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Executive summary 

Since the COVID-19 pandemic began in 2020, a variety of public health measures and policies have 
been implemented across jurisdictions worldwide to support individual and population protection to 
mitigate risk of transmission and COVID-19 infection. As emerging variants have led to waves of 
infection, public health measures have been escalated or removed in an effort mitigate the acute and 
long-term risks while balancing a return to more pre-pandemic activities where and when possible. The 
waxing and waning of public health measures has likely influenced how personal risks are perceived 
by individuals and groups across Canada. This varying perception of risk, over time, has contributed to 
how individuals have taken up, maintained, disengaged, and re
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Key Implications 

�x Risk perceptions are key influences on �L�Q�G�L�Y�L�G�X�D�O�V�¶���G�H�F�L�V�L�R�Q to engage in, maintain and/or 
discard personal protective behaviours.  

�x Perceptions about how susceptible someone is to infection and adverse outcomes, and how 
severe infection would be on them and others, are shaped by and depend on having access 
to information to inform their risk perception , which could include information from a 
range of sources and what others around them are doing. 

�x When public health measures and policies are removed and more of the onus on deciding 
when, 
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Background 

The rise of SARS-COV-2 in early 2020 as a global pandemic-level health threat saw the 
need for individuals to assess their personal risk and act accordingly by engaging in protective 
behaviours to mitigate their risk. 
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Theoretical Domains Framework9 (TDF; see Figure 1). The TDF is a synthesised framework of 
14 key modifiable factors that are determinants of behavioural intentions and behaviour 
performance.     

 

Figure 1. Factors from the COM-B and TDF that may influence protective behaviour intentions 
and performance  

Within the COM-B/TDF framework, risk perceptions are a Motivational factor situated within 
�µ�%�H�O�L�H�I�V���D�E�R�X�W���F�R�Q�V�H�T�X�H�Q�F�H�V�¶���G�R�P�D�L�Q����While risk perceptions are thus a key focus, the above 
framework demonstrates that there are multiple factors that act in combination to affect taking 
protective action against a health threat and thus focusing on risk perceptions alone may be 
necessary but not sufficient. 

What is a risk perception, from a behavioural science perspective, and why does that matter? 

Risk perceptions are among the most well-studied aspects of behavioural science, with 
over 50 years of studies seeking to understand, explain and influence how people perceive a 
health risk and how that may (or may not) influence their decisions and actions. A risk 
perception is defined and operationalised as three dimensions proposed within well studied 
behaviour theories such as the classic models including the Health Belief Model10 and Protection 
Motivation Theory11 as well as more contemporary models such as the Health Action Process 
Approach12: perceived likelihood (the belief about probability that one will be harmed by a 
health risk), perceived susceptibility 
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trusted risk information to touch upon each wherever possible. For example: describing severity 
information without susceptibility information may lead to an individual thinking it would be 
bad if they were infected but they may inaccura

/F17* nted but they may 
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health measures over time and varied the level of exposure to COVID-19 related risk 
information20,26. The nature of this pandemic has undoubtedly also influenced how individuals 
perceive their risk at given times in the pandemic and thus their approach to take up, maintain, or 
disengage from protective behaviours. For example, past research27 conducted during the H1N1 
influenza pandemic demonstrated a trend in the perceived susceptibility to H1N1 over the period 
of one month, where perceived risk increased init
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Inclusion criteria  

�x Population: general population (adults 18+), including studies with participants with 
health condition(s).  

�x Intervention: risk communication for COVID-19 (if applicable �± not all studies were 
interventions). 

�x Outcomes: 
o Risk perceptions: operationalized as three behavioural science-informed 

dimensions10,11 including perceived likelihood (the belief about probability that 
one will be harmed by a health risk �± usually measured with item about % 
likelihood of an outcome), perceived susceptibility (belief about vulnerability to a 
health risk), and perceived severity (belief about extent of harm if affected by 
health risk). The measurement of risk perception must have been operationalized 
based on one or more of these definitions. Studies were also included a composite 
index of perceived susceptibility and perceived severity, defined herein as general 
risk perceptions. The measurement of risk perceptions must have referred to 
studies where participants provided a subjective judgement of their own perceived 
likelihood, perceived susceptibility, and/or perceived severity related to COVID-
19. 

