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Abstract 

 

The objective of this study was to understand global caregiver about SARS-CoV-2 

vaccination for children with cancer and to provide healthcare providers with guidance to 

support parental decision-making. A co-designed cross-sectional mixed-methods survey was 

distributed to primary caregivers of children with cancer globally between April and May 

2021 via several media. Caregivers were asked to rate the importance of vaccine-related 

questions and the median scores were ranked. Principal Component Analysis was conducted 

to identify underlying dimensions of caregiver concerns by World Bank income groups. 

Content analysis of free-text responses was conducted and triangulated with the quantitative 

findings. 627 caregivers from 22 countries responded to the survey with 5.3% (n = 67) 

responses from low-and-middle-income countries (LMIC). 184 caregivers (29%) provided 

free-text responses. Side effects and vaccine safety were caregivers’ primary concerns in all 

countries. Questions related to logistics were of concern for caregivers in LMIC. A small 

minority of caregivers (n = 17) did not consider the survey questions important; free-text 

analysis identified these parents as vaccine hesitant, some of them quoting safety and side 

effects as main reasons for hesitancy. Healthcare providers and other community 

organizations globally need to provide tailored information about vaccine safety and 

effectiveness in pediatric oncology settings. Importantly, continued efforts are imperative to 

reduce global inequities in logistical access to vaccines, particularly in LMIC. 
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Introduction 

 

SARS-CoV-2 is a relatively mild disease for healthy children 1,2. However, there is an 

increase in the risk of morbidity and mortality in paediatric cancer patients, particularly from 

low-and middle-income countries (LMIC) 3. In this regard, the clinical value of SARS-CoV-2 

vaccination in adult oncology patients has been ascertained as a vital measure to reduce 

hospitalisation, development of severe disease and death 4-6. Although trial data in paediatric 

oncology groups is lacking, data demonstrating high efficacy of vaccines in children 7,8 have 

led to recommendations from global healthcare authorities to vaccinate paediatric oncology 

children, with formal guidance issued alongside vaccination protocols 6,9-11. However, 

vaccination uptake depends primarily on caregivers’ perceptions of acceptability, which are 

often guided by perspectives about risk – already heightened by exposure to cancer and 

SARS-CoV-2 12-14 - governmental and healthcare professional recommendations, and the 

advice of oncology healthcare professionals15. A recent study conducted in the U.S., which 

aimed to understand SARS-CoV-2 vaccine acceptability and hesitancy, showed that vaccine 

acceptability amongst parents of children with cancer aligned to that of the general adult 

cancer population 16, with expressed concerns about vaccine safety and efficacy and ongoing 

need for guidance and education to support decision-making 17.  

 

In this study, we aimed to understand what specific aspects of SARS-CoV-2 vaccination are 

of concern for paediatric oncology caregivers across 22 countries representing low- (LMIC), 

middle- (UMIC) and high-income groups (HIC), with the goal of better tailoring guidance 

and education worldwide.  

 

 

Methods 

 

Survey design and participants 

 

A primary caregiver survey was co-designed by the COVID-19 Vaccine Working Group on 

Paediatric Oncology - a collaboration between St Jude Children’s Research Hospital and the 

International Society of Paediatric Oncology (SIOP) - and a parent advisory group 

representing cancer patients and their families worldwide in March 2021. The survey 

contained 19 Likert-type questions where respondents were asked to rate on a scale of 1 (not 

important) to 5 (very important) the importance of vaccine-related questions. The survey also 

asked closed questions about country of residence, type of cancer, and timing of cancer 

experience. A free-text question was included asking respondents to report any additional 

questions or comments regarding the COVID-19 vaccine in children with cancer.  

 

The survey was disseminated between April and May 2021 by each member of the parent 

advisory group to respondents in their own country via several online media. A small 

proportion of respondents in South Africa and Ghana were approached directly in the clinic 

setting with paper forms of the survey due to limited access to the online version. A version 

of the survey was translated into Spanish for wider access. Survey responses were 

anonymous, no identifiable information was requested and informed consent was obtained. 

