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	Ref # 

	Statistical analysis 
	Reported outcomes 

	Piltch-Loeb 2022 (1) 
	ANCOVA models adjusted for demographics, baseline values, and general vaccine attitude scores; Holm method to adjust for multiple endpoints; Dunnett test for pairwise comparisons
	Narrative, Fact-based, or Hybrid intervention vs control
· Ability to recognize rhetorical strategies used in misinformation: significant intervention effect (p < 0.001); Least Squares (LS) mean differences vs control: Narrative +0.31 (p = 0.01), Fact +0.43 (p < 0.001), Hybrid +0.47 (p < 0.001)
· Willingness to share misinformation: significant intervention effect (p = 0.02); LS mean differences vs control: Narrative –0.21 (p = 0.03), Fact –0.22 (p = 0.022), Hybrid –0.22 (p = 0.019)
· Willingness to get the COVID-19 vaccine: significant intervention effect (p = 0.01); LS mean differences vs control = +0.28 for all intervention groups: Narrative (p = 0.012), Fact (p = 0.011), Hybrid (p = 0.01)


	Ramirez 2022 (2)
	Response rate per 1,000 users; Fisher’s exact test.

	Intervention vs control group comparison
· Intention to engage with vaccination program: adverts showed higher engagement rates (p < 0.001) than control in both English (30.5 vs. 14.9 per 1,000) and Spanish (49.7 vs. 31.5 per 1,000) audiences


	Xiong 2024 (3) 
	Correct response rates (between-group comparison)
	Intervention vs control group comparison
· Judgment and recognition of health rumors: 84% vs 78%; 76% vs 78% for content not included in the game; 96% vs 79% for content included in the game


	Cook 2024 (4)
	Paired t-test, Receiver Operating Characteristic (ROC) analysis with corresponding area under the curve (AUC), as a measure of discrimination between factual and false statements

	Post-intervention vs pre-intervention comparison
· Improved attitudes toward vaccines post-intervention vs pre-intervention ( p < 0.001)
· Increased perceived vaccine importance (p < 0.001)
· Increased intent to get vaccinated: (p = 0.005)
· Increase in discrimination between accurate and false vaccine information (p < 0.001)
· Increased likelihood to accept vaccination: from 6.3% to 53% of participants
· Perceived reliability of vaccine facts and fallacies: reduced reliability for six items (p < 0.01), increase for one item (p = 0.003)

	Armand 2024 (5)
	Ordinary Least Squares (OLS) using two-stage least squares (2SLS) regression

	Doctor message vs control message
· Increased intention to comply with recommended practices: overall compliance index (p = 0.02 individual, p = 0.08 adjusted), face masks/hand-washing (p = 0.01 individual, p = 0.06 adjusted), physical distancing (p = 0.19 individual, p = 0.36 adjusted)
· No effect on intention to comply with non-evidence-based practices: vegetarianism (p = 0.60 individual, p = 0.62 adjusted), Indian immunity (p = 0.13 individual, p = 0.36 adjusted)
Religion-concordant vs religion-discordant introduction
· Increased intention to comply with recommended practices: overall compliance index (p = 0.00 individual, p = 0.01 adjusted), face masks/hand-washing (p = 0.33 individual, p = 0.53 adjusted), physical distancing (p = 0.20 individual, p = 0.46 adjusted)
· Intention to comply with non-evidence-based practices: decrease for vegetarianism (p = 0.04 individual, p = 0.12 adjusted), no effect for Indian immunity (p = 0.84 individual, p = 0.86 adjusted)

