virus. In fact, several 

informants wanted to immunize precisely because it would help others, especially the old 

and the vulnerable. Our data also suggested that some informants’ reasons for vaccinating 

stemmed from traumas of bereavement due to COVID-19. Namely three informants 

seemed distressed as they discussed it. 
 

I think the vaccine will be an answer to Coronavirus. Yeah, it will, and I also think about the com-

munity, because most who have seen people dying from Coronavirus, they will run for the vaccine.  

 

I believe that when the vaccine comes, everyone will want to be vaccinated. No one wants to die. 

We do want to be vaccinated because we're afraid of dying.  

 

We have all heard that there is a vaccine, and we want its development to happen. Once we are all 

vaccinated, the gravesites won't be full before time anymore. 

 

Based on these statements, most parents and guardians reported that they would 

accept a COVID-19 vaccine for themselves and their loved ones. Other informants re-

sponded that their decision to vaccinate or not would be influenced by the fact that two 

vaccine trials were being carried out locally in South Africa. 
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For me, I would vaccinate, mainly because it’s made right here. Meaning that you have a back-

ground understanding of the community’s needs as well as its fears. I would support it because it’s 

made here in South Africa. 

 

People generally attribute importance to news or events proportionate with their 

proximity to home or the ‘local’. In much the same way, local conditions “shape percep-

tions of public health interventions and [also] how conspiracy theories come into play” 

(Sobo & Drążkiewicz, 2021, p. 68). In short, it is the local that shapes “people’s reception 

of, and by extension compliance with, governmental public health emergency efforts” 

(ibid.). We may then reasonably ask, firstly, how local public narratives and ‘knowledge’ 

about COVID-19 emerge and evolve and how this knowledge is disseminated in the com-

munity — which brings us to discuss mediatization and fields of suspicion. 

Initially, we should establish that deep inequalities in South African society offer dif-

ferential access to communication technologies — flatscreens, smartphones, data afforda-

bility, et cetera — which may make vertical information dissemination particularly chal-

lenging in townships like Soweto. Briggs (Briggs, 2005, p. 272) posits that “we do not live 

in societies with media but in mediated societies where images of self and society are 

shaped by the media.” In other words, communication shapes the public in that “public 

discourses help create the publics they purport to address, as people position themselves 

in relationship to circulating messages or just let them go.” (ibid.: 274). 

It then becomes imperative to ask “how access to production and reception of au-

thoritative knowledge about disease is distributed” (Briggs, 2005, p. 274). Ideally, experts, 

in the present case public health experts and policymakers, would become the “primary 

definers of emerging narratives about the pandemic” (ibid). Instead, on the contrary, 

“fraught discussions ensued regarding COVID-19 cover-ups, pandemic geopolitics, bot 

and humanly driven disinformation floods on social media, and reporting bias in the 

press” (Sobo & Drążkiewicz, 2021, p. 68). 

This morphed into an emergence of what Fairhead et al. (2006) has called a ‘field of 

suspicion’ (or of ‘uncertainty’). Essentially, decisions to immunize are “taken in a field of 

uncertainty and speculation in which wider confidence or worries are relevant” (Fairhead 

et al., 2006, p. 1118). Thus, as Sobo (2021, p. 56) points out, rampant pandemics (or poly-

demics) can implore “conspiratorial interpretations where a history of health-related 

abuses exists and obvious disparities in who gets sick will feed suspicion”, which would 

also be an ominous, yet pertinent description of wider South African society as a whole, 

but especially of Soweto. Marsland (2021), illustrates that this field of suspicion (or ‘not 

knowing’) reflects “a combination of secrecy, uncertainty, and scepticism in related med-

ical knowledge” (Marsland, 2021, p. 419). In fact, fields of suspicion are significantly am-

plified by conflicting messages from authorities: 
 

The uncertainty regarding specific origins [of COVID-19], successful cures, prevention measures, 

and risk for transmission expressed within the scientific community is exacerbated in the public 

mind by conflicting messages from different health authorities. (Sobo, 2021, p. 73) 

 

In summary, the multidirectional mediatization of COVID-19 produced a field of sus-

picion in the community — as we learned from our interactions with Sowetans — in which 

almost half of our informants were swayed from acceptance into hesitancy or denialism. 

