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Abstract
Introduction/objectives Vaccination is a process that involves individual, social, and ethical aspects, beyond public govern-
ance of vaccines or vaccination as a public health concern. The aim of this study is to describe the sociocultural and moral 
narratives that influence the decision to vaccinate in general and to vaccinate against COVID-19 specifically, among patients 
at the rheumatology units of two hospitals.
Methods Qualitative study involving individual semi-structured interviews following an interview guide. We conducted a 
thematic analysis using the ATLAS.ti software, with further triangulation to verify concordance and aid in the interpretation 
of the data from a medical anthropology framework and using a narrative ethics approach to gain insight into the participants’ 
underlying moral values.
Results We interviewed 37 patients in total, along with 3 rheumatologists. Five core themes emerged from the analysis to 
understand the decision to vaccinate: (1) information about vaccines and disease, (2) perceived risk–benefit of vaccination, 
(3) the physician–patient relationship, (4) governance of vaccination programs, (5) attitudes towards vaccines. Individual 
and family experiences with vaccination are diverse depending on the type of vaccine. The COVID-19 vaccine, as a new 
medical technology, is met with more controversy leading to hesitancy.
Conclusions The decision to vaccinate among Mexican rheumatic disease patients can sometimes involve doubt and distrust, 
especially for those with a lupus diagnosis, but ultimately there is acceptance in most cases. Though patients make and value 
autonomous decisions, there is a collective process involving sociocultural and ethical aspects.

Key points
• The complexity of vaccine decision-making is better identified through a narrative, qualitative approach like the one used in this study, as 

opposed to solely quantitative approaches
• Sociocultural and moral perspectives of vaccination shape decision-making and, therefore, highlight the importance of including patients in 

the development of effective clinical practice guidelines as well as ethically justified public policy
• Sociohistorical context and personal experiences of immunization influence vaccine decision-making much more than access to biomedical 

information about vaccines, showing that approaches based on the information deficit model are inadequate to fight vaccine hesitancy
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Introduction

Vaccination is one of the great successes of global public 
health, which hinges on the availability and accessibility of 
vaccines, as well as on people’s willingness to receive them. 
In the context of the COVID-19 pandemic, newly developed 
vaccines have been progressively made available since late 
2020. However, immunization programs in different regions 
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have had to face changing trends of vaccine acceptance [1, 
2]. Various studies have quantitatively measured the intent 
of people to vaccinate against COVID-19 [3, 4], focusing on 
the phenomenon of vaccine hesitancy: “delay in acceptance 
or refusal of vaccination despite the availability of vaccina-
tion services” [5].

Individual attitudes towards vaccines exist on a contin-
uum from full acceptance to full refusal [6]. Understanding 
the reasons for these attitudes and the immunization behav-
iors they cause is fundamental for effective public health 
interventions and to better inform direct patient care. The 
attitudes of high-risk populations should be of special inter-
est, including individuals with rheumatic and musculoskel-
etal diseases (RMDs), for whom vaccination rates against 
influenza are lower than advised, despite official guidelines 
[7]. Preliminary studies have found moderate willingness to 
receive a COVID-19 vaccine [8], despite being a population 
at higher risk of severe disease [9]. Contrastingly, quantita-
tive studies have found that RMD patients in Mexico are 
highly accepting of the COVID-19 vaccine, related to per-
ceptions of vaccine safety and efficacy, and the pandemic 
context [10].

The factors influencing the decision to vaccinate span 
individual, social, and moral aspects. Willingness to vacci-
nate is shaped by social elements like the media and religion, 
political factors, and personal characteristics like endorse-
ment of conspiracy theories [11, 12]. In Latin America, 
high intent to receive a COVID-19 vaccine contradicts high 
degrees of fear towards side effects, a result of social factors 
like the handling of vaccine information and the politicized 
management of immunization programs [13].

Narrative approaches in the medical context have been 
highlighted to gain insight into individuals’ values and goals, 
contextualized by life experiences that shape their interpre-
tation and decision-making [14, 15]. Therefore, vaccine 
decision narratives can be used to identify the implicit and 
explicit values underlying vaccine decision-making [16], 
including the moral reasoning behind these decisions [15].

