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The notion of an ‘ignorant public’ is attributed in outbreak scenarios through vaccination narratives that are
institutionally reinforced by governments and the media across different contexts. The ignorant public narrative
is a discursive shift that reduces public concerns about vaccines to a lack of knowledge, obscuring how these
concerns are indicative of mistrust and anxiety or efforts to counter the dominance of acceptable and legitimate
knowledge. This narrative risks a deflection of challenges in the structural determinants of vaccine uptake and
depoliticise rumours and mistrust that arise during vaccination campaigns. Examples from Sierra Leone, Uganda,
and India show how ‘ignorant public’ framings are used as explanation for vaccine hesitancy through assigned
roles for institutions and publics, and the consequences this narrative has for vaccination encounters. These
examples are based on ethnographic fieldwork and media analysis carried out before, during, and after out
breaks, of newly introduced vaccines for both human and animal health. Drawing on science communication and
development studies, we show how this narrative then positions governmental concern about vaccine hesitancy
as being a (largely) imagined issue of public ignorance. We argue that when institutions tasked with strength
ening vaccine uptake see public ignorance as the key problem, this can obscure other problems, such as
competing interests and experiences, and also minority group treatment. As a result, public governance is
rationalised by assigning the ignorance label to certain public groups that stand in contrast to scientific and
government expertise, and so accountability for low vaccine uptake is transferred onto the public.

1. Introduction
Vaccine hesitancy—when someone is uncertain about vaccination,
leading them to delay or refuse some or all vaccines—has become a
growing policy concern for governments across the world (Dubé et al.,
2013). During the COVID-19 pandemic, the focus on vaccine hesitancy
has rested on concerns about public reactions to, and uptake of rapidly
developed vaccines. Surveys to measure public attitudes and knowledge
have been translated into sensational headlines that have emphasised
the irrationality of fears and reflect a broader problem of ignorance in
those refusing vaccines (The Times, 2020, Voice of America, 2020):
It is unprecedented that COVID-19 vaccines have been developed at
such speed for a previously unknown pathogen during a global
pandemic. Although a body of research on public attitudes, acceptance,
and engagement, as well as long-term studies of vaccine hesitancy (de
Figueiredo et al., 2020), highlight complex causes and manifestations,

there is a need to explore the determinants of acceptance in this context.
Such insights can be garnered from evidence about the introduction of
investigational, experimental, and new vaccines in response to other
recent outbreaks of (re)emerging diseases (Burns et al., 2020). It is
important though to consider that vaccine hesitancy as a term is not
neutral and is used by policymakers and other healthcare actors to
situate the problem of current and potential vaccine uptake in the
public. Discussions around vaccine hesitancy summon an image of de
faulters as “not yet having acquired the knowledge, sentiments, and
habits to qualify them to be modern citizens” (Leach and Fairhead, 2007,
p.20). Such a narrative often associates hesitancy with ignorance
because this offers simpler or more manageable explanations, deflecting
political perspectives and supporting prevailing views about vaccinating
publics. The discourse that attributes vaccine hesitancy in vaccinating
publics as a matter of ignorance is (then simultaneously) reproduced
across countries. The attribution of ignorance is thus aligned with
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longer-standing narratives about communities that had been reluctant to
accept health interventions in the past, often connected to political
reasoning.
A narrative frame constitutes a critical device for social organisation
through discursive practices. Adams et al. (2019) argue that, how we
frame problems inspires different kinds of actions, particularly with
global health programmes that more often rely on ‘well-rehearsed lan
guages’ based on narrow problematisations, with social behaviour
treated only as individual choice rather than resulting from systemic
determinants. As Brunson and Sobo (2017) point out, framings of
vaccination in the public discourse are starkly polarised, while Court
et al. note how parents who refuse childhood vaccines are depicted as
“ignorant and in need of informing” (Court et al., 2021 p.1). Focusing on
how (lack of) knowledge around vaccines is portrayed as driving atti
tudes and behaviour, we show how ‘ignorant publics’ become an insti
tutionalised narrative for public health authorities and the media. We
aim to demonstrate this institutionalised narrative in governments’ at
tributions of public ignorance and ignorance in acknowledging other
reasons for low uptake, including their own role in low uptake. Other
ways to understand hesitancy—highlighting mistrust and fraught re
lations between publics, governments and healthcare providers—have
become marginalised within the ‘ignorant public’ frame. This ‘ignorance
narrative’ around vaccine hesitancy limits the imagination of alternative
solutions, obscuring the political salience of vaccination anxieties as a
form of contestation to reinforce the marginalisation of communities
identified as ‘resistant’.
In this article, we investigate the use of an ‘ignorant public’ frame
through a vaccine narrative in three vignettes from Sierra Leone,
Uganda, and India, to explore how publics are represented within public
discourse (see Table 1). In our examples, we assess how official expla
nations for low vaccination coverage reproduced by officials and the
media contrast with the possibility for more complex socio-political is
sues underpinning vaccination challenges, in which local experience
and expertise defy governmental monopolies of legitimate and credible
knowledge (see Table 1). Our starting point, for the ‘ignorant public’
frame comes from official depictions in the media and in policy docu
ments, as well as setting out the public discourses about ignorance from
our country ethnographies. The framing of ignorance does not only
specifically follow the intentional and directed process of attaching the
ignorance to certain groups and explicitly pointing out ignorance. As
Schneider, 1962 originally argued, the presumption of implicit igno
rance is for theoretical assertions to ‘make sense’ and be systematic in
character. Here ignorance is wherever knowledge or information is
deemed lacking, and implied or assumed. Therefore, a policy of
knowledge and information provision can hold an underlying assump
tion of ignorance coming from a lack of awareness, whether it be
intentional or not.
Belonging to an oppressed, marginalised, or sidelined group can
mean that knowledge of those members is ignored or denied by those in
power—‘the knowers’—as a perpetuation of systemic ignorance.
Therefore, ignorance is a type of inverted epistemology (Sullivan and
Tuana, 2007) which highlights the entanglements of structural exclu
sion, and social and political relations obscured by an ignorance