Institutional Review Board approval was not required as the study was classified as 

informational by St Jude and therefore exempt. The involvement of Patients and Public 

advisers was not deemed subject to ethical approval by the U.K. National Research Ethics 

Services. 

 



Statistical Analysis 

 

Descriptive statistics were conducted to characterise the sample and to assess central 

tendency (median) and dispersion measures (interquartile range (IQR)) of the Likert scales. 

Principal Component Analysis (PCA) was run on the 19 items to reduce the dimensionality of 

the data and to identify main themes. A correlation matrix (Supplementary Appendix 1) 

revealed a high degree of correlation between groups of items. The Kaiser-Meyer-Olkin 

measure for sampling adequacy confirmed that the data were suitable for PCA (KMO = 

0·899 > 0·5). Observation of Eigenvalues (Supplementary Appendices 2 and 3) revealed four 

components explaining 63% of the variation in the data. An oblique Promax rotation 

achieved the simple structure (Supplementary Appendix 4). Cronbach’s Alpha () measure 

of internal consistency was used to assess the reliability of the dimensions. Selected 

variables, each representing a latent construct, were averaged into scales measuring ‘Safety 

and Effectiveness’, ‘Acute Side Effects’, ‘Eligibility’ and ‘Logistics’ (See Supplementary 

Appendix 5). Group comparison tests for non-parametric data, such as Kruskal Wallis and 

Mann Whitney tests, were conducted to test statistical significance between World Bank 

(WB) income groups. Statistical analyses were conducted with Stata/MP version 17.0.  

 

Inductive content analysis was conducted on free-text responses by three investigators using 

MAXQDA software to organize coding. Rigorous content analysis processes were followed, 

including iterative memoing to identify salient concepts, subsequently informing codebook 

development. Two investigators coded the responses independently, with third-party 

adjudication to facilitate reconciliation and achieve consensus. Frequency of codes were 

reported. 

 

 

Results 
 

The survey achieved a total sample size of 627 parents from 22 countries (Table 1). 89·1% of 

the sample (n = 559) belonged to a country classified by the WB as high-income, 6·54% of 

the sample (n = 41) belonged to a country classified as upper-middle-income, and 4·15% (n = 

26) belonged to a country classified as lower-middle-income. 51·8% of parents (n = 325) 

reported having a child diagnosed with leukaemia, 24·7% (n = 155) with solid tumour, 

12·9% (n = 81) with brain or spinal tumour, 9·2% (n = 58) with lymphoma, and 0·48% (n = 

3) with other cancers. Most caregivers reported that their child began cancer treatment more 

than a year prior to taking this survey: 12.6% (n = 79) within a year from the survey, 34·9% 

(n = 219) between 1-3 years from the survey, 23·9% (n = 150) between 3-5 years from the 

survey, and 28.5% (n = 150) more than 5 years from the survey date. 184 parents (29%) 

provided a free text response, resulting in a total of 271 codes applied. No significant bias 

from the general sample survey was observed in the distribution of this sample 

(Supplementary Appendix 6).   

 

 

 

 

 

 



Table 1: Sample description 

  Frequency Percentage 

N 627  

   

WB income group   

Lower Middle Income (LMIC) 26 4·15% 

Upper Middle Income (UMIC) 41 6·54% 

High Income (HIC) 559 89·15% 

missing values 1 0·16% 

   

WHO Region   

African Region 46 7·34% 

European Region 62 9·89% 

Region of the Americas 493 78·63% 

South East Asian Region 18 2·87% 

Western Pacific Region 7 1·12% 

missing values 1 0·16% 

   

Type of Cancer   

Leukaemia (such as ALL, AML) 325 51·83% 

Lymphoma (such as B-NHL, Hodkgins Disease) 58 9·25% 

Brain or Spinal tumour (such as Ependymoma, Medulloblastoma) 81 12·92% 

Solid tumour outside the brain (such as Wilms, Neuroblastoma, Sarcoma) 155 24·72% 