To provide a deeper and more complex understanding of 
vaccine decision-making, the aim of this study is to describe 
and relate the sociocultural narratives and underlying moral 
values that influence the decision to vaccinate in general and 
against COVID-19 specifically, among RMD patients at the 
rheumatology units of two public hospitals in Mexico City.

Materials and methods

Design

Qualitative study involving individual semi-structured 
interviews (June 2021–May 2022) following guides 
designed by an interdisciplinary team for patients (S1) and 

rheumatologists (S2). Interview guides were designed based 
on a literature review, as well as patient, rheumatologist, 
and researcher experience, and tested with a pilot interview. 
Themes included biomedical and non-biomedical informa-
tion about vaccines, risk perception, attitudes towards vac-
cines, and the physician–patient relationship.

Study population

Adult patients older than 18 years with a diagnosed RMD and 
the rheumatologists caring for them at two public hospitals in 
Mexico City. There were no exclusion criteria for patients or 
rheumatologists, to document the phenomenon in its full extent 
and comply with the requirements of qualitative studies.

Sample

Convenience sampling was used to select participants, 
approached face to face, taking into consideration a principle 
of data saturation for attitudes towards vaccines and infor-
mation about vaccines. Given that data saturation tending 
towards vaccine acceptance was reached quickly, partici-
pants expressing doubt were intentionally scouted for.

All eight rheumatologists caring for the participat-
ing patients were invited, but only three interviews could 
be completed due to scheduling conflicts, considering the 
length of the interviews and the increase in demand once 
rheumatology services re-opened after the initial waves of 
the COVID-19 pandemic. However, data saturation was also 
reached for rheumatologist interviews, related to the homo-
geneity of the participating hospitals.

Data collection

Interviews were conducted by one of four female research-
ers (medical anthropologists, social worker, and bioethicist). 
Interviews lasted no more than 2 h and were recorded, tran-
scribed (not returned to participants), and deidentified for 
analysis with a word processor. Interviews were conducted 
(in person and through videoconference).

Analysis

Interpretation of the data was done using a medical 
anthropology framework and a narrative ethics approach, 
to gain insight into the participants’ underlying values and 
integrate them with sociocultural factors in their specific 
context. A codebook was created before the interview 
process, and emerging codes were added. Blind coding, 
analysis, synthesis, and interpretation were conducted by 
the interviewing medical anthropologists and bioethicist.

Results were triangulated by an interdisciplinary team 
to verify concordance of the categories and aid in the 
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interpretation. Analysis was supported by the ATLAS.ti 
software. Rheumatologists provided feedback on the find-
ings, though we were unable to get patient feedback due 
to the pandemic limiting meeting opportunities.

Ethical considerations

Participants voluntarily agreed to aid in this study, follow-
ing an informed consent process, with the option to end 
their participation at any time. Measures were taken to 
reach the highest level of health safety possible, given the 
hospital setting and the particular vulnerability of patients.

This study was approved by the Research Eth-
ics  Committees  in  both par t ic ipat ing inst i tu-
t ions,  registered under DI/21/404-D/03/21 and 
CONBIOETICA-09-CEI-011–20,160,627.

Results

We interviewed 37 patients and 3 rheumatologists (Table 1). 
Five core themes emerged: (1) information about vaccines 
and disease, (2) perceived risk–benefit of vaccination, (3) the 
physician–patient relationship, (4) governance of vaccina-
tion programs, (5) attitudes towards vaccines.

Information about vaccines and disease

Patients have limited and simple knowledge about vaccines. 
They recount a vague involvement of the immune system in 
the generation of antibodies and the protective function of 
vaccines, often expressed in metaphorical terms (Table 2). 

For example, they communicate ideas like “dead virus” or 
“small quantities of a virus,” but not in biomedical terms. 
They express little knowledge about vaccine development, 
production, testing, and approval, despite the high levels of 
exposure to biomedical information during the pandemic.

The diversity of COVID-19 vaccines available in Mexico 
conditioned patients to acquire information about the dif-
ferences between vaccines and to have different expecta-
tions, though not always based on biomedical knowledge, 
but rather on interpretations of past experiences (Table 2).