By now, we have a clearer picture of the main reasons for acceptance: safety and sur-

vival, the desire to return to ‘normal life’, and the notion of not having to wear a mask, 

which, at the time, was a novel nuisance. Finally, solidarity and the belief that a vaccine 

might aid other people is a contributing factor alongside hearing from confidants whose 

opinions are trusted — or having lost a loved one to COVID-19. 

5. Hesitancy 

Vaccine hesitancy is the inability to decide whether to immunize. It is a wavering 

indecisiveness during which individuals attempt to make sense of conflicting arguments 
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for and against in an ambit of incertitude and angst circulated by peers and through media 

channels and platforms. As such, hesitancy stems chiefly from conversations with friends, 

family members, colleagues, and inputs from COVID-19’s contradictory and haphazard 

mediatization despite the (here hypothetical) availability of vaccination services. Further-

more, individuals may come to believe in counter factual claims or be (understandably) 

confounded by them. They may also simply lack knowledge about what vaccines are or 

how they work — causing this wavering within a now amplified field of suspicion 

(Fairhead et al., 2006). 

We found concerning levels of vaccine hesitancy (or indecisiveness) among low-in-

come earners in Soweto. This hesitation was swayed by several intertwined, local factors 

ranging from doubt in vaccine efficacy to cultural and spiritual praxis. About one in every 

ten of our informants were hesitant, stating that more adequate information to validate 

the efficacy of the vaccine would increase their likelihood of accepting it. Others thought 

it prudent to wait and see what results it might produce in others and insisted on certain 

safety measures before agreeing to immunize. 
 

I can take it after some time when I have seen how it works. I won't be part of the first people to get 

it.  

 

Likewise, in a study on acceptability and willingness to pay for hypothetical Ebola 

immunization in Nigeria, the majority of those hesitating affirmed that they would only 

accept a vaccine after observing its outcomes in others (Eniade et al., 2021). Meanwhile, 

with respect to information and knowledge: 
 

These things (vaccines) aren’t one hundred percent right. These people are playing with our lives, 

they should take a donkey or a cow and test it first. 

 

There are clear misunderstandings here and a lack of elementary comprehension of 

how clinical trials are orchestrated. Similarly, some participants laid out the conditions 

under which they would vaccinate against COVID-19 as “testing positive for it first” and 

so apparently did not grasp even the basics of immunization. Some stated that they would 

only “take the vaccine” were they to be encouraged to do so by a superior at work. One 

aging man believed that inoculation would be a “blood transfusion” and suggested dia-

bolical influences: 
 

It also depends on how it’s done, because if it’s a blood transfusion, that’s bad. […] This thing is 

demonic [COVID-19]. 

 

Vaccinologists have suggested that misinformation regarding vaccines, and poor 

knowledge of them, may induce anxiety and perceived (fields of) uncertainty, resulting 

in an overestimation of potential side effects (Bliss & Morrison, 2020). Again, perceptions 

recounted by low-income earners seemed tilted by people whose opinion they trusted. 

Compared to other groups, hesitancy groups do take into consideration authoritative ad-

vice from health or government officials in their vaccine decision making.  

Perhaps therefore, Qiao and colleagues proposed that to reduce concerns about the 

safety of COVID-19 vaccines, evidence-based health communication “should address mis-

information about vaccines (e.g., ‘fact check’) and deliver vaccine knowledge using pop-

ulation-appropriate languages” (Qiao et al., 2020). In Soweto, however, where communi-

cations have primarily been biomedical and clinical, may that be considered a ‘popula-

tion-appropriate language’ in townships where the overwhelming majority frequent san-

gomas (traditional healers) and have an arduous history of exclusion and marginalisation 

brought down upon them by their own state? 

