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Objective: To understand the attitudes towards COVID-19 vaccination and trusted sources of vaccination-
related information among persons incarcerated in the Federal Bureau of Prisons.
Methods: From June-July 2021, persons incarcerated across 122 facilities operated by the Federal Bureau
of Prisons were invited to participate in a survey asking their reasons for receiving or declining COVID-19
vaccination and the information sources they relied upon to make these decisions. Descriptive analyses
were conducted.
Results: A total of 130,789 incarcerated persons with known vaccination status were invited to partici-
pate in the survey. At the time of survey, 78,496 (62%) were fully vaccinated; 3,128 (3%) were partially
vaccinated and scheduled to complete their second dose, and 44,394 (35%) had declined either a first
or second dose. 7,474 (9.5%) of the fully vaccinated group and 2,302 (4.4%) of the group declining either
a first or second dose chose to participate in the survey; an overall survey return rate of 7.6% (n = 9,905).
Among vaccinated respondents, the most common reason given for accepting vaccination was to protect
their health (n = 5,689; 76.1%). Individuals who declined vaccination cited concerns about vaccine side
effects (n = 1,304; 56.6%), mistrust of the vaccine (n = 1,256; 54.6%), and vaccine safety concerns
(n = 1,252; 54.4%). Among those who declined, 21.2% (n = 489) reported that they would choose to be
vaccinated if the vaccine was offered again. Those who declined also reported that additional information
from outside organizations (n = 1128; 49.0%), receiving information regarding vaccine safety (n = 841;
36.5%), and/or speaking with a trusted medical advisor (n = 565; 24.5%) may influence their decision
to be vaccinated in the future.
Conclusion: As the COVID-19 pandemic continues, it is important to increase vaccine confidence in pris-
ons, jails, and detention facilities to reduce transmission and severe health outcomes. These survey find-
ings can inform the design of potential interventions to increase COVID-19 vaccine uptake in these
settings.

Published by Elsevier Ltd.
1. Introduction

Correctional and detention facilities are high-risk environments
for COVID-19 infection and mortality [1,2]. Space limitations,
dense housing arrangements, widespread staff movement, and
sanitation concerns in some facilities have made infection preven-
tion and control measures challenging to implement in these set-
tings [3-5]. In addition, receipt of vaccinations for individuals
who are incarcerated in federal correctional facilities are not
required. Given the significant risk of COVID-19 transmission
among people who are incarcerated, and the high prevalence of
underlying medical conditions associated with severe COVID-19
[6], achieving high vaccine coverage remains a vital strategy to
reduce COVID-19-related morbidity and mortality [7,8]. Despite
robust evidence showing that COVID-19 vaccines are safe and
effective, vaccination rates have continued to lag in some correc-
tional and detention facilities [9-11].

To understand the barriers to COVID-19 vaccine uptake in cor-
rectional settings, various studies have explored the demographic
factors and attitudinal barriers associated with vaccine hesitancy
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and acceptance among incarcerated persons. One of the earliest
studies, conducted before the FDA issued an emergency use autho-
rization for COVID-19 vaccines, found that willingness to be vacci-
nated was lower among incarcerated persons who were younger,
identified as Black/African American, or lived in jails (as opposed
to prisons) [12]. Similar findings have been reported across state
correctional facilities and federal prisons, with significant differ-
ences in COVID-19 vaccine acceptance along various demographic
characteristics including age, gender/sex, and race/ethnicity
[13,14]. Additionally, having fewer underlying medical conditions
or a lower perceived risk of severe COVID-19 were associated with
lower vaccination acceptance in correctional settings [12,14], find-
ings similar to attitudes of unvaccinated adults in the general pop-
ulation [15].

Reasons for COVID-19 vaccine refusals in correctional facilities
are multifaceted, including distrust of prison staff, including health
care providers [16], and vaccine safety and efficacy concerns [17-
19]. Some studies have found that tailored communication using
trusted messengers and providing extensive education that is cul-
turally relevant and appropriate for various health literacy levels
have the potential to increase vaccine acceptance among both cor-
rectional residents and staff [20]; these strategies have been effec-
tive in other high-risk congregate settings as well [21]. Other
reports have underscored that the impact of intervention efforts
to increase vaccine coverage may be limited if they do not involve
efforts to improve trust [18], limit misinformation [19], and offer
incentives for vaccination [22].

