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Received 13 February 2024; Revised 29 March 2024; Accepted 14 June 2024

Academic Editor: Leandro Napier de Souza
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Aim. Te primary objective of this study was to investigate the attitudes towards the COVID-19 vaccine, the extent of vaccine
hesitancy, and the factors infuencing the Family Healthcare Center staf who are responsible for delivering primary healthcare
services. Methods. Te research, which employed a cross-sectional design, was carried out with a sample of 102 healthcare
professionals employed at family healthcare centers located in the city center. Te study data were collected using three in-
struments: the “Personal Information Form,” the “Vaccination Hesitancy in Pandemic Scale,” and the “Attitudes towards
COVID-19 Vaccine Scale.” Results. A total of 13.7% of the participants said that they were hesitant about having themselves
vaccinated.Temean total score of vaccine hesitancy in the pandemic was found to be 22.760± 8.323, and the attitude towards the
COVID-19 vaccine was 3.640± 0.831. A negative and weak relation was detected between the total score of vaccine hesitancy and
the total score of attitude towards the COVID-19 vaccine in the pandemic. It was also found that the situation of considering the
vaccine as partially necessary increases the vaccine hesitancy in the pandemic and the decrease in the degree of considering the
childhood vaccines as necessary decreases the attitude towards the COVID-19 vaccine. Discussion. Despite the relatively low
prevalence of vaccination hesitancy among healthcare workers, it remains a noteworthy concern. It is imperative to conduct
a thorough investigation into the various factors that contribute to vaccine hesitancy and the attitudes held by healthcare
professionals, with a particular focus on those factors having a negative impact.

1. Introduction

Te global pandemic caused by the novel coronavirus,
ofcially known as coronavirus disease 2019 (COVID-19),
has posed a signifcant threat to the international com-
munity since its initial emergence in 2019 [1]. Based on the
fndings presented in the report by the World Health
Organization (WHO), a cumulative total of 591,683,619
cases and 6,443,306 deaths have been recorded globally as
of August 19, 2022 [2]. It is widely acknowledged that
vaccination is a highly efective strategy in combating
COVID-19. Tis preventive measure has proven to be
instrumental in reducing both mortality and morbidity
associated with the disease [3]. Vaccines have consistently

emerged as a prominent symbol of preventive health
services, demonstrating remarkable efcacy and serving as
a cornerstone of successful public health practices
throughout history [4]. Vaccines have demonstrated ef-
fcacy in the management of diseases that can be pre-
vented through immunization, as evidenced by their
successful utilization over an extended period of time.
Despite the extensive utilization and remarkable efcacy
of vaccines in disease management, there persists a no-
table degree of hesitancy among a signifcant portion of
the population [5, 6]. In 2019, the World Health Orga-
nization (WHO) identifed vaccine hesitancy as one of the
top ten signifcant challenges in the feld of global
health [7].
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Te term “vaccine hesitancy” refers to a broad range of
reactions to all vaccines that are recommended to a person,
including acceptance, postponement, and rejection of every
COVID-19 vaccine. Te structure of vaccine hesitancy is
intricated and multilayered. It is a unique condition that
changes depending on place, time, and vaccinations [8].
Another group that has hesitations about vaccination as
much as society is healthcare employees. Because of the high
likelihood that they will come into contact with the infection
and spread it to their surroundings and patients, healthcare
workers are more likely to contract COVID-19 [9].
Healthcare workers are among the priority groups for im-
munization because of [10].

Te acceptance of vaccines is infuenced strategically by
healthcare professionals [11]. Because of this, the efec-
tiveness of current international immunization campaigns
may be hampered by unfavorable attitudes and indications
of vaccine hesitancy toward COVID-19 vaccine [12, 13].
Employees of Family Healthcare Centers (FHC), also known
as primary healthcare providers, have signifcant re-
sponsibilities in reducing vaccination hesitancies of all kinds
and boosting public confdence in vaccines [14]. Family
Healthcare Centers (FHC) are one of the most crucial
components of preventive healthcare services. Tey are
frequently the frst points of contact for vaccination services,
are trusted resources for vaccine-related information, and
are in a special position to ofer ongoing, reasonably priced,
and easily accessible services to all facets of society [15].