Patients’ sources of information about the COVID-19 
pandemic and vaccine are varied, including official reports, 
the news, the internet broadly, and other laypeople. Informa-
tion distributed through social networks or through word of 
mouth is considered untrustworthy, despite being the most 
accessible, which patients think contributes to misinforma-
tion. It is easier for patients to receive and believe non-bio-
medical information over biomedical information, according 
to rheumatologists (Table 2).

Perceived risk–benefit of vaccination

Patients perceive risks at individual and collective levels.
At the individual level, patients express the risk of con-

tracting severe COVID-19 and other transmissible diseases 
because of their preexisting RMD. This type of perceived 
risk leads to vaccine acceptance, seeing immunization as 
beneficial and a necessary source of protection, especially 
due to the pandemic context (Table 3).

Some patients also perceive the vaccines themselves as 
risky, varying across diagnoses and based on past experi-
ences with other vaccines (Table 3). For example, patients 

Table 1  Participant 
characteristics Patients: 37

  Gender (women) 27 (72.9%)
  Age (mean) 44.8 years (SD 12.1)
  Schooling (mean) 11.4 years (SD 3.5)
  Rheumatic diagnosis Arthritis (RA) (n = 12)

Systemic lupus erythematosus (SLE) (n = 11)
Gout (n = 3)
Spondyloarthritis (n = 2)
Others (n = 8)

  COVID-19 vaccine acceptance Full acceptance (54.05%)
Acceptance after hesitancy (18.92%)
Hesitancy (13.51%)
Refusal (13.51%)

Rheumatologists: 3
  Gender (women) 1
  Age (mean) 45 years (min. 33, max. 54)
  Professional experience (mean) 15 years (min. 3, max. 24)
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with lupus associate the autoimmune mechanism of their dis-
ease with the vaccine’s mechanism of action. Contrastingly, 
patients with gout do not associate the risk of the vaccine with 
their disease. Finally, for patients with rheumatoid arthritis, 
the vaccine is thought to worsen their joint symptoms.

In addition to concerns related to a rheumatic diagno-
sis, those who refuse the COVID-19 vaccine are primarily 
worried about the newness and the fast development, per-
ceiving it as experimental and ineffective. However, all of 
these individual concerns about the risks of vaccination do 
not necessarily lead to refusal of the vaccine. Even patients 
who accept vaccines may express similar sentiments about 
safety, but they assess them as more beneficial and worth 
the risk (Table 3).

In terms of collective risk perception, vaccination is 
recognized as beneficial to the community by stopping the 
spread of disease. The benefits of vaccination for close social 
networks (the family) are highlighted, and the decision to 
vaccinate is made as a decision to protect others, especially 
children. However, this same concern for others can also 
motivate some to refuse vaccines for dependents due to a 
perceived high risk (Table 3).

The physician–patient relationship

Traditionally, discussions about vaccines are infrequent 
during medical consultations. Patients state that they have 
not received guidance about the suggested immunization 
schedules for their conditions. However, some participants 
refer previous physician recommendations against vacci-
nating, because of contraindications with their medica-
tions, specifically the influenza vaccine (Table 4).

Regarding the COVID-19 vaccine, many patients were 
able to ask or were thinking about asking a medical profes-
sional, especially their rheumatologists. All of those who 
received guidance were advised to vaccinate (Table 4).

Most participants who had been unable to ask their 
rheumatologists for guidance decided to accept the vac-
cine regardless, since they did not want to miss their 
assigned turn. Therefore, acceptance was based on cri-
teria other than their physician’s advice. The topic was 
briefly discussed with their rheumatologists during their 
next appointment. Patients received approval for vaccinat-
ing, though no further explanation was given about side 
effects or benefits.