framing. A concentration on ‘ignorant public’ narratives thus allows
governments to avoid direct accountability for vaccination challenges,
and in turn, this deflection of responsibility facilitates a dismissal or
denial of the broader socio-political problems that vaccine hesitancy
makes visible. We order this paper by setting out our conceptual
framework, focused on the attribution of ignorance to vaccinating
publics, and then present the three empirical vignettes to elucidate how
these dynamics play out in practice, concentrating on narratives about
vaccine hesitancy. Our core research questions are: How does the
‘ignorant public’ frame appear in public discourse about vaccine chal
lenges in comparison with the possibility for more complex
socio-political explanations? In what ways do local experience and
expertise defy governmental monopolies of legitimate and credible
knowledge?
1.1. ‘Ignorant publics’ and institutionalising ignorance
Debates around public perceptions of vaccination have historically
used the concept of ignorance to explain both acceptance and hesitancy,
as Nichter (1995) and Millward (2019) highlight. In these debates, the
public’s ignorance is posited to be ‘naïve’ (i.e. reflecting an absence of
knowledge) or ‘passive’ (i.e. a limitation on what they know or under
stand) (Proctor and Schiebinger, 2008; Vanderslott, 2019). Nichter
(1995) proposes a contrast between informed publics who recognise the
need and benefit of vaccination and therefore demand it, as opposed to
passive publics whose acceptance of vaccination is a result of a yielding
to authority. In this framing, ignorant publics may be those that accept
vaccination without information because they trust health messaging
and scientific authority. However, it has been more common to see the
‘ignorance’ label applied to segments of the population who are vaccine
hesitant. As Millward has observed, during the UK government’s diph
theria vaccination drives in the 1940s, an imagined public ignorance
was determined by the government looking for an explanation for poor
vaccine uptake requiring re-education (Millward, 2019).
Drawing on the ‘knowledge deficit model’ of the public (Sturgis and
Allum, 2016) suggests that the lack of (scientific) knowledge lies at the
core of vaccine hesitancy with the remedy being increased scientific
literacy to improve public trust. However, this model has been repeat
edly critiqued (Goldenberg, 2016). Such a view is still persistent with
policymakers and media representation (Ward, 2016), to propagate the
notion that ignorance rooted in scientific illiteracy explains hesitant
publics. The view of publics as obstructors emerges from an idea that
their fear may produce a ‘public scare’, with public engagement being
seen as the remedy. Marris (2015) views such an emphasis on public
engagement as problematic due to its basis in the discredited ‘deficit-
model’, which proposes that non-acceptance be improved through in
formation and education, as well as taken-for-granted techno-scientific
promises. Rumours, misinformation and alternative expertise that
accompany a view of non-acceptance are also often publicly portrayed
as manifestations of ignorance—at best, a lack of information, or, at
worst, an inability or unwillingness to engage with scientific fact
(Geissler and Pool, 2006; Greenhill and Oppenheim, 2017). These types
of corrective approaches have been critiqued by social scientists and

Box 1
Newspaper headlines about vaccine hesitancy
‘One in five don’t want coronavirus vaccine amid fears of side-effects’
The Times, 2020.
‘Survey: Almost Half of Americans Say ‘No’ To COVID Vaccine If Available Today’
Voice of America, 2020.
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historians who suggest that, for example, framing rumours as mere
misunderstandings neglects contextual complexity and the deeper cau
ses of mistrust. Dismissing misinformation as ignorance, rather than
seeing it highlights local concerns, obscures the social commentaries and
political critiques that the narratives reveal (White, 2000; Geissler,
2005; Molyneux et al., 2005a,b; Fairhead et al., 2006; Geissler and Pool,
2006). Similarly, others suggest that ‘ignorance’ in the absence of
accepted and standardised scientific expertise can be described, in some
instances, as lay expertise (Wynne, 1989; Epstein, 1996). This points to
an uneasiness with viewing government knowledge as informed or
credible, and public knowledge as not. In addition, the devaluation of
alternative forms of knowledge and the positioning of western
biomedical knowledge as universal, is increasingly being challenged
(Harding, 2008; Gale, 2014).
How and in what ways then are these ignorance labels applied to
publics? Uncovering the role of intentionality is challenging, when it is
not entirely obvious who within the institutions is doing what, and why.
This suggests a Foucauldian circulation of power in the relationship
between institution and publics, in how rules and regulations are ‘acted
upon’(Foucault et al., 1991). Institutions, through the operation of
governmental rationality or governmentality do not pursue one dog
matic goal but ‘series of specific finalities’ achieved through ‘multiform
tactics’(Foucault et al., 1991). If intentionality is hard to attribute, we
might nonetheless ask what the consequences of discourses are and the
effects of processes that establish narratives about ‘ignorant publics’ as
institutionalised narratives. Indeed, even if narratives serve the purpose
of mobilising and creating consensus across different interest, in order to
produce simple but galvanising stories, it is important to trace the real
impact they have on the world they purport to describe. Therefore, we
draw on the work of Tania Li from development studies to understand
the effects of specific problematisations of the vaccine hesitancy narra
tive (Li, 2007). Li argues that the ‘will’ in development programmes
cannot be located to a particular source and one intention alone but is
situated within heterogeneous assemblages or, as she terms it, ‘dis
positifs’. Rather than identifying the ‘who’, she concentrates on the
‘what’, and the ‘will to improve’ inherent in the development project
becomes an object of study in itself, especially in terms of identifying the
key practices that convert will into actionable development pro
grammes. Inspired by Li’s use of Foucaultian dispositifs we concentrate
on the ‘what’ to vaccinating publics. We take the perspective of dispersed
ignorance through a narrative and through our empirical analysis view
dispersed action and causation, institutionalised to be a widely accepted
viewpoint.

Table 1
Focus and methods for three vignettes.

2. Materials and methods

Focus

Methods

Detail

Sierra
Leone

Political and
economic factors
determining
emergency vaccine
deployment

Empirical material
comes from the
AViD project, which
included 12 months
of ethnographic
research and 22 key
informant
interviews at
District level.

Uganda

Acceptability of
previous and
ongoing responses
to the control of
notifiable epizootic
diseases such as
ASF.

India

Health system and
public reactions to a
controversy
concerning the
introduction of a
new campaign for
MR vaccination.

96 semi-structured
interviews in
Bwindi
Impenetrable
National Park
(BINP) and
Kyamulibwa,
Kalungu District. In
Southern Uganda as
part of the AViD
project.
Online media data
sample of news
stories for one year
and in-country
research involving
nine informal
interviews with
policy actors
involved with the
campaign for the
AViD project.