It is well known that there are regional diferences in
healthcare professionals’ reluctance to receive the
COVID-19 vaccine and attitudes toward it. For instance,
a review study found that COVID-19 vaccine hesitancy
among healthcare workers worldwide ranged from 4.3% to
72.0% [12]. In addition, it was noted that approximately
a quarter of healthcare employees had vaccine hesitancy and
provaccine attitudes reduced COVID-19 vaccine hesitancy
in the UK [16]. Healthcare workers in Turkey frequently
express doubt about vaccinations [17, 18]. In a study with
primary healthcare workers, 50.4% of the participants said
they would be willing to receive the COVID-19 vaccine,
while 29.0%were unsure and 20.7% said they would not [19].
Previous studies reported a number of causes for people’s
unfavorable attitudes and vaccine reluctance toward the
COVID-19 vaccine. Te lack of trust in vaccines is the most
signifcant of these [20, 21].

Te majority of the participants in the earlier studies in
this feld were healthcare professionals in general. Tere
have been few studies carried out with FHC employees, who
are the main application points for vaccination services in
Turkey. In addition, there are no studies in the literature that
discuss vaccine hesitancy in the pandemic and attitudes of
the COVID-19 vaccine concurrently. We believe that the
current study will add to the body of knowledge, encourage
further investigation, and pave the way for the creation of
signifcant policies in this area. In order to better understand
attitudes toward the COVID-19 vaccine, levels of vaccine
hesitancy and infuencing factors among FHC employees
providing primary healthcare in Mardin’s city center,
a cross-sectional study has been conducted.

2. Methods

2.1. Study Design and Population. Te research, designed as
a cross-sectional study, was carried out from 01 January to 01
May 2022. Te participants included healthcare professionals
employed in Family Health Centers (FHCs) located in the city
center of Mardin, situated in the Southeastern Anatolia Re-
gion of Turkey. Te central area of Mardin accommodates
a collective count of 20 Family Health Centers (FHCs), which
cater to a population of 186,622 individuals. Te study
population comprised 110 healthcare professionals employed
in 20 Family Health Centers (FHCs) located in the city center
of Mardin. An attempt was made to contact all healthcare
personnel in the FHCs, rather than selecting a single sample.
A total of fve individuals declined to partake in the study,
while three participants were excluded from the evaluations
due to incomplete responses on the questionnaire. A com-
prehensive survey was completed by a total of 102 healthcare
professionals. Te study yielded a participation rate of 92.7%.
Te data were gathered using the method of conducting face-
to-face interviews. Te questionnaire was distributed to the
participants by the researchers and received back from the
respondents within an envelope. Information about the ob-
jective of the research, confdentiality, and anonymity was
added to the beginning of the questionnaire. Tey were also
verbally informed that participation was voluntary and that
they could withdraw from the study at any time, and that the
information would not be used for purposes other than the
purpose of the research. Participants who volunteered for the
research answered and returned the questionnaire. Partici-
pants were not given any incentives for participating in the
study. A pilot study of the research was not conducted. Te
duration of the data collection process ranged from 10 to
15minutes.

2.2. Participants. Te inclusion criteria for this study en-
compass individuals who meet the following requirements:
employment at any of the Family Health Centers (FHCs)
located in the city center of Mardin, occupation as
a healthcare employee, and willingness to participate as
a volunteer.

Te exclusion criteria for this study include individuals
who are employed by the FHC but are located outside the
city center of Mardin, those who are not healthcare em-
ployees, individuals who are not volunteers, and those who
have not completed the questionnaire.