o Intention: to wear a face-mask, get a COVID-19 vaccination, physically distance, 
or get tested 

o Behaviour: wear a face-mask, getting COVID-19 vaccination, physical 
distancing, or getting tested 

�x Designs:  
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o Studies where the only measure of perceived health risk was about something 
other than COVID-19 itself i.e. COVID-19 vaccine, economic risk, perceived risk 
about another health threat during COVID-19. 

o Studies where the definition and measurement of risk perceptions did not fit our 
defined operationalization e.g., fear about COVID-19, concern about COVID-19, 
dread about COVID-19, fear/concern of getting infected, fear/concern about the 
consequences of COVID-19 infection. 

o Studies measuring risk p
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Narrative synthesis: We narratively synthesised findings across studies by outcome (e.g. 
risk perceptions, and health protective behaviours), with findings reported focusing on intention 
or actual performance of protective behaviours synthesised separately. 

Findings 

Search results 

We identified 3889 records, 1433 of which were duplicates, leaving 2456 unique records. 
Of these, 222 papers met the inclusion criteria. Further details of the identification and screening 
of records are presented in a PRISMA diagram in Appendix 2. 

After constraining included studies to data collection from December 2020 onwards to 
maximise relevance, this provided 35 studies describing levels of risk perceptions (n=13) or 
predicting risk perceptions (n=14), predicting intention to or getting vaccinated (n=17), intention 
and adherence to face-masking (n=1), and intention or engaging in physical distancing (n=
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Figure 2.  Levels of risk perceptions over time (March 2020 �± November 2021) 
Note: �µ�N�¶ denotes number of means pooled per time-point; multiple means can be reported from 
one study 

Where risk perception means are reported pre-December 2020, these were extracted from 
longitudinal studies which reported at least one observation post-December 2020. As shown in 
Figure 2, perceived susceptibility, perceived severity, and general risk perceptions fluctuated 
over time with no obvious trends, although general risk perceptions appeared to generally have a 
downward trend over time. While the number of datapoints is limited, it appears that perceived 
severity remained higher than perceived susceptibility across time.  In other words, while the 
severity of getting COVID was relatively high over the time period of the available data, the 
vulnerability to getting COVID was itself lower, indicating a missed opportunity to align 
susceptibility risk information with severity risk information. 
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Question 2: What factors are associated with COVID-19 related risk perceptions? 

A summary of the evidence of factors that influence risk perceptions from both randomized trials 
and survey-based evidence is presented in Box 1. For more details on each individual study, see 
the following sections describing randomized trials and Tables 1a to Table 1d describing cross-
sectional survey-based evidence.    

 

Box 1. Narrative evidence summary for factors that influence risk perceptions 

Taken together, across the randomized trials and survey evidence, there were several factors 
that influenced risk perceptions. How risk information was interacted with (e.g. content, 
channel, and format) was influential in the formation of COVID-19 related risk perceptions. 
Higher perceived risk was associated with: 

�x Greater frequency of receiving risk information and greater willingness to spread risk 
information  

�x Getting information from trusted sources, such as health authorities or scientific  
journals (as opposed to non-official sources) 

�x Using cumulative death incidence rather than weekly death incidence  
�x Using graphical forecasts with more uncertainty was important in predicting greater 

perceived susceptibility and severity.  
�x Using a celebrity, with whom individuals have a sense of familiarity and a friendship-

like bond, to illustrate 
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Randomized trials: We identified 3 diverse experimental studies43�±45 that assessed factors in 
�L�Q�G�L�Y�L�G�X�D�O�V�¶���S�H�U�F�H�S�W�L�R�Q���R�I���&�2�9�,�'-19 risk. None of the identified experimental studies collected 
data from Canadians. 