Table 2  Theme 1: information about vaccines and disease

Quotes

I think [vaccines] act on the immune system, that they help it, because it controls diseases so that they don’t harm the body as easily when a 
virus comes in…logically if we have a good immune system, like young people, they resist, but those of us who aren’t young anymore, it 
messes us up more. (Rodrigo, 44 years, Anti-synthetase syndrome, M)

If they told me, which [vaccine] do you want? Maybe the one that people talk less badly about… I’m no expert to say, this is the best one! This 
is the worst one!I have friends, family who’ve already been vaccinated and they’ve had different ones… from what they told me [one of them] 
is terrible because it hurts and it knocks you out for a whole day, well yes, but not everyone. (Juan, 41 years, Gout, M)

At the end of the day we’ll see them as ideas that are kind of… foolish for the community and that yes, unfortunately they’re easier to spread 
than scientific ideas that do help (Santiago, 48 years, Rheumatologist with 18 years of experience, M)

Table 3  Theme 2: perceived risk–benefit of vaccination

Quotes

Honestly, I was worried about my autoimmune disease. I thought, if I don’t get vaccinated I know that I don’t have as many defenses, so the 
disease can be really severe for me, right? So yes, I was very eager to just get vaccinated already! (Hortensia, 40 years, Mixed connective tissue 
disease, F)

I did wonder what would happen with my disease when I got the vaccine, you know? One of my fears was exactly saying I have arthritis and if I 
already feel bad, then I’ll feel worse. (Sofía, 50 years, RA, F)

I don’t think the vaccine is as feasible as they say, because I feel it was made in a rush. I mean, for example, other vaccines that I’ve studied, a 
long time has passed for them to be made. (Jimena, 51 years, RA, F)

With [the COVID vaccine] there has been a lot of controversy because it was very fast, because they haven’t researched it well and things like 
that. It is scary, but you have to do it anyway because it’s not just you, right? It’s your household, your family, your friends, and in some way, 
the fact of improving the situation in the country… I think it’s necessary. (Carmen, 43 years, SLE, F)

It’s not just you, it’s everyone. For you to be spreading the disease to others and at no fault of their own… We have to think about them, about 
the consequences for them. (Gaby, 55 years, RA, F)

My siblings’ children were born first, and we were like what’s going on with their vaccines! Did they already get their first vaccine? I was very 
insistent that health was fundamental for them. (Carmen, 43 years, SLE, F)

One of the reasons I didn’t allow my mom to be vaccinated, is because with her we’ve had a lot of health problems and trips to urgent care. 
(Belén, 41 years, RA, F)
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Rheumatologists recognize that the topic of immuni-
zation in general does not come up during the medical 
consultation often or ever. Regarding COVID-19, they 
understand patients’ concerns and that their explanations 
can help to decrease negative feelings by highlighting the 
low risk. Rheumatologists acknowledge patients’ trust in 
them and willingness to ask about vaccination in general. 
However, they are critical of themselves, since they recog-
nize the importance of vaccines, but they do not prioritize 
those conversations (Table 4).

Governance of vaccination programs

Patients had diverse opinions about the Mexican vaccine 
allocation strategy, which prioritized those most vulner-
able to infection (frontline health workers and older adults). 
While many participants believe this to be an adequate 
strategy, some believe children should have been consid-
ered a vulnerable group. Even others consider that vaccines 
should have been distributed to the productive sectors of 
society first, who are at higher risk of exposure and of being 
spreaders. Interestingly, not many patients suggested that 
they themselves should have been given priority in the allo-
cation of vaccines as a vulnerable population (Table 4).

Most patients recount satisfaction with their own experi-
ence receiving a COVID-19 vaccine and/or the experience of 
older family members they aided. Contrastingly, when asked 
about their overall opinions of the vaccination campaign 

and the pandemic response generally, patients express more 
negative opinions, given a perceived influence of political 
interests. Even so, both patients and rheumatologists con-
sider it appropriate that vaccination campaigns are publicly 
governed, seeing vaccines as a public and free resource that 
people should be able to benefit from equitably (Table 4).

Attitudes towards vaccines

Patients’ narratives around these four themes come together 
to shape their diverse attitudes towards vaccines: the child-
hood immunization schedule is accepted without a doubt; 
there is a feeling of complacency so that vaccines recom-
mended for adults, such as influenza and tetanus, are thought 
of as unnecessary; and the COVID-19 vaccine, as a new 
medical technology, is surrounded by controversy lead-
ing to hesitancy. We therefore classify vaccine attitudes as 
full acceptance, acceptance after hesitancy, hesitancy, and 
refusal (Table 5).