2.3. Te Tools Utilized for Data Collection. Te study data
were collected using three instruments: the “Personal In-
formation Form,” the “Vaccination Hesitancy in Pandemic
Scale,” and the “Attitudes Towards COVID-19 Vaccine
Scale.” Te Personal Information Form was created by re-
searchers through a comprehensive review of the existing
literature. Te survey included an 8-item demographic in-
formation form that assessed variables such as age, gender,
marital status, and economic status of the participants. In
addition, it comprised 9 questions aimed at exploring the
participants’ perspectives on vaccination [22].
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Te Vaccine Hesitancy Scale, originally developed by
Larson et al., underwent modifcations to become the
“Vaccination Hesitance Scale in Pandemic” specifcally
tailored for the pandemic. Tis adaptation was made fol-
lowing a Turkish study conducted by Çapar and Çınar,
which assessed the scale’s validity and reliability [23, 24].Te
measurement tool utilized in this study employs a 5-point
Likert-style scale. Te scoring system utilized in this study
ranges from 1, indicating complete disagreement, to 5, in-
dicating complete agreement. High scores obtained on the
scale are indicative of a signifcant level of vaccine hesitancy
during the pandemic. Te scale comprises a total of ten
items, which are further divided into two subdimensions.
Te initial subdimension, labeled as “Lack of Confdence,”
comprises a total of eight items, specifcally denoted as M1-
T, M2-T, M3-T, M4-T, M5-T, M6-T, M7-T, and M8. Te
items that are marked with the letter “T” adjacent to them
have been subjected to a reversal process. Within this
particular subdimension, it is observed that elevated scores
are indicative of an escalation in the level of mistrust towards
vaccines during periods of the pandemic. Te second sub-
dimension, denoted as “Risk,” is comprised of two items,
namely, M9 and M10. High scores from this subscale in-
dicate a high risk of vaccination in the pandemic. Cronbach’s
alpha value of the scale was found to be 0.901. In this study,
Cronbach’s alpha value of the scale was 0.914.

Te measurement of individuals’ attitudes towards the
COVID-19 vaccine: the scale was formulated in the year
2020 in the country of Turkey by Geniş et al. [25]. Te scale
consists of nine items that are categorized into two sub-
dimensions, namely, positive and negative attitudes. Te
statements within the scale are assessed using a rating system
that ranges from “I strongly disagree (1)” to “I strongly agree
(5).” Te subdimensions pertaining to negative attitudes are
assessed using reverse scoring. To calculate a value within the
range of 1–5, one must divide the sum of the item scores
within a given subdimension by the number of items present
in that subdimension. Te acquisition of high scores derived
from the subdimension pertaining to positive attitude sig-
nifes a favorable disposition towards the vaccine. Te
scoring process involves reversing the items within the
negative attitude subdimension, and higher scores within
this subdimension are indicative of a reduced negative at-
titude towards the vaccine. Te questions pertaining to
positive attitude in the frst to fourth positions correspond to
the questions related to negative attitude in the ffth to ninth
positions. Cronbach’s alpha value in this study was de-
termined to be 0.884.

2.4. StatisticalAnalyses. Te data collected in this study were
analyzed using the SPSS 22.0 statistical software package.
Descriptive characteristics of the participants were de-
termined through the use of frequency and percentage
analyses, while the scale was analyzed using mean and
standard deviation statistics. Te examination of Kurtosis
and Skewness values was conducted to ascertain the pres-
ence of a normal distribution in the study variables. Te
utilization of parametric analysis techniques was justifed

due to the observation of normal distribution in the study
variables. Tis study employed correlation and regression
analyses to investigate the relationships among the di-
mensions that determine the scale levels of the participants.
Dependent variables are present in this research. It is the
level of vaccine hesitancy in the pandemic and the level of
attitude towards the COVID-19 vaccine. Independent var-
iables are all other variables. First of all, the T-test and one-
way analysis of variance (ANOVA) were employed to assess
the variations in scale based on their descriptive attributes.
Te variables that exhibited statistical signifcance in both
the T-test and ANOVAwere subsequently incorporated into
the regression analysis. Te variables that were signifcant in
these analyses were for the dependent variable of vaccine
hesitancy in the pandemic; opinion about vaccines, opinion
about childhood vaccines, thinking that not having vaccine
is a parents’ right, seeing vaccine necessary, and having
negative information about vaccination. For the dependent
variable of attitude towards the COVID-19 vaccine, these
were opinions about vaccines, opinions about childhood
vaccines, thinking that not having vaccine is a parents’ right,
hesitation about getting vaccinated, seeing vaccine neces-
sary, and having negative information about vaccination.
Te researchers employed multiple linear regression analysis
to forecast the levels of vaccine hesitancy and attitudes
towards the COVID-19 vaccine during the pandemic, uti-
lizing a set of independent variables. Te calculation of
Cronbach’s alpha coefcient was performed during the
analysis of internal consistency for the scales. All analyses
were performed one-sided. Te signifcance level for all
fndings was set at p< 0.05.