A US trial43 recruited n=1350 California and New York residents (45.37% women, M age 
= 32.74 years) in December 2020. Participants viewed COVID-19 incidence information (either: 
cumulative deaths or weekly incidence of deaths) presented in different ways (either: past 
incidence with no forecast, past information plus a forecast using 50% confidence interval, or 
past incidence with 6 different forecast models) that was specific to their geographical location 
(either: California or New York). Participants then judged perceived risk (pre and post viewing 
incidence information) of being exposed to COVID-19, contracting COVID-19, experiencing 
severe side effects of COVID-19, or experiencing hospitalization from COVID-19 for 
themselves, an average 22-year old in their geographical region, and an average 78-year old in 
their geographical region. 
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Table 1b. Summary of findings of the association between trust in institutions and risk perceptions 
from cross-sectional surveys 

Author  Sample Time 
period 

Analyses Main findings 

Schneider 
et al. 
(2021) 

N=6281; 
n=700-1000 
per time-
points. ( 
48.4% Male 
M age=42.1; 
6.3 % No 
formal 
education 
above 16 
years; 
10.16 % 
Professional 
or technical 
qualifications 
above 16 
years; 
26.4% 
School 
education up 
to age 18 
years; 
39.3% 
bachelors 
degree; 
17.9% 
Postgraduate 
degree 

January 
2021 

Multivariate 
analyses 
predicting 
perceived risk 
(based on a 
general 
measure 
encompassing 
both perceived 
susceptibility 
and perceived 
severity). Five 
separate cross-
sectional 
analyses 
conducted for 
samples from 
March 2020, 
May 2020, 
July 2020, 
September 
2020, January 
2021. 

In analyses in January 2021 and all other 
time-points, the likelihood of high perceived 
risk increased with:  

�x Greater trust in medical professionals 
�x Less conservative political ideology 
�x Direct experience with COVID-19 
�x More pro-sociality (i.e. willingness to 

engage in behaviour that benefits 
others or society as a whole) 

�x Less individualistic worldview 
�x Greater personal efficacy to limit the 

spread of COVID-19 
�x Gender  

 
�x Trust in government and trust in 

science, as well as collective efficacy, 
were not related to risk perceptions in 
January 2021. The lack of association 
between risk perceptions and trust in 
government in January 2021 differed 
from models of cross-sections from 
March, May, and July 2020, where 
there was a negative association. A 
positive association between risk 
perceptions and trust in science had 
been observed in May and September 
2020, but not March 2020, July 2020, 
or January 2021.  

Wang et 
al. (2021) 

Chinese 
population 
(M age = 
27.87, 54.5% 
male) 

January 
2021 

Bivariate 
correlations 

Greater perceived susceptibility was 
correlated with: 

�x Less government trust (r=-
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Table 1c. Summary of findings of the association between protective behaviours and risk 
perceptions from cross-sectional surveys 

Author  Sample Time 
period 

Analyses Main findings 

Wong & 
Yang 
(2021) 

N=1532; US 
sample (M 
age =46.89; 
56.4% 
women; 
52.2% White; 
50.7% 
educated to 
college 
degree level 
or higher; 
46% 
vaccinated) 

May 2021 Bivariate 
correlations 
with risk 
perceptions 
(general 
measure with 
both perceived 
susceptibility 
and severity) 

Higher risk perceptions toward the pandemic 
were correlated with:  

�x More engagement in protective 
behaviours (r=.70) 

�x Less risky pandemic behaviours (r=-
.32) 

�x 



             

20 
 



             

21 
 

(M=55.61 
years; 60.3% 
female; 96% 
White) 

theory 
constructs 

�x Higher moral norms to get vaccinated 
(r=.38)  

�x Higher social norm to get vaccinated 
(r=.29) 

�x Higher response efficacy for 
vaccination (both r=.21)  

�x Higher self-efficacy for getting 
vaccinated (r=.21).  

�x Lower response cost (i.e. getting 
vaccinated; r=-.16) 

�x Lower maladaptive response rewards 
(beliefs about benefits of not 
vaccinating  
r=-.38) 

 
Greater perceived susceptibility was 
correlated with: 

�x Higher moral norms to get vaccinated 
(r=.57)  

�x Higher social norms to get vaccinated 
(r=.42).  