Discussion

In Mexico, vaccine acceptance in general is most common 
among RMD patients [10]. For the COVID-19 vaccine, we 
also find overwhelming acceptance even considering doubts 
and, in a lesser proportion, hesitancy or refusal based on 
the social and public health processes of the pandemic 

Table 4  Theme 3: the physician–patient relationship and Theme 4: governance of vaccination programs

Theme Quotes

Theme 3: 
the physi-
cian–patient 
relationship

Once a doctor told me that, he was giving me treatment for rheumatoid arthritis and he said that I shouldn’t get [the influenza 
vaccine]. I don’t know if at that time or never. (Diego, 52 years, RA, M)

Actually, when I got the vaccine, I did ask my rheumatologist first, I asked her if I could get vaccinated, and she said yes but 
that I should stop some of my medicines for the vaccine to be effective. (Sonia, 25 years, SLE, F)

I told them which vaccines had live viruses, but there weren’t many, I mean they asked very little, and I told them very little. 
(Valentina, 33 years, Rheumatologist with 3 years of experience, F)

I think there are some fears… Maybe they’d want us to tell them not to get vaccinated, but they can and they should get vac-
cinated, that’s my answer… If they ask about risks, I tell them it’s the same, as if they didn’t have any disease. (Camilo, 
54 years, Rheumatologist with 24 years of experience, M)

Usually there’s some communication. Patients trust that they can come to us and ask if they can get the vaccine… We noticed 
that we do need to start having conversations with them about vaccination, not just COVID, but influenza, pneumococcus, 
herpes, whatever they need, and we need to start changing that chip of spending at least five minutes on vaccines… And we 
don’t do that, I mean, just recently with [the pandemic] we started noticing that it’s something we need to talk to them about. 
(Santiago, 48 years, Rheumatologist with 18 years of experience, M)

Theme 4: 
governance of 
vaccination 
programs

It was a good decision [to start with older adults]… any disease for them can be very, very severe. (Alejandro, 48 years, Gout, 
M)

Well, those who should have been vaccinated first were children, young people, and people who are still of working age 
because they’re the ones that more frequently go outside. (Jimena, 51 years, RA, F)

[The pandemic] was handled very poorly, because it was used politically. First, they promised a lot of things they didn’t do 
and won’t be able to do. They released the vaccines now that we have elections. I saw that politically. But the way they 
handled the [vacination] campaigns… when I went they treated us very well, gave us instructions, good day, come this way, 
sit down… information, care, everything explained, everything everything as if this were the first world. (Pedro, 56 years, 
Ankylosing spondylitis, M)
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very specifically. This phenomenon of COVID-19 vaccine 
acceptance among RMD patients parallels decision-making 
in Canada [17] and the USA [18].

Firstly, the degree of access to information is a determi-
nant factor of vaccine attitudes. Misinformation, conspiracy 
theories, and mistrust of governments have been common 
themes among Latin American populations in the USA, who 
are hesitant to vaccinate and have low vaccination rates [19]. 
Disinformation among the general population is a global 
phenomenon, particularly encouraged by widespread use of 
social networks as sources for medical advice [20, 21].

Historically, strategies to address issues of vaccine uptake 
have been largely based on an information deficit model, 
attributing hesitancy to a lack of understanding or of accu-
rate information, which has proven ineffective in the long-
term [22]. Low impact of educational interventions has 
led some to suggest that attitudes towards vaccines may be 
rooted in something other than knowledge [23, 24]. Though 
participants in our present study show a level of discernment 
by being untrusting towards information shared through 
social networks and online, such as conspiracy theories, their 
decision to vaccinate is primarily influenced by other factors.

Patients’ own experiences with other vaccines are integrated 
with the expectations they gain about the current vaccine 
from those around them. The acceptance of vaccines based 
on this kind of non-biomedical knowledge would suggest that 
interventions (i.e., vaccination campaigns) based on sharing 
experiences would be much more impactful than increasing 
biomedical knowledge. This has been shown when comparing 
the effectiveness of methods to discuss childhood immuniza-
tion [25]. These non-biomedical sources of information must 
be trusted by the patient, highlighting the importance of com-
munity interventions with more horizontal approaches.