3. Results

Te study yielded a participation rate of 92.7%. In the
present study, 45.1% of the participants were in the 31–40
age group, 61.8% were women, and 39.2% had more than
10 years of professional experience. A total of 61.8% of the
participants considered vaccinations very necessary, 95.0%
had their children vaccinated, 96.7% did not hesitate to
vaccinate their children, 95.0% did not hesitate to vaccinate
themselves, and 13.7% said that they had hesitancy (Table 1).

Te mean of the Vaccine Hesitancy in Pandemic Total
Score of the participants was found to be 22.760± 8.323, the
mean of “lack of confdence” was 16.750± 7.430, and the
mean of “risk” was 6.020± 1.840. Also, the mean of “Attitude
towards COVID-19 Vaccine Total Score” was found to be
3.640± 0.831, the mean of “positive attitude” was
3.790± 0.947, and the mean of “negative attitude” was
3.530± 1.025 (Table 2).

When the correlation analysis between the total and
subscale scores of vaccine hesitancy in the pandemic and the
total and subscale scores of the attitude towards COVID-19
vaccine were examined, a negative and weak relation
(r� −0.347, p≤ 0.001) was found between the total score of
vaccine hesitancy in the pandemic and the total score of
attitude towards the COVID-19 vaccine. Te relationship
between the other scale total and subscales is given in
Table 3.

International Journal of Clinical Practice 3
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Table 1: Te distribution of the employees according to descriptive characteristics (n� 102).

Characteristics n %
Age
20–25 years 15 14.7
26–30 years 25 24.5
31–40 years 46 45.1
<40 years 16 15.7

Gender
Female 63 61.8
Male 39 38.2

Marital status
Married 69 67.6
Single 33 32.4

Income level
Income more than expenses 27 26.5
Income equal to expenses 33 32.4
Income less than expenses 42 41.1

Duty
Doctor 45 44.1
Nurse 31 30.4
Midwife 20 19.6
Emergency medical technician (EMT) 6 5.9

Professional years
<1 year 4 3.9
1–5 years 24 23.5
6–10 years 34 33.3
>10 years 40 39.3

Time spent at frst-step healthcare institution
<1 year 6 5.9
1–5 years 40 39.2
6–10 years 29 28.4
>10 years 27 26.5

Educational status
High school 15 14.7
Associate degree 6 5.9
Undergraduate/medicine 75 73.5
Postgraduate 6 5.9

Opinions about vaccines
Very necessary 63 61.8
Necessary 34 33.3
I have no idea/I do not know 5 4.9

Opinions about children’s age vaccines
Very necessary 76 74.5
Necessary 26 25.5

Tinking that not having vaccine is the right of parents
Yes 20 19.6
No 61 59.8
I am indecisive 21 20.6

Having received in-service training about vaccine rejection
Yes 37 36.3
No 65 63.7

Having children
Yes 60 58.8
No 42 41.2

Having the compulsory vaccines of the child (n� 60)
Yes 57 95.0
No 3 5.0

Having hesitancy about having their children vaccinated (n� 60)
No 58 96.7
Yes 2 3.3

Having hesitancy about having the vaccine
No 88 86.3

4 International Journal of Clinical Practice

 ijclp, 2024, 1, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1155/2024/2698910 by D

icle U
niversity, W

iley O
nline L

ibrary on [12/08/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



Te results of the regression analysis made to determine
the cause-efect relationship between thinking about vac-
cines, thinking about childhood vaccines, thinking that not
being vaccinated is a parent’s right, considering the vaccine
necessary, having negative information about vaccination,
and the total score of vaccine hesitancy in the pandemic were
found to be signifcant (F� 6.898; p≤ 0.001). Te total
change in the level of hesitancy about vaccination in the
pandemic was explained by 22.6% of thinking about vac-
cines, thinking about childhood vaccines, thinking that not
being vaccinated is a parent’s right, considering the vaccine
as necessary, and obtaining negative information about
vaccination (R2 � 0.226). Considering the vaccine as par-
tially necessary increases vaccine hesitancy in the pandemic
(β� 3.894) (Table 4).