Key informant
interviews with
District-level public
health officials and
civil society
representatives. Two
research assistants
undertook a year
(March 2019–March
2020) of ethnographic
observations at the
District Health
Management Team
(DHMT) and in
Peripheral Health
Units (PHUs). This
also built on
ethnographic research
in the district over five
years across different
projects, including the
authors’ involvement
in the Ebola vaccine
trials (EBOVAC).
In addition also drew
on secondary data
analysis of previous
research conducted in
Uganda and
Zimbabwe.

Media data collected
between 1st January
2017 and 31st Dec
2017, using the
monitoring software
‘Meltwater’, totalled
1520 posts
corresponding to the
search terms.

of regularly sharing updates and results in the team. On a quarterly basis
a whole-team meeting was held to discuss progress, findings, and chal
lenges, which also included two workshops in years one, two, and four of
the project, as well as steering group meetings with a wider advisory
board (for feedback and input of in-country external advisors). During
the second-year workshop we identified the ‘ignorance frame’ as a
unifying feature across the case studies of Sierra Leone, Uganda, and
India, in how the frame contrasts with socio-economic determinants and
social meanings. We then constructed our vignettes to provide a
compelling illustration of how ignorant publics were being depicted in
our countries. From there we conducted a literature review and devel
oped our theoretical argument further, paying particular attention to the
existing literature on vaccine hesitancy but also with the intention of
bringing perspective to the LMIC outbreak setting.
Through these vignettes, it is possible to situate vaccination efforts in
the broader context of developmental ambitions, which as Li highlights
relies on specific framings of publics as in need of improvement. In
LMICs, public framing contains development ideals of a compliant
public to country ‘progress’. This is not to say the framing of publics of
high-income countries is dissimilar, it is the wider country vision and the
view of a place internationally that differs. Much more attention has

We collected data based on an initial research interest about how
vaccines are deployed during outbreaks across different low- and
middle-income countries (LMICs). In the course of that research, it
became apparent that there were similarities between countries in how
the vaccinating public were being depicted. The data collection was part
of a wider project, ‘AViD’, which provides anthropological perspectives
on vaccine deployment outbreaks, using geographical case studies (http
s://www.paveresearch.org/avid). The project case studies were chosen
to understand different perspectives about vaccines and outbreaks,
including the political and economic factors, health system perspectives,
human-animal health and community experiences surrounding vacci
nation. We have drawn on the three case studies to create vignettes that
we believe show the production of perceptions and representations of
ignorance in vaccinating publics in LMICs. The case study on Sierra
Leone focuses on the political economy of vaccine deployment; Uganda
on the acceptability of previous and ongoing responses to the control of
notifiable epizootic diseases; and India on health system responses to
vaccination controversies.
The research questions addressed in this paper were not identified at
the outset of this research project but were arrived at through a process
3
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been applied to, for example, vaccine hesistancy surrounding measles,
mumps, and rubella (MMR) vaccines in high-income countries rather
than LMICs (Torracinta et al., 2021). Both settings identify ‘problem
publics’ but for slightly differing reasons. The vignettes concentrate on
particular outbreak scenarios: the aftermath of Ebola in Sierra Leone and
a subsequent measles outbreak, a promising new animal vaccine
candidate in Uganda for African Swine Fever (ASF) following multiple
outbreaks, and a new Measles-Rubella (MR) vaccination campaign in
India in response to ongoing outbreaks. Note that the Uganda vignette
explores an animal vaccine which allows for an insight into the overlap
between human and animal health and how ideas of hesitancy also
extend to animals. We have been able to identify lessons from the three
vignettes, through similar tensions between frames of ‘ignorant publics’
for vaccination. Our methods for the vignettes are varied but all use
qualitative approaches: a long span of ethnographic fieldwork;
semi-structured interviews with key informants; and a media analysis
and interviews carried out before, during and after outbreaks.
The Sierra Leone example (led by Author 2 and 4) involved a year of
ethnographic observations (arch 2019–March 2020) (summarised in
daily ethnographic reports) with the Kambia District Health Manage
ment Team, observing vaccine deployment and outbreak response, and
contributing operational research for the development of new vaccine
deployment strategies at District level (see also Enria et al., 2021). An
additional research assistant also conducted observations and
power-mapping exercises at Peripheral Health Units (PHUs). The team
also conducted 22 in-depth interviews with district-level stakeholders,
which were analysed in NVivo12. Findings from the ethnographic
research and in-depth interviews was presented regularly to District
Health Management Team (DHMT) public health officials to be vali
dated. This work also built on five years of previous research in the
District on vaccine confidence and epidemic response across different
projects (Enria et al., 2016). For the Ugandan example, Author 3 con
ducted six months of fieldwork between January and June 2020,
resulting in 96 semi-structured interviews collected from livestock
farmers in Bwindi Impenetrable National Park (BINP) and Kyamulibwa,
Kalungu District, Southern Uganda. For the Indian example, Author 1
conducted one month of fieldwork in the states of Kerala and Karnataka
in January 2019 for informal interviews, and media data was collected
and analysed from 2017 onwards. Each of the case studies gained ethical
approval from the Sierra Leone Ethics and Scientific Review Committee,
Uganda National Council for Science and Technology (A 613) and
LSHTM Ethics Committee (16636). Note that local institutional review
board approval was not required for the India media and social media
data.
The vignettes present a heterogenous collection of stories portraying
vaccinating publics. Grouping these examples together allows us to
identify commonalities in the use of ignorance framing. Such compar
ative social science has the ‘potential to detect and analyse ways of
thought and practice and situate them in the context of both localised
and world-historical events, contexts, histories and discourses’ (Marcis
et al., 2019). As Elisa Sobo argues, vaccine refusal begins “before said
utterance or act, and extends far beyond the moment of behavioral or
verbal proclamation” (Sobo, 2016, p.342). Governments recognise the
importance of vaccination for the health of their populace and also how
it is important to address public reactions to vaccine deployment
(Bowmer et al., 2020). However, the relevant literature about vaccine
hesitancy is mostly centred on research on high-income settings (Gold
enberg, 2016; Sobo, 2016) and previous research on LMICs is now
outdated (Nichter, 1995; Streefland et al., 1999). Therefore, we also
draw on research critiquing development in lower income set
tings—particularly in Sub-Saharan Africa and South Asia—to explore
the ignorant public framing for perceived ignorance through three
empirical country vignettes.