	Yousuf 2021 (6)
	ANCOVA to assess pre-to-post differences, followed by linear or logistic regression when significant adjusted for sex, religion, and political views
	Intervention vs control group comparison
· Rejecting myth that vaccines could lead to autism: Odds Ratio (OR) 2.44, 95% CI 1.98–3.01, p < 0.001
· Rejecting myth that an influenza vaccination could result in a weakened immune system: OR 1.27, 95% CI 1.06–1.53, p = 0.011
· Rejecting myth that influenza vaccination could lead to lower efficacy of COVID-19 vaccine: OR 1.32, 95% CI 1.05–1.65, p = 0.018
· Agreement that new vaccines do not carry greater risks than the older vaccines: OR 1.21, 95% CI 1.10–1.34, p < 0.001
· Agreement that the government is open with information about influenza: OR 1.14, 95% CI 1.03–1.25, p = 0.008
· Agreement that the government is honest with information about influenza: OR 1.15, 95% CI 1.05–1.27, p = 0.003
· Agreement that information from the national vaccination programme is reliable: OR 1.09, 95% CI 1.01–1.17, p = 0.019
· Change in belief concerning vaccination effectiveness on preventing disease: OR 1.07, 95% CI 1.00–1.14, p = 0.056
· Agreement that an influenza epidemic is associated with a strong increase in heart attacks: OR 1.30, 95% CI 1.04–1.62, p = 0.019
· Agreement that vaccination for in influenza is as effective as smoking cessation or heart attacks medication: OR 1.26, 95% CI 1.02–1.56, p = 0.034

	Parker 2022 (7)
	Bivariate  chi-squared tests, t-tests and multiple linear regression (adjusted for level of education)
	Intervention vs control group comparison
· Individual survey items:Beliefs about harms: nicotine in a cigarette (p = 0.015), cancer from nicotine in smoke (p = 0.016), nicotine from patches or gum (p = 0.004). 
· Beliefs about harms: raw tobacco burns substances (p = 0.712), tobacco substances (p = 0.364), additives (p = 0.233), addiction risk of nicotine products (p = 0.080), heart attack risk (p = 0.074), nicotine products less likely to cause cancer (p = 0.055), E-cigarette beliefs (no difference between groups).
· “Nicotine is a cause of cancer” (false) – higher correct responses in intervention (63% vs 36%) and lower “don’t know” responses (9% vs 17%) – statistically significant difference (p-value not reported).

False beliefs in multivariate models adjusting for education level (decrease): 
· nicotine false beliefs (p < 0.001)
· NRT false beliefs (p = 0.053);
· E-cigarette false beliefs (p = 0.547).



	Castellon-Lopez 2024 (8)
	Difference-in-differences analysis, McNemar’s tests

	Between-group comparison (intervention vs wait list control)
· Intention to vaccinate minors aged 2–11 years increased by 12.4 percentage points more in the intervention group than in controls: p = 0.03
· Actual vaccination of minors aged 12–17 years increased by 15.2 percentage points more in the intervention group than in controls: p = 0.04
Within-group change
· Intention to vaccinate minors 2–11 years old increased significantly in the intervention group (p = 0.002) but not in the control group (p = 0.27)
· Actual vaccinations for minors 12–17 years increased significantly in both groups: p ≤ 0.001

	Wood 2023 (9)
	Linear regression (OLS) controlling for pre-intervention beliefs; Sobel test for indirect effects in multiple mediator models; Bayesian ANCOVA for null effects
	Debunking interventions vs control comparison
Delivered by a healthcare professional: 
· Reduced beliefs about severe side-effects: p <0.05 in the UK cohort, p<0.10 in the US cohort
· Reduced beliefs that vaccines harm vulnerable groups: p <0.05 in the UK cohort, p= 0.699 in the US cohort
Delivered by a political authority:
· No significant effects in either UK or US cohort

Discrediting mis-informants intervention vs control comparison
· Beliefs about severe side-effects and beliefs that vaccines harm vulnerable groups: no significant effects in the UK or US population

Interventions comparisons analysis (comparison between conditions)
Debunking (healthcare professional) vs discrediting (political)
· Beliefs about severe side-effects: US β=-0.223 (95% CI -0.40 to -0.05), UK β=-0.208 (95% CI -0.35 to -0.07])
· Beliefs that vaccines harm vulnerable groups: US β=-0.199 (95% CI -0.40 to 0.00), UK β=-0.185 (95% CI -0.35 to -0.02)

Debunking (healthcare professional) vs discrediting (healthcare professional) 
· Beliefs that vaccines harm vulnerable groups: US β=-0.203 (95% CI -0.40 to 0.00), UK β=-0.228 (95% CI -0.39 to -0.06)
· Beliefs about severe side-effects: UK β=-0.162 (95% CI -0.31 to -0.02)