The Federal Bureau of Prisons (BOP) is uniquely positioned to
examine questions surrounding vaccine intentions due to its wide
Table 1
Demographic Characteristics of Incarcerated Persons Completing a Federal Bureau of
Prisons COVID-19 Vaccination Survey, June 2021–July 2021.

Overall n (%) Fully
Vaccinated n (%)

Declined a First or
Second Dose n (%)

Total 9775 (100%) 7473 (76.5%) 2302 (23.5%)
Sex
Male 8519 (87.2%) 6584 (77.3%) 1935 (22.7%)
Female 1254 (12.8%) 888 (70.8%) 366 (29.2%)

Age group
<40 3686 (37.7%) 2554 (69.1%) 1132 (30.9%)
40 to 49 3312 (33.9%) 2559 (77.1%) 753 (22.9%)
50 to 59 1939 (19.8%) 1629 (83.8%) 310 (16.2%)
60 to 74 807 (8.3%) 702 (86.9%) 1065 (13.1%)
>=75 29 (0.3%) 28 (96.6%) 1 (3.4%)

Race
White 6891 (70.5%) 5591 (81.1%) 1300 (18.9%)
Black 2498 (25.6%) 1578 (63.2%) 920 (36.8%)
Native American 258 (2.6%) 201 (77.9%) 57 (22.1%)
Asian 126 (1.3%) 102 (81.0%) 24 (19.0%)

Ethnicity
Hispanic 1484 (15.2%) 1185 (79.9%) 299 (20.1%)
Non-Hispanic 8288 (84.8%) 6286 (75.8%) 2002 (24.2%)

Regiona

Mid-Atlantic 1905 (19.5%) 1456 (76.4%) 449 (23.6%)
North Central 1515 (15.5%) 1132 (74.7%) 383 (25.3%)
Northeast 1545 (15.8%) 1236 (80.0%) 309 (20.0%)
South Central 2029 (20.8%) 1566 (77.2%) 463 (22.8%)
Southeast 1646 (16.8%) 1231 (74.8%) 415 (25.2%)
Western 1121 (11.5%) 841 (75.0%) 280 (25.0%)

bSurvey participants did not answer all demographic questions. Due to non-
responses some totals may not add up.

a List of states by region: North Central: Colorado, Illinois, Kansas, Michigan,
Minnesota, Missouri, New York, South Dakota, Wisconsin; Northeast: Connecticut,
Florida, Massachusetts, Mississippi, New Hampshire, New Jersey, New York, Ohio,
Pennsylvania; South Central: Arkansas, Louisiana, Oklahoma, Texas; Southeast:
Alabama, Florida, Georgia, Mississippi, Puerto Rico, South Carolina; West: Arizona,
California, Hawaii, Oregon, Washington.
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geographic representation, large sample size, and the variety of
institution types (e.g., security levels, level of care). BOP’s COVID-
19 vaccine guidance also provided uniform direction to its facilities
on eligibility for, and administration of, COVID-19 vaccines [23].
We invited all persons incarcerated in BOP facilities whose vacci-
nation status was known (130,789 persons across 122 institutions)
to participate in a survey asking their reasons for receiving or
declining COVID-19 vaccination and their trusted sources of
vaccine-related information. Survey responses were examined
based on vaccination status, selected demographic factors, and
geographical region.
2. Methods

The BOP includes 122 total institutions, including 3,870 pri-
vately managed facilities. At the time of the survey, these 122 insti-
tutions housed 139,533 people. To assess attitudes related to
COVID-19 vaccination, between June 7, 2021 through June 11,
2021, BOP staff (e.g., unit counselors, unit managers, case man-
agers) invited 130,789 persons who are incarcerated in a BOP-
managed institution to participate in a survey asking their reasons
for receiving or declining vaccination and the sources of vaccine-
related information they trust. Depending on vaccination status,
respondents received a survey link to complete a survey for
respondents fully vaccinated or for respondents who declined
either a first or a second dose. The link was shared on the home-
page of the email system utilized by incarcerated individuals.
Paper surveys were provided for those, who for security reasons,
did not have computer access. Participants that received vaccina-
tion signed a consent form which included the most common side
Table 2
Trusted Sources of Vaccine-related Information and Reasons for Choosing to Receive
the COVID-19 Vaccine among Fully Vaccinated Incarcerated Persons, Federal Bureau
of Prisons, June 2021–July 2021.a