2.1. Sierra Leone: ‘Ignorance’ and vaccination challenges in the Ebola
aftermath
Sierra Leone established their national Expanded Programme on
Immunisation (EPI) in 1978, which today includes 11 diseases. Vaccine
coverage was significantly affected by the 1991–2002 civil war and then
again by the 2014-16 Ebola outbreak (Feldstein et al., 2020).
In November 2019, stakeholders from all chiefdoms in Sierra Leone’s
Kambia District were invited to a meeting organised by the Ministry of
Health’s EPI programme. In a busy District Council Hall, where chiefs
were given a presentation about the district’s vaccination coverage.
This, as members of the District Health Management Team (DHMT) later
emphasised, was disappointingly amongst the lowest in the country.
Earlier that year, they had been one of the two border districts to
experience a measles outbreak, at least partly as a consequence of
missed vaccinations during the Ebola outbreak.
The presentation included a range of challenges to effective immu
nisation, including faulty cold-chain equipment and transportation
challenges. Alongside these supply side issues, which were harder to
address at district level, community stakeholders had been invited to
address a ‘demand side’ problem, namely, the fact that in some com
munities, vaccination teams encountered refusal or hesitancy around
vaccination. As the ‘mouth of [their] people’, chiefs were encouraged to
‘talk to their communities to take the marklate [vaccine]’. Strategies
were identified to improve coverage, including intensifying defaulter
tracing, holding community meetings and radio discussions. The orga
nisers of the stakeholder meeting urged chiefs to act as ‘opinion leaders’
and ‘agents of change’ to improve coverage in the district, in an effort to
win the hearts and minds of reluctant citizens. These discussions high
lighted common refrains about the need to engage communities around
vaccination, but what kind of problem was hesitancy understood to be?
What kind of public did public health officials imagine?
In this vignette, we concentrate on district public health officials’
narratives about public engagement with vaccination to explore how
assumptions and uncertainties about the nature and causes of hesitancy
contributed to reproduce the imagination of an ignorant public as a
significant barrier to effective immunisation. At the stakeholder
meeting, emphasis on community engagement reflected preoccupations
that vaccine hesitancy played an important role in the district’s poor
immunisation performance. In our discussions, engagement efforts were
often justified by pointing to a posited lack of biomedical knowledge
amongst the district’s largely rural population. Border communities
were particularly identified as ‘problem’ areas—politically and
economically marginalised, and often portrayed as disloyal and hard to
govern (Enria, 2020). In these places, ignorance was portrayed through
low education or ‘awareness’, that were thought to be the key problems.
For example, Mr M, who had been involved in the planning of vacci
nation campaigns argued in Box 2 below:
The public’s ignorance about the benefit of vaccines and, more
generally, in terms of their low education was assumed to be the cause of
hesitancy, without other options being further explored. An ignorant
public was invoked in discussions about ‘misconceptions’ around
vaccination, which were associated with poor knowledge, for example
when in the aftermath of the Ebola epidemic, vaccines were rumoured to
contain the virus. Health education campaigns were therefore designed
to impart knowledge on recalcitrant communities to address these
misconceptions and educate. Whilst not making accusation of igno
rance, the premise of social mobilisation for vaccination was that
messaging was needed to ensure people had more knowledge about
vaccines. For example, posters that concentrated on stating that ‘Vac
cines are Free and Safe’ place emphasis on affirming the straightforward
message. Assumptions about the public’s lack of knowledge as a barrier
to development and public health is not new to Sierra Leone as shown by
the Ebola outbreak. Between 2014-16, Sierra Leone and its neighbouring
countries experienced an outbreak of Ebola virus that took the lives of
over 4000 people and affected the livelihoods of countless more. The
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Box 2
Mr M on planning vaccination campaigns
"If you look at the under-aged children, [if] 70% of them are immunized, and 50% of them will be people who are educated, like teachers, like
nurses and other people. But you will find out that, what the farmer is thinking about is if he has workers to go and work on his farm. There are
times when his wife says she want to attend an immunisation, he will shout at her to go and cook for his workers, because he doesn’t know the
value of immunisation.[…] We really need people to understand what immunisation is all about.[…] I take my child and my wife to the hospital
for [vaccines] because I know the importance of immunisation, but the farmer does not know."

health system, weakened by over a decade of civil war (1991–2002) and
piecemeal post-war healthcare financing, faced significant challenges in
confronting the crisis, exacerbated by difficulties in gaining trust for
public health measures.
In our discussions with public health officials, they often evoked
memories from the Ebola outbreak as evidence for the challenge posed
by ‘community resistance’. During the epidemic, social practices such as
caring for sick relatives, burial rites and traditional healing were iden
tified as key sites of infection (Abdullah and Rashid, 2017). The
continuation of these practices, often in secret, in combination with
avoidance of health centres and rumours about the nature of the
epidemic, were seen as key barriers. The problem, at least initially, was
therefore presented as a lack of knowledge that could be addressed by
providing education and information. Anthropologists of the region,
who were directly involved in supporting the development of
context-appropriate interventions (Lees et al., 2020), critiqued these
framings for three main reasons. Firstly, these approaches painted social
practices as exotic; for example in the case of bushmeat consumption,
betraying a particular politics of disgust and apportioning of blame
(McGovern, 2014), often with unintended consequences (Bonwitt et al.,
2018). Secondly, critics pointed out that ‘biomedical information on risk
might hold limited relevance to people when trying to care for sick loved
ones or attend to the dead’; in other words, a focus on imparting
knowledge fails to account for people’s diverse priorities or for the local
innovations that communities put in place to respond to context-specific
challenges posed by the epidemic (Chandler et al., 2015; Richards,
2016). Thirdly, framing rumours or behaviours such as avoidance or
resistance as resulting from ‘ignorance’ conceals the deeper foundations
of mistrust that these community-level responses make visible (Wilkin
son and Leach, 2015; Abdullah and Rashid, 2017; Enria, 2019).
A similar analysis can be applied to narratives around vaccine hesi
tancy in the district, in how the notion of public ignorance in public
health officials’ narratives served to cloak a more complex challenge.
Field staff tasked with outreach and ‘sensitisation’ reported difficult
encounters, but the reasons for vaccine refusals or delays were strikingly
unknown and remained that way. Therefore, ignorance served as a
‘catch all’ explanation to characterise these encounters. A social mobi
lisation officer, for example, asserted his belief that lack of knowledge
was a problem, whilst simultaneously suggesting he did not in fact know
the reasons for community reluctance. See Box 3:
Narratives that construct publics as ignorant can be seen as persistent
across time and type of interventions: they are easily reproduced as a