Debunking (healthcare professional) vs debunking (political) 
· Beliefs about severe side-effects: UK β=-0.220 (95% CI -0.40 to -0.04)
· Beliefs that vaccines harm vulnerable groups: UK β=-0.206 (95% CI -0.37 to -0.04)

Mediation analysis testing whether the healthcare professional debunking intervention influences vaccination intentions indirectly by first changing people's beliefs
· Child vaccination intention via beliefs about severe side-effects: β=0.07 (95% CI  0.01– 0.13), significant
· Child vaccination intention via beliefs about severe side-effects: β=0.06 (95% CI 0.01–0.10), significant 
· Receiving a booster vaccine intention via beliefs about severe side-effects: β=0.10 (95% CI 0.01–0.20), significant 
· Receiving a booster vaccine intention via beliefs that vaccines harm vulnerable groups β=0.06 (95% CI 0.01–0.10), significant


	Abascal Miguel 2022 (10)
	Logistic regression (unadjusted and adjusted for age, community, sex, and language)
	Post-intervention vs pre-intervention comparison
· Overall intention to get the first vaccine: OR 1.78, 95% CI 1.14–2.77
· Vaccination intention among all participants, p = 0.01, and participants unvaccinated at baseline: OR 3.92, 95% CI 1.56–9.8, p=0.04 


	Deane 2025 (11)
	General linear model – univariate analysis by academic year.
	Vaccination rates over time
Mean vaccine uptake dropped from 84.8% (pre-misinformation, 2013-2014) to 55.2% (during misinformation, 2016-2017), then increased to 72.9% (recovery, 2018-2019)

Difference in vaccine uptake by DEIS schools status (a deprivation marker)
DEIS schools had consistently lower uptake than non-DEIS:
· 2013–14: 4.4% gap (p < 0.001)
· 2016–17: 8.0% gap (p < 0.001)
· 2018–19: 12.0% gap (p < 0.001)  
DEIS schools showed reduced recovery in vaccination rates post-misinformation exposure
Target ≥ 85% vaccination met by 65% of schools pre-misinformation exposure, 2.4% during, 21.6% in recovery


	Saucier 2024 (12)
	ANCOVA controlling for pretest scores, mediation analysis, Holm–Bonferroni–corrected pairwise comparisons.
	[bookmark: _Toc209795757]Exposed vs non-exposed cohorts
· [bookmark: _Toc209795758]Accurate knowledge (increase): p = 0.02
· Prevention behaviors (mask-wearing, handwashing, avoiding gatherings, increase): p < 0.001, and these effects were maintained at the one-week follow-up (p < .001)
· Emotional concerns about contracting the disease (decrease): p = 0.052
· Personal susceptibility perceptions (increase): p = 0.054
· Disease misperceptions (decrease): p = 0.002 
· Reduced intention to share misinformation (p < 0.01 across experiments).


	Riggle-van Schagen 2023 (13)
	Logistic regression (adjusted for income, sex, age, language, health insurance) for primary outcomes; paired t-tests for secondary outcomes; chi-square tests for categorical comparisons
	Interrupted time series (wave 2 vs wave 1)
· Adult COVID-19 vaccination (increase from wave 1 to wave 2): adjusted OR 6.48 (95% CI  2.73–15.33), p < .001
· Child COVID-19 vaccination (increase from wave 1 to wave 2): adjusted OR 6.00 (95% CI 2.16–16.65), p < .001
· [bookmark: _Toc209795759]Adult booster dose uptake (increase from wave 1 to wave 2): adjusted OR 1.78 (95% CI 0.86–3.64), p = 0.12
· [bookmark: _Toc209795760]Intention to receive booster (among unvaccinated):  adjusted OR 1.25 (95% CI 0.59–2.61), p = 0.56
· Intention to vaccinate children (among unvaccinated children): adjusted OR 4.81 (95% CI 1.66–13.93), p = 0.004
· Improved capability to judge reliability of media, p < 0.001
· Reduction in negative beliefs about vaccination: side effects concern, p = 0.04; mistrust of development process, p = 0.008; belief children are low-risk, p = 0.006;
· Trust in information sources (increase): 
· Healthcare provider: p = 0.21
· Social media contacts, news-radio/TV/Internet/print, work/school/acquaintance, community organizations: p < 0.001
· Federal Government, State or Local Government: p = 0.003
· Centers for Disease Control and Prevention: p = 0.002
· Federal Government, FDA (vaccine safety): p < 0.001