Te results of the regression analysis, which was made to
determine the cause-efect relationship between the total
score of thinking about vaccines, thinking about childhood
vaccines, thinking that not being vaccinated is a parent’s right,
having hesitations about having vaccinated before, consid-
ering the vaccine necessary, having negative information
about vaccination, and the attitude towards the COVID-19
vaccine were found to be signifcant (F� 4.396; p≤ 0.001).
Te total change in the level of attitude towards the
COVID-19 vaccine was explained at a rate of 16.8% by
thinking about vaccines, thinking about childhood vaccines,
thinking that not being vaccinated is a parent’s right, hesi-
tating to have the vaccination before, considering the vaccine
necessary, and obtaining negative information about vacci-
nation (R2 � 0.168).Te decrease in the degree of considering
childhood vaccines as necessary decreases the attitude to-
wards the COVID-19 vaccine (β� −0.453) (Table 5).

4. Discussion

Te investigation of vaccine hesitancy and healthcare pro-
fessionals’ attitudes towards the COVID-19 vaccine, as well
as the factors infuencing these attitudes, holds signifcant

importance in attaining the targeted vaccination rates [26].
Te objective of the current study was to investigate the
attitudes towards the COVID-19 vaccine, levels of vaccine
hesitancy, and the factors infuencing employees of the
Family Health Center (FHC) who provide primary
healthcare services. A small number of participants
expressed reservations regarding the administration of
vaccines. Divergent fndings were documented in prior
research. In conjunction with the outcomes congruent with
our investigation [27–29], a report indicated that the in-
cidence of COVID-19 vaccine hesitancy varied between
4.3% and 72.0% among healthcare personnel globally [13]. It
was stated that 41.0% of healthcare workers in South Africa
were hesitant about the COVID-19 vaccine [30]. In contrast
to previous research, the current study presents a cautious
stance towards all vaccines, acknowledging that the levels of
vaccine hesitancy may vary due to the data being collected
subsequent to the widespread administration of COVID-19
vaccines globally and within our specifc country.

Te current investigation revealed that participants’ total
scores for vaccine hesitancy and lack of confdence in the
context of the pandemic were found to be below the mean,
while their risk subscore was above the mean, indicating
a high level of risk perception. Tis fnding provides further
support to prior research that has documented the appre-
hensions expressed by healthcare professionals regarding
novel vaccines. One of the identifed factors contributing to
vaccine hesitancy among healthcare workers in Italy was
a perceived lack of confdence in the efcacy and safety of the
COVID-19 vaccine [31]. Te study conducted in Ethiopia
revealed a signifcant prevalence of COVID-19 vaccine
hesitancy among healthcare workers [22]. In China, distrust
of the COVID-19 vaccine among healthcare professionals
has shown as the main reason for vaccine hesitancy [32].
One of the reasons cited by healthcare professionals in
Turkey for their hesitancy towards the COVID-19 vaccine
was a lack of trust in its efcacy [33, 34]. Te observed
phenomenon of vaccine hesitancy and low levels of mistrust

Table 1: Continued.

Characteristics n %
Yes 14 13.7

Considering the vaccine necessary
Yes 93 91.2
Partly 9 8.8

Having negative information about vaccination
Yes 31 30.4
No 71 69.6

Table 2: Te mean scores of vaccine hesitancy and attitude towards COVID-19 vaccine in pandemics.