simple explanation for vaccine challenges. This ignorance framing is not
politically neutral either in its origins or its effects: as we have seen, the
portrayal of communities as deficient and in need of sensitisation is part
of a long-standing discursive repertoire that is steeped in histories of
marginalisation. These problematisations also dictate possible solutions:
framing hesitancy as an issue of ignorance meant that district responses
had primarily involved sensitisation campaigns aimed at increasing
knowledge around vaccination. Undoubtedly, these interventions are
also within reach of an underfunded district public health workforce,
unlike the plethora of other challenges facing vaccinators in Kambia,
ranging from cold-chain issues, the fact that nurses had to pay for their
own transport to collect vaccines (and therefore only did so sporadi
cally) or inaccurate population data leading to inadequate vaccine
supplies.
The mobilisation officer’s considerations, above, however also point
to a potential opening for the narrative to be challenged by shifting the
lens onto communities’ experiences and perspectives of vaccination.
Our research with community members highlighted various reasons for
vaccination hesitancy, ranging from practical challenges such as the
timing of vaccination coinciding with farming obligations to a lack of
trust in national and district authorities, built on experiences of mar
ginalisation (Enria 2021). Significantly, lack of trust was exacerbated by
experiences at the health centres, where community members felt
patronised, as they were treated as uneducated and ‘uncivilised’. When
read against the backdrop of long-term social, political, and economic
exclusion in rural border communities, concerns about vaccination
programmes—including rumours about the government’s potentially
nefarious intentions hiding behind vaccination campaigns—can be seen
as a form of political commentary. This analysis of vaccination chal
lenges would require interventions that engage directly with the struc
tural dimensions of mistrust in vaccination efforts, including
confronting fraught relations between service providers and rural
communities, rather than simply providing more information about the
uses and safety of vaccines. In this sense, the ‘demand side’ issues
require paying attention to similarly larger health system challenges as
the ‘supply side’ issues that tended to be kept separate from the hesi
tancy question. This makes it financially, logistically, and politically
more challenging, in practice, for public officials to engage with chal
lenges to the narrative about ignorant publics.
The November meeting of the District Council signalled an important
commitment to engaging citizens in efforts to improve vaccination
coverage in the district. However, in unpacking some of the assumptions

Box 3
Social mobilisation officer views on reasons for community reluctance.
"Well, if you talk about challenges, look at the educational level of the people in this community, it is very low and the way they look at things is
different, their perception, the way they see things is different, sometimes when you talk to them, they just ignore … They will know that they
have to take their child for [vaccines] but there is something which hinders [their] movement to take the child [to the clinic]. So, this a big
challenge that we have. We do not actually know what the barriers are, we do not actually know impedes them to bring their children. We also
do not know what makes them refuse the health services."
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and uncertainty underpinning problematisations of vaccine hesitancy,
this vignette aimed to show implications of the ignorant public imagery
in public health officials’ narratives. Narratives that associated hesi
tancy with ignorance were accepted because they offered simpler or
manageable explanations, aligned with longer-standing narratives about
rural communities as deficient or in need of ‘being sensitised’ to offer
manageable solutions and deflect the political salience of concerns
surrounding vaccination. Inadvertently, marginalisation is reinforced by
perpetuating the framing of rural publics as uneducated. Challenges to
this narrative are possible, but politically charged.

vaccines. Previous control attempts have been largely unsuccessful, as
vaccine efforts have failed in their intended purposes and culling
schemes prove problematic at community level. This failure has been
perceived as a problem of ignorance, rumours, poor veterinary infra
structure, and the complex nature of the virus.
In Uganda, farmers are informed to cull infected or suspected pigs,
report cases to district veterinary officers, and thoroughly disinfect areas
where the pigs have been reared. However, farmers are not often
compensated for loss of animals and as a result become unwilling to
cooperate with campaigns. There were also reported concerns regarding
the intentions of the government’s response to outbreaks of livestock
diseases such as ASF. As one farmer noted in Box 4.
As our study found, some farmers hid their pigs indoors and in for
ests, and sold on their infected animals to market (Chiduwa et al., 2008).
A denial of adequate compensation and veterinary assistance forced
farmers whose sole income relied on their animals to hide them or sell
them, leading to increased transmission of this disease, and others. To
the Ministry of Health, this was understood as a problem of ignorance, as
farmers did not acknowledge their role in the transmission of disease
and so were viewed as lacking in knowledge. However, rather than
being ignorant, farmers felt that the government was being inconsid
erate in their methods. Governments were culling their animals without
adequate compensation or sustainable solutions to loss of livelihood,
without acknowledging farmer methods of managing disease, and
farmers were unsure of government intentions and had reduced confi
dence in the ability to respond to outbreaks. Box 5
Farmers’ knowledge of vaccines or infection control methods are
often developed through observations of their use, local knowledge,
experiences of other farmers, and from their limited interactions with
veterinarians, veterinary technicians, and chemists. A lack of faith in the
efficacy of infection control techniques, such as culling or vaccination,
are therefore often measured by what farmers knew about the response
and its observed effects. As a result, many farmers often self-manage the
initial signs of infection before resorting to contacting veterinarians as a
last resort . This is behaviour would be too simplistically explained by
ignorance, but instead the rationales and systems of knowledge farmers
draw upon when presented with animal ill-health.