Fully vaccinated
respondents
(n = 7,473)
n (%)

Please select all of the sources of information that you relied on in making
your decision to receive a COVID-19 vaccine

(Participants could select all that apply)
Family members/Friends 4056 (54.3%)
TV (such as news) 3754 (50.2%)
Health services staff 2333 (31.2%)
Other inmates 1235 (16.5%)
Executive staff 735 (9.8%)
Other staff 701 (9.4%)
Religious services staff (Chaplains) 190 (2.5%)
Otherb 2223 (29.7%)

Please select the reasons you chose to receive the vaccine:
(Participants could select all that apply)
I wanted to protect myself from getting COVID-19 5689 (76.1%)
Seemed like a good thing to do 3381 (45.2%)
My family advised me to take it 1627 (21.8%)
I believe it will increase my chances of early release/

home confinement
1577 (21.1%)

Others have taken it and are OK 1529 (20.5%)
I am either going home or to a Residential Re-entry

Center soon and wanted to protect my family
1436 (19.2%)

I believe it will increase my chances of being
transferred to another place

1231 (16.5%)

I took it after my healthcare provider answered all my
questions

599 (8.0%)

My cell mates advised me to take it 315 (4.2%)
Other 1678 (22.5%)

a Percentages may not add up to 100 due to rounding, and because of missing-
ness if participants opted to skip a question.

b Survey does not specify ‘Other’.
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effects listed by the manufacture and also were provided the
patient/caregiver EUA. Surveys were available in both English
and Spanish.

Fully vaccinated respondents were asked the following two
questions (for response options see Table 2): 1. Select all the rea-
sons why you chose to receive the vaccine, and 2. Select all the
sources of information that you relied on in making your decision.
Respondents who declined a vaccine were asked the following four
questions (for response options see Table 3): 1. Select the reasons
you chose not to receive the vaccine; 2. Select all of the sources of
information that you relied on in making your decision; 3. What
additional factor(s) may change your mind to take the vaccine?
and; 4. If you were offered the vaccine now, would you take it?
Respondents who completed either of the surveys were included
in the final analysis.
Table 3
Trusted Sources of Vaccine-related Information and Reasons for Choosing to Decline
the COVID-19 Vaccine among Incarcerated Persons who Declined Vaccination, Federal
Bureau of Prisons, June 2021–July 2021.a

Respondents who
declined a first or
second vaccine dose
(n = 2,302)
n (%)

Please select all of the sources of information that you relied on in making
your decision not to receive a COVID-19 vaccine

(Participants could select all that apply)
Family members/Friends 1150 (50.0%)
TV (such as news) 1094 (47.5%)
Otherb 1075 (46.7%)
Health services staff 719 (31.2%)
Other inmates 375 (16.3%)
Executive staffb 369 (16.0%)
Other staffc 362 (15.7%)
Religious services staff (Chaplains) 124 (5.4%)

Please select the reasons you chose not to receive the vaccine:
(Participants could select all that apply)
I am worried about vaccine side effects 1304 (56.6%)
I do not trust the vaccine 1256 (54.6%)
I have vaccine safety concerns 1252 (54.4%)
Not know enough info on the vaccine 1019 (44.3%)
I had COVID-19 and do not need vaccine 534 (23.2%)
I do not see a benefit to taking the vaccine 501 (21.8%)
I am healthy and do not need to be vaccinated 390 (16.9%)
I do not believe COVID-19 is a problem 221 (9.6%)
Decrease chances of early release/home confinement 143 (6.2%)
I want a different COVID-19 vaccine 110 (4.8%)
Do not want to affect chances of being transferred 77 (3.3%)
Vaccine was not offered to me 30 (1.3%)
Other 580 (25.2%)

What additional factor(s) may change your mind to take the vaccine?
(Participants could select all that apply)
More information from outside organizationsd 1128 (49.0%)
More information on vaccine safety 841 (36.5%)
Additional info for those previously infected 588 (25.5%)
Speaking with a trusted medical advisor 565 (24.5%)
Speaking with my family or friends 453 (19.7%)
Knowing that vaccine is still available 185 (8.0%)
Other 832 (36.1%)

Vaccine is still available- if you were offered the vaccine now, would you
take it?