�x Higher response efficacy (r=.43)  
�x Higher self-efficacy (r=.42) 
�x Lower response cost (r=-.37)  
�x Lower maladaptive response rewards  

(r=-.54). 
Fan et al. 
(2021) 

N=3145; 
Chinese 
students (M 
age = 20.80 
years; 50.2% 
female; 
96.2% 
studying in 
bachelors 
programs) 

January 
2021 

Bivariate 
correlations of 
Theory of 
Planned 
Behaviour 
constructs 

Greater perceived susceptibility was 
correlated with: 

�x Perceived behavioural control for 
getting vaccinated (r=.48) 

�x Less knowledge about the vaccine   
(r=-.15) 

�x Less positive attitudes towards 
vaccination (r=-.09) 

 
Perceived susceptibility was not related to 
subjective norms around vaccination or past 
vaccination behaviour (i.e. for influenza).  
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Influence of risk perceptions and other factors on COVID -19 vaccination intention and 
uptake 

Vaccination behaviour 

A summary of the evidence of the influence of risk perceptions and other factors on COVID-19 
vaccination uptake from both randomized trials and survey-based evidence is presented in Box 2. 
For more details on each individual study, see the following sections.    

 
We identified three studies30,46,47 that examined the relationship between vaccination uptake and 
risk perceptions along with other factors (none in Canada).  

The first of these studies used a two-wave prospective design in a sample of Belgian residents 
(n=5802)30 to investigate the role of types of motivation as mediators in the relationship between 
risk perceptions and vaccination uptake. Data collection for T1 was between late December 2020 
to end of January 2021, when vaccines were only available to a limited group of elderly and 
high-risk individuals, and T2 data being collected between May 21 until May 31 2021, when the 
majority of the adult population had been invited to receive a vaccine30. The sample 
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based amotivation; b=-.13 p<.05) and amotivation related to effort to get vaccinated (T1 effort-
based amotivation; b=-.15, p<.05). Significant indirect effects demonstrated that the positive 
relationship between T1 risk perceptions and T2 vaccination uptake was fully mediated by 
having greater T1 autonomous motivation. Additionally, T1 controlled motivation weakly 
predicted T2 vaccination uptake (b=.08 p<.001), and the indirect effect suggested that the greater 
the perceived risk, the less likely that people were to get vaccinated because of controlled 
motivation.  

A second two-wave prospective study47 recruited a smaller online sample (n=438) of 
unvaccinated UK residents aged 50-64 years old (M=55.61 years; 60.3% female; 96% White) 
usis 50
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Randomized trials: One study49 was identified that experimentally investigated whether an 
intervention on risk perception could enhance vaccine intention. Ye et al.49 conducted an online 
experiment in a sample of Chinese college students (n=298) in March 2021 which manipulated 
how messages were framed and presented. Participants were shown messages that included 
information about COVID-19 and COVID vaccines, with the messaging randomly assigned to 
either being framed to convey benefits of getting vaccinated (gain frame) or the disadvantages of 
not getting vaccinated (loss frame), and either being presented from a first-person perspective 
(narrative) or from a general perspective (non-narrative). The effects of message framing on 
health beliefs (i.e., perceived susceptibility, perceived severity, perceived benefits, perceived 
barriers), and vaccination intention were investigated. Vaccination intention was stronger 
when messages were framed as a loss, and when the message was presented as a personal 
narrative. The effect of narrative messaging on vaccination intention was mediated by health 
beliefs such that narrative messages, compared to non-narrative messages, increased perceived 
severity and perceived benefits, and decreased perceived costs. In turn, greater perceived severity 
and perceived benefits, and less perceived costs predicted greater vaccination intention. The 
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21.2% 18�±29 
years, 44.5% 
30�±44 years,  
29.3% 45�±59 
years, 5%  
>60 years; 
55.4% 
Married; 
42.6% 
elementary or 
high school 
educated, 
25.3% 
�%�D�F�K�H�O�R�U�¶�V��
degree, 32% 
�0�D�V�W�H�U�¶�V���D�Q�G��
PhD  

latent 
constructs of 
perceived 
susceptibility, 
perceived 
severity, 
perceived 
barriers, 
perceived 
benefits, self-
efficacy and 
cues to action 

�x Greater perceived benefits  
�x More cues to action  
�x Greater self-efficacy  
�x Less perceived barriers  

 
 

Jiang et al. 
(2021) 

N=1039 
Chinese 
sample; 
71.7% 18�±29 
years, 12.8% 
30�±39 yeas, 
15.5% 40+ 
years; 
52% femaleemale
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Mahmud 
et al. 
(2021) 

N=1387 
Saudi 
Arabian 
sample;   
61% male; 
one third of 
the study 
participants 
belonged to 
the age group 
18�±29 years 
and the other 
third 
belonged to 
the 30�±39 
years age 
group. Most 
of them had 
tertiary 
education 
(85%) and 
one in five 
were 
healthcare 
workers/prof
essionals 
(21%).  