Back in 2020, a global survey of COVID-19 acceptability demonstrated that levels of 

vaccine hesitancy globally were high and probably rising (Lazarus et al., 2020). Today, 

there is growing concern about rising vaccine hesitancy everywhere. Olson and colleagues 

demonstrated that in many countries vaccine hesitancy and misinformation pose a huge 
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obstacle in achieving coverage and community immunity (Olson et al., 2020). In our anal-

ysis, we too found misinformation to constitute a major hurdle. Again, this accentuates 

the importance for public health officials to curtail hesitancy by improving vaccine literacy 

(Alwi et al., 2021). 

According to Lazarus et al. (2020), the speed by which misinformation spreads 

through multiple channels has a detrimental effect on acceptancy worldwide. Several par-

ticipants aired counterfactual claims and elaborated endlessly on (so-called) conspiracy 

theories to justify resistance towards immunization. 
 

They put laptop [chips] in the body. 

 

We will be getting shots and be controlled by 5G [5th generation mobile network]. 

 

Social media informs decisions. Due to COVID-19’s mediatization, some Sowetans 

hesitated or denied inoculation, they said, because of unfounded and undocumented ru-

mours that people who had volunteered for vaccine trails had subsequently passes away. 

On another occasion, a “doctor” was rumoured to be offering money to subjects willing 

to “participate in tests”. These and similar accounts are indicative of an evolving percep-

tion of the virus and vaccination that reflects the deep unreliability of developing narra-

tives and discourses across different media platforms.  

This is especially true of social media gossip and surely worsened by a paucity of 

critical thinking and conflicting messages from authorities, which brings on hesitation and 

creates doubt that was long ago “shown as a logical response to informational 

discrepancies […].” (Sobo, 2021, p. 56). Doubt, in turn, creates discomfort. However, 

problematically, an “erosion of trust in authoritative and scientific knowledge does not 

extinguish the ‘will to truth’”, but rather “opens a space for alternative forms of 

knowledge” (Sobo & Drążkiewicz, 2021, p. 73).  

This ‘will to truth’ then seeks its ‘alternative knowledge’ and finds it in counterfactual 

claims and conspiracy theories, which have abounded throughout the pandemic and still 

do. Conspiracy theories have certain common denominators, namely that they always im-

ply nefarious intent, that ‘something must be wrong’, and that nothing occurs by accident. 

Furthermore, they can be self-contradictory and entirely override suspicion in themselves 

in that they are immune to any form of evidence and inherently self-sealing. Meanwhile, 

conspiracy theorists perceive and present as victims of organized persecution, and, at the 

same time, “see themselves as brave antagonists taking on the villainous conspirators.” 

(Lewandowsky, 2020, pp. 6-7) 

With respect to COVID-19, it actually ‘escaped’ from a Chinese, the 5G network may 

be causing it, Bill Gates was scapegoated, it was created as a biological weapon, the US 

military deliberately imported it into China, and, somehow, genetically modified crops 

are to be blamed, while, the virus does not actually exist, and the pandemic is manipulated 

by a the ‘deep state’, because COVID-19 is a plot brought on by ‘Big Pharma’, and its 

deaths rates are in fact purposely inflated.  

In this light, it is perhaps not entirely incomprehensible that ordinary men and 

women might lose themselves in this this maddening maze of disinformation and choose 

to defer their decision to immunize in an uncomfortable ambit of nagging doubt and in-

certitude. 

In a similar vein, a buff workman in dungarees related another incident in which 

individuals or institutions entrusted with the provision of face masks intended to protect 

the public had in fact infected these same masks with Coronavirus deliberately. 
 

They already gave us these masks that got us infected and now they want to finish us? No! 

 

Key here is the word ‘they’ (as opposed to an ‘us’), which is indicative of a social 

mechanism anthropologists have referred to as (transformative) ‘othering’ (Myburgh, 

forthcoming; Steenberg, 2019). In profound mistrust and what borders paranoia, 
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whomever ‘they’ may be, they remain nameless, distant, shadowy figures that “want to 

finish us”. Even if seen as either a self-defensive mechanism or one affirming social iden-

tity and belonging, according to this logic, ‘we’, the people of the community, are blame-

less victims as it was plainly ‘them’, the others, the Whites, the rich, the Chinese, the 

shadow state, Bill Gates, or perhaps demons that deliberately unleashed this evil ‘Kung-

Flu’ upon ‘us’.  