N Ort SD Min. Max.
Vaccine hesitation in pandemics total 102 22.760 8.323 10.000 48.000
Lack of confdence 102 16.750 7.430 8.000 40.000
Risk 102 6.020 1.840 2.000 10.000
Attitude towards COVID-19 vaccine total 102 3.640 0.831 2.000 5.000
Positive attitude 102 3.790 0.947 1.000 5.000
Negative attitude 102 3.530 1.025 1.000 5.000

International Journal of Clinical Practice 5
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in the current study may potentially be attributed to the
extensive utilization of vaccines and their associated im-
pacts. Previous research has posited that prior to the
emergency use authorization, a mere one-third of healthcare
personnel expressed their willingness to promptly receive
the vaccine upon its availability. Subsequently, upon
reevaluation of vaccination intentions several months after
the commencement of vaccine administration, a mere 7.9%
of participants exhibited hesitancy towards receiving either
the initial or subsequent doses of the vaccine [35]. No
relevant data pertaining to the risk subscale among
healthcare employees could be located in the existing lit-
erature. However, our fndings align with a previous Ca-
nadian study involving parents, which indicated that the
scores on the “risks” subscale were higher compared to those
on the “Lack of confdence” subscale [36].

Previous studies have consistently reported high av-
erage scores on the total, positive, and negative attitude
subscales among healthcare professionals regarding the
COVID-19 vaccine. Tere is a prevailing acceptance of the
COVID-19 vaccine among healthcare personnel
[10, 12, 37]. Te fndings presented herein corroborate the
outcomes of the current investigation pertaining to the
perspectives held by FHC personnel regarding the
COVID-19 vaccine. Healthcare professionals play a crucial
role in shaping societal attitudes towards vaccines, as
evidenced by their signifcant involvement in various
healthcare practices [11]. For this reason, their attitudes
towards vaccines might afect society’s perspective on
vaccines signifcantly.

Te fndings of the current study indicate a statistically
signifcant association between the overall score and nearly
all subscales of the vaccine hesitancy scale in the pandemic,
as well as the attitude scale towards the COVID-19 vaccine.
Tere was no observed correlation between the scale mea-
suring vaccine hesitancy during the pandemic and the
subscale assessing negative attitudes. Similarly, no signif-
cant relationship was identifed between the subscale
measuring lack of confdence and the subscale assessing
negative attitudes. Within the scope of these fndings, one
could posit that there exists a negative correlation between
vaccine hesitancy and the attitude towards the COVID-19
vaccine among employees of the FHC. Despite the absence
of the existing literature specifcally examining the re-
lationship between attitudes towards the COVID-19 vaccine
and the vaccine hesitancy scale during the pandemic, pre-
vious studies have provided support for the current in-
vestigation [34, 38]. A prior investigation conducted in the
United Kingdom revealed that healthcare workers who
exhibited vaccine hesitancy demonstrated elevated scores on
the COVID-19 conspiracy belief scale [16]. Te fndings of
this study indicate that there is a correlation between the
reluctance of healthcare workers at FHC to receive vacci-
nations and their overall attitudes towards the COVID-19
vaccine. In order to obtain more precise and comprehensive
data, it is imperative to conduct studies that simultaneously
examine both the prevailing attitudes towards the
COVID-19 vaccine and the phenomenon of vaccine
hesitancy.

Te current investigation reveals that the perception of
vaccines as only partially necessary contributes to an in-
crease in vaccine hesitancy during the pandemic. A study
conducted in the United Kingdom revealed that around 25%
of healthcare professionals reported experiencing vaccine
hesitancy. Furthermore, the study found that individuals
who held provaccine attitudes were less likely to exhibit
hesitancy towards COVID-19 vaccines [16]. It has been
observed that slightly more than half of the healthcare
workers who have not received the second dose of the
COVID-19 vaccine are willing to receive the vaccine [39]. In
the context of France, it was observed that general practi-
tioners (GPs) who exhibited moderate to high levels of
vaccine hesitancy demonstrated lower rates of vaccination
compared to their counterparts who displayed minimal
vaccine hesitancy [40]. According to a separate study, it was
found that healthcare professionals who had received vac-
cinations were more inclined to endorse and advocate for
vaccinations to others [11]. Te study conducted in Turkey
revealed a higher rate of COVID-19 vaccination acceptance
among primary care employees who consistently received
annual seasonal infuenza vaccinations [19]. Nevertheless,
certain healthcare professionals who expressed reluctance
towards vaccination contended that their hesitancy towards
COVID-19 vaccines should be considered distinct from
their previous decisions to vaccinate themselves and their
children [41]. In addition, the belief that the COVID-19
vaccine should be mandatory for healthcare workers was
found to be higher among healthcare professionals who used
scientifc journals as a source of information about
COVID-19 preventive measures [42]. Healthcare pro-
fessionals may exhibit variations in their approaches towards
the COVID-19 vaccine. Terefore, it is imperative to con-
duct an investigation into the factors contributing to the
vaccine hesitancy observed among employees of FHC, who
belong to the high-risk population during the ongoing
pandemic.