Other 3 0·48% 

missing values 2 0·32% 

   

Timing of Cancer experience   

Within last 12 months 79 12·60% 

Between 1 and 3 years ago 219 34·93% 

Between 3 and 5 years ago 150 23·92% 

More than 5 years ago 179 28·55% 

      

 

 

Analysis of the 19 survey items (Figures 1a and 1b) showed little variation in responses 

across survey questions with a median score of 5 for most items, indicating a high degree of 

concern (i.e. high importance) towards most questions. 75% (n = 470) of participants 

reported a score of 5 for questions related to safety and severe side effects.  The cost of the 

vaccine was reported to be the least important question (median = 3; IQR = 1, 4), followed by 

the brand (median = 4; IQR = 3, 5) and the number of doses required (median = 4; IQR = 3, 

5). No statistically significant differences were found between WB income groups in most 

items, except in the cost of the vaccine item, where caregivers in lower and upper-middle-

income countries were more likely to consider the cost highly important, compared to 

caregivers in high-income countries (H(2) = 25·156, p < 0·001). 
  



Figure 1a: Box plot of survey items by importance (1 not important and 5 very important)  

 
 
Figure 1b: Box plot of survey items by importance (1 not important and 5 very important)  

 
 

 

 

Using the four PCA dimensions, caregivers rated the vaccine’s acute side effects (median = 

4·75; IQR = 4·25, 5), the vaccine’s safety and effectiveness (median = 4·5; IQR = 4·25, 5) and 

the eligibility of the vaccine (median = 4·5; IQR = 4, 5) as very highly and equally important 

but rated the logistics of administering the vaccine of lower importance (median = 3·5; IQR = 

3, 4) (Figure 2). 
 

 
  



Figure 2: Box plot of PCA dimensions by importance (1 not important and 5 very important) 

 
 

 

 

A small group of outliers (2·7%, n = 17) from North America and the African region 

indicated that ‘Safety and Effectiveness’ was ‘not important’. While these caregivers also 

rated ‘Eligibility and Mode’ and ‘Logistics’ as not being very important (median = 1; IQR = 

1, 1·75), questions related to ‘Acute Side Effects’ scored on average slightly higher (median 

= 4; IQR = 1, 5), which indicates concern regarding the immediate effects of the vaccine on 

their children (Supplementary Appendix 7).  

 

Scores by WB income groups aligned with the overall distribution, with ‘Acute Side Effects’ 

and ‘Safety and Effectiveness’ scoring on average higher than ‘Eligibility and Mode’ and 

‘Logistics’ for all income groups (see Figure 4). Kruskall Wallis test showed statistically 

significant differences only in the ‘Logistics’ dimension (H (2) = 18·39, p < 0·001). Post-hoc 

Mann-Whitney tests showed differences to lie between the upper-middle- and high-income 

groups (MUMIC = 4, MHI = 3·5, z = 1·99, p < 0·05) and between lower-middle- and high-

income groups (MLMIC = 4·25, MHI = 3·5, z = 3·91, p < 0·001), indicating that parents from 

lower- and middle-income groups were slightly more likely to consider questions related to 

logistics more important than parents from high-income groups. No other statistically 

significant differences were found.  

 

 

Free text responses 

 

Results from content analyses of free text responses aligned with quantitative themes 

identified by PCA and revealed that ‘Safety and Effectiveness’ were primary concerns for 

caregivers. Out of 271 codes applied, 35·1% of codes (n = 94) related to the vaccine’s safety, 

including acute and chronic side effects; 25·5% of codes (n = 67) related to logistics and 

mode of administration of the vaccine including where it should be administered, which 

vaccine, who should receive it and contraindications; and 13% (n = 35) were requests for 

more information about the vaccine and guidance, including requests for more research. 