First 
quarter of 
2021 

Multivariate 
analyses 
adjusted for 
gender, age, 
ethnicity, 
regions, 
education, 
occupation, 
chronic 
disease, 
diagnosis of 
COVID-19, 
receipt of flu 
vaccine, 

Higher likelihood of intention to get 
vaccinated was associated with: 

�x Greater perceived susceptibility  
�x Greater perceived severity  
�x Greater perceived benefits 
�x More cues to actions  
�x Less perceived barriers 
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Yang et al. 
(2021) 

N=621 
Chinese 
sample;  
M age = 
28.75 years; 
56.4% 
female; 
Median 
education 
level was 
diploma or 
Bachelors 
degree 

March 
2021 

Multivariate 
structural 
equation path 
model 
including 
information 
sources 
predicting 
perceived 
susceptibility, 
perceived 
severity, 
perceived 
benefits, 
perceived 
barriers and 
cues to action; 
and perceived 
susceptibility,  
perceived 
severity, 
perceived 
benefits, 
perceived 
barriers and 
cues to action 
predicting 
intention to get 
vaccinated. 

Greater intention to get vaccinated was 
associated with: 

�x Greater perceived benefits 
�x Less perceived barriers 
�x More cues to action 

 
Perceived susceptibility and perceived 
severity were not associated with intention to 
get vaccinated. 
 
 

 

Table 2b. Summary of findings the association vaccination intention and information/knowledge 
from cross-sectional surveys  

Author  Sample Time 
period 

Analyses Main findings 

Al -Hasan 
et al. 
(2021) 

N=372; 
multinational 
study  
(63.0% North 
America, 
29.4% 
Middle East, 
3.7% Asia, 
4.0% Europe; 
59.9% 
Female; 

December 
2020 and 
January 
2021 
 

Bivariate 
correlations 
between 
Health Belief 
Model 
constructs 
 

Greater intention to vaccinate was correlated 
with: 

�x Lower use of entertainment social 
media (e.g. youtube) for covid 
information r=-.19 

�x Greater knowledge of COVID-19 
treatments r=.16 

-
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33.1% 18-27 
years,  
38.4% 28-37 
years, 28.6% 
38+ years) 

action cues, 
perceived 
severity, 
benefits, 
barriers, 
availability, 
information 
sources,  
social media 
sources, 
government 
efforts, 
knowledge of 
covid, and 
demographics 

 

Table 2c. Summary of findings the association vaccination intention and trust in institutions  from 
cross-sectional surveys  

Author  Sample Time 
period 

Analyses Main findings 

Al -Hasan 
et al. 
(2021) 

N=372; 
multinational 
study  
(63.0% North 
America, 
29.4% 
Middle East, 
3.7% Asia, 
4.0% Europe; 
59.9% 
Female; 
33.1% 18-27 
years,  
38.4% 28-37 
years, 28.6% 
38+ years) 

December 
2020 and 
January 
2021 
 

Bivariate 
correlations 
between 
Health Belief 
Model 
constructs 

Greater intention to vaccinate was correlated 
with: 

�x Less agreement with stricter 
government strategy r=-.17 

�x Less perceived effectiveness of 
government COVID-19 policy r=-.22  

Multivariate 
regression 
model 
including 
action cues, 
perceived 
severity, 
benefits, 
barriers, 
availability, 
information 
sources,  
social media 
sources, 
government 
efforts, 
knowledge of 

Only in models that included perceived 
benefits and not perceived barriers - greater 
intention to vaccinate was associated with: 
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junior college 
educated, 
24.4% 
bachelors 
degree or 
higher; 
49.4% self-
employed, 
20.8% 
students) 

Furthermore, the association between 
government communication and greater 
vaccination intention occurred indirectly 
where: 

�x Increases in government 
communication were associated with 
increases in perceived severity, which 
in turn was associated with increases 
in vaccination intention 

�x Increases in government 
communication were associated with 
increases in perceived benefits of 
vaccination, which in turn was 
associated with increases in 
vaccination intention 

�x Increases in government 
communication were associated with 
decreases in perceived barriers to 
vaccination, which in turn was 
associated with increases in 
vaccination intention 

 
There was no indirect relationship between 
government communication and vaccination 
intention through perceived susceptibility. 