No 1801 (78.2%)
Yes 489 (21.2%)

a Percentages may not add up to 100 due to rounding, and because of missing-
ness if participants opted to skip a question.

b Survey does not specify ‘Other’.
c Other staff (e.g., Teachers, Correctional Officers, Counselors, Unit Managers,

Detail Supervisors).
d Outside sources include United States government agencies (e.g., Centers for

Disease Control and Prevention, Food and Drug Administration), religious organi-
zations, or community groups.
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3. Analysis

BOP collaborated with staff from the Centers for Disease Control
and Prevention (CDC) to analyze the survey data. CDC staff con-
ducted descriptive analyses, stratified by vaccination status and
demographic factors, including age, sex, race, and region. Excluded
from the analysis were respondents who had not yet been offered
vaccination or whose vaccination status was unknown, and those
who have a second dose scheduled. Analyses were conducted using
SAS� software, Version [9.4] [24] and data verified using R software
version 4.0.3 [25].
4. Results

4.1. Proportion of surveys completed

A total of 130,789 persons were invited to participate. At the
time of survey, 78,496 persons (60.0%) were fully vaccinated,
52,293 (33.9%) had declined either a first or second dose, and
3,231 (2.5%) were partially vaccinated and scheduled to complete
their second dose. 7,473 (9.5%) of the fully vaccinated group and
2,302 (4.4%) of the group declining vaccination chose to participate
in the survey, an overall survey return rate of 7.5% (n = 9,775)
(Fig. 1). The proportion of survey responses were highest among
institutions in the South Central region (SCR) (n = 2,029; 20.8%)
and lowest in the Western region (WXR) (n = 1,121; 11.5%) (a list
of states by region are available in Table 1). One (0.0001%) fully
vaccinated respondent and 129 (0.05%) who had refused a first or
second dose were excluded from the final analyses. Of these, 26
received the incorrect version of the survey, 4 had not yet been
offered the vaccine, 99 were scheduled to receive their second
dose, and 1 submitted the same survey twice. A total of 9,775
respondents were included in final analyses (Fig. 1).

Across all respondents, the majority were male (n = 8,519;
87.2%), under the age of 40 (n = 3,686; 37.7%), and non-Hispanic
(n = 8,288; 84.8%) White (n = 6,891; 70.5%) (Table 1).

4.2. Vaccine uptake among survey respondents

76.5% of survey respondents were fully vaccinated, and 23.5%
had refused a first or second dose. The groups with the highest per-
centage of vaccination were individuals aged 75 years and older
(n = 28; 96.6%), male (n = 6,584; 77.3%), Hispanic (n = 1,185;
79.9%), White (n = 5,591; 81.1%) or Asian (n = 102; 81.0%), or held
in facilities in the Northeast region (n = 1,236; 80.0%) (Table 1). The
groups with the highest percentage of declining a first or second
vaccine dose were individuals aged 40 years and younger
(n = 1,132; 30.9%), Black (n = 920; 36.8%), female (n = 366;
29.3%), or held in institutions in the North Central (NCR) or South-
east (SER) Regions (NCR n = 383, 25.3%; SER n = 415, 25.2%)
(Table 1).

4.3. Reasons for vaccination decisions and trusted sources of
information

Among vaccinated survey respondents, the most common rea-
sons for accepting vaccination were to protect their health
(n = 5,689; 76.1%) and ‘‘because it was a good thing to do”
(n = 3,381; 45.2%) (Table 2). The least common reasons for accept-
ing vaccination included the options: ‘‘I took it after my healthcare
provider answered all my questions” (n = 599; 8.0%) and ‘‘my cell
mates advised me to take it” (n = 315; 4.2%)” (Table 3).

Individuals who declined vaccination cited concerns about vac-
cine side effects (n = 1,304; 56.6%), mistrust of the vaccine
(n = 1,256; 54.6%), vaccine safety concerns (n = 1,252; 54.4%),



Fig. 1. COVID-10 Vaccination Survey Completions among Incarcerated Persons and inclusion in final analyses, in the Federal Bureau of Prisons, June 7, 2021–July 2021.
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and ‘‘not know[ing] enough information on the vaccine” (n = 1,019;
44.3%). Among those who declined vaccination, 21.2% (n = 489)
reported that they would choose to be vaccinated if the vaccine
was offered again. A subset of those who declined also reported
that additional information from outside organizations
(n = 1128; 49.0%), particularly regarding vaccine safety (n = 841;
36.5%) and ‘‘additional information for those previously infected”
(n = 588; 25.5%), may influence their decision to be vaccinated in
the future. Furthermore, respondents indicated that speaking with
a trusted medical provider (n = 565; 24.5%) or with family/friends
(n = 453; 19.7%) may help change their mind to accept the vaccine
(Table 3).