20·3% of codes (n = 55) were expressions in favour or against the vaccine. Specifically, 19 

caregivers indicated they would refuse to vaccinate themselves or their child, 20 were in 



favour of receiving a vaccine and 16 indicated they were hesitant, showing uncertainty on 

whether to vaccinate. The caregivers who expressed favourable attitudes quoted the 

importance to vaccinate vulnerable children. Many of them indicated they had already 

vaccinated themselves or their children. One caregiver said: “I think that a vaccine for 

children before chemotherapy is critical. Parents should receive a vaccine too”. (See 

Supplementary Appendix 8 for all quotes).  

 

Analysis of free-text responses of caregivers who were against a COVID-19 vaccine (n = 19) 

indicated safety, side effects, and insufficient knowledge of long-term side effects as main 

reasons for refusal. Triangulation with the quantitative survey questions showed that 17 of 

these 19 caregivers had indicated in the Likert scales that ‘Safety and Effectiveness’ were 

‘not important’ questions to consider. However, several of their comments showed concern 

about safety, particularly in the context of children already experiencing a highly medicalised 

childhood. One caregiver quoted: “It should not be given. Not enough knowns and absolutely 

zero longevity studies. Out kids suffer enough without added man made chemicals and 

concoctions” (See Supplementary Appendix 9 for all quotes). 

 

 

Conclusions 

 

In this study, we investigated global caregiver concerns regarding SARS-CoV-2 vaccination 

for children with cancer, with a focus on gathering caregivers’ views on what aspects about 

vaccines are most important for decision making.   

 

The findings show that, across all countries, pediatric oncology caregivers rated most items 

of the survey as highly important, indicating that numerous aspects related to the vaccine 

factor into decision-making, specifically safety, effectiveness, and acute side effects. While 

these findings may not appear, in principle, to be substantially different to that of the general 

child and adult population 18-21, they should be interpreted in the context of the pediatric 

oncology community. Importantly, the negative impact of the pandemic in this subgroup 

should be considered 12-14 as it may influence vaccine decision making. In particular, the 

perception of risk of pediatric oncology caregivers may be heightened due to the already 

increased levels of medicalisation of their children 17 and the need to protect the child from 

additional illness 22. Vaccine guidance should, therefore, be sensitive to these circumstances.  

 

A combination of behavioural interventions, reduction of socio-economic inequities and 

public communication strategies have been recommended as the way forward to increase 

vaccine uptake  23,24. From a behavioural perspective, healthcare providers need to work with 

caregivers of children with cancer to instil trust 17, but also to provide effective and tailored 

communication on the safety, effectiveness and side effects of the vaccine to promote 

informed choices 23. The abundance of information generated about the vaccine since the start 

of the pandemic and multiple sources of disinformation in social media 25 hindered this task, 

highlighting the need to increase the dissemination of evidence-based messages 23. Indeed, 

numerous caregivers mentioned the need for more research in this area to reduce 

uncertainties related to the vaccine and aid decision-making. 

 

The cost and brand of the SARS-CoV-2 vaccine or, more generally, the logistics of 

administering the vaccine elicited less concern from caregivers overall. However, caregivers 

from lower- and upper-middle income countries considered the logistics of administering the 

vaccine as important. The increased concern about logistics found amongst these caregivers 



may reflect the inequities oncology families in these countries experience in terms of access 

to healthcare and delays in treatment 3, which have adversely impacted the morbidity and 

mortality rates of COVID-19 in children with cancer in these regions 26,27. The development 

of strategies to minimize barriers to care in low- and middle-income settings may lower 

concern towards logistics, which could in turn lead to increased vaccine uptake 3.  

 

Findings from the quantitative survey were mirrored by the qualitative open-ended question, 

where comments related to safety and effectiveness appeared more frequently than other 

comments. A small minority of caregivers were identified as vaccine hesitant revealing 

strong feelings against the vaccine, and quoting safety, side effects and lack of sufficient 

evidence for the vaccine and expressing misinterpretation of vaccine science (e.g. toxic 

ingredients). This aligns with limited prior publications related to COVID-19 vaccine 

hesitancy in this population subgroup 28. Opportunities exist for healthcare providers and 

public health organisations to increase confidence in the vaccine through education and 

communication campaigns aimed at addressing these concerns 29,30. Oncology teams 

worldwide have an important responsibility to initiate discussions with families of the 

patients to provide accurate vaccine messaging that respects the circumstances of the child 

and their family 23.  