Could it be that perhaps it was biological nature? Perhaps, but communities, it seems, 

must have their culprits and scapegoats; never us, always them, the mekwerekwere, the for-

eigner, the other. According to Onoma (2021), “the scapegoating of certain populations 

during disease outbreaks is very common [and] outbursts usually target noncitizens, for-

eigners, and those generally cast as ‘other’” (Onoma, 2021, p. 184). In short, it is then a 

process of constructing these others as public health dangers. Sobo (2021) notes that “such 

opposition intensifies misunderstanding, proliferating false binaries of ‘us vs. them’ and 

‘truth vs. fiction’”, which further amplifies our field of suspicion. 

While informants highlighted risks related to the uncertainty of novel vaccine trials, 

one grandmother pointed out that monetary compensation offered to clinical trial volun-

teers was not worth the risk. Another concurred. 
 

The testing is starting out [trials]. So, when they test you, what if you die? Our system can’t handle 

it [immunization]. It would’ve been better if we were used to it [vaccine trials], but now it will be 

difficult unless people get millions for it. We are scared of death. 

 

There are people now who have funding in Soweto to test vaccines and those vaccines are going to 

make people sick. How sure will we be that the vaccine is here and that it is the right one? If you’re 

not, then you have to withdraw from participating [in trials]. 

 

Out in the vast, sprawling townships, people oftentimes questioned conditionalities 

of immunization and so demonstrated hesitancy and perceived incertitude. A filling sta-

tion attendant gave it some thought and then proposed that: 
 

I would be happy if a vaccine were available, but with what conditions will it come? Is it for free or 

do we have to pay for it? There’s no way they can say that it’s for free because there’re many of us, 

and if they say we must pay, how much will it be, and who can afford it, because obviously, if it’s 

pricy, then it’ll only be available for rich people. 

 

Questioning the integrity of the information that informants had so far received 

about inoculation, the intentions of stakeholders advocating vaccination came under sus-

picion. A car washer swiped her long, braided hair back and asked: 
 

Why do they want to try the vaccine when people are recovering already? 

 

Another informant doubted the reliability of the vaccine seeing as how it was being 

sourced from foreign countries. 
 

Why should we believe a vaccine that’s mixed [manufactured] outside our country?  

 

Such statements illustrate profound suspicion of the trustworthiness of foreign insti-

tutions (and foreigners in general) as well as any local entities carrying out their interven-

tions. Again, there is ‘othering’. Again, we see poor knowledge, mistrust, uncertainty, and 

doubt engendered by and further engendering misinformation, menacing rumours, and 

counterfactual claims in a downward spiralling self-perpetuating circle of half-truths and 

debilitating distortion. 

Vaccine hesitancy has been defined in public health literature as caused by a combi-

nation of beliefs, attitudes, and behaviours in laypeople in relation to immunization. The 

choice between vaccine acceptance and denialism is determined by individuals’ percep-

tions, preferences, and motivations as well as a polydemic’s prevalence in society. 
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Vaccine hesitancy is an attribute ascribed to a large and heterogeneous category that regroups peo-

ple who share varying degrees and motives of indecision and who hold an intermediate position 

along a continuum ranging from full support for vaccination to strong opposition to any vaccine 

(Peretti-Watel et al., 2015).  

 

In what constitutes the perceptual pluraversality of COVID-19, cultural back-

grounds, beliefs, and attitudes do influence laypeople’s decision whether to ‘vax’ or not, 

and, in turn, “vaccine perceptions are [further] shaped by complex socio-political and his-

torical factors” (Roldan de Jong, 2021). As such, vaccine hesitancy is a decision-making 

process informed by individuals’ commitment to health, risk, culture, and their level of 

confidence in health authorities and medicine (Peretti-Watel et al., 2015). Those hesitating 

to inoculate generally lack vaccine confidence, meaning that they distrust vaccines overall 

as ‘safe’ or mistrust healthcare authorities and political decision-makers, and, more often 

than not, Sowetans seriously doubted the intentions of the oft consciously corrupt latter. 