Yan et al. 
(2021) 

N=1255 
Chinese 
sample;  
53% women; 
41.3% were 
55 years old 
or above, and 
45.6% had 
completed 
upper 
secondary 
education. A 
majority 
(61.7%) were 
working 
persons.  

December 
2020 to 
January 
2021 

Multivariate 
model 
(adjusted for 
gender, age, 
education, 
employment) 
with Health 
Belief Model 
constructs, 
COVID-19 
specific 
factors, and 
trust in 
authorities 

Accounting for Health Belief Model 
constructs and COVID-19 related factors, 
�F�R�P�S�D�U�H�G���W�R���S�H�R�S�O�H���Z�K�R���G�L�G�Q�¶�W���L�Q�W�H�Q�G���W�R���J�H�W��
vaccinated, people who intended to get 
vaccinated had significantly: 
 

�x Greater acceptance to governmental 
measures to prevent COVID-19 

�x Greater trust in authorities (e.g. 
government, healthcare professionals) 

 
 
 
 
 
 

 

Table 2d. Summary of findings the association vaccination intention and COVID -19 related factors 
from cross-sectional surveys  
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Author  Sample Time 
period 

Analyses Main findings 

Yan et al. 
(2021) 

N=1255 
Chinese 
sample;  
53% women; 
41.3% were 
55 years old 
or above, and 
45.6% had 
completed 
upper 
secondary 
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older adults 
(<50 years: 
21.5%; 51�±
�����×�\�H�D�U�V����
19.2%; 61�±
�����×�\�H�D�U�V����
35.7%; 
71+�×years: 
23.5%) 

�x Having no pre-existing medical 
condition 

Greater likelihood of intending to get 
vaccinated was associated with:  

�x being more fearful of COVID-19 
�x being middle aged or older compared 

to younger 
�x not being college educated. 

 
There was no association between 
vaccination intention and: perceived 
susceptibility, psychological distress, gender, 
ethnicity, self-reported exposure to COVID, 
perceived control over preventing COVID-19 
transmission to either self/household or 
community. 

 

Table 2e. Summary of findings the association vaccination intention and motivation  from cross-
sectional surveys  

Author  Sample Time 
period 

Analyses Main findings 

Schmitz et 
al. (2022) 

N=8887 non-
vaccinated 
Belgian 
inhabitants. 
M age = 
49.93 years; 
61% females; 
71% had a 
higher degree 
(i.e., 
bachelor, 
master, or 
Ph.D.); 75% 
reported that 
they had no 
comorbidity 
factors 
associated 
with COVID-
19. 
 

December 
2020 

A multivariate 
structural 
equation 
model with 
pandemic 
related health 
concerns, risk 
perceptions, 
autonomous 
motivation, 
controlled 
motivation, 
and 
amotivation 
predicting 
intention to get 
vaccinated. 

Controlling for pandemic-related health 
concerns, intention to get vaccinated was 
associated with: 

�x Greater perceived risk 
�x Greater autonomous motivation 
�x Lower distrust-related amotivation 
�x Greater controlled motivation 
�x Greater effort-based amotivation 

    
Furthermore, the association between risk 
perceptions and greater vaccination intention 
occurred indirectly where: 

�x Increases in risk perceptions were 
associated with increases in 
autonomous motivation, which in turn 
was associated with increases in 
vaccination intention 

�x Increases in risk perceptions were 
associated with decreases in distrust-
related amotivation. In turn, decreases 
in distrust-related amotivation was 
associated with increases in 
vaccination intention 
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Drazkows
ki & 
Trepanow
ski (2021) 

N=551 Polish 
sample;  
M age = 
45.34 years; 
50.1% male; 
40.3%; 
Educated to 
Bachelors 
degree level 
or higher; 
9.1% gotten 
sick with 
COVID-19; 
70.4% know 
someone who 
has gotten 
sick with 
COVID-19  

December 
2020 

Bivariate 
correlations 
 
 
 