Across all respondents, sources delivering vaccine-related infor-
mation that were reported as most influential included family
members/friends (n = 4,056, 54.3% of those vaccinated; n = 1,150,
50.5% of those who declined) and news such as television
(n = 3,754, 50.2% of vaccinated; n = 1,094, 47.5% of those who
declined). Of all staff categories listed, health services staff were
most frequently reported as a trusted source of vaccine-related
information (n = 2,333, 31.2% of those vaccinated; n = 719, 31.2%
of those who declined). Religious services staff were least often
reported as an information source respondents relied upon for
vaccine-related information (n = 190, 2.5% of vaccinated; n = 124,
5.4% of those who declined).
5. Human subjects determination

This activity was reviewed by CDC and was conducted consis-
tent with applicable federal law and CDC policy. CDC determined
that its involvement in this analytic project did not constitute
engagement in research involving human subjects; CDC Internal
Review Board (IRB) review was not required. This project employs
secondary analysis of preexisting data collected by BOP for routine
clinical and operational purposes; BOP Bureau Research Review
Board (BRRB) review was not required.
6. Discussion

In this large-scale study examining attitudes towards COVID-19
vaccination among incarcerated persons in the BOP, the most com-
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mon reason respondents cited for accepting vaccination was to
protect their health, whereas those who declined vaccination cited
concerns around vaccine side effects, mistrust of the vaccine, and
vaccine safety. Among those who initially declined receiving a vac-
cine, approximately half (49.0%) reported that additional informa-
tion from outside organizations, such as government agencies,
religious organizations, or community groups could influence their
decision to accept a COVID-19 vaccine in the future. Just over one-
fifth of those who initially declined a vaccine reported they would
choose to be vaccinated if it was offered again.

Among all survey respondents, vaccination acceptance was
lowest among individuals who were aged 40 years and under,
female, Black, or held in correctional facilities in the North Central
or Southeast Regions. Our study results are consistent with general
population studies that have found demographic differences,
including race/ethnicity, age, and gender, in COVID-19 vaccination
coverage among adult populations in the United States [25-30].
Regional differences found in this study also align with lower vac-
cination coverage across the Midwest and Southern states overall
[31]. Similar demographic differences in COVID-19 vaccine accep-
tance have been reported in other high-risk settings, including
among persons experiencing homelessness [32]. Although our
study results are consistent with the growing literature on demo-
graphic differences in vaccine uptake, this data should be carefully
interpreted as this survey was conducted during the early phase of
vaccine rollout and may not fully represent the vaccine intentions
of BOP’s incarcerated population.

Regardless of their vaccination decisions, survey respondents
from this study identified family/friends, television, and health ser-
vices staff as their most trusted sources for COVID-19 vaccination
information. Our results are consistent with previously reported
findings of family/friends and television serving as trusted sources
of COVID-19 information in carceral settings [16-18]. In the case of
health services staff, the literature has been largely mixed. The U.S.
Constitution prohibits deliberate indifference to the medical condi-
tions of incarcerated people [34]; however, it is widely known that
incarcerated persons often face many challenges receiving the level
of clinical care that meets their healthcare needs [35]. For example,
the Correctional Association of New York found only 8.8% of all
incarcerated survey respondents trusted doctors or healthcare pro-
viders in a prison to make medically correct judgments; whereas
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48.4% of respondents said that they trusted healthcare providers in
the community to make medically correct judgments [33]. How-
ever, our study found that 31.2% of survey respondents in both
groups relied on information from BOP health services staff, higher
than any other staff category, in order to make a decision to either
receive or refuse a COVID-19 vaccine. Reasons for why respondents
may have declined a first or second vaccine dose even after receiv-
ing information from BOP health services staff may have to do with
confidence surrounding vaccine safety, its effectiveness, and its
side effects. Interestingly, a high prevalence of COVID-19 vaccine
hesitancy among healthcare workers has also been reported and
thought to influence patient behavior [49]. Moreover, this study
did not find religious services staff to be considered a top trusted
source of information about COVID-19 vaccines, despite the role
religious counseling and other faith-based programming have in
other correctional programming [36], and the success that faith-
based messaging has shown to have promoting vaccine confidence
in some communities outside carceral settings [37]. It is possible
that survey respondents had less contact with religious services
staff during the study period since many facilities restricted move-
ment and access to in-person programming during COVID-19 out-
breaks to reduce transmission.