Hence, the mere availability of a vaccine does not necessarily imply uptake. 

In Soweto and Thembelihle, it soon came clear that more adequate information is 

required to curb hesitancy and denial. This includes information about vaccine safety, ef-

fectiveness, and trial processes as well as appropriate language to communicate with spe-

cific groups, such as the elderly, parents, or youths. In summary, the following fuelled 

hesitancy in particular: a low visibility of successful outcomes of inoculation, mistrust in 

the (ill) intentions of government authorities, suspicion of vaccines manufactured abroad 

(by ‘others’), doubt in safety measures and the trustworthiness of entities developing vac-

cines, a lack of transparency and adequate information, anxiety induced by (dis)infor-

mation circulating in media, especially social media, and doubt in the actual severity of 

COVID-19 infection (or its origins for that matter); a polydemic’s perceptual pandemo-

nium. 

6. Denialism 

Vaccine denialists, including COVID-19 conspiracy theorists — or in more militant 

jargon: ‘anti-vaxers’ — reject immunization even when available and despite its benefits 

clearly outweighing its miniscule risks (Alqudeimat et al., 2021). Denialism, just as with 

hesitancy, is influenced by a host of factors such as confoundment, contradictory mes-

sages, disinformation or outright untruths, or previous challenging experiences with 

healthcare services resulting in reluctance to procure them (Larson & Mnookin, 2016). 

Several of our informants were firmly opposed to inoculation, because of incertitudes 

about the efficacy or safety of it. As one healthcare worker recalled with trepidation: 
 

People from Braamfischer chased us out when we went there. They thought we were going to inject 

them with the vaccine until we explained to them what we’re about.  

 

One gentleman shared with us his lack of confidence in the vaccine, indicating a 

strong inclination towards alternative protective measures: 
 

No, I was not going to take it, as I did not even test for COVID-19, but I do take prevention methods 

all the time. I believe more in the African way of doing things. 

 

Phrases such as ‘the African way of doing things’, and many similar ones recorded 

in Soweto and Thembelihle, were oftentimes used interchangeably with notions of tradi-

tional medicine, usually in the form of herbs or ancestral worship. One elderly man be-

moaned government’s disregard for non-conventional medicinal solutions while others 

denied inoculation unequivocally: 
 

Our government would rather have these vaccines tested on us rather than rely on our natural herbs, 

so you can see that our government is really turning its back on us. 

 

I would never take it! 
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I would never [vaccinate]! 

 

That first statement brightly elucidates some of the cornerstones of denialism, 

namely, and in that order, suspiciousness of government’s benign intentions, belief in tra-

ditional phytomedicines (medical pluralism), and mistrust in authorities blended in with 

a foreboding sense of abandonment: “our government is really turning its back on us”. If 

one so beliefs, feels, and thinks, is it any wonder that one then vehemently shuns and 

denies immunization? In a study from Vietnam, reasons for vaccine denialism were re-

ported as doubts and concerns about the efficacy and safety of the vaccine, rather than 

believing it to be unnecessary, or simply not having time to go for it (Wang et al., 2021). 

This was also true in Soweto and consistent with reports from the 2009 H1N1 pandemic, 

when people were mostly concerned about side effects (ibid.).  
 

[…] although over 90 percent of the respondents stated that they would accept the COVID-19 vac-

cine when available, almost 50 percent of these people wanted to delay the vaccination until it was 

confirmed safe. [People] were unlikely to accept the COVID-19 vaccine [because of concerns over] 

risks, safety, and side effects of vaccination. Another study […] reported that over 95 percent of the 

respondents had concerns about the efficacy, effectiveness, and safety of the COVID-19 vaccine. 

(Wang et al., 2021, pp. 61-62). 