	Castro 2025 (14)
	OLS and Ordered Logistic Regression with individual fixed effects and Kolmogorov–Smirnov tests on social norms.
	Post-intervention vs pre-intervention comparisons
· % believing menstruation is an illness (decrease): 27.4% to 5.7%, p < 0.001
· % drying cloth in sun (increase): 8% to 68%, p<0.001
· % using cloth (decrease): 70% to 35%
· Pad use (increase): 46% to 64%
· Stress during menstruation (decrease): 46.8% to 17.3%, p < 0.001
· Shame about menstruation (decrease): 51.8% to 20.2%, p < 0.001
· Social appropriateness of drying cloth in sunlight (increase): 41 points (on 0–1 scale, p < 0.001); sustained at 2-year follow-up
· Persistent stigma for public washing of cloth remained unchanged
· Increased openness to talk more about menstruation with others, 92%

	Streuli 2021 (15)
	Descriptive response rates from survey data and focus group responses.
	Post-intervention vs pre-intervention comparison
· 18% increase in participants who stated being ‘very comfortable’ and 12% decrease in those who stated they were ‘not at all comfortable’ with MMR vaccination
· Attitudes towards getting one’s child vaccinated: 17% increase in those who stated they would allow it, 11% decrease in those who stated they would consider it, no change in those who stated they would not allow it, 6% decrease in those who stated they don’t know
Post-intervention
· Recommending MMR vaccination to members of their community: 83% of participants 
· Planned vaccination of own children: 88% of participants 


	Ekwueme 2010 (16)
	Chi-square test, Fisher's exact test
	Post-intervention vs pre-intervention comparison
· Support for harmful practices: Decrease from 70% to 11%, p < 0.001
· Opposition towards practice continuation: Increase from 29% to 83%, p<0.001
· Recognition of harms (increase): Hepatitis/HIV/AIDS risks 89.7% to 98.8% ; pregnancy complications 82.8% to 90.4%; harmful tradition 48.3% to 92.8%, all p<0.001
Social stigma (decrease): promiscuity 74% to 22%, shameful 49% to 12%, cursed/outcast 14% to 2%, unsuitable for marriage 66% to 19%, all p < 0.001

	Malik 2022 (17) 
	Paired sample t-test

	Post-intervention vs pre-intervention comparison
· Reduction in belief in health myths across 4 domains: popular treatments (11 myths), conspiracy theories (4 myths), home remedies/folk treatments (6 myths), and COVID-19 resilience/immunity beliefs (4 myths), all p < 0.001
· Popular treatments (11 myths): Mean score decreased from 24.44 to 14.99, p < 0.001
· Conspiracy theories (4 myths): mean score decreased from 7.93 to 5.65, p < 0.001
· Home remedies (6 myths): mean score decreased from 16.46 to 11.45, p < 0.001
· COVID-19 resilience beliefs (4 myths): mean score decreased from 7.82 to 5.85, p < 0.001
Significant improvement on 24 of 27 myths tested, with largest declines for:
· Warm baths as treatment (MD = 1.63, p < 0.001)
· Flies/mosquitoes as carriers (MD = 1.56, p < 0.001)
· Sunlight as treatment (MD = 1.25, p < 0.001)
Non-significant change for 2 individual myths: cold area treatment (p = 0.12) and high recovery rate beliefs (p = 0.11), with one additional myth in the COVID-19 resilience domain non-significant (children-only susceptibility, p = 0.71).

	DeGarmo 2022 (18)
	Multilevel negative binomial and linear regressions. Both outcomes were adjusted for site-level census variables (Latinx population, nativity, median age, income inequality) and time-varying COVID-19 case and vaccination data.

	Intervention sites vs control sites comparison
· Testing uptake: incident rate ratio  = 3.84; 95% CI: 2.47–5.97, p < 0.001, representing a medium–large effect size (Cohen’s d = 0.74)
· Proportion of Latinx population being tested: 28% increase (p = 0.001), which is equivalent to a relative percentage increase of 0.53 (95% CI, 0.21–0.86), also a medium effect size.