Importantly, some respondents who declined reported that
they may be willing to accept the vaccine in the future. Roughly
half (49.0%) of those who declined responded that they may
‘‘change their mind” and accept a vaccine if they received more
information from outside organizations, including government,
religious organizations, and/or community groups, and 21%
reported that they would accept vaccination if it was offered again.
While this survey question did not ask specifically which outside
organization(s) could be most influential in promoting vaccine
acceptance, our findings build on a growing number of studies
demonstrating the importance of employing trusted sources to
boost COVID-19 vaccination among targeted populations [39-41].
For example, jails in Massachusetts worked with medical students
in the community to provide ‘‘Ask Me Anything” sessions to per-
sons detained in local jails about COVID-19 vaccination. The
authors of this study conclude that having an outside source of
information can increase trust in COVID-19 vaccines and assure
people living in jails that they are receiving comparable care to
what is offered in the community [42]. Our findings reaffirm that
reoffering vaccination is a critical component of strengthening vac-
cine coverage in correctional facilities [13], because attitudes about
vaccination can change over time, particularly if incarcerated peo-
ple feel vaccination may help lift strict COVID-19 restrictions [16].

This study builds on a growing area of literature demonstrating
the role of attitudes and trusted information sources in influencing
COVID-19 vaccination uptake in correctional facilities; however,
key gaps remain in our understanding of how socio-behavioral dri-
vers of vaccine acceptance impacts incarcerated persons. Future
studies may consider investigating the role of incentives to help
increase vaccine uptake (and other public health interventions),
and better understand whether they have the same impact on
behavior change among both incarcerated individuals as they do
in the general population [22,38,39]. Historically, incentives have
not been applied as broadly in correctional settings because of eth-
ical implications, such as the potential perception of coercion to
participate in research [40,41]. While outside the scope of this
study, strengthening COVID-19 vaccination among correctional
staff is considered a vital strategy for reducing mortality and mor-
bidity from this infection [23], as studies have shown that staff
member movements to and from surrounding communities [43]
might be an important source of virus introduction into facilities
[44]. Lastly, there is an urgent need to understand the impact of
health misinformation [45], which may be precipitated by low
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health and informational literacy [46], as well as ways to prevent
misinformation or counter it when it occurs [47].

The findings from this study are subject to several key limita-
tions. First, these findings may not be representative of the entire
BOP incarcerated population. Second, there may be facility-level
factors that could have resulted in different levels of vaccine
uptake in different institutions, such as the amount of education
provided about vaccines by local staff, and the level of support
for vaccination among institutions’ staff and leadership. Facilities
that have a strong vaccine advocate may have had better vaccine
coverage and greater proportion of survey responses than those
at institutions without correctional staff serving as ‘‘trusted
sources” among incarcerated persons. Third, incarcerated persons
had access to the survey either electronically or paper-based; how-
ever, a limitation was that the survey was not provided verbally.
This may have served as a barrier to complete the survey for some
individuals experiencing accessibility issues (e.g., persons with dis-
abilities), some that are unfamiliar with the use of technology, or
those with literacy challenges. Fourth, the purpose of the BOP vac-
cine survey was to explore attitudes underlying vaccine intentions
during the early phase of vaccine roll-out across BOP facilities;
thus, the overall vaccine data presented in this study should be
carefully interpreted and readers may refer to other relevant BOP
papers [14]. Lastly, our study findings may not be generalizable
to other correctional and detention facilities, due to diversity in
operations, security or custody levels, availability of services/pro-
grams, staffing levels, resources, correctional philosophy, and
administrative leadership across different facilities [48].

Our study findings add to a growing body of literature illustrat-
ing the importance of understanding underlying attitudes towards
vaccine acceptance and the critical role of trusted sources to pro-
mote trust, equity, and transparency both for COVID-19 vaccina-
tions and correctional health in general. We demonstrated that
sources of vaccine-related information not only play a key role in
influencing one’s decision to accept or decline vaccination; but also
is key to influencing decisions regarding vaccinations in the future.
As correctional facilities continue to be impacted by COVID-19
transmission and mortality, our survey findings may be used to
inform the design of potential interventions to increase COVID-
19 vaccine uptake in these settings.
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