 

Many informants signalled that they were not willing to immunize, because the com-

munity did not confide that it would be beneficial. In addition, impoverished people are 

obviously less likely to inoculate if this implies financial expenditures — and it does be-

cause of transport costs and time spent away from income generating activities. Just as 

with hesitancy, vaccine denial is pluraversal and comprised of compounded factors. 

Based on the statements presented above, it comes to light that multiple approaches are 

required to address multiple aspects of acceptability. Vaccine denialists (and hesitators) 

also seemed concerned about the negative impact immunization might have on human 

bodies, meaning side effects and suspected, but undocumented and sometimes appar-

ently made-up long-term consequences: “you can turn into a monkey”, said one girl. Such 

sentiments are clearly detrimental to vaccine acceptability and these concerns may be-

come particularly salient when a vaccine is new and rapidly developed  (see Dror et al., 

2020; Karafillakis et al., 2016). 

In summary, fostering vaccine denialism most prominently is financial costs, uneven 

access, lack of confidence in successful outcomes, faith in traditional phytomedicine, lack 

of reassuring information, vaccine-scepticism stemming from trusted companions and 

confounding mediatization, alongside whispers of counterfactual claims and conspirato-

rial schemes. 

7. Conclusion  

Despite relatively high hypothetical vaccination acceptance in the communities, up-

take can be much improved — although intent may be present, more often than not, this 

does not translate into action. In reiteration, we saw 55 percent of our informants (and 75 

percent on average in three national surveys) accept inoculation putatively, whereas in 

Soweto today, only around 20 percent have finished their immunization, suggesting that 

little less than two thirds of those who said they would immunize never did. Initially, 

information about how vaccines were developed and tested, including their safety and 

efficacy, could have been communicated to the communities is a sounder way. Instead, 

contradictory messages and counterfactual claims abounded in COVID-19’s mediatiza-

tion. This, in tandem with what we recognised as a widespread absence of even basic 

notions, comprehension, and knowledge about how vaccine trials and inoculation func-

tion further amplified a field of suspicion towards COVID-19, immunization, and health 

authorities. Add to this the (much abbreviated) list of COVID-19 conspiracy theories pre-

sented in the above, and the uncomfortable doubt and increasing incertitudes become 

more understandable. In midst of this confusion, add a fundamental human fear of death 
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in a population that oftentimes prefers traditional African remedies and healers, some-

times over modern biomedicine. Throw into this blend an under-capacitated government 

marred by corruption, which has given its people very little reason to trust it, while on the 

contrary, historically, it has given them plenty of reason not to. Lastly, an ensuing scape-

goating and othering fuelled anxiety and created false binaries, in which, at times, only 

the ‘other’ were vulnerable to the virus, not ‘us’. Though perhaps inadvertently, ulti-

mately, the compounded effects of the above can be seen almost as a nurturing of vaccine 

hesitancy and denial. In short, the field of suspicion in Soweto and Thembelihle was re-

peatedly amplified to the extent that it ultimately swayed the vast majority away from 

acceptance and into denial. Yes, mistrust in government’s authority and in healthcare in-

stitutions — alongside the influence of ‘anti-vax’ movements and conspiracy theories 

propagated on social media — can transform cautious wavering into resolute denialism. 

This then further damage government’s ability to impart knowledge, build trust, and im-

plement policy. Special attention could be given to these phenomena to inform future vac-

cination programmes. Social media platforms could be utilised in this process by way of 

addressing public concern in a constructive and culturally appropriate manner. Health 

authorities and institutions could enhance dissemination efforts, particularly in areas 

where misinformation is rampant. Not only could messages address vaccine safety and 

efficacy; recipients could also be made aware of other precautions concomitantly. More 

social behavioural research should be undertaken in different population groups to un-

derstand culture-specific topics. Involving stakeholders, such as community leaders and 

civil society organisations would ensure more localised responses embedded within com-

munity dynamics. As such, involving local social structures to facilitate community en-

gagement may well be essential to boosting vaccine acceptancy — and it certainly is par-

amount to comprehend and mitigate social and behavioural circumstances that may im-

pact detrimentally on aspects of acceptability.  
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