Te current investigation found that a diminished
level of perceiving childhood vaccines as essential was
associated with a decrease in the inclination towards
accepting the COVID-19 vaccine. Te recommendations
provided by family physicians play a crucial role in
infuencing families’ decisions regarding the vaccination
of their children. A separate study conducted in France
revealed varying attitudes among family physicians re-
garding vaccination policies for their relatives and pa-
tients [43]. A research study conducted in Turkey revealed
that healthcare employees who expressed a desire to re-
ceive the COVID-19 vaccination exhibited signifcantly
higher positive and negative attitude scores compared to
their counterparts who did not wish to be vaccinated or
were undecided [44]. In contrast to the results obtained in
the current study, a separate study revealed that health-
care workers who expressed hesitancy towards the
COVID-19 vaccine had previously received annual in-
fuenza vaccinations and ensured that their children were
vaccinated as well [41]. Te aforementioned fndings
indicate that the attitude towards COVID-19 vaccines and
the presence of vaccine hesitancy exhibit a multifaceted
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framework. Due to the novelty and expedited develop-
ment of the COVID-19 vaccine, variations in vaccine
hesitancy and attitudes can be observed.

4.1. Limitations and Strengths. It is imperative to assess the
fndings of the current study in light of certain limitations.Te
inability to establish causal relationships is a limitation of this
study due to its cross-sectional design. It is important to note
that the fndings of this study cannot be extrapolated to the
entire city or country due to the limited scope of the research,
which solely focused on employees of FHC in the central area
of Mardin. Since the information was collected through a self-
answered survey by the participants, the reliability of the
information and the recall factor should be taken into ac-
count. Furthermore, participants may not have revealed their
true stance on a sensitive issue regarding COVID-19 vaccine
attitudes. Notwithstanding these factors, the study’s notable
strength lies in its high response rate, as it successfully reached
a signifcant proportion of the population. Moreover, a no-
table aspect of this study is its pioneering investigation into
the correlation between vaccine hesitancy and attitudes to-
wards COVID-19 vaccines during the pandemic within the
specifc country and region. Te signifcance of this study lies
in the emergence of vaccine hesitancy as a prominent issue
during the COVID-19 pandemic. Te importance of
addressing vaccine hesitancy is widely acknowledged in ac-
ademic and public health discourse.

5. Conclusion

In conclusion, FHC employees had low vaccine hesitancy and
high COVID-19 vaccine attitudes. As FHC employees be-
come more hesitant about the COVID-19 vaccine, their at-
titudes change. Considering the vaccine as partially necessary
increases vaccine hesitancy in the pandemic and decreases the
attitude towards the COVID-19 vaccine as the degree of
needing childhood vaccines decreases. Te present study
found low vaccination hesitancy and a positive attitude to-
ward the COVID-19 vaccine, but the rate of 13.7% is still
important for FHC employees, who are society’s role models
and the primary application for vaccination. Tus, FHC staf
vaccination hesitancy and attitude must be thoroughly ex-
amined. Policies must be developed to give them more
transparent information on the COVID-19 vaccine and to
combat vaccine hesitancy. Methods must be developed to
reduce the lack of confdence and risk perception toward
vaccines, and frm steps must be taken in this regard.
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