In terms of the physician–patient relationship, rheumatol-
ogists are highlighted as an important source of information 

about vaccines. Even though clinical guidelines for immu-
nosuppressed patients have urged specialists to take respon-
sibility over vaccination, very few rheumatologists include 
these data in their records [26]. This trend is evidenced by 
the results of our interviews with both patients and rheu-
matologists. For the COVID-19 vaccine specifically, the 
urgency of the pandemic context encouraged these kinds of 
exchanges about vaccination that have not been present oth-
erwise. Even so, these conversations were not possible in all 
cases due to lockdown, contrasting trends in other countries 
like Canada, where 75.9% of patients discussed COVID-19 
vaccination with their medical team [17].

Importantly, trust towards medical professionals exists 
as separate from the lack of trust towards the public health 
infrastructure. This is evidenced by our participants’ distrust 
towards the Health Secretariat and politicians, similar to 
the perceived lack of effective government-instituted public 
health measures in the rest of North America [17, 18]. The 
vaccination campaigns should be built emphasizing the role 
of health professionals who directly interact with patients 
and who may have a preexisting relationship [27], including 
the design of messaging centered on provider recommenda-
tions on top of efforts to increase vaccine literacy [28].

Non-biomedical and biomedical information shapes 
patients’ risk–benefit assessments about vaccines, in con-
junction with existing perceptions of vulnerability as sus-
ceptibility to disease [29]. Participants express vulnerability 
when talking about their preexisting conditions and their 
increased risk of COVID-19. However, since in a pandemic 
context everyone faces a degree of exposure to risk, partici-
pants deduce a general moral obligation to all which in this 
case is reflected in protective measures such as masking and 
vaccination. Additionally, the particular characteristics of a 
person (i.e., available socioeconomic resources, sociocultural 
context, and structural elements) create an overlapping layer 

Table 5  Theme 5: attitudes towards vaccines

Classification Quotes

Full acceptance I got every [childhood] vaccine, every vaccine. I can tell you that my mom gave me every vaccine, as it should be, 
right? And my siblings, they all have all their vaccines too. (Sofía, 50 years, RA, F)

Acceptance after hesitancy Well my question was knowing if the reaction [to the vaccine] could be stronger for me, because my immune 
system is a little bit lower. But the doctor told me that not really, I mean, if I’m going to have any reaction I 
would have it anyway, with our without my treatment because it’s more about how my body reacts to things. So 
knowing that I always get a fever then I know I’ll get a fever but that’s it, right? I mean, nothing that I should be 
worried about. (Clarissa, 32 years, Vasculitis, F)

Hesitancy No, I haven’t [been vaccinated]. I want to ask my doctor if I should get vaccinated or, I don’t know, because of 
the medicine I take, I have that doubt. I’m also doubting because well I haven’t been vaccinated yet and I feel 
good, I’ve been good. So I’m kind of worried that I’ll get it and then… things get complicated, or I don’t know. 
(Leonora, 46 years, Scleroderma, F)

Refusal I said, I’m not going to get something they haven’t tested, least of all with my disease, right? No, and when I read 
that adenoviruses are even part of, um, that they let the AIDS virus take hold, I said no, I don’t want to know 
anything about vaccines and so I kept reinforcing… I’ve read a lot and it has reinforced my decision not to get 
vaccinated. (Zaira, 52 years, Vasculitis, F)
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of vulnerability [29, 30]. Therefore, participants recognize not 
only individual responsibilities of care but also structural ethi-
cal responses that provide special protections and safeguards 
towards those additionally vulnerable [30], i.e., vaccination 
campaigns prioritizing specific groups such as older adults 
and children [31]. This coincides with reports of frustration 
that people with RMDs were not prioritized for vaccination 
along with other high-risk groups [18]. Though many patients 
also touch on the potential harms generated by vaccines as a 
source of vulnerability, leading to fear and doubt as a distinc-
tively ethical concern [31], most give less attention to this 
layer, resulting in a favorable risk–benefit analysis.