 

Greater intention to get vaccinated was 
correlated with greater perceived severity 
r=.51. 
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turn was associated with intention to 
get vaccinated 

�x Increasing age was related to increases 
in perceived severity, which was 
associated with increases in social 
norms beliefs about the vaccine, 
which in turn was associated with 
intention to get vaccinated 

�x Increasing age was related to increases 
in perceived severity, which was 
associated with increases in utility 
beliefs about the vaccine, which in 
turn was associated with intention to 
get vaccinated 

�x Increasing age was related to increases 
in perceived severity, which was 
associated with increases in control 
beliefs about the vaccine, which in 
turn was associated with intention to 
get vaccinated 
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(r=.36), agreeableness (r=.43), conscientiousness (r=.49), neuroticism (r=-.28), public trust 
(r=.30
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health risk may also be associated with vaccination intention because one truly wants to get 
vaccinated and endorses that choice, rather than feeling one has to get vaccinated or feeling no 
motivation to get vaccinated due to distrust.   

 Two studies were identified that examined the relationship between risk perceptions and 
physical distancing, and one study was found that examined risk perceptions and face-masking. 
Similar to the associations between risk perceptions and vaccination, risk perceptions appeared 
to have a weak but positive relationship with physical distancing and face-masking. The 
exception to this was a study from December 2020 that reported that the relationship between 
risk perceptions and physical distancing was conditional on knowledge about COVID-19. 
Overall, there was a lack of evidence on the relationship between risk perceptions and physical 
distancing and face-masking once vaccines were approved. More research is required to 
understand the role of perceived risk in these protective behaviours after individuals were 
vaccinated.  
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Appendix 1 

Search term record 
Database Line Search terms 
Ovid MEDLINE 
& Embase & 
Cochrane 
Central Register 
of Controlled 
Trials 
 

1 ((perceiv* or percept*) adj5 risk*).tw,kf.  
2 risk factors/ and (perceiv* or percept*).tw,kf. 
3 ((perceiv* or percept*) adj3 illness*).tw,kf. 
4 health perception*.tw,kf. 
5 ((risk* adj3 awareness) or perceived severity or perceived susceptib* 
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4 TI,AB,IF(communication* or campaign* or information* or plan* or 
message* or alert* or awareness or recommendation* or guideline* 
or guidance or measure* or warning*) 

5 TI,AB,IF(traffic light or tier* or multi-tier* or level or stage* or 
vary* or uncertaint*) 

6 2 OR 3 OR 4 OR 5 
7 TI,AB,IF(health or public health or risk) 
8 6 AND 7 
9 TI,AB,IF(mask* OR vaccin* OR immuni?ation OR  test* OR social 

distanc* OR physical distanc* OR test* OR "protecti* behav*" OR 
"preventi* behav*" OR "transmission reduci* behav*" OR risk 
reduc*) 

10 TI,AB,IF(behav* adjust* OR behav* adapt* OR behav* chang*) 
12 9 OR 10  
13 1 AND 8 AND 11 AND 12 

EBSCO 
CINHAL 

S1 TI ( (risk percept* OR risk severity OR risk susceptib* OR health 
percept* OR perceived severity OR threat severity OR perceived 
susceptib* OR perceived risk OR risk vulnerability) ) OR AB ( (risk 
percept* OR risk severity OR risk susceptib* OR health percept* OR 
perceived severity OR threat severity OR perceived susceptib* OR 
perceived risk OR risk vulnerability) )      

 S2 TI ( (announcement or persuasive communication or scientific 
communication or social communication) ) OR AB ( (announcement 
or persuasive communication or scientific communication or social 
communication) )  

 S3 TI ( (emergenc* or crisis* or catastroph* or disaster* or outbreak) ) 
OR AB ( (emergenc* or crisis* or catastroph* or disaster* or 
outbreak) )  

 S4 TI ( (communication* or campaign* or information* or plan* or 
message* or alert* or awareness or recommendation* or guideline* 
or guidance or measure* or warning*) ) OR AB ( (communication* 
or campaign* or information* or plan* or message* or alert* or 
awareness or recommendation* or guideline* or guidance or 
measu



             

49 
 



             

50 
 

Appendix 2 

PRISMA diagram 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 