 

This study has a number of limitations. The cross-sectional survey was disseminated in 

March 2021 when the vaccine roll out had recently started in most Western countries and 

limited studies and trials had been conducted. With more information available presently, 

some caregiver views may have changed. As the aim of the study was to characterise 

caregivers’ concerns regarding the COVID-19 vaccine, the survey did not explicitly ask 

whether caregivers were in favour or against the vaccine. Hesitancy was inferred from 

qualitative analysis of free text comments, particularly in caregivers who questioned the need 

for a vaccine given the low risk of COVID-19 in children or those who explicitly indicated 

refusal to vaccinate. Notably, absence of negative perceptions towards the vaccine cannot be 

interpreted as support for the vaccine. The study also attempted to understand differences 

between WB income groups. The use of convenience sampling resulted in unequal sample 

sizes amongst WB income groups with an important bias towards high income groups (i.e. 

89% of the sample) which may affect the statistical reliability of group comparisons. More 

effort should be done in future to represent low and upper-middle income country voices in 

light of the possible healthcare inequities identified. Lastly, to retain anonymity the survey 

did not include questions related to the demographic and socio-economic status of 

respondents, so we were unable to assess whether vaccine concerns varied by socio-economic 

groups. 

  

To our knowledge, this study is the first to present a global perspective on caregivers’ 

concerns towards the SARS-CoV-2 vaccine, providing crucial information to healthcare 

providers and public health messengers when advising families of children with cancer 

during the SARS-CoV-2 pandemic.  
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Appendix 1: Correlation Matrix 

 

 
 

Legend 

 
Q1 What are the benefits of receiving the vaccine  

Q2 Is the vaccine safe  

Q3 How well does the vaccine work  

Q4 How long will the protection from the vaccine last  

Q5 What is the likelihood of a reaction from the vaccine  

Q6 What are the results of the vaccine in adults  

Q7 How many vaccine doses are required  

Q8 Which brand of the vaccine should be given  

Q9 What is the cost of the vaccine  

Q10 Will the vaccine affect the blood count  

Q11 Does the vaccine interact with chemotherapy  

Q12 Should the vaccine be given on treatment or after all treatment has finished  

Q13 Should carers/parents of a child with cancer receive the vaccine  

Q14 Should children who have had a bmt receive the vaccine  

Q15 Should children who are on steroids receive the vaccine  

Q16 Does chemotherapy need to be stopped for vaccination  

Q17 Are children with cancer more likely to have severe side effects  

Q18 Should children who have had a previous reaction still receive the vaccine  

Q19 Should children with cancer who have had covid still receive the vaccine 



Appendix 2: Principal Component Models 

 

 

Principal components/correlation Number of observations 605 

   Number of components 19 

Rotation: (unrotated = principal) Rho 1 

Component Eigenvalue Difference Proportion Cumulative 

Comp1 7·115 4·863 0·375 0·375 

Comp2 2·252 0·784 0·119 0·493 

Comp3 1·468 0·233 0·077 0·570 

Comp4 1·235 0·379 0·065 0·635 

Comp5 0·856 0·070 0·045 0·680 

Comp6 0·786 0·122 0·041 0·722 

Comp7 0·664 0·041 0·035 0·757 

Comp8 0·624 0·053 0·033 0·790 

Comp9 0·570 0·051 0·030 0·820 

Comp10 0·519 0·055 0·027 0·847 

Comp11 0·465 0·046 0·024 0·871 

Comp12 0·419 0·025 0·022 0·893 

Comp13 0·394 0·054 0·021 0·914 

Comp14 0·340 0·012 0·018 0·932 

Comp15 0·327 0·027 0·017 0·949 

Comp16 0·301 0·069 0·016 0·965 

Comp17 0·231 0·006 0·012 0·977 

Comp18 0·225 0·017 0·012 0·989 

Comp19 0·209 . 0·011 1·000 

 