	Kandasamy 2022 (19)
	Descriptive statistics, McNemar's test
	Post-intervention vs pre-intervention comparison
· Vaccine knowledge increased from: 73.3% to 100.0%, p = 0.005
· Confidence in facilitating vaccine conversations increased from: 63.3% to 93.1%, p = 0.006
· Reported facilitating a conversation with an unvaccinated individual: 73.3% to 76.7%, p = 0.76; convincing unvaccinated individual to get vaccinated: 70.4% to 51.9%, p = 0.132 

	Sears 2023 (20)
	Paired samples t-test; descriptive statistics
	Post-intervention vs pre-intervention comparison
· Knowledge about the COVID-19 vaccine (increase): p < 0.001
· Knowledge about vaccine side effects (increase): p = 0.007
· Ability to arrange vaccination for self/family (increase): p = 0.003
· Self-reported COVID-19 vaccination uptake: 65.5% at baseline, 67.3% at follow-up
Post-intervention
· Using the intervention handouts to talk to a family member/friend about getting vaccinated: 56% of respondents
· Trust in the information provided: 67%
· Trust in the CHR providing information: 74%

	Gonzalez-Salinas 2024 (21)
	Descriptive statistics
	Post-intervention
· 89% of participants agreed/strongly agreed that they trusted the information presented


	Mansour 2024 (22)
	Descriptive statistics
	Post-intervention
· Ability to identify and dispel healthcare myths: 95% of participants agreed or strongly agreed
· Increased knowledge on health topics: 98% of participants (75% strongly agreed, 23% agreed)
· Confidence in teaching the topic to others: 87% of participants “comfortable or very comfortable”
· 92% agreed or strongly agreed they had mastered the expected learning outcomes

	Kader 2024 (23)
	Descriptive statistics; comparison of group average Likert-type scores between pre- and post-surveys (RStudio 4.1.3). 
	Post-intervention vs pre-intervention comparison
· Perceived difficulty in judging reliability of media information (decrease): 38% to 14%
· Perceived difficulty in decision-making based on information in the media (decrease): 34% to 14% 
· Difficulty in understanding vaccination importance (decrease): 29% to 15%
· Intention to vaccinate: 36.9% of unvaccinated participants

	Foley 2024 (24)
	Exact McNemar test for paired data; Chi-squared for pooled analysis
	Post-intervention vs pre-intervention comparisons
· HPV vaccination knowledge (increase): OR 1.84, p < 0.0001.
· HPV vaccine is cancer prevention (increase): 84% to 95%, p < 0.01
· Confidence discussing HPV vaccine (increase):  67% to 96%, p < 0.001
· HPV vaccine is safe (increase): 80% to 97%, p < 0.001
· HPV vaccine encourages sexual activity (decrease): 29% to12%, p < 0.001

	Desens 2023 (25)
	Compares changes in vaccination rates within intervention areas to surrounding non-intervention areas, using publicly available vaccination data. Statistical tests included paired samples t-tests and independent samples t-tests.
	Post-intervention vs pre-intervention comparisons
Miami-Dade
·  Fully vaccinated adult rate increased by 25.22% (relative change) from 56.3% to 70.5% between July–September 2021; final adult vaccination rate was ~10–15% higher than neighbouring counties.
· Vaccination rates compared to neighbouring counties: 10-15% increase in final adult vaccination rates compared with neighbouring counties, not an increase over time.
Central Valley 
· County-wide (all ages): Average 2.25% increase in fully vaccinated rates in intervention counties vs 1.84% in non-intervention counties (not statistically significant). Significant within-group increases (intervention counties p=0.016, comparison counties p=0.003), but no significant difference between intervention vs comparison groups (p=0.155)
· Target age group (5–11 years): Average increase of 16.81% in full vaccination vs 12.54% in non-intervention counties (p = 0.086).
· Zip code level (all ages): Fully vaccinated rates in intervention zip codes increased significantly more than in non-intervention areas (p < 0.001).