2.2. Uganda: Attitudes to disease control in livestock farming
Next, in this vignette, we explore how the perception of an ignorant
public—specifically, subsistence pig farmers in rural Uganda—has had a
detrimental effect on uptake of, and attitudes towards, response efforts
to control notifiable infectious diseases such as African Swine Fever
(ASF) in pigs. This is predominantly owed to the Government’s
perception that farmers are often ignorant towards control measures,
increasing transmission as a result. However, as Kansiime et al. (2015)
have argued in communities where livelihoods depend on domestic
animals and their products, human-animal interaction is intimate, and
there is a need to recognise that animal health and human health are
closely linked, and that health decision-making is dependent on a range
of factors specific to the farmer, community and environment. One
farmer noted: “What the people say about vaccination, most of the time,
the people say that you put in a lot of money; but at the end of the day,
you get very little money back when you sell them. People have that
perception because, when they find you vaccinating your pigs, they say
that the money you use to buy the drugs and the vaccines is too much,
but you end up getting very little money from it”.
Continued economic challenges mean the Ugandan government has
historically adopted a reactive approach to veterinary service delivery
(Rwakakamba, 2008). Vaccinations are typically conducted when there
is an outbreak rather than routinely (FAOSTAT, 2013a). As a result,
many actors of varying capacities are involved in providing routine
veterinary services without being effectually regulated (FAOSTAT,
2013a). Each of these actors has different interests and as a result, the
veterinary medicine market is inundated with untested medical prod
ucts, especially antimicrobial agents and vaccinations; even licensed
medications promoted by the Ministry of Agriculture, Animal Industry
and Fisheries are misused, leading to hesitations regarding their
administration (Joloba et al., 2001; Byarugaba, 2004; Byarugaba et al.,
2011; Bosco et al., 2012; Mbowa et al., 2012). In light of a promising
new vaccine candidate for ASF, we sought to understand what effect the
unregulated veterinary medicine market has had on attitudes towards
vaccination, health-seeking behaviours, and adherence to disease con
trol policies such as culling; and why an understanding of farmers’
negative experiences with vaccines can better help us to understand
hesitancies beyond a perceived ignorance.
Pig farming is one of the fastest growing livestock industries in rural
areas of Uganda. According to reference Atuhaire et al. Uganda has the
largest and fastest-growing pig population in Eastern Africa, with an
estimated 3.2 million pigs on farms (FAOSTAT, 2013). Most pigs are
kept in smallholder or subsistence farms in rural areas of Uganda, and
outbreaks of notifiable infectious diseases such as ASF can have
devasting effects (Dione et al., 2014). ASF is a highly contagious hae
morrhagic viral disease that affects domesticated and wild pigs. It is
responsible for serious economic and production losses across Africa,
Eastern Europe, India, and China (Costard et al., 2009). The disease is an
epizootic (temporarily prevalent), causing widespread and often dra
matic consequences in livestock. It is characterised by high fever,
anorexia, loss of appetite, haemorrhages in the skin, abortion in preg
nant sows, vomiting, and diarrhoea. Mortality rates are as high as 100%
(Schulz et al., 2019). Attempts to control ASF have been varied and
geographically specific, but priority has been given to developing new

2.3. India: Measles and rubella vaccines and minority publics
The final vignette is set in India. Since 1985 the Indian Ministry of
Health and Family Welfare has overseen a Universal Immunisation
Programme (UIP) with support from international institutions such as
the World Health Organization (WHO) (Lahariya, 2014). Despite being a
leading producer and exporter of vaccines, India still holds a large share
of the world’s unimmunised children, due to issues that are often
separately attributed to problems with the ‘supply side’: lack of invest
ment, and supply chain issues. More recently, the ‘demand side’ has
gained attention, with slow vaccine acceptance rooted in ignorant
anti-vaccine beliefs being blamed for poor vaccine coverage (Lahariya,
2014). As the Hindustan Times clearly expressed in their 2019 headline:
‘Vaccines saves lives, ignorance jeopardises them’, stating: ‘Rumours,
falsehoods and blatant fabrications about the side effects of vaccination
spread faster than the common cold’ (Sharma, 2019).
However, a longer history of public interaction with health policy,
including vaccination can also be traced, for which a diverse collection
of religious, social, political, and cultural beliefs deeply impacts upon
vaccine attitudes and uptake. Most prominent was the Pulse Polio
campaign, launched in 1995—a public health intervention where Mus
lims were described to be at the ‘sharp end’ (Jeffery and Jeffery, 2011).
The reaction to vaccination resistance was to better inform the problem
public through the ‘Underserved Strategy’, a high-profile communica
tion effort using celebrities, community leaders, and local volunteers to
increase public awareness (Jeffery and Jeffery, 2011). Local Muslim
leaders, celebrities, and religious schools were engaged with, materials
published in Urdu, and female health workers recruited (Hussain et al.,
6

S. Vanderslott et al.

Social Science & Medicine xxx (xxxx) xxx

Box 4
Farmers’ distrust of government.
"On vaccinating the animals, there is a belief the people have that when they vaccinate them, their animals die. They say that the government
realises that the number of the animals is now too big, and they destroy the environment and disturb the people very much, and when you take
your animals there, you know that in three years’ time, we will not have any cattle here.
And they say that the vaccination of the children, people have a belief that the children who are vaccinated, they will be producing less kids in
ten years’ time. And there was a time when the government experienced a problem, that some of the children who were vaccinated, after a short
time, some of them died in this area, and would say that, ‘’have you seen, the government vaccines’, and there was no one to explain. The
vaccines that were used were not fit or were expired.
At the sub county headquarters people used to go there and get the vaccines, but I heard that, the way they used to store them was not up to the
required standards, and some of the people who picked it from there, said that their animals died, because I think that their dosage, and that the
vaccines used to be brought, and the people who used to pick it from there were very few, and the vaccines used to be there in storage until they
expired. And in our area, when the vaccine or the drug has expired, in most of the cases, the people don’t know."

Box 5
For notifiable infectious diseases where vaccines are currently available, hesitancies towards vaccinations—especially those approved by the
government—are associated with a lack of trust, concerns over their efficacy, and fear that they (much like culling) will kill animals. From our
extensive interviews, it was clear that many farmers distrusted the government and their intentions, rather than an ignorance of government
messaging.