  



Appendix 3: Scree plot van Cattell 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix 4: Oblique Promax Rotation 

 

Variable Eligibility Safety Side effects Logistics Unexplained 

What are the benefits of receiving the vaccine  0·500   0·329 

Is the vaccine safe  0·546   0·243 

How well does the vaccine work  0·467   0·269 

How long will the protection from the vaccine last  0·307   0·320 

What is the likelihood of a reaction from the vaccine   0·433  0·367 

What are the results of the vaccine in adults    0·366 0·542 

How many vaccine doses are required    0·551 0·318 

Which brand of the vaccine should be given    0·373 0·462 

What is the cost of the vaccine    0·514 0·444 

Will the vaccine affect the blood count   0·419  0·396 

Does the vaccine interact with chemotherapy 0·336    0·265 

Should the vaccine be given on treatment or after all treatment has finished 0·321    0·367 

Should carers/parents of a child with cancer receive the vaccine 0·304    0·392 

Should children who have had a bmt receive the vaccine 0·417    0·319 

Should children who are on steroids receive the vaccine 0·414    0·294 

Does chemotherapy need to be stopped for vaccination 0·370    0·306 

Are children with cancer more likely to have severe side effects   0·455  0·377 

Should children who have had a previous reaction still receive the vaccine     0·470 

Should children with cancer who have had covid still receive the vaccine         0·451 

 

 



Appendix 5: Reliability Analysis of PCA dimensions 

 
What are the benefits of receiving the vaccine 

Safety and 

Effectiveness  

(α = 0·827) 

Is the vaccine safe 

How well does the vaccine work 

How long will the protection from the vaccine last 

What is the likelihood of a reaction from the vaccine 

Acute Side 
Effects            

 (α = 0·704) 

Will the vaccine affect the blood count 

Are children with cancer more likely to have severe side effects 

What are the results of the vaccine in adults 

Logistics          

(α = 0·680) 

How many vaccine doses are required 

Which brand of the vaccine should be given 

What is the cost of the vaccine 

Does the vaccine interact with chemotherapy 

Eligibility and 

Mode 

(α = 0·863) 

Should the vaccine be given on treatment or after all treatment has finished 

Should carers/parents of a child with cancer receive the vaccine 

Should children who have had a bmt receive the vaccine 

Should children who are on steroids receive the vaccine 

Does chemotherapy need to be stopped for vaccination 

Note: the ‘Logistics’ dimension presents a Cronbach’s Alpha marginally below the threshold for internal 

consistency of  = 0·7. Removing any of the items does not increase . Two items were unclassified as they did 

not load on any component (See Appendix 4).  

 

 

 



Appendix 6: Sample distribution  

  Free text comments Total Sample 

  Frequency Percentage Frequency Percentage 

N 184 29·35% 627  

WB income group     

Lower Middle Income 8 4·35% 26 4·15% 

Upper Middle Income 15 8·15% 41 6·54% 

High Income  161 87·5% 559 89·15% 

 

WHO Region     

African Region 18 9·78% 46 7·34% 

European Region 15 8·15% 62 9·89% 

Region of the Americas 145 78·80% 493 78·63% 

South-East Asian Region 4 2·17% 18 2·87% 

Western Pacific Region 2 1·09% 7 1·12% 

 

Type of Cancer     

Leukaemia (such as ALL, AML) 91 49·46% 325 51·83% 

Lymphoma (such as B-NHL, Hodgkins Disease) 17 9·24% 58 9·25% 

Brain or Spinal tumour (such as Ependymoma, Medulloblastoma) 23 12·50% 81 12·92% 

Solid tumour outside the brain (such as Wilms, Neuroblastoma, Sarcoma) 49 26·63% 155 24·72% 