	Rodriguez 2023 (26)
	Descriptive statistics
	Post-intervention
· Healthcare-seeking behavior (increase): more people stated they would attend clinic if symptomatic  
· Health-promoting cooperation (increase): agreeing to receive follow-up visits from a CHW after attending the clinic

	Abdi 2024 (27)
	Descriptive statistics, t-tests to analyze changes in pre- and post-course confidence
	Post-intervention vs pre-intervention comparisons
· Confidence in detecting misinformation about COVID-19 in news and social media (increase): +0.82 points on a 5-point Likert scale, 95% CI, 0.70–0.93, p < 0.01
· Confidence in effectively communicating COVID-19 information within personal networks (increase): +0.80 points on a 5-point Likert scale, 95% CI 0.69–0.92, p < 0.01 

Six-weeks after the intervention (20% of participants responded)
· 73% respondents had talked to people in their personal/community networks about the training content
· 81% had talked to people in their personal or community networks about COVID-19 vaccinations 
· 40% had shared the training link with others

	Marinda  2024 (28)
	Chi-squared tests, Difference-in-Difference (DID) with Augmented Inverse-Probability Weighting; contrasts of Potential Outcome Means (POM)
	Intervention site vs control site comparison
· Knowledge/perception score (not significant): DID effect +0.04; 95% CI, -0.10 to 0.19
· Intention to vaccinate: DID effect +20% (95% CI, 6% to 35%)  
· Full vaccination status: DID effect +10% (95% CI,  0% to 20%) 
· Partial vaccination status: DID effect +16% (95% CI, 6% to 26%) 
Intervention site post-intervention vs pre-intervention comparison
· Trust in the science used to make vaccines (no change): 48% to 54%, p = 0.17
· Trust in government COVID-19 programme (increase): 24% to 48%, p < 0.01
· Trust in healthcare workers to provide reliable information about COVID-19 (increase): 58% to 68%, p < 0.01
· Worry about vaccine safety (decrease): 36% to 25%, p<0.01
· Belief in misinformation (decrease):  
· COVID-19 brings other illnesses 27% to 13%, p<0.01
· Vaccines used as tracking tool 14% to 1%, p<0.01
· “COVID-19 brings in a new disease” 14% to 1%, p<0.01
· “COVID-19 vaccine has not been tested” 34% to 21%, p<0.01
· “COVID-19 vaccine affects/changes fertility” 9% to 2%, p<0.01

	Salud 2009 (29)
	Chi-squared tests
	Post-intervention vs pre-intervention comparison
· Among mothers not exclusively breastfeeding at baseline, 69.6% (103/148) changed feeding method to exclusive breastfeeding following the intervention (p<0.001)
· Exclusive formula feeding: 87% reduction, p < 0.001 
· Mixed feeding: 37% reduction, p < 0.001

	Abdul-Mutakabbir 2022 (30)
	Descriptive evaluation
	Post-intervention
· Six community vaccination clinics (Feb–Apr 2021) delivered 1,704 COVID-19 vaccine doses in targeted non-Hispanic Black (n=802) and Hispanic/Latino (n=902) communities.
· 89% of all doses delivered went to non-Hispanic Black and Hispanic/Latino individuals.
· Higher proportions of target populations vaccinated compared with local mass vaccination clinics (e.g., Black: 26.5% vs 4% countywide; Hispanic/Latino: 62.6% vs 44.7% countywide).
· Second-dose return rates: 93.4% (Black community clinics) and 86.9% (Hispanic/Latino clinics).

	Kuehl 2023 (31)
	Descriptive statistics, paired samples t-test
	Post-intervention vs pre-intervention comparison
· Overall COVID-19 knowledge (increase): +23%, p < 0.001
· Understanding COVID-19 high-risk populations: +41%, p = 0.002 
· Vaccine-autism misinformation correction: +45%, p = 0.035 
· Herd immunity concept understanding: +45%, p = 0.035 
· Social determinants of COVID-19 risk: +37%, p = 0.030
· Vaccine safety attitude scores (increase): 1.56 (“not safe/unsure”) to 2.56  (“very safe”), p=.003

	Edwards 2022 (32)
	Descriptive evaluation
	Post-intervention
· Vaccination uptake: 1,521 doses administered. Of these, 593 (39%) were given to children and the remaining doses were given to adults, mirroring the Ask-a-Doc team’s experience that centering care on children can increase access to care for adults and families.
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