2012; Jeffery and Jeffery, 2011). Still, even when resistance subsided,
the media and popular depiction of Muslims were as irresponsible,
selfish, and ‘anti-national’, causing continued polio clusters that
threatened the wider population (Jeffery and Jeffery, 2011). The
narrative attached to this particular minority group perpetuated even
after the end of the polio campaign.
Progress has been made with polio, with India being declared poliofree in 2014; but other childhood diseases that can be prevented by
vaccination—particularly measles and rubella—are still endemic. Mea
sles outbreaks kill nearly fifty thousand children each year in India,
amounting to over one-third of the global measles deaths. Moreover,
rubella infection causes birth defects in almost forty thousand children
annually (WHO, 2019a). These preventable deaths and disabilities are
why the WHO and the Indian government set a target for the elimination
of measles and control of rubella before 2020 (Vaidya et al., 2016). A
state-sponsored mass measles-rubella (MR) vaccination drive ran from
2017 to 2018 and is the focus of this vignette. Even though the MR
vaccine was already licensed to India in 1983, it was only administered
through private hospitals (WHO, 2019a) The government has since in
tegrated the vaccine into the national immunisation schedule, free of
cost, starting with a campaign run by the Union Health Ministry of
vaccinating in five states and union territories (UTs)—Tamil Nadu,
Karnataka, Goa, Lakshadweep, and Puducherry. This first phase was
carried out in schools, community centres, and health facilities. As a
result, more than 33 million children were vaccinated, and the campaign
was initially a success, reaching out to 97% of the intended age group
(Kaul, 2017). The campaign also encompassed ten other WHO South
East Asia Region member countries who were aiming to eliminate
measles and rubella (Vaidya et al., 2016).
Our analysis identified that media stories during the campaign year
concentrated on raising awareness about the diseases and the campaign.
Stories referred to numbers suffering disease, the uptake ambitions, and
which states or districts and age groups would be covered. The majority
of the media and social media coverage announced the start of the
vaccination drive, and the move from the first to second phase. A
competitive spirit was evident as well as how the campaign was a

marker of development and progress, and reference was made to disease
incidence in different states and unfavourable comparisons to Africa
(Mallapur, 2017). Also, the results of a government survey on national
family health reported a decline in infant mortality rates (The Economic
Times, 2017). Other references described the percentage of vaccination
and deaths: “Only 62 per cent of children between the ages of 12 and 23
months were fully immunized—for BCG, measles, and three doses each
for polio and diphtheria and tetanus” (Salve and Yadavar, 2017). Many
of the media outlets referred to the first phase of the MR campaign,
where it was reported that the government planned to eliminate measles
by 2020.
From August 2017, when the campaign moved to the second phase to
include eight states, the ambition scaled up with the aim of vaccinating
41 million children (aged 9 months to 15 years) across the country (eight
states and UTs—Andhra Pradesh, Chandigarh, Dadra and Nagar Haveli,
Daman and Diu, Himachal Pradesh, Kerala, Telangana, and Uttarak
hand). The bar was set high as one of the biggest worldwide vaccination
campaigns—following the campaign, the MR vaccine would replace the
measles-only vaccine in routine immunisation. A pre-launch ‘Regional
Media Workshop’ was held by The Ministry of Health and Family Wel
fare, in association with UNICEF, WHO and partners for the launch of
the second phase. The motivation to engage with the media as a critical
stakeholder was in effort to “create trust in vaccines and address myths
around immunisation to ensure every child in the country gets a fair
start” (The Hindu, 2017).
The media has been a long-standing partner in Indian vaccination
policies since the fight against polio (Jeffery and Jeffery, 2011). Simi
larly, the ‘Muslim opposition’ to the MR vaccination was identified in
news reports early on. The characterisation of opposition was based on a
portrayal of age-old prejudices which deemed immunisation as
un-Islamic. One headline, on a leading news channel, read: ‘Vaccination
Drive Extended After Hitting a Wall in Muslim Pockets’ (Tripathi, 2017).
The story described how ‘anti-vaxxers’ were “using a statement by
Union Minister of State Kiran Rijiju to further their propaganda against
the very idea of vaccination” via misinformation on WhatsApp groups,
claiming that the vaccine was an imported and untried vaccine, causing
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complaint via Chief Minister’s Grievance Cell against a
Coimbatore-based ‘healer’ (Jane, 2017) who had claimed in messages
circulated on social media and instant messaging platforms, that the
vaccine contained disease-causing organisms. India continues to make
progress towards measles elimination and rubella control, and by July
2018, 92 million children had been successfully vaccinated, edging
closer to the target to cover 405 million children (WHO, 2019). The
ignorance label has persisted amongst vaccine decision-makers, as Dutta
et al. (2021) found in their recent study on their perceived barriers,
which were outlined at: “communities’ vaccine resistance, ignorance,
lack of literacy, misinformation, confusion between vaccination and
immunisation, logistics (remembering to get the vaccine), and re
lationships with the local health provider.” (p.18).

impotency and autism. The reports referenced how paranoia about
vaccines has been a long-standing problem in India ever since the Pulse
Polio campaign. In that case, despite ultimately being a success, poor
communication about the need for repeated vaccination, as well as
about the circulation of the polio virus through open defecation, mon
soons, and poor water treatment, led to parents being sceptical about
whether the vaccine worked (Hussain et al., 2012). The absence of other
free healthcare also raised suspicions and rumours that the vaccine
caused infertility. Therefore, there were practical and supply-side rea
sons for scepticism, not captured in a demand-side view of vaccine
hesitancy rooted in ignorance. The problem with the ‘demand’ side in
hesitancy to vaccinate and ongoing supply-side issues continue to be
treated separately.
As a Hindu-majority country where Muslims are a significant mi
nority, community membership and identity continue to be reshaped
and is of repeated relevance to understanding vaccinating publics.
Lower vaccine coverage among religious minorities is frequently pre
sented as a threat to the immunity of the nation-state, which pits the
minority groups against nationalist ideals (Kasstan, 2019). Within this
mix, intra- and inter-faith divisions are compounded by politics and
other local constituencies that contribute to views on vaccination. In
addition, the circulation of myths and rumours are reflective of anxieties
and concerns, while community leaders are sometimes promoters or
antagonists of public health messaging. These minority-state issues are
evident both through public health programmes and in the responses to
public health programmes. The issue at hand may appear to be about
vaccine hesitancy based on religious beliefs but instead speaks more
about the will of the government to have compliance, as well as the
resistance of minority publics. Kasstan points out that such a view is also
compounded by state attempts to enforce vaccination policies, that then,
“play into entrenched minority-state tensions” (Kasstan, 2021, p.2).
Similar to the reasons for unease with polio vaccination, for the MR
vaccination this sector of the population was focused upon for blame,
rather than, for instance, addressing a history of discriminatory treat
ment in health services. Furthermore, the opposition to the MR vaccine
took on a political dimension as a way to voice dissatisfaction with and
signal distrust with the ruling Bharatiya Janata Party (BJP). Elected in
2014, the BJP has been accused of a ‘Hindu-first agenda’ to the detri
ment of Muslims in India and attacks on minorities, has increased to be
more systematic and banal (Anderson and Jaffrelot, 2018). 35-year-old
Abdul Razzak (name changed) of Kondotty, directly addressing Prime
Minister Modi, exemplified the anti-government sentiment: ‘This is
Modi-RSS vaccine. You are doing this to control our population. Please
go away. I will not allow my children to be vaccinated’ (Nair, 2017) RSS
stands for Rashtriya Swayamsevak Sangh, a right-wing Hindu nation
alist organisation that operates as a volunteer paramilitary group.
Those opposing the vaccination were referred to as trolls: ‘Tamil
Nadu government to take on trolls against Measles-Rubella vaccine
drive’ (Jane, 2017). The state government warned ‘trolls’ that they
could face criminal action for spreading ‘canards’ (unfounded rumours
or stories) about the vaccination drive, and the vaccination campaign
was extended due to low coverage. Therefore, the government’s most
negative reference to the vaccinating public was directed to those who
spread misinformation or disinformation and the ignorance of those who
believed them in the Muslim minority. The government worried about
the spread of false information intended to harm the vaccination
campaign that might influence the ignorant, which is why they took a
strong stance on those disrupting a high-profile, politically important
campaign. Traditional healers offered explanations to a suspicious
public through rapid and widespread means.
The individual states and UTs worked on a response, with the
advocacy of doctors proving instrumental. Doctors enlisted their stu
dents to help, worked with district health officers, writers and journal
ists, and broadcast radio programmes about the benefits of
immunisation—even using magicians to bust myths (Tripathi, 2017). In
Tamil Nadu, a group of doctors also took legal means to lodge a formal