Other 1 0·54% 3 0·48% 

 

Timing of Cancer experience     

Within last 12 months 19 10·33% 79 12·60% 

Between 1 and 3 years ago 60 32·61% 219 34·93% 

Between 3 and 5 years ago 52 28·26% 150 23·92% 

More than 5 years ago 53 28·80% 179 28·55% 

 

 

 



 

Appendix 7: Box plot of PCA dimensions by importance of caregivers who consider ‘Safety and 

Effectiveness’ as ‘Not Important’ (n = 17) (1 not important and 5 very important) 

 
  



Appendix 8: Free text responses of caregivers who are coded as being favourable towards a COVID-19 

vaccine (n = 20) 

• My only other comment would be that children undergoing cancer treatment and bone 

marrow transplants should be prioritised for vaccinations as quickly and safely as 

possible due to the unknown consequences of long Covid as they already have long term 

treatment side effects to manage. 

• Children with cancer and in certain stages of treatment should get their vaccine first, my 

child has finished treatment less than 1 year ago butte would be happy for him to wait 

until more vulnerable children to have theirs first 

• All of the questions above are so important. My son is 5 and is undergoing treatment for 

ALL so I am not sure if/when he can get the vaccine during treatment. It is also difficult 

convincing grown humans who are healthy to get the vaccine to protect kids like my son. 

It is frustrating. I don't care how many booster doses I would need, getting the vaccine 

certainly outweighs the "newness" and "inconvienence" it, plus the chance effects of 

COVID. 

• Research and answers need to happen immediately- pediatric cancer patients have not 

had the chance to live full lives & if they beat cancer shouldnít then die from covid? They 

should have been vaccinated with first group like essential workers instead of last? 

• I did not answer questions that did not apply to our situation such as children that have 

already had Covid 19 or have had a bone marrow transplant. I have already received the 

vaccine and know that it is very important for all adults that are eligible to get it. 

• My daughter was diahnosed with Stage 3 C Eptheial Ovarian Cancer at 14yrs old she is 

now 22yrs old and had both of the Moderna Vaccinations without complications. 

• I think that  a vaccine for children before chemotherapy is critical. Parents should 

receive a vaccine too 

• In understanding the questions above, I have assumed that I am saying it is very 

important to have answers (research)to the questions before a child with cancer is given 

the vaccine. As chemotherapy destroys immunity two things can happen 1. The benefits of 

the vaccine are null and void if followed by chemo 2. The child can have a severe 

reaction to the vaccine as they donít have an immune system to ìlearnî from the vaccine.   

Family members and health care providers around the child should receive the vaccine. 

• Letís start vaccinating! 

• My daughter has CML since 2014 and she is now 16. She received two doses of the Pfizer 

vaccine as recommended by her oncologist here in [omitted for anonymity] 

• Thanks for doing this! If adults with cancer can get vaccine then kids should be able to 

get it too! 

• I think it's imperative that we know as much as we can about the vaccines for kids with 

cancer, and we administer them as soon as possible for these children (and other kids and 

adults in the same household). 

• When can we make this available 

• I think it is important for kids who have or have had cancer to get the Covid Vaccine as 

long as it has been proven safe.  My daughter has had it and is 6 years out of treatment. 

• My 21-year-old with leukemia got the vaccine done and did very well with vaccine, he 

was diagnosed May 2018 and still has 6 months left in treatment 

• I would definitely want my child to receive the vaccine and he is off treatment over a year 

and his Dr. said that he can get it so we have him scheduled for an appointment 

• I think the COVID_19 vaccine will be good for children with cancer since their immune 

system is not strong and easily get the virus. 



• My husband and I look at the Covid-19 vaccine just like any other vaccine including flu 

shots which we get every year. My son had bone marrow transplant so he had to have 

shots of all the vaccines he had when he was little all over again. 