Though the factors influencing individual perceptions of 
risk–benefit are comparable to the phenomenon observed 
elsewhere [17, 18], these must be contextualized given the 
background of vaccination in Mexico. There exists a long 
tradition of vaccination programs, sometimes mandatory, 
which have led to the creation of a strong vaccination culture 
or norm among the general population, especially regarding 
childhood immunization: patients describe a non-decision 
where vaccine acceptance is seen as a default.

Defining and assessing psychological antecedents has been 
another prevalent approach to explore individual-level vaccine 
attitudes and behaviors. For example, confidence, compla-
cency, constraints, calculation, and collective responsibility 
are proposed to underpin vaccine uptake [32]. Additionally, 
recent studies of vaccine hesitancy among parents [23, 33] 
and towards the COVID-19 vaccine specifically [24] have 
applied social psychological theories of morality to identify 
the key dimensions of moral judgment and decision-making.

Indeed, most participants express a process where various 
moral values like vulnerability and justice are integrated in 
vaccine decision-making. Importantly, though whether to 
vaccinate is an autonomous decision for patients, the nar-
rative process reveals an understanding of the principle of 
autonomy beyond its traditional conception in the biomedi-
cal context as individual self-governance. Instead, autonomy 
is better understood from a relational perspective, where a 

person’s self-determination is dependent on and shaped 
by their social relationships [34, 35]. In this way, patients 
narrate the vaccine decision-making process as shared and 
dynamic, affected by and affecting others [36]. Therefore, 
the participants’ relationships, especially family and com-
munity, are part of their motivational structure, their moral 
identity, and their decision-making process.

The role of the rheumatologist in vaccine decision-mak-
ing is outlined in existing guidelines. Rheumatology socie-
ties worldwide have published recommendations regarding 
COVID-19, focused on both clinical and vaccine guidance. 
These include the fundamental role of the rheumatologist 
as a source of evidence-based information and advice, and 
as part of a shared decision-making process considering 
vaccine policy in each country [37]. Vaccination programs 
should be individualized to account for each patient’s needs, 
concerns, and preferences [38], as well as values and per-
spectives [37], identifying barriers of access such as fear, 
and ensuring patient understanding of risks and benefits 
[38]. Furthermore, some rheumatology societies urge that 
patients be included in the design of vaccine recommenda-
tions [38], as was done by the European Alliance of Associa-
tions for Rheumatology (EULAR).

Some limitations of this study include its timeline. Results 
may have differed if the study was conducted during a period 
of greater uncertainty about side effects when the campaign 
started [39]. Another limitation is the low number of rheu-
matologists interviewed compared to patients. Finally, the 
results of this study are relevant to a specific cultural context 
and might not explain vaccine attitudes in different contexts. 
However, localized approaches can lead to more informed 
global interventions, by highlighting the similarities and dif-
ferences between populations of RMD patients.

In conclusion, Mexican RMD patients express a variety 
of attitudes towards vaccines, based on the sociocultural and 
moral narratives described above, which inform their deci-
sion to vaccinate (Fig. 1). We must think beyond individual 
autonomy in the medical setting, taking into consideration all 

Fig. 1  Vaccine decision-making 
process. Mexican RMD patients 
express various attitudes 
towards vaccines, based on 
sociocultural and moral aspects, 
which inform their decision to 
vaccinate
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factors which strengthen patients’ moral agency and capac-
ity to make informed, autonomous decisions, especially in 
contexts where collectivism is a cultural value. Importantly, 
rheumatologists should consider themselves part of the 
social relationships that construct the collective autonomy of 
patients and prioritize having conversations about vaccines. 
Additionally, patients’ sociocultural and moral perspectives 
of vaccination are fundamental to understand their specific 
concerns and beliefs, and to develop effective clinical prac-
tice guidelines as well as ethically justified public policy. 
Thus, patients should be included in this process. Finally, the 
complexity of values influencing the decision to vaccinate is 
better identified through a narrative, qualitative approach like 
the one used in this study, as opposed to solely quantitative 
approaches that require us to fit the participants’ narratives 
into predetermined concepts of morality.
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