2.4. Using the ignorance frame
The ignorance frame we have identified relates to diverse publics
that have been othered in a narrative that contrasts public concerns with
legitimate government knowledge. Public concerns have not been
acknowledged—dismissed as ‘traditional beliefs’, resistance, or irrele
vant lay expertise. In Sierra Leone, it is problems with access and
mistrust by border or rural communities; in Uganda, experiences and
views of livestock farmers on vaccination through knowledge of their
animals; and in India, it is Muslim minority mistrust which manifests in
opposition. In each case, complex issues are explained away, through
perceptions and representations of ignorant publics. Not only is hesi
tancy just one of many challenges for vaccine uptake, but the public’s
reasons for their concerns or the historical and political contexts of their
mistrust are sidelined, resulting in a shift of accountability. The igno
rancece framing does not effectively explain or account for historical
resistance to colonial immunisation campaigns nor high levels of
vaccination in LMICs since the introduction of the WHO’s Expanded
Programme on Immunisation (EPI). Narratives of public ignorance,
therefore, detract from other interpretations of hesitancy. For an alter
native frame to replace that of ignorance is a challenge, because it will
mean an acceptance by institutions of deficiencies in contributing to
vaccine hesitancy or problems with uptake in ways that are often highly
politicised. In the vignettes, we show how across different socio-political
contexts, the narrative production of ignorant publics serves to deny
concerns and displace government accountability for challenges to
vaccination coverage. In this way, these concerns of sections of the
public that challenge public health knowledge and strategies are further
marginalised. This is particularly relevant in post-colonial contexts
where the problematisations of particular communities identified as
being in need of improvement, as Li highlights (2007), has longer his
torical roots in projects that justified imperial expansion through ap
peals to civilising missions.
Each of the vignettes differs in precise use and positioning of the
ignorance frame. In Sierra Leone, public health authorities’ concerns
about low vaccination coverage are centred on the role of communities
and their perceived lack of education and understanding of the signifi
cance of vaccines. This frame is not new; during outbreaks, commu
nities’ concerns about outbreak response measures are also dismissed as
a lack of understanding. Such narratives obscure the fact that public
health authorities did not actually know the reasons for possible hesi
tancy. The blanket explanation of ‘community ignorance’ evaded
thornier questions of mistrust and health system weaknesses that
undermined public confidence. The effect is a redirected blame onto
community members that obscures the political significance of concerns
underpinning hesitancy in contexts of marginalisation. This is counter
productive, as blame narratives further erode trust in the health system
and encourage avoidance of health centres around vaccination.
In Uganda, systems of knowledge that farmers draw upon to un
derstand and respond to disease are an important consideration. De
cisions are often founded on empirical traditions that have guided
farmers in their interactions with livestock health across decades.
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Systems represent the interplay between cultures and local environ
ments, constituting a collective of actors that inform, construct, and
disseminate insights that are transferred into practice. Empirical tradi
tions often influence the construction of scientific knowledge regarding
disease behaviours and experienced effects of products such as vaccines,
which are then acknowledged by vaccine producers, modified, and sold
back to them. Farmers therefore become experts in their own right, as
their observations and recommendations directly influence the devel
opment of vaccines. However, there is a disconnect between those who
promote vaccines and those who receive and test them. What does and
does not count as expertise and knowledge relies on singling out the
ignorant, to strengthen the knowledge hierarchy and commercial
viability of vaccine producers.
In India, the ignorance framing in the media emphasised issues of
vaccine hesitancy through assigned roles of both governments and
publics in responding to disease outbreaks. The ignorance of certain
publics is reflected, while the aspects of government dissatisfaction
against historical treatment of groups is not. Opposition to vaccination
has longer roots in opposition to colonialism, but the post-colonial era of
nation-building and a revival of Hindu nationalism has seen minority
publics labelled as ignorant. The so-called ignorance of minorities may
also be a way to protest, or is a symptom of dissatisfaction and mistrust
of a government based on treatment in other areas. Thus, vaccine hes
itancies are often attributed to the ignorance of the individuals or
particular communities, understood through a singular lens by govern
ments. As a result, little attention has been given, especially in LMICs, to
understanding the underlying motivations for hesitancy employed by
certain groups. The rhetoric of portraying people as ignorant in refusing
vaccination is more palatable to governments and the media than
addressing the complex, less controllable entity of public concerns that
often becomes aggravated—but also deprioritised—during outbreaks.

develop ongoing dialogue and not only information provision alongside
deployment. As we confront a global vaccination challenge to address
COVID-19, these lessons will be paramount in addressing inequity in
access to vaccination and understanding of why publics may not
vaccinate. This is crucial to ensure for the deployment and uptake of safe
and effective vaccines, worldwide.
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