• As children with cancer are vulnerable to severe disease, the safer vaccine without 

interfering with chemotherapy is important to administer 

• My child has been vaccinated with no serious side effects 
  



Appendix 9: Free text responses of caregivers who are coded as refusing a COVID-19 vaccine (n = 19) 

• It should not be given. Not enough knowns and absolutely zero longevity studies. Out kids 

suffer enough without added man made chemicals and concoctions 

• We wont be getting the Vaccine 

• We did not take any covid 19 vaccine 

• This vaccine must be tested on animals before and studied long term before even being 

considered for our vulnerable children who are NOT seeing serious illness with this 

virus. The unknown risks are vast and complex in this population. No 

carcinogenic/mutanagenic effects unknown as well as other systemic and cellular effects 

have been studied on this unique or other event general  populations - it could have 

devastating effects that would implicate this industry in massive harm. My child would 

not be volunteering for this study. 

• We will not be getting the vaccine nor will any of our children. 

• I will never allow my child to get the covid-19 vaccine.....if childhood cancer really wants 

to find a cure , they should stop injecting METAL into these poor children. [curse word] 

who ever approved putting metal into these innocent children. & [curse word] the covid 

vaccine - Sincerely, an angry mother. 

• My daughteris a survivoe for a long time. She will not be getting the vacine. Too many 

unknowns and she wants to get pregnant. We whole heartly support her. She is extremely 

healthy, no health issues, exercisesdaily, eats extremely healthy and is rarely ill.      Covid 

would not be any more harmful toher than a cold.     The vaccine may be harmful . She's 

had pleanty of poisin in her body from 1+ years of treatment. 

• My son along with myself, and husband all had Covid in November 2020. We will not be 

getting the vaccine as our body has the natural antibodies. When our son, whose immune 

system is low as heís actively on treatment, had a stuffy nose for a day. Our family will 

not be getting the vaccine. 

• I do not support giving children with or without cancer the covid-19 vaccine 

• My husband and I are totally against getting this particular vaccine for ourselves. I also 

have a hard time with seeing the necessary information stating that we should even begin 

injecting children with this, I wasnít aware children were at risk of even getting covid.   

And furthermore, my child will have to survive the treatment that is meant to save her life 

first. And even IF she survives she will most likely have lasting side effects from the 

chemo she received including infertility! How can I make the decision for her to be 

injected with ìgod knows whatî then later having it cause all sorts of 

complications......nope not signing up for that, Iím already carrying a heavy burden!! 

• I would not ever give my child the vaccine. It has not been around long enough to know of 

valid side effects.  Nor will I as a parent take it. 

• We will NOT be getting the vaccine. 

• It is my opinion that our children should not receive this vaccine. It was approved for 

emergency use only. There are not nearly enough studies or research to determine what 

the side effects could be. 

• I don't think any child should get this vaccine. Let alone a child with cancer. NO ONE 

SHOULD BE RECIEVING THIS VACCINE 

• Isnít it too early to tell if the vaccine is really worth the risk?   the vaccine be a personal 

choice and not one forced  upon you.   Isnít it critical important to understand whether or 

not a person has had Covid or not before stating they should or should not get a vaccine 

that we still donít fully understand.   Isnít the vaccine still a clinical trial and not fully 

approved by the FDA?   If so why arenít we telling people those facts? 



• My daughter will not be receiving the vaccine until more studies have been done. It makes 

me extremely uncomfortable that her cancer was caused by her cells and that the vaccine 

goes into the cell. She finished treatment less than a year ago. I do not want her to have 

anything that could potentially affect her cells and cause a relapse. 

• The medication for cancer children is more than ok and its chronic so i dont see any 

importance for children to be vaccinated.rmb this kids dont take any medications but 

prescribed ones.covid 19 no to this children 

• Covid is being used as a trojan horse to take over parts of our lives government has no 

business with. This "vaccine" is a scam and only time will tell the long-term affects of this 

vaccine for which the sickness has a 99.9% recovery rate. How dare anyone try to subject 

kiddos with cancer to this. Please stop this nonsense right now and get onto fighting 

cancer. 

• No children should be getting this vaccine 
 

 

 


